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WHO response to epidemks
Gu6no6l Rodier

lurt when recent medical
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hoemorrhogic fever in loire

highlighted the return of old

foes ond the emergence of

new threots.
Ebolo: the return of old foes and fhe emergence of new threots. Photo: Keystone/AFP/C. Simon @

ou may remember it: suddenly
the whole world was looking
fearfully at this tiny spot on the

map of Africa and the world media
started to cover, day after day, the
gruesome count of victims. We

could read: "Within days of the first
reports that trickled out from Zaire,
virus experts worldwide went on full
crisis alert." We heard about the
"plague warriors" and the inter-
national effort. Eventually, we were
reassured that the deadly virus had

been brought under control.
How did WHO respond and how

is the world prepared to deal with
such unexpected events? First of all,
we must realize that the world is

changing rapidly. Changes that have
an important impact on the way
diseases occur include dramatic
population growth in some countries.
uncontrolled urbanization. an ageing
population in developed countries,
increased poverty in both developed
and developing countries, high-tech
medicine, the increasing complexity
of the food chain, expanding interna-
tional trade and migration, massive
use of antibiotics, incomplete immu-
nization campaigns, deforestation
and other environmental changes,
war and other man-made disasters.

Such changes have increased the

opportunities for infection, multi-
plied the population groups that are

susceptible, and eventually influ-
enced the microbe world to adapt
itself to these changes.

In fact, the 1995 outbreak of
Ebola haemorrhagic fever inZaire
was not the only epidemic that year,

but it offered a striking example of
the return of an old threat - infec-
tious diseases. Besides the 1992
yellow fever outbreak in Kenya, the
adult respiratory distress syndrome
first diagnosed in Texas in 1993, and

the 1994 international panic about
plague in India, we have seen the

continuing spread of cholera world-
wide, shigella outbreaks, the increas-
ing incidence of tuberculosis, AIDS,
malaria and visceral leishmaniasis,
the identification of numerous organ-
isms resistant to antibiotics, and
other tangible examples of emerging
or re-emerging infections.

Recent medical advances - the

eradication of smallpox in 1980, the
imminent eradication of polio and
guinea-worm infection, and the
imminent elimination of leprosy as a

public health problem - have led us

to believe that communicable dis-
eases no longer pose a major threat.

But suddenly theZaire outbreak
highlighted, for the public, the return
of old foes and the emergence of new
threats.

The silent beginning

On 9 April 1995, a 35-year-old male
laboratory worker from Kikwit II
hospital inZaire was transferred to
Kikwit General Hospital suffering
from severe bloating and high fever.
He underwent surgery and abnormal
bleeding was found in the abdomen.
Despite a second operation, he died
three days later. What seemed an

unfortunate medical episode was,
in fact, the silent beginning of an
epidemic.

On 7 May 1995, rumours about a
possible outbreak of Ebola haemor-
rhagic fever in Zaire, together with a
request for assistance, reached WHO
in Geneva. Experts knew that Ebola
had the reputation of a killer virus,
that there might be a very serious
disease spreading in the remote city
of Kikwit and that they had to re-
spond quickly. The diagnosis was

rapidly confirmed by the Centers for
Disease Control and Prevention
(CDC) in Atlanta, Georgia, USA, a
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WHO collaborating centre for re-
search on the pathogens that cause

haemorrhagic fevers. Within three
days, a three-man team had flown to
Kikwit where Professor Muyembe of
Kinshasa University was struggling
against the outbreak, desperately
looking for help. At WHO headquar-
ters, an Ebola haemorrhagic fever
task force was set up to coordinate
the multidisciplinary activities
required to respond during the
emergency phase of the outbreak.
WHO's Division of Emergency and

Humanitarian Action took responsi-
bility for resource mobilization and

operational support, and designated a
"response unit" which was staffed
round the clock. A donor meeting
was organized during the first week.

In the field, the WHO team led
and coordinated the international
response, working closely with the
local authorities and nongovernmen-
tal organizations such as M6decins
Sans Frontidres, the Red Cross and

the local Catholic mission. The work
was difficult. As a journalist put it,
"Kikwit General Hospital exceeded

their worst expectations. There was
blood on the mattresses, the floors,
the walls ... The wards were full of
Ebola cases." The hospital had no
running water, linen, sterile syringes
or essential supplies and the staff had

not been paid for months. More
resources of all kinds had to be

brought into the "hot zone". A strict

isolation ward was organized; the

definition of an Ebola case was

agreed on and was then used to sort
patients and provide them with
appropriate care. After a few days,

the management of cases was under
control.

A special office was set up for
checking rumours. It began collect-
ing information from the population
and the international team on re-
ported deaths, suspected cases and

anything that could help to unravel
the complex chains of transmission
of the disease and, possibly, trace the

source of the epidemic. Special
teams toured the region on foot, by
bicycle or in four-wheel drive vehi-
cles and maintained daily radio
contact with remote villages. This
effort led to the identification of a
35-year-old charcoal maker who had

died on 13 January 1995 in Kikwit
General Hospital and who, in retro-
spect, seemed to have been the first
of a series of cases that occurred
over the four-month period leading
up to the dramatic hospital outbreak.

In Geneva, the task force focused
on operational support to the field
operations, facing complex logistical
problems, not least because of the
geographic inaccessibility of the

outbreak zone and the intense media
interest in the epidemic. A satellite
link with WHO headquarters in
Geneva maintained communica-
tions. By late May, the epidemic

was under control, a regional sur-
veillance system for Ebola haemor-
rhagic disease was fully functional
and the emergency phase was over.

The epidemic command post, from
which the international team of
physicians and scientists success-

fully controlled the outbreak, re-
mained in place until October 1995.
So far, the question of where the
Ebola virus hides itself between
epidemics - so important for disease

surveillance and control - remains
unanswered. A research programme
on the reservoir of the virus has been

set up in Cdte d'Ivoire.
In Kikwit, the toll was 316 cases,

of whom 124 women and 121 men
lost their lives. A long-term surveil-
lance system was set up in the

Kikwit area. ready to examine any

unexplained death. In Geneva,
learning the lesson of Kikwit, the

World Health Assembly called for
vigilance against emerging and other
communicable diseases. This led, in
October 1995, to the formal creation
of WHO's Division of Emerging and

Other Communicable Diseases

Surveillance and Control.
In March 7996, an international

conference organized by WHO and

held in Kinshasa, Zaire,reviewed
the international response to the

Ebola epidemic in Kikwit, in order
to share the scientific data and en-

sure that WHO will be fully pre-
pared to face future outbreaks.
When the virus hit again in C6te
d'Ivoire in December 1995 and in
Gabon in March and September
1996, the WHO field teams greatly
benefited from the understanding of
the disease gained during the Kikwit
epidemic. I
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