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Abstract
Objectives: To describe the strategic, operational, and tactical aspects of the response to COVID-19 in Togo. Study Methods: This was a cross-sectional descriptive study, both qualitative and quantitative, conducted from January 1, 2020, to June 30, 2023. It involved analyzing documents related to the response and conducting a direct questionnaire addressed to key informants. Results: The principle of the health response was surveillance, case management, and prevention of COVID-19. The preparation phase of the response was marked by increased cooperation with African and West African health actors. This included strengthening border surveillance and points of entry, drafting response plans, and training stakeholders in all health districts. A state of health emergency was declared on April 1, 2020, and the government established response bodies, including the crisis committee led by the President of the Republic and the national coordination for managing the COVID-19 response, which was the cornerstone of the response. Aside from the difficulties encountered, a number of specific measures had been adopted in Togo. Conclusion: The involvement of the highest political authorities, the establishment of a dedicated coordination for the response, and a comprehensive health system alongside the existing healthcare system enabled an effective response to COVID-19 in Togo. It is important to capitalize on the lessons learned from this response. 
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INTRODUCTION
One of the defining events of the early 21st century will undoubtedly be the outbreak of the global COVID-19 epidemic. According to the Global Alliance for Vaccination and Immunization (GAVI), COVID-19 is the seventh deadliest epidemic in the world, with an estimated 5 to 17 million deaths [1].
Starting in December 2019 from the epicenter in Wuhan, the capital of Hubei Province in China, the epidemic gradually but rapidly spread worldwide via airborne vectors. It successively affected the European continent, then the American continent, and, with a little more delay, the African continent.
The occurrence of the first deaths recorded in China and then in other countries, and the rapid spread of the epidemic, had truly shaken societies, gripped by uncertainty. This led the World Health Organization (WHO) to declare a public health emergency of international concern on January 30, 2020.
The pathogen, SARS-CoV-2, was isolated in January 2020 by Chinese researchers. Subsequently, extensive research was conducted to better understand and combat this formidable virus, described as an "enemy of humanity" by the WHO [2]. In addition to the observed mortality, the pandemic had negative repercussions on economies with significant risks to health and access to care, particularly maternal and fetal health, especially in low-income countries and areas [3,4].
Faced with the global threat, the WHO, regional and subregional health organizations, and public and health authorities of various nations mobilized for the response. Indeed, the WHO published a Strategic Preparedness and Response Plan (SPRP) intended, on the one hand, to guide the various countries on the axes of the response and, on the other, to coordinate and harmonize control efforts. The WHO categorized cases into: contact, suspected, probable, and confirmed cases. And according to symptomatology, it distinguished between asymptomatic, mild, moderate, severe, and critical cases. The PSPR provided for specific actions to be taken for each category and according to the epidemiological development at the national level.
Response actions have been carried out in both low-income and developed countries [5–8]. 
This article aims to share Togo's experience in its response to COVID-19.
Togo is a West African country with an area of ​​56,600 km² and an estimated population of 7.7 million in 2019. According to World Bank data, the GDP per capita in 2019 was US$848.31. The health system is organized pyramidally, with the central level at the top, the intermediate level, and the peripheral level. The state devotes a significant portion of its budget to the health sector, but this falls short of international and African standards. The public sector provides 59% of the healthcare demand, and regional disparities in access to healthcare are observed. In terms of emergency management, the country had a national multi-risk contingency plan (PNC) updated annually and a public health emergency operations center (COUSP) [9]
MATERIALS AND METHODS
This was a cross-sectional, descriptive, qualitative, and quantitative study conducted from January 1, 2020, to June 30, 2023. After an initial phase of exploratory interviews, our work consisted of two phases: a document review phase and an interview phase with key informants. The documents used were both physical and digital, originating from official authorities of the Togolese Republic involved in the response. The objective of the interview with key informants was to provide clarification on the information collected during the first phase and identify the strengths and challenges encountered in implementing response decisions. These key informants needed to have a position that would provide visibility into operational and tactical activities.

RESULTS
1. Principles of the response in Togo
The acronym "3R" was used to summarize the three components of the response in Togo: health response, resilience, and economic recovery [10]. In terms of health, the response was based on a three-pronged approach: surveillance and rapid case detection, case management, and infection prevention [11].
2. Phases of the response
Chronologically, four phases of the response could be identified: the response preparation and emergency measures phase, the intensive response phase, the measures relaxation phase, and the return to normal phase.
3. Preparedness and Emergency Measures Phase
This phase ran from January 1, 2020, to March 30, 2020. It included the preparation of response plans with a needs assessment, training of field personnel, and strengthening surveillance of entry points.
The drafting of response plans and the assessment of logistical needs were led by the COUSP. It benefited from the support of health emergency management experts from the Army Health Service.
The National Institute of Hygiene (INH), which houses the national reference laboratory, was the main training provider. After receiving training from the African Union's CDC Africa and the West African Health Organization, the INH trained response actors in all health districts across the country, as well as border surveillance personnel. The INH also acquired laboratory equipment for diagnosis [12].
On March 6, 2020, the index case was diagnosed in Togo. Emergency measures were then implemented, including restrictive measures on movement and international travel, barrier measures, the deployment of mobile laboratories in all health regions of the country, the designation of the Lomé commune regional hospital center (CHR LC) as a national reference center (CNR) for the management of positive cases, free care for patients with covid-19 and the provision of an emergency fund for these emergency measures.

4. Intensive Phase of the Response
Concurrently with the adaptation of the legal framework to the situation by authorizing the government to take measures within the scope of the law under the supervision of the Constitutional Court, the response in Togo was structured into three levels: strategic, operational, and tactical [13]. Two coordination structures were created between the strategic and operational levels (Figure 1) [14,15]. A state of health emergency was declared on April 1, 2020, with the introduction of a nighttime curfew, reorganization of working hours, and a ban on movement between prefectures.
Four axes of the response were listed: health, security, social, and economic [10,16]. Each axis brought together different government actors.
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Figure 1: Overall diagram of the response in TogoCNGR: National Coordination for Response Management
CLGR: Local Crisis Management Committee

· Response Levels

The strategic level was represented by the Crisis Committee, chaired by the President of the Republic. This committee was advised in its decision-making by the Scientific Council and the Economic Committee, the former of which assessed the evolution of the health situation and the state of knowledge about the pathogen, and the latter of which assessed the economic impact of the measures taken.
The coordination level was represented by the National Response Management Coordination (CNGR), which acted as the intermediary body between the government actors involved in the response and the Crisis Committee. It was responsible for the interministerial coordination of response actions and the design of anticipation scenarios. As such, it brought together representatives from each ministry and was composed of various units. It was supported by the Equipment Management Committee, responsible for receiving and maintaining the material accounting of all equipment, devices, and instruments acquired or granted as part of the response.
The operational level was represented by government actors responsible for implementing measures in the various response areas. 
Table 1 summarizes the main operational missions of each area and the main actors involved.

Table 1: Leadership, structure, stakeholders, and main missions for the COVID-19 response axes in 2020 in Togo
	
	Leadership
	Structures and actors
	Main missions

	Health

	M. in charge of health

	CSGC, healthcare, administrative, and technical staff

	Coordinate the health response
Draft surveillance and response guidelines (for field actors)


	
	
	
	
	

	Security
	M. in charge of security

	FOSAP: 5,000 defense and security force personnel

	Enforce response measures
Monitor compliance
Educate citizens


	Social
	M. in charge of the digital economy
and others M.

	
	Organize direct cash transfers to vulnerable people; combat market speculation; reorganize activities


	
	
	
	

	Economic
	M. in charge of the economy and finance

	
	Manage the FRSC's accounting


	 
	 
	 
	 
	 


CSGC: Sectoral Crisis Management Unit of the Ministry of Health
FOSAP = Anti-Pandemic Special Force
FRSC = COVID-19 Response and Solidarity Fund
M. = Ministry

Table II summarizes the main social and economic measures taken during the response.

Table II: Summary of social and economic measures taken during the response to COVID-19 in Togo in 2020
	 
	Measures taken

	Social
	Presidential pardon for 1,048 prisoners [17]

	
	Opening of markets 5 days a week: 3 days for food products and 2 days for non-food products [17]

	
	Direct cash transfers to vulnerable populations [18]

	
	Free social water and electricity tariffs [19,20]

	
	

	
	Rescheduling of working hours

	
	Authorization of telecommuting

	
	Digitalization of the response: transmission of test results, generation of vaccination passes

	
	Digitalization of administrative procedures

	
	Dual-track courses in middle and high schools

	
	

	Economic
	Reduction of tax measures [21,22]

	
	Suspension of tax penalties

	
	Exemption from taxes on essential goods, protective equipment, and agricultural materials

	 
	Creation of a country platform for equipment orders [23]





At the prefectural tactical level, the local response management committees (CLGR) were the branches of the CNGR. Under the direction of the prefects, the CLGRs brought together prefectural officials from ministries, commanders of the defense and security forces, traditional leaders, and youth and women's representatives. They were responsible for implementing response measures at the prefectural level and for communication at the community level [14].

· Management (COVID-19 cases): screening, investigation, and care structures
Screening could be carried out in any health center. Each center had a triage unit responsible for identifying patients showing signs of suspicion so that they could follow a predefined care pathway, including an isolation room and reporting the case to the health districts, which had rapid response teams (EIR). 
Apart from the Regional Hospital Centre of Lomé – Commune (CHR-LC) rehabilitated and designated as the National Reference Center (CNR) for the management of cases of covid-19, three types of management sites had been identified and set up during the epidemic:

· hotels requisitioned in the various prefectures to serve as quarantine sites for travelers and isolation of asymptomatic cases, mild cases, and contacts [24]
· the old sites set up during the Ebola epidemic in West Africa in 2013, which had been rehabilitated from March 2020 to serve as temporary sites for the treatment of moderate and severe cases [25]
· Finally, nine (9) sites built during the epidemic across the country to serve as permanent sites for the treatment of diseases with epidemic potential [26].

The treatment was free of charge, and as part of the public-private partnership, additional examinations could be carried out in private facilities when they were not available in public health facilities.

· Operational Logistics
Patient and sample transport was handled by district health officials, under the responsibility of the Ministry of Health, using district and treatment center ambulances, supported by Defense Forces ambulances.
The logistics of equipment, medications, and consumables were the responsibility of the CNGR and the Equipment Management Committee. These logistics were carried out using CNGR and Defense Forces resources.

· Human Resources
Human resources were primarily provided by the Ministry of Health, which had requisitioned personnel for this purpose [27]. The Army Health Service deployed personnel to the various treatment centers and made its staff available as needed. Through a bilateral partnership, the Cuban authorities sent a team to Togo composed of an epidemiologist, an intensive care physician, a family physician, and paramedics who worked at the CNR for a period of three (3) months. Temporary contracts were signed at the prefectural level to recruit staff based on field needs. Retired personnel, including senior anesthesia and resuscitation technicians from the armed forces, were recalled to reinforce the CNR's on-call teams.

· Laboratories
The results of screening tests carried out in the health regions were centralized at the National Reference Laboratory (INH), which communicated the results daily to the CNGR, the CNR, and the Ministry of Health.
· Technologies, Medicines, Consumables
Most of the medicines, protective equipment, and devices were either acquired or allocated externally and managed by the Equipment Management Committee. The CNGR ordered their allocation to requesting facilities and care centers after assessing actual needs.

· Infection Prevention and Control
In addition to barrier measures, infection prevention and control actions were implemented at the community level, including the regular disinfection of markets and public squares under the responsibility of the health districts.

· Health Information and Risk Communication
Health information was provided to the authorities through three channels: the epidemiological surveillance system, from the CLGR to the CNGR, and through diagnostic laboratories.
A weekly press briefing on the evolution of the epidemic in Togo was conducted by the CNGR coordinator. The CNGR and CSGC communication units conducted an intensive and coordinated information campaign for the public using various means of communication: megaphone, gongon, flyers, mass media, social media, a toll-free number, and a website. The CSGC was responsible for combating the infodemic.

5. The Measures Relaxation Phase and the Return to Normal Phase
This measures relaxation phase extended from the lifting of the curfew to the start of vaccinations. It was marked by the resumption of classes in primary, secondary, high schools, and universities. This resumption only concerned examination classes. The measures restricting movement in the form of closures were implemented by prefecture, taking into account the development of the epidemic in each prefecture, replacing the restriction of movement at the national level.
The start of the vaccination campaign on March 10, 2021, marked the beginning of a return to normal. Vaccination was first initiated among priority targets, then expanded to the general population. As the vaccination campaign progressed, combined with a gradual and steady decline in the number of positive and serious cases, a disengagement of mobilized personnel took place. The temporary sites and their equipment were made available to the Ministry of Health by the CNGR. An audit of the FRSC was conducted by the Court of Auditors, and the results of the audit were made public, along with recommendations to be taken into account in the future.

6. Quantified Results
Over three years of response, 39,506 confirmed cases and 290 deaths were recorded, and 812,540 laboratory tests were performed, for an average of 100.37 tests per 10,000 inhabitants [17]. Over the two-year vaccination campaign, 28% of the target population was fully vaccinated (1.6 out of 5.7 million).

7. Army-Nation Concept during the Response
The armed forces were involved in all stages of the response. The CNGR was managed by the Central Director of the Armed Forces Health Service. Depending on their technical expertise, military personnel were members of the various response structures, particularly the coordination structures.
Within the care centers, the healthcare staff included medical, paramedical, administrative, and technical personnel from the armed forces health service. Retirees, including senior anesthesia and intensive care technicians, were recalled to reinforce the CNR teams.
The armed forces' logistics services served both as a logistics base and for the deployment of equipment, medicines, and vaccines to the health districts. Army logisticians were members of the logistics operations coordination team.

8. Contributions from national partners and stakeholders
These were numerous and multifaceted, ranging from partners whose contributions were addressed to the State to partners and stakeholders working directly with communities. 

9. Strengths
The following strengths were noted during our work:
· the involvement of the Head of State as head of the crisis committee
· the creation of new structures dedicated to the response
· the centralized management of resources and the decentralized but coordinated conduct of response actions in the prefectures
· the involvement of the army, both with its personnel in key response positions and with its logistical resources
· the public-private partnership in the response
· the audit of the FRSC



10. Weaknesses
· the difficulties in ensuring public compliance with barrier measures
· the blunders of law enforcement during the curfew, which led to the replacement of the FOSAP command
· the lack of public support for the vaccination campaign
· the difference in perceptions regarding response resources, which were perceived as sufficient and available at the coordination level and insufficient at the peripheral level.

DISCUSSION
· The Head of State's Involvement in Leading the Crisis Committee
The crisis committee was the body that led the strategic response in Togo. It was headed by the Head of State, who continued to govern the country.
This arrangement offered two advantages: first, it provided an entity solely responsible for the response, while allowing the government to focus on ensuring state continuity, and second, it provided unified command. Abdelaziz et al. in the Maghreb recognized unified command as a highly effective approach to improving performance and streamlining activities in emergency situations [28].

· Actions of the Scientific Council and the Economic Committee 
The crisis committee was assisted by the Scientific Council, which provided scientific advice on the best health response strategies, and the Economic Committee, which was responsible for assessing the economic impact of the measures taken. The government, responsible for implementing decisions, was responsible for the political and social assessment of the measures and for crisis communication. This approach was also used in Morocco and was the best way to achieve balanced decisions between economic and health imperatives [29,30]. In France, in addition to the fact that the entire government was simultaneously involved in the response, the Scientific Council, composed of experts in epidemiology and medicine, made proposals based on science and medicine without taking into account the socioeconomic consequences of these measures, which would have led to a significant negative impact on the economy [31].

· Creation of the CNGR
The CNGR was the coordination structure that acted as the response manager under the guidance of the crisis committee, the project owner. In Guinea, the response was entrusted to the National Agency for Health Security (ANSS), which existed before the health crisis [32].
In Togo, the CNGR was created for this purpose and was separate from the Ministry of Health. It had implemented procedures it deemed rapid and effective. As a newly created structure, it offered the advantage of avoiding ambiguities with the Ministry of Health.

· Centralized Resource Management and Decentralized Response Actions
The coordination structures symbolized the centralization of response activities.
However, on the ground, the CLGRs, local committees, had the flexibility to coordinate and mobilize response resources at the prefectural level while reporting to the higher level. This made it possible to better adapt the response to the local situation and avoid administrative burdens. The inadequacy of the response to the needs on the ground had been highlighted in France while administrative slowness was highlighted in Canada [31,33].

· Community Mobilization and Intensive Communication Through the Composition of the CLGRs
In addition to reflecting the decentralization of the response, the CLGRs were the locus of community mobilization by bringing together traditional chiefs, youth representatives, and women's representatives. The inclusion of traditional dignitaries and youth and women's leaders lent a certain credibility to the action, regardless of political leanings. As a result, community participation was highly satisfactory. In Guinea and Canada, the unfavorable political context for the authorities at the time had been identified as an obstacle to community mobilization [33,34].
Finally, the CLGRs were also a venue for organizing intensive communication towards the populations under the supervision of the administrative and health officials of the districts. In India, a lack of communication from the authorities had been pointed out [35,36]


· The Army's Involvement and Public-Private Partnership in the Response
The army was heavily involved in the response in Togo, both through human and logistical resources. The CNGR was headed by the Central Director of the Army Health Service. In Senegal, an Army General headed the COVID-19 monitoring committee and reported to the President of the Republic [37]. The United States of America had called on military personnel and army reservists to increase the number of healthcare workers [38]. As an emanation of the nation and with pre-positioned human and logistical resources capable of rapid mobilization, the army is a reservoir of expertise that can be used to respond to emergencies. The same applies to public-private partnerships, as the private sector is full of potential that can be put to the service of the State in a win-win partnership with the sole aim of containing the spread of the virus and better treating cases.

· State Oversight of Response Activities
Even though the health imperative predominated, there remained a need for state structures to monitor the actions of the various response actors, in their sovereign role. This was demonstrated by the replacement of the FOSAP command and the audit of the Covid-19 Solidarity and Response Fund. Furthermore, accountability is a key principle of health systems contributing to health security [39]. The FRSC audit was likely to reassure the various partners. Indeed, Guinea had noted a low level of mobilization of technical and financial partners due to the mismanagement of funds during the Ebola epidemic in 2013 [34].

· Difficulties Encountered
The main challenges identified were twofold: difficulties in getting the population to adhere to barrier measures at the start of the epidemic, then to adhere to vaccination, and the differential perception of the availability of resources between structures at the tactical level and those at the coordination level. These two challenges are inherently related to communication needs.

· Reflections on Future Crises
At the end of our discussion, a question arises and deserves further consideration: what if we were the first to be affected by the epidemic?
Faced with this question, some possible responses could be suggested:
- Train the entire population in epidemic management in schools and universities, with a version aimed at the general public and a version specifically for healthcare workers [28]. This training will allow us, based on acquired experience, to update our knowledge and improve our anticipation skills.
- Gradually become self-sufficient in the production of protective equipment.

CONCLUSION
The management of the Covid-19 epidemic in Togo was marked by the involvement of the highest government authorities, the establishment of a national coordination dedicated to the response, and a comprehensive health response system alongside the existing health system. This enabled an effective response to COVID-19 in Togo. This response had weaknesses that needed improvement, but even more so, strengths that needed capitalizing on for the future. One avenue for this capitalization could be universal training for the population in epidemic management in schools and universities.
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