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			Air operations are increasingly executed by coalition forces. In “The Trilateral Strategic Initiative: A Primer for Developing Future Airpower Cooperation,” Col Peter Goldfein and Wing Cdr André Adamson present the concept of the Trilateral Strategic Initiative (TSI) and its objective of furthering trilateral cooperation. The authors argue that the TSI and its steering group are a compelling model for improving the coherence of international airpower. The initiative reflects the vision of the air force chiefs of the United States, France, and United Kingdom to increase trust and integration among their services and to advocate for airpower. In the absence of a bureaucratic framework, the TSI is steered by collaboration among the strategic thinking cells of each service’s air staff, which includes officers from all three nations. Together, they identify the means to improve interoperability. They also debate airpower concepts to feed the thinking of senior leaders and to spawn cooperation at operational levels. The article considers the historical and cultural convergences among the three air forces as well as countervailing tendencies that allow the initiative to fully realize its potential as an enabler of the trilateral development and employment of airpower. The authors also note the role of the initiative in informing debate within the North Atlantic Treaty Organization. Finally, they consider the applicability of this approach for broader cooperation, including its place in a joint context.

			Dr. Nikolas Emmanuel’s article “Third-Party Incentive Strategies and Conflict Management in Africa” examines the use of an incentives approach in managing intrastate conflict in Africa because in many cases, risks and costs make applications of hard power alone unfeasible. Furthermore, simply ignoring episodes of civil conflict in the hope that they will “burn themselves out” does not appear to be a viable alternative. That said, both noncoercive and coercive incentive strategies exist and have been deployed by third parties in a variety of conflict situations. Such incentives seek to manage conflict by encouraging political bargaining. The clear intention of this approach is to shift the behavior of targeted actors away from violence and towards more peaceful interaction. Indeed, such incentives offer a good deal of underexplored opportunities to help manage discord. This research has two primary objectives. First, it furthers the discussion of how external third parties can help manage conflicts. Second, it offers a typology of the available incentive strategies, classifying them along noncoercive and coercive lines. Thus, the article outlines the possibilities offered by an incentives approach, focusing on examples drawn from recent African cases.

			Since the end of apartheid, South Africa has enjoyed unequalled political and economic standing in Africa. In “South Africa: Africa’s Reluctant and Conflicted Regional Power,” Prof. John F. Clark posits that the country’s record in regional diplomacy is quite mixed insofar as it has rarely employed coercive diplomacy to resolve local conflicts, preferring to use soft power to reinforce regional principles of interstate conduct. Only infrequently has South Africa used the threat of force to influence the domestic politics of other states or to resolve African interstate strife. He notes that it has generally failed to articulate a set of principles to guide either economic policy or international relations in a hegemonic fashion on the continent. This article, then, seeks to show that South Africa has acted more as a reluctant and conflicted regional power than a hegemon of any kind. Although the country is definitely a “regional power,” it is difficult to characterize its role at a continental level. After attempting a characterization of South Africa’s role, the author then inquires into the reasons for its ambiguous conduct on the African continent.

			Mr. Dan Stigall’s article “Countering Convergence: ‘Central Authorities’ and the Global Network to Combat Transnational Crime and Terrorism” maintains that in a progressively unstable world order, there has never been a greater need for international cooperation in the fight against transnational crime and terrorism. The operations of nonstate armed groups, terrorists, and transnational criminal organizations are becoming global in scope. Moreover, as recent events have demonstrated, such groups are more lethal, disruptive, and destabilizing than ever before. Also apparent, however, is the fact that effective cooperation against such groups requires much development in what the parlance of international development calls “the justice sector.” Mr. Stigall argues that the international community must therefore devote more attention to the development of a central authority in critical regions such as the Middle East, North Africa, and the Sahel. Engines that give life to the international treaty framework must be built, serviced, and properly maintained. Otherwise, efforts to address transnational crime and terrorism through the framework of a rule of law will remain stymied.

			In “Ebola Epidemic,” Prof. Yohannes Woldemariam and Mr. Lionel Di Giacomo address the effects of the 2014 outbreak in Guinea, Sierra Leone, and Liberia on those countries and on the international community. On 8 August, the World Health Organization declared the epidemic a “public health emergency of international concern.” By mid-September, nine months after the first case occurred, the numbers of reported cases and deaths were still growing from week to week despite multinational and multisectoral efforts to control the spread of infection. The epidemic has now become so large that the three most affected countries, mentioned above, face enormous challenges in implementing control measures at the scale required to stop transmission and to provide clinical care for all persons suffering with Ebola.

			Dr. Aqab Malik provides an in-depth account of the indigenous manufacture of small arms and light weapons in the town of Darra Adam Khel and the wider Federally Administered Tribal Areas of Pakistan. His study, “Darra Adam Khel: ‘Home Grown’ Weapons,” highlights factors such as the establishment of the infamous arms pipeline in Afghanistan; logistical issues related to the manufacture of firearms; the relationship between narcotics and arms; political problems; the buying and selling processes; methods involved in the procurement of weapons; the distribution and transportation of weapons, as well as the routes used; and the processes involved in the Hawala financial system for the exchange of payments in the black market arms trade. The article further aims to induce greater efforts to eradicate the menace of the widespread diffusion of small arms and light weapons from Pakistan. It does so by addressing concerted efforts in the consistent improvement of existing legislation and the inculcation of new legal tools that will assist in the reduction of the spread of these weapons in Pakistan as a result of the “Kalashnikov” culture that has taken root since the Soviet invasion of Afghanistan.

			Rémy M. Mauduit, Editor
Air and Space Power Journal–Africa and Francophonie
Maxwell AFB, Alabama

		

	

	
		02Goldfein-E
		

	
	
		
			The Trilateral Strategic Initiative
	
		03Emannuel-E
		

	
	
		
			Third-Party Incentive Strategies and Conflict Management in Africa

			Nikolas G. Emmanuel, PhD*

			There is much to learn about the role of external actors in preventing violent conflict and managing it when it occurs. Consequently, this article focuses on the possible range of third-party conflict-management tools, primarily through the lens of an incentives approach. Third-party incentives seek to manage conflict by facilitating bargaining between the parties involved. Such an approach tries to go beyond the purview of realist international relations scholars, who concentrate predominantly on hard power, by considering soft intervention options to alter the behavior of conflicting parties.
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			Ebola Epidemic

			Yohannes Woldemariam, PhD*
Lionel Di Giacomo

			This article seeks to critically examine various dimensions of the impact of the 2014 Ebola epidemic in Guinea, Sierra Leone, and Liberia and on the international community. How did poverty and inequality exacerbate the epidemic? How did legacies of violence and civil war complicate efforts against Ebola? Critically examining the outbreak may trigger more questions than answers; nevertheless, it is instructive to draw lessons from such crises. What does history teach us?

			The Greek war historian Thucydides was perhaps the first to detail the history of an infectious disease, which he called the “plague of Athens,” an affliction that reduced its population by over one-third and contributed to that city-state’s defeat in the Peloponnesian Wars. In what could fit a description of some Ebola-afflicted regions during the 2014 epidemic, Thucydides wrote, “The bodies of the dying were heaped one on top of the other, and half-dead creatures could be seen staggering about in the streets or flocking around the fountains in their desire for water. For the catastrophe was so overwhelming that men, not knowing what would next happen to them, became indifferent to every rule of religion or law.”1

			In a more recent example, 95 percent of American Indians were killed by diseases brought by European explorers to the New World between 1492 and the end of the seventeenth century. Francisco Pizarro defeated an Incan army of 80,000 soldiers with only 168 Spaniard soldiers because a smallpox epidemic killed large numbers of the Native Americans.2 In the twentieth century, the morale of German forces was undermined by the 1918 influenza outbreak, contributing to an Allied victory. During World War II, disease claimed the lives of more soldiers than actual combat in many battle areas.3

			Epidemics have been critically important throughout history in determining the fates of communities, armies, states, and entire civilizations. The 2014 Ebola epidemic threatened havoc in West Africa, undermining the recovery and well-being of the postconflict states of Guinea, Sierra Leone, and Liberia while also bringing attention to how the affluent world is not immune to diseases in the global South in the context of a worldwide economy.

			Ebola and the Scope and Impact of the Epidemic

			The Ebola virus was discovered in 1976 in what is now the Democratic Republic of Congo (DRC), formerly Zaire. Small-scale outbreaks have occurred in the DRC, Uganda, and Southern Sudan. There has been much public confusion about Ebola transmission. According to the New York Times,

			You are not likely to catch Ebola just by being in proximity to someone who has the virus. It is not spread through the air like the flu or respiratory viruses such as SARS [severe acute respiratory syndrome].

			Instead, Ebola spreads through direct contact with bodily fluids. If an infected person’s blood or vomit gets in another person’s eyes, nose or mouth, the infection may be transmitted. In the current outbreak, most new cases are occurring among people who have been taking care of sick relatives or who have prepared an infected body for burial.4

			Ebola forced the swift isolation of victims, along with those not showing symptoms who were from the affected or even suspected areas. Furthermore, the symptoms of Ebola closely resemble those of other diseases such as influenza, causing confusion and increased panic. Different from prior Ebola outbreaks, the 2014 epidemic was far larger, encompassing many countries in West Africa and defying earlier strategies of containment. The most affected nations in Africa were Liberia, Guinea, and Sierra Leone. Nigeria also reported over a dozen deaths and many more infected. The World Health Organization (WHO) determined that the East African country of Kenya was at high risk for Ebola because it is a hub for air travel to many West African countries.5 In a knee-jerk reaction and bowing to international pressure, Kenya’s airlines stopped all flights to the affected countries.6 South Africa followed suit by similarly banning flights.

			Kenya Airways was singled out, but it is not the only major airline serving West Africa. Ethiopia, for example, is the headquarters for organizations like the African Union, and Ethiopian Air Lines makes frequent flights to West Africa and many other African countries.7 According to an Oxford study, Ethiopia was one of the African countries most at risk for developing Ebola outbreaks through animal-to-human transmission while Kenya was not, demonstrating the contradictory and incoherent nature of international responses to Ebola.8

			In the United States, some people called for shutting down all air travel to the affected countries. As of August 2014, there were no commercial American airlines that had not already suspended flights to the region, and even this prohibition did not guarantee that infected persons wouldn’t simply take a connecting flight from a non-American airline—witness the case of Ebola diagnosed in Texas, the victim having arrived in Dallas via Brussels. Additionally, it was vitally important to keep lines of travel open to assist the movement of supplies and health workers critical to the local containment of the disease in efforts to stop Ebola in its tracks. As Vauhini Vara of the New Yorker wrote, “There may be situations in which the U.S. could benefit from keeping out of other countries’ affairs; this, public-health officials seem to agree, is not one of them.”9 Flight bans only served to further isolate and stigmatize countries that most needed incoming health workers, medical and emergency supplies, and international communication.

			Local Responses to Ebola

			Ebola exposed how dysfunctional the public health system in most of Africa truly was—in many cases almost nonexistent. However, some states are in a far better position than others. With all its imperfections, and despite President Goodluck Jonathan’s mass firing of 16,000 resident doctors for striking in August 2014, Nigeria still had a far stronger public health infrastructure than any of the other affected countries in West Africa.10 By the end of September 2014, President Jonathan told the United Nations (UN) that Nigeria is “Ebola-free.”11

			In what sounded encouraging, Ethiopia claimed to have established a special hospital for potential Ebola cases. Yet, the health care system in Ethiopia was and still is one of the worst in the world. In her 2014 trip to that country, Amy Walters of National Public Radio discovered that even its best hospital, Tikur Anbessa, had inadequate equipment, facilities, and medical personnel.12 The doctor/patient ratio in the country has been suffering from a chronic brain drain to Western nations because of the exodus of doctors who complain about low salaries. Additionally, due to issues of class and accessibility, 85 percent of Ethiopians may never see doctors at all in their lifetimes.13 In Liberia, where the Ebola epidemic was at its worst, initially only 45 doctors nationally served a population of approximately 4.5 million. The picture remains more or less similar in most African countries.14

			The fact that Ebola spread much faster than was generally acknowledged publicly was blamed on the porous nature of African borders. In response, governments strengthened them, but cordoning off the affected countries soon proved an ineffective approach. Ultimately, epidemiological surveillance and contact tracing (the tracking and diagnosing of all people who came in contact with an infected patient) were widely adopted as a proven method to track Ebola victims on the recommendation of Doctors Without Borders / Médecins Sans Frontières (MSF).15

			The blanket quarantining of entire communities as a reaction to Ebola or any contagious disease resembles the scenario in Michel Foucault’s Discipline and Punish of how plague-struck towns were treated in Europe in medieval times: “First, a strict spatial partitioning: the closing of the town and its outlying districts, a prohibition to leave the town on pain of death.”16 We saw in the 2014 epidemic a similar phenomenon happening to the inhabitants of Ebola-stricken areas. It was also evident in the international air travel bans and increased border security across the world. In an illustration of how quarantining is not effective, “a university student infected with Ebola evaded health surveillance for weeks as he slipped into Senegal, carrying the deadly virus to a fifth West African nation showing how quarantines, border closures, and flight bans have failed to contain the outbreak.”17

			West African Practices and Ebola

			Not only is Ebola killing Africans, it also undermines dearly held social structures and values. Touching, washing, and arranging bodies for burial are rituals integral to most African communities. For example, secret societies of women perform burial rituals for women and girls, and men do so for men and boys. To be prevented from long-held traditions of burial practices and to have strangers wearing hazardous-material suits take away the bodies compounded the tragedy. The situation deteriorated to an extent that bodies were not even picked up at all. The trauma of being denied traditional closure was psychologically devastating to surviving relatives. On the Public Broadcasting Service’s Frontline television program, a dying father practically crawls to an iPad provided by MSF staff members to see a video recording of his four children wishing him well shortly before he succumbs to Ebola.18

			Moreover, much of Africa is very sensorial. Not greeting people by shaking hands and in some cases by kissing on the cheek is considered rude. Embracing people through hugging and touching is the norm. Therefore, Ebola struck at the heart of African customs and social structures: civility, liveliness, sense of community, respect for elders, and strength of the family unit. Traditional funeral practices involving contact with the corpse were forbidden. The initial resistance and respect for tradition, even at risk to one’s life, were strong in the early days of the epidemic but eventually replaced by fear as people shifted into survival mode. Still, some individuals declared that they would “rather die of Ebola than stop hugging sick loved ones,” desperately clinging to traditional norms and their humanity.19

			Furthermore, religious obligations such as the Hajj pilgrimage, which millions of Muslims take to Mecca once in their lifetime, lost priority to fear of Ebola. As a precaution against the disease, Saudi Arabia turned down 7,400 visa applications from Liberian, Sierra Leonean, and Guinean pilgrims.20 This denial of an important religious practice deepened the isolation and alienation caused by the disease.

			Further straining the public health scenario, people who were ill with other deadly ailments like malaria refrained from seeking hospital care because of a perception that hospitals were transmitting agents for Ebola. Even worse, a quarantine center for suspected Ebola patients in the Liberian capital Monrovia was attacked and looted by protesters.21 According to a government official, “The protesters were unhappy that patients were being brought in from other parts of the capital.” In Guinea, health workers and journalists trying to raise awareness were attacked and later found dead.22 Such outright mistrust and violence toward health workers again evoke Foucault’s writing about those people who dealt with the sick and dead during a plague: “The ‘crows,’ who can be left to die . . . are ‘people of little substance who carry the sick, bury the dead, clean and do many vile and abject offices.’ ”23 According to Andrew T. Price-Smith, “Emotions and perceptual distortions . . . emerging as a result of a deadly disease outbreak . . . generate the construction of images of the ‘other,’ resulting in stigmatization, persecution of minorities, and even diffuse inter-ethnic or interclass violence.”24

			As people attempted to cope with the horrors of the epidemic in Albert Camus’s The Plague, citizens blamed one another, resulting in violence. In the book, a doctor thoroughly chronicles an epidemic with scientific detachment in an attempt to make sense of human mortality and the circumstances beyond human control that isolate individuals.25 Yet, the epidemic unites even the most personally and philosophically disparate within towns and villages. Camus’s message is that there’s no constant except that we are all in it together despite the panic, hysteria, and isolation. Despite the horrific conditions in West Africa, local and international cooperation offered a way out.

			International Response

			On 8 August 2014, Reuters reported that the WHO had declared Ebola an international public health emergency.26 The designation required the agency to make recommendations for immediate international action and a ramped-up response. Concurrently, US health authorities acknowledged that Ebola’s spread beyond West Africa was “inevitable,” and MSF warned that the deadly virus was “out of control” with more than 60 outbreak hot spots.27 MSF has been urging the WHO to provide stronger leadership in the fight against Ebola since it was the first group to realize the gravity of the situation.

			The international community had been reluctant to respond constructively to the outbreak. Initially, the WHO participated only peripherally, supporting regional responses by groups such as the Economic Community of West African States, whose own reaction was considered slow and inadequate.28 However, after months of relative inaction and receiving repeated calls for an international response from groups such as MSF, on 28 August 2014 the WHO finally launched a road map for controlling the international spread of Ebola in six to nine months.29 As a specialized UN agency, the WHO is constrained by bureaucracy, donor interests, budget cuts, and interagency politics. For instance, the New York Times reported that “the W.H.O. would not send Twitter messages with links to the C.D.C.’s [Centers for Disease Control and Prevention] Ebola prevention information, part of a policy not to promote material from other agencies. Various offices within the W.H.O.’s balkanized hierarchy also jockeyed for position.”30

			This is an example of bureaucracy hampering efforts to address the crisis meaningfully. In particular, WHO Africa had been criticized for lacking competent leadership since many top jobs at the agency had been conspicuously given as political favors over the years. This practice had resulted in a culture of nepotism, confusion about the organization’s mandate, political considerations trumping public health, and an agency lacking the skills and political will to deal with any serious public health emergency.31 In contrast, MSF is an independent nongovernmental organization with a record of speaking out, often being the first in and the last to leave in many humanitarian interventions.

			Despite these efforts, calls for a far more aggressive campaign were made to address an efficient system of transporting volunteer doctors and health care professionals to affected areas with the necessary preventive equipment and improvements in access to diagnostic technologies. The few health care workers who treated these underserved populations, including the top chief medical officer in Liberia, were consistently exposed to danger since they were overstretched and had inadequate access to protective gear.32 Even when hazardous-material suits were available, some gallant doctors and nurses had already paid the ultimate price—witness the tragic death of Dr. Victor Willoughby in Sierra Leone just hours before experimental drugs arrived from Canada to treat him.33 Furthermore, travel bans had an adverse effect on the movement of health care workers, stranding nurses and doctors in transit centers far from where they were needed.

			On 25 January 2015, the WHO finally acknowledged its shortcomings in handling Ebola, after much rationalization and denial in the preceding months: “For many years we’ve been able to manage medium, small-sized outbreaks . . . [b]ut the Ebola outbreak was a mega-crisis, and it overwhelmed the capacity of WHO. The world is not as well prepared for epidemics as they are for war.” The agency pledged to establish a reserve force of about 1,500 health care workers for similar crises in the future, along with a new fund with seed money totaling $100 million for emergency response.34 Mindful of past criticisms, WHO Africa selected a new regional director, Dr. Matshidiso Moeti, from Botswana, who “during the selection process . . . was not pressured to promise jobs to anyone in return for any country’s vote, which is known to have happened in the past.”35

			Ebola and International Travel

			According to the WHO, air travel is low risk for transmitting the disease.36 Yet, we continued to witness extreme hysteria, as when the United Arab Emirates and British Airways suspended flights to affected countries. Germany asked its nationals to leave the region. Korean Airlines suspended flights to Kenya, Liberia, Sierra Leone, and Guinea. The International Olympic Committee ruled that young athletes from those countries would not be allowed to compete in combat sports or in the pool during games in Nanjing, China.37 Brazilian executives canceled a visit to Namibia over fears about Ebola despite the fact that that country has never seen a single case and is almost 3,000 miles away from the center of the outbreak.38

			Some details of various international responses to this epidemic raise questions of how differently the outbreak would have been treated if it had occurred within Western states among more affluent populations. An article in the Guardian noted that “from Austria to Ireland, Spain to Germany, there have been at least a dozen cases of West Africans with mild flu symptoms being isolated until it was established that they were not suffering from Ebola.”39 Journalist Barbie Latza Nadeau wrote on 20 August 2014 that “a Berlin building [was] locked down after an African woman faints. An African man with a nosebleed [was] removed from a mall in Brussels. With Ebola panic spreading, racial profiling could be next.”40 As it turned out, the woman Nadeau refers to was from Kenya, thousands of miles from any of the affected areas. She goes on to describe other events in Italy, where schoolchildren of African descent had been required to present health certificates before returning to school, a demand that did not apply to European children even when they had recently visited Africa.41

			Similar reactions have been reported in the United States, where, among other instances of discrimination, a Georgia school district barred enrollment of Liberian students.42 Even the elites of Africa were not immune from suspicion of infection: African political leaders attending the US-Africa Leaders’ Summit in Washington, DC, had to be screened before being allowed to set foot in the United States.43 The reality of how Western countries with sophisticated health care systems are able to handle Ebola doesn’t support the hysteria of targeting people of African descent, which may have more to do with typical patterns of “othering” Africans:

			The consensus among scientists is that the Ebola virus does not pose any risk to the general public in Western countries with well-resourced public health care systems. However, African refugees living in foreign countries are often impacted by disease outbreaks such as the recent Ebola eruption. . . . In fact, research shows that outbreaks of diseases such as measles, rubella and hepatitis A have disrupted the resettlement of African refugees.44

			Xenophobic agendas have used infectious disease to great effect in setting public attitudes against immigrants and refugees.45 In fact, there is plenty of evidence that “from the trans-Atlantic slave trade of the 15th–19th centuries to the diseases, epidemics and wars of present time, the West has consciously, consistently and systematically pursued policies designed to control, reduce and eliminate altogether Africa’s population” in an effort to secure land and resources.46 Following this legacy, some Westerners see the Ebola epidemic or any other infectious disease in poorer countries as a necessary evil to control population growth. The view that the death of Africans from Ebola and other epidemics helps such control has been voiced by popular individuals such as Chris Brown and smacks of social Darwinism.47

			Reinforcing this predisposition to social Darwinism, the affluent world’s priority is to invest in diseases of the “rich” (diabetes, heart ailments, etc.), whereas Ebola, tuberculosis, cholera, malaria, and so forth, may be tacitly seen as nature’s way of balancing the global population. Writing for the New Yorker, James Surowiecki declares that 

			[pharmaceutical companies] have an incentive to target diseases that affect wealthier people (above all, people in the developed world), who can afford to pay a lot. . . .

			This system does a reasonable job of getting Westerners the drugs they want. . . . But it also leads to enormous underinvestment in certain kinds of diseases. . . . Diseases that mostly affect poor people in poor countries aren’t a research priority, because it’s unlikely that those markets will ever provide a decent return.48

			This exact scenario has played out with Ebola. For nearly a decade, a 100 percent effective vaccine against both Ebola and the Marburg virus in monkeys has been shelved due to the low profitability of a vaccine benefiting primarily poor Africans. Now, these same companies that deemed developing the vaccine too costly are eagerly switching positions as wealthy donors become increasingly willing to finance any possible cure because Ebola has begun to threaten and infiltrate the affluent world.49 This approach to public health is so profit driven that WHO director-general Dr. Margaret Chan “castigated the pharmaceutical industry for failing to develop a vaccine for Ebola over the some 40 years that the virus has threatened West Africa.”50

			Similar to reactions to HIV, panic about the unknown and unseen contagion can do as much damage as the disease itself. Unlike HIV, Ebola is spread by clearly symptomatic people. That said, the virus mutates over time and may eventually develop strains that can be transmitted by people with few or no obvious symptoms. This eventuality concerns the international community and has been framed as a national security threat by President Barack Obama.51 This proclamation by the president echoed a National Intelligence Estimate from the year 2000 concerning the US response to tuberculosis and HIV/AIDS: “In June 1996, President Clinton issued a Presidential Decision Directive calling for a more focused US policy on infectious diseases. . . . [An] unprecedented UN Security Council session devoted exclusively to the threat to Africa from HIV/AIDS in January 2000 [was] a measure of the international community’s concern about the infectious disease threat.”52

			National security has often been invoked in politics to gain support, and President Obama has certainly been no exception, but other approaches to international relations such as “human security” may pave the way to more effective, humane responses to Ebola and other infectious diseases. Examining human security and global health, Lincoln Chen and Vasant Narasimhan write that “human security attempts to broaden security thinking from ‘national security’ and the military defense of political boundaries to a ‘people-centered’ approach of anticipating and coping with the multiple threats faced by ordinary people in an increasingly globalizing world.”53 Human security could have provided a compelling alternative lens by focusing on the victims of Ebola and their plight, in contrast to the dominant national security narrative that news media and politicians repeatedly used to characterize Ebola as lethal, contagious, and out of control, thus hampering timely intervention.

			Prior Ebola cases occurred in geographically limited areas or isolated villages. The 2014 epidemic included cities and population centers, distinguishing it from earlier outbreaks in the DRC, Uganda, and South Sudan. Such dramatic spread increased the fear of the virus potentially mutating, becoming infectious in new ways, and extending its reach globally. As of 26 September 2014, the CDC projected that without adequate containment, 1.4 million cases of Ebola would occur by 20 January 2015.54 Increased intervention and change in behavior, however, resulted in far fewer total infections over the course of the epidemic: 28,601 by the end of December 2015.55

			Every aspect of responding to Ebola involved staggering costs. As of 3 September 2014, few states had seriously committed resources to fighting Ebola. The WHO estimated that efforts to contain Ebola would require at least $490 million; the UN a few days later updated the estimate to $600 million, and the figures kept growing.56 In response to a White House request for $88 million from Congress to fight Ebola, House Republicans argued for less than half before eventually submitting to the whole amount.57 Meanwhile, the nonprofit Bill and Melinda Gates Foundation pledged $50 million, quickly releasing funds to UN and other agencies to fight the crisis.58 Cuba took the lead in responding proactively by initially committing 165 health care workers to affected areas, and by 21 October 2014, it had helped fill the critical need for medical personnel with 276 total workers.59 As of 16 October 2014, Colombia was the first and only country to contribute to a UN request for a billion dollars to fight Ebola, giving $100,000 in cash deposits.60 Eventually, more countries did come through in a variety of ways, including many more donations to the UN fund and a $6.2 billion request by the Obama administration from Congress, of which $5.4 billion was approved in December 2014.61

			After the WHO’s belated call for international intervention in the spread of Ebola, the response suddenly picked up momentum. The UN talked about a global response coalition. President Obama announced on 16 September 2014 that “[the United States] will send 3,000 troops to help tackle the Ebola outbreak as part of a ramped-up plan, including a major deployment in Liberia, the country where the epidemic is spiraling fastest out of control . . . [and] plans to build 17 treatment centers, train thousands of healthcare workers and establish a military control center for coordination.”62 Even with these efforts, escalation of the disease was so rapid that no one knew when it would be contained. It was uncharted territory. Peter Piot, who helped identify Ebola 40 years prior, worried that through this outbreak Ebola would become endemic in humans.63

			An acute need exists for innovation to combat Ebola. Experimental drugs should be available and delivered in a timely manner. In an unprecedented move, the WHO determined that under the circumstances, it was ethical to use “unregistered interventions”—drugs such as Zmapp—with patient consent.64 Japan also offered Avigan, a drug used to treat new and reemerging influenza viruses, as a possible treatment for Ebola.65 Granted, these drugs were merely experimental and no clinical trials had been conducted, but lives could have been saved if they had been made available at an expedited pace. One potential treatment was the transfusion of blood serum from Ebola survivors. This treatment might have been accessible more quickly than drugs like Zmapp, which weren’t scheduled for even small-scale use until January 2015.66 Several European countries, Russia, and China provided mobile labs to help with diagnosis. Later, US Navy researchers staffed two mobile labs, reducing the time to determine if a patient had Ebola from days to hours.67

			Postconflict Challenges

			The severely affected countries of Liberia, Guinea, and Sierra Leone are still emerging from prolonged and debilitating internal conflict and civil war fueled by competition for mineral resources. Sierra Leone, for instance, was the locus of the Hollywood film Blood Diamond, depicting the crippling violence and corruption of the illicit diamond trade. Tourism has been critical in the region’s attempts to recover economically. The hospitality industry in Sierra Leone was disabled by Ebola, leaving businesses bankrupt and abandoned.68 The economies of these countries were all greatly affected; the World Bank predicted on 8 October 2014 that if the outbreak spread significantly to neighboring countries, costs in the region would reach US $32.6 billion by the end of 2015.69 The Wall Street Journal reported that, outside the affected region, although no flight bans had taken place in Ethiopia, Ethiopian Airlines was losing about $8 million a month in sales as travelers avoided the area.70

			Fragile postconflict states are vulnerable to epidemics such as Ebola because of weak public health infrastructure and lack of confidence in public officials. An effective response to Ebola and other public health issues is therefore closely linked to economic development, improvements in governance, peacetime, and the rule of law. The history of Liberia exemplifies how tumultuous and protracted civil conflict leaves countries too weak to respond to epidemics and natural disasters.

			A 2014 Frontline documentary entitled “Firestone and the Warlord” illustrates how a private American business, Firestone, embedded itself deeply in the Liberian economy. Indeed, it became crucial to financing and providing a strategic stronghold for Charles Taylor, the brutal warlord who has since been convicted by the International Criminal Court for war crimes during the Sierra Leone civil war and is serving a 50-year sentence in Britain. In post-Taylor Liberia, Firestone’s rubber plantation had successfully contained Ebola in its area where the government had not.71 With significant resources and power, the company supported the people who operated the rubber plantation and protected its financial interest. In contrast, the Liberian government was ill equipped to respond to this crisis for many reasons: corruption, an inherited legacy of conflict, and a lack of timely aid from the international community. Firestone is one example of how foreign entities typically interact with poor countries. They protect their limited interests while propping up whatever dictatorial government might exist in the process, benefiting from low operational costs, cheap resources, and lax regulation provided by kleptocracies desperate for foreign exchange.

			Regardless, the areas surrounding Firestone’s plantation profited from the company’s investment in terms of Ebola, but it is clear that “ground zero” for this improved care was precisely the place where the company stood to protect its earnings. If the Liberian government had been in service of the people rather than pandering to multinational corporations and enriching corrupt officials, there probably would have been more infrastructure, confidence in government, and generally better preparation for any disaster—public health or otherwise.

			Fighting corruption is critical to effective public health in postconflict states. A well-known case of corruption in West Africa occurred in Nigeria, where the northern part of the country is effectively outside government control. Boko Haram militants freely kidnap girls and wreak havoc on civil and state institutions, making governability difficult at best. Nigeria, the second-largest economy in sub-Saharan Africa, has lost more than $380 billion to graft since independence in 1960.72 Further, Equatorial Guinea—which has the longest-standing dictatorship in Africa fueled by oil wealth—offers a classic example of the “resource curse.” In search of international attention and legitimacy, that country leveraged fears of Ebola and volunteered to host the African Cup of Nations when Morocco asked the Fédération Internationale de Football Association to delay the tournament because of the Ebola outbreak.73

			Ebola severely limited the ability of governments in affected countries to provide for their populaces, which in turn undermined legitimacy. Citizens dissatisfied with their governments protested and rioted, which caused and exacerbated violent internal conflict. Distrust in government had been cited as a major driver of the Ebola outbreak in Liberia. Helen Epstein wrote in the New York Review of Books about how Ebola was exacerbated by rumors and economic corruption, such as the misuse of aid money. According to Epstein, poor health care infrastructure was only a partial explanation; rather, the root cause for the spread of Ebola was political. She compared equally weak infrastructures in Southern Sudan and DRC, where the disease was contained relatively easily. She argued that Liberians felt so estranged from their government that they disbelieved official warnings, convinced that President Ellen Johnson Sirleaf had concocted Ebola to kill the people and draw foreign aid since Sirleaf has a history of diverting aid money toward family and for patronage. Moreover, Liberians perceived nurses and medical workers as messengers to poison the people and accomplish this goal.74

			The long history of Liberia feeds into such cynicism. Freed slaves, known as Americo Liberians, settled in the country, oppressing indigenous Liberians and creating a system akin to apartheid for nearly 200 years. William Tolbert, a reformist president, was murdered in 1980, resulting in civil war and mayhem for over two decades. Current president Sirleaf was internationally recognized with a Nobel peace prize, presumably for what she might do: end the cycle of violence in Liberia. The reality has been far less peaceful. She has been accused of nepotism, benefiting from government contracts with foreign firms, and involvement with Charles Taylor. The fact that there is little in Liberia’s history to instill faith in government among the people contributes adversely to an epidemic like Ebola.

			The Way Forward

			The first months of the epidemic saw inadequate international attention, but when Ebola arrived on American and European shores, the international discourse and sense of urgency shifted dramatically. Although it was unlikely that Ebola would kill many people in more affluent countries, fear reached a new level, dominating 24-hour news cycles and public discourse. Former UN secretary-general Kofi Annan, himself a Ghana native, released a public statement on 16 October 2014: “I am bitterly disappointed by the response. . . . I am disappointed in the international community for not moving faster. . . . If the crisis had hit some other region it probably would have been handled very differently. In fact when you look at the evolution of the crisis, the international community really woke up when the disease got to America and Europe.”75

			Rather than fearful rhetoric, travel bans, and stigmatization, these countries needed effective international responses and support in a clear demonstration of shared humanity. A reasoned, compassionate approach was desperately needed. According to Laurie Garrett, a Pulitzer prize winner for her writings on Ebola,

			As terrifying as Ebola is, the virus has been controlled in the past, and can be again. The current crisis, which threatens an 11-nation region of Africa that includes the continent’s giant, Nigeria, is not a biological or medical one so much as it is political. The three nations in Ebola’s thrall need technical support from outsiders but will not succeed in stopping the virus until each nation’s leaders embrace effective governance.76

			Garrett was urging a political mobilization transcending borders on a massive scale to stop the epidemic. She did not believe that airport screenings were effective, urging nations to exert a focused political will to deal with Ebola with high levels of coordination at the regional and international levels. Otherwise, Garrett warned that we could be looking at this epidemic graduating into a pandemic catastrophe.

			Education and informed awareness are of key importance. Superstition exacerbated the epidemic, reflected by the fact that some victims were afraid to seek medical treatment since they believed sorcerers created the disease.77 To make matters worse, conspiracy theories and misinformation added to the confusion and distrust of both humanitarian intervention and domestic health workers.78 In May, several well-intentioned Liberian musicians collaborated to warn people about Ebola, but some of their lyrics wrongly implied that asymptomatic people were highly contagious and shouldn’t be touched.79 Radio and cellular technology, school programs, traditional leaders, and music by popular artists could have been more effectively used to raise awareness and improve community responsiveness to this public health emergency.80

			Internationally, campaigns to educate and raise funds for Ebola and Africa in general would have proved more effective if Africa had been represented in its many facets and as many countries rather than as a perpetual single victim. On 1 November 2014, musician Bob Geldof, founder of the original Band Aid fund-raiser in 1984 that addressed famine in Ethiopia, proposed a new Band Aid single to raise money for Ebola. However, both musicians and critics expressed concern about the effort projecting a negative image of Africa with far-reaching, long-term implications. Fuse ODG, an English musician of Ghanaian descent, declined to participate in the new single, saying that “though shock tactics and negative images may raise money in the short term, the long-term damage will take far longer to heal.”81 Even so, the Band Aid single came out later in November, raising over $2 million within five minutes of release. Jack Lundie of British Oxfam responded to critics, supporting “the Band Aid single as a ‘mainstream charitable initiative’ that would ‘bring in people who wouldn’t normally engage.’ ”82

			As a lesson, humanitarians—musicians, educators, nongovernmental organizations, and policy makers—need to invest in health care infrastructure and research on tropical pathogens in Africa. Ebola has been known since 1976. What does it take for the wealthy world to invest in vaccines that predominantly affect the global South? It is clear that up to this point, vaccines for diseases such as Ebola have not been lucrative for pharmaceutical companies to develop. How can a class-neutral public health system thrive globally when profit dictates what diseases to research and which people are worth curing?

			Increased funding for research and finding a cure or vaccine not only is about altruism but also is a matter of enlightened self-interest. Investing in the health care of Africans is cheaper than the inevitable disruption to lives, trade, and transportation in a globalized world.83 It is myopic to assume that a disease like Ebola or any tropical pathogen can be contained in Africa for long. In medicine, as in many aspects of life, the “us versus them” mentality is pervasive. It is important to note that Ebola eventually did make it to the United States—likely part of the reason that an outcome of this epidemic has been accelerated research into the development of an Ebola vaccine.84 This virus does not discriminate. The lesson has been that rather than isolating and alienating communities, countries, or regions to try to contain an epidemic, let us recognize the humanity of every victim, regardless of race, class, or country, and fight the disease itself.

			Notes

			1. Andrew T. Price-Smith, Contagion and Chaos: Disease, Ecology, and National Security in the Era of Globalization (Cambridge, MA: MIT Press, 2009), 37.

			2. Sue Peterson, “Epidemic Disease and National Security,” Security Studies 12, no. 2 (Winter 2002–3): 55, 76, http://smpete.people.wm.edu/files/epidemic.pdf.

			3. Ibid., 76.

			4. New York Times News Service, “What You Need to Know about the Ebola Outbreak,” Times of India, 1 October 2014, http://timesofindia.indiatimes.com/world/us/What-you-need-to-know-about-the-Ebola
-outbreak/articleshow/43962114.cms.

			5. “Ebola Outbreak: Kenya at High Risk, Warns WHO,” British Broadcasting Corporation, 13 August 2013, http://www.bbc.com/news/world-africa-28769678.

			6. Mark Tran, “WHO Urges Calm As Kenya Bans Contact with Ebola-Affected Countries,” Guardian, 17 August 2014, http://www.theguardian.com/world/2014/aug/17/ebola-kenya-bans-travel-west-africa-virus
-fears.

			7. Ethiopian Airlines, accessed 9 December 2015, https://www.ethiopianairlines.com/book.

			8. Abby Phillip, “Oxford Study Predicts 15 More Countries Are at Risk of Ebola Exposure,” Washington Post, 9 September 2014, https://www.washingtonpost.com/news/to-your-health/wp/2014/09/09/oxford-stu dy-predicts-15-more-countries-are-at-risk-of-ebola-exposure/.

			9. Vauhini Vara, “Should We Ban Flights from Countries with Ebola Outbreaks?,” New Yorker, 4 October 2014, http://www.newyorker.com/news/news-desk/ban-flights-countries-ebola-outbreaks.

			10. Nnenna Ibeh, “Shocking: Jonathan Sacks 16,000 Resident Doctors in Nigeria,” Premium Times, 14 August 2014, http://www.premiumtimesng.com/news/166732-shocking-jonathan-sacks-16000-resident
-doctors-in-nigeria.html.

			11. David Kroll, “Nigeria Free of New Ebola Cases, Final Surveillance Contacts Released,” Forbes, 23 September 2014, http://www.forbes.com/sites/davidkroll/2014/09/23/nigeria-free-of-ebola-as-final-surveillance
-contacts-are-released/.

			12. Amy Walters, “Reporter’s Notebook: A Not-So-Grand Tour of Ethiopia’s Top Hospital,” National Public Radio, 14 August 2014, http://www.npr.org/sections/goatsandsoda/2014/08/14/337792969/reporters
-notebook-a-not-so-grand-tour-of-ethiopias-top-hospital.

			13. Anders Kelto, “Ethiopia’s Crowded Medical Schools,” Public Radio International, 20 December 2012, http://www.pri.org/stories/2012-12-20/ethiopias-crowded-medical-schools.

			14. “Statement on Ebola and Conflict in West Africa,” International Crisis Group, 23 September 2014, http://www.crisisgroup.org/en/publication-type/media-releases/2014/africa/statement-on-ebola-and
-conflict-in-west-africa.aspx.

			15. “Ebola,” Médecins Sans Frontières, accessed 9 December 2015, http://www.doctorswithoutborders
.org/our-work/medical-issues/ebola.

			16. Michel Foucault, Discipline and Punish: The Birth of the Prison, trans. Alan Sheridan (New York: Vintage Books, 1995), 195.

			17. “Ebola Crisis: Confusion As Patients Vanish in Liberia,” British Broadcasting Corporation, 17 August 2014, http://www.bbc.com/news/world-africa-28827091.

			18. “Ebola Outbreak,” PBS Frontline, video, 27:26, 9 September 2014, http://www.pbs.org/wgbh/frontline
/film/ebola-outbreak/.

			19. Tristan McConnell, “Some People Would Rather Die of Ebola Than Stop Hugging Sick Loved Ones,” Global Post, 30 December 2014, http://www.globalpost.com/dispatch/news/health/141010/familes
-cant-mourn-ebola-victims-liberia.

			20. Ayan Sheikh, “Saudi Arabia Bans Ebola-Stricken Countries from Hajj Pilgrimage,” Public Broadcasting Service, 2 October 2014, http://www.pbs.org/newshour/rundown/saudi-arabia-bans-pilgrims-ebola
-stricken-countriespilgrims-ebola-stricken-countries-banned-hajj/.

			21. “Ebola Crisis.”

			22. “Ebola Outbreak: Guinea Health Team Killed,” British Broadcasting Corporation, 19 September 2014, http://www.bbc.com/news/world-africa-29256443.

			23. Foucault, Discipline and Punish, 195.

			24. Price-Smith, Contagion and Chaos, 20.

			25. Albert Camus, The Plague (New York: Random House, 1991).

			26. “Ebola Outbreak an ‘International Public Health Emergency,’ Says WHO,” Reuters, video, 0:55, 8 August 2014, http://www.theguardian.com/society/video/2014/aug/08/who-ebola-outbreak-international
-public-health-emergency-video.

			27. Agence France-Presse, “Ebola’s Spread to US Is ‘Inevitable’ Says Health Chief,” Telegraph, 8 August 2014, http://www.telegraph.co.uk/news/worldnews/northamerica/usa/11020538/Ebolas-spread-to-US-is
-inevitable-says-health-chief.html.

			28. Jeremy Youde, “The Ebola Outbreak in Guinea, Liberia, and Sierra Leone,” E-International Relations, 26 July 2014, http://www.e-ir.info/2014/07/26/the-ebola-outbreak-in-guinea-liberia-and-sierra-leone/.

			29. “WHO Issues Roadmap to Scale Up International Response to the Ebola Outbreak in West Africa,” World Health Organization, 28 August 2014, http://www.who.int/mediacentre/news/statements/2014/ebola
-roadmap/en/.

			30. Sheri Fink, “Cuts at W.H.O. Hurt Response to Ebola Crisis,” New York Times, 3 September 2014, http://www.nytimes.com/2014/09/04/world/africa/cuts-at-who-hurt-response-to-ebola-crisis.html.

			31. Maria Cheng, “After Botching Ebola, WHO to Pick New Africa Boss,” Dallas Morning News, 3 November 2014, http://www.dallasnews.com/news/local-news/20141103-after-botching-ebola-who-to-pic k-new-africa-boss.ece; and Somini Sengupta, “Effort on Ebola Hurt W.H.O. Chief,” New York Times, 6 January 2015, http://www.nytimes.com/2015/01/07/world/leader-of-world-health-organization-defends
-ebola-response.html.

			32. Associated Press, “In Liberia and U.S., Precautions for Two Ebola Workers,” New York Times, 27 September 2014, http://www.nytimes.com/2014/09/28/world/africa/liberia-health-chief-is-under-quarantine
.html.

			33. Richard Preston, “Outbreak,” New Yorker, 11 August 2014, http://www.newyorker.com/magazine
/2014/08/11/outbreak; and Lisa O’Carroll, “Ebola Kills Sierra Leone’s Most Senior Doctor,” Guardian, 19 December 2014, http://www.theguardian.com/world/2014/dec/19/ebola-sierra-leone-victory-willoughby.

			34. Simeon Bennett and Jason Gale, “Ebola Spurs WHO Plan for Health Reserves after Missteps,” Bloomberg Business, 25 January 2015, http://www.bloomberg.com/news/articles/2015-01-25/who-board
-proposes-new-fund-and-workforce-to-avoid-ebola-repeat.

			35. Donald G. McNeil Jr., “Botswana Doctor Is Named to Lead W.H.O. in Africa,” New York Times, 27 January 2015, http://www.nytimes.com/2015/01/28/world/africa/botswana-doctor-is-named-to-lead-who
-in-africa.html.

			36. “WHO: Air Travel Is Low-Risk for Ebola Transmission,” World Health Organization, 14 August 2014, http://www.who.int/mediacentre/news/notes/2014/ebola-travel/en/.

			37. “Ebola: Three Athletes Banned from Youth Olympics,” CNN, 15 August 2014, http://edition.cnn
.com/2014/08/15/sport/youth-olympics-ebola/.

			38. Lizzie Dearden, “Ebola Outbreak: Brazilians Cancel Namibia Visit over Ebola Fears, Despite Conference Being 3,000 Miles from Disease Hotspot,” Independent, 19 August 2014, http://www.independent
.co.uk/news/world/africa/ebola-outbreak-brazilians-cancel-namibia-visit-over-ebola-fears-despite
-conference-being-3000-miles-9678108.html.

			39. Ashifa Kassam, Philip Oltermann, and Henry McDonald, “Fear and False Alarms As Ebola Puts Europe on Alert,” Guardian, 22 August 2014, http://www.theguardian.com/society/2014/aug/22/ebola-europe
-spain-germany-ireland-risk-false-alarm.

			40. Barbie L. Nadeau, “Ebola-Fueled Racism Is on the Rise in Europe,” Daily Beast, 20 August 2014, http://www.thedailybeast.com/articles/2014/08/20/ebola-fueled-racism-is-on-the-rise-in-europe.html.

			41. Ibid.

			42. Alan Yuhas, “Panic: The Dangerous Epidemic Sweeping an Ebola-Fearing US,” Guardian, 20 October 2014, http://www.theguardian.com/world/2014/oct/20/panic-epidemic-ebola-us.

			43. Jonathan Paye-Layleh, “Obama to Host Summit with African Leaders As Ebola Continues to Spread,” Al Jazeera America, 3 August 2014, http://america.aljazeera.com/articles/2014/8/3/us-africa-ebola
.html.

			44. Mandisi Majavu, “Medical Racism and the African Patient,” South African Civil Society Information Service, 1 September 2014, http://sacsis.org.za/site/article/2118.

			45. Rodrigo F. Rodríguez Borges, “Xenophobic Discourse and Agenda-Setting: A Case Study in the Press of the Canary Islands (Spain),” Revista Latina de Comunicación Social, no. 65 (2010): 222–30, http://www.revistalatinacs.org/10/art2/895_ULL/17_RodrigoEN.html.

			46. Guy Martin, “The West, Natural Resources and Population Control Policies in Africa in Historical Perspective,” Journal of Third World Studies 22, no. 1 (Spring 2005): 69–107, http://www.popline.org/node
/257169.

			47. Alan Feuer, “The Ebola Conspiracy Theories,” New York Times, 18 October 2014, http://www.nytimes
.com/2014/10/19/sunday-review/the-ebola-conspiracy-theories.html.

			48. James Surowiecki, “Ebolanomics,” New Yorker, 25 August 2014, http://www.newyorker.com
/magazine/2014/08/25/ebolanomics.

			49. Denise Grady, “Ebola Vaccine, Ready for Test, Sat on the Shelf,” New York Times, 23 October 2014, http://www.nytimes.com/2014/10/24/health/without-lucrative-market-potential-ebola-vaccine-was
-shelved-for-years.html.

			50. Elizabeth Barber, “WHO Pillories Drug Industry on Failure to Develop Ebola Vaccine,” Time, 4 November 2014, http://time.com/3555706/who-ebola-vaccine-pharmaceutical-industry-margaret-chan/.

			51. Chuck Todd, “Obama to Chuck: The Ebola Threat,” NBC News Meet the Press, video, 3:09, 7 September 2014, http://www.nbcnews.com/watch/meet-the-press/obama-to-chuck-the-ebola-threat-326074947883.

			52. National Intelligence Council, The Global Infectious Disease Threat and Its Implications for the United States, National Intelligence Estimate no. NIE 99-17D (Washington, DC: Wilson Center, 2000), https://www.wilsoncenter.org/sites/default/files/Report6-3.pdf.

			53. Lincoln Chen and Vasant Narasimhan, “Human Security and Global Health,” Journal of Human Development 4, no. 2 (2003): 181–90.

			54. Martin I. Meltzer et al., “Estimating the Future Number of Cases in the Ebola Epidemic—Liberia and Sierra Leone, 2014–2015,” Morbidity and Mortality Weekly Report 63, no. 3 (Atlanta: Centers for Disease Control and Prevention, 23 September 2014), http://www.cdc.gov/mmwr/pdf/other/su6303.pdf.

			55. “2014 Ebola Outbreak in West Africa—Case Counts,” Centers for Disease Control and Prevention, 30 December 2015, http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/case-counts.html.

			56. Toni Clarke and Saliou Samb, “U.N. Says $600 Million Needed to Tackle Ebola As Deaths Top 1,900,” Reuters, 4 September 2014, http://www.reuters.com/article/us-health-ebola-idUSKBN0GY1V320140904.

			57. Elise Viebeck, “GOP Cuts Funding Request to Fight Ebola,” Hill, 9 September 2014, http://thehill
.com/policy/healthcare/217115-gop-cuts-obamas-ebola-funding-request.

			58. Kate Kelland, “Ever-Present Endemic Ebola Now Major Concern for Disease Experts,” Reuters, 23 September 2014, http://www.reuters.com/article/us-health-ebola-endemic-idUSKCN0HI1OX20140923.

			59. David Kroll, “Cuba Responds to Ebola Crisis As Black Market for Convalescent Serum Emerges,” Forbes, 12 September 2014, http://www.forbes.com/sites/davidkroll/2014/09/12/cuba-commits-165-healthcare
-workers-to-who-ebola-response-in-sierra-leone/; and Patrick Oppmann and Mariano Castillo, “In Ebola Fight, Cuba Flexes Medical Diplomacy,” CNN, 21 October 2014, http://www.cnn.com/2014/10/21/world
/americas/cuba-ebola-diplomacy/.

			60. Somini Sengupta, “New U.N. Ebola Trust Fund Falls Far Short of Goal,” New York Times, 16 October 2014, http://www.nytimes.com/2014/10/17/world/africa/ban-ki-moon-pleads-for-ebola-aid-donations.html.

			61. “Trust Fund Factsheet—Ebola Response Multi-Partner Trust Fund,” United Nations Development Group, 4 January 2016, http://mptf.undp.org/factsheet/fund/EBO00; and Alex Wayne, “Congress Nearly Grants Obama’s Ebola Wish List with $5.4B,” Bloomberg, 10 December 2014, http://www.bloomberg.com
/news/articles/2014-12-10/congress-nearly-grants-obama-s-ebola-wish-list-with-5-4b.

			62. Jeff Mason and James H. Giahyue, “Citing Security Threat, Obama Expands U.S. Role Fighting Ebola,” Reuters, 16 September 2014, http://www.reuters.com/article/us-health-ebola-obama-idUSKBN0H B08S20140917.

			63. Kate Kelland, “Gates Foundations Pledges [sic] $50 Mln to Fight Ebola Epidemic,” Reuters, 10 September 2014, http://www.reuters.com/article/health-ebola-gates-idUSL5N0RB1O420140910.

			64. World Health Organization, Ethical Considerations for Use of Unregistered Interventions for Ebola Viral Disease, WHO/HIS/KER/GHE/14.1 (Geneva, Switzerland: World Health Organization, 2014), http://apps.who.int/iris/bitstream/10665/130997/1/WHO_HIS_KER_GHE_14.1_eng.pdf.

			65. Lizzie Dearden, “Ebola Outbreak: Japan Offers Experimental Anti-flu Drug to World Health Organisation for Ebola Treatment,” Independent, 25 August 2014, http://www.independent.co.uk/news
/world/asia/ebola-outbreak-japan-offers-experimental-anti-flu-drug-to-world-health-organisation-for
-ebola-9689715.html.

			66. Stephanie Nebehay, “WHO Sees Small-Scale Use of Experimental Ebola Vaccines in January,” 
Reuters, 26 September 2014, http://www.reuters.com/article/us-health-ebola-who-idUSKCN0HL1J720 140926.

			67. Jonathan Paye-Layleh, “US Ebola Labs, Health Equipment Arrive in Liberia,” Merced Sun-Star, 30 September 2014, http://www.mercedsunstar.com/news/nation-world/world/article3296464.html.

			68. “Ebola Outbreak Cripples Sierra Leone’s Tourism Industry,” British Broadcasting Corporation, video, 1:41, 3 October 2014, http://www.bbc.com/news/business-29479088.

			69. “Ebola: New World Bank Group Study Forecasts Billions in Economic Loss If Epidemic Lasts Longer, Spreads in West Africa,” World Bank, 8 October 2014, http://www.worldbank.org/en/news/press
-release/2014/10/08/ebola-new-world-bank-group-study-forecasts-billions-in-economic-loss-if-epidemic
-lasts-longer-spreads-in-west-africa.

			70. Robert Wall, “Ethiopian Airlines’ Sales Hit by Ebola Fears,” Wall Street Journal, 20 November 2014, http://www.wsj.com/articles/ethiopian-airlines-sales-hit-by-ebola-fears-1416498962.

			71. Jason Beaubien, “Firestone Did What Governments Have Not: Stopped Ebola in Its Tracks,” National Public Radio, 7 October 2014, http://www.npr.org/sections/goatsandsoda/2014/10/06/354054915
/firestone-did-what-governments-have-not-stopped-ebola-in-its-tracks.

			72. “Corruption in Nigeria: Dragon-Slayers Wanted,” Economist, 3 December 2011, http://www.economist
.com/node/21541042.

			73. Jeré Longman and Richard Sandomir, “Equatorial Guinea Replaces Morocco as Africa Cup Host,” New York Times, 14 November 2014, http://www.nytimes.com/2014/11/15/sports/soccer/equatorial-guinea
-replaces-morocco-as-2015-africa-cup-host.html.

			74. Helen Epstein, “Ebola in Liberia: An Epidemic of Rumors,” New York Review of Books, 18 December 2014, http://www.nybooks.com/articles/2014/12/18/ebola-liberia-epidemic-rumors/.

			75. “Ebola: Kofi Annan ‘Bitterly Disappointed’ by Response to Ebola,” British Broadcasting Corporation, video, 2:10, 16 October 2014, http://www.bbc.com/news/health-29654784.

			76. Laurie Garrett, “Why an Ebola Epidemic Is Spinning Out of Control,” CNN, 24 July 2014, http://www.cnn.com/2014/07/24/opinion/garrett-ebola/.

			77. Colin Freeman, “Ebola Outbreak: Fight against Disease Hampered by Belief in Witchcraft, Warns British Doctor,” Telegraph, 30 July 2014, http://www.telegraph.co.uk/news/worldnews/africaandindianocean
/sierraleone/11001610/Ebola-outbreak-fight-against-disease-hampered-by-belief-in-witchcraft-warns
-British-doctor.html.

			78. Brendan Nyhan, “Fighting Ebola, and the Conspiracy Theories,” New York Times, 25 August 2014, http://www.nytimes.com/2014/08/26/upshot/fighting-ebola-and-the-conspiracy-theories.html.

			79. Carol Hills, “This Catchy West African Dance Tune Carries a Public Health Message about Ebola,” Public Radio International, audio, 3:40, 28 May 2014, http://www.pri.org/stories/2014-05-28/catchy-west
-african-dance-tune-carries-public-health-message-about-ebola.

			80. “Statement on Ebola and Conflict in West Africa,” International Crisis Group, 23 September 2014, http://www.crisisgroup.org/en/publication-type/media-releases/2014/afri