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Part I: Introduction



1 LYGNRRdAzOGA2Y

The 2014 outbreak of the Ebola Virus Disease in West Africdectared an international

public health emergency on 8 August 2014 (WHO, 20R#n International, who
commissioned this research, undertook a rapid assessment of the situation among Plan

staff in the three most affected countries, Liberia, Sierra Leone and Guinea; staff reported

that, whilst Ebola trailed sickness and death in itskey the outbreak had implications

GKFG NBFOKSR TIN 0Se2yR (KAA RANBOG AYLI O
NELZ2NIa FNRY 20KSNJ bDhQa FyR GKS AYyGSNYLF GA:
causing wider problems such #® closure of schals, restrictions on movement, food

shortages and economic downturin a rapidlychanging situation, media coverage was

an important source but teneld to give a onedimensional picture, presenting issues as
separate headlines.

What was evident is that #re is a lack of empirical research investigating the wider
effects of a largescale Ebola outbreak, and in particular the indirect impacts on children
and young peopleTo address this gap, Plan International commissioned this qualitative
study in late Omwber 2014.

Fieldwork was carried out by community based organisations in Liberia and Sierra Leone.
Teams of researchers visited a sample of twenty (20) communities in each country.
Selective sampling was used, to represent urban and rural communitfessedt regions

of the countries, as well as locations where there were high and low case numbers of
Ebola. Female and male children and adults took part in focus group discussions; in one
to-one interviews and case studies. This qualitative methodoldigyvad people to tell

their own stories and encompassed views from children, families #red wider
community. In total, 1,836 children and adults participated in the study.

Selective furposive sampling was used: the sitesere chosen to represent bothrban

and rural communities, different regions of the countries, as well as locations where there
were high and low case numbers of Ebola. Children and adults took part in small group
discussions and onr-one interviews This qualitative methodologgllowed people to

tell their own stories, building up from the impact of the outbreak on the child to those
experienced by the family and wider camanity. In total, 1,836 children and adults chose

to participate in the study.

The safety issues surrounding fielork in countries at the height of an Ebola outbreak
are substantial, as are the practical difficulties of fieldwork when people are afraid of
contact, public gatherings are banned, travel restrictions are in place and areas have been
guarantined. In suchcircumstances it was the presence of local commuhéaged
organisations and Plan staff already active amongst affected communities that made the
research possible.



This report therefore describes the range of impacts that Els has on children and
familieslooking beyond the immediate health effecad exploring the cause and effects,

as described by those living through the crisis. It finds tlegbind those infected with the
virusthere are a large number of children and families whose survival anelaf@went is
threatened by the loss of already precarious health servities, loss of community
cohesion andhe loss ofbasic needs such as food. Many children are placed at risk by a
breakdown in the protective environment usually provided by familied #me wider
community. Almost all children and adults, even communities with no Ebola cases, feel
the hurt of bereavement and experience the loss of what gives them confidence and self
esteem; education, employment and social ties with family and commu@kyA f RNBy Q &
lives have beencomprehensively harmed by the wider consequences of the Ebola
outbreak.

It is important to bear in mind that an Ebola outbreak of this scale has never been seen
before, and as a result all actonsvolved ¢ from the international community, to the

national governments, to civil society and communitidgeve been learning as the crisis
escalated. Therefore, the findings, conclusions and recommendatiomdd not be seen

Fd  ONARGAIdzZS 2y ¢ Klsisito awRoyl hé leagnmdNprivhaod tdzi | &
improve if a similar emergency occurs in the future.

The report is organised as follows: Chapter 2 gives a description of the research method.
Chapter 3 is a review of the Ebola outbreak and response, based oistmdlsources

and with the aim of providing a context for the research findings. Chapters 4 to 9 set out
the findings of the research under each of the main topics of enquiry; health, food
security, livelihoods, child protection, education and communityesion. Chapter 10
contains conclusions and recommendations for relieving the immediate impatt
9062f Q& 6 A RS NduppbiggatBelj lda§efedr pracess of recovery and
increasing resilience to such a crisi$e report is accompanied by two appmbees.
Appendix lis a book of case studies collected from children during the study. This
provides firsthand and powerful accounts of the multiple ways in which children are
affected by the sideffects of the Ebola outbrealppendix2 contains the resarch tools

and training guide.



2 wSasSI NDK YSiK2R

2.1 Research aims

The research was commissioned as a qualitative study, to investigate the consequences of
Ebola for children, young people and familieiiperia and Sierra Leone.

The specific objectives of thhesearch were to:

1. Identify the immediate needs of children, young people and families with particular
regards to educationjvelihoods child protectionand well-being,andfood security
andnutrition.

2. Based on the findings from the study, initisaebroad set of recommendations
which can be used to inform programming and advocacy for when the outbreak
ends and with regards to a health outbreak of a similar nature and scale in the
future.

3. Advise on further research needs, to improve understandfrtye consequences of
the outbreak

2.2 Research challenges and general approach

2.2.1 Gathering personal perspectives on a broad agenda

An emphasis was placed in the research brief on understanding how children, parents and
others view the wider consequencestbe Ebola outbreak. A challenge for the research
was therefore to reconcile the need fgive people the time and opeagenda to express

their own views, with the need to minimise contact and conduct research quickly and
efficiently. There was also a chailge to reconcile the exploratory aims of the research,
across a wide agenda, with the desire for deep insights and the ability to make
comparisons between countries and types of site.

To balance these different needs a sestructured interviewing methodvas used. This
employed a core set of topics and prompts to guide the discussion, but wisiently

open and flexibléo enable the participants to shape the discussion. The use of a core set
of topics and prompts within the serstructured agenda, créad a data set that is a rich
source of qualitative data as well as being sufficiently large and consistent to allow
simple numerical analysis\d comparison between different categories of sites.

This method was chosen in preference to a more rigid toesaire. Whilst this would
have produced answers that were easier to quantify, closed questions tend ieeptbe
agendalt isalso very timeconsuming or resource intensive to deliv@dosed question$o
a large number of people when they cover npikti topics.



2.2.2 Safety and ethics

Safety of participants and researchers during the research was a primary conceen and
major influence on the approach. In addition to the risk of contracting Ebola there was
the possibility of a hostile reception from people communities Attacks on visiting
health teams, were reported in the international preger example,including a fatal
attack in Guinean July 2014 (WHO, 2014dh response to these risks, the general
approach taken was to:

1 Minimise contact by minimsing the time spent in each site, by avoiding physical
contact and by avoiding the exchange of paper, pens or other research materials.

1 Minimise travel between areas; by using different teams to cover different parts of
the country, rather than a singleam traveling between all the sites.

1 Maximise familiarity with the communities; by working through Plan communities
and/or through local organisations and with researchers who knew the participating
communities. This helped to overcome the reluctance ebge in communities to
meet.

A detailed safety protocol was prepared for the research and incorporated into training
for researchers, covering issues such as haadhing, meeting in open spaces and no
physical contacf(see the Research Tools Appendixhe report, Appendix 2).

As children were the focus for the research it was important to include young people in
the fieldwork. The child protection and ethical issues raised by this were managed by
working with organisations with a traglecord of carrymg out research with children and

with knowledge of child protectionOlder children, aged 12 to 18, were invited to take
part in the researchinstead of very young childrergiven the health risks and the
emotional risks of discussing Ebola with childveimo had potentially lost their parents

and loved ones to the virus. Younger children (as young as 8 years) are occasionally
included in the case studies, which were researched in the presence of a parent or other
adult. The inclusion of children requiredsaorter and simpler discussion framework to
that used with adults. For child protection and safety reasons, the meetings with children
and adults were held mostly in the open or in large spaces, visible to all and with space
for people to avoid close coatt.

The arrangements and issues described above had implications for the types of research
tools used. Participatory techniques often involve the exchange of materials (for example
maps) and the active (physical) engagement of participants (for examplealking
transects). Such techniques were avoided in favour of methods such as focus groups and
semistructured interviews, where researchers facilitate a discussion among participants,
noting down the main topics of discussion that resulted. The focusipgy were a



maximum of 12 participants, for a combination of safety and reseaftdctiveness
reasons.

The use of several research teams to minintiseel and maximise familiarity with the
communities has the potential disadvantage of adding inconsigtam&iow the research

is conducted, and hence the results. To mitigate against this, training was held for all
team members, the methods were piloted and reviewed and a team leader supervised all
of the sessions in a given area.

Ethical approval for this study was obtained in accordance with Plan Internat@nal
Research Policy and Standards. The research adhered to Plan Interr@tiQeld
Protection Policy and Guidelines. In addition, the research was conducted in accordance
with Plan Internationa® safety protocol put in place in response to the Ebola outbreak.
The prior and informed consent of all participants was sought, before all meetings or
interviews took place (see consent form in Research TApisendix2).

2.3 Data ollection

2.3.1 Selection of research sites

Research sites were purposively sampled, chosen to previgpresentative sample of
the demographic characteristics of the two countries and examining:

1 A broad geographical spread across the countries, to encompass chaacsesuch
as proximity to borders, trade flows and proximity to capital cities.

M Rural and than areas

1 Areas with a high number of suspected, probable and confirmed Ebola eases
areas with a low number of suspected, probable and confirmesbs@eferred to in
this study as High Outbreak and Low Outbreak sites).

Pragmatic and programming reasons also influenced site selection. Very remote areas
were not included because of time and transport difficulties. Communities where either
the research teams oPlan staff had already worked and had personal contacts were
favoured in order to esure safety of the researchers.

In each country a sample of twenty (20) sites was selecteesd are portrayed in Figure
2.1 and the features of the ®@s are summariseéh Tables2.2 (Liberia) and 2.8Sierra
Leone). Sites were defined as high or low outbratikhe time of fieldworkaccording to
cumulative incidence maps such as thaproduced in Figure 2, and research teams
aimed to investigate an equal number e&ch type However, the cumulative incidence
maps do not give a wholly accurate guide to the status of sites becauseatieal
numbers of suspected, probable and confirmed cases of Ebolafnaamycommunity to
community (the communitiesbeing neighbourhods of several thousand people in urban
areas or villages of a similar size or smaller for rural sitag) they change rapidly with



time. Therefore, after local knowledge wagathered during the researclthe final
number of high outbreak sitescluded n the research was 15, which was fewer than the
number oflow-outbreak sitesncluded(25).

Communities themselves were usually unable to give an accurate guide to the level of
outbreak as lhere was great uncertainty about whether cases and deaths wereiaty

due to EbolaEstablishing accurate figures is difficult and was not an objective of this
research. Nor was it essential for the method; sites thatre within high outbreak
counties or districts but wich had relatively few cases were very awareaofd affected

by the events and reactions in nearby communities that had experienced a greater
number of casesNonetheless, comparisons made in the study between high and low
outbreak areas should be considered with this uncertainty in mind, and treated a
indicative rather than absolute.

Figure 2.1 Researchsitesin Liberiaand SierralLeone
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Table2.2 Research sites in Liberia
Liberia
County Site Rural/Urban Outbreak
High/Low

Montserrado Bushrod Island Urban High
72" community Urban Low
Mount Barclay Rural High
Johnsonville Rural Low

Bomi W2aSLIKQa ¢2g Urban High
Sawmill Urban Low
Guie Town Rural High
Klay Rural Low

Nimba Small Ganta Urban High
Saclepea Urban Low
Karnplay Rural High
Bahn Rural Low

Grand Gedeh Zwedru Urban Low
t2SQa ¢20Yy Urban Low
Solo Town Rural Low
Jarzon Rural Low

Lofa Foya Town Urban High
Zorzor City Urban Low
Barkedu Rural High
Lutisu Rural Low

Total sites 20

Total Rural 10

Total High Outbreak | 8

In Sierra Leone, the choice of districts was more heavily influenced by tesigttions

passes had to be obtained to permit travel, which was not the case in Liberia. Roadblocks
caused long delays, making it more difficult to reach remoter areas. Nonetheless
Kailahun district in the east, bordering La@@untyin Liberia, wasnicluded, particularly
because it was a centre for the early stages of the outbreak in Sierra Leone and because it
is a programming area for Plan International. To reduce travel difficulties, only two sites
were visited in Ké&hun. So instead of four sitéis eachdistrict as elsewhere, the north
eastern four were split between Kailahun and the relatively accessible Kenema district.

Table2.3 Research sites in Sierra Leone
District Site Rural/Urban Outbreak
High/Low
Western Area Aberdeen Urban Low
Kissy Bye Pass, East llI Urban Low
Kissi Town, Waterloo Rural Ar¢ Rural High
Songo, Koya Rural Low
Bo Moriba Town, West Ward Urban Low




Gerihun Town Urban Low
Yambama Rural Low
Majihun Rural Low
Kenema Kissi Town, Gbo Kakajama Urban Low
Kpadebu Rural Low
Kailahun Daru Town Urban High
Bonbohun Rural High
Bombali Makeni Town, Banana Ward Urban High
Masongbo Town Urban High
Mateboi Rural Low
Konta Rural Low
Port Loko Mile 47 Urban High
Lunsar TowsMadigbo Urban High
Petifu Rural Low
Maboni Rural Low
Total sites 20
Total Rural 10
Total High Outbreak | 7

2.3.2 Selection of participants

Participants, like sites, were purposively selected and not sampled randomly. The aim was
to bring together small groups consisting o€hildren, parents and communitieaders
(Table2.4). Theparticipants were selected on arrival at the site and with the cooperation

of community leaders. They atkerefore largely selselected, but within the criteria of a
roughly equal gender split arml representative spread of ages between 12 and 18 in the
OKAf RNBY Qa 3IANRJzLIA

Table2.4 Groups and interviews in each site
Group and Participants Researchers
Individuals
1. Children 8-12 school age children, with an equal numbg 1 lead facilitator and one
of boys and girls andrange of ages from 12 to | note-taker.
18
2. Carers 8-12 female parents or carers 1 lead facilitator and one
(Female) note-taker (at least one
female)
3. Carers 8-12 male parents or carers 1 lead facilitator and one
(Males) note-taker (at least one
male)
4. Community | 8-12 community representatives, including 1 lead facilitator and one
youth, woman and community leaders note-taker
5. Oneto-one With community leaders (e.g. clan chief, or 1 interviewer and one
Interviews representatives of local govement and noR note-taker
government organisations)
5. Case Studies| With children, identified through discussion 1 interviewer and one
groups. note-taker




Total
participants per | Minimum 38 Total team: Minimum 5
site

The sampling was altered in Sierra Leone, by having two groups of children, boys and girls
separately. This was done following piloting of the research tioalisat country,with the

aim of enabling children to have a freer discussion alsantsitive topts such asexual
exploitation and gender issues more generally. To keep the total number of groups the
same, the discussionrgup with leaders was droppedlhis was considered by the
research team to be the most dispensable, becaimseexperience from beria was that
community leadergendedin any case be included as parents/carers. Furthermore, they
were specifically targeted with the-1 interviews that were carried out in each site, in
addition to the group discussions.

In total, there were 20 chiNJ5 yfo@usgroups and 60 adulocusgroups in the Liberia
al YL SI | vy RfoausgroupKand 40 MduiRfocas groups from Sierra Leone.
There were42 one-to-one interviews in Liberia an80 one-to-one interviews in Sierra
Leone. In total221 children and599 adults were interviewed in Liberid73 children and
543 adults were interviewed in Sierra Leone. In total, 694 children partictpatethe
study and 1142 adults A breakdown of the participas is provided iTable2.5below.

The inteded minimum sample size waexceeded in both countries. It was greatest in
Sierra Leonanainly because more groups were at or near the maximum number planned
for. Slightly more females than males took part in the focus groups and case studies.
There is asignificant difference in the-1 interviews which are predominantly male. This

is because these were targeted at community leaders and the gender bias reflects the
larger nuniber of men in leadership roles.

Table2.5 Number of participants in research
Liberia
Adults Adults Adults Children Children Children @ Total
Female Male Female Male
Focus Groups 557 283 274 184 98 86 741
1-1 Interviews 42 16 26 42
Case Studies 37 19 18 37
Liberia Totals 599 299 300 221 117 104 820
Sierra Leone

FocusGroups 463 238 225 433 224 209 896
1-1 Interviews 80 21 59 80
Case Studies 40 21 19 40
Sierra Leone Totals 543 259 284 473 245 228 1016
TOTAL 1142 558 584 694 362 332 1836




2.4 Organisation and preparation of research teams

Fieldwork inboth countries was divided up amongst three teams of five researchers,
covering different parts othe country asshown below(Table2.6). A oneday training
session was held with all researchers, with the research tools then being piloted in
communities vino were not part of the study, before being refined and then applied.

Liberia Table2.6 Sierra Leone
South North- East West East & South North
West
Team 1 Team 2 Team 3 Team 1 Team 2 Team 3
Montserrado Lofa Grand Western Kenema Port Loko
Bomi Gedeh, Area Kailahun Bo, Bombali
Nimba

2.5 Research tools

The research tools draw upam Rapid Appraisal techniqueSHambers, 1983 and Beebe,
2001) Theseare quickened forns of ethnographictechniques giving priority to the
perspectives of informants anaonsisting of semistructured interview checklists,
observation, interviews, focus groups and case studies. Assembling views from different
groups and perspectives (triangulation) is an important Geatof the method.

For ths study, focus group discussiondividual semsstructured interviewsand case
studies were chosen.Answers elicited from focus group discussions are, therefore,
formed as a group and not individually. For this reasomupgs have the potential
disadvantage of obscuring individual viewpoints, especially if particular individuals or
interests dominate the discussion. On the other hand, they allow topics to be explored
through an exchange of views and reveal divergence a$ age consensus. For this
particular study they had the added advantage of being an open and transparent way of
meeting people.

To balance the collective discussion with groups, individual interviews (with community
leaders) were held and case studiesobiildren (with carers) were researched to give
more indepth views and redife examples of the wider impacts of Eboldeseallow for
in-depth discussion of topic¥Vhilst the style is conversational arfiéxible, prompts from

a checklisereused by he researcher to ensure thabretopics are covered.

The tools used in this research are set out in full in a Research Meippédndix
(Appendix 2and are summarised below:

10



1 Focus goup/Interview checklists Thesewere a semistructured discussio guide,
based on set topicg education, health, food security, livelihoods and community
cohesion Questions to ppompt discussiorfor each of these topicsvere designed in
line with the research questions and objectives of the study, and to ensure
comparabilityof answers across the sampled sit&ifferent version®f the checklist
were used for children and adufdgroups. The same checklist was used fet 1
interviews. Whilst each topic was introduced by the interviewasing the prompt
questions groups therled the discussions that followed, with the interviewer posing
j dzZSaidA2ya F2N) Of F NATAOIGAZ2Y ® CKAA g1l a
the opportunity of engaging with the topics on their own terms.

1 Change chartsA change chart is a simpigaph on which the participants identify
which aspects of their lives have changed and define how much it has changed. These
were used to encourage participants to define and meagapproximately)change.

They also allow the group to see that their vieare being recorded.

1 Case study template This is a template for researching and recording case study
interviews with children. It invites a story that covers what has happened to the child,
what occurred in the family that contributed to that change amdat occurred in the
wider community that influenced the family.

The tools were designed to build up an understanding of impacts, centred on the child
but encompassing the family, community and wider comteas illustrated in Figure 2.7

Figure 2.7 Approach and themes for interviews and focus group discussion

d "e aviours
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2.6 Data analysis

2.6.1 Qualitativeanalysisand the quantification of results

Analysis of the fieldwork results is manual and iterative, involving an accumulation of
information from the different sources and the creseferencing of one source against
the other, to identify snilarities and differences and explanations for these.

The presence of a consistent set of core themes and prompting questions allowed for
some basic quantification of the answers providé&dicrosoft Excelwas used for dta

entry, data analysisand the production of simple chart3he numericalresults were
generated by counting the frequency with which groypst individuals)gave specific
answers The charts and percentageeferred to in this studyghouldtherefore be treated

as a rough guigl only: an indication of the frequency with which certain answers were
given. The proportions are expressed as percentages of the total number of groups in that
category. For example, 78% of adult groups in Liberia said that there were no maternal
health rvices. This means that 47 of the &fult groups gave this answer.

| RdzZf a4 YR OKAfRNBY IINB FylrfeaSR aSLI NI GSt
was simpler and less structured. The two countries are also analysed and presented
separately. Tis is to avoid amalgamatingath from two different contexts, different
sample sizes andifferent stages of the outbreak.

In essence, thgualitative data identifies the impacts of the Ebola outbreak and explains
how they come about, whilst the simplaumericaldata gives a measure of the extent to
which this impact is recognised across the different groups and sites. Extensive use of
guotes from the fieldwork transcripts is made in the text, to illustrate points and to give
the reader a firshand accounin 2 ¥ LJS 2 [lie $a36i studids Sfakildpen form part

of the data for this analysis and they are producexparately in a Case Study Book
(Appendix ).

2.7 Comment on the robustness of the findings

This study had a number of limitations. Despite effadsensure that the literature
search was as comprehensive as possible, the constrained timeframe in which to
complete the study may mean thatlevant studies and reporta/ere unintentionally
excluded.

The choice o& primarilyqualitative methodologywith semistructured tools, meanghat

the datais not fully standardised and so is less suited for comparisons between sites and
countries, and for quantitative analysi¥he selective sampling of sites introducee th
possibility of selection biasalthough the large number of sites visited and people who
participated in the research gigsstrong grounds for confidence in the representativeness
and accuracy of the findings.
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Additionally, the staggered timeline of the research meant that the resefaims began

the study one month apartin the two countries, although this difference was less
significant than the differences in the stages of outbreak and response that are described
in chapter 3.

Finally there is thepossibility of social desirabpitbias, where respondents tell the
interviewer what they think they should sawther than what they really believe. This is a
particular risk in crisis situations where people are looking for financial and other forms of
help. To guard against this, theesearch teams gave introductory information that
included explaining that the research brought no financial rewards. Nonetheless the
possibility that people answered tactically should be acknowledged.

2.8 Definition of terms

The terms used in this report areften defined in the text by explaining what the
informants meant by the use of that particular word. Nonetheless, there are several
terms that are frequently used and for which it is helpful to provide a definitioffrompt,

as follows:

71 Children: Young peple aged 18 and under. The CRC defines children as under 18,
whereas our research inaed young people aged 18. Focus groups were with
children aged between 12 and 18

1 Adolescents:Young people undet8 but who are mature enough to take on serious
caring roles or work roles in the family home and also outside of the household.
Typically in this research, this is children aged1&4who would normally be
attending school or higher education. WHO defradolescents as aged-10 so here
we are adopting a narrower definition (WHO, 2015d). The term youth is used with the
same meaning as adolescents.

1 Young ople: Used interchangeably with children to mean any child under 18 years
old.

1 Child bbour. The engagement in paid employment by children under the age of 16,
the legal minimum age for employment, but also those up to age 18 who would
otherwise be engaged in education. It includes arduous physical labour and work that
may be harmful to health.

1 Neglect A lack of care so that the child is not adequately protected from harm or
provided with its basic needs, such as food and shelter.

1 Sexual eploitation: A situation in which the exploited child engages in sex for food,
money or protection.

13
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This section provides an overview of the outbreak and the response in Liberia and Sierra
Leone. Reference is also made to the situation in Guinea, so that the relevance of findings
from the other two affected ountries can be considered. The review is largely based on
published sources but because of the fasbving situation it relies heavily on media
reports and announcements or updates by the many organisations that are involved in
tackling Ebola. The focu$ the review is on:

1 Identifying features of the outbreak and response that create wider secanomic
impacts

1 Understanding the similarities and differences in the outbreak and response
between the three countries, so that the relevance of evidence @des from one
area to other areas can be judged.

3.1 Pattern of outbreak

The current outbreak in West Africa began in Guinea in December 2013 and became the
most widespread and deadly Ebola epidemic since the virus was first recognised in 1976.
Unlike the preious 24 outbreaks, it spread beyond isolated rural villages to urban centres
and from country to country; from Guinea to Liberia, Sierra Leone and Mali by- cross
border travel and then to Nigeriggenegal, USA, UK, Spain, Italy, Switzerland, Germany,
France Netherlands and Norway by air travel, including cases where patients received
treatment in Europe and the United States. At the same time, an unconnected outbreak
occurred in the Democratic Republic of the CongtiQO, 2014).

In Liberia, Sierra Leone an@uinea the outbreak became widespread and intense,
whereas in the other countries it was largely contained and has been declared over. The
WHO issued its first report on the Ebola outbreak in March 2014 and declared a public
hedth emergency of internatioal concern in August after the virus had travelled from
the countryside to the crowded capital cities of the three most affected countries. As the
charts reproduced in Figure 3.1 describe, the severity of the outbreak was different in the
three countriespoth in terms of the number of people becoming infected and the timing

of peak periods in new cases. The graph also shows the considerable uncertainty that
exists about actual numbers, witlarge discrepancies between two official sources of
data.

3.1.1 Liberia

The first cases of Ebola were confirmed in Liberia in late March 2014. Despite a confirmed
case in the capital city Monrovia in April, the situation in Liberia remained relatively calm,
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Figure 3.1 Pattern of new cases
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with the outbreak apparently being largely confined to Lofa countyhe north, where

the virushad crossed from neighbouring Guinday the end of June, Liberia reported 51

cases, compared with 390 in Guinea and 158 in Sierra Ldéoléowing the first

confirmed deaths in Monrovia on 17 Junbetinfectionspread rapidlyand overwhelmed

0KS 3JF20SNYYSyidiQa NBalLlRyaS OFNKIOQAF &IINB HA RS yal
schools andborders in July andetlared a state of emergency éAugust 2014

By September, the country hatditnessednearly 2000 cases, more than IDBeaths and
almost 200 infection@mong health care workershe highest number among the three
countries (WHO, 20H). As of 11 February 2015, Liberia has had 8881 confirmed cases
and 3826 confirmed deaths (WHO, 2015

3.1.2 Sierra Leone

In Sierra Leone, the outbreak began slowly, building up to a flurry of cases in late May and
early JuneThe first case in the capital, Freetown, was reported on 23 June anctsas
increasedrapidly in the last quarter of the yeaBy 15 October, theakt district in Sierra
Leone untouched by the disease had declared Ebola caseN@rember saw a dramatic
increase in new case numbers (WHO, 2015

The outbreak in Sierra Leone also dipped and spiked, albeit later than in Liberia. The May
funeral of a taditional healer in a remote village was reportedly responsibtearound

365 deaths that were subsequently traced back to that one funeral (WHO,ap015
Authorities declared a local state of emergency in the affected district of Kailahun and
closed schols and businesses, followed by a national state of emergency Angust

2014 This did little however,to stem the rateof infectionl Y2y 3 { ASNNJ [ S$2\
YATEA2Y AYKIOAGlIyGaod g GKS Ot2asS 2F wnwmn
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2,435 confirmed Ebola deaths out of 7,458 confirmed cases (Ministridexlth and
Sanitation, 2014 and 2015). By 11 February 2015, the WHO put the number of confirmed
deaths in Sierra Leone at 3,340VHO, 2018)

3.1.3 Guinea

Guinea, with a population of 11 milliqgmeople, did not witness the scenes of bodies left

in the streets of its capital that played out in Monrovia in September am@tBwn in

November and December. HowevérK S aAil S 2F G(KS O2dzyiNB I 2
resistance to assistance posed addchallenges to controlling Ebola there. Where the
20KSNJ Gog2 FTFFSOGSR O2dzydNASa &l g  &KEFNLI N
intensified and then petered out several times between April 2014 and the end of the

year.

The first cases of Ebola in théest Africa outbreak ere confirmed in Guinea in March
2013. By April 2014, reported cases had dropped to zero and health officials thought the
outbreak might be over, such thafiédecins Sans FrontierdMSF) closed its treatment
centre. The virus returneth May and subsequently spread to the capital, with a peak of
over 300 cases per week in August and September 2014, said to be caused by people
returning from Liberia or from Sierra LeoEISF, 2014)By late January 2015, Guinea
reported only 30 cases paveek, a significant declin®©n 19 January, the government
began its "Zero Ebola in sixty days" campaign and by 11 February, the country had
recorded 3,044 cases and 1,995 deafii¢HO, 201B).

3.2 Impact on health services

As the outbreak evolvedjulnerabilities in the health care systems of the three countries
were exposed. Before Ebola, the health systems were already extremely weak., fdyeria
example hadonly 50 doctors and about 1000 nurses for 4.3 million people (BBC 22014

Patients wih Ebola symptoms were initially admitted to hospitals and other health
centres. Without sufficient staff, facilities, triage infection control capabilitiesthese
servicegquickly became overwhelmed and closed, or health workers (féHO, 2018).
Subseguently, patients presenting with Ebola symptoms found facilities closed or were
turned away because of insufficient staff and beds. They returmefgctious,to their
homes and communitie@VHO, 2018).

The situation was aggravated by the high deatteramongst health care workers. By

January 2015, a total of 830 health worker infections had resulted in 488 deaths in the

three countries (WHO, 2085 An investigation conducted from June to August by the

CDCF YR [AOSNAI Qa KSI f iopKhea¥f chrk svdrked foung thad in G KS 1
addition to the closure of health facilities and the loss of other medical seriesdth

care worker deaths also undermined the Ebola response by discouraging people from
seeking treatment (CDC, 2014). The reporicdoded that strengthening infection control
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infrastructure was a main priority in order to decrease the transmission rates among
health personnel.

From the start of the outbreakMSF supported locdiealth services with expertise and
frontline medical sté. It ran medium scale Ebola Treatment centres in LibeSiarra
Leone and Guineauch as the 7®ed treatment centre in Kailahun, Sierra LeoBg.July
25, however,F & OF &S ydzYoSNE NR&aSz a{C 4l NYSR (KI i
reported they could not provide sufficient assistance. (MSF, 2014). By September, the
situation facing health services was summed up as follows:

"Six months into the worst Ebola epdie in history, the world is losing the battle to

contain it. In West Africa, cases and deaths continue to surge. Réobsemking out.

Isolation centes are overwhelmed. Health workers on the front lines are becoming

infected and are dying in shockingmbers. Others have fled in fear, leaving people

without care for even the most common illnesses. Entire health systems have

crumbled. Ebola treatment cengs are reduced to places where people go to die

alone, where little more than palliative care isavéfd. It is impossible to keep up with

the sheer number of infected people pouring into facilities. In Sierra Leone, infectious

bodies are rotting in the streets.” (2 Septemkleanne Liuinternaticnal Resident of

MSF)
Recognising thahealth serviceswere unable to copend that therefore Ebola patients
would inevitablybe cared for at homethe WHO and international aid agencies tried to
relieve pressure on hospitals and stem secondary transnmissdy encouraging care at
home through the distribution of thousands of infection prevention and caregivers kits

(MSF, 2014).

International health organisationalso recognied that patients presenting with other
illnesses would be untreated and expertschene concerned that nekbola related
deaths would result. In response, prograres were directed at providing care for other,
common diseases such as malaria, outside of the usual health centres. For example, in
October 2014, MSF distributed antimalarialids to 300,000 people in Monrovia. In early
December, health workers in Sierra Leone gave out 1.5 million antimalarial treatments to
people and another mass distribution was planned for January (MSF,.2Bd&dause
those suffering from malaria present thithe samesymptoms aghose suffering from
Ebolain the early stagesthe objective was also to reduce the numbers of malaria
patients ending up in Ebola centres.

3.3 Responses: ational, international and local
3.3.1 Government emergency measures

In March 2014, Ginea's president declared a national health emergency and instituted
strict measures to control the spread of Ebola, including quarantining homes, border
control, travel restrictions, and hospitalization for individuals suspected to be infected
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until cleaed by laboratory results. There was also a ban on transporting the dead
between towns (The Tech Times 2014).

[ AOSNAIF Q4 LINBAARSY(l Fyy2dzyOSR 2y WdzZ & HT
would keep a few crossing points open, such as the airpohiere passengers would be
screened. The country also took other preventive measures, like closing schools and
universities, banning large gatherings like football games, and pladiegted areas
under quarantine, including West Point, one of the largdatns in Monrovia. In August,

the Liberian government ordered corpses of those that died from the Ebola virus disease
to be cremated. This highly unpopular order was relaxed in December 2014, when the
Government allowed people to return to the practice mirying their deadalbeit with

the instruction that bodieshould not be touchedCCTV, 2014). Compulsory cremation
was said to have led to people refusing to send family members to Ebola treatment
centres and burying them at home inste@dCTV, 2014)nlike Liberia, Sierra Leone did

not make cremation compulsory (The Guardian, 2014). All the country's beaches were
closed from 29 November, until Libergedeclared free of Ebola (BBC, 2014c).

Sierra Leonéleclared a state of emergency on August 1 but had already moved to shut its
borders for trade with Guinea and Liberia in June. It closed cinemas, nightclubs and some
schools in the most affected areas in an attemptsiow the spread of the nis (WHO,
2015). Quarantines, enforced by the military, were imposed on the areas and
households hardest hit. Also in August, the government passed a law imposing a jall
sentence of up to two years on anyone found to be hidisgispected Ebola case

On 12 December, Sierra Leone banned all public festivities for Christmas or New Year,
because of the outbreak (BBC, 2@18ByDecember(the month when fieldwork for this
NE&SI NOK gl & OFNNASR 2dziv aAE RAAGNAROGA
R26y €3 dzy RSNJ aGNAOG GNI @St NBAGNROGAZ2Y A
these districts without special permission (Mail Online, 2014)

Emergency restrictions were lifted at the end of 2014. Sierra Leone declared that it would
ease district ad chiefdomlevel travel restrictionon 23 January 2015, explicitly linking
this act to the aim of supporting economic activity (Times Live, 2015)

3.3.2 Closure of schools

DdzA Yy S Qa4 3JI2@8SNYYSyYyild |yy2dzyOSR GKIFIG &0K22f

January 18 0 KS alYS RIFIeé GKS O2dzyiNE o6S3ly (KS
was fivemonths after schools were closed and smelevenmonths after the first case of
Ebola was confirmed.

As in Guinea, Liberian schools did not open in September after thensuimoliday After
six months of closure,chools were set to reopen of February but the government
announced a delay until6 Februaryto enable more than 5,181 schools to be outfitted
with protocols and suppliedn preparation for the reopeningNICEF provided more
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than 7,000 school infection prevention and control kits with thermometers, soap,
buckets, gloves and chlorine® help teachers, students, community members, and

parents keep schools safe. UNICEF is distributing these kits to all@8 didtricts across

Liberia using barges, helicopters, trucks and other vehidiéisigtry of Health and Social,
HAMpPO® ¢CKSNBE Aa O2yOSNYy GKIFI{G aiddzRSyida o6K2a¢
be able to return to fegpaying schools (Ministry ¢iealth and Social, 2015)

{ASNN)} [S2ySQa aAyAaidNE 27F 9 RdedbrniMagly30, vy 2 dz
after an 8month shutdown. As in the other countries, measures are to be taken to help

ensure theschools are a safe environmermthecking theeemperatures of everyone with
thermometers, providing chlorinated water for haiwehshing and generally cleaning the

buildings (BBC, 2015).

3.3.3 International response

On 18 September, thelnited Nations Security Coundiéclared the Ebola virus outbreak

in the West Africa subegion a "threat to international peacand security. A large
international response began, coordinated by the United Nations Mission for Ebola
Emergency Response (UNMEER). In October the Recovery Road Map was produced, with
the immediate objectives of isolating at least 70% of cases and safely buryinghmare

70% of the dead within 60 days.

This led to the construction of a large number of Ebola Treatment Centres (ETCs or ETUS)
in the most affected countries in the months of November and Decembég-ded ETC

in Kerry Town, Sierra Leone wagened in eaff November 2014, the first of six
constructed by the British government. (DfID, 2014). In early December, the International
Medical Corps opened S@ed ETUs in two higbutbreak districts to the north of the
capital; Lunsar in Port Loko District, and Makehe country's fourth largest city (IMC
2015). These were both in districts visited during the research.

From Octoberthe US Government began constructing 17 large {4€8) ETCm Liberia,
across the worst affected counties. This added to the nean¢sIClinic ETC in Monrovia
(Also a site for the research), opened on 21 September with 120 beds, and the 240 beds
already available in Monrovia in centrasn by WHO and others (WHO, 2GL4New ETCs
were still opening in late Decembefor example a Gernmma government 5ebed ETC
opened on 23 December. Specialist services began to appear by the start of the new year,
such as the 3®ed treatment unit for pregnant women, opened by MSF in their
treatment centre in Kissy, Freetown, opened in January 2015 (R08B).

By midJanuary2015it was being reported that ETCs in Liberia and Sierra Leone were
being underused, with new case numbers having dropped to around 1 per day just at the
time when the largest number of beds had been made available and more werr und
construction.By January there werseven ETCs in greater Monrovia, mostly completed
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after the epidemic hadtarted todecling indeed rewly opened centresvere startingto
closeby February 201%The Washington Post, 2015).

Community Care Centres

In response to the shifting nature of the outbreak a network of Community Care Centres
(CCCs) began to be established from November onwards. These were also a response to
the way in which the larger ETCs were found to be inaccessible to many communities an
were also unpopular, because they separated patients from their families. The CCCs were
intended to complement ETCs by providing a rapid diagnostic, isolation and referral
facility, but they also represented a shift of care back towards communities.

CCCsvere promoted as part of a comprehensive and more commuipétyed approach,
including isolating patients, contact tracing, organising safe burials, disinfecting
contaminated areas, and community mobilisatioMSF attributed this grassroots
approach, rathe than the large ETCs, agingthe main factor in the reduction in case
numbers in Liberia from late summer (MSF, 2014c). The first community care centre
opened in Liberia in late November 2014, with a further 64 planned (Save the Children,
2014). Sierrd_eone also led the way with the construction of some 46 community care
centres from November onwards, withe aid of UNICEF, Plan International and others.

One strand of the international response was the development of effective Ebola
treatment and vacciation drugs. The decline in case numbers has made trials impossible.
For examplethe trial of the dug brincidofovir in Liberia was halted in January 2015 (MSF,
2015b).Looking ahead to possibfature outbreaks, the significance of this is that there is
still no established cure for Ebola or vaccination against it.

3.3.4 Community level responses

Distrust and resistance

In all three countries, communities initially showed a high level of distrusthn
information on Ebola provided by governments and NGOs, and resistance to infection
control measures. This diminished in time but remained an issue, especially in Guinea.

Community resistance led to fatal encounters with security forces and health veonke
all three countries:

1 On 27 August, Liberian troops opened fire on protesters in the quarantined
community of West Point, Monrovia, killing a 15 year old boy (New York Times,
2014)

1 On 18 September, 8 members of a health team were killed by residéitome, in
Guinea. The previous month saw rioting in the regional capital of Nzerekore, where
it was reported that locals believed health workers spraying a market were
spreading the disease (BBC, 20)14
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dead by police during a riot provoked when health teams tried to remove the
bodies of suspected Ebola cases (Reuters, 2014)

Less dramatic but more prevalent was the reported reluctance amongst communities to
receive and actipon the Ebola prevention messages communicated by governments and
NGOs. This problem greatly diminished during the height of the outbreak in Liberia and
Sierra Leone, when the danger of Ebola became evident to people in almost all areas of
the countries.However the latest situation report fromthe WHO describes an ongoing

LINE 0 f eBgaging éffectively with communities continues to present a challenge in
several areas. Each of the three countries reported an increase in security incidents related
to the Ebola response compared with the previous week62 1 hX HAMPOUL D
incidents refer to breaches of infection control procedyressafe burials, failure to

report sicknesses and death to the authoritiaad norrcooperation with contact tracing.

The expanations for norcooperation reported usually involve rumours and false
information, or the reluctance to abandon traditional burial practices. They include:

1 Fear that the government wants to sell the blood of Ebola patients, or that it will
remove patietl 8 Q f AYoa F2NJ NARGdzI £ LJzN1LI2 &aSa o

1 Fear that lealth workers are injecting them with Ebola or spreading it with
disinfectant sprays

1 Fear that he virus is an invention by government so that it can profit from foreign
donations.
As the last point indicates, thilack of trust is related to a history of corruption and mis
governance (The Economist, 2014).

Acceptance anddiion

By the end of 2014, media reports were describing a widespread effort by communities to
defend themselves against the virus and to stop #mead of infection.In Liberia,
educated youth have worked with community elders to form their own neighbourhood
watchdog groups; quarantining infected households and restricting visitors to and from
their communities. People adapted their own protectigidthing from plastic bags and
other materials so they could care for the sick with less riskSierra Leone it was
reported in the new year that similar communipyotection arrangements were being
put in place and that government leaders amaditional leaders had cooperated to make
bylaws forbiddng communities from hiding those who were siadbstructing health
workers or carrying out traditional burials. These local actions were being credited with
having a great effect on the reduction in casembers (New York Times, 2015).
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3.4 The wider impacts of Ebola and the response to the outbreak

A broad overview of the wider impacts of Ebola noted in the press and in early studies is
given below. More specific references are made in the subsequent chapterssearch
findings, to place the results from fieldwork in the context of information from other
sources.

3.4.1 Impact on children

An interagency response plan on child protection and education, led by UNICEF and Save
the Children, identified five isss@f particular concern (GEC, 2014):

i.  Unaccompanied andeparaed children: bss of cargivers due to death of
parents, being sent to relatives in less affected areas or out of fear of
contamination.

ii. Mental hedth and psychosocial distressuel to fear, beravement and loss of
support.

iii. Lack of educatiomnd development opportunities: i to closure of schools and
confinement of children in homes.

iv.  Childwork and childlabour: & a result of children having to earn income in
hazardous ways.

v. Exclusion: gcrimimation through the stigmatisation surrounding Ebola.

At the time of fieldwork for this research, the situation of orphans from Ebola was
dominating media coverage of the impact on children but the information was based on
estimates and projections. Concemwns expressed at the possibility that thousands of
orphans would berejected by relatives and communities afraid of contracting Ebola,
SELINBa&dSR Ay KSIFIRftAySa &adzOK | a ¢.BK®DBA yRa
more informed picture was startqnto emerge, with UNICEF suggesting that less than 97%

of Ebola orphans were being cared for by relatives or other community members.
'bL/ 9CQ& WIydzr NBE SaidAYlFIdS FT2N 0KS ydzYo SN 2
3,600 children who had lost both pamts to Ebola and 16,600 registered as having lost at

least oneparent (UNICEF, 2015)

The closure of schools and the loss of education also received considerable press
coverage, butas with the situation with orphans there has been a lack of reliable
information with which to judge impacts. The Global Partnership for Education estimated
that across the three countries, 100,000 schools did not open after the 2014 summer
holidays, leaving more than 2 million children out of education (no figures were faund f
higher education establishments). The already weak education and school systems in
0KSaS O2dzyiUNASAa ¢l a KAIKEAIKIGISRI YSIFyAy3
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education before Ebola were in danger of being set back, and meaning that the education
system was poorly prepared to cope with such a crisis, so may recover with added
difficulty. Efforts by Liberia and Sierra Leone to provide alternative classes via radio were
recognised, as was the variable quality of these programmes (GPE, 2014).

In geneal, information from published sources onethmpact onchildren from 2014 is
verylimited and largely based on estimates, rather than empirical data.

3.4.2 Impacts on economic activity and food security

The financial costs of the Ebola outbreak for Liberiarr&iLeone and Guinea were
estimated at over $113 million for 2014, plus a further $359 million from economic
activity forgone because of Ebola in 2014, followed by a further $1.6 billion in 2015. The

effect of this on the economies of the three countriéid & RSAONA O SR | & & ONA
Bank, 2014, 2015). Studies vary in their estimates of which country éas tvorst

affected economically: howeveall agree that Guinea has been least affected, because of

its larger size and the more limited spread dastale) of the outbreak.

The consequences for housats weae an increase in pricesjost seriously of foodand

a reduction in employment. A telephor®ased household survey in Liberia in October
2014 found that around half of the Liberian population wagt of work. Salaried
employment was halved and thoseho wereseltemployed in the informal economya
large majority of the populatiorg were hardest hit, largely as a result of the closure of
markets (LISGIS, 2014). The government of Sierra Leonararetba 30% deflation of the
national economy in August 2014 and identified the agricultural sector as the most
affected, the majority of the working population being farmers. The likelihood of food
shortages, increased prices and future food insecuritya assult of farmland becoming
abandoned was predicted (BBC, 20114

A study of the soci@conomic impacts in all three countries conducted by the UNDP,
dzaAy3a S0O2y2YAO Y2RS fTHe AEfom>epiderio/ Itaé eerS & sodiaK I G Y
catastrophe of vast diensions Whilst acknowledipg that reliable measrements of

this impact werelargely missingthe study makes a number of observations. Coping
strategieswere notedsuch as the sale of assets, eating less and consuming less, as was a
drastic reduction inthe uptake of health and education services (with the widespread
closure of health facilities and schools). It suggests that the epidemic had a
disproportionate effect on women, because they make up the majority of local traders
and producers of food. Thetudy did not identify significant soceconomic differences
between the three countries, although it did conclude that rural areas, isolated from
health care and other services and cut off from centralised food supplies, were
particularly vulnerable (UNB) 2014)

Concerns over food insecurity led, in October, to the World Food programme in Sierra
Leone, with help from the World Bank, delivering food to more than 1.7 million in the
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three most affected countries, targeting those receiving treatment or itatgmn (WFP,
2014)

3.5 Country differences in the outbreak and response

The three countries share similar so@oonomic characteristics. They are all least
developed countries, recovering from armed conflict, with relatively weak health and
other services. Meas the brief review above shows, there are some substantial
differences in both the outbreak and response:

1 The timing and severity of the spread of the virus has been different, with Sierra
Leone experiencing the greatest peak in cases several montes lafieria, and
with Guinea experiencing a longer, ongoing outbreak but at a relatively low level.

1 The strictness of infection control measures has been varied and apparently most
strict in Sierra Leone in terms of the quarantining of large areas.

1 The paceand extent to which communities have accepted Ebola information and
changel their behaviour in response has been varied, with Guinean communities
appearing to be particularly reluctant to change.

Yet published sources neither discussr reveal substantial differences. There is the
broad finding that Guinea is less affected economically, but this tells us little about the
consequences for those people and places in Guinea who have been affected seriously by
the virus. It is noticeablentat reporting, andespeciallyresearch from the three countries

is quiteuneven Coverage in the UK is strongly biased towards Sierra Leone. The situation
in Liberia is well covered through a combination of USA and UK media and development
organisations,and by the UN organisations. The coverage of Guinea by cbnisa
relatively thin. This is not just a language issue; for example, GVISEncHanguage
sources do not reveal more or offset the predominance of Sierra Leone and Liberia
information in their EnglisHanguage reports. Given some potentially important
differences, such as the greater community resistance reported from Guinea, this is a
matter to be addressed by organisations with an interest in the recovery from Ebola.

The review helps to placé¢he fieldwork conducted dr this research, in Liberia in
November and Sierra Leone in December, into context and to anchor itwises within
the ebb and flow of the outbreak and response. In summary, the fieldwork took place:

1 Beforethe large scale atstruction of Ebola treatment centres had been completed
and had taken effect in Liberia.

1 Before effective communited infection control measures were becoming
established in Liberia, but also Sierra Leone to come extent

1 Duringthe time when schools werelosed in all contries and had been closed for
three to fourmonths.

1 During the peak of the outbreak in Sierra Leone. The outbreak peaked in
November/December and fieldwork ok place in early December.
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1 After the peak of the outbreak in Liberia, whichcoecred around August/September
whereas fieldwork happened in November.

1 After the initial denial and resistance by communities had been replaced (largely) by
acceptance of the reality of Ebola and their cooperation in enforcing infection
control measures.
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Part Il.Impacts on children, families and communities
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The Declaration of AlmAta affirms that health is a fundamental human right, stating

that health should not only be defined as the absence of disease, but also needs to
considersocial welbeing (WHO, 1978). Subsequent human rights standards have drawn

2y UKAA | LIINRFOKSE AyOfdzRAY3I GKS tS2L) SQa /¢
health, as stated in the UN Convention on the Rights of the Child, is a broad righthgov

not only access to effective health services, but also the right to grow and live in
conditions that enable attainment of the highest standards of mental and physical health
(UNCRC, 1989). This includes the environment in which children live andcgraprising

the nutrition they receive from their food intake, their education, access to water and
sanitation, and supportive family and community systems.

The direct health impact on children and adults who contract Ebola is well documented;
this studydescribes the indirect effects upon a much larger population who, even without

having contracted Ebola, have their health and survival put at risk. In this chapter, the
research illustrates the serious effects of the outbreak on health services, including
maternal and child health services, malaria and routine healthcare and disease
prevention. Later chapters of the report detail the impact of the Ebola outbreak on the

underlying determinants of health including food security, education, livelihoods and

community cohesion.

LY AYGSNILINBGAY3I GKS OKAfRQa NRARIKG G2 KSIFE G
of the Child has emphasised the need to eliminate discrimination and exclusion from
health, particularly gendebased discrimination and the exclasi of those in poverty

(UNCRC, 2003). The Committee recognises the particular importance of mothers, whose
KSIfGK yR NRfSE gAGK 20KSNJ OF NENEX Aa ONX
future prospects. The concerns of the Committee in relationmothers and the right to

health have materialised in Liberia and Sierra Leone as a result of the outbreak, as this
research confirms. There are, consequently, issues that need to be addressed in the
response and recovery phases. The findings that foldso need to be seen in the

context of precarious health services in both countries, even before the outbreak
occurred (Edelstein, Angelides & Heymann, 2015).

4.1 Maternal and infant health services

Infant and maternal mortality was already high in both kibeand Sierra Leone, falling
short of Millennium Development Goal targets. Infant mortality rates were 182 deaths
per 1000 births in Sierra Leone and 75 deaths p@0Q births in Liberia. Prior to Ebola,
maternal mortality was particularly high at 898i¢rra Leone) and 770 (Liberia) mothers
dying for every 100,000 births. Before the Ebola outbreak, 46% of births in Liberia were

27



attended by skilled health workers, while in Sierra Leone 60% of births were attended by
skilled health workers (WHO, 2014b awéHO 2014c). A recent UN study has estimated
that 120,000 women in Liberia, Guinea and Sierra Leone could die of complications if
emergency obstetric care is unavailable (UNFPA, 2014). In the majority of the research
sites in Liberia, and in just less thhalf of those in Sierra Leone, the figure for births
attended by skilled health workers had fallen to zero, according to the groups consulted.
This has immediate implications for the health and survival of mothers and babies and
potential implications foinfant and maternal mortality rates.

Even before birth, children are placed at grave risk by Ebola. Published sources describe a
near 100% mortality rate amongst pregnant mothers in Ebola care centres in all of the
most affected countries (MSF, 2014). Stesearch finds that the health of a much larger
number of noninfected mothers and babies was also put at risk by the widespread
closure of clinics and hospitals.

Figure 4.1: Maternal services: Views of adults
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Source: Adults focus groups (n=60 in Liberia and n=40 in Sierra Leone.)

The scale of this problem is illustrated by Figure 4.1. The graph shows the percehtage
all adult groups who took part in the research, in each country, who expressed these
particular views. In Liberia, a large majority of the adults consulted said that the maternal
services that existed before Ebola were no longer available. UsuaEfpta) maternal

care was said to be available by only 11% of the groups consulted in Liberia (seven of the
60 groups visited), in sites where clinics had remained open or health workers were
willing to attend mothers and babies outside of the clinic. Inr8ieeone the proportion

of communities who said that mothers had access to routine maternal services was
higher, because more clinics and hospitals were open. The reason for this is mainly due to
timing: when fieldwork was carried out in Sierra Leone (Ddwmer), there had already
been a concerted push by Government teagen clinics. Communities described how,
two months earlier, all clinics and hospitals were closed to all but Ebola patients and
hence mothers were in a similar situation as that encoundereLiberia in November.
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attended by a skilled birth attendant (who is typically without formal medical training)
(Lori & Starke, 2012). In Sierra Leone in 2@0&, figure was reported to be at 42 % of
births (Oyerinde et al, 2013). According to the communities that participated in the
research, during the Ebola outbreak, traditional midwives played a role in supporting
mothers and pregnhant women, but only in anmar way in Liberia and scarcely at all in
Sierra Leone. In Liberia, traditional midwives, like other health professionals, were
avoiding attending to patients out of fear of contracting Ebola. In Sierra Leone, maternal
services were being provided exchedy by the government hospitals and clinics and
expectant mothers were encouraged to attend.

The reduction and/or closure of maternal health services in both countries, initially by
order of the state and then through the reported reluctance of healthcpitners to
treat patients, denied mothers the maternal services that they benefitted from before the
outbreak during most of the period of the epidemic. The Liberian communities that
participated in the research described women giving birth at homesidatclosed clinics
and elsewhere, and they gave examples of complications and consequent deaths of
infants and mothers.

The closing of hospitals and clinics is making it difficult for pregnant women to give

birth and also killing some of them, while othdrave given birth in the street in

search of a hospital. Mothers are still breast feeding their children but they are
always hungry (Mother, Bushrod Island, Liberia 20 November)

4.2 Treatment for routine illnesses

Evidence from the research suggests that tleatment of routine sicknesses and injuries
has significantly diminished. Reports indicated that children and adults were denied
routine treatment by the closure of medical facilities. This was compounded by the loss of
medical workers, through death amréported refusal to come to work or refusal to treat
patients. It was further compounded by the reluctance of people to visit clinics or
hospitals. In addition, the ability of families to provide the care for routine illnesses that
they would ordinarily povide at home was diminished as a result of the Ebola outbreak.

4.2.1 The use and availability of health services

A large majority of those interviewed for this research reported that health services were
unavailable to them as a result of the Ebola outbrealggesting this occurrence was
widespread across Ebola affected ar@agure 4.2). In Sierra Leone, far fewer clinics were
said to be closed and fewer health workers were reported to be refusing to see patients,
compared to Liberia.
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Figure 4.2 Availability and use of health services
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The exact combination of reasons provided for why health services were unavailable
varied from country to country and site to site: most people in both countries stated that
they were without health services either because the clinics were closed or lecaus
communities were unwilling to attend.

Figure 4.3 Access to health services in high and low outbreak areas
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4.2.1.1 Reluctance to attend health services

In both countries, most communities reported that peopldo were illwere avoiding
health centres. This was particularly so in areas with a high incidence of EbS8i@ria
Leone, 14 of the 40 sites we visited had a relatively high level of outbreak. In these, nearly
all (93%) of the groups said that they were avoiding clinics (Figure 4.3). The equivalent
figure from the low outbreak sites was 46%. In Liberia, 79&eofiroups in high outbreak

sites said people were avoiding clinics, 69% in low outbreak 3itese findings suggest

that only a minority of Ebola patients areibg cared for in proper healtbare facilities,

and illnesses are being diagnosed and teeatat home (including Ebola cases,
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potentially). This is in line with published sources, which estimate that case numbers of
Ebola and other diseases are heavily unggyorted (MSF, 2034

The main reasons given for why people were reluctant to visiicslior hospitals, was
that all sicknesses were treated by medical staff as potential Ebola cases. People
described how a fever of any sort, even a headache, would be assumed to be a symptom
of Ebola and the patient promptly quarantined for a minimum oft2ys.

Now if you are sick our parents treat us at home because they said the

doctors will say that you are Ebola patient. In fact all clinics and hospitals

are closed and all the doctors do not treat any patients because they too
are afraid. (Child, Sagaa, Liberia, 22 November)

The fact that the early symptoms of Ebola are similar to other illnesses such as malaria
and cholera explains why health care workers (and members of the community) were
cautious. Thus the lack of an effective diagnostic for &bukant quarantining was
applied to all, whatever their ailment. Obviouslyr fnursing mothers or any parent of
dependent children, for workers living hato-mouth and for adults and children in
general, the prospect afetainment for 21 days was sometigi they wished to avoid. This

is particularly so when confinement in a health centre was widely considered to be a
WRSI K andtsiin@yyadndjér inconvenience. There was a common view amongst
adults and children that they would contract Ebola ikeyhvisited a health centre. It
should be noted that this study did not speak with medical professionals, and therefore
the findings should be regarded as only reflective of the views of community members.

4.2.1.2 The effect of a loss of health servigesonitine illnesses and treatment

Figure 4.4 Malaria treatment and vaccinations The |onger term consequences of
mLiberia  OSierraLeone the loss of health services (and
community reluctance to visit
them) are sharply illustrated in the
case of vaccinations. According to
national health statistics, in Sierra
| Leone, 84% of fants were
Malaria not treated as ‘Childrennotvaccinatedas vaccinated before Ebola and in
RS i Liberia this figure was 77% (WHO,
Source: Adult focus groups (n=60 Liberia; n=40 Sierra Leone) 2014c and 201 4bAS a result of the
outbreak,vaccination programmes appear to have come to almost a complete stop in the
areas of Liberia included within the study. The situaiiorbierra Leone is better, but still
70% of communities say that children are no longer being vaccinated as they were before
the outbreak (Figure 4.4). This represents a complete reversal of the level of vaccinations
achieved preEbola: these findings arsupported by a recent article in the Lancet by
Edelstein, Angelides & Heymann (2015) detailing vaccination coverage in the affected

100

80 -

40 - ——

20 —

Percentage of groups
expressing this view

31



countries. The finding suggests that the Ebola outbreak may have setmngterm
consequences for public health.
Children are not vaccinated like before. We all are afraid to take our children to any

clinic. Health workers are not going around giving vaccine because of Ebola. (Male
carer, Jarzon, Liberia, 27 November)

When asked about who was most vulnerable because obtlibreak, the focus grougin
both countries frequently mentioned that the elderly, disabled and g sick lost
their access to health care when clinics etband were also less likely to be cared for at
home because of the fear amongst communityegembers of touching others, especially
when ill.
il f Ebola could affect people with eye sight

not mistaken, | am the worst affected person. | survive from the remnants of the
sighted peopl e. 0 erfaleosecld DecemBar)y , Konta, Si

The closure of health facilities and the reluctance of communities to seek out health
services hameant that routine sicknesses such as malaria are treated at home, or are left
untreated. This was the case amongst almost all of the Liberian communities visited. The
situation was less dramatic in Sierra Leone, because more communities had access to a
clinic and those in less affected areas were willing to seek treatment (Figure 4.3).
Nonetheless, more than half of the Sierra Leone communities interviewed said that
malaria was no longer being treated as it was prior to the Ebola outbreak. Malaria was a
leading cause of infant (and adult) mortality in both countries prior to the outbreak: for
example, it accounts for more than a third of all quétient visits and ifpatient deaths in
Liberia (WHO, 201t In published sources, the prediction of healttperts is that the
additional death toll from malaria and other endemic diseases is likely to exceed the
number of deaths from Ebola (BBC, 2014). This research supports such predictions, based
on the large extent to which communities have lost their actedgealth services.

| totally believe that most of the deaths of people in this community is not

by Ebola but other sicknesses. Because of the fear of Ebola people were
left to die. (Male carer, Daru Town, Sierra Leone, December 8)

4.2.2 The ability of famiés to provide care has been diminished

Given the weak health services that existed in Liberia and Sierra Leone before the Ebola
outbreak, people were used to treating illnesses such as malaria at home. However, Ebola
diminished the capacity of families fwovide such care, as the closure of public health
centres cut off supplies of free medicine and so people were forced to turn to private
clinics and drug stores instead. Groups in Liberia explained that medicines had become
unaffordable as prices rose ahdusehold incomes dropped.
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go there. (Mother, Johnsonville, Montserrado, 14 November)
Some communities reported that they had turned to traditional medicines. They
expained that although the use of traditional healers to prepare or administer
treatments had stopped, out of fear of Ebola on the part of both patients and healers, the
use of herbal remedies continued. This finding cleadgmplifiesthe dilemma faced by
carers. Communities reported thatvhilst they were aware of the warnings against
traditional medicine, they had no alternative big useit (government health officials in
both countries have warned against treatment by traditional healers, but the rebedid
not find an official message against such medicines). In some communities, adults
explained that traditional medicine was their main cure, because other medicines for
routine illnesses were not available. Given that the popular Ebola preventiosages
AyOf dZRSR G¢KSNB Aa y2 Odz2NE F2N 902t é3x A
proportion of people turned away from health services and looked instead to traditional
medicines to cure or prevent Ebola itself.

In Sierra Leone, adults in theoramunities interviewed explained that traditional
medicine had been banned by government, and that this was reinforced by the
community with a system of fines; 200,000 Leone for those found using traditional
medicines and 500,000 Leone for traditional leal caught practicing their craft
(approximately £30 and £80 GBP respectively). Despite this, almost a fifth of the
communities in Sierra Leone said that use of traditional medicines had increased. In
Liberia, this proportion was higher (47%). It is waontbting that this is not a behaviour

that is found just in rural sites; the proportion of urban and rural sites where adults said
they were hometreating with traditional medicines was similar in both countries. The
issue of traditional medicine use is impdi  yi 6 SOl dzaS 2F 6KIFG AG |
understanding or adoption of Ebola prevention messages, and as an example of how
poverty and the shutlown of governmentun medical services pushes people towards
alternative solutions for managing routingniesses.

The overall impact of the loss of care in health facilities is likely to be an increase in health
spending for families and an increase in sickness, morbidity and mortality amongst
children and adults unable to access or afford care.

4.3 Stigma andsegregation of quarantined households

There is a complete rejection for any family member who falls sick of any
kind. No compassion for sick persons any more, they immediately become
an outcast. (Mother, Ganta, Liberia, 11 November)

The communities intemrewed described how the lack of medical services and proper
isolation facilities forced them to adopt the crudest of isolation measures for community
members suspected of having Ebola. In effect, suspected cases were isolated and often
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left to die. This aplied to anyone expressing any symptoms, as well as to all their family
members. Sometimes whole communities were isolated. Just as clinics treated every
illness as a suspected Ebola case, communities did the same and were even more rigorous
in their isoldion of the sick.

We normally help to care for sick people by spdoaghing them, feeding and giving

them medications. But since the Ebola outbreak, sick people are only encouraged by

words; telling them to take their medications and to eat some footthémselves
(Mother, Solo Town, Liberia, November 28)

Those isolated in their homes were said to often lack adequate clean water, food, shelter
or care. Parents or carers reported that they avoided touching or coming close to their
sick children or relative Their accounts included extreme examples of families being
boarded up in their houses without food or water, and communities being divided into
Ebola and nofktbola sections, with suspects being denied access to the village well and
other facilites. FOSE | YLJ ST | Rexfdii®p NBMA Y WHRADBE Ay [A0S
and Guie Town in Bomi, described how suspected families had been enclosed in their
houses without adequate food or water.

People are quickly quarantine in their house when any menfliben family show

sign of any sickness. In some cases the doors and windows are sealed up by

community authorities with nails and hammers. These people will stay in there with

little or no food for days. Most people in this community died in that stnattome

of their children were later taken to the ETU and some survive. (Parent, Ganta,
Nimba, 20 November)

Children and adults that are suspected of Ebola are treated badly by community
members. Less attention is given to them, sometimes they lock dabem without

food and drinking water for a week, causing death. (Female carer, Guie Town, Bomi,
19 November)

Adults in Scalapea, in Nimba county, described how a nearby refugee camp was
quarantined for 21 days after 2 people there died of Ebola (afteurnéng from
Monrovia). The town authorities then decided to isolate the camp for a further 10 days,
causing great hardship amongst the confined population.

The stories from Sierra Leone were less extreme, although enforced isolation and
stigmatisation hapened, as illustrated by a quote from a boy in Masongbo.

| was quarantined in a home where four people died. When we were released, my

own friends avoided me until the sensitisation team came and explained to the

community about the way to treat survivai®oy, Masongbo, Sierra Leone, 7
December.)

The adults in Sierra Leone that we interviewed were much more likely than those in
Liberia to say that Ebola suspects were not stigmatised or maltreated. They had clearly
received the nordiscrimination messages SAy 3 LJdzii | 62dzi o6& aaSyah
accepted this ashe way in which they should behave, although the examples ongoing
discrimination that they gave suggested that stigmatisation remained.
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The dramatic examples of abandonment from Liberia maken@e general point:
suspected cases, indilials, families and communitiegere at real risk of being isolated

in a way that denied them their basic needs. This finding corresponds to media reports of
instances in both Liberia and Sierra Leone when pebpi&e out of quarantine in order

to obtain food (Telegraph, 2014).

A second point that can be taken from the findings of the study is that the-case
identification and contactracing systems of the Ebola response were weak. Especially in
Liberia, but alsoin Sierra Leone, sick people were being isolated in their homes,
apparently without the knowledge of the authorities.

People are now hiding their sickness because when they are taken to government
Ebola centres they will die (Community Leader, Montserraidberia, 15 November)

4.4 Attitude to health services and Ebola prevention messages

Discussions around traditional medicines revealed much about the receptiveness of
adults to Ebola prevention messages. Communities interviewed tended to respond
initially by explaining that traditional medicine is banned. Follopy questions with the
research respondents then revealed that they were still being used and communities
explained this by referring to the neawvailability and high cost of modern medicines. This
suggests that prevention messages are reaching communities and being understood but
without proper health care services in place, people are often ignoring the messages.

Acceptance of prevention messages, however, requires a level of trust in those delivering
such messages and trust in government health services was low in both countries (IRIN,
2014). This can be seen in the high proportion of communities who reported that they are
avoiding using clinics (73% in Liberia and 63% is Sierra Leone, see FiguiEhid.2)
mistrust in government and government services has been noted in published sources
and related to a history of corruption, incompetence and civil conflict (IRIN, 2014). Whilst
Liberian communities who participated in this research were united inr thgicism of
the health services, communities in Sierra Leone had less negative attitudes towards
health services. The governments of both countries had instructed hospitals and clinics to
re-open around the same time, in AugeSeptember 2014. This hdmken more effective
in Sierra Leone (hence the higher proportion of groups saying that clinics were open) and
communities appear to have played an important role by asserting their own rules about
sick people and even pregnant women having to report talteservices.

There is a law in this village that all deliveries should be done in the health centre. Any

woman who delivers out of the health centre is fined some amount of money. (Mens
group, Yambana, Sierra Leone, 12 December)

The chief and counsellbave passed a law that whoever is sick should go to the
hospital for treatment and no traditional healer should harbour a sick person in their
homes. (Women, Makeni Town, Sierra Leone, 8 December)
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Another indicator of mistrust in health services is theregul of rumours about
vaccinations causing Ebola. Several communities in both countries stated that they would
not allow their children to be vaccinated because they believed it was a way to spread
Ebola.

The crucial point from the findings in Sierra Leois that trust can be rebuilt with
communities to the extent that they accept health messages and then take their own
action to implement these. In Sierra Leone, communities appear to have been further
advanced in both accepting and acting upon guidamoenfgovernment. A key factor in
this, the research finds, is the attitude and role of local leaders. To a great extent, it is
they, rather than government health officials or NGOs, who determine whether a
community responds to health messages or not. Magesaid on the importance of
community leaders in a later section on community cohesion (section 9).

One health message that has been interpreted in a variety of ways by communities
regards breastfeedingThe Ebola virus has been detected in breastmillk elose contact
GAUGK |y Aff Y2UGKSNJ Oy AYONBFasS Iy AyTFlyl
consequently, mothers who are probable or confirmed cases of Ebola are advised to
weigh the possibility of passing on the virus to their children against risk of
malnutrition and diarrhoeal diseaseAccording tothe communities we consulted,
breastfeeding practices appe#m have remained largely unaffected. In both countries,
most groups did not even raise it as an issue but when they did they modiiyreaie

had been no change (22 groups in Liberia and 8 groups in Sierra Leone said there had
been no change). In exception to this general pattern, in Foya and Barkedu, high outbreak
sites in Lofa county, northern Liberia, mothessaid that they were now afraid to
breastfeed. They referred to the health advice that mothers with Ebola should avoid
breastfeeding for 3 months and said that Ebola survivors were doing this. In addition, in
Barkedu communities reported that suspect cases who returned from isaolatiere
avoiding breastfeeding. Interestingly, eight of the 60 adult groups consulted in Liberia
said there was a difference in breastfeeding practices, in that mothers now take more
care to clean their breasts before feeding. While there is no evidencehbw that
washing breasts before breastfeeding is beneficial, it nevertheless indicates that
communities have taken on board health messaging around Ebola, hygiene, and
sanitation measures.

4.5 Key points on health

As stated by the World Health Organisatiovel-functioning health systems respond to a

L2 LJdzt | GA2y Q& ySSRa lyR SELISOGFGA2YyE 0@y
Improving the health status of individuals, families and communities

Defending the population against what threatens its health
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Protecting people against the financ@nsequences of-tlealth
Providing equitable access to pecpkntred care

Making it possible for people to participate in decisions affecting

their health and health system. (WHZ010)
Clearly, Ebola has caused a sharp move in the opposite direchtierright to life, survival
YR RS@St2LIYSyd A& OKIffSy3aSR 2y | fFNBS &
capacity to combat diseases such as malaria and provide preventative care. The obligation
on the state to reduce child mortality cannot be mehen there is a widespread closure
of facilities or a widespread fear amongst the population of visiting those facilities.
Communities have little choice or input in the implementation of quarantine and isolation
measures. Families have been forced tonttio expensive private medicine for routine
illnesses.

At first glance, the health impacts of Ebola on the +iected population appear to be

universal because the loss of health services and the diminished capacity for home care
affects all or most ctdren and families. However, exclusion due to stigma heightens the

@dzt YSNIoAfAGe 2F OKAfRNBY 6K2 KIBS GKS RA&S
communities means that suspected cases, children of suspected families, or even children

who preset common symptoms such as fever and diarrhoea are stigmatised. The
reportedly harsh treatment of suspected Ebola cabgscommunitiegemphasis added),

to the extent that individuals and famikdéace death from a lack of basic needs, illustrates

how exdusion can in some cases be elevated to a loss of liberty and threat to survival.

/| 2YYdzyAGASEAQ NBalLkRyasS G2 GKS GKNBFG 2F 906
vulnerabilities into sharp focus: the wider health impacts of Ebola particularly affect
poorer families, because they are less able to afford medicines, care or preventative
materials. They are more reliant on traditional medicine, with attendant health risks. This
highlights the broader social and development implications of the outbreak: kadéc
functioning health systems and high levels of mistrust in the government following
decades of civil strife has resulted in a low level of resilience to a deadly disease.
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Health Impacts: ammary

Immediate impacts

Possible longerm consequences

1 Babies and mothers are placed at risk
the loss of maternal health services.

1 Vaccination programmes have been
halted and parents distrust inoculation
because of rumoured links with Ebola,

I Malaria and other routine but serious
ailments are no longer taged.

1 Health care at home is compromised b
fear of contact and lack of medicines.

1 Elderly, disabled and lorigrm sick lose
health care due to a fear of contact,
especially with suspected cases of Ebc

1 People diagnose and treat themselves|
home, therdore Ebola cases are ni
isolated and do not come to light uni
the sickness is well advanced;

1 Lack of free medication forces people
turn to traditional medicines or tc
expensive private medicine.

M Trust in health services and heal
messages is undermed.

1 An increase in maternal and nemtal
mortality

9 An increase in the numbers of cases 0
measles and other infectious diseases

1 Longterm health of children and adults
may be compromised by a loss of
treatment for malaria, TB and HIV.

1 An increase imealth spending for
families, pushing more families into
poverty.

Priorities for intervention:

1 Investment in and restoration of maternal health services.

1 Rapid screening and development of a rapid test for Ebola
1 Investment in and restoration afaccination programmes
)l

Reconsideration of the methods of preventative messaging, including ensurin
that local leaders consulted are those trusted by the communities.

1 Better investment in and design of emergency health responses to allow for
acceptable ad appropriate quarantine areas, for example, that allow
communities to communicate with family members in quarantine.

1 Investment in health services with a view to withstanding future epideuncks
improving population healthtaking a healtksystems apprach that encompasses

the key determinants of health.
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The children and adults interviewed in both coties described scarcity of food and the
high price of foodThey confirm that what started as a health emergency quickly became
a food searity emergency, with consequences farrange of different child rightand
development issues.

The children interviewedfrequently saidthat they did not have enough to eafhey
talked about being hungry, eaig less and eating fewer meals. They wepecificin
describing he reduction in the number of cups of rice their family were eating per day
and described how they were no longer eating meat, fruits or other quality foods that
they enjoyed before EbolaAs put by a number of participants, they nge®ating for
survivad
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5.1 Foodavailability and prices

Childreninterviewed in both Liberia and Sierra Leorexplainedthat they were hungry
because parents wenenable to oltain or afford sufficient foodThe adults explaed that

there wasa shortageof food staples such as rice, cassava, and basic ingredients such as
pepper. They describé how this was a result of the closure of markets, tiq@arantining

of districts and neighbourhoodsand the closure of borders with neighbouring countries

to prevent the spreadf Ebola.These restrictionsvere imposed by the authoritiegut

were also seHimposedas communitieshemselves triedo minimise contact with othes.

The nearest market for now is 16 miles away. We walk on foot to Makeni, but how much
can one buy to be going and coming for 32 miles? (Father, Konta, Sierra Leone, 10
December)

Whilst most food shortages were an unintended consequence of the restreciptaced

2y LIS2L) SQa Y2@SYSyiasonihk SaNXand @édnsumption & LIS OA F
bushmeat, imposed by governments in both countriesCF, 2014)The research
confirmed that, indeed,the large majority of communities eve no longer eating
bushmeat(see figure 5.1)For a substantial part of the population, certainly th&ajority

in forested areas, this meant the loss thkir main source of proteinHowever, @spite

LIS2 L SQ& gl NBySaa 2F (KS oty | yirRiveofkh€ f Ay ]
forty research siteshere were accounts ofbushmeatstill being eaten Three of these

were rural Majihun and Petifu in Sierra Leoraand Karnplay in Liberia) but two were

urban (Saclapea and Zwedru in Liberia). Karnplay is a high outbreaktsitethe others

were low outbreak.The reason given by pampants in the five siteor defying the ban

wasthat alternatives(fish, chicken,and beej were not readily availabler affordable So
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just as poverty and the lack of alternatives forced people to disregard health measures (as
described the last chapterf) also led some to disregard the ban on bushmeat

Figure 5.1 Availability of food
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Source: Adult focus groups. (n=60 Liberia; n=40 Sierra Leone)

5.1.1 Increase in food prices

Participants commented thathe limited supply of fod and the restricted market had
increasedfood prices substantiallythe little food now availablevas not at a price that

many peoplecould afford. All groups in Liberia and almost all in Sierra Leone said that

food was more expensive and they gave a dethihccount of price increases in staples

such as rice and cassavihe steep decline in household incomes (see next sectipn
Livelihood$ meant that many families could natfford food evenat Wy 2 NI £ Q LINJRA
Those stimatised by Ebola sometimes foutidht they could notbuy food at any priceas
demonstrated by the quote below:

We are out of food because of the stigma of Ebola on our community. People in the
bordering market no longer want to receive our money when we try to get food for our
family. Mother, Mount Barclay, Liberia, 13 November)

Reports of switching to lower quality food were widespread, usually meaning that people
GSNBE SFdAy3 LIFAY NAOS 2NJ NAROS gA0GK LIfEY 2
stew with meat and vegetables).

Both rural and urban areas wengery similar in terms of the high level of food insecurity
reported. Rural areas, in generalppeared tofare dightly better because they hdoetter
access to bme-grown food- but they alsotended to have poorer access tonported

foods because of travel restrictions and market closures, hence more shortages. This is
illustrated for Sierra Leone in Figure 5.2. The pattern in Liberia is sinvitareven less
difference between rural and urban areas.
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Low outbreak sites il not fare any better in terms of food prices and appear to be worse
in terms of the number of chitén with not enough to eatfor example 97% dahe adults
groupsin low outbreak sites in Liberia said that there were more children with insufficient
food, compared to 83% in the high outbreak sites. The edgindigures in Sierra Leone
were 92% (low outbreak sites) and 86% (higitbreak sites). The difference appears to
be the result of food aid beingargeted atsome households in high outbreak sitdsis
was reported by research participants and it also fits in with the pattern of food aid
distribution described in published sources. The World Food Programme distfifngd

to 1.7 million people in the three most affected countries, targeting people under medical
quarantine, people under treatment (and their relatives) and people in communities hit
hard by the outbreak (WFP, 2014o0d aid was also provided by locatidanternational
NGOs.

Theae were few instances wherechildren and adults imesearch communities said that
the food situation was no worse, or was better than this time last year (before Ebola and
in the sane harvest/preharvest period). This amounted two sites in Liberia and twm
Sierra Leone (out of a total of 40 sites) amdre in communities where it was also said
that food aid had been provided

Most communities and most peoplgéhe vast majorityof whom were not directly
affected by Ebolahad a major problem of food insecurityand hunger. Thualmost allof
the 100 groups consulted across b@lerra Leone and Libersaid that there were more
children who did not have enough to edtheresults of thisesearch support théndings
of other studies, which warn that West Africa is on the brink of a major food asses
result of EbolalUN News Centre, 2014). rfational surveyof Liberian householdalso
found that over 70%f households said that they coulebhafford to buy suffieent food
(LISGIS 2014).
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http://blogs.unicef.org.uk/author/unicef-news/


























































































































































































































































































































































