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Abstract 

Background  Quarantine and isolation (Q&I) are interrelated but not mutually exclusive public health practices 
for disease control, which may face public resistance in the context of health emergencies due to associated chal‑
lenges. Hence, it is often tough for most countries to implement Q&I even in the context of health emergencies. 
Therefore, this scoping review examines the challenges associated with the implementation of institutional Q&I strat‑
egies during major multicountry viral outbreaks (Ebola, Lassa and COVID-19) in Africa between 2000 and 2023.

Methods  This scoping review was designed based on Arksey and O’Malley’s guidelines. A systematic literature 
search, using nine online research databases, was conducted with the aid of relevant search terms, Boolean operators 
and truncations. All articles obtained from the literature search were electronically imported into Rayyan web applica‑
tion for deduplication based on specific inclusion and exclusion criteria. From the included literature, relevant data 
were charted, summarized, collated, and presented.

Results  This review included 24 of the 787 retrieved articles. Sixteen of the 24 selected articles investigated issues 
related to COVID-19 prevention and control in Africa. Two assessed precautionary practices for Lassa fever, while five 
were on Ebola virus disease. However, one article explored knowledge, preventive practices, and general isolation 
precautions. The review identified various challenges that hindered the implementation of successful Q&I practices 
during viral infection outbreaks in Africa. Essential healthcare infrastructure, equipment (medical supplies includ‑
ing personal protective equipment and testing kits) and facilities that are essential for Q&I were deficient. Q&I imple‑
mentation was often threatened by low human resource capacity and inefficiencies in the healthcare system which 
portray Africa as unprepared to handle complex public health crises.

Conclusions  This review shows that Q&I implementation in Africa is often threatened by low human resource 
capacity and inefficiencies in the healthcare system and also portrays Africa as unprepared to handle complex public 
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Introduction
Quarantine and isolation (Q&I) have become major con-
trol measures in the face of infectious diseases of global 
significance. Over the last ten years, Q&I have impacted 
global health space because of their relevance in manag-
ing the spread of infectious diseases such as Zika, mon-
keypox (Mpox), Ebola and coronavirus diseases [1, 2]. 
Q&I are public health measures or practice designed 
to protect the public by preventing exposure to people 
who have, or may have an infectious disease. Quaran-
tine is recommended when a person has been exposed 
to a highly contagious disease, especially when a person 
returns from an endemic area or has had contact with an 
infected person [3]. The practice separates an exposed 
person at risk, i.e., with a probability of developing the 
symptom of an infectious disease, from the community. 
Isolation, on the other hand, is the practice of separating 
sick or symptomatic persons with a contagious disease 
from people who are not sick. This includes all meas-
ures to exclude asymptomatic (i.e., quarantine) or symp-
tomatic (i.e., isolation) persons returning from regions 
already affected by an infectious disease from social min-
gling [4].

Q&I are historical practices that date back to the 
Mosaic Law described in Leviticus’s book, written 
around the 7th century. Early Islamic history has  also 
indicated Q&I were practiced at various times [5]. Q&I 
represent interrelated, but not mutually exclusive, pub-
lic health practices for disease control, which are poorly 
understood as disease control strategies. Fundamentally, 
human mobility is mostly responsible for the spread 
of infectious agents, especially when  outbreaks occur. 
Hence, the implementation of Q&I and other non-
pharmaceutical interventions including lockdown, face-
masking, and social distancing, are core measures for 
preventing the spread of infectious diseases. The Coro-
navirus Disease 2019 (COVID-19) was a typical pan-
demic that led to global lockdown by disrupting human 
mobility. While most health authorities focused on pub-
lic health measures including Q&I, citizens complained 
of consequent socioeconomic and political challenges, 
resulting in compliance problems [6].

Institutional Q&I are mostly provided by the state, with 
support from non-state actors, through formalized facili-
ties to hospitalize persons of interest for care within a 
specified period. In this scenario, the person might not 
be permitted to self-quarantine at home. This mostly 
happens at the beginning of any outbreak for effective 

containment of further spread. Most places resist Q&I 
strategies during health emergencies, such as Ebola and 
COVID-19 [5]. Citizens are transferred to isolation cent-
ers, while infected but asymptomatic persons may prac-
tice self-isolation and self-medication [6]. In some 
cases, infected persons have  fled from  isolation centers 
[7]. Beyond the implementation or enforcement by the 
authority, Q&I are acts of responsibility and protection 
for others and other community members.

However, Q&I strategies raise ethical issues, as  there 
are nuances of abuse and inequality. Q&I deliberately 
impair the rights to movement and association to ensure 
the safety of others in the community. The ethical debate 
is about personal liberties and the public good. The out-
break of infectious disease presents ethical dilemmas 
when medical protocols involving Q&I are sacrosanct 
[4]. The exposed or infected person poses a risk to oth-
ers in society. Other challenges include  concerns about 
the health system’s weakness,  and  observed inequalities 
in the quality epidemiology of these disease outbreaks, 
requiring that health system preparedness mechanisms 
should  be set up for future outbreaks. Hence, conduct-
ing a scoping review on the challenges associated with 
implementing Q&I will allow for a comprehensive under-
standing of the diverse and complex issues encountered 
during enforcement, including logistical, ethical, and 
social issues. By mapping existing literature, future Q&I 
measures could be better planned and more effective. 
Ultimately, this is a novel scoping review designed to pro-
vide valuable insights concerning informed, equitable, 
and efficient Q&I implementation during health emer-
gencies. As a result, this scoping review aims to examine 
the challenges associated with implementing institutional 
Q&I strategies during major multicountry viral disease 
outbreaks in Africa, following Arksey and O’Malley’s [8] 
guidelines. The viral disease outbreaks of interest include 
Ebola, Lassa and COVID-19 infections which have been 
major multicountry outbreaks in the last two decades 
(2000–2023), especially in Africa.

Methods
Literature identification
The research question for this scoping review was “What 
is the empirical evidence on the challenges associated 
with the implementation of institutional Q&I strategies 
during major multicountry viral outbreaks in Africa?”. 
To retrieve literature relevant to the research question, 
on July 24th, 2023, a systematic literature search was 

health crises. Hence, Q&I for major multicountry outbreaks in Africa is very challenging. Therefore, continuous efforts 
to address these identified challenges are crucial to enhancing health emergency preparedness in Africa.
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conducted with the aid of relevant search terms, Boolean 
operators (“AND” and “OR”), and truncations (“*” or 
“#”) in nine online research databases (APA PsycArti-
cles, APA PsycInfo, PubMed, SCOPUS, Psychology and 
Behavioral Sciences Collection, Allied and Complemen-
tary Medicine Database (AMED), CINAHL Ultimate, 
Dentistry and Oral Sciences Source, and SPORTDiscus 
with Full Text). The search terms were obtained from the 
Thesaurus and Medical Subject Headings (MeSH) dic-
tionary (Tables S1 to S3; Supplementary file).

Literature selection
All articles obtained from literature search were elec-
tronically imported into the Rayyan web application to 
remove all duplicate records [9]. After this, the dedupli-
cated records were subjected to a two-stage screening 
process, using a set of inclusion and exclusion criteria, 
to select the literature that addresses the research ques-
tion. The first stage involved prima facie evaluation of 
deduplicated literature through screening of their titles 
and abstracts. At this stage, non-relevant literature was 
excluded. The remaining non-excluded literature was 
thereafter subjected to the second-stage screening pro-
cess where their full texts were thoroughly read and eval-
uated for eligibility based on the scoping review’s criteria 
(Table  S4; Supplementary file). The two-stage screening 
process was carried out by two independent reviewers. 
During each stage of the screening process, all conflicts 
in inclusion/exclusion that arose were resolved through 
brainstorming, critical discussions, and a joint consensus 
by the reviewers involved.

To be included into this review, the screened literature 
must be (1) an original research article with accessible 
full text; (2) published in English and in a peer-reviewed 
journal; (3) published in the year 2000 or upwards; and 
(4) report empirical data on the challenges associated 
with the implementation of institutional Q&I strategies 
during major multicountry viral outbreaks in Africa. 
However, the screened literature was excluded if it (1) 
was grey literature (e.g., book chapters, books, technical 
reports, etc.); (2) was published in non-English language; 
(3) did not present empirical data; (4) presented empiri-
cal data during major multicountry non-viral outbreaks 
in Africa; (5) presented empirical data in non-African 
populations; and (6) published before the year 2000.

The reference lists of the included articles were 
screened to identify and incorporate any other eligible 
articles that were not identified through the utilized elec-
tronic databases in the scoping review.

Data charting, collation and summarization
Relevant data were charted, using a customized data extrac-
tion sheet, from the included articles. These data include 

the names of authors, year of publication, study location, 
study design, study objectives, size of the study sample/
population, study population/sample attributes, study 
tools, empirical findings, and conclusions. The charted data 
were then collated, summarized, and presented in texts 
and Tables [10, 11]. The data collation, summarization, and 
presentation were done using the inductive thematic analy-
sis framework proposed by Braun and Clarke [12, 13]. In 
this analytic approach, the charted data were first grouped 
into nodes, after which they were merged into subthemes 
and themes.

Results
Search results and characteristics of included articles
The literature search yielded a total of 787 articles. After 
the removal of duplicates, 614 single entries were screened 
for eligibility. Out of the 614 articles, only 24 were found 
relevant and included in this scoping review after a two-
stage screening process (see Table  1). Also, the reference 
lists of these 24 articles were manually searched to identify 
any other relevant articles, but none was found. Finally, this 
scoping review included a total of 24 articles (see Fig. 1).

Sixteen of the 24 selected articles investigated issues 
related to COVID-19 prevention and control in Africa [14–
28]. Two assessed precautionary practices for Lassa fever 
[29, 30], while five were on Ebola virus disease control [31–
35]. However, one article explored knowledge, preventive 
practices, and isolation precautions broadly, the authors’ 
focus was not on a particular infection.

Seven studies were conducted in Nigeria [14, 22, 26, 28–
30, 37], 5 in Ethiopia [17, 19, 20, 24, 27], 4 in Ghana [15, 31, 
32], 2 in Liberia [33, 35], and 1 each in Sudan [21], Guinea 
[16], Sierra Leone [34], Uganda [25], Cameroon [36], and 
Tunisia [23]. One was a multicountry study conducted in 
4 different locations—the Democratic Republic of Congo, 
Nigeria, Senegal and Uganda [18].

Units of analysis varied amongst the reviewed articles. 
The majority of the sampled individuals included health-
care personnel, persons who experienced or were in quar-
antine, migrants, community members, policymakers, 
epidemic focal persons, and some aimed at health man-
agers (see Table  1). Furthermore, some articles included 
samples from primary schools, hospitals, community 
mobilizers, and contact tracers. In total, 5882 persons, 81 
health facilities, and 146 primary schools were respond-
ents. Only one of the 23 articles introduced intervention in 
their research [33].

Challenges with Q&I implementation during viral infection 
outbreaks in Africa
Inadequate outbreak response preparation
Several African countries exhibited unprepared-
ness during the COVID-19 outbreak. For instance, 
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in Nigeria, the overall level of preparedness among 
healthcare institutions was inconsistent [22, 26]. Many 
hospitals lacked isolation units until after the virus was 
confirmed in the country, with only 45% of hospitals 
establishing such facilities [26]. In a sample of 20 hos-
pitals, only 15% were highly prepared, 75% were mod-
erately prepared, and 10% were classified as not ready 
based on World Health Organization (WHO) standards 

[26]. In Ethiopia, over one-third of healthcare workers 
rated their facility’s preparedness as poor, citing a lack 
of isolation and triage protocols [19]. Similarly, prepar-
edness at points of entry in Cameroon was inadequate, 
particularly in areas such as communication, resource 
evaluation, and sanitary inspection [36]. The lack of 
comprehensive plans for responding to outbreaks at 
both the community and state levels contributed to 
ineffective Q&I implementation.

Fig. 1  PRISMA flow chart
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Human resource challenges
A shortage of trained personnel hindered the manage-
ment of viral outbreaks in several African countries. 
In Nigeria, for example, there was a limited availabil-
ity of infectious disease specialists, with anesthesiolo-
gists being particularly scarce [26]. In Ghana and other 
countries such as Senegal, Uganda, and the Democratic 
Republic of Congo (DRC), the scarcity of trained person-
nel affected contact tracing and other public health activ-
ities essential for managing Ebola Virus Disease (EVD) 
and COVID-19 [15, 18, 32]. In Nigeria, nearly half of 
health workers had not been trained in general infection 
prevention and control (IPC) measures [37]. Similarly, 
in Cameroon, none of the healthcare workers had been 
trained in surveillance activities, and less than half of 
healthcare workers in Guinea received any formal train-
ing in COVID-19 prevention and management [16]. In 
Ethiopia, while many healthcare workers had undergone 
training, gaps in knowledge persisted, particularly in iso-
lation techniques and procedures for reporting suspected 
COVID-19 cases [19].

The knowledge and application of IPC measures were 
found to be suboptimal across multiple African coun-
tries. In Nigeria, for instance, the knowledge of IPC prac-
tices among healthcare workers was poor, with 82% of 
personnel being unaware of proper isolation precautions, 
and only 7.6% understanding when personal protective 
equipment (PPE) should be used [37]. Similarly, in Ethio-
pia, nearly half of the healthcare personnel lacked skills 
in isolation techniques and methods for reporting sus-
pected COVID-19 cases [19]. The overall understanding 
of EVD screening protocols and IPC measures was also 
low among health workers in Ghana, affecting their abil-
ity to screen migrant returnees effectively [32].

The welfare and protection of healthcare workers were 
inadequate in several African countries during viral out-
breaks. For example, in Nigeria, many hospitals lacked 
provisions for staff accommodation, feeding, and life 
insurance for personnel managing COVID-19 patients 
[26]. In Ghana, contact tracers complained about poor 
remuneration and a lack of insurance coverage [15]. The 
shortage of PPE further compounded the challenges. In 
Nigeria, Ethiopia, and Guinea, many hospitals lacked suf-
ficient PPE for their personnel [16, 19, 26]. In Guinea, 
70% of healthcare workers had not received PPE for three 
months, raising concerns about their safety while manag-
ing COVID-19 patients [16]. Similarly, healthcare work-
ers in Ghana expressed anxiety about their safety due to 
inadequate PPE when screening for EVD [32].

Noncompliance with IPC guidelines was another major 
issue affecting Q&I implementation. In Nigeria, some 
health workers failed to follow basic precautions such 
as handwashing, wearing facemasks, or using PPE when 

attending to patients [30]. Compliance with IPC meas-
ures was found to be better at designated Lassa fever 
treatment centers than at non-designated centers [22]. In 
Liberia, an intervention study revealed low baseline com-
pliance with IPC practices, though some improvements 
were observed post-intervention [33]. In some countries, 
such as Guinea, hospitals had yet to receive necessary 
guidance documents for COVID-19 prevention, sample 
collection, and patient management, further impeding 
compliance with IPC measures [16].

Healthcare infrastructure shortages
The lack of adequate healthcare infrastructure was a per-
sistent challenge in many African countries. In Nigeria, 
Lassa fever treatment centers were found to lack basic 
amenities such as perimeter fences, hand hygiene facili-
ties, and separate toilets for infected patients [30]. In 
Ghana, health personnel relied solely on thermometers 
for screening EVD cases due to a lack of laboratory test-
ing capacity [31]. The absence of dedicated spaces for 
Q&I was a significant problem in Guinea, Nigeria, Cam-
eroon, and Ghana. In Guinea, 74% of health facilities 
lacked dedicated spaces for isolating confirmed COVID-
19 cases [16]. Similarly, in Nigeria, 83.5% of healthcare 
institutions were found to be suboptimal for COVID-19 
patient care due to a lack of isolation facilities, bed space, 
and oxygen support [14].

Screening for viral infections was hindered by a lack of 
resources and equipment in several African countries. In 
Guinea, 93% of hospitals had no equipment to screen for 
COVID-19 [16]. Similarly, in Nigeria, a significant num-
ber of hospitals lacked the resources to test for COVID-
19 [22, 26]. The lack of laboratory support was also a 
problem in Ghana, where health personnel could not test 
suspected EVD cases, relying solely on thermometers 
for screening [31]. Testing shortages were also reported 
in the DRC, where insufficient test kits affected outbreak 
control efforts [18]. The inability to detect suspected 
cases of infection in a timely manner led to underreport-
ing and a delay in referring confirmed cases to appropri-
ate care centers in countries like Senegal and Uganda 
[18].

The shortage of health infrastructure is also a func-
tion of funding constraints. Hence, limited funding was 
a critical issue affecting Q&I implementation in Africa. 
The renovation of Lassa fever treatment centers in 
Nigeria, for example, was stalled due to a lack of finan-
cial resources [30]. Similarly, inadequate funding forced 
countries such as Nigeria to shift from institutional Q&I 
to self-quarantine and self-isolation measures during the 
COVID-19 pandemic. In the DRC, insufficient funding 
affected outbreak control efforts, while in Uganda, over-
reliance on donor funding disrupted surveillance and 
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infection control measures [18]. The lack of sustainable 
funding models for public health infrastructure and per-
sonnel support remains a significant barrier to effective 
outbreak management in Africa.

Social factors affecting Q&I implementation
Social and cultural factors such as stigma and misinfor-
mation significantly hampered the effectiveness of Q&I 
in African nations. In Nigeria and Senegal, for instance, 
the stigma associated with being infected led to under-
reporting of cases, making it difficult to track and isolate 
the spread of infections. Nigeria’s vast landmass, negative 
perceptions of COVID-19, and the inaccessibility of cer-
tain conflict zones in northern regions compounded the 
challenges of effective outbreak control [18]. Similarly, 
in Sierra Leone, health personnel struggled to reach vul-
nerable populations in remote areas, which limited the 
country’s ability to contain the virus effectively [34].

Another significant issue was poor self-quarantine 
practices, where individuals exposed to the virus contin-
ued to interact with others to meet daily needs, poten-
tially spreading the virus further [15, 18]. This was 
exacerbated by harassment of contact tracers, with quar-
antined individuals demanding their test results and food 
[15]. In countries like Ghana, porous borders, uncoop-
erative travelers, stockouts of essential materials, and lan-
guage barriers further complicated containment efforts 
during the EVD outbreak [32]. Political discourse around 
disease outbreaks was also politicized, further hindering 
cooperation between health workers and the public [15].

In Liberia, state-enforced quarantines heightened stig-
matization and mistrust within communities. This led 
to panic, fear, and the disenfranchisement of vulnerable 
groups. The practice of mandatory cremation during 
the EVD outbreak, as well as the enforcement of quar-
antine measures, were perceived as degrading, resulting 
in secret burials and further distrust in the system [35]. 
Essential supplies, such as food and water, were often 
rationed, leading to non-compliance with quarantine 
rules in Liberia [35]. Sierra Leone faced additional chal-
lenges, including poor social mobilization, weak commu-
nity engagement, and a lack of two-way communication 
between health officials and local communities. This lack 
of dialogue resulted in ineffective responses and a general 
distrust in health interventions [34].

Negative experiences with Q&I enforcement
Enforcement of Q&I measures often resulted in negative 
experiences for those affected. In many cases, quaran-
tine conditions were substandard, with individuals fac-
ing boredom, poor hygiene, unhealthy meals, and limited 
access to drinking water. These poor conditions, com-
bined with preferential treatment for certain individuals 

and the high cost of quarantine, led to widespread dissat-
isfaction [25]. Communication gaps regarding quarantine 
protocols, such as preparation, length of stay, and the col-
lection of COVID-19 test results, created confusion and 
anxiety for those in quarantine [25]. In Uganda, quaran-
tined individuals expressed concerns about stigma and 
the fear of being attacked post-discharge. A significant 
portion (43.7%) feared discrimination upon their release 
from isolation [17]. In Ethiopia, many quarantined indi-
viduals (85.2%) struggled with financial insecurity during 
and after their stay in quarantine, with 64% lacking any 
plans for life post-quarantine. This experience was exac-
erbated by the inability to engage in normal social inter-
actions [20]. Quarantine hesitancy, contact denial, and 
mistreatment by law enforcement were additional nega-
tive experiences reported in Uganda, with some individu-
als being mistakenly quarantined due to errors in identity 
[27].

Healthcare personnel also faced significant chal-
lenges. In Sudan, nearly half of healthcare workers (48%) 
were concerned about contracting the virus, and many 
reported experiencing anxiety and an increased workload 
due to the pandemic [21]. Similarly, some quarantined 
patients in Uganda experienced heightened anxiety about 
the possibility of infection during their isolation [25].

Psychosocial burden of Q&I
The psychosocial burden of Q&I on individuals and 
healthcare workers was another major challenge. In 
Uganda, psychological distress was prevalent, primar-
ily driven by fear of infection. Quarantined individuals 
reported sleep disturbances, poor appetite, weight loss, 
and social isolation due to stigma and loneliness. Many 
also suffered from economic losses due to the inability 
to work during their quarantine period [27]. In Ethiopia, 
common mental disorders were widespread among quar-
antined individuals, with symptoms of depression (55%), 
anxiety (48.9%), and stress (35.6%) being reported among 
migrant returnees [17]. The psychosocial burden was fur-
ther compounded by social disruptions, with individuals 
fearing stigma and grappling with economic difficulties 
[17]. The psychosocial impact of COVID-19 isolation on 
patients was influenced by several factors. These included 
individual characteristics such as gender, pre-existing 
chronic illnesses, poor awareness of the outbreak, and 
substance use [24]. In Tunisia, individuals in institutional 
quarantine experienced clinical insomnia (19.2%), anxiety 
(15.4%), and depression (37.4%). Students, young adults, 
and those who feared contracting the virus while in quar-
antine were more susceptible to anxiety and depression. 
Individuals who stayed in containment zones throughout 
their quarantine were more likely to suffer from clinical 
insomnia [23].
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In Ethiopia, a significant correlation was found 
between depressive symptoms and factors such as fear 
of infection, inadequate information about quarantine, 
and concerns about discrimination post-quarantine. 
Gender (female) and the experience of COVID-19-like 
symptoms during quarantine were also associated with 
anxiety symptoms [20]. Similarly, in Sudan, healthcare 
personnel experienced high levels of anxiety and depres-
sion, with women being more likely to suffer from these 
mental health challenges [21]. Various coping strategies 
were adopted by individuals during Q&I. These strate-
gies included emotion-focused, problem-focused, and 
avoidance-focused approaches. Some individuals main-
tained regular contact with loved ones, engaged in daily 
routines, exercised, or stayed busy with work or studies 
to cope with the psychological and social stress of quar-
antine [25]. In Uganda, personal and social support net-
works played a critical role in helping individuals cope 
with the challenges of quarantine. Spiritual strengthen-
ing, problem-solving, and peer support were also effec-
tive coping mechanisms [27].

Discussion
This review examines implementation of Q&I measures 
during viral infection outbreaks in Africa, synthesizing 
findings from 24 studies. It focuses on the numerous pub-
lic health challenges experienced on the continent, such 
as the Ebola virus, Lassa fever, Zika virus, Mpox, and the 
COVID-19 pandemic. Since 2001, Africa has witnessed 
over 1,800 public health events, demonstrating the con-
tinent’s vulnerability to infectious diseases [35, 36]. In 
the context of infectious disease outbreaks, international 
organizations such as the Centers for Disease Control 
and Prevention (CDC) and the WHO have issued IPC 
guidelines. These recommendations include measures 
like hand and respiratory hygiene, the use of PPE, envi-
ronmental sanitation, waste management, disinfection, 
and sterilization procedures, as well as adherence to 
precautions when implementing Q&I measures [37–39]. 
Ensuring compliance with these guidelines through hos-
pital audits is critical for curbing disease transmission 
and ensuring the safety of healthcare personnel and the 
public.

Q&I are non-pharmaceutical public health interven-
tions aimed at reducing close contact between individuals 
to prevent the spread of infections. Quarantine typically 
involves individuals who may have been exposed to a dis-
ease but are not yet symptomatic, while isolation applies 
to individuals with a confirmed infection [40, 41]. The 
goal of both interventions is to limit community trans-
mission of infections, which is in the public’s best interest 
[40]. The review found that healthcare infrastructure in 
Africa is often inadequate to support effective Q&I. Many 

facilities lack dedicated spaces for isolating suspected and 
confirmed cases, while resources such as medical sup-
plies, hygiene items, and PPE are insufficient to meet 
international IPC standards. This shortage of infrastruc-
ture and supplies increases the risk of nosocomial infec-
tions—those contracted in hospitals—especially during 
major outbreaks like COVID-19, Ebola virus disease, and 
Lassa fever [42–47]. Several studies in the review con-
firmed that these infrastructural challenges are common 
across Africa, contributing to the continent’s high vulner-
ability to infectious diseases [41–45].

Human resource limitations also pose a significant bar-
rier to effective Q&I implementation in Africa. Many 
healthcare workers lack the necessary training in IPC 
protocols and infection management skills, and the pro-
portion of trained personnel is low across the continent 
[15, 18, 26, 30–32]. Even in facilities where staff have 
undergone IPC training, low staffing levels and insuffi-
cient knowledge compromise healthcare safety and the 
quality of service delivery. This deficiency not only jeop-
ardizes healthcare outcomes but also increases the risk 
of outbreaks spreading further [16, 19, 23, 27, 28, 33, 
48, 49]. Adequate staffing, comprehensive training, and 
support for healthcare workers are essential for effec-
tive Q&I implementation and better patient outcomes. 
Additionally, the review highlighted deficiencies in Afri-
ca’s capacity to screen and detect infections. Laboratory 
facilities and testing kits were limited, unable to cope 
with the volume of suspected cases. Infection prepared-
ness and Q&I implementation were further hindered by a 
lack of attention to staff welfare. Only two of the 23 stud-
ies reviewed discussed healthcare workers’ welfare dur-
ing outbreaks, revealing inadequate working conditions 
such as insufficient pay, poor accommodation, and a lack 
of insurance or protection against infections [50]. Poor 
working conditions are exacerbated during outbreaks due 
to increased workloads and heightened risks, leading to 
job dissatisfaction and compromising healthcare system 
resilience [50–52].

Financial constraints further hampered Q&I efforts 
across Africa. Only two reviewed studies discussed 
the role of funding in implementing Q&I measures, 
but other literature confirms that insufficient financial 
resources are a major challenge for infection control in 
Africa. Countries struggled to allocate resources effec-
tively during outbreaks, resulting in irregular compli-
ance with IPC regulations and poor governance of Q&I 
measures [51, 52]. These challenges, coupled with infra-
structural and human resource limitations, made it dif-
ficult for many African countries to effectively manage 
infectious disease outbreaks and implement Q&I strate-
gies. Beyond the healthcare system, social and cultural 
factors also affected outbreak control in Africa. Rumors, 
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misinformation, stigmatization, and poor communica-
tion hindered efforts to contain infections. Some patients 
were reluctant to comply with Q&I measures due to fears 
of contracting infections within isolation facilities, while 
healthcare workers experienced increased stress due 
to their workloads and the risk of infection. These chal-
lenges were similar to those reported in other countries 
such as Finland, China, and Canada [53–55].

The review also highlighted the negative psychologi-
cal effects of quarantine. Many individuals in isolation 
reported experiencing boredom, poor hygiene, and low-
quality meals. Some developed symptoms of anxiety, 
depression, stress, and insomnia, while healthcare work-
ers also showed signs of anxiety and depression. These 
mental health challenges were similarly reported in other 
parts of the world, including Europe and Asia [54, 56, 
57]. Coping mechanisms such as emotion-focused and 
problem-focused strategies, as well as personal and social 
support, were employed by both patients and health-
care workers to deal with these psychological challenges. 
While the review provides valuable insights into the pre-
paredness of African healthcare systems to manage infec-
tious disease outbreaks, it also reveals significant gaps 
in the literature. Only one study focused on the experi-
ences of quarantined individuals, and only one interven-
tion study was included. Additionally, socio-cultural, 
ethical, and financial aspects of Q&I were not thoroughly 
addressed. Further research should explore these dimen-
sions, as well as the comparative effectiveness of Q&I 
practices for different disease conditions, to improve 
Africa’s response to future outbreaks.

Conclusions
The reviewed studies have highlighted the significant 
challenges faced by Q&I measures in the healthcare sys-
tem, particularly in managing the spread of infectious 
diseases like Zika, monkeypox, Ebola, and coronavirus in 
Africa. Q&I are public health measures that aim to pro-
tect the public by preventing exposure to individuals 
with or potentially having an infectious disease. However, 
low human resource capacity and inefficiencies within 
the healthcare system often hinder the implementation 
of Q&I in Africa. This review suggests that basic inten-
sive care training should be made available to healthcare 
workers, more investment in health resources is needed 
to procure diagnostic machines, support staff, and build 
more infrastructure at a national level, and strengthening 
national mental health strategies, including local-level 
mental health workers, is necessary to address the psy-
chosocial burden of Q&I. Continuous efforts to identify 
and address these challenges are crucial to enhancing 
health emergency preparedness in Africa.
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