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EBOLA I Latest updates on the Ebola outbreak in the 
Democratic Republic of Congo  
 
 
 
 
 
 
 
 
 
 
 
 
Numbers of Ebola cases continue to climb… 

 

Since the ongoing Ebola outbreak began in 
August 2018 in north-eastern Democratic 
Republic of Congo (DRC), more than 2,800 
people have become infected with 1,866 
confirmed deaths. The overall ‘case fatality ratio’ 
(proportion of cases which prove fatal) is 67%. 
This outbreak is second in size only to the West 
African outbreak in 2013-16 that killed more than 
11,300 people. 

The outbreak continues with similar transmission 
intensity as has been seen in recent weeks, with 
an average of 86 new confirmed cases per week. 
The majority of recent cases are from the districts 
of Beni and Mandima.  

The security situation remains of high concern 
with an increase in the presence of armed groups 
and a resurgence of intimidation and violent 
attacks. Some Ebola virus disease (EVD) 
operations in and around Beni have had to be 
temporarily suspended until the situation can be 
brought under control. The fear that is caused by 
a combination of EVD and the local militia groups 
continues to cause high rates of population 
movement to other parts of the DRC and across 
poorly patrolled borders with neighbouring 
countries, thus increasing the risk of geographical 
spread.  

The risk of transmission across international 
borders remains high. To date there has only 

been one known incidence of infected persons 
exiting DRC, crossing the border into Uganda - 
there was no local transmission.  

There are currently no confirmed cases from this 
outbreak of EVD outside the DRC. DRC officials 
have joined forces with Rwanda to ‘discourage’ 
travel across the border between the nations. 

On 17
th
 July, the World Health Organisation 

(WHO) declared a Public Health Emergency of 
International Concern (PEHIC) after the first 
cases arrived in Goma, the capital of North Kivu 
with a population of over two million inhabitants, 
which resulted in two deaths and local 
transmission to two others.  

The two contact cases in Uganda have  been 
discharged from the Ebola treatment centre 
following successful treatment with new 
experimental drugs introduced in the last week. 
There have been no new confirmed cases in 
Goma. 

The last WHO assessment, carried out on 5
th
 

August 2019, concluded that the national and 
regional risk levels remain very high, while global 
risk levels remain low.  

Travellers should seek medical advice before 
travel and should practice good hygiene.  
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Could a potential Ebola ‘cure’ be in sight? 
 
Ebola is a viral disease that initially causes sudden 
fever, intense weakness, muscle pain, a sore 
throat and can easily be mistaken for other 
common illnesses such as malaria and dengue. It 
progresses to vomiting, diarrhoea, and both 
internal and external bleeding from the gums, in 
the urine, stools and sometimes from the eyes. 
 

People are infected when they have direct contact 
through broken skin, or mucous membranes of the 
mouth, nose and eyes, with the blood, vomit, 
faeces or bodily fluids of someone with Ebola. 
Patients tend to die from dehydration and multiple 
organ failure. 
 

There is a vaccine that is available in the affected 
area and it is believed to be 97.5% effective - more 
than 180,000 people have so far received it. 
However, not everybody is vaccinated - only those 
who come into direct contact with an Ebola patient, 
and people who come into contact with them.  
 

Moreover, there are now two newly trialled drugs 
that are able to significantly reduce the high death 
rate that has always been associated with EVD. 
ZMapp, the most high profile experimental drug of 
the 2013-2016 epidemic in West Africa, has been 
dropped, along with the antiviral agent 
Remdesivir.  
 

The two drugs that have proven effective in the 
latest outbreak in the DRC by blocking the virus 
are both combination ‘monoclonal antibodies’. 

The drugs manufactured by Regeneron and 
Ridgeback Biotherapeutics, named REGN-EB3 
and mAb114, work by attacking the Ebola virus 
with antibodies, neutralising its impact on human 
cells. They were developed using antibodies 
harvested from patients who survived infection with 
EVD. 
 

This first-ever multi-drug randomised trial for 
Ebola, conducted over the last eight months in the 
DRC, was co-sponsored by the World Health 
Organisation and the US National Institute of 
Allergy and Infectious Diseases.  
 

There is now a need for an extensive focused 
education campaign to build trust and to get the 
message across to all the local communities 
affected by this devastating disease that there is 
now the very real prospect of a cure. All influential 
groups must pull together to change public 
perception that when the “outsiders in white suits 
come to get the sick” it is to offer life-saving 
medication. Up to now there has been an almost 
70% mortality rate and the outcome of the arrival of 
the men in ‘spacesuits’ has been that you are 
being taken away to die, and you will not even be 
allowed to be buried by your loved ones as per 
local religious customs.  
 

The EVD vaccine will still be used to try to prevent 
contacts from becoming infected in the first place 
but finally there looks to be a reliable treatment for 
those who become infected. 
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All EVD cases will now be treated with these new monoclonal 
antibody drugs. It is anticipated that this will lead to a survival 
rate of 9 out of 10 patients, especially if caught early after 
infection. Zmapp and Remdesivir had a survival rate of less than 
5 out of 10. 
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What has been the effect of the WHO declaration of a Public Health Emergency of 
International Concern? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The WHO declared the current Ebola outbreak in 
the DRC a PHEIC on 17

th
 July following the arrival 

of the first cases in Goma. There have only been 
four previous declarations of public health 
emergencies since 2005, when the WHO’s new 
regulations were introduced: swine flu in 2009; 
polio in 2014, when there was a resurgence after 
near-eradication; Ebola in west Africa in 2014; and 
the Zika virus in Brazil in 2016. The designation 
signals a public health risk to other countries and 
indicates that a coordinated international response 
might be needed. 
 

The final toll of the Ebola outbreak in West Africa in 
2013–16 was more than 11,000 lives, plus an 
estimated US$53 billion from economic disruption 
and collapse of health systems. 
 

After the West African Ebola crisis, the World Bank 
established a new system that was supposed to 
release urgent emergency funding when an 
outbreak is starting to get out of control. The 
immediate response of the Pandemic Emergency 
Financing Facility, or PEF, was supposed to 

address a time gap in the emergency response 
caused by developed countries making substantial 
donations only after the outbreak was in full swing. 
Germany and Japan are the primary financial 
supporters of the PEF - its mandate states that it 
has the power to release up to US$200 million. 
 

However, it would appear that only US$20 million 
has been released and, much like the West African 
epidemic of 2013-16, poorly funded WHO 
responders have been running a deficit of US$54 
million) and have struggled to provide care and 
ensure the security of its personnel. 
 

Shortly after the WHO PHEIC declaration the 
World Bank, based in Washington DC, pledged a 
further US$300 million to the response to the 
ongoing Ebola outbreak, independently of PEF 
mechanisms, adding to the US$100 million that 
they have already donated.  
 

Merck, the company that makes the Ebola vaccine, 
is committed to doubling the supply by 2020. But it 
still may not be enough for all who need it. 
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It is hoped that the increased funding will help to contribute to a 
greater United Nations presence that could provide increased 
security to health workers that are at risk of violence in this war-
stricken area. It is also needed to fund more vaccines and the 
ability to deploy the vaccines to the appropriate people. 
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8 key steps to halt the Ebola outbreak in the DRC 
 
It is now over a year since the Ebola outbreak was formally declared in the Democratic Republic of 
Congo’s north-eastern provinces of Ituri and North Kivu. The current outbreak is the country’s tenth 
since Ebola virus first came to public attention in 1976 and is now the second largest in recorded 
history. 
 

The outbreak shows no signs of slowing down, in large part due to the fact that it is taking place 
within an active conflict zone. The eastern DRC has been caught in a series of successive conflicts 
since 1994 that have killed more than five million people, driven more than four million people from 
their homes, and left 13 million people poverty stricken, struggling to feed themselves.  
 

So, what is needed to get the outbreak under control? 

 

 Strong leadership from Kinshasa and the WHO.  
In July Dr Jean-Jacques Muyembe-Tamfum, a distinguished virologist from the DRC was 
appointed to head the National Institute for Biomedical Research in Kinshasa. In 1974 he was the 
first virologist ever to see an Ebola patient and he has helped fight all nine of the outbreaks to strike 
DRC since. He has voiced ambitious plans to bring the outbreak under control in three to four 
months. His principal aim is to focus on building trust in the communities and entrust as much of 
the task of reaching out to local health workers, assistants and even medical students - people who 
speak the local language.  
 

The WHO continues to coordinate the international response and has just released the fourth 
strategic response plan for the Ebola outbreak.  
 

 Emergency funding to be made available.  
The WHO declaration of a PHEIC is designed to open the floodgates to international funding 
contributions, while being careful not to disrupt trade and international travel that is essential to the 
economy of the DRC. It is estimated that the EVD emergency will require three times more money 
than currently provided. Already the World Bank has pledged a further US$300 million to the 
struggle to control and overcome this outbreak. The biggest individual donors to the previous three 
plans were the U.K.’s Department for International Development, the World Bank, vaccine alliance 
Gavi, and the World Bank’s Pandemic Emergency Financing Facility. 
 

 Increased security for health workers and Ebola Treatment Centres (ETCs).  
There have been over 170 attacks on Ebola workers this year, seven of whom have been killed 
and 58 injured. Around 200 health facilities have been attacked, and in some cases burned to the 
ground, by members of more than 50 armed groups operating in the area. There are ongoing 
delicate negotiations between those armed groups and local politicians and community leaders to 
try to ensure the safety of workers and foster greater trust within the communities affected. The use 
of armed police and military escorts raises understandable suspicion and fuels attacks by armed 
groups. The United Nations peace-keeping mission holds a key role in the response to the conflict. 
They also have a role in providing advisers and trainers for the armed forces of the DRC so that 
they can better protect and support the health workers in halting the outbreak. 
 

 Secure border health check-points both within DRC and between bordering countries.  
There are permeable international borders with Uganda and Rwanda to the east of the DRC and 
these need to remain manned vigilantly in order to try to contain the virus from international spread. 
EVD has already spread to Uganda with two cases crossing the border but the victims were quickly 
identified and taken to ETCs. Sadly they died but there was no local spread, thanks to the urgent 
response and pre-vaccinated health workers. When the deaths of two Ebola victims in Goma were 
announced, Rwanda temporarily closed its borders with the DRC, which were re-opened soon after 
but with an increased presence. There have already been 77 million screenings of national and 
international travellers, and this has been largely responsible for the very limited spread of the 
disease beyond the immediate surroundings of North Kivu and Ituri provinces. In a news release, 
UNICEF said it is training 450 front-line mobilisers who are engaging in education campaigns 
across South Sudan in the event of spread to the north.  
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 Community trust is vital to allow an adequate response.  
Almost three quarters of deaths from EVD have occurred in the community despite education 
campaigns and well-appointed ETCs. This is largely due to the mistrust that people have for the 
medical professionals. Less emphasis needs to be put on the international response and more on 
local health workers and community leaders. District authorities, traditional leaders, women’s 
groups and even militia groups must be allowed to take the lead in shaping a culturally acceptable 
response to reduce hostility and improve access and outcomes. Simple but vital measures such as 
hand washing sites have been installed in 10,000 key locations in north-eastern DRC. Daily meals 
have been provided to 25,000 schoolchildren in Ebola-affected areas to help build trust within 
communities. Over 440,000 patients and contacts have also been provided with food assistance, 
crucial to limiting movement among people who could spread the disease. Also, late last week the 
UN's World Food Program (WFP) announced plans to double food assistance to people affected by 
the DRC Ebola outbreak. 
 

 Supply of vaccines needs to be readily available to the health workers.  
The availability of the V920 vaccine, developed during the 2013-16 West African EVD epidemic, 
has undoubtedly prevented this outbreak from reaching similar numbers. It has been given to more 
than 180,000 contacts of Ebola cases, but it has only slowed, not halted, the epidemic. A ‘ring 
vaccination’ strategy, working outwards from confirmed cases, has been employed to try to contain 
local outbreaks with some, but limited, success. This strategy is hugely dependent on the 
availability of the vaccine - at the start of the outbreak the global stockpile numbered 300,000 
doses. Merck is confident that they can ramp up vaccine supplies and they have pledged to double 
the supply by 2020 but it is not clear that even that will be enough. Health workers have 
experimented with half doses in order to increase the availability. Currently, around 20,000 
contacts are visited daily to ensure they do not become sick.  
 

There is also a second vaccine manufactured by Johnson & Johnson that is pending approval, but 
so far it has not been confirmed for use in the DRC. It is a new vaccine, and it doesn’t have the 
same track record as the Merck vaccine, so it is necessary to study the efficacy and potential side 
effects. J&J claim to have 1.5 million doses ready to go, but though there is hope of providing 
longer lasting protection (the Merck vaccine has only been shown to be effective for one year), its 
biggest drawback is that it requires a two-dose schedule. The second shot needs to be given eight 
weeks after the first and thus it is feared that, in a region where there is a high rate of 
displacement, many people will be lost to the ‘system’ before they complete the course. However, 
the J&J vaccine is already being ‘tested’ in health care workers in ETCs in Uganda, where follow-
up can be more easily monitored. It has become a highly charged decision whether or not to trial 
this alternative vaccine in the DRC - Ebola vaccines can only be tested during outbreaks and that 
explains why they are so difficult to develop. If this opportunity is not grasped then we may have 
lost a key opportunity for greater protection for the next large scale outbreak. 
 

 Ready availability of the new monoclonal antibody drugs in all ETCs.  
Two new drugs are to be made exclusively available to all ETCs with immediate effect. Trials have 
shown them to be much more effective than previously used drugs and offer up to 90% cure rates 
according to the current trials, when given early in the course of the disease. The two drugs will 
now go head-to-head to determine whether one is significantly better than the other. 
 

 Measles, malaria, cholera and other infectious diseases must not be forgotten.  
Measles has killed more people, and especially children, in the DRC in 2019 than EVD has in the 
current outbreak. Immunisation rates in general have fallen significantly and herd immunity is a far-
off and currently unattainable target. Mosquito populations have gone unchecked and poverty 
stricken populations are hugely vulnerable. Once this outbreak is brought under control, the 
challenge facing the DRC is huge to try to restore a public health programme that, prior to the 
current crisis, saw the country ranked 176th out of 189 countries and territories on the UN’s human 
development index.  
 
The recent pharmaceutical advances mean that EVD may soon be re-categorised as a 
vaccine-preventable and treatable disease. A sense that Ebola is incurable, paired with 
widespread mistrust of medical workers in the DRC, has hampered efforts to stop the 
spread of the disease. If education of the affected communities and a cease to the armed 
conflict that is preventing the response teams from reaching victims and contacts can be 
achieved, then this outbreak can finally be halted. 
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LEAD POISONING | Environmental consequences of the Notre-
Dame cathedral blaze 

 

 

 

 

 

 

 

 

 
Back in April 2019, the world awoke to news 
footage of the Notre-Dame cathedral in flames - it 
was not known whether or not fire-fighters would 
be able to save the cathedral from total collapse. In 
the end, they were able to restrict the damage to 
the roof and spire, such that President Macron was 
able to announce plans, within days, to fully 
restore the cathedral. 
 

Three months later, reports have emerged of a 
worrying threat to local residents: lead poisoning. 
The roof and spire contained several hundred 
tonnes of lead cladding and the fire is thought to 
have reached temperatures of around 800C, 
resulting in a massive release of toxic lead 
particles into the air. These particles, driven by the 
wind, tend to settle on surfaces and in the soil. 
Lead-contaminated soil can pose a risk through 
direct ingestion, uptake in vegetable gardens, or 
tracking into homes. 
 

The US Environmental Protection Agency (EPA) 
has set a standard for lead in the ambient air of 
0.15 µg/m

3
 averaged over a three month period. It 

has been widely reported that surrounding areas 
have registered levels of lead contamination 
ranging between 500 and 800 times the official 
safe level.  
 

Lead exposure can have serious health 
consequences, especially for children. Children’s 
innate curiosity and their age-appropriate hand-to-

mouth behaviour can result in lead particles getting 
into their mouths and swallowing lead-containing or 
lead-coated objects, such as contaminated soil or 
dust. Moreover, young children are particularly 
vulnerable because they absorb four to five times 
as much ingested lead as adults from a given 
source. The unborn child is also particularly 
vulnerable. 
 

Even at ‘lower levels of exposure’ that cause no 
obvious symptoms, and that previously were 
considered safe, lead is now known to produce a 
spectrum of injury across multiple body systems. In 
particular, lead can affect children’s brain 
development resulting in reduced IQ, behavioural 
changes such as reduced attention span and 
increased antisocial behaviour, and reduced 
educational attainment. As lead exposure 
increases, the range and severity of symptoms and 
effects also increases. The neurological and 
behavioural effects of lead are believed to be 
irreversible. 
 

In June the regional health agency in Paris 
recommended blood tests for children under seven 
years of age as well as pregnant women who live 
near Notre-Dame as they are especially vulnerable 
to health problems from lead poisoning and 
exposure. The public health authorities have also 
closed two local schools in Paris’s sixth 
arrondissement and halted renovation work on the 
cathedral, pending further investigation by 
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Renovation work at the Notre-Dame cathedral was halted last 
month after testing revealed dangerously high levels of toxic lead 
contamination at the site and surrounding areas, including 
schools. í 



 

environmental agencies. The Paris authorities 
have ordered a deep clean and removal of 
hazardous substances from nearby schools, before 
the children return for the autumn term. Tests are 
continuing at other schools. Lead removal work at 
the cathedral itself is set to resume next week with 
stricter safety procedures. Roads and public plazas 
around Notre-Dame have been closed to the public 
since mid-April, after exceptionally high levels of 
lead were recorded - they remain closed. 

An environmental group has filed a lawsuit against 
the city’s authorities for criminal negligence in not 
alerting residents sooner. The long-term public 
health effects of chronic lead exposure on children 
in low-income urban areas is a topic of much 
ongoing debate. The effects of a mass exposure 
on children near Notre-Dame are difficult to 
anticipate. 

 

What can be done to prevent exposure to lead in general?  

V Create physical barriers between 
living / play areas and lead sources. 
Until environmental clean-up is 
completed, you should clean and 
isolate all sources of lead.  

V Regularly wash children’s hands and 
toys. Hands and toys can become 
contaminated from household dust or 
exterior soil. 

V Regularly wet-mop floors and wet-
wipe windows and doors. Because 
household dust is a major source of 
lead, you should wet-mop floors and 
wet-wipe horizontal surfaces every 
week. Windowsills and walls can 
contain high levels of leaded dust. They 
should be kept clean. If feasible, 
windows and doors should be kept 
shut. 

V Take off shoes/boots when entering 
buildings. This prevents bringing lead-
contaminated soil and dirt in from 
outside. 

V Prevent children from playing in 
open soil. If possible, provide them 
with covered sandboxes. Plant grass 
on areas of bare soil or cover the soil 
with mulch or wood chips, if possible. 
Until the bare soil is covered, move 
play areas away from bare soil and 
away from the sides of the house / 
nursery / school. 

V Avoid lead based paints. Make sure 
that you do not use lead based paints 
where children have access. 

 

LYME DISEASE | Tick-borne Lyme disease on the rise in the UK 
and the United States 
 

There may be as many as 8,000 cases in the UK 
this year, compared with only a few thousand in 
recent years and as few as 50 recorded cases 
twenty years ago. This increase is likely to be due 
in part to environmental changes that favour the 
spread of the tick population geographically but 
also to increased awareness of the problem. 
 
The incidence of cases tends to be more prevalent 
in spring and summer and in wetter climates. It is 
particularly prevalent where hiking is a common 
pastime - this naturally follows grassy and wooded 
areas. 
 
The disease was first reported in the US in 1977 in 
Old Lyme, Connecticut, and thus acquired its 
name. Lyme disease is an infection caused by a 
type of bacteria that is carried by some species of 

insects. It is typically spread to humans via infected 
ticks, which will have already bitten an infected 
animal such as a deer, mouse, vole or hedgehog. 
Other insects also carry the disease. In Europe, it’s 
thought that one to five percent of tick bites will 
result in Lyme disease. It produces a characteristic 
‘bull’s eye’ rash around the bite, but only in about a 
quarter of cases - it can take months before the 
rash actually appears. Other early symptoms are 
similar to a nasty viral infection with headache, 
fatigue, fever and muscle aches and pains.  
 
If left untreated, Lyme disease symptoms can 
progress to numbness of the limbs and temporary 
paralysis of facial muscles. In rare cases, it can 
lead to inflammation of the heart muscles, which 
can cause the heart to beat irregularly. Some 
people suffer chronic pain with debilitating joint and 
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muscle symptoms or mental problems such as 
extreme fatigue, cognitive dysfunction, anxiety and 
depression, and even seizures, if not detected and 
treated. 
 

Diagnosis can be made simply by observing the 
characteristic rash and treating accordingly, but if 
the diagnosis is in doubt blood tests are available. 
Oral antibiotics are very effective if started within 
the first few weeks after being bitten, but in severe 
cases you may need antibiotic injections. You 
cannot become immune to Lyme disease by being 
bitten once - you can suffer from the disease over 
and over again with subsequent exposures. 
 
Prevention of Lyme disease is largely dependent 
on public information programmes and clear 
notices that increase awareness of the local 
presence of ticks. In specific outbreaks or 
designated hiking areas, for example, large scale 
spraying of affected areas can be carried out. 
Personal preventative measures are also 
recommended to prevent tick bites. Once bitten it 
is important to recognise the symptoms. In the 
United States, increased awareness of the problem 
has led to the presence of special tick clinics where 
antibiotics are dispensed as appropriate. 
 

Prevention measures in tick affected areas: 
 

 Cover bare skin while walking outdoors, 
tucking trousers into socks and wearing hiking 
boots 

 Wear light coloured clothing so crawling ticks 
are easier to spot and brush off 

 Insect repellent applied to skin and clothes 
can help to deter ticks 

 Use tick prevention on pets as well 
 Stick to paths and avoid dense vegetation, 

particularly wooded or grassy areas in moist 
and humid environments.  

 Shower on return home and check for ticks on 
the person or crawling ticks on clothing 

 Check for signs of tick bites on children and 
pets 

 Wash all clothes at a high temperature. 
 
If you do spot a tick, use fine-tipped tweezers or a 
specialist tick-removal tool to grab it as close to the 
skin as possible. Slowly pull upwards, taking care 
not to squeeze or crush the tick, and put it in a 
Ziploc bag for testing. Make sure you clean the site 
of the bite with antiseptic or soap and water 
afterwards. If you develop flu-like symptoms you 
need to visit your local primary care practitioner.  
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Tick-borne Lyme disease has become much more prevalent in 
northern Europe and North America in recent years and it is 
thought that there may be three times more infections in the 
UK than previous estimates suggest. 

 í 



 

Isn’t there a vaccine? 
 

Well, there was a vaccine but it no longer exists. 
 

LYMErix was developed and introduced in the US 
in the late 1990s. 1.4 million doses were 
administered by the end of 2001 and it appeared to 
be highly effective with up to 90% protection 
against Lyme disease. However, it was relatively 
expensive, it did not work in young children and it 
was only effective against one strain of the 
bacteria. It was withdrawn in 2002 during a period 
of anti-vaccination fears that it caused autoimmune 
reactions in humans and never returned. This was 
partially based on a 2000 study that found the 
vaccine contributed to arthritis in hamsters but that 
was enough to have it withdrawn by the FDA. Now 
all scientific data is out of date and trials would 
need to be repeated and public perceptions 
satisfied before it could be re-introduced. In 
general, it takes 10-15 years and about 1 billion 
dollars to develop and license a vaccine and no 
pharmaceutical company has considered this to be 
worth the entry cost when they also have to 
consider the publicity and marketing that would 
also be needed.  
 

Conversely, canine vaccines are highly effective 
and widely used and have made scientists and 
public health authorities think again about further 
research with centralised government funding to try 
to halt this growing problem. Last year the US 

National Institutes of Health (NIH) donated US$23 
million to vaccine development and have 
attempted to persuade drug companies. An 
Austrian company is currently well into clinical trials 
of a vaccine that covers against all six strains of 
Lyme disease and if successful it could be licensed 
commercially within five years.  
 

Other researchers are proposing to develop a 
vaccine that can be distributed in areas where 
Lyme disease is prevalent - it would be in food 
pellets designed to attract rodents that carry the 
ticks and then kill off the bacteria inside the ticks 
that live on the animals - this idea would bypass 
anti-vaccination fears about the side effects of a 
human vaccine. 
 

Another body of research that needs further 
funding has attempted to focus on those people 
who are suffering from a poorly understood 
condition that is known as Post Traumatic Lyme 
Disease Syndrome (PTLDS). It is thought that 
between 10 and 20% of Lyme patients suffer from 
the condition with chronic musculoskeletal, 
neurological and psychological symptoms. A 
number of private foundations have been set up to 
try to develop new antibiotics that will wipe out the 
bacteria from the neurological tissues of the 
sufferer.  
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NEWS IN BRIEF I Round-up of other medical news stories 
 

Hepatitis A in Florida, USA 

 
A Public Health Emergency has been declared 
in Florida after steep rise in cases of hepatitis 
A. 

There have been over 2,000 reported cases of 
hepatitis A in Florida in 2019, already exceeding 
the total number recorded in 2018. The majority of 
cases are in the Pasco and Pinellas counties in the 
Tampa area. The health authorities in Florida are 
struggling to contain the spread of the virus and 
the surgeon general has been driven to declare a 
Public Health Emergency, a move that will enlist 
the assistance of the Centres for Disease Control 
and Prevention (CDC). 
 
Hepatitis A is a virus that causes liver disease. It is 
common in areas where water supplies and 
sewage disposal are of a poor quality and where 
personal and food hygiene standards are limited. It 
is passed from person to person by eating food or 
drinking water contaminated with the virus, 
especially within families or where people live in 
close quarters. Shellfish can be infected if they 
come from sea that is contaminated with sewage. 
Fruit, vegetables and uncooked food washed in 
contaminated water can also cause infection, 
especially in hot countries. Properly cooked food is 
safe. 
 
Unlike hepatitis B and C, hepatitis A infection does 
not cause chronic liver disease, but it can cause 
debilitating symptoms. More seriously, it can 
sometimes result in acute liver failure, which is 
often fatal. There is no specific treatment for 
hepatitis A, as is the case with most illnesses 
caused by viruses. Treatment is aimed at 

symptomatic control and adequate nutritional 
balance, including replacement of fluids that are 
lost from vomiting and diarrhoea. Light food may 
be easier to digest, but there is no reason to stop 
eating fat unless it causes discomfort. It is 
recommended to avoid drinking alcohol and taking 
too much exercise. Recovery from symptoms 
following infection may be slow and may take 
several weeks or months, during which time there 
is marked tiredness and fatigue. 
 
The general public is being encouraged to be 
vaccinated against the virus. It is important to 
vaccinate as many high risk individuals as possible 
to achieve ‘herd immunity’, a general level of 
protection within the community. The vaccine 
consists of two shots, the second six months after 
the first, for anyone over one year of age. Even 
after exposure to hepatitis A in an unvaccinated 
person, a single dose of the vaccine within two 
weeks of contact with the virus has protective 
effects (‘post-exposure prophylaxis’). 

Precautions to avoid infection with hepatitis A: 

 Vaccination 
 Regular hand washing and strict toilet 

hygiene 
 Avoid ice cubes in drinks, drinking tap 

water and using tap water to brush teeth 
where hepatitis A is prevalent 

 Avoid poorly-cooked shellfish, uncooked 
vegetables, salads, unpeeled fruit, 
unpasteurised milk and ice cream, in high-
risk countries. 

 

 

Malaria in Burundi  

 

Malaria cases reach “epidemic” levels in 
Burundi. 

 
Given its location bordering Rwanda and the 
Democratic Republic of Congo, you would have 
thought that Ebola virus disease would be the main 
health concern in the small east African nation of 
Burundi. The land-locked country in the African 
Great Lakes region, with a population of nearly 11 
million people, has recorded 1,800 deaths from 
malaria since the start of the year. Over half of the 
population has become infected. 
 

The previous epidemic of 2017 recorded as many 
infections in the whole year, suggesting a 50% 
increase in cases year-on-year. It is thought that 
the current epidemic has been caused in large part 
by the low levels of resistance that are a result of 
years of public health neglect. This has left a 
vulnerable population that is highly susceptible to 
subtle changes in climate that cause the mosquito 
population to explode - they appear to have 
become more aggressive in their biting habits and 
have adapted to thrive at higher altitudes than 
before. Experts have also noted an increase in 
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drug resistant strains of the disease in common 
with other parts of the world. 
 
Pending national elections seem to have 
precipitated a marked lack of response from the 
government, apparently playing down the severity 
of the crisis. There has been a lack of human, 
logistical and financial resources made available 
and the government has angered aid organisations 
that have pushed for a declaration of a public 

health emergency. Although Burundi declared a 
national health emergency in 2017 after 1.8 million 
cases and 700 deaths were recorded, it has 
declined to declare one for the current outbreak. 
 
All visitors to Burundi and surrounding areas 
should be especially careful to take bite avoidance 
measures and to be aware that even one missed 
malaria prophylaxis tablet can have catastrophic 
consequences.

 
 

Eastern equine encephalitis in Florida, USA 

Chickens test positive for rare mosquito-borne 
virus, eastern equine encephalitis, in Florida. 

 
The Orange County health authorities in Florida 
issued an advisory that there had recently been an 
increase in the incidence of ‘eastern equine 
encephalitis virus’ (EEEV). Though the virus strain 
was found in chickens, it can be deadly if 
transmitted to humans.  
 
The disease, considered rare, crops up regularly in 
small numbers across the US and often in Florida. 
For this reason the public health authorities station 
‘sentinel chickens’ in prevalent areas around the 
US and they are monitored regularly for mosquito-
borne diseases. They serve a similar function to 
the ‘canary in the coal mine’ that would warn 
miners to the presence of dangerous gases... but 
in this case the chickens are unaffected by the 
virus. There are 268 coops in about one third of 
Florida counties. The chickens are also crucial as 
an early warning system to monitor outbreaks of 
West Nile virus.  
 
The virus is spread by the Culex and Aedes 
mosquitoes - the latter being also responsible for 
the transmission of dengue, Zika and chikungunya, 
among other infections. The mosquitoes become 
infected after biting infected birds that are the most 
prevalent ‘reservoir’ (carrier) of the virus. 
 

When the virus does pass to humans, often there 
are no symptoms from the infection or it causes 
effects that are similar to a typical viral infection for 
a couple of weeks. However, when the virus 
invades the nervous system, it causes swelling of 
the brain and can be fatal. There have been 73 
cases officially over the last 10 years in the US 
alone, that have resulted in the death of 30 of 
those infected (this appears to be around 40% 
mortality but these figures are skewed by the fact 
that many cases go unrecognised). Survivors often 
have ongoing neurological problems. 
 
There is no treatment for the virus and no vaccine - 
it is too rare to make this viable. The only way to 
combat the disease is for the public health 
authorities to take measures to control mosquito 
populations: finding and draining any standing 
water, such as buckets, bird baths, old tires and 
anything else that can hold a small puddle where 
mosquitoes could lay their eggs; drain plastic 
swimming pools when not in use and ensure 
adequate chlorination of big pools so they don’t 
turn into mosquito hatcheries. Individuals need to 
be continually educated to follow 
recommendations for bite avoidance, by covering 
up exposed skin and by using EPA recommended 
mosquito repellent. 
 
No case in people has been associated with this 
advisory so far. 

 

West Nile virus in the USA 

 
Mosquito-Borne West Nile virus rates soar 
across the US. 

 
As with many mosquito-borne diseases (see 
multiple mentions above) there has been a steep 
rise in numbers of reported West Nile virus cases 
over the last year in the United States.  
 

West Nile is yet another mosquito-borne virus that 
usually passes without the victim knowing, but can 
cause symptoms including fever, headache, 
muscle aches, vomiting, diarrhoea and joint pain in 
about 20% of people who are infected. In serious 
cases, it can lead to complications including brain 
inflammation and meningitis. It is by far the most 
common mosquito or tick-borne virus in the U.S. 
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More than 2,600 West Nile diagnoses were 
recorded in 2018, more than any year in the past 
decade except 2012, when more than 5,000 cases 
were reported. The vast majority of cases were 
contracted during the summer, with an unusually 
high number progressing to include neurologic 
symptoms. Across the US, 167 people died from 
the disease last year, with California, Arizona and 
the Midwest states reporting the highest numbers. 
There was also an increase in numbers reported in 
the mid-Atlantic states.  

Most cases in 2019 have been clustered in 
Arizona. 
 
The CDC recommends wearing EPA approved 
insect repellent when spending time outside, and 
treating outdoor gear with insect-repelling 
permethrin. 
 
 
 

 
 

Malaria in South-East Asia 

 

There is a worrying spread of drug resistant 
Malaria in South-East Asia. 

 
A recent study, published in the UK by the 
respected Lancet Infectious Diseases journal, 
highlights the worrying prospect that malaria 
parasites that are resistant to key drugs have 
spread rapidly across South East Asia. 
 
The combination drug treatment was first 
introduced in Cambodia in 2008 but within five 
years there was evidence of mutation of the 
parasite and the development of resistance. 
Analysis of the latest blood samples has shown 
that resistance has spread aggressively to Laos, 
Thailand and Vietnam, replacing the local malarial 
parasites. In some hot spots 80% of malaria 
parasites were found to be resistant.  
 

The usual regimen is to treat malaria with 
Artemisin and Piperaquine. There are alternative 
treatments that can be used and may need to 
become first-line. 
 
If this drug resistant parasite were to reach Africa 
then this could cause a huge spike in deaths from 
malaria.  
 
The initial symptoms of malaria include cycles of 
feeling cold and shivering followed by a high 
temperature with severe sweating. Without 
treatment, the parasite can lead to breathing 
problems and organ failure. 
 
It is important to emphasise once again that the 
most important strategy in reducing malaria 
infections and deaths is to control the mosquito 
population and for personal protection to prevent 
bites.  

 

Rabies in British Columbia, Canada  

 
Man dies from rabies virus on Vancouver 
Island. 

 
A 21 year old man died after coming into contact 
with an infected bat on Vancouver Island on the 
west coast of Canada in mid-May.  
 
Unusually, the encounter took place in daylight 
hours when the bat is thought to have flown into 
the man’s hand, inflicting a small puncture wound. 
He developed symptoms six weeks later and died. 
This is the first case in the region since 2003, and 
the first in Canada since 2012. Often, contact with 
bats is at night as the bats swoop and make 
contact with the scalp leaving no visible mark.  
 
Rabies is a viral disease present in warm-blooded 
mammals (both domestic and wild mammals 

including bats) and is transmitted to humans, most 
often by a bite or scratch. This fatal disease can be 
spread through a microscopic bite or a scratch but 
also through contact of saliva with mucous 
membranes in the mouth, nose, and eyelids. 
 
The only ‘reservoir’ (carrier) for rabies in British 
Colombia is the bat, and it is thought that around 
10-13% of bats in BC are infected with rabies. 
Elsewhere in Canada, coyotes, foxes, raccoons 
and skunks can carry the rabies virus. Dogs are 
carriers in many countries, but that has been 
eliminated in Canada thanks to vaccination 
programmes.  
 
All travellers to countries where rabies is known or 
presumed to occur should be advised of the 
importance of avoiding contact with animals. If 
bitten or scratched, it is important to immediately 
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wash the wound(s) thoroughly with soap and water 
and to seek urgent medical attention. The post-
exposure rabies vaccine should be given 
immediately if deemed appropriate following a risk 
assessment and is a very effective course of 
injections that build upon a person's existing 
immune system to help fight off the virus before 
illness can begin. If, however, symptoms of rabies 
develop the outcome is universally fatal. 

 

 

 

 

 

Yellow fever in Nigeria 

 
There has been confirmation from the Nigeria 
Centre for Disease Control (NCDC) that there 
have been 20 deaths from yellow fever in 
Ebonyi state in the last three months. 
 
 Ebonyi is in south-eastern Nigeria whose capital 
and largest city is Abakaliki. The NCDC dispensed 
a rapid response team in partnership with the 
WHO to the affected area at the end of July to 
support Ebonyi State with contact tracing, case 
finding, risk communications and the management 
of cases. Detailed analysis and plans are in 
advanced stages to apply to the international 
vaccine stockpile to enable a reactive vaccination 
campaign in Ebonyi state, in response to the 
cluster of cases. 
 
The national outbreak has been ongoing since 
September 2017 and has spread throughout the 

country with cases in all 36 states and the FCT. 
The latest cases add up to nearly 80 laboratory 
confirmed cases of yellow fever across Nigeria in 
2019. 
 
Yellow fever virus is a mosquito borne viral disease 
that can be fatal - it is spread by the Aedes 
mosquito that is also responsible for dengue fever 
and Zika virus, among other infections. Yellow 
fever can be prevented by a single vaccine that 
provides life-long immunity. Yellow fever 
certification is mandatory for entry into Nigeria if 
coming from a yellow fever endemic country. There 
is no human-to-human transmission of the virus.  
 
Travellers going to Nigeria should receive 
vaccination against yellow fever at least 10 days 
before travel and should take steps to prevent 
mosquito bites while there. 
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