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The unfolding outbreak of Ebola virus disease in the 
Democratic Republic of the Congo (DRC) dominated 
discussions at last month’s World Health Assembly 
(WHA) in Geneva, Switzerland. Several funding pledges 
were made and WHO estimated that US$26 million will 
be required to control the outbreak.1 On May 8, 2018, 
the DRC Government declared an outbreak of Ebola 
virus disease, initially in a remote area of the Equateur 
Province (figure).2 As of June 10, 2018, the Government 
of DRC reported 66 cases of Ebola virus disease and 
28 deaths (case fatality rate 42·4%).3 Of the 66 cases, 
38 were laboratory confirmed, 14 were probable where 
it was not possible to collect laboratory specimens for 

testing, and 14 were suspected. Of the confirmed and 
probable cases, 27 (52%) are from Iboko, 21 (40%) from 
Bikoro, and four (8%) from Wangata health zones. A 
total of five health-care workers have been affected, 
with four confirmed cases and two deaths. 

Although this is the ninth outbreak of Ebola virus 
disease in DRC since 1976, certain features of the 
current epidemic have caused serious concerns in the 
international community. First, four cases have been 
identified in Wangata, a district of Mbandaka, the 
capital of the Equateur Province with an estimated 
population of 1·2 million inhabitants. Thus, this is 
the first time the DRC Government and partners are 
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AAA screening. Routine management includes a CT 
angiography of the whole aorta for large screening-
detected AAA and an ultrasound of the popliteal arteries 
for all screening-detected AAAs to detect concomitant 
popliteal artery aneurysms. Sometimes, another 
aneurysm in the thoracic aorta or a more complex aortic 
aneurysm can be detected, which needs more careful 
planning and advanced interventional techniques. 
According to a recent report of screening-detected 
AAA,8 44% of individuals who had surgery did not have 
a straightforward and simple EVAR. Instead, they had a 
complex procedure associated with increased operative 
morbidity and mortality. An increasing proportion of 
popliteal artery aneurysms are found and operated 
because of screening for AAA.9 These scenarios have 
not been taken into account in the debate about the 
benefits and harms of AAA screening.

Smoking is eight times more common in individuals 
with AAA than in healthy controls and is implicated in 
75% of AAA cases.10 The decreasing prevalence of smoking 
in Sweden (from 44% of the population in 1970, to 
15% of the population in 2010) should be viewed as the 
main cause of the decreasing incidence and mortality of 
AAA. Every percentage drop in the prevalence of smoking 
will have a huge effect on smoking-related diseases such 
as cancer11 and AAA. Primary prevention programmes to 
reduce the prevalence of tobacco smoking is a top priority, 
whereas screening for AAA is not.
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tackling an outbreak of Ebola virus disease in an urban 
city. Second, the other epicentres of the Ebola virus 
disease outbreak are in rural remote areas: Bikoro 
and Iboko are located close to the River Congo, which 
serves the two neighbouring countries of the Central 
Africa Republic and the Republic of the Congo, creating 
an increased risk of the disease spreading to these 
countries if the outbreak is not rapidly controlled in 
DRC. The 2014–16 outbreak of Ebola virus disease in 
west Africa, which resulted in 11 310 deaths,4 showed 
how rapidly the disease could spread into neighbouring 
countries.

Although the outbreak of Ebola virus disease in 
DRC is ongoing, two features of the response are 
noteworthy: the swiftness of the response time and 
the introduction of ring vaccinations, an innovative, 
pre-emptive strategy to vaccinate those most at risk 
of infection. The global health community learned 
from the 2014–16 west Africa Ebola virus disease 
outbreak that a speedy response was vital to control 
the outbreak. The response to the current outbreak 
in DRC has been rapid at the national, continental, 

and international levels. The DRC Health Minister, 
Oly Ilunga Kalenga, has led his country’s response with 
pragmatism and expediency, both in Kinshasa and at 
the provincial levels, by developing a comprehensive 
response plan and establishing appropriate technical 
committees and mobilising the requisite political, 
financial, and technical support.5

At the continental level, within 2 days of declaration 
of the outbreak the Africa Centres for Disease Control 
and Prevention (Africa CDC), which one of us (JNN) 
leads, had activated its Emergency Operation Center 
in Addis Ababa, Ethiopia; deployed an advance team 
of epidemiologists to Kinshasa to assist the Ministry 
of Heath; and briefed an extraordinary session of 
the Permanent Representative Committee of the 
55 African Union member states. In addition, the 
Director of the Africa CDC (JNN) led a delegation to 
Kinshasa, Bikoro, and Mbandaka for an assessment 
of the gaps in the responses requiring support from 
Africa CDC. The Africa CDC team worked with the staff 
from WHO to assist the Ministry of Health to develop 
three strategies: surveillance and contact tracing; 
focal health-care zones to ensure adequate control 
measures; and laboratory testing. Africa CDC is also 
deploying more than 30 health-care workers, including 
epidemiologists, infection control and laboratory 
experts, and anthropologists.

Globally, WHO has had a crucial role by rallying 
appropriate attention to the outbreak and mobilising 
essential international partners to action. WHO has 
augmented the DRC Health Ministry’s response plan 
by deploying many health-care workers in the field 
and is supporting a ring vaccination programme with 
a Merck-produced Ebola vaccine.6 The vaccination 
programme is led by DRC’s Ministry of Health and 
supported by WHO and partners. This is the first time 
such a vaccine has been used outside of the west 
Africa 2014–16 epidemic. Importantly, the vaccine 
is being deployed as the outbreak unfolds as part of a 
new international approach for rapid mitigation of 
outbreaks through multiple interventions. Anthropo-
logical and sociological determinants of the uptake 
of the vaccination programme will be crucial as the 
intervention is scaled up. Moreover, issues of access, 
equity, and ethical considerations in deploying 
the vaccine will need to be considered. Médecins 
Sans Frontières (MSF) rapidly set up treatment and 
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Figure: Cases distribution of Ebola virus disease outbreak in Equateur Province, DRC, as of June 10, 2018
The number of cases shown are as reported by the Ministry of Health, DRC, as of June 10, 2018. The map is 
adapted from one from the Ministry of Health DRC.



Comment

www.thelancet.com   Vol 391   June 16, 2018 2397

containment centres at the affected sites to minimise 
transmission and improve clinical outcomes for 
detected patients. Several other partners are assisting 
with the response, including the US Centers for Disease 
Control and Prevention, the International Federation of 
Red Cross and Red Crescent Societies, and others.

However, six important gaps in outbreak governance 
and logistics management must be addressed to ensure 
a more comprehensive response to the Ebola virus 
disease outbreak in DRC. The first is leadership of the 
response. Much has been learned from dealing with 
past outbreaks of Ebola virus disease in west Africa 
but each new outbreak has unique challenges. It is the 
responsibility of each country to ensure the health 
security of its citizens. However, effective leadership 
of the Government of DRC may be challenged given 
the weak health system of the country due to its long 
history of conflict and resulting economic and political 
difficulties. All efforts should be made to strengthen 
their leadership. As such, financial, human, and 
material assistance from the global community to 
DRC’s leadership will be central to ensure an effective 
response. Second, coordination—but not control—
of contributing partners’ effort is essential to create 
efficiencies to control the outbreak. Third, translating 
global material and financial commitment into country-
level disbursements must be accelerated. Fourth, 
commitments made to support the response in DRC 
must be fulfilled. There have been huge logistical 
challenges with airlifting supplies and health-care 
workers from Kinshasa to Mbandaka, Iboko, and Bikoro, 
because no commercial flights exist from Kinshasa to 
Mbandaka and motorable roads from Mbandaka to 
the other affected areas are non-existent. Although 
financial and material support was expressed at the 
WHA, ensuring that these commitments reach DRC 
in a timely way is not yet evident. Fifth, there has 
been inadequate support of the focal health-care zones 
(Bikoro, Iboko, Mbandaka, and Equateur Province) to 
establish appropriate control measures and minimise 
transmission. Finally, laboratory testing has been 
challenged by insufficient supplies and a shortage of 
experienced staff.

The outbreak of Ebola virus disease in DRC is far 
from over and may take several months to bring 
under control. The steps taken in the next few weeks 
will be crucial to the trajectory of the outbreak and 

it is vital that effective coordination of partners’ 
efforts and rapid provision of requisite and well 
tested interventions are put in place. In this context, 
fiscal and infrastructural support to DRC will be 
important for rapid containment of the outbreak. As 
more partners join the fight to control this outbreak, 
standard operating procedures for engaging with 
the government, coordinating with other partners, 
allocating financial resources, and deployment in the 
field should be established quickly to ensure effective 
coordination, but not control, of partners’ efforts. 
Such standard operating procedures for outbreak 
governance will ensure that aid is not a burden to DRC 
but an asset in the response.

Any successful public health response is based on 
trust between practitioners, patients, government, and 
communities. Trust is essential for effective outbreak 
control and must be underpinned by active case finding, 
contact tracing and follow-up, and engagement with 
communities. In addition, health-care infrastructure 
needs to be strengthened and supported to provide 
health care for non-Ebola patients. Strengthened 
health-care systems are needed to address existing 
endemic health challenges and respond to future Ebola 
outbreaks and other emerging infections in DRC.

Alongside the response to the outbreak, post-Ebola 
recovery plans for DRC must include supporting the 
country to develop a functional national public health 
institute. In future, the response to a potential tenth 

outbreak of Ebola virus disease in DRC must be led 
by the country’s national public health institute. In 
November, 2002, an outbreak of the severe acute 
respiratory syndrome caught China unprepared.7 In 
response to that outbreak, the Government of China 
established the Chinese Center for Disease Control and 
Prevention (China CDC). Today, if faced with a similar 
disease threat, China CDC, and not the international 
community, would lead the response in China. This is 
what should be done in DRC and all African countries. 
This is a vision Africa CDC and the African Union are 
promoting as a new public health order for Africa’s 
health and economic security. To ensure that this vision 
is achieved, the African Union Commission and Africa 
CDC will be convening an International Conference on 
Ebola in DRC: Response in July, 2018, to raise funding 
and advocate for sustained support for the DRC’s 
response efforts.
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Troponin assays: developing indications
Cardiac troponin assays were introduced into clinical 
practice in 1995 for the diagnosis of acute myocardial 
infarction. Originally, this assay could not help to reliably 
rule out myocardial infarction until about 12 h after 
symptom onset. Consequently, there has been a drive 
to develop more sensitive and reliable troponin assays 
that would facilitate an earlier exclusion of myocardial 
infarction, ideally in the emergency department.1–3 

The new high-sensitivity cardiac troponin (HsTrop) 
assays are able to detect troponin at much lower 
concentrations than those detected previously.4 This is 
in keeping with the universal definition of myocardial 
infarction, which recommends that a troponin assay 
used to diagnose myocardial infarction should have a 
coefficient of variation of 10% or less at the threshold 
concentration representing the 99th percentile upper 
limit of a so-called normal reference population. 
Modern HsTrop assays can detect troponin in more 
than 50% of the general population, with some assays 
able to detect some troponin in nearly everyone.5 
However, there are important implications of this 
increased detection sensitivity on the interpretation 
of positive HsTrop results by front-line clinicians, 
particularly in the context of the well established 
subclassification of myocardial infarction, the most 
clinically relevant being type 1 and type 2 myocardial 
infarction. Type 1 myocardial infarction is a classic 
heart attack, in which erosion or fissuring of the 
surface of an atherosclerotic plaque attracts a platelet-
mediated thrombus, thus reducing the coronary artery 
flow. By contrast, type 2 myocardial infarction is due 
to a myocardial oxygen supply–demand mismatch, 
which occurs in conditions such as tachyarrhythmias, 
anaemia, and sepsis. Evidence unequivocally supports 
the use of HsTrop as a rule-out test for type 1 
myocardial infarction, allowing for early discharge of 
patients with a low subsequent clinical event rate.6 
As a rule-in test for type 1 myocardial infarction, 
however, the HsTrop test is subject to considerable Troponin cardiac protein molecule
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