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2400 mg, and 1200 mg every 8 h on day
1, and a maintenance dose of 1200 mg
twice a day afterwards. Of note, this
dose regimen is 50% greater than the
one in the phase 3 trials of favipiravir
for influenza in the USA (1800 mg twice
a day on day 1, 800 mg twice a day on
day 2-5). To reduce the chance of relapse
in Ebola virus disease, we decided to
give the treatment for 10 days, which
corresponds to the time needed for an
effective antibody response.

Although modelling is a valuable
method to optimise the search of a
dosing regimen, it is not a substitute for
clinical data. Tolerance, virological, and
pharmacokinetic data will be obtained
during the trial to help to refine the dose
regimen.
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Community-based care
of Ebola virus disease in
west Africa

Although the numbers of patients
contracting and  dying  from
Ebola virus disease in the current
outbreak are staggering, they are an
underestimate since many patients
are necessarily being cared for in the
community by family and volunteers.
This is the reality we have witnessed.
Cumulative case numbers are about
to exceed 20000, but as the outbreak
in reality consists of many smaller
outbreaks across most districts and
counties in the three most severely
affected countries (Guinea, Liberia,
and Sierra Leone), a mismatch
often exists between cases and
treatment unit bed availability. This
reality necessitates the invention of
novel and community-based case
management strategies.

Although the ongoing west African
Ebola virus disease epidemic is
unprecedented in scale, the trans-
missibility and clinical course of
infection is similar to that in previous
Ebola  outbreaks.>  Conventional
responses to an Ebola outbreak have
centred on Ebola treatment units for
isolation and case management, with
concurrent  community  education
and social mobilisation efforts. How-
ever, despite international response
attempts, this outbreak has high-
lighted the difficulty in aligning the
supply of treatment unit beds with
demand. Difficulties in maintaining
accurate and timely epidemiological
data exacerbate the challenges of
response planning. In  Monrovia
(Liberia), through September and
October 2014, the number of Ebola
treatment unit beds was perhaps a
quarter of the actual need. It became
routine to turn patients away. Now,
although there are empty beds in the
Liberian capital, patients are being
infected in areas where there are no
treatment units or else they are full.
The inability to provide care universally

Figure: Training of trainer session on how to use plastic bags to protect hands
Photo credit: Yolanda Bayugo (WHO Headquarters, Geneva, Switzerland). Used with
permission.

in formal treatment units aggravates
social mobilisation difficulties and
contradicts public health messages of
the importance of early presentation
for case management and infection
prevention. When official advice
conflicts with the service capacity,
it creates confusion for the general
public. The disconnect needed urgent
alignment with a different public
health strategy and, ultimately, more
beds in Ebola treatment units.

At present, a substantial amount
of care is provided at home and in
spontaneously evolving community
care centres, which are appearing in
otherwise non-functioning hospitals,
schools, and sporting arenas when
family members or community leaders
choose to not allow an affected
person home with the inherent
transmission risk now increasingly
appreciated.>>* Community-based
support for infection prevention and
control and some form of clinical care
was necessary.

Response efforts to acknowledge
and support care being provided in
the community were slow because
of the fear of possibly exacerbating
an already bad situation, but without
the capacity to isolate thousands
of individuals, community care
was a reality. Non-governmental
organisations aware of the need for
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community care arranged for the
distribution of around 400 000 home
care packs in Liberia.

During September, 2014, and as
requested by the Liberian Ministry
of Health and Social Welfare, a
community infection  prevention
and control strategy was created by
a group formed of representatives
of  relevant  non-governmental
organisations and ministry staff. The
strategy would identify community
volunteers to go from house to
house, providing education and
checking for ill people. This estimated
10 000-strong workforce would need
written or pictorial materials for
dissemination, together with sufficient
personal knowledge to minimise
household transmission when an ill
person was there. Adequate numbers
of volunteers would allow for reqular
follow-up visits.

Around 250 trainers from various
religious and  non-government
organisations were initially trained.
They, in turn, trained and oversaw
the community volunteers with the
capacity of reaching the Liberian
population at large. Training included
practical and locally adapted sessions to
demonstrate chlorine concentrations
for disinfection, handwashing, and
hand protection when gloves are
unavailable (figure). To expect the
community to use hospital-grade
personal protective equipment is
unrealistic. Wearing personal pro-
tective equipment can become
dangerous because of dehydration and

overheating in the community living
environment in Liberia, and to remove
it safely is difficult.”

Descriptions of the 1995 Ebola
outbreak in Kikwit, Democratic Republic
of the Congo, outlined care provided in
homes and existing hospital facilities.
Response efforts focused on education
and minimisation of contact. Personal
protective equipment used by family
members was often limited to gloves
and hand disinfection. The situation
in west Africa necessitated a similar
diversion away from the conventional
infection prevention and control
measures exercised in more recent
Ebola virus disease outbreak responses.
The precautions in  Kikwit were
instituted in mid-May, 1995, and the
last case of Ebola virus disease occurred
in mid-July of the same year”

Outbreak  response is about
adapting to the realities of the
situation. The outbreak continues
to evolve with varying numbers in
the various cities and towns of the
affected countries. Naturally, there will
often be inadequate numbers of local
treatment unit beds so this need to
provide innovative community-based
case management options will persist.
The community will be regularly
called upon to provide frontline care.
We must prepare, educate, and offer
protection while we wait for the
international response to catch up and
provide conventional options, in the
form of more beds in Ebola treatment
units or innovative methods through
drugs and vaccines.
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