
  1 

 
 
 
EBOLA IN CONTEXT: UNDERSTANDING 
TRANSMISSION, RESPONSE AND CONTROL 

WEEK 1 STEP 1.7 WHY THIS OUTBREAK IS DIFFERENT: THE 
SOCIAL AND POLITICAL CONTEXT OF THE 2014 EBOLA 
OUTBREAK (VIDEO) 

The largest previous Ebola outbreak involved 425 reported cases. By the end 
of 2014 there were approximately 20,000 reported cases in the West African 
outbreak. The spread of Ebola has been facilitated by weak health systems, 
slow reaction of governments in affected countries and the international 
community, distrust of foreigners and governments by the public, and 
traditional beliefs about the source of diseases. Such factors combine to drive 
behaviour which may be viewed as illogical to those who come from a different 
worldview. It is necessary to understand the contextual factors contributing to 
the spread of the virus in order to contain it. 

Speaking to the BBC in December 2014, Margaret Chan,1 Director General of WHO, 
while acknowledging that WHO had failed to act quickly enough, emphasised: 

‘There was no trust in the community. When they see people in space suits coming 
in to their village to take away their loved ones they were very scared… and they 
hide their sick relatives at home. They hide dead bodies at home. And these are 
extremely, extremely dangerous in terms of spreading the disease…. We must bring 
the community on our side to fight the Ebola outbreak.’ 

In the video, Professor Peter Piot describes the factors that have combined to make 
this outbreak different from all previous Ebola outbreaks: recent wars in the region; 
distrust of government; weak health systems; traditional beliefs in disease causation; 
and a slow response. Three residents of the region, Regina Bash-Taqi and Yasmin 
Jusu-Sheriff from Sierra Leone and Pearlyn Mamulu from Liberia, discuss the issues 
from their perspectives, highlighting distrust as a basis for denial, the changing 
conspiracy theories, and the problems with healthcare. 

Historical and Cultural Factors 

Sierra Leone and Liberia have both been through years of civil war and Guinea has 
suffered coups and political violence. The wars decimated health sectors, rendering 
them overly reliant on outside aid.2 During the wars and post-conflict period, large 
proportions of state budgets have been dedicated to shoring up security forces to the 
detriment of health sectors3. Liberia, Sierra Leone and Guinea ranked extremely low 
in the 2012 human development index, at number 174, 177 and 178 respectively, out 
of 185 countries. Estimated life expectancy in Sierra Leone was 48.1 years, the 
lowest in the world.4 
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The consistent lack of investment and leadership in health infrastructure has led the 
citizens in West Africa to believe that their governments do not care about their 
welfare.5 Liberian journalist Mae Azango6 described the Liberian government’s 
handling of the crisis early in the epidemic: ‘[T]he government didn’t care. Only 
normal people were dying, poor people were dying’. She reported that it was only the 
death of a member of staff of the Finance Ministry that triggered an official response, 
a response which many viewed as too late. She goes on: ‘The people feel the 
government downplayed them and they say the government isn’t doing anything. 
Money that comes, they don’t know where that money goes. So they are angry.’ 
These sentiments were also expressed by Liberian health workers on strike from an 
Ebola Treatment Unit (ETU), who were promised but then denied increased pay for 
risking their lives. One health worker argues:6 

‘This government has been a failure to the Liberian people. They sit in their offices 
and just make decisions against us. The government feel they’re in a secure position 
where they can’t get easily infected with the virus and the common people are 
getting infected, so they don’t care.’ 

Mistrust of government is also common in Sierra Leone. Sierra Leonean lawyer and 
women’s rights activist, Yasmin Jusu-Sheriff, states,7 

‘Because the districts in the East, especially Kenema and Kailahun are opposition 
strongholds, the people felt that, they didn’t expect much from the government. And 
there were a lot of complaints that the government was not providing the PPEs 
[personal protective equipment] to the nurses who worked in the districts, they were 
not providing funds for sensitisation [awareness-raising], in those districts. So those 
people felt very much that they were on their own.’ 

The mistrust also leads to denial. Jusu-Sheriff states,7 

I know from speaking to family members in Kailahun District, that there was a 
widespread feeling amongst people that, there was a lot of denial. They felt, in 
Kailahun, young people and old people, that this was a ruse by the government, to 
try and prevent them from being counted in the national census. In other parts of the 
country later on, some people felt that it was being exaggerated, so that, I’m not 
quite sure how, that somebody could make money out of it. […] People didn’t 
understand and see that it was something very serious. They felt that somewhere 
along the lines someone was not telling them the truth. 

In March 2014, Liberians were given contradictory information on whether there were 
any cases in Liberia, leading many to distrust Government announcements on 
Ebola, and the Government’s interest in the outbreak.8Many Liberians viewed the 
Ebola epidemic as something made up by their government in order to receive donor 
aid, to be divided among those who have political power.9 

There are many conspiracy theories. Some, while accepting the virus as a ‘real’ 
phenomenon, question its origin. For example, some believe that the disease was 
introduced to Africa by white foreigners, and that doctors are intentionally infecting 
West African citizens with Ebola in order to carry out drug tests.13 Others argue that 
a new strain of Ebola was deliberately created by a pharmaceutical company in 
order to benefit financially from selling the cure, which had also been created. Such 
theories can be contextualized within the mistrust that some West Africans feel 
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toward white foreigners, due to historical wrongs including colonialism and the slave 
trade.14 

Barriers to seeking health care 

Within weak health care systems, hospitals are often in disrepair, overcrowded and 
chaotic.5 Care can be prohibitively expensive and patients rely on family members 
for provision of food, medication, and supplies such as dressing, antiseptics, and 
other materials.10 Some Liberians were initially unwilling to bring sick relatives to 
Ebola care centres as they feared they would not be provided with food in the 
centres.8 Citizens of Guinea, Sierra Leone, and Liberia recognise that hospitals in 
their countries are ill-equipped with poor sanitation and a low quality of care. In those 
circumstances, the decision to avoid existing health facilities can be viewed as a 
rational choice. 

The distance people have to travel to such facilities presents another access 
barrier.10 Many rural villages are not connected by roads suitable for motorised 
vehicles. 

Rather than making an arduous journey to a dispensary or health care centre on 
foot, rural Sierra Leoneans commonly seek help from healers who are mobile, 
visiting the ill in their own homes. Ferme10 notes: 

‘[F]or most rural Sierra Leoneans, getting to hospital involves long, uncomfortable, 
and expensive journeys, navigating Kafka-esque bureaucracies. Repeated payments 
are required and long waits are interspersed with inconclusive interactions with 
medical personnel. After all this, one often returns home as one had left or dies from 
the journey’s hardships and lack of care.’ 

For those willing and able to transfer family members to hospitals, some report being 
turned away upon arrival because the Ebola Treatment Units are already full. For 
example, Robert, whose brother died of Ebola in their family home in Liberia, 
reported that he had brought his brother to hospital, but the hospital would not 
receive him.6 As a result, Robert cared for and fed his sick brother, and carried his 
body outside the family home after he died. He explains why he did what he did, 
despite warnings not to come into contact with those who have Ebola symptoms: 

‘That’s my brother so I have to be by his side. No one could be allowed to go near 
him, helping him to eat, feeding him. Taking care of him, that is brother love. There 
was no one else to console him, so I had to be by his side.’ 

The fear of Ebola has caused hospitals to turn sick people away, even if those who 
present at hospitals do not have Ebola symptoms. The daughter of a member of 
parliament in Liberia, died of an asthma attack after the hospital refused to admit her 
due to fears over Ebola. He states,6 ‘They killed my daughter. The institution killed 
my daughter. The government killed my daughter. The Ebola crisis has exposed how 
bankrupt our health system is’. (The impact of Ebola on treatment of other diseases 
is discussed further in a later step.) 

Traditional explanations of disease form another barrier to seeking health care, and 
give rise to rumours and myths about Ebola. One myth is that Ebola is due to 
witchcraft. Attributing sickness to witchcraft is prevalent in parts of West Africa, 
particularly isolated rural areas.11 Jusu-Sheriff notes that the belief in witchcraft is 
particularly strong in the Port Loko and Tonkolili Districts. According to 
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Bolten,12 there is a belief in northern Sierra Leone that people become infected via 
invisible witches with guns who ‘shoot’ their victims with Ebola. 

Conspiracy theories about the treatment of victims’ bodies by the health staff at 
treatment centres create another barrier to seeking care. For example, stories have 
circulated that organs are being harvested from the dying in order to sell them in the 
international market, and that the reason the public cannot view the bodies of victims 
is because body parts have been removed for witchcraft. 

Further issues around using Ebola care centres, including stigma and infection risk, 
are discussed in week 2. 

It is important to recognize that not all citizens of the countries most affected by 
Ebola give credence to myths and conspiracy theories on the origins and treatment 
of Ebola. Speaking in December 2014, Jusu-Sheriff states,7 ‘People do understand 
that there really is an illness which is different to cholera and malaria, and these 
other things, in many parts of the country’. 
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This material has been repackaged from a free, online course delivered by the 
London School of Hygiene and Tropical Medicine on the FutureLearn platform in 
2015. Additional information about the course and its contributors can be found on 
the School website. 

Future iterations of the course may feature slightly different material. Further live 
runs of this and other courses can be found on the platform. Please visit the School’s 
FutureLearn webpage for more details. 
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