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An Ebola survivor places his hand on a survivor’s wall, documenting his recovery from the disease. Since his recovery, he works as
a contact tracer, fighting the spread of EVD. (Photo by Neil Brandvold for USAID, Monrovia, Liberia, January 31, 2015)
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As of October 4, 2015, the Ebola virus disease epidemic in West Africa
was the largest outbreak of the disease recorded with 28,457 suspected,
probable, and confirmed cases that had resulted in the deaths of 11,312
people worldwide. Response efforts, including those on the part of the
U.S. Government, contributed to a reduction in the incidence of the
disease to the point that no active cases were reported at the end of the

reporting period.

Several U.S. Government departments and agencies have been involved
in the effort to control the Ebola virus disease outbreak in West Africa,
maintain zero cases, address second-order effects, and better prepare
international health systems for future outbreaks. U.S. Government
agencies have reported approximately $2.468 billion in obligations toward

these international Ebola response, recovery, and preparedness efforts.

The Offices of Inspector General (OIGs) for the Department of Defense
(DoD), the U.S. Agency for International Development (USAID), the
Department of Health and Human Services (HHS), and Department

of State (DOS) continue to work together to ensure independent and
comprehensive oversight of related U.S. Government funds, activities,
and programs. This coordinated approach helps reduce the risks to
taxpayer dollars inherent in complex crisis response and recovery efforts
in international settings. The Inspector General community is committed
to deterring waste, fraud, and abuse and promoting effective use of
U.S. Government resources, and is pleased to be able to exercise this
commitment through the implementation of a lead inspector general

arrangement for oversight of overseas contingency operations.

This report describes U.S. Government activities related to the
international Ebola response, recovery, and preparedness efforts and the

oversight of the federal departments and agencies primarily responsible
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for this effort. This report meets quarterly reporting requirements to
Congress established under Section 8L of the Inspector General (1G)
Act of 1978, as amended (5 U.S.C. App.), and covers the period from
July 1, 2015, to September 30, 2015.

/sl
Jon T. Rymer, Inspector General, DoD

Is]
Catherine M. Truijillo, Acting Deputy Inspector General, USAID

/sl
Daniel R. Levinson, Inspector General, HHS

/sl
Steve A. Linick, Inspector General, DOS
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MESSAGE FROM THE LEAD AND ASSOCIATE
INSPECTORS GENERAL

We are pleased to provide our third and final report to Congress
describing the U.S. Government’s response to the Ebola virus

disease outbreak in West Africa. This report addresses a range of

U.S. Government activities, including those associated with Operation
United Assistance (OUA), the DoD mission to help combat Ebola virus
disease in West Africa, and features related developments and activities
from July 1, 2015, to September 30, 2015.

This report also provides background on the Ebola virus and the
progression of the West Africa outbreak during this period as well

as its secondary effects on the three countries primarily affected—
Guinea, Liberia, and Sierra Leone. It also provides information on the
U.S. Government’s strategy for addressing the outbreak, as well as
related funding, staffing, and activities. In addition, it describes oversight,
coordination, and planning work undertaken by the respective OIGs.

The U.S. Government has applied a whole-of-government approach to
respond to the Ebola outbreak involving several Federal departments and
agencies. These efforts initially focused on controlling the outbreak and
now include activities intended to address its second-order effects, build
coherent leadership and operations, and strengthen global health security.
During the quarter, these activities took place against a backdrop of
declining Ebola incidence; a condition that enabled agencies to shift their
focus from response to recovery and the longer-term sustainability of
health and economic programs.

Pursuant to Section 8L of the IG Act of 1978, as amended, the OIGs

for DoD, DOS, and USAID formed a collaborative partnership under

the auspices of a lead inspector general designated from among the
three OIGs, to provide oversight of designated overseas contingency
operations. This arrangement offers a comprehensive and synchronized
oversight and reporting framework. As part of its contribution as Associate
Inspector General, USAID OIG has assumed primary responsibility for
developing this report and its content. However, the report reflects input
from all three OIGs mentioned above, as well as from the OIG for HHS,
which has been a primary participant in U.S. Government efforts to
combat Ebola.

Section 8L authorities and requirements under the IG Act relating to the
Ebola virus disease outbreak in West Africa concluded at the end of
fiscal year 2015. As a result, this is the last Lead |G quarterly report on
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the Ebola outbreak. Notwithstanding this fact, the participating OIGs will
continue to provide needed oversight of Ebola-related U.S. Government
activities through ongoing and planned audit work and investigative
activities in association with their respective mandates.

In leading this interagency effort, we remain dedicated to the principles

of high-quality oversight with the goal of promoting efficiency and
effectiveness. We are committed to continue to work with our interagency
partners to provide independent and comprehensive oversight of

U.S. Government work to respond to the Ebola outbreak in West Africa
and aid in related preparedness and recovery activities.

Lead Inspector General for Operation United Assistance
Jon T. Rymer

Inspector General

U.S. Department of Defense

s/

Associate Inspector General for Operation United Assistance
Catherine M. Trujillo

Acting Deputy Inspector General

U.S. Agency for International Development

/s/
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A young girl stands next to a wall of her house marked by the UN Children’s Fund during an Ebola eradication campaign in Tewor
district, Liberia. The UN Children’s Fund marks the buildings to keep track of households visited. (Photo courtesy of the UN Mission
for Ebola Emergency Response, January 28, 2015).
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EXECUTIVE SUMMARY

The Ebola virus disease (EVD) epidemic of 2014-2015 has been the
largest outbreak of the disease ever recorded with 28,457 suspected,
probable, and confirmed cases worldwide as of October 4, 2015,
resulting in the deaths of 11,312 people. The West African countries of
Guinea, Liberia, and Sierra Leone have been most severely affected,
with 99.9 percent of recorded EVD cases. The last days of the reporting
period began the first 2-week period with no new EVD cases in West
Africa for more than 22 months.

The path to zero EVD incidence was marked by a decline in reported
cases over the quarter. The number of EVD cases and deaths were at
their height across the three most heavily affected countries at the start of
the reporting period, with 30 and 26, respectively, during the first week of
July 2015. The World Health Organization (WHO) declared Liberia EVD-
free for the second time on September 3, 2015, while Guinea and Sierra
Leone experienced periods without any reported cases before new cases
emerged. However, no new cases were reported in any of the three
countries in the final days of September 2015.

As the disease has reemerged in the past following periods without any
known cases, responders remained vigilant, monitoring those who had
high-risk contacts with EVD patients and investigating possible renewed
transmission from EVD survivors or animal hosts of the virus.

Enhanced EVD control measures such as contact tracing, surveillance,
and safe burial teams, as well as behavior change, community outreach,
and social mobilization efforts reportedly contributed to halting EVD
transmission in Guinea, Liberia, and Sierra Leone. Despite reductions
in the number of new EVD cases during the quarter, responders still
faced challenges in monitoring for the emergence of new EVD cases,
including community-level resistance to EVD control efforts, concern
about unknown and missing individuals who had been in contact with
EVD-infected persons, and the movement of those who may have carried
the disease to EVD-free areas. Floods in Sierra Leone and outbreaks of
preventable diseases like measles presented additional challenges for

response teams during the quarter.
I

Survivors of EVD face potential long-term effects from the disease. To declare an outbreak
The Ebola virus may remain in the body long after patient recovery.
Suvivors of EVD have reported lingering health problems, including joint
pain, headaches, visual problems, extreme fatigue, and mental health
difficulties. They also experience stigma associated with the disease,
challenges with community reintegration, and diminished livelihoods.

over, a country must go

for 42 days, or two 21-day
quarantine periods, with no
new EVD infections.
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As Guinea, Liberia, and Sierra Leone recover from the EVD outbreak,
they also confront serious secondary impacts. Socioeconomic effects
have included job losses, market disruption, reduced agricultural
production, decreased household purchasing power, and increased food
insecurity. The closed borders that were imposed in these countries

to help contain the spread of EVD also hampered economic activity

by limiting trade and restricting the movement of people, goods, and
services. Projected economic growth rates declined by 3.4 to 5.2 percent
across the three countries in 2014. The three countries released recovery
plans in April 2015 at a combined cost of $5.2 billion to address the social,
economic, and health consequences of the outbreak.

The severity of the EVD outbreak and its potential effects led to a
significant response from the international community. The United
States has been the largest international contributor to this effort, as
U.S. Government commitments to these efforts have exceeded the levels
provided by the next nine donors combined. U.S. Government agencies
have reported $2.468 billion in obligations associated with international
Ebola response, recovery, and preparedness efforts, and $1.055 billion
in corresponding disbursements. USAID has accounted for the largest
share of U.S. Government obligations with 47 percent ($1.158.8 billion)
followed by HHS ($645.5 million) and DoD ($631.8 million) with

26 percent each.

During the reporting period, U.S. Government agencies and departments
advanced a number of programs and activities to eliminate EVD in West
Africa. The U.S. Government supported the construction of emergency
operation centers and establishment of emergency management
programs to promote the coordination of health and humanitarian
response efforts. The U.S. Government supported the continuing
operation of Ebola treatment units and community care centers to help
isolate and treat suspected, probable, and confirmed EVD patients.
Because deceased EVD victims can remain infectious for several days
after death, the U.S. Government also provided for the operation of safe
burial teams to reduce the spread of EVD.

To support efforts to restore essential health services, the

U.S. Government distributed essential medical supplies to healthcare
facilities and trained healthcare workers on infection prevention and
control techniques. The U.S. Government also provided mobile
laboratories and supported laboratory testing facilities in the region

to increase diagnostic capacity and enhance EVD surveillance. In
addition, the U.S. Government supported communication and community
outreach efforts to raise public awareness of Ebola symptoms, modes of
transmission, and effective prevention practices.
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Controlling the EVD outbreak and maintaining zero EVD cases remained |
priorities for the U.S. Government, but as the number of new EVD e i) Setes e e
cases decreased, the U.S. Government began to focus on recovery
and long-term sustainability of health and economic development
programs. During the reporting period, the U.S. Government worked
with national authorities in Guinea, Liberia, and Sierra Leone, as well
as other international partners, to align transition plans and activities to
institutionalize command and control structures needed to respond to
EVD and other disease outbreaks, support and promote national and levels provided by the next
local ownership of EVD response activities, and develop longer-term nine donors combined.
disease surveillance, health promotion, and national response programs.

the largest international
contributor to this effort,
as U.S. Government
commitments to these
efforts have exceeded the

The EVD outbreak adversely affected food security in Guinea, Liberia,
and Sierra Leone. Efforts to mitigate the EVD outbreak and a general
fear of contracting the virus led governments and communities to impose
travel restrictions and quarantines. These actions led to market and
border closures and restricted trade. Combined with these factors, below-
average agricultural production contributed to rising food prices while

job losses reduced household incomes. Lingering effects in these areas
and other localized issues, such as prolonged lean seasons, produced
continued food insecurity in Guinea, Liberia, and Sierra Leone. During
the reporting period, USAID implementing partners worked to improve
food security conditions among those affected by the outbreak in Guinea,
Liberia, and Sierra Leone, primarily by restoring household access to
food through targeted cash transfers, food vouchers, and cash-for-work
opportunities. USAID also worked to identify opportunities for public-
private partnerships to rejuvenate agricultural sectors and livelihoods
while working to increase the availability of high-quality, certified seeds in
the affected countries.

At the height of the EVD outbreak, national and local healthcare systems
in Guinea, Liberia, and Sierra Leone were overwhelmed by the scope and
scale of the epidemic. Healthcare facilities lacked sufficient supplies and
required more qualified healthcare workers. Many healthcare workers
contracted EVD or reportedly refused to work due to safety concerns or
pay problems, leaving health facilities unable to care for EVD patients

or provide conventional care for health matters unrelated to EVD.

Basic medical services such as infant delivery, maternal care, and the
treatment of common diseases like malaria were diminished. Moreover,
fear of contracting EVD at medical facilities reportedly prompted some
individuals to avoid medical attention for common ailments, treatments,
and preventative care, including vaccinations. To help improve these
conditions, USAID worked to strengthen the management and delivery
of non-Ebola healthcare services and address social issues that had
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presented obstacles to the proper operation and appropriate utilization of
the healthcare system.

Governments in Guinea, Liberia, and Sierra Leone struggled to provide
traditional public services while responding to the outbreak. Government
services such as public education ceased and hubs of economic activity
were closed. To address these factors, USAID funded activities to
strengthen host governments’ ability to deliver services and engender
private sector investment in local economies.

Response efforts during the outbreak were hampered by communications
and technology weaknesses in Guinea, Liberia, and Sierra Leone.
Available systems did not have the capacity to transfer information at the
speeds needed for rapid response to outbreak-related developments,
leaving healthcare workers dependent on paper reporting, which took
many days or weeks to transport. Limitations in the reliability of payment
systems resulted in salary interruptions for healthcare workers and
delays in response efforts. In response to challenges in these areas,
USAID worked to advance the development of communications and data
management tools through partnerships with host governments, civil
society, and the private sector. USAID provided support to strengthen
health information, communication, and digital financial systems in West
Africa through technical assistance to ministries of health and partnerships
with technology firms. USAID also helped to coordinate government

and donor investments in health information systems to improve
interoperability.

In addition to working to address the secondary effects of the outbreak
in the most heavily affected countries, the U.S. Government took steps
to promote EVD preparedness in Africa and strengthen global health
security. Federal agencies sought to strengthen prevention, detection,
and response capacity by promoting effective health institutions and
personnel, building emergency management response capacity, and
expanding surveillance and laboratory systems.

At the peak of the outbreak, DoD, DOS, USAID, and HHS components
deployed thousands of personnel to support EVD response efforts.
Federal agencies reported several difficulties in staffing these efforts,
including challenges identifying and recruiting personnel who met
response needs, problems associated with language proficiency
requirements, high personnel turnover rates, and issues with staff
transitions due to short deployments and poor communication. By

the end of the reporting period, these agencies reported that a total

of 796 personnel remained significantly engaged in Ebola response,
recovery, and preparedness efforts.
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The multiagency response to the EVD outbreak in West Africa reportedly
presented a number of coordination challenges among the departments
and agencies involved. According to after action assessments, while
each agency generally understood its own role in the initial stages of
the response effort, some were unclear about the technical capabilities,
roles, and responsibilities of other U.S. Government agencies engaged
in response efforts. This reportedly created confusion, as agency
representatives had imprecise or incorrect expectations regarding the
capabilities, plans, and activities of other participating agencies. Offices
did not have established relationships with other key players, the lack
of familiarity with the structures and operations of other agencies posed
challenges, and roles and responsibilities were not always clearly
established. With time, interagency coordination reportedly improved
and some commentators expressed optimism that, as a result, the

U.S. Government will be in a better position to mount an effective
response to future events of this kind.

The DoD, DOS, HHS, Department of Homeland Security, and USAID
OIGs, as well as the Government Accountability Office, have oversight
roles relating to U.S. Government Ebola response and preparedness
programs and operations. By the end of the reporting period, these
oversight bodies had issued 4 related reports and work was in progress
or planned on 27 other audit or inspection-related oversight activities.
During this reporting period, OIGs opened and closed three Ebola
response-related investigations. Three other investigations were ongoing
at the end of the quarter. In addition, to promote fraud awareness among
personnel with a role in response and recovery efforts, USAID and DoD
OIG conducted nine fraud awareness briefings for 229 attendees.

Section 8L authorities and requirements under the 1G Act relating to

the EVD outbreak in West Africa concluded at the end of fiscal year

(FY) 2015. As a result, this is the last Lead |G quarterly report on the
Ebola outbreak. The participating OIGs will continue to provide needed
oversight of Ebola-related U.S. Government activities through ongoing
and planned audit work and investigative activities in association with
their respective mandates. These efforts help provide assurance that
U.S. Government funds dedicated to EVD response, recovery, and
preparedness efforts are spent as intended and that related activities are
implemented as effectively and efficiently as possible.
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THE WEST AFRICA EBOLA OUTBREAK

The 2014-2015 Ebola virus disease (EVD) outbreak in West Africa is

the largest recorded EVD epidemic in history with 28,457 suspected,
probable, and confirmed cases, and 11,312 deaths worldwide by the

end of the reporting period.! This epidemic traces its origins to Guinea

in December 2013. Thereafter, it spread as an unidentified disease

to other parts of the country, reaching the Guinean capital, Conakry,

on February 1, 2014.2 The Guinean Ministry of Health (MOH) issued

an alert about the as-yet-unidentified disease on March 13, 2014. On
March 22, 2014, the Institut Pasteur in France confirmed that the disease
was caused by the Ebola virus, and WHO publicly announced that Guinea
was experiencing an EVD outbreak the following day.?

By April 1, 2014, neighboring Liberia reported two confirmed cases of
EVD infection, while Sierra Leone was monitoring two probable cases.*
Although newly reported EVD cases in Guinea and Liberia declined in
April and May 2014 and international health experts believed the outbreak
had ended, the virus continued to spread in the region and Sierra Leone
reported its first EVD case on May 24, 2014.5 Weak health care systems,
delays in diagnosing the disease, and national governments that lacked
experience identifying EVD or containing its transmission, all contributed
to the spread of the disease in the region.®

Guinea, Liberia, and Sierra Leone have been most severely affected by
the outbreak, accounting for 99.9 percent of EVD cases.” These countries
faced several challenges in addressing the epidemic early on, including
resistance to EVD control efforts in communities; the presence of EVD in
urban settings; inadequate treatment facilities; lack of personal protective
equipment (PPE) and training on infection prevention and control; and
insufficient numbers of health care workers in certain affected areas.®
Early response efforts were also complicated by significant information
constraints regarding the state of the epidemic. Early response efforts
e—————————— hampered by insufficient diagnostic capacity to confirm EVD cases
and underreporting of cases. Underreporting sometimes occurred
As of September 27, when symptomatic individuals hid from responders out of a mistrust

2015, international of government or health care institutions, or fear of being ostracized by
health officials reported their communities.?

881 confirmed EVD
infections among
healthcare workers in
Guinea, Liberia, and
Sierra Leone, and 513
fatalities.
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THE EBOLA VIRUS

First recorded in 1976, the Ebola virus takes its name from a river
near the village in the Democratic Republic of Congo (then Zaire)
where the virus was first identified.”® The Ebola virus is a zoonotic
pathogen, meaning that it normally resides in animals, but can be
transmitted to humans. Outbreaks in humans originate from contact
with wildlife, though the specific mechanism whereby this cross-
species transmission occurs has not been identified. While the trade
in bush-meat (the hunting of wildlife or use of an animal carcass for
food) may be the most likely cause of Ebola transmission to human
populations, any contact with Ebola-carrying species carries a risk of
transmission. Once the virus finds a human host, it spreads from
person to person through contact with bodily fluids.

EVD is classified as a viral hemorrhagic fever and has a severe
impact on multiple organ systems.'> The Ebola virus infects many
types of cells in the human body, especially those of the immune
system, the liver, and the lining of blood vessels. Patients typically
experience a sudden onset of fever, chills, and body aches. Later
symptoms may include vomiting, diarrhea, and bruising from blood
vessels leaking. Both internal and external bleeding can occur.™

The Ebola virus is highly infectious, as a low dose of the virus is
sufficient to cause the disease. The virus is present in many
bodily fluids including blood, saliva, breast milk, urine, semen, and
sweat. Any contact with EVD patients’ bodily fluids poses a risk for
transmission of the disease.' The virus continues to be present in
the blood and bodily fluids of a corpse and can remain infectious
for several days after death.’® Research studies have also shown
that the virus persists in survivors after their recovery and may be
transmitted through their semen."”

The Ebola species causing the epidemic in West Africa was identified
as Zaire ebolavirus, the most lethal species in the genus ebolavirus.®
According to an October 2014 study, when mortality rates for the West
Africa EVD outbreak were calculated using only confirmed cases and
deaths, the EVD fatality rate was 70.8 percent.” In the first 9 months
of the EVD outbreak, the average incubation period was about

11 days, with projections that 95 percent of patients would present
symptoms within 21 days.?
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By July 2014, EVD cases surged in the region as WHO reported the
total number of EVD cases in Guinea, Liberia, Nigeria, and Sierra Leone
reached 1,440 with 826 deaths.?" On August 8, 2014, WHO declared the
EVD outbreak a “public health emergency of international concern.”?? By
the end of August 2014, WHO reported that the number of confirmed,
probable, and suspected EVD cases and deaths had more than doubled
from the previous month.%

On September 18, 2014, the United Nations (UN) Security Council
declared the EVD outbreak in West Africa a “threat to international
security and peace” and called for assistance from nations across the
world to respond to the EVD outbreak. The next day, the UN established
the UN Mission for Ebola Emergency Response (UNMEER), the first-
ever UN emergency health mission, to improve coordination of response
activities.?*

]
UN Mi1ssSiION FOR EBOLA EMERGENCY RESPONSE

The UN set up UNMEER in September 2014 as a temporary body
with the core objective of scaling up and coordinating international
response efforts.?® As the EVD outbreak waned, UNMEER scaled
back operations and officially closed on July 31, 2015. After
UNMEER closed, WHO assumed lead responsibility for the UN’s EVD
emergency response.?8

An independent panel established by WHO that reviewed WHO'’s
response to the EVD outbreak stated that, while UNMEER galvanized
political and financial support from the international community

and generated intensified responses from other UN agencies,
UNMEER *“was less successful in coordinating the effort in affected
countries.”” The panel cited UNMEER’s approach of bypassing
existing mechanisms instead of engaging the UN international
humanitarian coordination system and delays associated with the
2-month process of establishing the organization at the height of the
epidemic as shortcomings.?® The panel concluded that, had entities
like the UN Inter-Agency Standing Committee and the UN Office for
the Coordination of Humanitarian Affairs been engaged more strongly
and earlier, it would not have been necessary to establish UNMEER.?°
For the reasons cited above, the panel also concluded that UNMEER
did not represent a good model for managing future large-scale health
emergencies.*

The U.S. Government was part of UNMEER'’s Global Ebola Response
Coalition, giving U.S. personnel a window into its effectiveness.?' An
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internal USAID Office of U.S. Foreign Disaster Assistance (OFDA)
assessment also raised questions about UNMEER’s effectiveness.
According to the assessment, UNMEER’s establishment had

the effect of undercutting existing UN coordination mechanisms.
Limitations in its effectiveness as a response coordinator meant

that USAID and other donors had to devote significant time and
resources to fill in the gap.*> The assessment recommended the

U.S. Government support institutional changes and reforms within the
UN to improve multi-donor response coordination in the future.?

The number of new EVD cases per week in West Africa peaked in
September 2014, exceeding 700.** New EVD cases began to decline at
the start of 2015 from more than 300 new confirmed EVD cases per week
at the beginning of the year, to under 150 new confirmed cases per week
between February and March 2015, and 20 new confirmed cases per
week between April and June 2015.3° Newly reported confirmed cases

in these countries fell below ten per week at the end of July 2015 and
continued to decline until zero EVD cases were reported in the week of
the end of the reporting period.*

Although no confirmed EVD cases were reported in the week of the end
of the reporting period, responders remained vigilant for the reemergence
of the disease among those who had high-risk contacts with EVD patients
or possible renewed transmission from EVD survivors or animal hosts of
the virus.?’

In September 2015, WHO released a new strategic response and
recovery framework for West Africa that includes plans to incorporate
vaccines, diagnostics, survivor counselling and care, and sustainable
response operations.*® The core objectives of the framework are “to
accurately define and rapidly interrupt all remaining chains of Ebola
transmission, and to identify, manage, and respond to the consequences
of residual Ebola risks.”® Response organizations worked with national
authorities to plan and identify activities in support of the framework.*°
On September 4, 2015, U.S. Government agencies met with response
partners in Liberia to discuss the country’s implementation of the
framework.*'
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Figure 1: Cumulative EVD Case Counts by Country, as of October 4, 2015. (Source: WHO, October 7, 2015)

THE PROGRESS OF THE OUTBREAK

National health authorities reported a total of 848 new confirmed,
probable, and suspected EVD cases, and 51 new deaths in Guinea,
Liberia, and Sierra Leone between July 5, 2015, and October 4, 2015, a
decline from 1,999 new cases and 648 deaths over the previous quarter.*?
The cumulative total since the outbreak started in the three countries
stood at 28,421 confirmed, probable, and suspected EVD cases, and
11,297 deaths through October 4, 2015.4

During the quarter, the number of new confirmed cases per week in the
three countries declined until there were no confirmed cases at the end
of the reporting period.** The number of confirmed EVD deaths per week
also declined, and there was one reported confirmed death attributable
to Ebola during the final week of the reporting period.** Figure 2 details
reported EVD cases and deaths through October 4, 2015. To be declared
virus-free by international health authorities, the countries of Guinea,
Liberia, and Sierra Leone will each have to achieve a 42-day period with
no new EVD cases.*®

The outbreak has followed a different course in each country. The number
of new EVD cases reported per week in Liberia, Sierra Leone, and Guinea
peaked at different times, in September, November, and December 2014,
respectively.*” Although the outbreak started in Guinea, it peaked there
last.®® Sierra Leone experienced the highest number of EVD cases
among the three most affected countries with 13,945 confirmed, probable,
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Figure 2: Reported new cases of Ebola per week, June 2014 — September 2015. (Sources: Centers for Disease Control
and Prevention/WHO, October 2015)

and suspected EVD cases reported to WHO as of October 4, 2015.4°
Liberia faced the largest number of EVD deaths, with 4,808 by the end of
the reporting period.*®

The different trajectory of the disease in these countries has helped
inform donor activity, which may have affected the progress of the
outbreak in turn. Responders in Liberia have received larger donor
pledges than their counterparts in the other two heavily affected
countries, with $1.856 billion pledged by the international community as
of September 16, 2015, according to the World Bank.>' Organizations
responding to the outbreak in Sierra Leone were recipients of the next
largest sum of donor pledges with $1.343 billion, while groups in Guinea
received $944.5 million in donor pledges as of September 16, 2015.52

GUINEA

Although the outbreak originated in Guinea, the country has had the
fewest EVD cases and deaths compared to neighboring Liberia and
Sierra Leone, with a cumulative total of 3,804 confirmed, probable, and
suspected cases and 2,534 deaths as of October 4, 2015.52 The number
of new reported cases per week in Guinea has followed a cyclical pattern,
with periods of intense transmission, declines in incidence, increases

in EVD cases, and then subsequent drops in confirmed cases.>* At the
onset of the outbreak in May 2014, the number of newly reported cases
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per week was under 10, then peaked at 156 cases in December 2014,
and declined again to 13 cases at the end of May 2015.%

During this reporting period, the number of new confirmed cases per
week declined from 18 at the beginning of July 2015 to zero at the end of
September 2015.%¢ Case incidence was geographically confined to small
areas in Western Guinea and the number of new EVD deaths per week
dropped from 10 to 1 during the same period.*” Guinea reported no EVD
cases for 14 days in early September 2015.%® However, new EVD cases
emerged starting on September 16, 2015.%° No confirmed cases of EVD
were reported in Guinea once more, on September 28, 2015.%°

During the quarter, responders faced continuing challenges in controlling
the outbreak, such as violent attacks on aid workers, suspected
individuals evading contact tracing and surveillance efforts, emergence
of EVD cases from unknown sources of transmission, and the movement
of high-risk contacts.®' At the same time, developments in vaccines

and diagnostics supplemented disease control efforts in the country.

On July 26, 2015, after interim results indicated that the Vesicular
Stomatitis Virus-Ebola Virus (VSV-EBQOV) vaccine may be effective
against the disease, the Ebola ring vaccination trial was expanded to all
individuals who had been in contact with a confirmed EVD patient.®? In
September 2015, the Government of Guinea approved the use of rapid
diagnostic tests for EVD, enabling health authorities to more quickly
confirm cases of the disease, provide needed treatment, and take
appropriate precautions.®® Later that month, burial teams and health care
workers in Forécariah prefecture received training on the rapid diagnostic
tests so they could use them to test individuals with suspected EVD cases
as well as all recently deceased individuals.®

RING VACCINATION TRIAL

The Ebola ring vaccination strategy involves identifying a confirmed
EVD case, tracing people who have been in contact with that patient
as well as the contacts of those contacts, and vaccinating those
individuals with their consent.®® This approach is based on a previous
successful disease control approach to eradicate smallpox in the
1970s.5¢

The Ebola ring vaccination trial—conducted by WHO in collaboration
with the MOH in Guinea, Médecins sans Frontieres (MSF),
EPICENTRE, and the Norwegian Institute of Public Health—started

in Guinea in March 2015. This was an efficacy trial of the VSV-EBOV
vaccine, which was developed by the Public Health Agency of Canada
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and licensed to NewLink Genetics and Merck & Co.%” According to
interim results from a study published in July 2015, the VSV-EBOV
vaccine “might be highly efficacious” and was “most likely effective

at the population level when delivered during an EVD outbreak via a
ring vaccination strategy.”®® More than 5,000 volunteers in Guinea,
including frontline workers, have been vaccinated since March 2015.%°
In the Guinea ring vaccination trial, no vaccinated individual
developed EVD 10 days or more after receiving the vaccine.”® As the
trial was still ongoing during the quarter, however, these results were
still considered preliminary.”

The U.S. Government supported VSV-EBOV vaccine development
through a study on the safety of the vaccine conducted by DoD

and the National Institutes of Health (NIH) at the Walter Reed Army
Institute of Research and NIH Clinical Center, respectively, in the Fall
of 2014. The study found that the VSV-vaccine candidate was safe
and elicited strong antibody responses in healthy volunteers.”

Study Participant Receives NIAID/GlaxoSmithKline Candidate Ebola Vaccine (Photo Courtesy of NIH/
NIAID, September 4, 2014)
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In early July, the Government of Guinea continued its 21-day active

EVD case identification and social mobilization campaign to halt EVD
transmission in five prefectures, in addition to quarantining EVD-affected
communities.” On July 20, 2015, the Government of Guinea launched a
new strategy to reduce further EVD transmission by targeting households
with high-risk contacts in affected areas of the capital with enhanced
monitoring and surveillance, mobile health care teams, essential supplies,
and social services.”* On September 28, 2015, the government launched
Operation Porte-a-Porte in the capital, Conakry, to find active cases,
engage with communities, and strengthen infection prevention and control
capacity in health facilities.”

LIBERIA

Liberia has suffered some of the worst effects of the outbreak, with
the largest number of EVD fatalities among the most severely affected
countries.”® The country was reporting 300 to 400 new cases per week
during August and September 2014.”” In October 2014, the number of
new confirmed cases reported each week started to decline as national
and international responders mobilized. By the end of November 2014,
the weekly number of new cases was under 100.”® The incidence of new
cases dropped to less than ten cases per week in January 2015, and
continued to decrease until
there were no confirmed
cases on March 28, 2015.7

WHO declared an end to the
outbreak in Liberia for the
first time on May 9, 2015,
but a new EVD-positive
case appeared 7 weeks
later.2® Responders quickly
identified and isolated
cases, and initiated contact
tracing and monitoring of
individuals who had contact
with EVD victims and were
at-risk.8' The last confirmed
EVD case was discharged
from an Ebola treatment
unit on July 23, 2015.82 On
September 3, 2015, WHO

declared the end of the EVD

An Ebola survivor puts on light personal protective equpment at the Ebola treatment unit in outbreak in Liberia once
Sinje, Grand Cape Mount, Liberia. (Photo courtesy of UNMEER, January 28, 2015) . "
again, but health authorities
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maintained heightened vigilance.®* Meanwhile, the Government of Liberia I
endorsed the practice of swabbing and testing all dead bodies for EVD.# WHO declared
Liberia free of Ebola

virus transmission on
September 3, 2015.

The country still faces challenges in implementing measures to monitor
and prevent a resurgence of the disease. National surveillance efforts
did not meet objectives set by Liberia’s MOH and an outbreak of another
infectious disease—measles—appeared during the quarter.®5 In addition,
the Government of Liberia’s efforts to swab and test all dead bodies were
reportedly undermined by salary payment problems for laboratory staff,

a shortage of reagents and supplies needed for testing, and issues with
laboratory equipment.®

SIERRA LEONE

Sierra Leone reported its first laboratory-confirmed EVD case on

May 24, 2014, more than 2 months after WHO had declared an EVD
outbreak in neighboring Guinea, and was the last of the three most
affected countries to report an initial EVD case.®” The outbreak peaked in
Sierra Leone in November 2014 when up to 533 new cases were reported
in a week.%® These figures declined over the following 2 months, with the
number of new cases a week dropping below 100 by February 2015.%8°

During the quarter, the weekly number of new confirmed cases in Sierra
Leone declined from nine (at the start of July 2015) to zero (at the end of
September 2015).° The number of confirmed EVD fatalities per week
also dropped over the period from eight to zero.*!

The country achieved zero EVD cases when no new confirmed EVD
cases were reported for more than 2 weeks in August.®> However, a new
EVD case was reported on August 29, 2015.%® The last EVD case was
reported in Sierra Leone on September 13, 2015, and health authorities
discharged its last known EVD patient on September 26, 2015.%

In Sierra Leone, undetected chains of transmission and untraced
individuals who had high-risk contacts with confirmed EVD patients
presented challenges for response organizations during the quarter.®®
According to media reports, fear, fatigue, and denial allowed EVD to
persist and some Sierra Leoneans remained hesitant to change behaviors
that increase transmission risk.%

On June 16, 2015, the Government of Sierra Leone worked with local
communities and responders to launch Operation Northern Push in the
country’s northern districts, a 21-day surge to get to zero EVD cases
by ending behaviors that perpetuate EVD transmission.®” Operation
Northern Push was extended for 90 more days on July 6, 2015.%
Following favorable preliminary results from the ring vaccination trial
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in Guinea, the Government of Sierra Leone requested that the trial be
extended to its territory, and WHO trained teams to implement the study
protocol. When a new EVD case emerged at the end of August 2015,
WHO-led ring vaccination teams administered EVD vaccines to contacts
of the victim.%

Red Cross volunteers in Kailahun district Sierra Leone focused on contact tracing, corpse management, and social mobilization campaigns,
which included wearing t-shirts with anti-EVD messaging. (Photo courtesy of the European Commission’s Humanitarian Aid and Civil
Protection Department, April 2, 2015)

LONG-TERM HEALTH EFFECTS FOR SURVIVORS

WHO estimates that more than 13,000 EVD survivors live in Guinea,
Liberia, and Sierra Leone but information on the long-term health
effects for EVD survivors is limited.'® Survivors of EVD have reported
lingering health problems such as joint pain, headaches, visual
problems, extreme fatigue, and mental health challenges.' The virus
may also linger in the body long after patient recovery, as the Ebola
virus or virus fragments have been detected 15 days after symptom
onset in breast milk, 33 days after onset in vaginal secretions,

98 days after onset in the eyes, and 9 months after onset in semen.'?
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Survivors also face stigma from communities, reintegration difficulties,
and diminished livelihoods.'® As the most severely affected countries
rebuild their health care systems, survivor clinics are being opened
and research is underway to understand the long-term health effects
of the disease.'™®

The Liberia-U.S. Clinical Research Partnership—a collaboration
between the Government of Liberia, NIH’s National Institute of Allergy
and Infectious Diseases (NIAID), and the Centers for Disease Control
(CDC)—launched a study (PREVAIL IIl) in June 2015. PREVAIL I
studies EVD-survivors and their contacts in Liberia who had survived
EVD within the past 2 years.'® The study is intended to help
understand the long-term consequences of the disease, characterize
associated health problems, determine whether survivors’ immune
systems will protect them from future Ebola infection, and assess
whether survivors can transmit disease to close contacts and sexual
partners.1%

The potential for sexual transmission of EVD is a particular point of
focus for more research, as strong evidence of sexual transmission
has emerged in the case of a female EVD patient in Liberia who
contracted the disease in March 2015, 6 months after her male
partner recovered from it."”” CDC, along with the Sierra Leonean
Ministry of Health and Social Welfare and WHO, launched a study in
May 2015 to characterize the persistence of Ebola virus in the body
fluids of EVD survivors.'® Part of the study will examine how long
sexual transmission may be a risk after a survivor has recovered.'®
In the pilot phase of the study, the semen of male survivors was
tested and study participants received test results and counseling on
risk reduction measures.™°

In July 2015, the Government of Liberia began enrolling male
survivors in Monrovia as part of a health and EVD screening program
for men. The program provides survivors with semen testing and
related counseling on potential sexual transmission of EVD.™"

In August 2015, WHO sponsored a 2-day conference on clinical care
for EVD survivors in Sierra Leone.'? Participants included survivors
from all three affected countries as well as response organizations,
including USAID." EVD survivors described challenges during

and after recovery and participants recognized the need to develop
guidance for maternal and neonatal care of EVD survivors."*
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I COUNTRY RECOVERY
WHO declared Sierra
Leone free of Ebola
virus transmission on
November 7, 2015.

In addition to the medical impact of EVD, Guinea, Liberia, and Sierra
Leone have suffered serious economic consequences as a result of the
outbreak. Socioeconomic effects from the EVD outbreak have included
job losses, market disruption, reduced agricultural production, decreased
household purchasing power, and increased food insecurity.""® The road
blocks and closed borders that were imposed in the countries to help
contain the spread of EVD also hampered economic activity by limiting
trade and restricting the movement of people, goods, and services.®

The World Bank estimated that, in 2015, gross domestic product (GDP)
losses for the three countries would amount to $2.2 billion."” Guinea is
projected to experience no GDP growth in 2015, compared to the pre-
EVD estimates of 4.3 percent."® Liberia’s GDP growth in 2015 is now
expected to amount to 0.9 percent while Sierra Leone’s economy is
projected to decline by 23.9 percent.'®

The continued decline in iron ore prices in 2015 formed the basis for
continued shocks to the economies of Liberia and Sierra Leone.'?
Liberia’s export revenues dropped 60 percent in the first half of 2015
compared to the same period a year earlier.?' Iron ore exports accounted
for 24 percent of Sierra Leone’s GDP in 2014, but the EVD epidemic
coupled with the decline in commaodity prices caused its two main iron ore
mines to cease production.’??

The EVD crisis was present at the start of the planting season in 2014,
and conditions surrounding the outbreak affected food supplies,
agricultural markets, and sales.'> Guinea reported a 10 percent decline
in rice production in 2014.'%* In Liberia, an EVD-related decline in
agricultural production contributed to a 2014 harvest smaller than the
previous year’s."?

In April 2015, Guinea, Liberia, and Sierra Leone released country
recovery plans to address the social, economic, and health consequences
of the outbreak.'”® The Ministries of Health for Guinea, Liberia, and Sierra
Leone also presented draft health sector recovery plans to get to and
sustain zero EVD cases, restart critical health services, and create a more
resilient health system.’? The estimated costs for the country recovery
plans were $2.577 billion, $1.3 billion, and $1.3 billion for Guinea, Liberia,
and Sierra Leone, respectively.?®

The UN hosted an international pledging conference in July 2015

to address the funding gap the three countries face in financing the
rebuilding of their economic and health systems in line with their recovery
plans.® International donors pledged $3.4 billion at the conference
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on top of $1.8 billion that had been previously committed.'® At the
conference, the U.S. Government pledged $266 million to address the
secondary effects of the EVD outbreak.''
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Operation United
Assistance began in
September 2014 and
concluded in June 2015.

U.S. GOVERNMENT RESPONSE TO THE
OUTBREAK

The U.S. Government has been engaged in international Ebola

response efforts since the initial outbreak declaration in March 2014,

with U.S. Government agencies monitoring the EVD outbreak through
disease surveillance programs, CDC deploying personnel to support the
response efforts, and USAID providing funds to WHO to assist affected
countries.' In the ensuing months, the U.S. Government delivered PPE
to the affected countries and DOS trained its health unit staff at embassies
worldwide on the proper use of Ebola-specific PPE."3?

In early July 2014, CDC and USAID attended the WHO-sponsored
Emergency Ministerial Meeting on Ebola in Ghana where West African
countries and international partners agreed on priority actions to
combat the EVD outbreak.™* Days later, USAID’s OFDA conducted
an assessment of the outbreak in Guinea, Liberia, and Sierra Leone,
and CDC activated its Emergency Operations Center in Atlanta on
July 9, 2014.%° Later that month, the Defense Intelligence Agency’s
National Center for Medical Intelligence, which produces medical
intelligence on foreign health threats, issued a report highlighting the
significant resource and security challenges facing health care workers in
West Africa as they confronted the Ebola outbreak.'3®

By August 6, 2014, USAID approved the programming of approximately
$14.6 million to EVD response efforts from preexisting programs in other
areas."™ Following disaster declarations in Guinea, Liberia, and Sierra
Leone, USAID deployed a Disaster Assistance Response Team (DART) to
the region to assess conditions, coordinate the interagency response, and
identify gaps in the EVD response effort.’® DoD began providing direct
support to civilian-led response efforts under OUA in September 2014."3°

ASSESSMENTS OF EVD RESPONSE EFFORTS

During the reporting period, five panels and commissions were in the
process of documenting lessons from the international response to
the EVD outbreak and preparing recommendations to improve future
responses to international health crises. The following groups are
expected to issue final reports on international Ebola response efforts
by the end of the calendar year:

*  The WHO Ebola Interim Assessment Panel

* The Harvard Global Health Institute and the London School of

Hygiene and Tropical Medicine Independent Panel on Ebola
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* The Commission on Global Health Risk Framework for the
Future

e The UN Secretary-General’s High-Level Panel on the Global
Response to Health Crises

The WHO Review Committee on the International Health
Regulations#°

In addition to these global commissions, U.S. Government agencies
with major roles in the EVD response efforts were also conducting
internal assessments of EVD response efforts to identify lessons
learned to apply in future international health crisis response.
USAID’s OFDA completed its internal assessment of its response
to the EVD outbreak in September 2015, while USAID’s Global
Development Lab is developing lessons learned on the use of digital
technologies during the response.™!' DoD expected to finalize its
policy-focused lessons learned report by October 31, 2015.2 CDC
has completed an interim after-action review and plans to complete
the formal process of identifying lessons learned and corrective
actions when the response to the EVD outbreak concludes.'? In
addition, HHS is conducting a lessons learned assessment that it
expects will be completed by the end of the calendar year.'*

On September 16, 2014, the President announced the U.S. Government’s
strategy for EVD outbreak response and preparedness.'® The strategy is
organized around four pillars of activity:

I.  Controlling the Outbreak

II. Mitigating Second-Order Impacts of the Crisis

lll. Building Coherent Leadership and Operations

IV. Strengthening Global Health Security'#

The U.S. Government applied a whole-of-government approach to

these efforts. USAID was designated as the lead federal agency to
manage and coordinate the U.S. effort to fight the Ebola outbreak
overseas. USAID worked through partner organizations to advance
related objectives.™” CDC led the medical and public health components
of U.S. Government response efforts; DOS had responsibility for
advancing related diplomatic efforts; and DoD supported civilian-led
response efforts under OUA. The U.S. Public Health Service (USPHS)
provided personnel support to treat infected health care workers and
other front line responders. Other federal agencies, such as the Food
and Drug Administration (FDA), NIH, and HHS’s Office of the Assistant
Secretary for Preparedness and Response (ASPR), also made significant
contributions to the overall U.S. response.
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FUNDING RESPONSE AND PREPAREDNESS
EFFORTS

Initial U.S. Government response efforts to the EVD outbreak in West
Africa were supported by available funds that had been previously
appropriated to the relevant U.S. agencies. As the response effort grew
in intensity, the President transmitted an emergency appropriations
request to Congress. Congress later provided more than $5.370 billion
in emergency funds for Ebola prevention and response as part of the
FY 2015 omnibus appropriation (P.L. 113-235, December 16, 2014). Of
the total amount provided, $3.726 billion was specifically designated

for international efforts, with an additional $532 million for use in either
domestic or international settings.'®

Congress appropriated these funds to several federal agencies. Whereas
appropriations to USAID and DOS have a clear tie to international
activities, funds appropriated to HHS and DoD were approved to support
domestic and international work.® Funding that supports vaccine and
therapeutic drug development, for example, may be used in the United
States or abroad.

Congress made funds that it provided for Ebola preparedness and
response available over different periods and subject to different use and
reporting requirements. Congress limited Ebola-related funding for DOS
diplomatic and consular programs, NIH, and USAID operating expenses
and Economic Support Funds for use through FY 2016,'%° designated the
period of availability for CDC and HHS’ Public Health and Social Services
Emergency Fund Ebola funding through FY 2019,'" and provided that
USAID Global Health, International Disaster Assistance (IDA), and FDA
funding would be available until expended.'®? Congress also provided
that funds available to DOS and USAID could be used to reimburse
other agency accounts for obligations made prior to the enactment of

the appropriation measure.'®® Whereas Congress required HHS to
provide notification of uses of funding on a quarterly basis, it mandated
that USAID and DOS provide monthly reports on the proposed use of
appropriated Ebola preparedness and response funds through at least
September 30, 2016."%* USAID reported that, as of September 28, 2015,
it had notified Congress of the intent to obligate $346.4 million in Ebola-
related funding. Congress placed $10.0 million of this total on hold
pending subsequent notification.'®®

Overall, as shown in Table 1, available financial reporting on
interagency Ebola preparedness and response activities indicates
that U.S. Government agencies had obligated about $2.468 billion
toward these efforts by September 30, 2015. Available information on
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U.S. Government Ebola-related spending indicates that approximately
$1.055 billion had been disbursed as of September 30, 2015. As a share
of total obligations, these disbursements accounted for 43 percent.

In reviewing the following table, note that DoD had been unable to
provide updated obligation and disbursement information through the
end of the reporting period. Rather, DoD figures reflect conditions as of
August 31, 2015.

QUARTERLY REPORT ON EBOLA RESPONSE AND PREPAREDNESS ACTIVITIES



THE RESPONSE

TABLE 1. EBOLA-RELATED INTERNATIONAL APPROPRIATIONS, OBLIGATIONS,
AND DISBURSEMENTS AS OF SEPTEMBER 30, 2015
(UNAUDITED, IN MILLIONS OF DOLLARS)

Department / Agency Appropriated’ Obligated Disbursed
Account FY 2013 FY 2014 FY 2015 Total FY 2014-15 FY 2014-15
DoD* 18.9 616.4 140.3 775.6 631.8 432.0
Overseas, Humanitarian, - 485.0 - 485.0 406.4 333.7
Disaster Assistance, &
Civic Aid
Cooperative Threat Re- 15.5 74.7 - 90.2 53.0 325
duction
Research, Development, 3.4 56.6 123.3 183.3 158.0 63.5
Testing, and Evaluation
Procurement - - 17.0 17.0 14.3 2.2
Operations & Mainte- - >0.1 - >0.1 >0.1 >0.1
nance
DOS - - 46.7 46.7 32.1 9.0
Diplomatic & Consular - - 36.4 36.4 221 9.0
Programs
Nonproliferation, Anti- - - 5.3 53 5.0 0
Terrorism, Demining, and
Related Programs
Economic Support Fund - - 5.0 5.0 5.0 -
HHS - 33.2 1,621.4 1,654.60 645.5 138.3
CDC - - 1,200.0% 1,200.008 280.98 92.1
NIH - 33.21 238.0"" 271.21 200.6 36.9
Public Health & Social - - 157.0" 157.0™ 152.7 5.7
Services Emergency
Fund
FDA - - 26.4™ 26.4" 11.3 3.6
USAID* - - 2,479.6  2,479.6 1,158.8 475.6
International Disaster As- - - 1,436.30% 1,436.30 869.8 454.2
sistance
Economic Support Fund - - 706.7%8 706.7 124.8 18.8
Global Health Programs - - 312.0 312.0 159.2 1.2
Operating Expenses - - 19.0 19.0 3.0 >0.1
OIG - - 5.6 5.6 1.9 14
TOTAL 18.9 649.6 4,288.0 4956.5 2,468.2 1,054.8
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Sources: DoD OIG, DOS OIG, HHS OIG, USAID Office of Budget and Resource Management,
Congressional Research Service, and P.L. 113-235.

T Appropriation figures include funding to reimburse funds that were originally appropriated to other
accounts or for other purposes (such as funding appropriated in FYs 2013 and 2014) and were later realigned
or reprogrammed to support Ebola response activities. These figures do not include funds specifically
appropriated for domestic Ebola preparedness and response.

I DoD figures reflect estimated obligations and disbursements as of August 31, 2015. DoD
management asserted to DoD IG that the DoD FY 2014 and FY 2013 Basic Financial Statements would not
substantially conform to U.S. generally accepted accounting principles and that DoD financial management
and feeder systems were unable to adequately support material amounts on the basic financial statements as
of September 30, 2014. Because of the significance of this and other scope limitation matters, DoD IG could
not obtain sufficient appropriate evidence to provide a basis for an audit opinion. Accordingly, DoD IG did not
express an opinion on the DoD FY 2014 and FY 2013 Basic Financial Statements. Thus, the basic financial
statements may have undetected misstatements that are both material and pervasive.

Amounts reported for DoD Research, Development, Testing, and Evaluation include estimates for ongoing
work.

The appropriated funds for the Overseas, Humanitarian, Disaster Assistance, & Civic Aid includes
$265 million realigned to support other humanitarian assistance, disaster relief efforts, and pandemic
response initiatives during the quarter.

§ CDC received $1.77 billion in appropriations for Ebola activities inside and outside the United States
in the December 2014 Consolidated and Further Continuing Appropriations Act, $1.2 billion of which was
designated for international use. In addition to the $280.9 million that CDC had obligated toward international
Ebola response and preparedness activities as of September 30, 2015, CDC reported that it had obligated
$431.8 million for activities inside the United States.

Tt Includes funding for possible domestic or international use.

It Reported appropriations, obligations, and disbursements for USAID do not reflect spending on pre-
existing programs and activities in countries affected by the EVD outbreak that were substantially modified

in response to the outbreak. Reported amounts for USAID are based on information in agency financial
systems. Past USAID financial management practices have led USAID OIG to issue a disclaimer on the
agency’s financial statements. OIG could not render an opinion on USAID’s most recent financial statements
because of material unsupported adjustments USAID made to reconcile its general and subsidiary ledgers.

88§ These totals include past reimbursements to FY 2014 accounts against which obligations were
made prior to the enactment of the FY 2015 omnibus appropriation. USAID used $376.8 million in Ebola
emergency IDA funds to reimburse FY 2014 and FY 2015 IDA accounts for pre-enactment obligations.
USAID used $29.7 million in Ebola emergency Economic Support Fund funding to reimburse prior year
accounts for pre-enactment obligations.

QUARTERLY REPORT ON EBOLA RESPONSE AND PREPAREDNESS ACTIVITIES



THE RESPONSE

mDoD mDOS mHHS mUSAID

$1,158,793,260
47%

$631,758,625
26%

e $32,099,955
1%

Figure 3. U.S. Government obligations for international Ebola efforts by U.S. agency, as of September 30, 2015 (DoD OIG, DOS OIG,
HHS OIG, USAID Office of Budget and Resource Management, unaudited).

$645,500,000
26%

By the end of the reporting period, USAID had accounted for the largest
share of U.S. Government obligations for international preparedness
and response efforts, with 47 percent, followed by DoD and HHS with
26 percent each, and DOS with 1 percent, as Figure 3 illustrates.

HHS reported the largest increase in obligations for international

Ebola activities over the previous quarter. With $420.2 million in

new international obligations during the reporting period, HHS’s total
international Ebola preparedness and response obligations increased
by 187 percent. Within HHS, CDC accounted for nearly half of the
increase in international Ebola obligations with $209.7 million. Among
other federal agencies and departments, USAID reported the next highest
level of obligations during the quarter, with $189.9 million (an increase
of 20 percent over the previous quarter). For its part, DoD reported
$125.6 million in additional obligations during the quarter, an increase
of 25 percent over the previous quarter, and DOS reported $5 million in
obligations, an 18 percent increase.
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Through the end /_\

of 2" Quarter

Through the end
of 37 Quarter

Through the end
of 4t Quarter

m Pillar I: Control the Outbreak m Pillar II: Mitigate Second Order Impacts

m Pillar I11: Build Coherent Leadership and Operations m Pillar IV: Strengthen Global Health Security

Figure 4 USAID obligations by Pillar and quarter, as of September 30, 2015 (DOS/USAID July and October Monthly Reports to
Congress, unaudited).

USAID tracks its project spending in line with the U.S. Government
strategy for Ebola preparedness and response. As of

September 30, 2015, USAID reported $1.159 billion in Ebola
preparedness and response related obligations. Of this total, about
$777 million or approximately 67 percent, was associated with project
activities under Pillar | of the strategy, which is geared toward controlling
the outbreak and was thus the initial focus of USAID programming. As
the outbreak waned, the proportion of USAID’s obligations devoted to
Pillar | activities has also declined, as Figure 4 illustrates.

At the end of the reporting period, USAID activities under Pillars Il and

IV accounted for 16 percent each, respectively, of obligations. Project
activities under Pillar Il and IV increased over the past two quarters as
USAID began transitioning its efforts to recovery and preparedness
activities. During this quarter, USAID obligated an additional $55.5 million
for Pillar Il activities and $94.0 million for Pillar IV activities. Pillar IlI
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activities were associated with less than 1 percent of total USAID
obligations through the end of the reporting period. This limited spending
on Pillar 1l activities is consistent with USAID plans in this area, which are
chiefly limited to spending on internal operating expenses.

Pillar | activities also account for the largest share of USAID
disbursements. Funding for USAID Pillar | activities accounted
for 90 percent of USAID’s Ebola-related disbursements through
September 30, 2015.1%¢

Data on disbursements can provide valuable information about how
much money has been spent on activities as well as the amounts of
funding that remain available for expenditure. However, this information
is subject to a noteworthy limitation. Provided a letter of credit from
USAID, its humanitarian assistance implementing partners may accrue
significant expenses before drawing down on agency funds. As a
result, disbursement data on these efforts does not always fully reflect
the progress of humanitarian assistance efforts in financial terms. As
of September 30, 2015, for example, OFDA reported Ebola-related
disbursements totaling $393.6 million."” When combined with accrued
expenditures through that date, however, OFDA’s total expenditures
amount to 43 percent more, or $561.8 million."®

USAID also tracks its spending by geographical focus. During this
quarter, USAID obligated an additional $77.9 million for activities in
Guinea, Liberia, and Sierra Leone, representing an increase of 10 percent
over the previous quarter.'®

USAID obligations in suport of Liberia-based efforts, particularly for Pillar |
activities, have decreased over time as the country was EVD-free for
significant periods during the third and fourth quarters of the fiscal year.
Meanwhile, obligations for Guinea and Sierra Leone remained steady

as USAID increased assistance to those countries with continuing case
activity. As Figure 5 illustrates, while the share of USAID obligations with
a focus on Liberia-based activities decreased gradually from 55 percent
at the end of the third quarter to 50 percent at the end the fourth,

the percentage of USAID obligations for activities in Guinea modestly
declined from 12 to 11 percent, and those for Sierra Leone remained
steady at 15 percent.'®
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Figure 5: USAID obligations by geographical focus and quarter, as of September 30, 2015 (DOS/USAID July and October Monthly
Reports to Congress, unaudited).
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B PILLARI: CONTROLLING THE OUTBREAK

Contact tracing is the
process healthcare
professionals use to map
the network of individuals
who may have had
contact with a known
EVD victim. By tracing
the links between a
patient, their family, their
community, and beyond,
healthcare workers can
spread awareness of

the danger of potential
infection and isolate and
observe those who may
have been infected for the
21-day incubation period.
By tracing contacts,
healthcare workers can
provide early treatment
for any additional EVD
victims.

Just over a year after the U.S. Government initiated large-scale response
efforts to control the EVD outbreak in West Africa, no new confirmed EVD
cases were reported in Guinea, Liberia, or Sierra Leone.'®" Enhanced
EVD control measures through contact tracing, surveillance, and safe
burial teams, as well as behavior change, community outreach, and
social mobilization efforts had reportedly contributed to halting EVD
transmission.'6?

On September 21, 2015, CDC discontinued enhanced entry screening
for travelers arriving in the United States from Liberia, although travelers
continued to undergo exit screening before departing Liberia.'®?
Enhanced entry screening for travelers arriving from Guinea and Sierra
Leone remained in place, however, and CDC continued to recommend
that all U.S. residents avoid nonessential travel to those two countries.'®

As of October 9, 2015, the United States remained the largest
international financial contributor to EVD outbreak response efforts,
according to information from USAID and the UN Office for the
Coordination of Humanitarian Affairs.'®> U.S. Government commitments
exceeded the levels provided by the next nine leading donors
combined.®

Despite reductions in the number of new EVD cases during the quarter,
responders still faced challenges in monitoring for the emergence of new
EVD cases, including community-level resistance to EVD control efforts,
concern about unknown and missing individuals who had been in contact
with EVD-infected persons, and the movement of those who may have
carried the disease to EVD-free areas.'®” Floods in Freetown, Sierra
Leone, and outbreaks of preventable diseases like measles in Liberia,
presented additional challenges for response teams during the quarter.'®

The U.S. Government’s response activities under Pillar | have been aimed
at controlling the outbreak. Related efforts concentrated on supporting
activities in five areas during the quarter:
» Coordinating health and humanitarian response efforts;
* Managing new suspected, probable, and confirmed EVD
cases;
* Improving EVD surveillance and epidemiology;
* Restoring essential health services; and
* Engaging with communities through social mobilization and
communication.

The U.S. Government tracks several indicators (see Table 2) to assess
progress in efforts to end the EVD outbreak in West Africa. The following
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table presents reported results for these indicators at the start and end of
the reporting period for Guinea, Liberia, and Sierra Leone.

Table 2. CDC and USAID track the progress of efforts to control the EVD outbreak using the indicators below

INDICATOR Guinea Liberia Sierra Leone

Total new July 4, 2015 | September 27, | July 4, 2015 | September 27, | July 4, 2015 | September 27,
confirmed 2015 2015 2015

cases over

past 21 days
and (average
daily count of 42 (3) 6(1) 3(0) 0(0) 24 (1) 5(0)
new confirmed

cases over past
7 days), as of...

Number of June 28- September 21- | June 28- September 21- | June 28- September 21-
new lab tests July 4, 2015 | 27, 2015 July 4, 2015 | 27, 2015 July 4, 2015 | 27, 2015

and (percent 2035

positive) 477 (4.0%) | 683 (0.6%) 290 (1.0%) | N/A ((’).4%) 1,969 (0.0%)
Number of ETU | June 28- September 21- | June 28- September 21- | June 28- September 21-
beds in use July 4, 2015 | 27, 2015 July 4, 2015 | 27, 2015 July 4, 2015 | 27, 2015

daily average 345

and (average (21.8%) 10.3 (5.8%) 6.3 (4.8%) N/A 7.7 (2.5%) | 22.4(15.8%)

occupancy %)

COMMAND AND CONTROL OF THE RESPONSE

The U.S. Government assisted with the coordination of the health and
humanitarian response efforts at the national and sub-national levels
by supporting the construction of emergency operation centers (EOCs)
and establishment of emergency management programs. EOCs
support incident management and coordination by integrating facilities,
equipment, personnel, procedures, communications, and coordination
efforts to provide rapid and effective response to new EVD cases.
During the reporting period, USAID partner International Organization
for Migration (IOM) rehabilitated and supported five EOCs in Guinea
and three additional EOCs were in the rehabilitation process at the
end of the reporting period.'®® The Government of Liberia inaugurated
its national EOC, which received support from the U.S. Government
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and partner personnel, on September 21, 2015.7° In Sierra Leone, the
U.S. Government continued providing technical guidance to the National
Ebola Response Centre and participated in the transition planning for
the MOH to lead EVD response efforts.””" The Government of Sierra
Leone held an opening ceremony for its permanent national EOC on
September 23, 2015.172
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Figure 6: Location of U.S. Government-supported Ebola Treatment Units in Guinea, Liberia, and Sierra Leone, as of
October 1, 2015 (source: WHO, 2015)

CASE MANAGEMENT

The U.S. Government constructed Ebola Treatment Units (ETUs) to
provide safe and effective management of EVD cases by isolating and
treating suspected, probable, and confirmed EVD patients. Removing
these patients from the community prevented future infections.'”®
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Researchers estimated that the additional beds constructed in Sierra
Leone prevented 56,600 EVD cases and 40,000 EVD deaths in the
country between June 2014 and February 2015.774

By the end of September 2015, four ETUs were operational in Guinea,
two of which received U.S. Government support.'® In Liberia, four
USAID-supported ETUs were operational during the quarter but two ETUs
stopped accepting patients on September 30, when the decommissioning
process began.’” The two remaining ETUs in Liberia were scheduled to
close by October 31, 2015."7 USAID and response partners worked with
the Government of Liberia to ensure local health facilities had adequate
isolation, referral, and response capacity to meet the needs of EVD
patients in the future should additional cases emerge.'”® In Sierra Leone,
eight ETUs were operational by the end of the quarter, including three
supported by the U.S. Government.'”®

MEDICAL EVACUATION AND TREATMENT FOR INTERNATIONAL
HEALTHCARE WORKERS

As the international response to the EVD outbreak intensified,

the health of responders became a source of concern for

U.S. Government agencies and response organizations.'® By late
June 2014, 51 healthcare providers had been infected with EVD,
and this group accounted for 8 percent of all EVD cases.'® Many
U.S. Government personnel and international volunteers expressed
an interest in assisting with response efforts in West Africa, but had
concerns about serving without access to medical evacuation in the
event that they contracted EVD.'® The incidence of infections among
healthcare workers and the high fatality rate served as an ongoing
reminder that the resources required to fight an EVD outbreak on
such a scale were not in place when the crisis began.'®

Recognizing that access to medical evacuation services was

a barrier for the participation of many prospective international
responders, DOS entered into a contract for the medical evacuation of
U.S. Government personnel and extended offers to other healthcare
workers from other governments, international organizations, and
the nongovernmental organization (NGOs) eligible for support in

line with provisions of the Foreign Assistance Act.'® DOS signed

24 medical evacuation agreements during the EVD crisis. The

first medical evacuation of personnel from a non-U.S. Government
organization occurred when DOS assisted WHO with the evacuation
of a Senegalese epidemiologist to Hamburg, Germany for care and
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recovery.'® By the end of the quarter, DOS had facilitated 46 medical
evacuations, including those of 10 U.S. Government personnel
infected with the Ebola virus.®

The U.S. Government also supported the construction and
management of the Monrovia Medical Unit in Liberia to provide a
treatment facility for healthcare workers who contracted the disease.'®
This dedicated care facility for healthcare professionals provided
assurance to those who were both at the greatest risk of contracting
EVD and integral to plans to stop the progress of the outbreak that
they would be cared for if they contracted EVD.® USPHS managed
and staffed Monrovia Medical Unit, and was the only U.S. Government
agency to provide direct care to EVD patients in the affected
countries.’ On September 24, 2015, the President awarded USPHS
with the Presidential Unit Citation for its service on the frontlines of the
EVD response.'®

In August 2015, DOS, in partnership with the Paul G. Allen Family
Foundation, received two isolation modules that could accommodate
and transport up to four EVD patients each by air."" Meanwhile,

DoD maintained a transport isolation system capable of transporting
DoD personnel exposed to EVD or other infectious diseases.’®? With
these tools in place, DoD was able to retrieve patients in Liberia
approximately 72 hours after notification and transport them to medical
treatment facilities.'®?

As of September 27, 2015, international health officials reported
881 confirmed EVD infections among healthcare workers in Guinea,
Liberia, and Sierra Leone, and 513 fatalities.'®*

Medical evacuation services and dedicated treatment for health
workers at the Monrovia Medical Unit provided responders with the
confidence that a high level of care was available to them in the event
that they contracted the disease. It also helped address barriers

to the mobilization of international volunteers willing to participate

in response efforts.'® For these reasons, the early availability of
medical evacuation services and dedicated treatment for international
responders may assist in responses to future health crises abroad.'%®
Capacity developed by the U.S. Government to provide for patient
isolation while in transport could promote effective international
responses to future infectious disease outbreaks.'”

Because deceased EVD victims can remain infectious for several days
after death, the U.S. Government supported the establishment and
operation of safe burial teams to reduce the spread of EVD.'® In Guinea,
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USAID partner International Federation of Red Cross and Red Crescent
Societies (IFRC) continued to support 104 safe burial teams covering
all EVD-affected prefectures in the country.’® In Liberia, USAID worked
through implementing partner Global Communities to support 38 burial
teams that operated in all Liberian counties, down from 53 burial teams
during the previous quarter.?®® USAID partner IFRC also supported

55 active burial teams in Sierra Leone during the reporting period.2"!

The EVD outbreak created stress and trauma for health workers,

EVD survivors, and their families.?°2 Psychosocial support for EVD-
affected individuals included counseling, reintegration services, and
establishing and staffing support centers.?*® In Guinea, USAID supported
implementing partners ChildFund, International Medical Corps, Save the
Children, and the UN Children’s Fund (UNICEF) in providing psychosocial
support to EVD-affected communities.?* As of September 9, 2015,
UNICEF had reportedly provided psychosocial support to approximately
114,300 children across the country.2%

EVD SURVEILLANCE AND EPIDEMIOLOGY

The U.S. Government provided
mobile laboratories and
supported laboratory testing
facilities in the region to
increase diagnostic capacity
and enhance EVD surveillance.

By September 30, 2015, one S T s
U.S. Government-supported - ouseten
laboratory remained active in LA Conshrys oy O
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Sierra Leone.?Y” In addition,
DoD’s Cooperative Biological
Engagement Program (CBEP)
assisted the Guinean MOH ey
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Figure 7: Location of U.S. Government-supported laboratories in Guinea, Liberia, and Sierra
Leone, as of October 1, 2015 (source: WHO, 2015)
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CBEP’s efforts to transition its EVD diagnostic capabilities to host-
country governments were delayed by the continued emergence of EVD

cases during the quarter.2%®

The U.S. Government also supported the research and development of
rapid diagnostic tools to quickly identify EVD. The Biomedical Advanced
Research and Development Authority (BARDA), part of HHS’s ASPR,
supported OraSure Technologies as it developed a rapid diagnostic device
for EVD detection, which FDA granted an Emergency Use Authorization

in July 2015. CDC planned to test this rapid diagnostic tool in the United
States and West Africa.?’® In September 2015, CDC and response
partners trained safe burial teams and healthcare workers in Conakry

and Forécariah prefectures on the use of EVD rapid diagnostic tests to
test individuals with suspected EVD cases and all recently deceased

individuals.?"

Table 3: Selected Ebola diagnostic tools supported by U.S. Government agencies

Product

U.S. Agencies

Next Generation Diagnostics System Increment 1
FilmArray BioThreat-Ebola (BT-E) Assay

DoD Chemical and
Biological Defense
Program (CBDP), NIH/

By Cepheid

By BioFire Defense NIAID?'
Rapid recombinant antigen immunoassay diagnostics NIH/NIAID?"3
By Corgenix

Xpert Ebola Assay NIH/NIAID?"*

Ebola Zaire rRT-PCR (TagMan®)

By TagMan

CBDP, U.S. Army
Medical Research
Institute of Infectious
Diseases (USAMRIID)?"®

EZ1 Real-time RT-PCR Assay

By DoD

DoD Joint Science
and Technology Office
(JSTO)?1®

OraQuick

By OraSure Technologies

ASPR/BARDA, CDC?""
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EVD VACCINES AND THERAPEUTIC CANDIDATES

No WHO- or FDA-approved vaccines or therapeutics were
available for the prevention or treatment for EVD as of the end

of the quarter.?'® To address this limitation, the U.S. Government
supported the development of vaccines and therapies that may help
control the disease and mitigate its first- and second-order effects
on patients. During the reporting period, ASPR/BARDA supported
the development of 12 medical countermeasures for Ebola while
the DoD’s Defense Advanced Research Projects Agency (DARPA)
focused on identifying novel vaccine and antibody therapeutic
candidates for Ebola.2"®

The U.S. Government supported clinical trials to evaluate the safety
and efficacy of several vaccine candidates in the United States and
West Africa.??® ASPR/BARDA and CDC conducted clinical trials

for NewLink Genetics/Merck’s recombinant VSV-based vaccine
candidate in Sierra Leone through the Sierra Leone Trial to Introduce
a Vaccine against Ebola study, which had enrolled 8,680 participants
by mid-August 2015 and vaccinated over 5,550 participants by mid-
October 2015.22" NIH/NIAID expanded safety and immune response
studies on NewLink Genetics/Merck VSV-EBOV and GlaxoSmithKline
cAd3-EBOV vaccine candidates in partnership with the Government of
Liberia through the Partnership for Research on Ebola Virus in Liberia
study (PREVAIL 1).22. The PREVAIL study enrolled 1,500 participants
in Liberia and later expanded to include Guinea and Sierra Leone, as
well.?22 ASPR/BARDA sponsored clinical trials for a vaccine candidate
from Janssen/Bavarian Nordic and another vaccine candidate from
Profectus.??* Finally, DARPA supported Inovio’s DNA-based vaccine
candidate, INO-4212, which underwent clinical safety trials during the
reporting period.??®

U.S. Government agencies also supported the development of
several therapeutic candidates. Whereas vaccines prevent EVD
infection, therapeutics are designed to treat patients who have
already contracted the disease.??® DoD’s Defense Threat Reduction
Agency (DTRA), NIH/NIAID, and ASPR/BARDA collaborated with
Mapp Biopharmaceuticals to develop and manufacture ZMapp,

a therapeutic drug produced from antibodies grown in tobacco
plants.??” NIH/NIAID supported the development of ZMapp and DTRA
sponsored non-clinical efficacy studies of ZMapp as a precursor to
obtaining approvals for the drug to initiate clinical trials.??® ASPR/
BARDA supported the manufacturing of ZMapp for safety and efficacy
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clinical trial in the United States and in West Africa.??® During the
reporting period, ASPR/BARDA also supported animal studies for
two tobacco-based antibody candidates, nonhuman primate studies
for two Chinese hamster ovary cell-based antibody candidates, and
the initial development of one algae-based antibody candidate.?*
DARPA evaluated 20 Ebola antibodies from U.S. and West African
survivors and identified 1 antibody, cGMP, for scaled-up clinical
manufacturing.®' NIH/NIAID supported preclinical and clinical
trials for BioCryst’s antiviral drug candidate BCX4430 in the United
States.??

Meanwhile, FDA worked with WHO and foreign public health
regulatory authorities to ensure the safety and efficacy of EVD
countermeasures deployed as part of the coordinated Ebola
response.?? In August 2015, HHS and FDA representatives met in
Liberia with regulators from the affected countries to understand their
regulatory decision-making processes; discuss the latest assessments
and next steps for vaccines, therapeutics, and diagnostics for Ebola;
and provide information to West African regulators to make decisions
about next steps for specific Ebola medical products. As a result of
the meeting, the U.S. and Guinean Governments entered into an
agreement to establish processes to overcome technological and
communications challenges in the future.z*

According to WHO, improvements to case investigation and contact
tracing contributed to the reduction of case incidence in the three
countries.?*®* Contact tracing allows the healthcare community to identify
and isolate individuals at risk of contracting EVD due to their contact
with an individual known to have the disease.?** The U.S. Government
supported efforts to improve disease surveillance and contact tracing in
high-risk areas; CDC established and increased EVD testing capabilities
in all three countries and USAID’s Global Development Lab leveraged
technology tools to increase the accuracy and timeliness of contact
tracing data.?*

In Guinea, USAID supported six partners’ contact tracing efforts, with
IOM advancing EVD surveillance efforts along Guinea’s border through
the installation of health screening posts, the monitoring of population
flows, and promotion of EVD awareness among travelers and border
communities.?*® 10M reported that, by late August 2015, it had reached
nearly 37,600 people along the Guinea-Sierra Leone border over the
previous month, as well as more than 61,100 people along the Guinea-
Mali border.?*” |OM and other USAID partners also continued EVD
screening and surveillance efforts at all Sierra Leone points of entry and
exit.24
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Table 4: Selected Ebola medical countermeasures supported by U.S. Government

agencies

Product U.S. Agencies
Vaccines

CAd3-ZEBOV ASPR/BARDA, NIH/

By GlaxoSmithKline and NIAID

NIAID?%

VSV-EBOV

By NewlLink Genetics and Merck Vaccines USA

ASPR/BARDA, CDC,
DoD JSTO, NIH/
NIAID?%

Ad26-EBOV and MVA-EBOV

By Johnson & Johnson and Bavarian Nordic

ASPR/BARDA, NIH/
NIAID?

By Mapp Biopharmaceuticals

HPIV3/EboGP NIH/NIAID?%
By NIAID

Rabies-EBOV NIH/NIAID?
By NIAID and Thomas Jefferson University

rVSVN4CT1 EBOV NIH/NIAID?%
By Profectus

Therapeutic Treatments

ZMapp ASPR/BARDA,

DoD JSTO, NIH/
NIAID*#

BCX-4430

By Biocryst

ASPR/BARDA, NIH/
NIAID?#

In Liberia, CDC and USAID partners re-trained contact tracers and
supervised monitoring activities.?*®* USAID also funded a training program
for county health teams on the national Integrated Disease Surveillance
and Response system in Liberia, which included community event-based
surveillance and guidance on sample collection.?*® In all three countries,
CDC supported programs to provide counseling and semen testing to
help reduce the potential for sexual transmission of EVD.%!

RESTORATION OF ESSENTIAL HEALTH SERVICES

The U.S. Government distributed essential medical supplies to healthcare
facilities and trained healthcare workers on infection prevention and
control (IPC) techniques to restore the safety and functionality of basic

QUARTERLY REPORT ON EBOLA RESPONSE AND PREPAREDNESS ACTIVITIES




THE RESPONSE

July 10

The U.S. Government
pledges $266M at UN-
hosted conference to
assist Guinea, Liberia,
and Sierra Leone with
recovery efforts.

health services. In Guinea, USAID partners Women and Health Alliance
International, Catholic Relief Services (CRS), and Premiere Urgence
trained healthcare personnel in IPC and supported the rehabilitation of
water, sanitation, and hygiene infrastructure at health facilities.?> CRS
reported that it had trained nearly 4,000 healthcare workers on IPC and
worked to strengthen IPC practices at private clinics and other sites, while
USAID partner Jhpiego reported that it trained more than 3,750 healthcare
workers on IPC by the end of the reporting period.?%

U.S. Government efforts to restore essential health services in Liberia
included supporting the Government of Liberia’s Safe and Quality
Services training program for all healthcare workers through ten
implementing partners and strengthening IPC measures in non-EVD
healthcare facilities.?®* Meanwhile, USAID partner MENTOR Initiative
reported that it conducted IPC supervision at approximately 300 medical
stores and 100 healthcare facilities in Montserrado County, Liberia.?%®

In Sierra Leone, USAID supported the Ebola Response Consortium,

led by USAID partner International Rescue Committee, in strengthening
IPC in 19 government hospitals and more than 1,100 health units
countrywide.®¢ In September 2015, CDC and WHO reported strong
adherence to IPC protocols during a field assessment of 104 health units
under the supervision of Ebola Response Consortium-member GOAL in
Bombali District.?’

SOCIAL MOBILIZATION AND COMMUNICATIONS

Effective community engagement can increase the likelihood that at-risk
individuals seek proper medical care and isolation. This engagement also
has the potential to improve communities’ cooperation with contact tracing
efforts, increase the application of safe burial practices, and promote

the adoption of EVD prevention practices. The U.S. Government has
supported communication and community outreach efforts to raise public
awareness of Ebola symptoms, modes of transmission, and effective
prevention practices.?%®
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In Guinea, 14 USAID-supported partners engaged in community outreach
and social mobilization activities, with USAID partner IFRC reportedly
reaching more than 1.8 million people since March 2014; UNICEF
reaching approximately 84,700 households in early September 2015; and
Democratic Republic of Congo Emergency Services initiating activities

in lower Guinea during the quarter.?®® In Liberia, USAID initiated the

next phase of the Ebola Community Action Platform, its flagship social
mobilization program; and USAID partner Mercy Corps worked with

local entities to build preparedness against disease outbreaks at the
grassroots level. % With USAID’s support, UNICEF reached nearly
629,400 households in Liberia by the end of the reporting period.?*
Meanwhile, in Sierra Leone, the U.S. Government funded eight partners
in their community outreach activities.?®? This included intensified social
mobilization activities by USAID partner UNICEF in Port Loko, Kambia,
and Western Area to support the country’s surge response to break
ongoing EVD transmission chains.?%3

INITIAL PHASE OF THE U.S. GOVERNMENT’S RESPONSE TO THE
OUTBREAK

The international community’s slow response to the EVD outbreak in
West Africa has been the subject of criticism by NGOs, health officials,
and media representatives. An independent panel commissioned by
WHO concluded that authorities in the affected countries, WHO, and
the broader global community “were all ‘behind the curve’ of the rapid
spread of the Ebola virus.”?* According to the CDC Director and the
former CDC Incident Manager for the Ebola Response, the disease
would have been associated with far fewer EVD cases and deaths
and the negative socio-economic effects would have been reduced
had response efforts been implemented earlier, faster, and more
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effectively.?®® Researchers have estimated, for example, that 12,500
EVD cases could have been averted in Sierra Leone if treatment beds
had been introduced a month earlier.25¢

U.S. Government biosurveillance programs were monitoring the
disease and its spread to other countries as early as March 2014,
but this information and warnings of the impending EVD epidemic did
not trigger a robust early U.S. response.?®” Internal assessments by
U.S. Government agencies involved in international Ebola response
efforts noted that both international authorities’ recognition of the
magnitude of the outbreak and their engagement in response efforts
should have occurred earlier.?®® Initial reported resistance by the
WHO country office and the WHO Regional Office for Africa to
involve CDC and other organizations also contributed to delays in the
early response to the outbreak.?®® According to an internal USAID
assessment, the National Security Council tasked OFDA to lead

the whole-of-government response in August 2014, after the EVD
outbreak had already become an acute emergency.?”°

The U.S. Government decided to concentrate its response efforts

on Liberia, the country most severely affected by the outbreak in
August and September 2014 when it was reporting 300 to 400 new
EVD cases per week. Other humanitarian actors were expected to
take the lead in Guinea and Sierra Leone.?”" The U.S. Government’s
approach to EVD response also focused to a large extent on treating
EVD patients by increasing the number of ETU beds.?"2

According to an internal USAID assessment, the U.S. Government’s
heavy focus on Liberia resulted in the Guinea and Sierra Leone
country teams becoming a secondary focus despite the need for
assistance in those countries.?”® By the time the international
community, including the U.S. Government, began deploying
resources into Liberia in September 2014, new EVD cases and
fatalities were already declining.?* Meanwhile, in Guinea and Sierra
Leone, the size of the EVD outbreak surpassed the capacity of the
other lead responders.?”®> OFDA had to scale up its support in those
countries to address these capacity gaps.?’®

ETUs took time to establish and many ETUs were not completed by
the time the outbreak peaked.?”” Until new ETUs were constructed
and ready for patients in Liberia, CDC and USAID worked to halt the
transmission of the disease by engaging with communities to isolate
sick individuals and bury the deceased safely.?’® As the outbreak
progressed, OFDA assessed that prevention measures, behavioral
change, and social mobilization were successful interventions in
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reducing the number of EVD cases.?”® While initial plans called for the
U.S. Government to aid in the establishment of 27 ETUs in Liberia,

12 of which were to be constructed by DoD, the reduction of EVD
cases in the country reduced the need for this number of units.23
Media reports have observed that many ETUs in Liberia were only
completed when the epidemic had subsided and that the units treated
few patients as a result.?!

USAID’s internal assessment also noted that the programming push
and tactical decision-making in the U.S. Government’s response effort
frequently originated in Washington, D.C., and were not always based
on needs identified in the field.?®2 The assessment recommended
empowering field teams to lead strategy development and inform
tactics in support of the identified response strategy.?s?

Despite response delays, WHO has concluded that generous
international financial, logistical, and human resources support

in Liberia prevented many EVD cases and deaths in the

ensuing months, controlled the spread of the disease, and changed
the evolution of the EVD outbreak.?®

TRANSITION FROM RESPONSE TO RECOVERY

Controlling the EVD outbreak and maintaining zero EVD cases

remained priorities for the U.S. Government, but as the number of

new EVD cases decreased during the quarter, the U.S. Government
began to focus on recovery and long-term sustainability of health and
economic development programs.?° During the reporting period, the
U.S. Government worked with national authorities in Guinea, Liberia, and
Sierra Leone, as well as other international partners, to align transition
plans and activities.?s®

USAID and other U.S. Government agencies plan to work further with
national authorities and development partners to institutionalize command
and control structures needed to respond to EVD and other disease
outbreaks, support and promote national and local ownership of EVD
response activities, and develop longer-term disease surveillance, health
promotion, and national response programs.?” As part of this transition
process, U.S. Government agencies expect to work with WHO and
national authorities to ensure that treatment services remain available
and to maintain support for epidemiological activities until the outbreak is
declared over.#
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PILLAR II: ADDRESSING SECOND-ORDER EFFECTS

The 2014-2015 EVD outbreak in West Africa had significant secondary
effects on the region. It overwhelmed public institutions and constrained
local and national economic activity. Thousands were left unemployed
and without access to basic goods or services.?° To address the
outbreak’s secondary impacts and return stability to the region, the
U.S. Government focused on four areas of activity under Pillar Il of the
strategy for EVD response and recovery:

* Food security

* Health systems recovery and critical and non-Ebola health

services?®
+ Governance and economic crisis mitigation
* Innovation, technology, and partnership®*

USAID, in collaboration with other agencies, such as CDC and
USPHS, worked to advance Pillar Il objectives. Within USAID, the
Africa Ebola Unit (AEU) is responsible for coordinating this effort
across a number of USAID operating units, including: the Bureau
for Africa; the Bureau for Democracy Conflict and Humanitarian
Assistance and its Office of Food for Peace (FFP); Bureau for
Food Security (BFS); Bureau for Global Health; the U.S. Global

A young orphan waits for a USAID food distribution truck to arrive. His school served as a distribution point for food aid, though it was closed
for 6 months during the outbreak. (Photo by Adam Parr for USAID, Margibi, Liberia, January 31, 2015)
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Development Lab; and the Liberia and Guinea/Sierra Leone |
missions.?%? Lean season

is the period of

FOOD SECURITY )
time between

The EVD outbreak in West Africa adversely affected food security in harvests when
Guinea, Liberia, and Sierra Leone. Efforts to mitigate the EVD outbreak food supplies

and a general fear of contracting the virus led governments and from the previous
communities to restrict gatherings and impose travel restrictions and harvest have been
quarantines. These actions resulted in market and border closures, job exhausted and the
loss, restricted trade, and below-average agricultural production. As a next harvest has
result, food prices rose, household purchasing power diminished, and the not begun.

region suffered a general economic downturn.?®®* Despite the dramatic
decline in new EVD cases and improvements in markets across the
region during the second half of 2015, lingering impacts from the EVD
outbreak combined with other localized issues, such as prolonged lean
seasons, have contributed to continued food insecurity in Guinea, Liberia,
and Sierra Leone.?*

USAID FAMINE EARLY WARNING SYSTEM NETWORK

The USAID-funded Famine Early Warning Systems Network
(FEWS NET) categorizes food insecurity using an integrated phase
classification system. Under this framework, when at least 1 in 5
households face reduced, minimally adequate food consumption
without resorting to unsustainable coping strategies, but feeding
themselves requires the sacrifice of some essential non-food
expenditures, conditions are “stressed.” “Crisis” conditions are in
effect when least 1 in 5 households face significant food consumption
gaps with high or above normal acute malnutrition, or are marginally
able to meet minimum food needs through unsustainable coping
strategies such as liquidating livelihood assets.?%®

According to FEWS NET, food security conditions in Liberia were
“stressed” during the reporting quarter due to a prolonged lean season
and weak household purchasing power associated with economic decline
during the outbreak.?®® Food security conditions in Guinea also remained
“stressed” during this period. Interventions by the Government of Guinea
and its partners—such as free food distributions, moderately priced

food sales, and cash-for-work programs—did not fully offset the residual
economic effects of the EVD outbreak, which kept household purchasing
power down.?” In Sierra Leone, “crisis” food security conditions observed
in the third quarter continued through the fourth quarter. Sustained

weak household purchasing power and a prolonged lean season

QUARTERLY REPORT ON EBOLA RESPONSE AND PREPAREDNESS ACTIVITIES



THE RESPONSE

also contributed to tenuous food security conditions.?®® However, in
September 2015, food security began to slowly improve due to the early
harvest of certain crops, such as sweet potatoes and rice.?®®

While conditions remained at stressed or crisis levels across the three
countries at the end of this reporting period, FEWS NET projects improved
food security across all three countries in anticipation of the main rice
harvests.*® Projected improvements in market function and above-
average harvests across the region are expected to reduce food insecurity
during the next quarter.®

U.S. Government efforts to promote food security in the region are
managed by USAID’s FFP and BFS. During the reporting period,
USAID’s efforts concentrated on increasing access to food among
vulnerable groups directly and indirectly affected by EVD, and increasing
local food production and restoring market function.3?

Ebola-related FFP programs are designed to “restore pre-crisis food
consumption levels, livelihoods, and productive assets by stimulating
the local production and marketing of staple foods.”%® To advance these
aims, FFP worked with nongovernmental organizations as well as UN
agencies.?*

During the reporting period, FFP partners worked to improve food
security conditions among those affected by the outbreak in Liberia and
Sierra Leone by restoring household access to food through targeted
cash transfers, and cash-for-work opportunities.?®> FFP programs also
provided agricultural input vouchers to help farming families restart
agricultural production, and gave limited cash grants to small-scale
traders to help them resume trading at the local market level.>® By
these means, FFP reportedly provided assistance to 920,000 people
across seven counties in Liberia, and to 350,000 people in Sierra Leone.
This represented an increase of 40,000 and 200,000 beneficiaries,
respectively, over the previous quarter.®®” Additionally, FFP extended
funding to Save the Children in Liberia and CRS and World Vision in
Sierra Leone to initiate activities to address acute food insecurity.3%®

In Guinea, FFP continued to support two food assistance programs
initiated last quarter. USAID supported CRS deliveries of food vouchers
to 10,000 beneficiaries and the UN World Food Programme’s (WFP’s)
local purchase of food for the national school feeding program, which
reportedly provided daily meals to approximately 120,000 children.3%®

FFP activities also support vulnerable children in Guinea, Liberia, and
Sierra Leone. FFP-supported emergency school feeding programs in
Liberia and Guinea helped meet household food needs by providing
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children with daily hot meals while providing an incentive for parents to
send their children back to reopened schools.®'® FFP is also supporting
some of the most vulnerable children in Guinea, Liberia, and Sierra Leone
through UNICEF, which is restarting screening and treatment services

for children with severe acute malnutrition using ready-to-use therapeutic
foods provided in-kind by USAID.3" This U.S.-sourced ready-to-use
therapeutic foods will assist approximately 51,200 children under the age
of 5 with or at risk of severe acute malnutrition.3'2

In collaboration with 10 other U.S. Government agencies, USAID’s BFS
leads the coordination and implementation of Feed the Future, which

is the U.S. Government’s global hunger and food security initiative for
working with partner countries to develop and improve their agricultural
sectors.?®* BFS worked to identify opportunities for public-private
partnerships to rejuvenate agricultural sectors and livelihoods affected
by the Ebola outbreak in West Africa. Through the Ebola Recovery
Partnership Global Development Alliance, USAID expects to provide at
least $1 million in general development assistance toward two or more
public- and private-sector partnerships in areas such as employment and
entrepreneurial training, access to new agricultural technologies, and
financing.3™

During the reporting period, USAID supported agricultural recovery
efforts in Guinea, Liberia, and Sierra Leone through the West Africa Seed
Program, an effort to increase the availability of high-quality, certified
seeds in the affected countries.3'®

In Liberia, which had been selected as a Feed the Future focus country
prior to the outbreak, USAID is implementing the Food and Enterprise
Development project. This project works through value chains to improve
production, processing, transport, and marketing of rice, cassava (an
edible root-vegetable), vegetables, and livestock such as goats.?'® In
addition, USAID plans to contribute to the Feeder Roads Alternative and
Maintenance Program, which is intended to rehabilitate 450 kilometers

of farm-to-market roads and work with the Government of Liberia to
establish a roads maintenance program.3'”

Also during the reporting period, BFS supported food and agricultural
systems assessments in Guinea and Sierra Leone.?® In Guinea, BFS
supported the University of California Davis Horticulture Lab in conducting
a horticulture viability assessment, the findings of which were released

in preliminary form during the reporting period.?*® In Sierra Leone, BFS
continued to support an agriculture assessment and pilot program with
World Fish that focused on improving rice and fish aquaculture.3 In
coordination with USAID staff in Guinea and Sierra Leone, BFS also
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supported the Leveraging Economic Opportunity team, which conducted
assessments to identify value chains with the greatest economic and
nutritional potential.®** The Leveraging Economic Opportunity team also
submitted preliminary findings during the reporting period. Additionally,
during the quarter, the BFS funding Strengthening Partnerships, Results,
and Innovations in Nutrition Globally project began nutrition assessments
in Guinea and Sierra Leone.??? The assessments are intended to provide
insight into current conditions and provide the basis for plans to integrate
nutrition efforts into other assistance activities, such as maternal and child
health and agricultural assistance.**

FooD SECURITY CHALLENGES

According to USAID, hindrances to initial food security assistance
efforts included data limitations and a lack of familiarity with local food
security partners in some areas.*** Uncertainty about the effects of the
outbreak on food security, particularly as it applied to individuals who
did not contract the disease, complicated efforts to design activities
to assist communities in need.*?® FFP indicated that the number

of international partners able to address the food security-related
impacts of Ebola was limited in Guinea.®?® This reportedly posed
challenges in determining how to best assist populations in need of
food assistance®?” To overcome these challenges, USAID conducted
assessments and monitored markets in coordination with partners
like WFP and FEWS NET. With this information, USAID was able to
refine assistance plans and identify methods most likely to effectively
increase access to food (i.e., cash rather than in-kind food aid).3?®

HEALTH SYSTEMS RECOVERY AND CRITICAL NON-EBOLA
HEALTH SERVICES

At the height of the EVD outbreak, national and local healthcare systems
in Guinea, Liberia, and Sierra Leone were overwhelmed by the scope
and scale of the epidemic. Healthcare facilities lacked sufficient supplies,
such as beds and medicine, and required more qualified heal