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Ebola Virus Disease (EVD) which was formerly
known as Ebola Haemorrhagic fever is a fatal
disease if left untreated.

Ebola outbreak— 2014

World experienced the largest Ebola outbreak in
the history in 2014. It particularly affected West
Africa, mainly Guinea, Sierra Leone and Liberia.
However, several other countries like Nigeria,
Senegal, Spain, United States, Mali, United
Kingdom and ltaly have also reported cases
either imported or locally acquired.

As of April 13" 2016, a total of 28,652 cases
were reported. They were either suspected,
probable or confirmed cases. Out of them
11,325 died, accounting for a case fatality rate
nearly 40%. Guinea, Sierra Leone and Liberia
have reported 3814, 14124 and 10678 cases
respectively. Zaire species of Ebola virus was
responsible for the outbreak.

Origin of the outbreak

Retrospective studies and reviews have re-
vealed an 18 month old boy in Meliondou,
Guinea as the index case of this outbreak. He
has suddenly developed an iliness characterized
by fever, passage of black stools and vomiting
on 26™ December 2013. He died two days after
the onset of symptoms. Prior to the onset of the
symptoms, the child was seen playing near a
hallow tree which was heavily infested with bats.

Meliondou is a remote village in Guinea where
most of its land is covered with vegetation. How-
ever it has rapidly being deforested in the recent
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past, destroying natural habitats of animals. This

has brought potential infected animals into

closer human contact.

From the index case, the illness has spread to
immediate family, extended family, healers ,
visitors etc. As for the rapidity of the spread, four
districts were affected in the week that followed.
Liberia and Sierra Leone started to report im-
ported cases from March 2014. In March 2014,
the causavative organism was identified as the
Zaire species of Ebola virus.

Factors which contributed to undetected

spread

Since its discovery in 1976, there had been sev-
eral small EVD outbreaks. These were mostly
reported from equatorial African countries.
These outbreaks were easily contained due to
geographical limitations and health sector pre-
paredness. Health care workers and authorities
of these countries were familiar with the disease.
They had well established health infrastructure
including laboratory facilities for early diagnosis.
Therefore, outbreaks were easily controlled in

these countries.

However, for West African countries where cura-
tive sector has hardly come across cases, EVD
was relatively new . Health sectors were not well
prepared to combat an EVD outbreak mainly
due to inability to come to an early diagnosis,
lack of experience in treating the disease and
weak infrastructure. Not only health infrastruc-
ture, but also other facilities like transport and
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communication were not well established as most of these
affected West African countries have recently been settled
down from civil wars. Therefore, the virus behaved more ag-

gressively and differently in West Africa.

In previous outbreaks disease transmission was seen more in
hospital settings than in communities. As such, containment of
outbreaks was easier as it was more convenient and effective
to apply infection control measures in hospital settings. How-
ever, in this outbreak more community spread was seen. In
previous outbreaks mostly remote rural areas were affected
whereas this time all the capital cities became epicenters. This
facilitated rapid spread of the disease due to high population
density.

In the affected West African countries, high population mobility
is seen across borders. People go in search of food and work,
crossing borders. This facilitated the spread of the disease
across a larger geographical area.

In addition, numerous socio cultural and economical factors
contributed to amplify the case numbers. In these countries it is
a traditional custom to come near ancestors for burial. This
created new transmission chains. Apart from that, the burial
practices like sleeping next to the dead bodies, themselves led
to more disease transmission. In fact, 60% of the cases in
Guinea and 80% of the cases in Sierra Leone were due to this
reason. On the other hand, compassionate care of the patients
without applying proper infection control measures also in-

creased spread.

In these countries, by default the health care work force is not
sufficient to provide optimum care where there is only 1-2
health care personnel for 100 000 population. In addition, the
outbreak itself affected a great number of health care workers.
This further compromised the health care work force leading to

adverse consequences.

Apart from that, a lot of community resistance was seen. The
disease was unfamiliar to people, creating fear and misconcep-
tions. As many patients died in hospitals, people perceived
hospitals as places of more adverse outcomes. This led to
dragging people away from hospitals. Due to associated

stigma, a lot of people did not come out for treatment.

Ebola flare-ups

Even after the Ebola outbreak was declared to be over in De-
cember 2015, several cases were reported from the affected
countries. According to the investigations, these cases were
found to be parts of previous transmission chains and they
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were not due to new introduction of the virus from animals.

Source of the flare-ups is most likely to be survivors. In 2014
outbreak, the survival rate was high even though the case fa-
tality rate of the EVD is nearly 90%, . The virus can survive in
selected body compartments of the survivors particularly semi-
nal fluid for a prolonged time period. This leads to continuous

disease transmission and flare- ups.

Reported flare-ups

March 2015- 1 case in Liberia with 192 contacts, likely

to be due to sexual transmission
June 2015- 7 cases in Liberia with 126 contacts

August 2015- 6 cases in Sierra Leone with 840 con-

tacts, this is also likely to be due to sexual transmission.

September 2015- 1 case in Sierra Leone with 780 con-

tacts
November 2015— 3 cases in Liberia with 165 contacts

January 2016- 2 cases in Sierra Leone with more than

150 contacts

March 2016— 13 cases in Guinea and Liberia with more
than 1200 contacts. Sexual transmission was sus-
pected.

Care for survivors

As the main source of flare-ups is survivors, clinical care for
survivors is essential. Continuous follow up, counselling, provi-
sion of investigation facilities which include seminal fluid and
vaginal fluid testing, ensuring proper hygiene are essential

elements of this care.

Apart from the medical issues, socio— cultural issues like stig-
matization, economic status, employment, shelter and food
safety and social support also have to be addressed.

Sources

Center for Disease Control and Prevention official web site
One year into the Ebola epidemic: a deadly, tenacious and
unforgiving virus available at http://www.who.int/csr/disease/
ebola/one-year-report/introduction/en/

Clinical care for survivors of Ebola virus disease available at

http://www.who.int/csr/resources/publications/ebola/guidance-

survivors/en/

Compiled by Dr. S.A.lLK. Sudasinghe of the Epidemiology
Unit
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Table 2: Vaccine-Preventable Diseases & AFP 30th -05t Aug 2016 (32nd Week)
Number of | Number of .
Total Difference
No. of Cases by Province Cas_es Cas_es number of Total num- between the
Disease ety ety cases to 37 EREES number of
current same date in to date in cases to date
week in week in 2015 .
W C S N E NW NC U Sab 2016 2015 2016 in 2016 & 2015

AFP* 02 | 01 01 00 00 | 00 | 00 00 00 04 00 46 45 +2.2%
Diphtheria 00 | 00 00 00 00 | 00 | 00 00 00 00 00 00 00 0%
Mumps 02 | 01 01 02 00 | 00 | 00 01 01 08 03 260 242 +7.4%
Measles 02 | 00 01 00 00 | 00 | 00 00 00 03 74 309 1764 -82.4%
Rubella 00 | 00 00 00 00 | 00 | OO0 00 00 00 00 06 07 -14.2%
CRS** 00 | 00 00 00 00 | 00 | 00 00 00 00 00 00 00 0%
Tetanus 00 | 00 00 00 00 | 00 | 00 00 00 00 00 07 12 -41.6%
ﬁﬁg"ata' e 90 | 00 | 00 | 00 | 00 | 00 | 00 | 00 | 00 00 00 00 00 0%
Japanese En-
cephalitis 00 | 00 00 00 00 | 00 | 00 00 00 00 00 12 07 -71.4%
\(’:V;‘lfgoﬁ ng 00 00 | 00 | 00 | 00 | 00 | 00 | 00 | 01 01 01 40 57 -29.8%
Tuberculosis 51 | 28 17 10 25 | 34 | 21 04 09 199 153 5845 5714 +2.2%
Key to Table 1 & 2
Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

AFP and all clinically confirmed Vaccine Preventable Diseases except Tuberculosis and Mumps should be investigated by the MOH

Number of Malaria Cases Up to End of July 2016,

26

All are Imported!!!
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