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On July 20, 2014, the first known case of Ebola virus disease (Ebola) in Nigeria, in a traveler from
Liberia (1), led to an outbreak that was successfully curtailed with infection control, contact tracing,
isolation, and quarantine measures coordinated through an incident management system (2). During
this outbreak, most contacts underwent home monitoring, which included instructions to stay home
or to avoid crowded areas if staying home was not possible. However, for five contacts with high-risk
exposures, group quarantine in an observation unit was preferred because the five had crowded
home environments or occupations that could have resulted in a large number of community
exposures if they developed Ebola.

On August 26, 2014, Nigerian authorities opened an observation unit in Lagos to function in
conjunction with the Ebola isolation ward there. The observation unit housed the five quarantined
asymptomatic contacts. The observation unit had eight beds in one large room, with four shared
bathrooms. Additional living areas included a living room with a television and a kitchen with a
microwave and refrigerator. Protocols developed for the unit required evaluation of each contact for
clinical signs and symptoms of Ebola three times daily by the medical team. Quarantined contacts
received instructions to avoid direct contact with each other and to avoid sharing items. Each contact
was provided a pack of disinfecting wipes for use on common surfaces including door handles.

Visitors were restricted to the front porch of the unit, and food was delivered individually packaged
with disposable utensils. An environmental health officer was stationed at the facility to disinfect the
bathrooms after each use to minimize the potential for transmission between residents if one were
to become infectious. Environmental health officers wore gloves, face masks, boots, scrubs, and
aprons. Contacts housed in the unit were permitted to bring in personal items, including mobile
telephones, with the understanding that if they developed symptoms of Ebola, their personal items
would not be allowed to leave the facility.

Bringing exposed contacts together in group quarantine in an observation unit during an Ebola
outbreak is not standard practice because the virus is only transmitted by exposure to body fluid
when an infected person is symptomatic and because it is often not feasible to quarantine large
populations of exposed persons in such facilities. Also, if one person in the observation unit becomes
symptomatic, the 21-day observation period starts anew for each of the others based on their
exposure to the newly symptomatic person. Alternatively, home monitoring of exposed,
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asymptomatic persons typically includes self-quarantine practices in conjunction with social
distancing (i.e., avoiding crowded areas). Home monitoring of this sort minimizes both individual and
public risk when effectively implemented.

In this instance, the five exposed persons could not be relied on to consistently adhere to social
distancing nor to reliably report symptoms during home monitoring; thus, leaving them at home
could have resulted in their coming into contact with large numbers of persons at their residence or
workplace. Some resided in student dormitories, whereas others had public professions that required
close contact with large numbers of persons. The observation unit allowed the contacts to be
supervised to ensure that they did not come into contact with the general public, and that their
health status was closely monitored.

Allowing the five identified contacts to stay in contact with the general public would have risked
undermining containment efforts and spread of the virus to a third generation of patients. Before the
observation unit opened, the contact tracing team had consistently maintained daily, in-person
monitoring of >93% of all contacts, all of whom were traceable back to the person with the first
recognized case of Ebola. The decision to use group quarantine versus home monitoring was made by
balancing the practicalities of managing the observation unit effectively while simultaneously
administering protocols within the observation unit to minimize risk to the persons housed there.
Ultimately, none of the contacts quarantined in the observation unit developed signs of Ebola, and
each of the persons were released at the conclusion of their individual, 21-day postexposure
monitoring periods.

Lagos state had the resources to establish the observation unit and ensure that those observed were
properly cared for. However, group quarantine of contacts in a central location might not be
workable on a large scale.

1Epidemic Intelligence Service, CDC; ’Division of Healthcare Quality Promotion, National Center for
Emerging and Zoonotic Infectious Diseases, CDC;’Nigeria Field Epidemiology and Laboratory Training
Programme, Abuja; “Global Immunization Division, Center for Global Health, CDC (Corresponding
author: Cheri Grigg, cgrigg@cdc.gov, 404-639-4303)

References
1. Dixon, MG, Schafer, lJ. Ebola viral disease outbreak—West Africa, 2014. MMWR Morb Mortal
WKkly Rep 2014;63;548-51.
2. Shuaib F, Gunnala R, Musa E, et al. Ebola virus disease outbreak—Nigeria, July—September
2014. MMWR Morb Mortal Wkly Rep 2014;63:867—72.

Use of trade names and commercial sources is for identification only and does not imply
endorsement by the U.S. Department of Health and Human Services.

References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not
constitute or imply endorsement of these organizations or their programs by CDC or the U.S.

PAGE #2 oF 3


mailto:cgrigg@cdc.gov
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6325a4.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6325a4.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6339a5.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6339a5.htm

Department of Health and Human Services. CDC is not responsible for the content of pages found at
these sites. URL addresses listed inMMWR were current as of the date of publication.

All MMWR HTML versions of articles are electronic conversions from typeset documents. This
conversion might result in character translation or format errors in the HTML version. Users are
referred to the electronic PDF version (http://www.cdc.gov/mmwr) and/or the

original MMWR paper copy for printable versions of official text, figures, and tables. An original
paper copy of this issue can be obtained from the Superintendent of Documents, U.S. Government

Printing Office (GPO), Washington, DC 20402-9371; telephone: (202) 512-1800. Contact GPO for
current prices.

**Questions or messages regarding errors in formatting should be addressed to mmwrg@cdc.gov.

PAGE #3 oF 3


http://www.cdc.gov/mmwr
javascript:sendIt();

	0001-Cover Page - A.pdf
	Use of Group Quarantine in Ebola Control — Nigeria-2014.pdf
	Use of Group Quarantine in Ebola Control — Nigeria, 2014
	Weekly
	References




