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Some context on Ebola Virus Disease (EVD) risk:

In practical terms, the Ebola risk to the average traveller to Africa, as opposed to a local resident in an
outbreak area, is virtually nil. This seems surprising, given the 30,000 cases from 2014/15 and over 3,000
cases in DRC now. To appreciate how difficult it actually is for a tourist, let alone an aid worker to acquire
Ebola (and remember, almost all the aid workers in eastern DRC have not acquired it), i1t’s necessary to
understand a few key points:

* The virus is not airborne
* An infected person does not become symptomatic until 2 — 21 days after acquiring the virus
» Asymptomatic infected individuals are unable to transmit the virus

* Once an infected person becomes symptomatic (typically 4 — 8 days after acquiring the virus),
they are invariably obviously unwell (pronounced flu-like symptoms of sudden onset). Their
infectivity rises slowly at first, gathering pace over several days.

* Peak infectivity occurs in those who are severely unwell, pregnant women in labour and
infectivity is at its most extreme in the bodies of those who have died i.e. infectivity rises
exponentially with the passage of time during the course of the illness but is low in the initial
couple of symptomatic days

» Within Ebola Treatment Centres in Africa, a separation distance of just 2 metres is considered
sufficient to prevent transmission from the most infective cases to healthcare staff

* The vast majority of new cases occur in those who have handled significantly unwell Ebola
cases without the use of gloves and gowns (relatives and, prior to the introduction of the new
vaccines, frontline healthcare workers during the 2014/15 outbreak).

Understanding the above points explains why the secondary cases seen in the U.S. and Europe in 2014/15
were in nurses providing hands-on care to highly-infectious, critically ill patients who had been evacuated
from West Africa. By contrast, an aid agency doctor who became unwell with Ebola in New York City
following return from West Africa had taken the subway and gone bowling prior to feeling unwell and self-
quarantining. Nobody else, including his girlfriend, became infected.

This in turn means that if the average traveller on a holiday to Uganda and planning to visit, for example, the
gorillas in Bwindi Impenetrable Forest, just across the border from the current outbreak in DRC asks you if
they might catch Ebola, the answer is “no; if you actually set out to try and contract Ebola, you would have
to find a case, ensure that case was significantly symptomatic and then start handing and ideally, caring for
that case”.

Having said all that, Ebola has an amazingly high mortality rate (66% currently in DRC), those at highest
risk need to be protected (contacts of cases, frontline healthcare workers, lab staff) and if a safe vaccine 1s
available, it will eventually be offered to anyone who wishes to have it.

The background to the Merck (‘v920’) vaccine:

A direct historical line can be traced from the September 2001 terror attacks in the United States and
the vaccine in use in DRC today. One week after the 9/11 attacks, anthrax spores were sent by surface
mail to a number of U.S. politicians. This event and the preceding terror attacks led to a large funding
increase by the U.S. government to agencies conducting research on vaccines against bioweapons. In the
case of Ebola, the breakthrough with Ebola occurred not in the U.S. but across the border in Canada, where
the researchers at the government’s Public Health Laboratory (PHL) in Winnipeg, Manitoba succeeded
in designing the vaccine in 2005. Tests on non-human primates showed a very high protective effect. The
PHL 1s not mandated or equipped to conduct trials in humans and so looked for a private-sector commercial
partner to take on the task of phase I (30 — 50 test subjects), phase IT (300 — 500 test subjects) and phase III
(3,000 — 5,000 test subjects) trials.
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Likely future steps with the vaccines:

The vaccines remain unlicensed and have a ‘compassionate use’ designation in DRC. The Johnson &
Johnson vaccine, which arrived in DRC in the final days of October 2019, has been earmarked for mass
population vaccination in eastern areas of the country where no active outbreak is occurring. The Merck
vaccine, requiring one dose only, is being reserved as the main outbreak-response vaccine. The Merck
vaccine is progressing through the authorisation process in both Europe and the U.S. The vaccine gained
‘conditional marketing authorisation’ from the European Commission on 11th November 2019 and has
‘priority review’ status with the U.S. Food and Drug Administration, who are due to issue a decision on
the vaccine in mid-March 2020. Manufacture of the Merck vaccine is likely to commence in Germany
mn the third quarter of 2020. While it may be some years before the vaccine is granted a full commercial
licence, I can imagine that it would be available very soon in Europe with some conditions attached for use
m individuals at highest risk (e.g. employees of Biosafety Level 4 labs who are handling Ebola samples
for research purposes, nurses at a number of large hospitals in Europe that are designated to handle Viral
Haemorrhagic Fever cases, aid workers being deployed to Ebola outbreaks and working hands-on with
patients and contaminated materials).

The Johnson & Johnson vaccine is available in larger numbers currently but less research data is available on
it. It may however turn out to be an even more valuable long-term prospect, given that it provides protection
against more strains of EVD and with some indications that it may provide longer-term immunity.

A final philosophical reflection:

Ebola had been around since at least 1976 with regular outbreaks, yet it took the rapid spread of the disease
n 2014, its appearance in richer countries and the consequent economic disruption that this threatened to
focus political, regulatory and commercial minds in North America and Europe in a way that one seldom
sees. It does show what can be achieved when an immediate, existential threat arises. One only wonders
what it would take to focus the same minds on the production of effective vaccines against malaria, Dengue,
a single-shot lifetime vaccine for influenza and many other diseases.

References:
1. Henao-Restrepo, Ana Maria, et al. “Efficacy and effectiveness of an rVSV-vectored vaccine in preventing Ebola virus disease: final results
from the Guinea ring vaccination, open-label, cluster-randomised trial (Ebola Ca Suffit!).” The Lancet 389.10068 (2017): 505-518.

2. Huttner A, Dayer JA, Yerly S et al. The effect of dose on the safety and immunogenicity of the VSV Ebola candidate vaccine: a
randomised double-blind, placebo-controlled phase 1/2 trial Lancet Infect Dis2015; 15;1156-66.

Resources:

World Health Organisation up-to-date situation report for D.R.C. http://who.maps.arcgis.com/apps/
opsdashboard/index.html#/e70c380416044652bc37cce7d8fcefoe

U.S. Congressional hearings 16th October 2014: https://www.youtube.com/watch?v=FPAeGDciVGs
‘Profits First: The Story of the Ebola Vaccine’ Canadian Broadcasting Corporation (June 2018) https:/
www.youtube.com/watch?v=InxmpoHADbs

C.D.C. Advisory Committee on Immunisation Practice (ACIP) meeting on Ebola vaccines 23rd October
2019: https://www.youtube.com/watch?v=] YXeYxeAD4

‘Ebola vaccine approved in Europe in landmark moment in fight against a deadly disease’ 11th November
2019 https://www.statnews.com/2019/11/11/ebola-vaccine-approved-in-europe-in-landmark-moment-in-
fight-against-a-deadly-disease/

Simon Collins.
The author worked in Ebola Treatment Centres in Sierra Leone in October 2014 and in Goma, DRC in
October 2019 and was vaccinated with the Merck vaccine while in DRC. The views expressed in this
article are his own.
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mild, self-limiting symptoms. Fever, arthralgia, myalgia, retro-orbital pain, and a maculopapular

rash are frequently observed. Occasionally patients complain of nausea and vomiting, photophobia,
abdominal pain, diarrhoea, cough, sore throat, and bleeding gums. Rare complications include
myocarditis and haemorrhage. Only one lethal case has been reported in the literature, with haemorrhage,
thrombocytopenia, jaundice and encephalopathy. Symptoms last 2-5 days. Fever can last 10 days and
may reappear. Similar to patients with Chikungunya, Mayaro-infected patients can suffer a prolonged
arthralgia which can persist for several months.

Treatment is symptomatic and analgesics and/or NSAIDs can be used. However, NSAIDs should only

be used when Dengue virus infection has been excluded from the differential diagnosis owing to the risk
of bleeding. There is no evidence for the efficacy of corticosteroids in management of Mayaro infection
although chloroquine has been used for the resultant arthritis with some success.

Diagnosis relies on serology after 3 days of symptoms and RT-PCR. Anti-Mayaro IgM remain for up to 3
months while IgG antibodies persist for years. Serologic tests for Mayaro virus may cross-react with other
alphaviruses. Prevention efforts include the use of insecticides at breeding sites, natural competitors and
the isolation of viraemic individuals. As of November 2019, there is no licensed vaccine against MAY'V.
We are reading more and more reports of Mayaro infection in the literature so we should continue to
watch this space closely.

Further Reading:
Hassing RJ, Leparc-Goffart I, Blank SN, Thevarayan S, Tolou H, van Doornum G, van Genderen PJ. Imported Mayaro virus
infection in the Netherlands. J Infect. 2010 Oct;61(4):343-5. doi: 10.1016/j.jinf.2010.06.009.

Rodriguez-Morales AJ, Paniz-Mondolfi AE, Villamil-Gomez WE, Navarro JC. Mayaro, Oropouche and Venezuelan Equine
Encephalitis viruses: Following in the footsteps of Zika? Travel Med Infect Dis. 2017 Jan - Feb;15:72-73. doi: 10.1016/j.
tmaid.2016.11.001.

Sun J, Wu. Mayaro virus, a regional or global threat? Travel Med Infect Dis. 2019 Jul 25:101462. doi: 10.1016/j.tmaid. 2019.0
7.018 Prof. Gerard Flaherty

Congratulations to Ibinabo Gabriel Brown (2nd from left), a 4th year medical student at NUI Galway, on receiving the 2019
Irish Healthcare Award for Best Student Research Project. Gabriel’s project investigated obesity and international travel
and was supervised by Prof. Gerard Flaherty. The findings have been presented at the NECTM conference in Sweden and
published in Journal of Travel Medicine. Gabriel completed the project in Croi/NIPC as a summer research scholar of the
School of Medicine and was funded by a grant from the Travel Medicine Society of Ireland. Also pictured are Irene Gibson
(Programme Lead) and Neil Johnson (CEO) of Croi.
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NOTICE BOARD

Travel Medicine Society of Ireland Educational Bursary Scheme

Applications for this bursary are open to current members in good standing of the Travel Medicine Society
of Ireland who have been members of the Society for at least 2 consecutive years. Applicants must be
registered healthcare professionals resident and practising travel medicine in the Republic of Ireland.
Bursaries will assist travel health clinicians who wish to attend a relevant educational event in Ireland or
overseas (e.g. courses, conferences, seminars) by providing partial financial support to defray the costs of
attending the event.

TMSI will reimburse successful applicants upon presentation of vouched receipts to a maximum amount of
€500. Two such bursaries will be available for 2020.

Successful applicants are expected to disseminate information acquired to other members of TMSI by
writing an article for the newsletter Taisteal and by presenting an OSKE on an agreed topic at two regional
educational seminars. TMSI will publicise the outcome of the bursary scheme in its newsletter and on its
website.

Members of the Executive Committee are not eligible to apply under this particular scheme.

For further details and application form please contact Anne Redmond at anne.redmond@tmsi.ie
Closing date for receipt of 2020 applications is: 31st January 2020.

Dom Colbert Undergraduate prize in Travel Medicine

This will be the 5th year or the Dom Colbert prize in Travel medicine. The prize is open to all registered
undergraduate medical students in the Republic of Ireland. This year’s Essay title is “ Climate Change:
Implications for Travel Medicine”. The closing date for entries by email to Anne Redmond is the 31st
January 2020. The winning student will be announced in March 2020 and she/he will present their essay at
the AGM seminar of the TMSI in April 2020

TEST YOUR KNOWLEDGE — ANSWERS FROM PAGE 3

Question A B C D
1.  Melioidosis False True True True
2. Cruise True True False True False
3.  Envenomation False False True True
4. Anaphylaxiss True True True False
5. Country: Christmas Island
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