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Nigeria: Lassa Fever - Specialist Expresses Concern Over Spread

Adibe Emenyonu 16 February 2

1in — The Chief Medical Director of Irrua Specialist Hospital, Prof George Akpede, has expressed concern cvor
wide spread of Lassa fever in recent times, a_mn_omsm that out of 229 suspected cases reported between January a
December 2008, 30 people died.

Prof Akpede, who spoke at National Lassa Fever Stakeholders Forum at Ekpoma, weekend noted that there had b
a marked rise in the number of suspected and confirmed cases between December 2008 and January 2009
representing about 60 percent and 80 percent increases respectively.
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3, however, disclosed that some drastic measures were under way as the irrua Specialist Teaching Hopital had
entered into parinerships with Behard-Notch Institutue of Tropical Medicine, Hamburg, Germany and Harvard
University, USA for collaboartion in lassa fever research and control efforts.

Part of of the collaboration according to him had resulted in the donation of diagnostic facilities for the confirmation
the disease in the hospital without samples being nedded to be sent out of the country any longer,

In his contribution, member representing Esan Central/Esan West/lgueben Federal Constituency in the House of
Representatives, Mr. Patrick Ikhariale, also expressed concern over the spread of the lassa fever epidemic naticin-v
and called for urgent control measures at the national level.

lkhariale assured that he would draw the attention of the National >mmmm&_< to the menace posed by the disease (¢
millions of Nigerians.
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Nigeria: Lassa fever -- specialist expresses. concern over spread

‘The chief medical director of Irrua Specialist Hospital, Prof George

Akpede, has expressed concern over the wide spread of Lassa fever in
recent times, disclosing that out of 229 suspected cases reported
between January and December 2008, 30 people died.

Prof Akpede, who spoke at National Lassa Fever Stakeholders Forum at
Ekpoma [at the] wéekend ([14-15 Feb 2009} noted that there had been a
marked rise in the number of suspected and confirmed cases between
December 2008 and January 2009 representing about 60 percent and 80
percent increases respectively. He, however, disclosed that some.
drastic measures were under way as the Irrua Specialist Teaching
Hospital had entered into partnershlps with Behard-Notch Institute. of
Tropical ‘Medicine, Hamburg, Germany, and Harvard University, USA for
collaboration in Lassa fever research and control efforts. Part of
the collaboration, according to him, had resulted in the donation of
diagnostic facilities for the confirmation of the disease in the
hospital without samples having to be sent out of the country any longer.

In his contribution, [the] menmber representing Esan Central/Esan
West/Igueben Federal Constituency in the House of Representatives,
Mr. Patrick Ikhariale, also expressed concern over the spread of the
Lassa fever epidemic nation-wide and called for urgent control
measures at the national level. Ikhariale assured that he would draw
the attention of the National Assembly to the menace posed by the
disease to millions of Nigerians.

{Byline: Adibe Emenyonu]

Communicated by:
ProMED-mail Rapporteur A-Lan Banks

[Lassa fever is a zoonotic disease€,swhereby humans become infected

from contact with infected animals. The animal reservoirs of Lassa

virus are rodents of the genus _Mastomys_, the "multimammate rat.”

Lassa virus-infected animals do not become ill, but they can shed the
virus in their urine and faeces. (A photograph of a multimammate rat

can be accessed at

<http //3i127.photobucket. com/albums/p145/hawthorrrats/other%ZOpets/nultls/[

In humans Lassa viral haemorrhagic fever is an acute illness of 1-4
weeks duration that occurs in West Africa. The virus is a
single-stranded RNA. virus belonging to the. virus  family
_Arenaviridae_. Lassa fever is known to be:endemic. in Guinea
(Conakry), Liberia,’ Siegra Leone, and’ pazts of ngerxa, but probably
exists in other West ican countrles as well :

J 0 i . tem A sAm s ARY mAsAAAAR S ARAALASE tim asan manns T e~ Annn tnn .

Visit ProMED-mail's wef(site at <htt

About 80 percent of human infections are asymptomatic; the remaining
cases have severe multi-system disease, where the virus affects
several organs in the body, such as the liver, spleen, and kidneys.
The incubation period of Lassa fever ranges from 6~21 days. It has
been estimated that about 300 000 to 500 000 cases of Lassa fever and
S000 deaths occur yearly across West Africa. The overall
case-fatality rate is 1 percent, and up to 15 percent among
hospitalized patients.

The disease is especially severe late in pregnancy, with maternal
death and/or fetal loss occurring in greater than 80 percent of cases
during the 3rd trimester.

Humans usuvally become infected with Lassa virus from exposure to
excreta of infected _Mastomys_. Lassa virus may also be spread
between humans through direct contact with the blood, urine, faeces,
or other bodily secretions of a person with Lassa fever. There is no
epidemiological evidence supporting ‘airborne spread between humans.
Person-to-person transmission occurs in both community.and health
care settings, where the virus may be spread by contaminated medical
equipment, such as re-used needles.

The current increase in cases of Lassa fever in some parts of Nigeria

may by a consequence of increased abundance of the vector or some

other factor resulting in increased contact between humans and

rodents promoting the spread of the disease in the human population. - Mo

The HealthMap/ProMED-mail interactive map of Nigeria is available at
<http://healthmap.org/premed/en?v=9.6,6.1,6>. - CopyEd.MJ]

[see also:

Lassa fever - UK ex Nigeria (03): fatal 20090130.0414
Lassa fever - UK ex Nigeria (02) 200901
Lassa fever - UK ex Nigeria 20090123,
2008

Lassa fever - Nigeria (02) 20080611.1847
Lassa fever - Nigeria: (Ebonyi) 20080323.1100

Lassa fever - Nigeria 20071205.3925

- Lassa Fever - South Africa ex Nigeria 20070222.0657

Lassa fever - Nigeria (Edo) 20083

303.0824

Lassa fever - Nigeria (Edo) 20040214.0437
Lassa fever - Nigeria: RFI 20040213.0482

Lassa fever, Suspected - Nigeria (Edo) (02) 20010319.0552
Lassa fever, suspected - Nigeria (Edo): RFI 200103 524

~ Lassa fever - Germany ex Nigeria (03) 20000424.060°

Lassa fever - Germany ex Nigeria (02) 20000405.0437
Lassa fever - Germany ex Nigeria 20000404.04535]
................................... cp/mj/dk
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ProMED-mail makes every effort to "verify the reports that
are posted, but the accuracy and completeness of the
information, and of any. statements or opinions based
thereon, are not guaranteed. The reader assumes all risks in
using information posted or archived by ProMED-mail. ISID
and its associated service ~providers shall not be held
responsible for errors or omissions or held liable for any
damages incurred as.a result of use or reliance upon posted
or archived material. .
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Archive Number 20090402.1272
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Subject PRO/AH/EDR> Yellow fever - South America (20): Brazil (SP)

YELLOW FEVER - SOUTH AMERICA (20): BRAZIL (SAO PAULO)
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A ProMED-mail post

<http://www. promedmail . crgs

ProMED-mail is a program of the

International Society for Infectious Diseases
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Date: Tue 31 Mar 2009
Source: Terra [in Portuguese, trans & summ. Mod. TY, edited)
<http://noticias.terra. com. br/brasil/interna/o0,,013672572-E1306,00.html>

Public health physicians of Universidade Estadual Paulista (UNESP)
who are fighting the epidemic of yellow fever [YF] in the interior of
Sao Paulo [state] were surprised on Tuesday [31 Mar 2005) to see the
transmission of disease from a mother to her child. The discovery is
unprecedented. "This type of transmission scared us because it has
never been reported before in the medical literature," said Tania
Ruiz, Coordinator of the Center for Epidemiological Surveillance 'of
the Hospital of Unesp in Botucatu (Sao Paulo).

According to the Coordinator, the serological tests proved that a
baby, son of a [YF)] infected mother, was born with the disease. The
serological tests are results of studies by researchers from UNESP
and other institutions of the country According to Tania, the
immediate importance of discovery is in the procedures adopted in
epidemics the disease. "From now on, we need to take more care with
pregnant [YF cases]," she explained.

The epidemic of yellow fever in Sao Paulo began on 27 February
[2009) . This Tuesday (31 Mar 2009], 2 more cases were reported. The
total documented confirmed deaths from the disease reached 8§ in the
cities of Piraju, Sarutaia and Itatinga in the southern part of the
state. So far, 15 total reported [YF cases] were confirmed.

Mass vaccination is still being done in health posts and even
supermarkets. According to Tania, over 90 percent of residénts of
" these municipalities are immunized, which reduces tle risks [of YF
infection) . However, most health concern is to prevent the disease,
currently consideréd to be a sylvan [jungle transmission cycle], that
might move into an urban area.

So far, all cases are related to victims who were in rural areas.
According to public health officials, the expansion of the disease
into urban areas would be *a disaster "

Communicated by:
ProMED-PORT
<promed@promedmail . org>

[This is not surprising, nor is it a reason for alamm. The yellow
fever virus is. a flavivirus; other flaviviruses, such as dengue
virus, can have transplacental transmissien.

The péor infant, now an orxphan, is not a public health thréat for
urbanization of yellow fever, should it happen, it would certainly °
not be by means of a case (rare) of vertical transmission. - Mod.LJSJ

[A map of Brazil showing the location of Sao Paulo state can be accessed at
<http://www.lib.utexas.edu/maps/americas/brazil.jpg>.

A HealthMap/ProMED-mail interactive map of Brazil can be accessed at
<http://healthmap.org/promed/en?g=34511334v=-10.8,-53.1, 4>

- Mod.TY)
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http://www.promedmail.org/pls/otn/f2p=2400:1001 4107380196460383 -NO:F2400.., 2009/04/07 .

[see also:
Yellow fever - South America (19): Brazil (SP) 20090326.1180
Yellow fever - South America (18): Brazil (SP) 20050323.1140

Yellow fever - South America (17): Brazil (RS}, monkey 20090223.0748

Yellow fever - South America {16}: 20090219.0700

Yellow fever - South America (15): Brazil {RS) 20090211.0618§

Yellow fever - South America (14): Brazil (MG ex RS) 20090201.0456

Yellow fever - South America (12): Brazil (RS) 20090128.038%

Yellow fever - South America (08): Brazil (RS} monkey, susp.

20050122.0278

Yellow fever - South America (07): Brazil (RS), susp. 20050120,0251
Yellow fever -~ South America (06): Brazil (RS), susp 20080118.0211

Yellow fever - South America {(02): Brazil (RS), susp., corr.

20090108,0051

Yellow fever - South America (02): Brazil (RS), susp. 20090108.007%

2008

Yellow fever - South America (26): Brazil (SP)}, Peru 20080608,1823

Yellow fever - South America (19): Paraguay 20080326.1136

Yellow fever - South America (18): Brazil (PR) 20080319.1061)
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ProMED-mail makes every effort to verify the reports that
are posted, but the accuracy and completeness of the
information, and of any statements or opinions based
thereon, are not guaranteed. The reader assumes all risks in
using information posted or archived by ProMED-mail. 181D
and its associated service providers shall not be held
responsible for errors or omissions or held liable for any
damages incurred as a result of use or reliance upon posted
or archived material.
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Send all items for . posting to: promedépromnedmail . org
(NOT to an individual moderatof). If you do not give your
full name and affiliation, it may not be posted. Send
commands to subscribe/unsubscribe,” ‘'get archives, help,
etc. to; majordomo@promedmail.org. For assistance from a
human being send mail to: owner-promedepromedmail . org.
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The findings in this report are subject to at least threc limita-
tions. First, identification of hospitalizations for pneumonia
and nonpneumonia ARI was based on ICD-9-CM codes and
might be subject to misclassification, despite internal quality
contro] and validation for consistency within the Nationwide
Inpatient Sample. Second, establishing the etiology of pneu-
monia Is difficult. Nationwide Inpatient Sample data are
deidentified before public release and chart reviews cannot be
performed 1o confirm recorded diagnoses. Because most pneu-
mococcal pneumonias are classified as pneumonias without
further characterization, this report provides an estimate of
the effect of PCV7 on all-cause pneumonia without regard to
pneumococeal seratypes. Furthermore, serotyping is not part of
routine diagnostic work-ups, and this information would not
be recorded in medical charts. However, the decrease in non-
pneumonia ARI hospitalizations among children aged <2 years

- suggests that the decreases in pneumonia hospitalizations
were unlikely to result from a shift in coding of pneumonia
to nonpneumonia ARI codes. Finally, factors other than shifts
in coding could affect hospitalization rates. Reduced clinician
concerns for severe pncumococcal disease among immunized
children, for example, might lead to outpatient treatment
rather than hospitalization. However, other data indicate that
ambulatory-care visits for pneumonia among children aged
<2 years also have decreased since introduction of PCV7 (5).
In addition, the proportion of all hospitalizations that were
atuributable to pncumonia or nonpreumonia ARI decreased
significantly, suggesting that the declines were unlikely to result

-from a secular reduction in overall hospitalization rate.

Despite the substantial morbidity associated with childhood
pneumonia, no pneumonia-specific prospective population-
based surveillance system axists for monitoring trends in the
Incidence of pncumonia hospitalizations or pneumonia-related
ambulatory-care visits in the United States. Monitoring child-
hood pneumonia is important for the evaluation of effects of

current and future pneumococcal immunization programs.
Increases in pneumococcal discase caused by serotypes not
included in PCV7 could result in some increase in pneumonia,
even though observed increases in non-PCV7 serotype IPD
have been modest thus far (9). In addition, extended-valency
pneumococcal conjugate vaccines are expected to be licensed
by late 2009 to early 2010 and might further reduce pncumo-
nia rates. Finally, vaccination of children against influenza, as
recommended by the Advisory Committee on Immunization
Practices, is increasing and also might reduce pncumonia
hospiralization rates (J0).
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Possible Congenital Infection
with La Crosse Encephalitis Virus —
West Virginia, 2006-2007

La Crossc encephalitis virus (LACV) is a mosquitoborne
bunyavirus of the California encephalitis serogroup (1), During
2003-2007, West Virginiz had the greatest number of cases
(95) and highest incidence of LACV diseasc (5.1 cases per
100,000 population) of any state.” The majority of persons
infected with LACV cither have no symptoms or a mild
febrile illness; a limited number experience encephalids (2).
Although only 1%-4% of those infected with LACV develop
any symptoms, children aged <16 years are at highest risk
for severe neurologic discase and possible long-term sequelac

(2,3). The effects of LACV infection during pregnancy and

the potential for intrauterine transmission and adverse birth or

. developmental outcomes are unknown. This report describes

the first known case of LACV infection in a pregnant woman,

‘with evidence wmwozmzo congenital infection with LACV in

her infant, based on the presence of immunogiobulin M (IgM)

*Confirmed and probabic California serogroup viral (mainly La Crosse)
encephalitls cases, human, United States, 1964-2007, by stare. Available ar
htpil/wew.cde.govincidod/dvbidfarbor/pdfical_lsc.pdl,
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antibodies in umbilical cord serum at delivery. The infant was
born healthy with normal neurologic and cognitive functions
and no LACV symptoms. Further investigation is needed 10
confirm the potential for intrauterine LACV transmission
and o identify immediate and long-term health risks posed
10 infants. Because of the potential for congenital infection,
pregnant women in arcas where LACV is endemic should be
advised to avoid mosquitoes; health-care providers should
monitos for LACV infection and sequelac among infants born
to women infected with LACV during pregnancy.

In August 2006, a previously healthy woman aged 43 years
in week 21 of her pregnancy was admitted 1o a West Virginia
hospital after experiencing severe headaches, photophobia, stiff
neck, fever, weakness, confusion, and a red papular rash. The
patient had reported a 3-month history of severe headaches,
which were diagnosed initially as migraines and treated with
morphine for pain. Two previous pregnancies had proceeded

- without complication, and each resulted in delivery of a healthy
infanc. The patient’s medical history included anxiety, depres-
sion, and hypothyroidism, for which she received ongoing
thyroid hormone replacement therapy. .

After hospital admission, analysis of cerebrospinal fluid
revealed an elevated white blood cell count (556 cells/mm?
[94% lymphocytes, 5% monocytes, and 1% polymor-
phonuclear neutrophilic leukocytes]), elevated protein
(66 mg/dL), and normal glucose (55 mg/dL). A diagnostic
panel for viral encephalitis was performed, and the padient’s
serum was determined positive for the presence of LACV-
specific IgM and immunoglobulin G (IgG) andbodies by
immunofluorescence assay and for IgM by capture enzyme-

linked immunosorbent assay (ELISA) (Table). The patient’s
serum was negative for IgM and IgG antibodies to the other
three diseases in the diagnostic pancl: eastern‘equiné encepha-
litis, western equine encephalitis, and St. Louis encephalitis. A
diagnosis of La Crosse encephalitis was made, and supportive
therapy was initiated. During hospitalization, the patient
experienced a low-grade fever and exhibited panleukocytosis
(absolute neutrophil count: 12,800/zL), which persisted after
discharge despitc resolution of clinical signs. ’

After reporting the case to the West Virginia Unvn_d,soa of -

Health and Human Resources, active follow-up of the patient
and her fetus was initjated in collaboration with the patient’s

primary-care providers and CDC. With her consent, the .

patient’s medical and prenatal historics were reviewed. Because
guldclines for evaluating pregnant women infected with LACY
do not exist, interim guidelines for West Nile virus were psed
to direct matemal and infant follow-up (4). Specifically, col-
lection of blood and tissuc products at time of delivery was
arranged with the patient’s obstetrician. Umbilical cord serum
and maternal serum were tested for LACV-specific antibodies
by ELISA and serum-dilution plaque-reduction neutralization
test (PRNT). Sera also were tested for neutralizing antibodies
to the closely related Jamestown Canyon virus by PRNT to
rule out potential cross-reactivity. Umbilical cord and placental
tissue were tested for LACV RNA by reverse transcription—
polymerase chain reaction (RT-PCR). Date were collected
regarding the infants health at delivery and through routine
well-child visits during the first 6 months of life.”

The patient had a normal, spontancous, vaginal delivery of
a healthy girl dt approximately. 40 weeks gestation. The child

fon'and foll p ot possible congenital infecti with La Crosse

TABLE. Summary of laboratory test results during i [*]

encephalitis virus (LACV) — West Virginla, 2006-2007

Collection dste Specimen - Test - Result

August 20, 2006 Maternal serum LACV igM°capture ELISAt Positive
Matemal serum LACV IgM IFAS Posltive
Matemal serum LACV igG1iFA : Posltive
Matemal serum LACV neutralizing antibodies PRNT™ Positive
Matemal serum JCVH neutralizing antibodies PRNT Negative

Janusary 5, 2007 , Placental tissue LACV RNA RT-PCR# Negative
Umbilical cord tissue LACVRANART-PCR . " Negative
Umbilical cord serum LACV igM capture ELISA Positive
Umbllical cord serum LACV 1gG capture ELISA . Equivocat
Umbilical cord serum LACV neutralizing antibodies PRNT Positive
Umbilical cord serum JCV neutralizing antibodies PRNT Negative

March 23, 2007 Maternal serum LACYV IgM capture ELISA Negative
Maternal serum LACV lgG capture ELISA Positive -

* immunoglobulin M,

t Enzyme-linked immunosorbent assay.

§ Immunofluorescence assay.

% immunoglobulin G..
** Plaque-reduction neutralization tesl.
1 Jamestown Canyon virus, ’
§ Reverse iranscription-polymerase chain reaction.
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had normal birth weight (2,970 g), length (52 cm), and head
circumference (33 cm). Apgar scores at 1 minute and 5 minutes
postpartum were within normal limits (8 and 9, respectively).

LACV-specific IgM antibodies were detected in umbilical cord’

serum, although no evidence of LACV RNA was detected in
umbsilical cord tissue or placental tissue by RT-PCR (Table).

The mother declined collection of additional specimens of
infant serum for confirmation of congenital LACV infection.
Maternal serum collected at 11 weeks postparturm was positive
for LACV IgG antibodics but negative for IgM. Except for
intermittent nasal congestion associated with upper respiratory
infections, the infant remained healthy and exhibited appropri-
ate growth and development through the first 6 months of life.
No neurologic abnormalities or decreased cognitive functions
were observed. .
Reported by: A Hinckley, PhD, Div of Vector-Borne Infectious Diseases,
National Censer for Zoonotic, Vector-Borne, and Enteric Diseases;
A Hall, DVM, EIS Qfficer, CDC.

‘Editorial Notes This report summarizes the first case of

symptomatic LACV infection identified during pregnancy.
Congenital LACV infection of the fetus was suggested through
identification of IgM antibodies in umbilical cord serum,
although the newborn was asymptomatic and development
was normal. Although unlikely to cross the placental bartier,
LACV IgM antbodies detected in cord serum might have
been attributable to transplacental leakage induced by uterine
contractions that disrupt placental barriers during labor, which
has been documented for anti-Taxgplasma 1gM antibodies (5).

. Because specificity of standard laboratory techniques used to
.detect LACV IgM antibodics in cord scrum or newborn serum

is unknown, a follow-up evaluation of infant serum is neces-
sary to confitm congeniral infection. However, in this case,
the mother declined collection of any additional specimens
from her infant. . ’
Certain infectious discases have more severe clinical presenta-
tions in pregnant women (6). Symptomatic LACV infection is
rare among adults; therefore, effects of pregnancy on the risk for

. or severity of illness are unknown. Because LACV-specific IgM

can be present foras long as 9 months after infection (J), LACV
might not have been responsible for the symproms reported
during this woman’s pregnancy. However, the woman resided
in an area where LACV is known 10 be endemic; during 2006,
16 (24%) of 67 LACV cases in the United States reported to
CDC occurred in West Virginia, including three other cases
from the same couny as this patient.’ Although antimicrobial
treatment of pregnant women often is controversial because
of limited information regarding efficacy and risk to the

+ 12 Crosse encephalitis, human: cumulative 2006 data. Available at hrep://disease
maps.usgs.gov/2006/lac_us_human.heml.

developing infant (7), certain in vito evidence indicates that
the antiviral agent ribavirin might be useful for reating LACY
infection in nonpregnant patients (2). However, supportive
treatment continues as the standard of care for managing all
LACV patients {2).

Congenital infection with other arboviral diseases has been
reviewed and documented previously (8). Although no human
congenital infection with a bunyavirus of the California
serogroup has been reported, congenital infection with other
bunyaviruses of the Bunyamwera scrogroup has been associ-
ated with macrocephaly. In addition, animal studies have
determined that infection wich LACV during pregnancy can
cause teratogenic effects in domestic rabbits, Mongolian gerbils,
and sheep (9,10).

Pregnant women in areas where LACV is endemic should
take precautions to reduce risk for infection by avoiding mos-
quitoes, wearing protective clothing, and applying a mosquito
repellent to skin and clothing. Additionally, health-carc pro-
viders serving areas where LACV is endemic should consider
LACYV in the differendal diagnosis of viral encephalitis. As
a nationally notifiable discase, all probable and confirmed
cases of LACV should be reported 1o the appropriate state
and local public health authorities. When LACV infection is
suspected in a pregnant woman of infant, appropriate serologic
and virologic testing by a public health reference laboratory
is recommended. Testing breast milk for the presence of
LACY also might be reasonable 10 evaluate the potential for
maternal-infant transmission and to determinc the suitability
for continued breasfeeding. Additional investigations are
needed to confirm the potential for congenital infection with
LACV and to identify immediate and long-term health risks
LACYV poses to infants.
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TTTIT T e v vua chain or be given to other animals. Il animals should be reported to the competent

¥ : Organisation  World Organizacién . authorities and proper hygiene precautions and protection should be taken when destroying
. Mondlale Organisation  Mundial ~ . : and disposing of sick or dead pigs. The Philippines Department of Agriculture has advised
de la Santé  for Animai de Sanidad the Philippine public to buy its meat only from National Meat inspection Services certified
Animale Health Animal Y L
sources.
*F is | Espafiol * L . \
Press Releases . = rangals | e °» site map ) As a general rule, proper hygiene and precautionary measures { wearing gloves, goggles
: . . . . . . and protective clothing) should also be exercised when slaughtering or butchering pigs. This
* The OIE First detection of Ebola-Reston VIirus in pigs . applies both to industral and home-staughtering of pigs. Children and those nol involved in
®. The Veterinary Services the process of slaughtering should be kept away.
I /Editorial . . :
2 Eg:—fiﬁjg-ssgﬂq’@mﬁ FAO/OIEIWHO offer assistance to the Philippines o
« £di ! :
i .
‘e p ) ! .
L MANILA 23 December 2008 —~ Following the detection of the Ebola-Reston virus in pigs in
® International meetings the Philippines, the UN Food and Agriculture Organization (FAQ), the World Organisation for December 2008
® World animal health situation Animal Health (OIE) and the World Health Organization (WHO) announced today that the
® Official country disease status gov;mr‘pen}t]v of the PhllippilnesI has Irg‘quested tf'lne trr\‘re% :%entlzles send an exlpert mission to
» Animal diseases data \;vi;::Jaﬁ;v;‘th uman and animal health experts in the hilippines to funher nvestigate the
#® OIE Expertise ’ ]
® Certification of diagnostic An increase in pig mortality on swine farms In the provinces. of Nueva Ecija and Bulacan in
assays . 2007 and 2008 prompted fhe Government of the Philippines to Initiate  laboratory
¥ Health standards investigations. Samples taken from [ll pigs in May, June and September 2008 were sent to
® Online Bookshop international reference laboratories which confirmed in late October that the pigs were
: o infected with a highly virulent strain of Potcine reproductive and respiratory syndrome
: \LllorissllnternshlpslSeercas (PRRS) as well as the Eboia-Reéston virus.
Although co-infection in pigs is not unusual, this is the first time globally that an-Ebola- '
Reston virus has been isolated. in' swine. It is not, however, the first time that the Ebola-
Reston virus has been found in the Philippines : it was. found in monkeys from the
Philippines In outbreak s that occurred In 1989-1990, 1892, and 1996.
The E bola virus belongs to the Filoviridae family (filovirus) and is comprised of five distinct
species: Zalre , Sudan , Céte d'lvoire, -Bundibugyo and Reston . Zalre , Sudan and
Bundibugyo species have been assoclated with large Ebola. hemorrhagic fever (EHF) ~
outbreak s in Africa with high case fatality ratio (25-80%) while Céte d'ivoire and Reston ° .
have. not. Reston species can infect humans but no serious iliness or death in humans have - : tog]
been reported to date. . . :

o . - Mara Zampaglione.
Since being Informed of this event in late November, FAO, OIE and WHO have besn making . .
every effort to gain a better understanding of the situation and are working closely with the .
Philipplr\esv Govemnment and local animal and human health experts. - . : Updated : 23-Déc-2008
. . ‘ chyright © 2009 OIE - World Organl'gaﬂon for Animal Health, 12 rue de Prony 7501? Paris (France)
. . 1]

The Department of Health of the Philippines has reported that initial laboratory tests’ on Tel: +33 (0)1 44 15 18 88 - Fax: +33 (0)1 42 67 09 87 - Email: ole@oie.int

animal handlers and slaughterhouse workers who were thought to have-come into contact
with infected pigs were negative for Ebola Reston Infection, and that additional testing is
ongoing. The Bureau of Animai Industry (BAI) of the Philppines Department of Agriculture
has notified the OIE that all infected animals were destroyed and buried or burned, the
infected premises and establishments have been disinfected and the affected areas are’
under strict quarantine and movement control.” Vaccination of swine against PRRS Is
ongoing in the Province of Bucalan. PRRS is not transmissible to humans. S

The planned joint FAO/OIE/WHO team will work with country counterparts to address,
through field and laboratory investigation, important questions as to the source of the virus,
its transmisslon, its virulence and its natural habitat, in order to provide appropriate guldance

for animal and human health protection. .

Until these questions can be answered, the FAO and WHO stressed. the lmpdrt_ance of .
carrying out basic good hygiens practices and food handling measures.

A
Ebola viruses are normally transmitted via contact with the bloed or other bodily fluids of an
infected animal or person..In all situations, even in the absence of identified risks, meat
handling and preparation should be done ini a clean environment {table top, utensils, knives) -
and-meat handlers should foliow good personal hygiene practices (e.g. clean hands, clean
protective clothing). In general, hands should be r egularly washed while handling raw meat.

Pork from healthy pigs is safe to eat as long as either the fresh meat is cooked properly (i.e.
70°C in all part of the food, so that there Is no pink meat and the juices run clear), or, in the
case of uncooked processed pork, national safety standards have been met during
production, processing and distribution.

Meat from sick pigs or_pig}slfound dead should ‘not be eaten and should not enter the food . ' ) 72 .
tto://www.oie.int/en'z/oress;/en 081218 htm onnha /nt /i ttp://www.oie.int/eng/press/en 081218 htm : AR - 2009/01,





