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CHAPTER 1 - INTRODUCTION

1 Introduction

1.1  Purpose of the document and target audience

Ebola or Marburg haemorrhagic fever outbreaks constitute a major public health issue in Sub-
Saharan Africa. Of the 2 870 Marburg and Ebola cases documented between June 1967 and June
2011, 270 (9%) were health-care workers. In order to provide health-care workers in risk areas with a
working tool to combat Ebola Virus Disease (EVD) or Marburg Virus Disease (MVD) effectively, the
WHO Regional Office for Africa (AFRO), the WHO Regional Office for the Eastern Mediterranean
(EMRO), WHO Headquarters and their partners have produced this document: Ebola and Marburg
virus disease epidemics: Preparedness, alert, control and evaluation.

The main target audience of this document are district-level health-care workers (doctors, nurses,
and paramedics), as well as intermediate- and central-level health-care workers responsible for
epidemic control, and International Health Regulations (IHR) National Focal Points (NFPs).

The objective of this document is to describe preparedness, prevention, and control measures that
have been implemented successfully during previous epidemics. These measures must be
implemented during the following four phases:

(1) Pre-epidemic preparedness

(2) Alert (identify, investigate, evaluate risks)

(3) Outbreak response and containment operations

(4) Post-epidemic evaluation.

1.2 Background

The Marburg virus and Ebola virus genera belong to the Filoviridae family (filovirus). The Ebola virus
is comprised of five distinct species: Bundibugyo, Céte d’lvoire, Reston, Sudan, and Zaire. There is
only one Marburg virus species. The Marburg virus and Ebola Zaire, Sudan, and Bundibugyo subtypes
have been associated with large viral haemorrhagic fever (VHF) outbreaks characterized by high
person-to-person transmission and a case fatality rate ranging from 25%—90%, whereas Céte d’lvoire
and Reston subspecies have not been associated with VHF outbreaks in humans to date.

Since its discovery in 1976, EVD has mostly occurred in Sub-Saharan Africa (Annex 1). The first cases
of EVD were detected in the Democratic Republic of Congo (DRC) and Sudan (1976) and EVD
epidemics have since occurred in DRC (1977, 1995, 2007, 2008, 2012), Sudan (1979, 2004), Gabon
(1994, 1996, 2001, 2002), Uganda (2000, 2007, 2011, 2012), Republic of the Congo (2001, 2002,
2003, 2005), Guinea (2014), Liberia (2014), Sierra Leone (2014) and Nigeria (2014, following the entry
of infected traveller from Liberia) (Figure 1). In 1994, Cote d’lvoire reported one case of Ebola Céte
d’lvoire in a laboratory technician who was infected when performing an autopsy on an infected
chimpanzee. No secondary transmission occurred and the patient survived the infection.

MVD also occurs in Africa (Annex 2). Beginning in 1967, the first cases of MVD were reported in
Uganda. Additional reports of isolated cases and MVD epidemics have been reported in Zimbabwe
(1975), Kenya (1980, 1987), DRC (1994, 1998-2000), Angola (2005), and Uganda (2007). South Africa
reported Marburg epidemics (1975) and Ebola epidemics (1996) following the entry of infected
patients from Zimbabwe and Gabon, respectively. Outside Africa, in 1967, the importation of infected
green monkeys (Cercopithecus aethiops) from Uganda resulted in MVD outbreaks in Germany and
Yugoslavia, causing 32 fatalities. In 2008, the Netherlands and the United States of America (USA)
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reported one case of imported Marburg each. The two patients — tourists — had visited a cave in the
forest of Maramagambo in south-eastern Uganda.

Figure 1. Geographical distribution of Ebola and Marburg outbreaks in Africa (1967-2014)

D Countries with reported Ebola or Marburg outbreaks
D Countries with serological evidence of Ebola or Marburg

Home range of fruit bats
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Transmission

In Africa, fruit bats of the family Pteropodidae are considered natural hosts of filoviruses — the viruses
that cause Marburg and Ebola viruses. Fruit bats belonging to the genus Rousettus are considered
potential hosts of the Marburg virus, and bats belonging to the genera Hypsignathus, Epomops, and
Myonycteris are considered possible hosts of the Ebola virus. However, Ebola and Marburg have also
been found in other bat species. The geographic distribution of Ebola and Marburg viruses probably
corresponds to that of fruit bats of the family Pteropodidae. Consequently, Ebola and Marburg
viruses are considered endemic throughout Sub-Saharan Africa (Figure 1).

In Africa, the infection of human cases with Ebola virus disease has occurred through the handling of
infected chimpanzees, gorillas, monkeys, bats of the species Hypsignathus and Epomops, forest
antelopes, and porcupines (Figure 2). Most primary (index) cases (cases) of Marburg infection
occurred following an extended stay in or near mines or caves inhabited by bats of the Rousettus
species.
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Figure 2. Hypothesis of Ebola virus transmission at the human-animal interface
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Figure 3. Hypothesis of Marburg virus transmission at the human-animal interface
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Person-to-person transmission of Ebola and Marburg virus occurs through direct contact with the
blood, secretions, organs, or other body fluids of infected persons, putting health-care workers and
the community at risk. Burial ceremonies in which relatives and friends have direct contact with the
body of the deceased person also play a significant role in the transmission of the virus. Health-care
workers have been infected while treating Ebola and Marburg patients, through close contact
without correct infection control precautions and inadequate barrier nursing procedures. To date,
approximately 9% of Ebola or Marburg victims have been health-care workers.

During EVD and MVD outbreaks, only strict compliance with biosafety guidelines (i.e. appropriate
laboratory practices, infection control precautions, barrier nursing procedures, use of personal
protective equipment by health-care workers handling patients, disinfection of contaminated objects
and areas, safe burials, etc.) can prevent the epidemic from spreading and reduce the number of
victims.

In order to control outbreaks effectively, it is important to develop comprehensive social mobilization
campaigns that include feasible, culturally-appropriate, and technically sound interventions for the
affected populations. These sensitive and essential measures identify behaviours that may put
people at risk and are crucial in supporting the adoption of practices that can help prevent infection
or reduce transmission within the community. During outbreaks, social mobilization programmes
help affected populations understand and comply with control measures, which may seem to
patients and family members to be austere, such as isolating sick people.

Severely ill patients must be given symptomatic treatment and intensive care. There is no specific
treatment or vaccine for either Ebola or Marburg. Several candidate vaccines are being developed,
but it will be several years until they are available for utilization by outbreak response teams working
in the field. Similarly, several candidate drugs show promise but their safety and efficacy in humans is
not yet known.

Filoviruses are highly infectious agents and certain precautions must be applied when handling them.
Laboratory tests on the active virus — experimental inoculation of animals, cell cultures or specimen —
present an extreme biohazard risk and WHO recommends that such tests be conducted in biosafety
level 4 (BSL4; highly infectious/maximum containment) laboratories only. Conversely, the laboratory
may conduct tests on inactivated specimens (virucides, gamma rays, formaldehyde, heat, etc.) in
order to confirm the diagnosis through detection of viral RNA or virus-specific antibodies.
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Box 1. The need to take into account pig farms

In 2008-09, the Ebola Reston virus was isolated in

pigs in the Philippines following an outbreak of

Porcine Reproductive and Respiratory Syndrome

(PRRS). At the same time, experimental inoculation
of laboratory animals showed that pigs are susceptible to infection with the
Ebola Zaire virus, which can reproduce and spread among them. Pig farms in
outbreak areas must thus be considered potential sites of virus
amplification and the attendant risk must be managed.

In order to reduce the risk of Ebola or Marburg virus amplification in pigs,
public and animal health authorities should:

- conduct a risk assessment to determine if there are pig farms within
proximity to the outbreak;

- implement control measures to prevent pig-to-human transmission,
including strengthening the food production system;

- contain confirmed Ebola infection in pig populations;

- apply appropriate biosafety measures in order to prevent bats from
introducing the Ebola virus into pig populations.

See Section 5.10.3 for additional information.
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Chapter 1 — INTRODUCTION - Key messages

e Human-to-human Ebola and Marburg transmission occurs through blood,
body fluids, and contaminated objects.

e Strict compliance with biosafety guidelines is required to prevent epidemic
spread and reduce the number of victims.
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2 General strategy

Ebola and Marburg viruses infect fruit bats of the Pteropodidae family; prevalence (percentage of
animals carrying the virus) varies with the season and the composition of the populations (proportion
of non-immune young animals susceptible to contamination by adults with chronic infections) (Figure
4).

In the tropical forest, fruit bats carrying the virus enter in direct or indirect contact with other
animals and pass on the infection, sometimes causing large-scale epidemics in chimpanzees, gorillas,
and other primates (Figure 4). The Ebola virus may be transmitted to humans either through direct
contact with infected bats or through handling infected chimpanzees, gorillas, monkeys, forest
antelopes, and porcupines found sick or dead in the forest. The Marburg virus may be transmitted to
humans during extended stays in caves or mines inhabited by large colonies of fruit bats.

Figure 4. Ebola: Epidemic curves in humans and animals at the human-animal interface
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The circulation of the Ebola and Marburg viruses among bats and monkeys precedes human
outbreaks. Therefore, the strategy for prevention and control of epidemics comprises the following
four phases:

(2) Pre-epidemic preparedness

(2) Alert (detect, investigate, evaluate risks)

(3) Outbreak response and containment operations
(4) Post-epidemic evaluation.

-20-



CHAPTER 2 — GENERAL STRATEGY

2.1 Before: pre-epidemic phase

During the pre-epidemic phase, the public health services must set up a surveillance system to
identify viral haemorrhagic fever (VHF) cases. However, surveillance for human cases of suspected
VHF is not enough.

Animal outbreaks of Ebola usually precede human cases, but they are not always detected.
Collaboration with wildlife mortality surveillance systems is thus essential to the rapid alert of public
health authorities. The strategy uses animal mortality surveillance as an early warning system to
trigger the implementation of a prevention programme aimed at reducing the risk of human
outbreaks.

Also during the pre-epidemic phase, standard infection control precautions must be reinforced in all
health-care settings. These measures reduce the risk of pathogen transmission from known or
unknown sources. Standard precautions are the minimum level of infection control required in the
treatment and care of all patients in order to avoid direct contact with blood and/or body fluids.
These are applicable to Marburg and Ebola and other blood- or body fluid-borne infectious diseases
(such as AIDS, hepatitis B, and hepatitis C) during patient care.

The pre-epidemic phase should also be used to prepare the public on potential risk behaviours for
Ebola and Marburg virus disease and promote standard infection prevention and control precautions
e.g. hand washing. Subject to the availability of funds, health authorities can conduct health
education activities targeting relevant groups within the community such as hunters, community
health-care workers, traditional healers, caregivers, etc.

2.2 Alert: suspected Ebola or Marburg

If the surveillance system reports suspected Ebola or Marburg cases, a team must be sent to the site
immediately — equipped with the necessary personal protective equipment — to investigate the
rumour, evaluate the risk of an outbreak, collect specimens and send them to a national reference
laboratory, and implement initial control measures until the laboratory results are received.

2.3 During: epidemic phase

Once the Ebola or Marburg outbreak is confirmed, response teams must implement a multisectoral
outbreak control strategy involving:

(a) Coordination of prevention and control activities and resource mobilization

(b) Creation of a surveillance system for active Ebola or Marburg case finding,
surveillance of contacts for a period of 21 days after their last known exposure, and
referral to the isolation ward if they becomeill

(c) Promotion of a social and behavioural interventions programme aimed at informing
the public and promoting the adoption of practices for reducing community
transmission

(d) Clinical management of Ebola and Marburg patients in the affected area, observing
the following five rules:

e Respect for the dignity and rights of the patients and their family

e Establishment of an isolation area and implementation of barrier nursing precautions
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e Organization of safe transport of the patient from their home to the ward

e Performance of safe burials, respecting funeral customs and rites

e Appropriate psychosocial support for health-care workers, patients, their families, and
their communities

(e) Adopt or strengthen infection control precautions in the affected area and beyond.
2.4 After: Post-epidemic phase
Once the epidemic is over, resume surveillance activities to the pre-epidemic phase. Use the official
announcement at the end of the epidemic to thank stakeholders and partners and to extend
solidarity and compassion to the affected populations. Remember to conduct an evaluation of the
outbreak management and to produce an end-of-epidemic report. All records of the outbreak, which
may serve as reference documents for countries and the international community, must be kept.

Figure 5 illustrates the four main phases of the recommended intervention strategy.

Figure 5. Strategy for the prevention and control of Ebola or Marburg epidemics
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2.5 Use of the document

This document is not intended to be a prescriptive methodology. It is designed to facilitate action
planning at the district level by describing a series of recommended activities for each of the
following phases (Figure 6):

(1)
(2)
(3)
(4)

Pre-epidemic preparedness
Alert (detection, investigation, risk evaluation)

Outbreak response and containment operations
Post-epidemic evaluation.

Figure 6. Ebola and Marburg outbreaks: Preparedness, alert, control and evaluation
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Chapter 2 — GENERAL STRATEGY - Key messages

e This document is designed to facilitate the planning of prevention and
control activities at the district level for each of the following phases:
1) pre-epidemic preparedness;
2) alert (detection, investigation, and risk assessment);
3) outbreak response and containment operations;
4) post-epidemic evaluation.

e A multidisciplinary coordinated approach is required to prevent and
control the disease.
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3 Before: What should be done in the pre-epidemic phase?

3.1 Establishment of a viral haemorrhagic fever surveillance system

3.1.1 Stage 1. Step up routine surveillance for all viral haemorrhagic fevers

e Obtain provincial or national standard case definitions as set forth in the Technical Guidelines for
Integrated Disease Surveillance and Response (IDS) (Annex 3A).

e Disseminate case definitions in health-care facilities.

e Use the standard case definition for routine surveillance.

e Systematically search for possible suspected viral haemorrhagic fever (VHF) cases during
supervisory visits.

o Immediately report any case that fits the case definition.

e Train/retrain staff in VHF surveillance.

e Raise the awareness among district health-care workers of surveillance capacity requirements as
described in the International Health Regulations (Annex 34).

3.1.2 Stage 2. Implement community-based surveillance

e Explain and make known the early warning system in the community.

e Identify resource persons (community health-care workers, Red Cross volunteers, religious
leaders, traditional midwives, traditional healers, village chiefs, etc.) and train them in
community-based surveillance.

e QOrganize regular health promotion activities in communities, especially those in risk areas and
those engaged in risk activities (hunters, mineworkers, et. al).

e Disseminate simplified case definitions for community use.

e Engage resource persons to report any suspicion or rumour to health-care facilities or health-care
workers and apply basic hygiene practices.

e Provide feedback to resource persons about the status of reported rumours.

3.1.3 Stage 3. Create a system for the collection, packaging, storage, and shipment of
specimens

e Make sure sample collection materials and personal protective equipment (PPE) are available in
the at-risk districts.

e Be aware of and apply the guidelines for the collection, packaging, storage, and shipment of
specimens collected from suspected VHF cases (Annex 6).

e Make sure adequate boxes and receptacles are available for triple packaging of specimens
collected from suspected VHF cases (Annex 7).

e Make sure the exact address for the national reference laboratory/ies is available.

e Be aware of the shipping routes for specimens to national reference laboratories.

e Collaborate with the national reference laboratory/ies.
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Please note: the national reference laboratory is responsible for forwarding specimens to
international laboratories that are WHO collaborating centres for Ebola or Marburg virus disease
(Annex 8).

3.1.4 Stage 4. Establish/strengthen epidemic management committees and rapid response
teams

e Develop or revise the competencies of epidemic management committees and rapid response
teams.

e Appoint members of the epidemic management committees and rapid response teams

e Make sure epidemic management committees and rapid response teams are multisectoral in
nature.

e Ensure the epidemic management committees and rapid response teams are functioning.

e Hold regular meetings to review the epidemiological situation and take stock of medicines,
equipment, and other supplies needed.

3.2 Infection control precautions in health-care settings

3.2.1 Stage 5. Implement standard infection control precautions in health-care settings

Disseminate the aide memoire on standard precautions in health-care facilities (Annex 13).

Train health-care workers on standard infection control precautions in health-care facilities.

Post copies of standard infection control precautions in health-care facilities.

Implement standard infection control precautions in health-care facilities.

Make sure that basic hospital-acquired infection control materials (gloves, masks, gowns) and
hygiene supplies (soap, alcohol, etc.) are available in health-care facilities.

e Implement the fact sheet on safe management of waste from health-care activities (Annex 14).

3.2.2 Stage 6. Stockpile personal protective equipment and other supplies needed for
epidemiological investigation at the district, provincial, and national levels

e Build, manage, and maintain, in proper storage conditions, a minimum supply of PPEs,
disinfectants, and other materials needed to apply standard infection control precautions
equivalent to three module A (Annex 30) and one module B (Annex 31) of the PPE Kit in the WHO
catalogue.

e Build, manage, and maintain, in proper storage conditions, a minimum supply of sample
collection and shipment material.

e Update the list of cold chain facilities, the waste management system, the telecommunications
network, and available vehicles in working order in the district health units. Consider repairing
defective equipment.

e Keep a backup supply of fuel.
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3.3 Health promotion programme

3.3.1 Stage 7. Improve health-related behaviours among at-risk and vulnerable groups

e Promote and strengthen standard infection prevention and control practices within the
community; e.g. hand washing, food safety, etc.

e Collaborate with surveillance teams to promote early detection and reporting among at-risk and
vulnerable groups.

e Work with the national/provisional authorities to identify risk groups and risk behaviour(s) and
encourage the adoption of risk reduction practices that prevent infection or reduce community
transmission. Adapt them to the local context.

o Develop and disseminate health promotion material as part of a health promotion strategy that
targets specific risk reduction actions.

e Raise public awareness of Ebola and Marburg virus disease, especially among risk groups such as
hunters, miners, traditional midwives and healers, religious communities, health-care workers,
opinion makers, etc.

3.4 Collaborate with mine health services (Marburg) and wildlife health services
(Ebola)

3.4.1 Stage 8. Build or strengthen collaborative links between human health services and
health services in mines (Marburg)

Establish a framework for collaboration.

Hold regular on-site meetings with mine surveillance officers.

Inform miners about Marburg disease, risk behaviours, and individual infection control measures.
Conduct surveillance of illness in miners in risk areas to facilitate detection of the introduction of
the Marburg virus.

e If mine health services report an outbreak among miners or suspected VHF cases, the local health
authorities must be on alert and assist them in their investigations (i.e. epidemiological
surveying, sample collection, shipment of specimens to the national reference laboratory, etc.).

3.4.2 Stage 9. Build or strengthen collaborative links between human health services and
wildlife health services (Ebola)

e Establish a framework for collaboration between sectors.

e Hold regular on-site meetings with wildlife surveillance officers.

e Inform water and forest officers and hunters about Ebola disease, risk behaviour, and individual
infection control measures.

e Conduct surveillance to facilitate detection of the introduction of EVD and illness among hunters
in risk areas.

e Ask wildlife officers in national parks and reserves to strengthen surveillance for causes of wild
animal mortality (especially in gorillas, chimpanzees, and monkeys).
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3.5 Pre-alert: What should be done if the specimen taken from animals tests positive
for Ebola or Marburg?

3.5.1 Stage 10. Notify veterinary services and public health authorities

e |f the specimen taken from animals tests positive for Ebola or Marburg, both the veterinary
services and the public health authorities must be notified immediately.

3.5.2 Stage 11. Conduct a comprehensive awareness-raising, social mobilization campaign
focusing on promoting specific risk reduction and health protection behaviours

e As soon as the alert about confirmed animal cases is issued, the Ministry of Health should
organize its response teams.

The response teams should prepare an awareness-raising and behaviourally-focused social
mobilization campaign to prevent introduction of the virus into the human population and its
spread.

e The prevention campaign should:

- inform the public about the disease, risk behaviours, and individual and community infection
control measures;

- launch a comprehensive social mobilization campaign to promote infection control practices; and

- strengthen basic infection control precautions in health-care settings.

3.5.3 Stage 12. Response team

e Response teams must:

- step up surveillance;

- strengthen diagnostic capacities for Ebola and Marburg; and

- strengthen collaboration between human and animal health services.
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4  Alert: What should be done when Ebola or Marburg is suspected?
When the surveillance system detects suspected human cases of viral haemorrhagic fever (VHF), a
team should be sent to the site without delay to investigate, confirm, or discard the rumour and take

initial control measures as required.

4.1 Investigating suspected Ebola or Marburg

4.1.1 Stage 1. Epidemiological investigation

1. Mobilize the members of the national rapid response team. This is a multidisciplinary team,
which should include an epidemiologist, a clinician, a laboratory specialist, a logistics coordinator,
and other necessary experts (infection control expert, anthropologist, social mobilization specialist,
geographer, veterinarian, etc.)

2. Define the competencies of each member of the investigation team. A definition of tasks to be
accomplished by each team member gives them a precise idea of what needs to be done once in the
field and what each of them needs to accomplish during their specific mission.

3. Collect investigation equipment (personal protective equipment (PPE), sampling devices,
equipment for the shipment of specimens, investigation forms, case definition, disease/s fact
sheets). Use a checklist of materials and equipment needed in the field. Forgetting essential
materials or equipment can be detrimental to the investigation.

4. Notify the district authorities about the suspected outbreak. Request their authorization and
their support for conducting the outbreak investigation.

5. Notify and meet the local authorities and obtain their support. The support of the local
authorities in the affected area where the investigation will be conducted is very important. Local
authorities should participate in the investigation, for example by sending a local representative to
join the team.

6. Organize a field trip. Make sure appropriate means of transport are available. Sufficient quantities
of fuel, oil, and other mechanical lubricants must be supplied. The subsistence of members of the
investigation team must be taken into account (accommodation, drinking water, food, per diem, etc.)

7. Investigate suspected Ebola or Marburg cases. Collect information from community members,

opinion makers, local authorities, health-care personnel, et al.

e Confirm the outbreak.

e Adopt a case definition to use in the local context and create a list/register of all of the cases.

e Fillin an investigation form for each registered case (Annex 4).

e After having provided accurate and clear information to the patient about the disease (including
explaining why collecting a blood sample is important) and obtaining their express and/or
informed consent, collect blood samples from each case for subsequent diagnostic laboratory
confirmation.

e Interact appropriately with local communities, respecting social and cultural customs and
hierarchies.

e Obtain critical behavioural, sociocultural, economic, and political information that could either
help or hinder continued outbreak investigation activities and implementation of initial control
measures (Annex 11).
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e Analyse and interpret the information received during the investigation. Analyse the data in
terms of time, place, and persons. Describe the routes of transmission over the course of the
event. Determine populations who may be at risk of contracting the disease. Identify the possible
source of the outbreak. Compare the results of the epidemiological analysis with the known
facts.

e Prepare a written report.

8. Evaluate the risk of an Ebola or Marburg outbreak. The team must formulate diagnostic
hypotheses to guide the laboratory tests. Hypotheses are needed for: the source of the infection; the
cause of the outbreak; routes of transmission; and populations at risk. These hypotheses will be
compared with the known facts about Ebola or Marburg. Pay attention to social and cultural
practices and events that could transmit or amplify infection that may need specific considerations
and interventions; e.g. gatherings such as funerals, mourning rites, etc. In view of the clinical,
epidemiological, and sociocultural evidence, the investigation team should evaluate the risk of an
Ebola or Marburg epidemic; i.e. confirm a strong suspicion of Ebola or Marburg or discard it.

9. Implement initial control measures. If the risk of an Ebola or Marburg epidemic is confirmed —
even prior to laboratory confirmation — the team should propose the immediate implementation of a
multisectoral outbreak control strategy and take initial infection prevention and control measures to
protect caregivers, patients, and their families. See paragraph 5.1 on the implementation of control
strategies. ldentify potential barriers to compliance that will need immediate consideration, such as
existing treatment-seeking behaviour and engagement with traditional healers to refer suspect cases.

10. Notify WHO of the suspected Ebola or Marburg outbreak and the deployment of an
investigation team. The team should provide WHO with regular updates on the situation and
indicate, in particular, whether support from a larger team may be required in future.

4.1.2 Stage 2. Collection and shipment of specimens

1. Inform the national reference laboratory of the imminent shipment of specimens so that the
necessary arrangements can be made for receiving the specimens. This laboratory may need to
forward the specimens to a WHO Collaboration Centre (WHO CC) laboratory equipped to diagnose
VHF diseases. In the case of outbreaks of EVD or MVD, the WHO CC laboratory should be contacted
as soon as possible.

2. Wear PPE correctly to avoid any risk of contamination when taking specimens. Collect the required
specimens in accordance with the procedures described in the guidelines (Annex 6).

3. Store and package the specimens as described in the safety instructions (Annex 7).

4. Contact the national reference laboratory again when the specimens are ready for shipping to
make sure it is ready to receive them. Double-check with the laboratory that the address and
shipping route are correct.

5. Send the specimens to the national reference laboratory. The specimens must be packaged using
triple packaging requirements (Annex 7). Relevant clinical and epidemiological information must be

attached to the laboratory request form enclosed with the specimens.

6. 24 hours after shipment, verify the arrival of the specimens at the national reference laboratory.
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7. Upon receipt of the specimens, the national reference laboratory must inform the medical team
and the authorities from the district, which sent the sample.

4.1.3 Stage 3. Continue active case-finding and follow-up of contacts
If there is a strong suspicion of an Ebola or Marburg outbreak based on the outcome of the
clinical studies and the epidemiological investigation (even though laboratory diagnosis has
not yet occurred), the investigation team should actively search for cases and follow up
contacts.

- For each suspected, probable, or confirmed case identified, the investigation team must
draw up a list of contacts using the definition of “contact person” (Annex 5).

Note: If necessary, the initial case definition may be reviewed on the basis of the diagnostic
hypotheses formulated by the investigation team and the clinical and epidemiological data collected.

4.1.4 Stage 4. Evaluation of local resources and logistics requirements

If the investigation team confirms a strong suspicion of an Ebola or Marburg outbreak and
considers that deployment of a larger team will be necessary,

- then it needs to evaluate local resources and assess logistics requirements (Annex 32).

1. Evaluate existing logistical resources within the community and draw up a list of missing items,
which may include and may not be limited to: means of road and river transport, animal-drawn
transport, fuel availability, etc.

2. Verify that there are available stocks of equipment (personal protective equipment (PPE),
disinfectants, materials for taking and shipping specimens, medicines, and other) and sterilizing
equipment within the community and the district.

3. Assess means and routes of communication and note their GPS coordinates (roads, bridges,
radio, telephone, landing runways, office supplies, etc.)

4. Gather maps of the affected area either from locally available sources or from relevant
government agencies.

5. Assess locally available accommodation, water, electricity, and food for the response teams.

6. Assess local human resources (health-care workers, community health-care workers, Red Cross
volunteers, NGOs, external technical support consultants operating in the affected area, et al.)

7. Undertake an initial financial needs assessment of local costs incurred by the response to the
epidemic.

8. Visit and assess all health-care settings in the affected area (number of beds, crematorium, cold
chain, access to water, electricity, space for setting up an isolation area, storage space) and
identify possible modifications to be undertaken. Also, assess health-care seeking behaviour,
such as traditional healers and home caregivers.

9. Identify any socio-cultural contexts that may complicate the investigation and response.
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10. Evaluate the security situation in the affected area and verify the security phase in operation in
the area and the country. The security situation must be re-evaluated regularly.

4.2 Obtaining laboratory results
4.2.1 State 5. Follow-up of specimens and obtaining laboratory results

If the national reference laboratory is unable to analyse the specimens, they must be sent
immediately to a WHO CC for VHF (Annex 8). The laboratory must contact the WHO CC to obtain its
agreement, send the specimens in accordance with the international regulations, confirm their
receipt, and obtain results rapidly.

The investigation team must contact the National Reference Laboratory to obtain the results, or the
WHO CC for VHF where the specimens were sent. Test results may initially be obtained by telephone
to avoid any delay. Copies of the original documents may be sent afterwards by post, courier, fax, or
e-mail.

On receipt, the results must be communicated to the district clinicians and the local and district
authorities. The local health authorities are duty-bound to inform patients of the laboratory results. If
communication with the patient is not possible, or if the patient is underage, the information shall be
communicated to his/her relatives or legal guardians.

4.2.2 Stage 6. Interpretation of laboratory results

A case is positive or confirmed when the laboratory has demonstrated a recent
infection with Ebola or Marburg virus using one of the following techniques:

- antigen detection using the ELISA test;

- detection of IgM antibodies directed against Marburg or Ebola;

- seroconversion or increasing IgG antibody titres in two subsequent specimens
collected within a week of each other;

- detection of virus RNA by reverse transcriptase-polymerase chain reaction (RT- PCR)
and sequencing;

- detection by immunohistochemical (IHC) staining of the patients’ tissue or blood; or

- viral isolation.

4.3 Taking a decision on the basis of laboratory results and the outcome of the
investigation

Once the investigation team receives the laboratory results, there are three possible scenarios:
1. The results are positive for Ebola or Marburg, therefore the epidemic is confirmed.
= Implement response strategies (see Chapter 5).

= Notify WHO of the Ebola or Marburg epidemic through communication with the
country office or the regional office.
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The results are negative for Ebola or Marburg, but the laboratory has found a different
etiology.
= Follow standard procedures for preventing and combating the disease.

The results are negative for Ebola or Marburg virus and no other etiology has been found.

When the suspicion of Ebola or Marburg is very strong:
= Pursue the investigation further and send new specimens for laboratory analysis.

When the suspicion of Ebola or Marburg is very weak:
= Reassess the situation and consider other possible aetiologies.
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5 During: What should be done once the epidemic is confirmed?

5.1 Marburg and/or Ebola epidemic control strategy

If the Ebola or Marburg epidemic is confirmed:
- Notify the local, regional, and national authorities immediately;
- Notify the partners (especially those at the local level); and
- Notify WHO of the outbreak.

As soon as the epidemic is confirmed, a multisectoral Marburg and/or Ebola epidemic control
strategy must be implemented and should be comprised of the following strategic objectives:

1. Establishment of a committee tasked with coordinating epidemic prevention and control
activities and mobilizing resources. The committee is responsible for the overall coordination of
operations. It should define the responsibilities of the different teams and information loops for
outbreak response operations.

2. Collaborating and working with the media.

3. Setting up of a surveillance system to interrupt transmission routes, including:

a. Active case-finding and referral to the care unit.

b. Follow-up of all contact persons over a period of 21 days after the last exposure and referral
to a care unit if they becomeill.

c. Monitoring of viral persistence in recovering patients (sperm).

d. Identification of source(s) of infection (liaison with animal surveillance) and the adoption of
strategies to prevent renewed introduction of the virus into the human population (liaison
with social mobilization).

4. Establishment of a social mobilization and health education programme to listen to and address
public concerns and to promote the rapid adoption of risk reduction and protective actions that
reduce community transmission.

5. In the areas affected by the outbreak, ensure that Ebola and Marburg patients are treated in
safety and dignity by respecting the following rules:

a. Create a separate care unit to guarantee proper biosafety procedures and to protect
patients’ privacy.

b. Implement barrier nursing guidelines.

Respect the dignity and rights of patients and their families, especially their right to
information and confidentiality.

d. Organize the safe transport of patients from their homes to the hospital/care ward.

e. Obtain express consent from patients to any hospitalization. If a patient refuses
hospitalization, make arrangements for temporary home care to be provided by the patient’s
family. Provide the family with PPE and train them in how to properly put on, take off, and
dispose of the equipment.

f. Conduct safe burials, respecting funeral ceremonies, to help families with the grieving
process.

g. Offer psychosocial assistance to patients, families, and health-care workers.
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Beyond the source of the outbreak, strengthen basic infection-control precautions in all health
centres in the district affected and in all catchment hospitals in order to prevent the emergence
of secondary sources of infection.

Links with animal health:

a. Monitor the causes of wildlife mortality.

b. Analyse specimens and alert the public health authorities.

c. Supervise slaughtering/butchering of wild animals at home and at the market.

Pursuant to the International Health Regulations (2005) (IHR 2005), the Ministry of Health must
notify WHO of the event.

Pursuant to the IHR (2005), WHO must:

a. Notify Member States and the international community.

b. Assess the global health risk.

c. If the global health risk is high, issue recommendations regarding international travel and
trade.

Box 1. Coercive measures and fundamental rights of persons

During Ebola and Marburg outbreaks, the systematic use of the
following measures should be avoided, as they have proven ineffective,
expensive, and counterproductive:

e Restrictions on the freedom of movement of persons and goods
between countries or different regions of a country.

o The setting up of sanitary barriers around homes or at the border.
Such measures divert resources and hamper the development of a spirit
of cooperation between institutions and countries.

Recourse to these coercive measures should only be taken after the
health authorities have undertaken an in-depth evaluation of the
situation and of the risk/benefit ratio of each measure (proportionality
of measures). The fundamental rights of persons warrant particular
attention (see Siracusa Principles, Annex 29).
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5.2 Coordination and resource mobilization
5.2.1 Objective of the coordination and resource mobilization committee

The main objective of the coordination and resource mobilization committee is to ensure the overall
coordination of operations.

The coordination and resource mobilization committee should be comprised of a variety of partners
who will undertake control activities, e.g.:

- Ministry of Health, Family Planning and Social Welfare (chair)

- Ministry of Agriculture, Livestock and Fisheries,

- Ministry of Defence (health services of the armed forces),

- National reference laboratory, which is often under the remit of the research ministry

- International partners, including, but not limited to: WHO, Meédecins Sans Frontiéres (MSF), US
CDC, UNICEF, USAID, FAO, OIE, Red Cross/Red Crescent, etc.

The national coordination and resource mobilization committee must draw up a list of all technical
partners and donors participating in the management of the epidemic and keep them abreast of

developments in the epidemiological situation and outbreak management.

In some countries, the committee may be attached to the national office for disaster risk
management.

5.2.2 Competencies of the coordination and resource mobilization committee

The role and responsibilities of the national coordination and resource mobilization committee in
coordinating outbreak control activities are described in Box 2.

Box 2: Responsibilities and tasks for the coordination and resource mobilization committee

The coordination and resource mobilization committee is responsible for the following tasks:

1. Adopt Ebola and Marburg epidemic control strategies as recommended by WHO (see paragraph
5.1).

2. Formulate a detailed outbreak response action plan.

3. Define the responsibilities of the different teams (national and international) present in the field.

4. Arrange for resource mobilization, together with partners.

5. Define information pathways for outbreak response activities.

6. Communicate regularly with the national and international press.

7. At the local level and with help from international partners, set up an international technical and
scientific committee to coordinate epidemic control measures that will be responsible for organizing

the daily activities of field teams.

8. Convene meetings to coordinate and monitor operations.
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9. Keep the national authorities abreast of developments in outbreak control activities.

10. Arrange for coordination with the authorities in charge of wildlife health surveillance (national
parks, veterinary service, etc.).

11. Arrange for coordination with mine administration authorities if, for example, any Marburg cases
are reported among miners.

12. Ensure regular field-staff turnover.
13. Avoid the implementation of restrictive measures in accordance with the IHR (2005).
14. Produce an end-of-epidemic report. This technical, administrative, financial, and logistical report

should evaluate the economic and social impact of the epidemic and its management and sets forth
recommendations to facilitate the management of subsequent epidemics.

5.2.3 Main activities of the coordination and resource mobilization committee

Ebola and Marburg outbreak control strategies are based on robust Ministry of Health leadership
reflected, for example, in the establishment (or strengthening) of a national committee to coordinate
control activities and mobilize resources.

WHO must coordinate international teams (MSF, Red Cross, GOARN, US CDC, UNICEF, etc.) and serve
as a focal point for national and international teams.

The national coordination and resource mobilization committee is normally based in the country’s
capital and reports directly to the Ministry of Health. The national committee, with the assistance of
international partners, must set up a local coordination committee to coordinate the daily activities
of response teams in the field.

The structure of the local committee(s) is the same as that of the national committee: it holds daily
coordination meetings with the representatives of partners working in the field; coordinates
technical and scientific aspects of response operations for national and international teams; and
oversees the proper implementation of strategies adopted by the national coordination committee.

Please note: in certain situations, the coordination and resource mobilization committee and the
local coordination committee are one and the same institution, reporting directly to the Ministry of
Health.

The local coordination committee is split into several subcommittees in line with the fundamental
principles of the Ebola or Marburg outbreak control strategy. There are at least seven:

e Subcommittee on epidemiological investigation, surveillance and laboratory testing
e  Subcommittee on behavioural and social interventions

e Subcommittee on media and communications/social mobilization

e Subcommittee on the clinical management of patients

e Subcommittee on research projects and ethical aspects

e Subcommittee on logistics and safety

e Subcommittee on vector control and natural reservoirs
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e Subcommittee on psychosocial support

Figure 7 illustrates the multidisciplinary strategy of the various subcommittees used in Ebola or
Marburg viral haemorrhagic fever (VHF) outbreak control activities.

Figure 7. Organizational structure of the different committees involved in Ebola or Marburg virus
disease outbreak control activities
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Generally, the subcommittees on logistics and safety and on media and

communications/social mobilization report directly to the coordination and
resource mobilization committee.
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5.3 Epidemiological investigation, surveillance and laboratory testing

5.3.1 Objective of the subcommittee on epidemiological investigation, surveillance, and
laboratory testing

The main objective of the subcommittee on epidemiological investigation, surveillance, and
laboratory testing is to interrupt routes of transmission.

5.3.2 Competencies of the subcommittee on epidemiological investigation, surveillance, and
laboratory testing

The subcommittee on epidemiological investigation, surveillance, and laboratory testing is
responsible for developing an action plan together with the Ministry of Health, the Ministry of
Agriculture/Livestock, the Ministry of the Environment/Natural Resources (in charge of wildlife), the
military health services of the Ministry of Defence, and national and international partners.

This subcommittee is tasked with undertaking studies on the epidemiological situation in human and
animal populations affected by the Ebola or Marburg outbreak.

It must:

e Set up and train mobile epidemiological surveillance teams and ensure that the training of
the team includes essential communication skills and in-depth knowledge about the disease
and prevention measures.

e Adopt a case definition adapted to the local context of the epidemic.

e Actively search for cases and investigate each reported case.

e For each suspected, probable, or confirmed case, draw up a list of contacts and monitor them
over a period of 21 days.

e Publish daily epidemiological information in the form of a situation report.

e After consultation with the national reference laboratory and partners, deploy a mobile field
laboratory, if required.

e Link up and coordinate human and wildlife epidemic surveillance.

e Collect the technical data that is necessary to declare the end of the epidemic.

5.3.3 Activities of the subcommittee on epidemiological investigation, surveillance, and
laboratory testing

5.3.3.1. Creating and training mobile teams: The first priority should be focused on creating, training,
and deploying mobile epidemiological surveillance teams.

5.3.3.2. Adoption of a case and contact definition: A case and contact definition must be adopted
and then adapted to the local context of the epidemic (Annex 3C).

The case and contact definition must be functional should be adapted according to the clinical and
epidemiological evidence collected.

5.3.3.3. Active case-finding: After adopting a case and contact definition in accordance with the local

epidemiological context, arrangements must be made for active case-finding and each reported case
must be investigated. (See Box 3.)
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Active case-finding in health-care settings, including a review of consultation records and

interviews with health-care workers, using the case definition (Annex 3c) must be undertaken.
Search for cases in the community by talking to local leaders and interviewing families and other
key informants.

Fill in a standard investigation form for each case investigated (Annex 4).

After providing accurate and clear information to the patient, obtaining their express and/or
informed consent, and provided biosafety conditions are met, collect biological specimens
(blood, saliva, etc.) from each case being investigated.

Refer suspected and probable cases discovered in the community to the isolation ward for
treatment by the clinical case management team.

Establish epidemiological links between cases and describe routes of transmission.

Record cases, deaths, and contacts. Generate a detailed database of reported cases and contacts.
Organize the most important case data in the form of a list, pending the creation of a digital
database. Update the list of cases daily.

As part of contact tracking, collect the following information for each contact: name, address,
relationship with the patient, date of last contact, type of contact. Enter this information into the

database for cases and contacts. (See Section 5.3.3.4 and Box Y.)

5.3.3.4. Follow-up of contacts: After having identified and categorized the case, draw up a list of
contacts for each suspected, probable, or confirmed case and monitor them over a period of 21 days.
(See Box 4.)

Box 4: Activities required for contact tracing

1.
2.
3.

Draw up a list of contacts for each detected case, using the definition of contact person (Annex 5)
Record contacts in the database under “case contacts”

Monitor all contacts over a period of 21 days after their latest exposure:

- Conduct a clinical evaluation of contacts if they become ill during that 21-day period

(epidemiological and clinical evaluation in order to classify the case using the case definition)

- Refer contacts identified as suspected or probable cases to the isolation ward.

The team is responsible for the daily publication of epidemiological information in the form of a
situation report.
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5.3.3.5. Deployment of a mobile field laboratory

Box 5: Activities required for deploying a mobile field laboratory

1.

Following consultation with the national reference laboratory and partners, a team will evaluate
options for deploying a mobile field laboratory based on the following criteria:
number of suspected cases detected per day;
number of contacts followed up per day;
need for testing for differential diagnosis (e.g. concurrent Ebola and Shigella epidemics);
availability of national laboratory resources;
availability of (a) mobile laboratory/ies and human resources at the regional or international
levels; and
cost incurred by deployment of (a) mobile laboratory/ies.

If it is found to be necessary, set up a mobile field laboratory for the quick and differential

diagnosis of Ebola and Marburg; this mobile laboratory will assist with the triage and
management of patients, especially during large-scale outbreaks.

Set up a mobile medical laboratory to monitor patients’ biochemical, haematological, and
immunological parameters in order to improve case management.

Encourage the collection of blood specimens (inactivated serum) from survivors to set up a blood
bank which can be used for research and development to improve epidemiological and clinical
knowledge of viral haemorrhagic fevers (VHFs). The national reference laboratory should
coordinate this type of activity

The national reference laboratory should participate in the deployment of international mobile
laboratories, participate actively in field diagnosis, and benefit from technology transfer.
Consolidate links between laboratories and WHO CCs for research on VHF and promote a

regional approach and international cooperation.

5.3.3.6. Liaise and coordinate between human and wildlife epidemic surveillance (see paragraph
5.9.1 Enhanced wildlife surveillance):

1.

A framework for wildlife epidemiological surveillance should be established in order to receive

reports of suspected cases and raise awareness in rural populations of the need to report
suspected cases in wildlife (i.e. animals found dead in the forest).

Establish and train mobile teams to investigate rumours and suspected cases in wildlife and
provide them with supplies (e.g. sampling devices, personal protective equipment (PPE), etc.) for

collecting specimens following biosafety protocols.
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3. Organize the collection of biological specimens (i.e. blood, liver, and spleen specimens, if a
necropsy is performed) for analysis following biosafety protocols.

4. Create and update a detailed database for reported animal cases.

5. Create a procedure and organize a sequence for diagnosis of disease in the wild animal
population. To accomplish this, it will be necessary to organize the preparation and transport of
specimens to the regional or central laboratory, make available the laboratory biosafety
guidelines, and collaborate with technically advanced laboratories for more sophisticated testing.

6. Manage the flow of information regarding laboratory results.

7. Consolidate links with reference laboratories and WHO CCs and promote a regional and
international approach.

8. Undertake studies to evaluate the risk of animal infection and formulate recommendations.

The subcommittee on epidemiological investigation, surveillance, and laboratory testing is also
responsible for determining the date of the end of the epidemic, which is twice the maximum
incubation period for Ebola or Marburg (42 days) since the last infectious contact with a confirmed or
probable case (see Chapter 6).

5.4 Behavioural and social interventions
5.4.1 Objective of the behavioural and social interventions subcommittee

The main objective of the social and behavioural interventions subcommittee is to listen to and
address community concerns and to rapidly promote the adoption of culturally-sensitive practices
that reduce the risk of transmission within the community.

Given that there is no effective treatment or vaccine for Ebola or Marburg viruses, the only way to
reduce the risk of human infections during an Ebola or Marburg outbreak is to engage in extensive
dialogue and communicate the risk factors and the necessity of prevention measures that help
reduce exposure and prevent further transmission of these viruses.

5.4.2 Competencies of the behavioural and social interventions subcommittee

The behavioural and social interventions subcommittee is tasked with:

e Identifying 1-3 specific behavioural interventions that support outbreak control objectives.
This should be the foundation around which community dialogue and social mobilization
strategies will be based.

e Conducting active listening and dialogue with communities in the affected and surrounding
areas about the behaviours that are being promoted to reduce risk and protect local
communities, information about the diseaseand its transmission modes, and outbreak
control measures using appropriate channels, including but not limited to: outreach to and
education of village chiefs, use of printed support materials (posters, brochures, etc.) radio
messages, and public meetings.
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Identifying at-risk populations, including but not limited to hunters, health-care workers,
miners, persons handling the deceased and conducting funerals, traditional healers and
midwives, wildlife officers, ecologists, et al, and home care-givers (often women, who are in
charge of familial care and funerals), and carrying out specific communication activities with
those groups.

Providing feedback to the subcommittee and the committee on coordination and resource
mobilization on community concerns and potential barriers to compliance with control
measures.

Promoting community adherence to the recommended outbreak control measures through a
culturally sensitive, strategic mix of communication channels and activities.

Activities of the behavioural and social interventions subcommittee

Among opinion makers (government, traditional, community, religious, sports, etc.):

Ask for their support and contribution to adapting control measures within the community
settings and to identify potential barriers and solutions.

Ask for their support to conduct and organize awareness-raising activities to enhance the
involvement of all community entities

Anticipate and mediate potential conflicts of interest within the community

Request their support to organize and implement psychosocial assistance and support
activities

Mobilize all relevant community structures to promote compliance with prevention
programmes and programmes to contain transmission of the disease

In the community
Conduct intensive dialogue on the control measures and how it reduces exposure and
transmission of the disease at home and in the community. Use trusted and credible people
and appropriate channels (education of village chiefs, use of printed support materials —
posters, brochures —radio messages, public meetings)
Understand the views of the population from their sociocultural perspective and respond to
their needs and concerns accordingly
Engage with those in high-risk occupations (hunters, health care workers, nursing staff,
miners, persons conducting burials, traditional healers, wildlife officers, ecologists,
veterinarians, etc.)
Identify and activate ways to reach women e.g. through women’s organizations, because
women are often the ones in charge of home care or funerals in the affected populations.
Meet with traditional healers to bring awareness to VHF and promote the use of standard
precautions
Encourage community compliance with the recommended outbreak control measures
Strengthen the capacity of community workers:

o To promote the implementation of standard precautions when caring for sick people

in the home and when handling and disposing of dead animals found in the forest,
o To promote community participation in epidemiological surveillance at the
community level (reporting, alert)

Promote the organization of safe burials by specialized teams under the supervision of the
medical team, respecting funeral ceremonies
Encourage the community to take suspected viral haemorrhagic fever cases to see a health
care worker (surveillance team) without delay.
Discredit myths through providing responses that are both accurate and that resonate with
the community

-47 -



CHAPTER 5 - OUTBREAK CONTROL

5.4.3.3. In health-care facilities:
e Ensure that information concerning the patient is communicated to the family.
e To the extent possible, facilitate safe family visits to the patient.
e Also see Section 5.5 on Media and communications.

For Ebola and Marburg, the following information may be used at the community level

The investigation teams must identify the main transmission risks and experts must choose key
information and priority interventions in accordance with local circumstances. This includes risk of:

e wild animal-to-human transmission;

e human-to-human transmission in the community through contact;

e human-to-human transmission in the community during funerals; and

e human-to-human transmission through inappropriate use of injection material.

1. In order to reduce the risk of wild animal-to-human transmission following contact with wild
animals (e.g. monkeys and other primates, forest antelopes, porcupines, bats, etc.), after handling
animal tissue, during slaughtering or butchering, and after consumption of raw meat:

e avoid touching already dead or sick animals in the forest;

e in Ebola- or Marburg-endemic areas, only eat bats and bush meat that have been well-cooked;

e during work, research activities, or tourism in mines or caves inhabited by bat colonies, wear

gloves and appropriate PPE (including masks);

e wear gloves and other appropriate protective clothing when handling wild animals or their tissue

and during slaughtering procedures;

e wash hands immediately after taking off gloves and other PPE.

2. In order to reduce the risk of human-to-human transmission in the community through direct or
close contact with infected patients, especially body fluids:

e avoid touching the patient without protection. Any close physical contact with a suspected Ebola

or Marburg patient must be avoided;

avoid touching the patients’ body fluids, either on the patient or in their environment;

wear gloves and appropriate PPE in home-care settings;

wash hands immediately after taking off gloves or other PPE;

wash hands with soap each time after visiting sick relatives in hospital or after providing home

care;

e report suspected cases detected in the community immediately to the response teams and send
the patient to a health-care centre; and

e prohibit the injection of medication at home during outbreaks.

3. In order to reduce the risk of human-to-human transmission within the community during
funerals, e.g. through direct or close contact with the body of the deceased, especially with body
fluids:

e bury deceased Ebola or Marburg patients quickly and safely in the presence of their family or at

least a representative and

e avoid touching the body of the deceased without appropriate protection.

4. In order to reduce the risk of human-to-human transmission through inappropriate use of
injection material (needles, syringes, bottles, etc.):

use only disposable injection material and

refer persons requiring injections to a health-care centre for treatment.
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5.4.4 Contribution of the Communication for Behavioural Impact methodology

Behavioural and social interventions can be implemented by following the Communication for
Behavioural Impact (COMBI) method developed by WHO and its partners. This methodology is aimed
at promoting the adoption of specific behaviours that reduce disease risk and protect health (Annex
10).

COMBI uses a systematic process to assess the outbreak control measures in their social, cultural,
economic, and political settings to identify what is feasible, culturally appropriate, and technically
sound. COMBI then proposes a strategic mix to promote the adoption of outbreak control measures
through:
e administrative mobilization/public relations/advocacy and close cooperation with the
national/federal, civil, political, military, and traditional authorities;
e interpersonal communication and counselling through dialogue;
e community mobilization through group discussions, meetings, etc.;
e promotion of service provision sites, such as clinics and special referral/information centres;
and
e the development of information products and materials, as needed.

5.4.5 Contribution of medical anthropology

The behavioural and social interventions subcommittee should draw upon contributions made by
medical anthropology in order to:
e address the widespread fear generated by Ebola or Marburg epidemics;
e identify diverse sociocultural behaviours of local populations and propose appropriate
interventions;
e gain a better knowledge of virus transmission routes; and
e put a human face on interventions, striking a balance between compulsory measures and
understanding and compassion.

During past Ebola and Marburg outbreak control operations, anthropologists have been part of the
international response activities at various levels: epidemiological investigations, surveillance; patient
and family care; organization of burials; awareness-raising and mobilization; and ongoing vocational
training (Annex 11).

Their presence has confirmed that the urgency and gravity of an epidemic should not prevent the
different stakeholders from listening to the population and taking into account indigenous codes and
knowledge of cultural customs, expertise, and beliefs.

The participation of anthropologists has contributed to a better understanding of virus transmission
routes and the behaviours of populations. This has shed light on indigenous concepts of infection,
disease, and death and helped to respond to crisis situations by ensuring an immediate cultural and
psychological translation of discourse and events, especially reactions of defiance or even hostility
from local populations. Many people in the affected populations, regardless of whether they are
educated or illiterate, may not readily accept medical teams’ explanations of the epidemic. Worn out
by poverty and sometimes decades of war, they distrust the competency of politicians or national
and international experts.
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Ethnomedical studies point to the predominant indigenous explanations of misfortune: the disease is
caused not only by the virulence of the virus and human behaviour, but also by the “evil” actions of
humans and non-human forces.

In the case of Ebola and Marburg epidemics, since there is no treatment or vaccine, the virological
model is just one explanation among others, thus giving free rein to deniers of microbiology and avid
conspiracy theorists.

It is also important to think about pre- and post-epidemic phases in health districts with substandard
public health facilities, especially on the periphery of national parks. In order to prevent the
emergence of viruses from the forest, better living conditions and access to health care are vital for
populations at the edge of national parks or rural areas. Imposing a ban on hunting, which is often
deliberately ignored even by those responsible for policing it, is not effective.

Lastly, anthropological approaches suggests specific recommendations for a more humane approach
to victims, whether alive or dead, and their families; that is to say, people must be treated as human
beings and with human dignity, not just as bodies or groups of infected persons. This avoids further
traumatization of a population that is already terrified and made vulnerable by a misfortune they
struggle to understand. It helps to improve a population’s compliance with medical and health
recommendations when these are appropriately adapted to the local, cultural context.

In a situation where emergency operations leave little room for the individual, where the health
measures imposed may add poverty due to the loss of a loved one, when analysing whether their
proposals are appropriate and feasible and thus acceptable to the local population, medical teams
must always ask themselves: Would these health measures be acceptable if the medical teams were
in the place of the population affected, or if their loved ones were at risk?

It is important to remember that, in addition to instruction manuals and guidelines from various
public health institutions, medical anthropology helps to devise measures tailored to local
circumstances that juggle health constraints and local needs, whether these be ecological, economic,
political, cultural, psychological, historical, or religious in nature.

Note: An additional contribution of medical anthropology has been the production of ethnographical
videos on safe funeral rites, which have been disseminated during epidemics for the purpose of social
mobilization and in the context of ongoing vocational training between epidemics (Annex 33).
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5.5 Media communications
5.5.1 Objective of the media and communications subcommittee

The main objective of the Media communications subcommittee is to establish effective
communication with the media.

5.5.2 Competencies of the media communications subcommittee

The logistics and safety subcommittee and the media communications subcommittee normally
report directly to the coordination and resource mobilization committee.

Modern technology and the ability to rapidly disseminate information means, the press closely
follows the management of epidemics, especially in the case of outbreaks of Ebola or Marburg virus
disease.

There should be a strong link and mechanisms in place to exchange information rapidly between the
media and communications subcommittee and the behavioural and social intervention
subcommittee. This would allow for appropriate action and follow up on rumours and
misinformation and communicating information and stories that explain and personalize outbreak
control measures. A strong communications mechanism also helps demonstrate to the public that
their local authorities are listening and responding to the concerns of local communities. This, in turn,
supports transparency and trust.

Communication-related tasks are the following:

1. Develop a communication plan together with the Ministry of Health, the Ministry of
Livestock/Agriculture, and the Ministry of the Environment/Natural Resources (responsible for
wildlife) in order to convey coherent and comprehensive messages about Ebola and Marburg. If
the Ministry of Defence is responsible for military health services, it must also be invited to
participate in the development of the joint plan.

2. Focus on partnerships with the media and on providing effective communication to the public
(the press can be a partner in an epidemic response).

3. Contribute to mobilizing resources for research projects by bringing on board the national and
international press.

4. Train journalists to improve communication on Ebola and Marburg.

5. Train communicators in government and relevant institutions to enhance communication in crisis
situations, including Ebola or Marburg outbreaks.

Effective communication with the media is a key element in Ebola or Marburg epidemic
management. According to WHO guidelines on outbreak communication (Annex 9), the effectiveness
of the media and communications subcommittee is based on five critical best practices:

e Build trust: Building a trust-based relationship with the media is the basis for all effective
communication and can result in messaging that informs, directs, and calms the public with
regard to the outbreak response.

e Announce early: Early announcement of outbreaks through the media can contribute
positively and effectively to early containment and builds public confidence.

e Be transparent: As much as possible, in disclosing important information, it is important to
communicate in ways that are transparent, clear, and easily understood. Sometimes,
however, transparency has appropriate limitations. For example, when it concerns
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confidential information about patients, ethical considerations may preclude the disclosure
of information to the media.

e Respect public concerns: Public concerns will be diverse, but they are legitimate and should
be explored and respected, as they can have an impact on how the public responds to an
outbreak and how it adopts prevention and control measures.

e Plan in advance: Advanced outbreak communication planning should be part of outbreak
management planning.

5.5.3 Activities of the media and communications subcommittee

The joint action plan must address the following activities:

1. Collect daily information from the response and coordination committee, including the latest
updates, and write press releases to be communicated by the spokespersons of the main
ministries concerned (health, livestock/agriculture, environment/natural resources, defence).

2. Set up a process for prompt preparation and release of press materials by relevant ministries in
order to ensure quick dissemination.

3. Organize joint, prompt, regular, and transparent communication with the national and
international press.

4. Organize shared news outlets to report on the latest developments (a first news outlet for
announcing future activities is crucial, especially when it comes to social mobilization).

5. Write and distribute, including via the Internet, regular joint information bulletins or joint press
releases.

6. Identify the most effective media to reach the greatest audience in urban and rural areas and get
them to publish key messages about prevention (restrict practices that promote transmission)
and surveillance (report rumours and suspected cases).

7. Hold a press conference to provide in-depth information to journalists about the current
situation and about Ebola and Marburg, in general.

8. Take photos and record video (B-roll footage) of the work of the epidemic management teams in
order to document their activities and make these photos and videos available to the media to
raise awareness of response activities in the field.

9. Regularly meet with social mobilization, /health promotion, /and anthropologist teams to
understand gaps and alter communication messages.
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Clinical case management

Objective of the subcommittee for clinical case management

The main objective of the subcommittee for clinical case management is to ensure that patients are
provided with proper care, that infection control guidelines are observed at all health facilities, and
that the clinical care medical team organizes the funerals of victims respecting customs to help
families with the grieving process.

5.6.2

Competencies of the subcommittee for clinical case management

The subcommittee for clinical case management is tasked with:

5.6.3

Ensuring compliance with the inpatients' charter (Annex 12).

Organizing the management of Ebola and Marburg patients and applying the Interim
Infection Control Recommendations (Annex 15) in the affected area(s).

Strengthening or introducing standard precautions in health care (Annex 13) for the
management of all other patients in the affected area(s).

Strengthening or introducing standard precautions in health care at all catchment hospitals
outside the affected area(s).

Organizing the safe transport of patients from their homes to health-care centres and
treatment facilities.

Organizing the burial of victims.

Activities of the subcommittee for clinical case management

The management of Ebola or Marburg patients must be in compliance with the inpatients' charter of
the respective institution (Annex 12):

Patient safety in hospital is a fundamental right that must be guaranteed to all hospital
patients.

Nursing care staff must make the quality of reception, treatment, and care a priority.

Hospital staff must offer psychological support to patients and their families.

Patients and their families have a right to transparent, clear, understandable, accessible, and
reliable information.

Each medical intervention requires the free and informed consent of the patient. Consent
may be given in writing or orally (Annex 26).

In the framework of biomedical research, consent forms must be written in the national
language. If the person is unable to give consent (e.g. if they are underage), then the free and
informed consent of a parent or legal guardian is required. If the patient is illiterate, then a
third party may act as witness.

The patient’s beliefs and religion must be respected.

The patient’s right to privacy and confidentiality must be upheld.

Patients and their families must be given the opportunity to participate in health care
decisions that affect them.

Treatment is based on:

Palliative care: rehydration is essential (oral or others depending on circumstances), and
should include maintenance of electrolyte balance (for example with a potassium
supplement) and kidney and liver function support.
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e Symptomatic treatment: pain-killers, antiemetic against vomiting, anxiolytics to combat
anxiety, antibiotics, antimalarial remedies.

e Intensive care: use of oxygen.

e In the event of severe bleeding and if intravenous therapy is an option: transfusion of blood
or previously-tested blood components (i.e. red blood cells, platelet concentrates, fresh
frozen plasma).

e Use of equipment to monitor biochemical and blood values of patients to maintain
electrolyte balance.

e Do not use products containing salicylates (i.e. acetylsalicylic acid/aspirin) or other non-
steroidal anti-inflammatory drugs (NSAIDS) as these cause the blood to thin and increase the
risk of bleeding.

e At the current state of knowledge, serotherapy is not recommended for the treatment of
Ebola or Marburg.

e The outcome of the laboratory diagnostic test for Ebola or Marburg, which is important for
classifying suspected cases in the field.

Y% ATTENTION. In case of accidental exposure (needlestick injury, contact with body fluids, etc.):

¢ Immediately wash with soapy water (use pure water for the eyes)

e Report the incident immediately to a supervisor.

e Monitor the exposed person for a period of 21 days, including overall condition,
psychological condition, temperature, etc.

Patients (or their families, if they are unable to do so) must give their express consent to
hospitalization. If the patient refuses, home care must be arranged in order to reduce the risk of
disease transmission in the home and should include a provision of protective equipment. Home care
must be an exception, as it does not offer the same degree of safety and quality of care as a hospital.
For a detailed description of home care, see Annex 16. For additional information about forced
isolation or confinement, see Section 5.8.

The subcommittee for clinical case management, in cooperation with the psychosocial support team,
must develop a protocol for the reintegration of returning patients into their families and their
communities (Annex 17). Successful reintegration of Ebola and Marburg survivors requires in-depth
dialogue with the families and village chief prior to their return to the community. By agreeing to
care arrangements proposed by the medical team, the patient enhances his/her chances of getting
better and preventing transmission within their family or the community, which reaffirms the
message that patients can successfully return to their communities.

The subcommittee for clinical case management must provide the patient with a medical certificate
upon release. The certificate must state that the patient poses no risk to his/her family or
neighbours. Male patients must be informed that their sperm may still be contagious for a period of
three months and they should only have protected sexual relations during this period. The medical
team must provide a sufficient supply of condoms. This warning must be stated on the medical
certificate issued on release.

New vaccines and therapies (i.e. antivirals, monoclonal antibodies) against Ebola and Marburg have
not yet been released for large-scale use in the field. A strategy involving post-exposure
immunization with recombinant vaccines or monoclonal antibodies (e.g. after contact with an Ebola
case or exposure to the virus) may be proposed soon, but the research protocols need to be
submitted to the ethical research committees of the countries concerned prior to their
implementation (see Section 5.8).
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Box 3. The right to compassionate and available treatment

Ebola and Marburg outbreaks constitute a public health threat in Central and West
Africa. These epidemics have a devastating effect on the health system, as they lead to
profound social upheaval among the local inhabitants and are associated with a case
fatality rate ranging from 25% to 90%. To date, no vaccine or antiviral treatment has
been approved for human use. Care is currently palliative and supportive.

On very rare occasions, accidental inoculation with Ebola or Marburg has occurred
among persons working in maximum containment biosafety laboratories in
industrialized countries. In 2009 in Germany, a scientist accidentally pricked herself with
a needle contaminated with the Ebola virus. In less than 48 hours, an experimental
recombinant vaccine developed in Canada was made available for post-exposure
treatment. This was the first human use of the vaccine. The decision to use the vaccine
was taken following consultations among German and Canadian experts. Since 2007,
scientists have shown that the vaccine was highly effective for post-exposure protection
of experimentally infected primates. The scientist survived, but it is unclear whether this
was due to the vaccine treatment or if she was never infected through the needlestick.
Efforts to provide the German scientist with a greater chance of surviving possible
infection with a deadly agent like Ebola are commendable and justified.

Making post-exposure treatment available during Ebola and Marburg epidemic control
operations in Africa is feasible and would certainly be highly beneficial, especially for
health-care workers who are required to provide care to infected patients. From a moral
and ethical point of view, it is legitimate to ask that the same efforts be made to make
the experimental vaccine available for post-exposure treatment in Africa, as was the
case in Germany.

5.6.4 Standard precautions in health care

5.6.4.1 Management of Ebola or Marburg patients in the affected area(s)

In the affected area(s), the subcommittee for clinical case management, which includes infection
prevention and control, must ensure the implementation of adequate barrier nursing procedures for
the management of Ebola or Marburg patients (Annex 15). This includes:

establishment of an isolation ward;

training of health-care workers required to work in the isolation ward;

supply and verification of personal protective equipment (PPE; masks, gowns, boots, etc.)
and special instruments for safe invasive procedures;

safe transport of patients to the isolation ward;

decontamination of soiled areas and the transport vehicle;

safe management of health-care waste (Annex 14);

examination and triage of patients on admission to the isolation ward;

drafting and posting of a standard treatment protocol; and

supplying patients with medication and necessary equipment.

In the isolation area, the medical team is responsible for the well-being of hospitalized
patients (water, food, light, hygiene) and patients should receive medical care and food free
of charge.
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e Patients should receive regular visits from their doctor(s).

e Family visits to patients. For their own safety, visitors must wear adequate PPE.

e Restrict access to isolation areas in order to:
o safeguard the patient’s privacy and dignity (e.g. prevent intrusion by the media) and
o prevent contamination of visitors and the spread of the disease.

5.6.4.2 Management of other patients in the affected area(s)

The subcommittee for clinical case management must promote the implementation of standard
precautions in health care (Annex 13) in the management and care of all other patients at all health-
care facilities, both by health-care workers and, as may be requested by the patient, by traditional
healers, in the affected area(s).

5.6.4.3 Outside the affected area(s)

The subcommittee for clinical case management must ensure the implementation of standard
precautions in health care at all catchment hospitals.

5.6.5 Organization of burials by the subcommittee for clinical case management

During Marburg and Ebola epidemics, any unprotected handling of the bodies of infected patients
who have died constitutes a biosafety hazard. The management of burials is therefore the
responsibility of the clinical case management or medical team, in collaboration with experts in
infection prevention and control.

The subcommittee for clinical case management is tasked with constituting an expert team to
oversee the safe burial of victims. This team must adhere to the following key principles:

e Verbally convey condolences and sympathy to the victim’s family.

e Clearly, but empathetically, explain the procedure for the handling of remains for those who
have died from Ebola or Marburg and outline how and why procedures for preparing the
body for burial and the actual burial itself will need to differ from standard/local traditions. If
a psychologist is available, collaborate with them in communicating with the family of the
deceased (see Section 5.7.3).

e Conduct the burial as a funeral ceremony, with respect for the deceased, to help the family in
their grieving process.

e During the funeral ceremony, explain to those in attendance what the disinfection protocol
and burial standards are in order to prevent direct contact with the blood or body fluids of
the deceased and why this is important.

e Ensure that the patient’s home is disinfected.

Health-care workers, family members, and the burial team must observe standard precautions in
health care when handling an Ebola or Marburg victim. This includes the use of PPE, compliance with
hand hygiene guidelines, and standard precautions for contact with infected blood, body fluids and
materials, especially splashes on surfaces.

As per the Interim Infection Control Recommendations for Care of Patients with Suspected or
Confirmed Filovirus (Ebola, Marburg) Haemorrhagic Fever (Annex 17), the main recommendations

are:

e The handling of human remains should be kept to a minimum
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e The following recommendations should be adhered to in principle, but may need some
adaptation to take account of cultural and religious concerns and should be communicated
to the family members of the deceased:

@)
@)

Remains should not be washed or embalmed.

Only trained personnel should handle remains during the outbreak and following
death.

Personnel handling remains should wear PPE (gloves, gowns, tyvek suit, surgical
masks, and eye protection) and closed shoes that can be disinfected.

The remains must be placed in a waterproof body bag or, if no body bag is available,
wrapped in a sealed, leakproof cloth or bag and then, if possible, placed inside a
coffin. Remains should be buried promptly.

Protective equipment should be put on at the site of collection of human remains
and worn during the process of collection, placement of the body in a body bag, and
placement of body bag into a coffin. The PPE should only be removed once the body
is secure in the coffin.

During the transport of the coffin, neither the personnel riding in the cab nor
relatives accompanying the coffin on the rear cargo area of the vehicle, are required
to wear PPE. However, the bearers of the coffin must wear thick gloves.

At the family’s request, the coffin may be buried in accordance with local beliefs. The
family may help carry the coffin to the cemetery under the supervision of the clinical
case management or medical team.

e It is strongly recommended that the graves of Ebola and Marburg victims be identified, in
accordance with local customs.

If the patient died while in hospital, the remains should ideally be dealt with in a special care unit
(this may be the patient’s room in the hospital or the autopsy room, if an autopsy was performed on

the patient).

For home interventions, the burial team must have at least three people wearing PPE: two for
handling the remains and one for carrying and administering the disinfection spray throughout and
around the home. However, if the body is exceptionally heavy, additional people may be needed. On
the periphery of the work area, one person, dressed normally, should observe, coordinate, and guide
the team in their handling of the deceased.
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5.7 Psychosocial management
5.7.1 Objective of the psychosocial management subcommittee

The main objective of the psychosocial management subcommittee is to ensure the availability of
psychosocial support for families of victims, the community, and health-care workers.

5.7.2 Competencies of the psychosocial management subcommittee
The psychosocial management subcommittee is tasked with:

e Providing psychosocial assistance to families, especially by reducing funeral-related stresses.

e Ensuring that the families of victims receive compensation for objects destroyed during
disinfection.

e Providing psychosocial support to health-care workers.

e Pre-empting stigma and facilitating the social reintegration of recovering patients and
victims’ families into their communities.

e If necessary, identifying and creating a mechanism for looking after orphans.

5.7.3 Activities of the psychosocial management subcommittee

By their very nature, Ebola or Marburg outbreaks cause anxiety, fear, and even panic. Individuals,
families, or entire communities may be affected. People may lose their loved ones, be separated
from their families or their community, or witness violence or destruction of goods. Everyone is
affected by these events; many people may feel overwhelmed, confused or lost. Some may react
mildly, while others may react very strongly.

Some people are particularly vulnerable during outbreaks and may need extra help. This includes
people who may be exposed to infection risk (contact persons, families, hunters, health-care
workers, et al.), persons who need extra support because of their age (children, the elderly) or who
may have a mental or physical disability, or because they belong to groups that may be marginalized
or targeted for violence.

During Ebola or Marburg outbreaks, public health activities are crucial, but must be complemented
by social and mental health interventions. Social interventions do not typically fall within the
expertise of mental health professionals, but they address important issues that have repercussions
on mental health. In order to ensure the implementation of appropriate social interventions, health-
care and mental health professionals must cooperate with other community intermediaries, such as
teachers, village chiefs, religious leaders, child protection networks, women’s groups, social services,
the media, community-based organizations, and where appropriate, traditional healers.

Social interventions during the outbreak

e Establish and disseminate an ongoing flow of credible information about: (a) the nature of the
disease and the recommended methods for reducing the risk of infection; (b) the availability of
medical evaluation and treatment and how and where to obtain them; (c) any other relief efforts
(including what each aid organization is doing) and where they are located. Information should
be disseminated according to the principles of risk communication: it should be timely (to avoid
prejudicial rumours), readily comprehensible (i.e. understandable by 12-year-olds) and emphatic
(see Section 5.5 and Annex 11).
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In order to promote their active participation, field officers should be briefed in the area of
health and social welfare, particularly regarding issues of fear, grief, disorientation, and the
needs of the population.

If feasible, set up a telephone support system to reduce the isolation of hospitalized patients.

If the area affected by the epidemic is quarantined, enhance access to communication with
absent relatives and friends.

Reduce funeral-related stress. Burial arrangements must help the family’s grieving process (see
Section 5.6.5). If at all realistic, local cultural and religious customs should be respected. The
bereaved need to have the possibility to conduct ceremonious funerals and — assuming that it is
not mutilated or decomposed — see the body to say goodbye. Remember to organize death
certificates to avoid unnecessary financial and legal consequences for relatives.

Once the epidemic is over and assuming the activity is safe and it does not violate infection
prevention procedures, encourage the resumption of social activities that may have been
interrupted as part of the effort to curb human-to-human transmission (see Section 6.3)

Mental health interventions during the outbreak

As far as possible, manage acute distress without medication following the principles of
psychological first aid (Annex 21): listen; convey compassion; assess needs; ensure basic needs
are met; do not force people to talk; provide or mobilize company, preferably from family or
close friends; encourage but do not force social support; protect from further harm.

Psychological first aid is basic, natural support, and can be taught quickly to health-care
professionals, non-experts, volunteer carers, and other community resource persons (e.g.
teachers, clergy).

This psychological first aid should be made available in the community and at health-care
centres. It should also be made available to grieving relatives. An essential component of this
psychological first aid is protection, which is important because feelings of anxiety linked to a
disease like Ebola or Marburg may lead people to behave irrationally in ways that put others in
jeopardy.

Manage urgent psychiatric and neurological complaints (e.g. psychoses, severe depression) as
soon as possible. Ensure availability of essential psychotropic medication at all levels of the
health-care system to guarantee treatment for persons suffering from pre-existing psychiatric
disorders. Health-care workers should avoid mass prescription of benzodiazepines to treat acute
anxiety. Over-prescription of benzodiazepines is common in health crises and is associated with
potential dependence.

Develop contingency plans for the management of psychotic, difficult-to-control, and contagious
patients (e.g. reserve a separate hospital room for such patients).
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5.8 Research projects and ethical issues
5.8.1 Objective of the subcommittee on research projects and ethical issues

The subcommittee on research projects and ethical issues operates in two contexts: research and
clinical management. The main objectives of the subcommittee are:

In research context
e Make sure that all research protocols proposed by national and international teams have
been reviewed for their scientific merit.
e Make sure that the projects have been reviewed by a research ethics committee.
e Help protect patients’ rights in clinical research activities.

Please note that the subcommittee does not review the research protocol itself, but instead must
consult the national research ethics committee. If the country does not have a research ethics
committee, the evaluation may be undertaken at the regional or international level (Annex 27).

In the clinical management context
e Make sure that the principles of medical ethics (Annex 22) and patients’ rights are respected:
o Information transparency with respect to screening and communication of results
o Express written or verbal consent
o Confidentiality of personal data and respect for privacy
o Non-discrimination
o Equal access to care
e Reaffirm that health-care workers in charge of Ebola or Marburg patients have an obligation
to deliver care to the patients, subject to certain limitations (see below).
e Make sure that the patient rights are respected when imposing what may be perceived or
misunderstood as coercive health measures, in cooperation with the clinical case
management team.

5.8.2 Competencies of the subcommittee on research projects and ethical issues

During Ebola or Marburg epidemics, research may be conducted in different areas: clinical research;
therapeutic trials; vaccine trials; physiopathology; epidemiology; laboratory tests; ecology;
anthropology; and social sciences.

Within the research context, the subcommittee on research projects and ethical issues is tasked with
contributing to:

e Identifying key research topics, giving priority to projects that benefit the affected
populations directly.

e Informing response teams that all research proposals must be submitted for review of their
scientific and ethical merit.

e Drawing up a list of research proposals and submitting them for scrutiny to national and/or
international experts.

e Making sure that researchers have submitted all research protocols to the local (institutional
or national) ethics committee. If the country does not have an ethics committee, evaluation
may be undertaken at the regional or international level.

e Informing the heads of research projects of the final decisions of the subcommittee on
research projects and ethical issues and/or the national ethics committee.
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Within the clinical management context, the subcommittee is tasked with making sure that:
e Patients’ rights are respected.
e Health-care workers fulfil their duty of care.
e The national authorities have provided the necessary means for the implementation of
infection control recommendations to care for Ebola or Marburg patients.
e With the assistance of the national ethics committee of the country concerned or any other
experts, recommendations have been made on ethical implications of clinical management
of patients, e.g.:
o Placementinisolation
Quarantine
Border control
The creation of a quarantine line and restrictions on community interaction
The role and duties of nursing staff during an Ebola or Marburg outbreak, including
moral, professional, contractual, and legal obligations.

O
O
O
O

5.8.3 Activities of ethical research subcommittee

Within the context research

1. Identify a local ethics committee

During an Ebola or Marburg outbreak, one of the first actions of the ethical research subcommittee is
to find out where there is a local or national research ethics committee. If there is none, the
subcommittee must refer the protocol to a regional (Regional Ethical Committee: AFRO REC) or
international ethics committee for review.

2. Writing research protocols

Considering the unpredictable nature of Ebola or Marburg epidemic outbreaks, medical teams
wishing to establish research protocols during these outbreaks should prepare general research
protocols in advance, particularly as regards clinical research, therapeutic trials, and vaccine trials.

These general research protocols should be written during the pre-epidemic phase. They should then
be pre-approved by: the ethics committees of the research institute concerned, the WHO Ethics
Committee, and the ethics committees of Central African countries. During the outbreak, they should
be adapted to the local context and submitted to the subcommittee on research projects and ethical
aspects for final approval prior to their implementation.

3. Importance of pre-epidemic activities

Today, the ethical review of research protocols prior to implementation of a study constitutes an
essential requirement for quality research in all countries. Given the importance of ethics
committees during Ebola or Marburg outbreaks, these must be set up during the pre-epidemic
phase. Training modules for research ethics evaluation are available on the Internet (Annex 28).

The World Health Organization (WHO) and the Council for Health Research for Development
(COHRED) have established a global Internet platform (Health Research Web: HRWeb) which
provides practical information and tools to assist countries and individuals in managing their national
health research systems more effectively and strengthening the role and conduct of research
authorities (Annex 27).

Additional information may be found in each country on research governance and policies, national
priorities, health research institutions and networks, national ethics committee focal points, and the
review committees responsible for national health research.
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Within the context of clinical management of patients

1. Rights and duties of health-care workers responsible for Ebola or Marburg patients

With the support of international teams, the national authorities have an obligation to provide
health-care workers with the necessary means for implementing infection control recommendations
to care for Ebola or Marburg patients (Annex 15). The authorities have an obligation to:
e Train, equip, and protect persons in charge of Ebola or Marburg patients.
e Provide health-care workers with the capacity and knowledge to implement barrier nursing
techniques.
o Set forth clear guidelines on the conditions under which health-care workers should operate,
what is expected of them, and the inherent risks of the situation.
e Provide for adequate compensation for the services provided by health-care workers; this
may be in the form of risk premiums and insurance for them and their families and disability
benefits for those who contract the infection.

Provided that health-care workers have training, supplies, equipment, infrastructure, and reasonable
support for implementing barrier nursing techniques, they can legiti