Ebola Outbreak
FOR EXERCISE USE ONLY

Overview: This scenario aims to drive participants towards identifying an Ebola outbreak based on a sample of patient profiles recently presented to the clinic.  Participants are not informed that the virus is Ebola up front.  Testing resources are limited, leading to decisions on how to segregate, quarantine, and treat patients while also preventing further spread of the disease.  As the virus takes its course, additional issues will develop with healthcare workers, decedent handling, and supply issues. 
Each inject is structured in the following way: 
	Inject #

	Inject text provided to participant.  Embedded files can be opened with a double-click. 

	Additional Notes/Prompts: These are notes for the facilitator.  These can help to answer participant questions or can be used as prompts to stimulate discussion.  This is not meant to be given to the participants up front. 

	Expected Outcome:  This is a potential outcome it is expected the participants will reach.  This may not always be the outcome. 













Scenario Play

	Inject 1

	May 10, 2026: 10 patients present to the clinic at Bushagara IDP Camp with symptoms listed in file embedded below.  This cluster of 10 patients all presented to the clinic within 48 hours of each other (May 8 & 9).  For purposes of the exercise, Bushagara is served by a single clinic.

Double click to open




	Additional Notes/Prompts: Are the patients related to each other or live in the same household? WHO Protocol for handling VHF: https://www.who.int/publications/i/item/9789241549608
Quarantine, setup of an Ebola Treatment Center. What does that look like?


	Expected Outcome: Expected Outcome: Attendees will likely suspect a viral hemorrhagic fever (VHF). Should order tests to confirm.  













	Inject 2

	Specific tests for Sudan Ebolavirus are not available.  The only ones are a small amount stored in Kigali, Uganda.  
Other tests which are available either on-site or within less than 24 hours are: 
•	Zaire Ebolavirus
•	Malaria
•	Tuberculosis 
•	Yellow Fever
•	Crimean Congo Hemorrhagic Fever
•	Rift Valley Fever
•	Lassa Fever
•	Rapid influenza test
NOT AVAILABLE 
•	Marburg 
•	Pan-filovirus or multiplex assay
•	Bundibugiyo Virus
Develop a course of action on testing and treating these patients while awaiting results.


	Additional Notes/Prompts: What if the tests will take 3+ days to arrive? 1 week+?


	Expected Outcome: Students should discuss quarantine and containment methods, recommended tests, and possibly requesting SUDV testing from Uganda.  















	Inject 3

	Some details regarding the patients, their living area, and common contacts starts to emerge.  Though vague, this is what is known. All patients live in the same section of the camp (a cluster of 24 shelters) with the exception of Patient 22, who lives nearby. 

Patient 14, 25F – Patient 15’s mother (this was not made apparent before). 
Patient 15, 8M – Patient 14’s son (this was not made apparent before). 
Patient 16, 40M – Camp sanitation worker, travels off site for work 
Patient 17, 32F – Lives next door to Patients 18 & 19. 
Patient 18, 55F – Lives next door to Patient 17, aunt of Patient 19 and they live together
Patient 19, 12F – Niece of Patient 18 and lives with her, lives next door to patient 17
Patient 20, 30M – Camp sanitation worker, travels off site for work
Patient 21, 6M – Only person in family showing symptoms. Probably recent contact with patient 15 at a youth group. 
Patient 22, 45F – Lives in a different section of camp, though not far from the others
Patient 23, 19M – Has picked up odd jobs around the camp moving building material, cleaning common areas, etc. 

With the above information in mind, how might you approach contact tracing, public communication, and other aspects of managing the response? Does this change anything?

Double click to open. Patient shelters in red. 




	Additional Notes/Prompts: None


	Expected Outcome:  There are a couple of common threads (sanitation workers, people living close by) but not necessarily a glaring obvious trend.  This should lead to discussion with no one right answer, but the approach to contact tracing should be discussed at length.  









	Inject 4

	Camp officials have provided potential locations within the camp to setup a temporary Ebola Treatment Center (ETC) to isolate possible Ebola patients from others. The locations are empty shelters.  There are no beds, furniture, or other amenities.

Double click to open.  ETC locations in yellow. 




	Additional Notes/Prompts: See camp map title “Potential Quarantine Locations.” How will residents respond to Ebola patients being moved closer to them and their families?  Would it be better to keep the patients in the Inpatient building and send non-Ebola patients somewhere else. What about the logistics of quarantining a patient, especially if the location is not near the medical facility? What supplies would be needed to move a patient to the location, and how could the staff maintain ‘contact’ with the patients?  Who can we contact for additional support, and what should we request (construction of an Ebola Treatment Center, medical personnel with VHF/Ebola response expertise, supplies).


	Expected Outcome: The houses are quite scattered. There is a small cluster of four between medical and where the patients currently live. This is surrounded by shelters that are currently occupied.  There is also a cluster of 8 shelters to the southwest of the medical clinic. This is farther away but there are fewer occupied shelters in the vicinity.













	Inject 5

	May 11, 2026. Initial test results return.  All tests are negative with the exception of two patients who test positive for malaria. See file embedded below. 
Given this information, how do you alter the treatment plan, particularly for the two who test positive for malaria. Note: No word yet on when other tests, particularly SUDV, will be available.

Double click to open. 




	Additional Notes/Prompts: Patients 15 and 21 test positive for malaria. 
Patient 15 is an 8 yo male whose symptoms were, “High fever, repeated vomiting, watery diarrhea (5–6 episodes/day), abdominal cramps, and loss of appetite for 2 days; father notes he is unusually lethargic.”  
Patient 21 is a 6 yo male whose symptoms were, “Very high fever, bloody diarrhea, severe dehydration, and refusal to drink; rapid deterioration in the last 48 hours.”


	Expected outcome:  Participants need to address how to handle the two malaria patients.  They will likely have already started them on fluids, and that won’t change.  There may be a short discussion on starting the patients on anti-malarial. Ebola or another VHF likely still expected. Care for all patients to continue following WHO VHF guidelines.  












	Inject 6

	Rapid Deterioration + First Death (May 11–12)
· Patient 21 (6M, malaria-positive) deteriorates despite ACTs.
· Worsening bloody diarrhea
· Lethargy
· Minimal urine output
· No improvement after ACT initiation
· A nurse reports a needlestick injury while placing an IV for Patient 21

· Patient 18 (55F) develops hypotension and dies.
· Hypotension (BP 85/50)
· Increased confusion
· Melena and hematemesis
· Dies before transfer to isolation shelter
· Family attempts to retrieve body for burial washing.
· Two caregivers report new fevers.
· Clinic nurse reports PPE shortage and improper donning observed.
· 3 days of gloves at current burn rate
· 2 days of gowns
· No face shields remaining in reserve


	Additional Notes / Prompts: 
Decision Points for Participants
•	Implement safe and dignified burial protocol?
•	Classify malaria-positive child as suspected Ebola despite RDT result?
•	Initiate healthcare worker exposure protocol?
•	Escalate PPE request nationally/internationally?

What Evaluators Are Looking For
•	Do participants treat malaria-positive patients as potential co-infection?
•	Rapid activation of IPC protocols
•	Understanding of funeral transmission amplification
•	Staff exposure management competence
•	Supply chain anticipation


	Expected Outcome
•	Immediate isolation of remains
•	Activate burial team with PPE
•	Begin line listing of all funeral attendees
•	Manage malaria case as co-infection, not exclusion
•	Place exposed nurse under 21-day monitoring
•	Implement PPE conservation strategy
•	Notify district/national health authorities




	Inject 7

	Funeral Link Expansion (May 12-13)
Contact tracing reveals:
· 7 of the 10 patients attended or had contact with someone who attended the same funeral as Patient 14.
· The funeral was for a man who died after 4 days of fever and bleeding. The deceased had:
· Fever
· Vomiting
· Bleeding before death
· Burial included body washing. 60+ attendees
· Rumors spreading:
· “The clinic is spreading the sickness.”
· “Isolation means death.”
Three new suspected cases identified from funeral attendees in another section of camp.


	Additional Notes/Prompts: 
Impact:
· Outbreak origin likely predates current cluster.
· Transmission chain longer than assumed.
· Contact list expands significantly.
Complications
· 12 funeral attendees cannot be located.
· One family refuses monitoring.
· Community leader demands evidence before restrictions imposed.
Decision Points
· Expand contact tracing beyond original 24-shelter cluster?
· Restrict gatherings?
· How to address misinformation?
· Activate community engagement teams?
What Evaluators Are Looking For
· Recognition of super-spreader event
· Ability to scale contact tracing rapidly
· Risk communication strategy (not fear-based)
· Cultural sensitivity in messaging
· Engagement with camp leadership


	Expected Outcome
· Expand contact tracing to full funeral list
· Categorize contacts (high vs low risk)
· Initiate active daily monitoring
· Suspend mass gatherings temporarily
· Deploy trusted community leaders for messaging
· Begin risk communication campaign




	Inject 8

	Healthcare Worker Exposure (May 14)
•	A clinic nurse who treated Patient 21 develops fever.
•	One sanitation worker (Patient 16 or 20 contact) collapses at work.
•	PPE supply estimated at 72 hours remaining.
•	Fear spreads; clinic attendance drops sharply.
•	Social media post circulating: “Ebola confirmed – avoid clinic”


	Additional Notes/Prompts: This inject tests:
•	Occupational exposure protocols
•	Active monitoring of staff
•	Psychological response management
Decision Points
•	Close clinic temporarily?
•	Cohort staff?
•	Public statement before lab confirmation?
•	Establish dedicated Ebola Treatment Unit immediately?
What Evaluators Are Looking For
· Protection of healthcare workforce
· Maintenance of essential services
· Clear public messaging despite uncertainty
· Avoiding premature closure that harms other patients
· Media handling discipline


	Expected Outcome: 
 •	Treat febrile nurse as suspected case
•	Immediate isolation
•	Begin contact tracing for healthcare exposures
•	Provide transparent but measured public communication
•	Separate routine care from suspected VHF care
•	Request surge staffing support










	Inject 9

	Lab Confirmation of Sudan Ebolavirus (May 16-18)
· Samples sent externally return positive for SUDV in:
· Patient 17 (pregnant)
· Patient 18 (deceased)
· Patient 15 (malaria co-infection)
· National authorities declare outbreak.
· WHO alerted.
· Media reports “Ebola in IDP Camp.”


	Additional Notes/Prompts: 
Important twist: Malaria-positive child also SUDV-positive → confirms co-infection risk.
Complications
· Panic movement toward camp exits.
· Nearby district requests screening of camp residents.
· Pregnant SUDV-positive patient develops abdominal pain.
· Borders alerted due to sanitation workers’ off-site travel.
Decision Points
· Lockdown vs movement control?
· Ring vaccination request?
· Expand ETU capacity?
· Manage SUDV-positive pregnancy?
What Evaluators Are Looking For
· Incident Management System activation
· Structured coordination (operations/logistics/planning)
· Ethical decision-making re: mobility restrictions
· Integration of maternal health considerations
· International coordination protocols


	Expected Outcome: Formal outbreak declaration structure (IMS activation)
· Establish ETU with high/low risk zones
· Coordinate cross-district surveillance
· Plan obstetric management in high-risk isolation
· Scale psychosocial support









	Inject 10

	Camp Movement & Containment Challenge (May 19-21)
· 12 contacts cannot be located.
· Rumors spread that isolation center is a “death shelter.”
· Families begin moving to nearby settlements.
· Border health officials request traveler screening logs.
· Pregnant SUDV-positive patient goes into premature labor.
· Community protests ETU location near water source 


	Additional Notes/Prompts: 
This introduces:
· Ethical dilemmas
· Perinatal transmission management
· Camp containment vs. human rights tension
Complications
· Limited vaccine supply.
· Cold chain unreliable.
· No neonatal isolation capacity.
· Political pressure to reopen normal camp activities.

Decision Points
Who gets vaccine first?
· Healthcare workers?
· High-risk funeral contacts?
· All contacts?
· Relocate ETU?
· Enforce quarantine legally?
· Handle neonatal exposure?

What Evaluators Are Looking For
· Ethical vaccine allocation reasoning
· Cold chain/logistics foresight
· Balancing human rights vs containment
· Community negotiation skills
· Sustainability planning beyond initial shock phase


	Expected Outcome: 
· Prioritize ring vaccination strategy
· Vaccinate frontline healthcare workers first
· Strengthen cold chain logistics
· Negotiate ETU placement with community
· Develop neonatal isolation plan
· Reinforce WASH and safe water messaging
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Potential Quarantine Locations
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Initial Disease Test Results (SUDV Test not available) 
 


 


Consolidated Test Results 


Patient 
Malaria 
RDT Result 
(On-site) 


Typhoid 
(Referral 
Lab) 


Yellow 
Fever 
(Referral 
lab) 


CCHF 
(Mobile 
Lab) 


Rift Valley 
Fever 
(Mobile 
Lab) 


Lassa 
Fever 
(Referral 
Lab) 


14 Negative Negative Negative Negative Negative Negative 


15 
Positive (P. 
falciparum) 


Negative Negative Negative Negative Negative 


16 Negative Negative Negative Negative Negative Negative 


17 Negative Negative Negative Negative Negative Negative 


18 Negative Negative Negative Negative Negative Negative 


19 Negative Negative Negative Negative Negative Negative 


20 Negative Negative Negative Negative Negative Negative 


21 
Positive (P. 
falciparum) 


Negative Negative Negative Negative Negative 


22 Negative Negative Negative Negative Negative Negative 


23 Negative Negative Negative Negative Negative Negative 
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Initial Visit 
 


Patient 14 


Patient 14  


Category Details 


Demographics Age: 25 years; Gender: Female 


Anthropometrics Height: 160 cm; Weight: 55 kg; BMI: 21.5 kg/m² 


Vital Signs Blood Pressure: 120/78 mmHg; Pulse Oximetry (SpO₂): 97% 


Symptoms prompting 
clinic visit 


Sudden high fever (38.5°C), severe headache, profound fatigue, 
muscle aches, and sore throat starting 3 days ago after attending 
a funeral; no bleeding yet. 


 


  







Initial Visit 
 


Patient 15 


Patient 15  


Category Details 


Demographics Age: 8 years; Gender: Male 


Anthropometrics Height: 125 cm; Weight: 25 kg; BMI: 16.0 kg/m² 


Vital Signs Blood Pressure: 105/65 mmHg; Pulse Oximetry (SpO₂): 98% 


Symptoms prompting 
clinic visit 


High fever, repeated vomiting, watery diarrhea (5–6 episodes/day), 
abdominal cramps, and loss of appetite for 2 days; father notes he 
is unusually lethargic. 


 


  







Initial Visit 
 


Patient 16 


Patient 16  


Category Details 


Demographics Age: 40 years; Gender: Male 


Anthropometrics Height: 175 cm; Weight: 70 kg; BMI: 22.9 kg/m² 


Vital Signs Blood Pressure: 130/85 mmHg; Pulse Oximetry (SpO₂): 96% 


Symptoms prompting 
clinic visit 


Intense headache, joint and muscle pain, extreme weakness, 
followed by non-bloody diarrhea and a faint maculopapular rash 
on the chest within 4 days. 


 


  







Initial Visit 
 


Patient 17 


Patient 17  


Category Details 


Demographics Age: 32 years; Gender: Female (Pregnant, ~24 weeks) 


Anthropometrics Height: 158 cm; Weight: 62 kg; BMI: 24.8 kg/m² 


Vital Signs Blood Pressure: 118/76 mmHg; Pulse Oximetry (SpO₂): 97% 


Symptoms prompting 
clinic visit 


Fever, persistent vomiting, fatigue, and bleeding gums noticed 
this morning; worried about the baby after recent travel within the 
camp. 


 


  







Initial Visit 
 


Patient 18 


Patient 18  


Category Details 


Demographics Age: 55 years; Gender: Female 


Anthropometrics Height: 155 cm; Weight: 60 kg; BMI: 25.0 kg/m² 


Vital Signs Blood Pressure: 140/90 mmHg; Pulse Oximetry (SpO₂): 95% 


Symptoms prompting 
clinic visit 


Sudden fever, chest discomfort, shortness of breath, confusion, 
and black stools over 5 days; family fears “the camp sickness.” 


 


  







Initial Visit 
 


Patient 19 


Patient 19  


Category Details 


Demographics Age: 12 years; Gender: Female 


Anthropometrics Height: 145 cm; Weight: 35 kg; BMI: 16.6 kg/m² 


Vital Signs Blood Pressure: 110/70 mmHg; Pulse Oximetry (SpO₂): 98% 


Symptoms prompting 
clinic visit 


High fever, red eyes (conjunctivitis), body aches, and a 
developing rash on arms and trunk; school friends recently ill. 


 


  







Initial Visit 
 


Patient 20 


Patient 20  


Category Details 


Demographics Age: 30 years; Gender: Male 


Anthropometrics Height: 172 cm; Weight: 68 kg; BMI: 23.0 kg/m² 


Vital Signs Blood Pressure: 125/80 mmHg; Pulse Oximetry (SpO₂): 97% 


Symptoms prompting 
clinic visit 


Sore throat, severe fatigue, vomiting, dark urine, and mild 
jaundice appearing on day 4; works as a camp sanitation 
volunteer. 


 


  







Initial Visit 
 


Patient 21 


Patient 21  


Category Details 


Demographics Age: 6 years; Gender: Male 


Anthropometrics Height: 115 cm; Weight: 18 kg; BMI: 13.6 kg/m² 


Vital Signs Blood Pressure: 100/60 mmHg; Pulse Oximetry (SpO₂): 99% 


Symptoms prompting 
clinic visit 


Very high fever, bloody diarrhea, severe dehydration, and refusal 
to drink; rapid deterioration in the last 48 hours. 


 


  







Initial Visit 
 


Patient 22 


Patient 22  


Category Details 


Demographics Age: 45 years; Gender: Female 


Anthropometrics Height: 162 cm; Weight: 72 kg; BMI: 27.5 kg/m² 


Vital Signs Blood Pressure: 135/88 mmHg; Pulse Oximetry (SpO₂): 96% 


Symptoms prompting 
clinic visit 


Headache, muscle pain, vomiting, and passage of black tarry 
stools; lives near the latrines where recent deaths occurred. 


 


  







Initial Visit 
 


Patient 23 


Patient 23  


Category Details 


Demographics Age: 19 years; Gender: Male 


Anthropometrics Height: 168 cm; Weight: 65 kg; BMI: 23.0 kg/m² 


Vital Signs Blood Pressure: 122/78 mmHg; Pulse Oximetry (SpO₂): 98% 


Symptoms prompting 
clinic visit 


Early fatigue and loss of appetite progressing to vomiting, 
diarrhea, and a fine rash; attended a community gathering 5 days 
ago. 


 






