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Ebola in West Africa and Lagos: Incident Management Systems in Action

ASSIGNED READINGS
Required (complete before class)
Frieden, Thomas R. The Formula for Better Health. MIT Press, 2025. Chapter 1 (on seeing threats clearly); Chapter 3 (on technical rigor); Chapter 5 (on incident management and organized response).
Shuaib, Faisal, et al. “Ebola Virus Disease Outbreak—Nigeria, July–September 2014.” MMWR Morbidity and Mortality Weekly Report 63(39):867–72.
Optional (for students who want greater depth)
Vaz, Rui G., et al. “The Role of the Polio Program Infrastructure in Response to Ebola Virus Disease Outbreak in Nigeria, 2014.” Journal of Infectious Diseases 213, Suppl 3 (2016): S140–6.
PREPARATION QUESTION
Before class, write two to three sentences in response to the following: What is one decision made in the Lagos response that you think was most critical to containing the outbreak, and why?

The Case
In late 2013, Ebola began spreading silently in a forested region of Guinea. For three months, transmission went undetected. Health systems were weak, laboratory testing for Ebola unavailable, and surveillance systems unable to recognize an emerging threat. By the time the outbreak was officially declared in March 2014, cases had already crossed into Liberia and Sierra Leone.
What followed became the largest Ebola epidemic ever recorded: more than 28,000 reported cases and 11,000 documented deaths. The epidemic occurred because structural failures compounded. Surveillance was weak, laboratory capacity limited, and response authority fragmented—no country had a clear incident command structure. Multiple organizations operated in parallel without unified command. Community mistrust ran deep. Safe burials, essential to break Ebola transmission, faced resistance rooted in legitimate cultural concerns. Health workers died in large numbers, collapsing already fragile systems. Each failure made the next one worse.
Control came eventually, after months of exponential growth and the creation of emergency operations structures that did not exist previously. The lesson was costly: building response systems during an active outbreak is far more expensive, in lives and resources, than preparing them in advance.
Nigeria and Lagos: A Different Story
On July 20, 2014—while the epidemic still raged in West Africa—a symptomatic Liberian-American man collapsed at Lagos’s international airport after recently caring for a relative with Ebola. He was admitted to a private hospital, where he exposed health workers, other patients, and visitors before Ebola was confirmed.
Lagos is Africa’s largest city, with more than 20 million people, dense neighborhoods, intense mobility, and major international connections. A poorly managed outbreak there could have seeded spread across the continent and beyond and spread for months or years. Instead, Nigeria contained the outbreak with 20 cases and 8 deaths in 93 days.
Nigeria activated an Incident Management System (IMS) when Ebola was confirmed. The Emergency Operations Center, modeled on the country’s existing polio eradication infrastructure, was operational at once. A single Incident Manager held clear authority. Operations, epidemiology, laboratory, logistics, communications, and community engagement were each assigned and staffed. Daily situation reports drove real-time decision-making. Partners—WHO, CDC, MSF, and others—operated within a unified structure rather than in parallel.
Contact tracers identified 894 contacts. Nearly all were visited daily throughout the monitoring period. GPS-verified visits reduced the risk of falsification of reports. Symptomatic contacts were isolated immediately. Community leaders, transport unions, and health workers received targeted outreach. The private sector contributed logistics and funding. In October 2014, WHO declared Nigeria Ebola-free.
What Made the Difference
Incident Management Systems answer four basic questions in a crisis: Who is in charge? What are today’s priorities? Who is doing what with what resources? How do we know if we are making progress? Nigeria’s IMS gave clear answers to all four, enabling faster case identification, more complete contact tracing, better resource allocation, and a shared picture of the outbreak across all responding agencies.
The Lagos case also demonstrates the value of pre-existing systems. Nigeria’s polio eradication program had built trained staff, standardized tools, and embedded monitoring capacity for years. That infrastructure gave the Ebola response a head start.
The virus that devastated three countries and killed more than 11,000 people, lasting for 3 years, was stopped in Lagos in fewer than three months. The difference was not biology. It was organization.

DISCUSSION QUESTIONS
1. What structural failures drove the West Africa epidemic? 
2. What specific elements of Nigeria’s Incident Management System were decisive in Lagos? 
3. What does this case tell us about the relationship between routine health systems and emergency response capacity?
Small-Group Discussion Topics
1. You advise the Minister of Health of a low-income country with no existing emergency operations center. An unknown respiratory illness has been detected in the capital. What would you do first, and why? Using IMS principles, describe the first 48 hours of response.
2. Community trust was critical to Lagos’s success. What conditions make community trust possible during an outbreak, and what can public health systems do in advance to build trust? What are some of the ways trust is essential?

The Formula for Better Health  ·  MIT Press, 2025  ·  theformulaforbetterhealth.net/formulateaching
