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CBRN Public Health issue

After a major terrorist attack or industrial incident,
first areas of concern are public order, victims, and
public health. But, exactly in those first hours, it is
important to secure forensic evidence and to have all
relevant information available to save life.




Media influence
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Media attention overwhelming

Confirmed Anthrax Cases Associated with
Bioterrorism: United States, October 2001
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Source: CDC




BIEMERGING INFECTIOUS DISEA

SAFER * HEALTHIER * PEOPLE"

Research
A Large Outbreak of Legionnaires' Disease at a Flower
Show, the Netherlands, 1999

Jeroen W. Den Boer,*{ Ed P.F. Yzerman,i Joop Schellekens,* Kamilla D. Lettinga,§ Hendriek C. Boshuizen,* Jim E. Van
Steenbergen, ] Arnold Bosman,* Susan Van den Hof,* Hans A. Van Vliet,* Marcel F. Peeters,# Ruud J. Van Ketel,§ Peter
Speelman,§ Jacob L. Kool,* and Marina A.E. Conyn-Van Spaendonck*

*National Institute of Public Health and the Environment, Bilthoven, the Netherlands;

% an outbreak of Leglonnalres dise o
N, (O af OWE wein the Netherlands. To identify the . -

desformed an' on

Py Total cases 188
il Confirmed 133
Al Probable 55
J{Median age 66 years (20-91)
Incubatlon period
Median 7 days (2-19 days)
Hospitalized 163 (87%)
Mechanical 34 (21%)
Mortality 1(11%)
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Selection of emerging diseases
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Less than 20% of the world is prepared to respond
pandemics

© All 194 countries of the world committed to WHO
International Health Regulations

©June 2012 deadline — only 16% fully prepared to
detect and respond to pandemics

INTERNATIONAL
HEALTH REGULATIONS
(2005)

A guide for public health emergency
contingency planning at designated points of entry
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Interpretation of IHR Questionnaire
Componont_[52_| Laborator bosstoy nd sty

8.2.1 *Laboratory biosafety and laboratory biosecurity (Biorisk
““*7 management’") practices in place and implemented

8.2.1.1 Are biosafety guidelines accessible to laboratories?

Indicator

8.2.1.2 Are regulations, policies or strategies’” for laboratory biosafety available?
8.2.1.3 Has a responsible entity” been designated for laboratory biosafety and laboratory biosecurity?
8.2.1.4 Are relevant staff trained in laboratory biosafety and laboratory biosecurity guidelines?

8.2.1.5 Has an institution or person’* responsible for inspection, (could include certification of biosafety
equipment) of laboratories for compliance with biosafety requirements been identified?

8.2.1.6 Has a biorisk” assessment been conducted in laboratories to guide and update biosafety

regulations, procedures and practice, including for decontamination and management of infectious
waste?

Lack of Deliberate

Naturally- Awareness | .o ded Misuse Deliberately-

Occurring Disease Consequences O(t:xtat;‘rseg?( .
Outbreaks accidents of Research Negligence

— X\ v ¥

biosafety biosecurity 8



Biosecurity & Biosafety

Biosafety describes the containment principles,
technologies and practices that are implemented to prevent
the unintentional exposure to biological agents and toxins,
or their accidental release

Biosecurity describes the protection, control and
accountability for biological agents and toxins within
laboratories, in order to prevent their loss, theft, misuse,
diversion of, unauthorized access or intentional
unauthorized release

(adapted from WHO/CDS/EPR/2006.6 and CWA 15793:2011)

Biosafety is to keep bad bugs from people,
Biosecurity is to keep bad people from bugs



zjgj&{y Ministry of Defence

-

Spectrum of Biorisks

The probability or chance that a particular adverse event, accidental
~infection or unauthorized access, loss, theft, misuse, diversion or
intentional release, possibly leading to harm, will occur

Matural Accidental

Biowartare
Outbreak Release




An integrated end-to-end biodefense
strategy

THREAT PREVENT & SURVEILLANCE RESPOND &
AWARENESS PROTECT & DETECTION RECOVER

*Intel * Diplomacy  Attack Warning *Response
Planning

* Risk
Communication

s ASsessments s Interdiction « Attribution

* Anticipate futuref <Critical
threats Infrastructure
Protection * Medical CM

*Mass Casualty
Care

e Decon

Essential four pillars of national biodefense
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CBRN

Centres
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An initiative of the European Union
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Transmission routes

Virus Reservoir
Old World fruit bat

- 14;"'—"‘—4.,

Direct contact

including handling or

Contact with bodily
fluids or tissues from
infected individuals or
individuals who died
from the virus

Unknown
transmission

ontaminated

 or Dodily fluids
Most virolent in dying

patient
Only b

Infection of /

intermediate or
. end hosts

Famor
&= laboratory ' §
S ‘animals
Chimpanzees




Incubation time and travel

Table 1. Model Parameters and Fitted Values for a Model of an Ebola Epidemic

in Liberia and Sierra Leone, 2014.

Parameter

Liberia Fitted

Sierra Leone Fitted

Values Values
Contact Rate, Community (1) 0.160 0.128
Contact Rate, Hospital (Ba) 0.062 0.080
Contact Rate, Funeral (r) 0.489 0.111
Incubation Period (1/x) 12 days 10 days
Time until Hospitalization (1 /vy 4) 3.24 days 4.12 days
Time from Hospitalization to Death 10.07 days 6.26 days
(1/vypu)
Duration of Traditional Funeral 2.01 days 4.50 days
(1/v¢)
Duration of Infection (1 /vi) 15.00 days 20.00 days
Time from Infection to Death (1/yp)  13.31 days 10.38 days
Time from Hospitalization to 15.88 days 15.88 days
Recovery (1/ym)
Daily probability a Case is 0.197 0.197
Hospitalized (1)
Case Fatality Rate, Unhospitalized 0.500 0.750
(5:)
Case Fatality Rate, Hospitalized (6z)  0.500 0.750




DISEASE CAN SPREAD NEARLY
ANYWHERE WITHIN 24 HOURS

15



So, where are we now with IHR Globally?

3,2%

® Fully Implemented

15 June 2007 From 15 June
2007 to 15 June

2009

From 15 June From 15 June
2012to15June 2014to 15 June

From 15 June
2009to 15

48, 24%

W 2-year extension|

requested

The IHR (2005) Assessment by States
Parties of their national
structuresand
development of nationd
action plans

came into
force

no communications

*Legisiationand policy, coordination
resources, laboratory

B Member State agreed to
IHR at a later date

Figure 2: Economic Impact of Recent Epidemics (Zoonotic) 7

“...We must come together to
prevent, and detect and fight every
kind of biological danger — whether -
it’s a pandemic like HIN1, a
terrorist threat, or a treatable
disease.”

President Barack Obama, 2011
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US Global Health Engagement program & EU

GSHA Partner Nation Announcement by President Obama at G20 Summit
in Turkey 6 November 2015:

* Bangladesh, Burkina Faso, Cambodia, Cameroon, Cote d’Ivoire,
Democratic Republic of Congo, Ethiopia, Georgia, Ghana, Guinea, Haiti,
India, Indonesia, Jordan, Kazakhstan, Kenia, Laos, Liberia, Mali,
Mozambique, Pakistan, Peru, Rwanda, Senegal, Sierra Leone, Tanzania,
Thailand, Uganda, Ukraine and Vietnam.

e US DoD has already GHE assets (laboratories, bio-survellance emergency operations
centers) active in a number of these countries and is poised to support the mission to
prevent, detect and to respond to biological threats.

* DoD Cooperative threat reduction (CTR) / Cooperative Biological Engagement Plan (CBEP)

* Armed Forces Health Surveillance Center / Global Emerging Infections Surveillance and Response Systems Division
(GEIS)

* PEPFAR; DAHHP; DIMO (15,000 participants in 2015); DTRA; etc
> USPHS; Military, Contractors, NGOs, 10s, GOs, Local Health Authorities
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A\ J/ United Nations
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Research Institute

Middle East South East and East Europe

North Africa and Sahel
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Tradition of Humanity in armed CIMIC ?
forces operations Civil effects ?

o ~

Nation building ?

HIASC .~
ol Standing Committee



Where do NGO'’s and Military troops meet
each other ?

Liaison, security

CIMIC-activities

CBRNe-incidents

_— Public Health effects

Military

CiviL-MILITARY

GUIDELINES & REFERENCE
ror COMPLEX EMERGENCIES

Interaction

" Ad hoc collaboration in deployment or training
Peaceful f————T——— Combat
omanitiran TeNLE 0 [0%eRePING | Eotorcement
Direct
Assistance dye aybe No No L
it ast resort
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The CIMIC “Battlespace”

Hugs

d Kisses

»~What do we want from our Military -
a sort of Oxfam with guns?“

GBR Labour MP 1998



Inter-Agency Standing Committee (IASC)

1IASC

Inter-Agency
Standing Committee

Chaired by ERC Stephen O'Brien

//()CHA

UNICEF (UN
Children’s Fund)
WFP (World Food
Programme)

WHO (World Health
Org.)

FAO (Food &
Agriculture Org.)

UNHCR (UN Refugee\

Agency)

UNFPA (UN
Population Fund)
UNDP (UN
Development
Programme)

UN Habitat

[

NGO Consortia
Interaction (US-based)

SCHR (Steering Committee on
Humanitarian Response)

ICVA (Intl. Council of Voluntary

\ _Agencies)

%

OHCHR (Office of the High Commissioner for UN Human Rights

IOM (International Org. for Migration)
World Bank  Special Rapporteur on the HR of IDPs

RC & RC Movemeats
[ LR |
|

1. Humanity- address human suffering wherever it is found

2. Impartiality- aid without discrimination

3. Neutrality- not taking sides in hostilities or controversies

4. Operational Independence- not influenced by military, pc

United Nations
Office for the Coordination
of Humanitarian Affairs



lll. The Humanitarian Country Team (HCT)

> Resident/Humanitarian Coordinator (RC/HC)

T

/ ————————— ]__Humanitarian Country Team \

Other AFF?S - ,| Other organizations with
‘. IOM (Int'l Org. for Migration) s | operational relevance (OOWORS)
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The Cluster Approach is
designed to provide:

/ Predictability, \

Accountability
and Partnership
in all response
sectors

\_ 9
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Better support
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Common standards
and tools
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The European Mobile Lab - EMLab
Transfer of military know-how
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UN Mission for Ebola Emergency Response (UNMEER)

WASH YOUR
HANDS HERE

P X ¥ /11N | f 4 ‘
Under the strategic guidance of the SG's Special Envoy, David Nabarro, and the
operational direction of the SG's Special Representative, Anthony Banbury, the mission
will harness the capabilities and competencies of all the relevant United Nations actors
under a unified operational structure to reinforce unity of purpose, effective ground-level
leadership and operational direction, in order to ensure a rapid, effective, efficient and
coherent response to the crisis.

UNMEER will work closely with governments and national structures in the affected
countries, regional and international actors, such as the African Union (AU) and the
Economic Community of West African States (ECOWAS), and with Member States, the
private sector and civil society.

The World Health Organization (WHO) will be responsible for overall health strategy and
advice within the Mission.



PSYOPS
challenge

1

 Some local leaders spread rumors that "the white
people" were conducting experiments, infecting
Sierra Leonians or cutting off people's limbs.

* Doctors Without Borders warned that widespread
belief that Ebola does not exist threatened to spread
the disease regionally.

* Today the word "Ebola" carries so much stigma that
few ailing individuals even seek diagnosis.



Better control

o EBOLAL

Call 117 if you or someoneé

you know has
symptoms

~-




Public awareness

SYMPTOMS

| Faver, waagkness, muscle pain,

headache and sore throat, followed by
vomiting, diarrhoea, and bleeding
(| o—y)

A

HOW TO PREVENT

isolate yourself and get
medical care

vt
I you have Daan in an afactad
counltry
nave had corntact with o saick
person

"

YOUu DEgN 10 Nave syrptoms

Wash your hands with scap
and water frequently

Handrub with alcohol-based
hand sanitizer

HOWIT
SPREADS

Direct contact with body
flunds of an infected person
Hincl. dead bodhes) - mos!

2

nioctious: bliood, laeces, vomel

EBOLA IS NOT
AIRBORNE

Unike influenza or
tuberculosis, Ebola doeas
not spread through the air

PEOPLE CAN
SURVIVE EBOLA

oy
@

Although Ebola s a severe,
often fatal iness, gettng .
meaCal core &arly can
ncrease the chance

ol survwal




Cases in the most affected countries

Guinea

Patient database = =#= Situation report

600
500
400
300
200
100

0
SFIFRDA PPN PFSD
& @ o o @»s* & o*’ R F ¢

Better control

Liberia
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Sierra Leone
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+ Atotal of 30 confirmed cases of Ebola virus disease (EVD) were reported in the week to 5 April. This is the lowest weekly total since the third week of May 2014.
Case incidence in Guinea decreased to 21, compared with 57 confirmed cases the previous week. Liberia reported no confirmed cases. Sierra Leone reported a
fifth consecutive weekly decrease from 25 confirmed cases in the week to 29 March to 9 in the week to 5 April.



Military in Humanitarian Aid

Strengths

* Flexibility / Mobility

* Protection / safe haven
* Communication

* Intelligence

* Logistics

* Medical Support (Mobile
hospitals; standard of care)

Ref.: LSHTM & Oxford University, Qualitative
study, Refugee Studies, Programme
Documentation Centre, 2001

Weaknesses

* Relatively short deployments
* [Intercultural (in-)competence

e Cooperation / communication
with civilian actors

 “Armed” forces

* No neutrality or impartiality
* Competition with NGOs

* Medical treatment standards



The next Epidemic — Lessons from Ebola

& | P 4
&% 44 4
i e %)

* “All countries could identify trained military
resources that would be available for epidemics;
in a severe epidemic, the military forces might
have to work together”

 “The conversation should include military
alliances such as NATO which should make
epidemic response a priority”

Bill Gates, New England Journal of Medicine, March 19, 2015



Any questlons



