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Chairman Murphy, esteemed members of this council and fellow guests of 

the committee, it is a privilege to testify before you today regarding the 

developments of the Ebola outbreak in West Africa. 

Since Ebola entered Liberia in March, through its explosion onto the 

international spotlight in July, and even now when it appears the disease may have 

crested in Liberia, the world has learned much about Ebola. We have also 

discovered there are important questions for which we simply do not have factual 

answers.   

I believe it is important to highlight just a few questions that remain 

unanswered and therefore continue to pose significant risk to Americans and the 

world: 

 How are the doctors who are returning to the USA becoming infected? 

 Can the virus live in other mammals besides primates, bats, rodents, 

and humans? (Attachment 1)  For example, could it live in dogs, cats, 

cows, swine, and groundhogs?   

 As with other viruses, could Ebola continue to be carried by a human 

who has no fever but enough viral load to be contagious? 

http://www.nature.com/srep/2012/121115/srep00811/full/srep00811.html


An article in The New England Journal of Medicine (Attachment 2) reports 

that 95% of Ebola cases fully incubate in less than 21 days, but 5% of cases can 

remain asymptomatic for up to 42 days (Attachment 3).  What does that mean for 

the United States and the world? 

The media coverage is already decreasing as if the disease itself is burning 

out. I hope it is, but we cannot assume that Ebola will now just go away because of 

the measures that have been implemented so far. The United States, and the 

international community, needs to relentlessly pursue all reasonable means to fight 

the spread of the virus in West Africa. 

Many public health experts are telling us that we know the disease, how to 

fight it, and how to stop it. Everything we have seen in this current outbreak, 

however, suggests that we do not know the science of Ebola as well as we think we 

do. 

No one can predict the path this virus will take or the number of innocent 

lives that will ultimately be lost. Estimates from the Centers for Disease Control 

(CDC) state that up to 1.5 million persons in West Africa will be infected by mid-

January. The World Health Organization (WHO) recently announced that we will 

likely see 10,000 cases per week by early December.  Every time proclamations are 

made based on the current understanding of the science, the agile virus surprises 

the best minds in the world and teaches us new things.  Now the disease has entered 

Mali and it is likely to enter other countries that border Sierra Leone, Liberia, and 

Guinea.  Samaritan’s Purse is concerned that will happen soon.   

http://www.nejm.org/doi/pdf/10.1056/NEJMoa1411100
http://www.naturalnews.com/047267_ebola_outbreak_incubation_period_viral_transmission.html


I want to stress the strategic need to stop the disease in West Africa, and the 

United States government should base all of its policy decisions on stopping the 

disease there for the sake of the entire world. This must be our primary focus. 

My organization, Samaritan’s Purse, has had an office in Liberia for 11 years. 

When Ebola was first identified there in March of this year, we immediately 

mobilized a large-scale public awareness and infection prevention effort that is 

ongoing and has so far reached over one million people. Just two months later, we 

had assumed primary responsibility for all of the direct clinical care of Ebola 

patients in the country.  In late July, one of our physicians, Dr. Kent Brantly, who has 

since testified before this committee, contracted the disease. The ensuing media 

frenzy upon his evacuation to the United States, then awoke the world to Ebola and 

its dangers. 

From the beginning, we knew that we were dealing with an unprecedented 

Ebola outbreak. We were one of the first organizations to sound alarms while 

pleading with the international donors and the relief community for more 

resources. Our warnings were not heeded, and the struggling governments and 

crumbling healthcare systems in Liberia, Guinea, and Sierra Leone were left to 

manage a deadly epidemic that threatens the world. Over 5000 have since died and 

more lives are being lost every day. 

Today, we are seeing what appears to be improvement in Liberia. Data 

reporting on the disease has been grossly inaccurate from the outset, yet there is a 

noteworthy trend as evidenced by fewer burials, a substantial number of empty 

clinic beds, and fewer cases found in some of the early hottest spots of the epidemic. 



While this is positive news, I fear that some in the international community are 

already beginning to breathe a sigh of relief and pat themselves on the back.  It is too 

early for that, as Ebola has repeatedly shown itself to be insidious, nimble, and 

deceptive. 

At the same time as we see declines in patient loads and death rates in 

Liberia, there are significant increases in patient loads and deaths in the 

neighboring country of Sierra Leone.  And in Liberia, there are numerous new 

outbreaks in remote rural communities, including in areas along the border with 

Cote d’Ivoire. Nearly every single district bordering Cote D’Ivoire has confirmed 

Ebola cases. Samaritan’s Purse is deeply concerned the disease will soon appear 

there.  The disease has also now been confirmed in Mali.  

As an organization that has been on the frontlines of fighting the current 

outbreak, we have learned that there are things we know about Ebola, but many 

things we don’t know. The disease has been underestimated from day one. Every 

time we learn something new, it comes at a terrible price, whether that is in 

Monrovia, Dallas, New York, or Spain. We must not assume that we have a complete 

grasp on its trajectory, in Liberia or anywhere else, and we should not be content to 

accept that our capabilities are fully sufficient.  

We don’t know exactly why the numbers have decreased in Liberia. The 

Ebola treatment unit for healthcare workers ordered by President Obama in mid-

September was just opened last week, and it has not treated any patients as of the 

15th of November. Only a small percentage of the new Ebola Treatment Units have 

been completed, and none of the 1,700 beds that were committed are open yet.  



USAID and others have mobilized about 65 burial teams, and that has made real 

progress in removing infection sources as have public awareness campaigns and 

infection control programs. Liberians are now much more accepting of the 

knowledge that contact with corpses is deadly.  Social change has also happened 

through public messaging and personal observation.  These are all good things, but 

no one can state conclusively why the disease is decreasing in Liberia and increasing 

in Sierra Leone. It has descended in both countries before and then returned with 

intensity. 

We should not be lulled into thinking that the fight is over or even has 

peaked. On the contrary, we must remain steadfastly committed to stopping the 

disease in Africa or seeing it turn into an even larger global crisis. Dr. Peter Piot, the 

man who co-discovered Ebola in 1976, recently said, “I am more worried about the 

many people from India who work in trade or industry in West Africa. It would only 

take one of them to become infected, travel to India to visit relatives during the 

virus’ incubation period, and then, once he becomes sick, go to a public hospital 

there. Doctors and nurses in India, too, often don’t wear protective gloves. They 

would immediately become infected and spread the virus.”  An article in the New 

York Times dated Sunday, November 16 reports on serious sanitation and hygiene 

issues in Mumbai (Attachment 4).   

Is the world ready for the disease to hit the Indian subcontinent? What would 

it mean to see the virus spread in these densely populated countries where public 

health systems are wholly inadequate to contain the outbreak? If this seems like a 

far-fetched question, just think that between 1,500 and 3,000 people travel by air 

http://www.nytimes.com/2014/11/17/opinion/in-india-growth-breeds-waste.html?_r=0
http://www.nytimes.com/2014/11/17/opinion/in-india-growth-breeds-waste.html?_r=0
http://www.forbes.com/sites/jvchamary/2014/10/13/ebola-travel/


from West Africa to India every week (Attachment 5).  A single case in India similar 

to Mr. Duncan in Dallas would have a vastly different outcome. 

The theoretical became a real possibility for me just last week. One of our 

Liberian team staff members, of Indian nationality, planned to take leave and return 

home to India for Christmas. This staff person has lived in a “no touch” environment 

for over two months and serves in a zero-risk position.  Yet, I was faced with the 

decision of whether to send him home with the protocols of WHO and CDC, which 

are essentially to monitor your temperature twice daily and report to a hospital if 

your fever spikes or you have other symptoms of Ebola. For the sake of public health 

we decided not to allow immediate return to India but to isolate the person for 21 

days first. Despite scientific claims, the consequences of being wrong are 

unimaginable. 

There has been much discussion about restricting travel from West Africa. 

Two American allies, Canada and Australia, have essentially closed their borders to 

non-resident travelers from Sierra Leone, Liberia, and Guinea. Prohibitions or 

severe restrictions from about two-dozen other countries have hurt the ability to 

travel commercially in and out of the three countries.  There is no cohesive global 

policy however just like there is no unified protocol within the US for returning 

relief workers or members of the US military. 

We need to seriously consider whether travel restrictions could stop or slow 

the spread of the disease to America, or more significantly, other parts of the globe.  

Our health system has shown that, although with pain, panic and great expense, we 

http://www.forbes.com/sites/jvchamary/2014/10/13/ebola-travel/


are able to trace contacts and quickly shut down the spread of the virus. Would 

India, Bangladesh, or China have the same capacity?  

 We must do more than just screen departing passengers for fever. We have 

to be willing to consider implementing a policy of “essential” travel only that would 

be coordinated internationally. Those who argue that it will bring these countries to 

financial ruin perhaps fail to recognize that these nations have already suffered 

enormous economic pain because of the outbreak. The internationally accepted 

premise of fighting Ebola is to identify and isolate. Why would we not include air 

travel in that discussion? 

Commercial airlines have already severely cut back and restricted their 

flights.  British Air, Air France, Delta, Kenya Air and others have ceased flights in and 

out of these countries.  Today in Liberia there are only two commercial carriers left 

flying, Brussels Air and Royal Air Maroc.  Each makes two flights per week into 

Monrovia.  It can take up to two weeks to get a booking out.  The flight crews have 

come under pressure from their unions to stops flying there.  If the companies 

should decide it is not in their commercial interest to continue these flights, Liberia 

will be effectively quarantined.  

If the commercial flights come to a halt, what is the back-up plan? How would 

the relief effort continue to be supported with personnel and supplies? Given the 

recent international track record in timeliness, would we be looking at four or six or 

eight weeks to get an air bridge set up to fly relief workers and emergency cargo?  

Instead, a trustworthy system dedicated to flying solely for the Ebola response 

should be established now. 



We often hear that the 21-day isolation will hamper efforts to recruit staff to 

join the fight against Ebola. It would be much more of an onerous challenge to 

convince personnel to go if they did not have assurance of their flight home.  A 

dedicated air bridge for humanitarian workers would also provide the ability to 

fully monitor and land a large group if needed in case of crisis.  

Strong diplomatic pressure must be continued on the governments in Guinea, 

Liberia, and Sierra Leone to put aside their local politics and engage in this fight in a 

more serious way. As we struggle to work in Liberia, we see government 

bureaucracy hampering efforts.  In one area, we finished construction on a new 

Community Care Center two weeks ago, but we are still waiting for the government 

to inspect it so that it can care for the Ebola patients around it. Liberia removed 

their emergency decree last week and announced their desire to reopen schools 

soon.  We hope those measures are timely and not premature. 

I want to emphasize the incredible need for a vaccine and effective 

treatments.  This cannot be overstated.  Finding an effective vaccine is in the interest 

of the United States and the entire world. 

We should be asking ourselves if we are truly seeing a turn in the tide or 

merely the calm before the storm. This disease is a formidable enemy, and it has 

already caught us off-guard more than once. Its patterns of transmission are not 

fully understood and have not been fully controlled. We should not take the chance 

of having our response come up short again. The stakes are too high. If we let our 

guard down now, the consequences could be much more catastrophic than what we 

have already seen. 
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