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“I have to encourage myself and accept the fact that it has happened”  
(Ebola Survivor. 48 years) 

 

 

 

 

"Hope" is the thing with feathers 

That perches in the soul 

And sings the tune without the words 

And never stops — at all... 

~Emily Dickinson, c.1861 
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DEFINITIONS 

 

Caretaker:  individual who takes care of the vulnerable person, often a close relative. In the report we 

use the term „caretaker“  to describe the main carer for the orphaned minors from families of EVD 

deceased patients 

Discrimination: Unfair treatment of a person, racial group or minority, based on prejudice. 

Household: Consists of all members of one family who may be related by blood, marriage, or 

adoption, including other persons, who normally live together in one house or in a premises and take 

their meals from the same kitchen and share the same budget. A household can also consist of one 

member. This group of persons looks at one person who they regard as the head of the household. 

Rejection: To refuse to accept someone, avoiding him/her. The noun rejection can refer to the actual 

act of rejecting something or to the feeling one has after being rejected. In other words, you might 

have feelings of rejection after experiencing the rejection of others. 

Resilience: An individual’s capacity to recover from, adapt and remain strong in the face of adversities. 

Risk: When people are vulnerable and face threats outlined above (crisis situations, crisis 

environments, poverty), they are at risk. The longer of more frequently they encounter such threats, 

the higher level of risk. 

To stigmatize: To put some mark of disgrace, shame or dishonor upon someone. Locally described as 

“pointing fingers at someone”. 

Vulnerability: Susceptibility to be harmed physically or emotionally. It results from an interaction 

between the resources available to individuals and communities and the life challenges they face. 

Vulnerability results from developmental problems, personal incapacities, disadvantaged social 

status, inadequacy of interpersonal networks and supports, degraded neighborhoods and 

environments. 

Widower: male who has lost at least one wife. Considering cultural context (predominantly Muslim 

communities, widespread polygamy) and wanting to reflect the losses and the impact at the family 

level, definition specifies loss of at least one spouse, yet they are likely to remain married to other 

females 
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METHODOLOGY 

 

• The Comprehensive Survivors‘ and EVD Affected Families Assessment has been prepared as 

the replicated study of the Survivors‘ survey conducted by MDM in Moyamba in April-May 

2015. The methodology for this assessment has been semi structured interviews (Survivor and 

Affected Families´ questionnaires annexed). It was amplified by the questions related to access 

to health and women´s health to be able to reflect the condition of previously identified 

pregnant survivors in Koinadugu District. 

• The Affected Families Questionnaire in majority was based on the outline of the Survivors´ 

Questionnaire, though including more questions related to grief, bereavement and EVD impact 

on children as per request from the Ministry of Social Welfare. 

• The assessment and the questionnaire has been approved by the PSS Pillar and the 

representatives of Ministry of Social Welfare in Kabala, Koinadugu District.  

• Based on the information provided by the Ministry of Social Welfare of Sierra Leone on the list 

of widows and orphans in Koinadugu District, the list of 129 care givers was finalised. Only 1 

caregiver was interviewed per household. 

• Informed consent: each survivor or family affected member was given a consent script (see 

annex 2 and Annex 4). It was read out to each of the respondents before proceeding with the 

interview. It explains carefully the assessment´s terms and conditions. It was signed in two 

copies by the interviewer and respondent, one copy has been kept by MDM, the other handed 

over to the respondent (the survivor or caretaker of the affected family). MDM maintains 

confidentiality, keeping the name of the interviewee anonymous, instead using numeric code. 

The quotes used in the text of this report are signed using the numeric code. All the information 

is codified and personal data is protected ensuring confidentiality of the survey participants. 

• All of the survivors and family affected members have agreed to such terms and conditions, 

have been explained carefully the purpose of the interview, and the interviewing staff 

delivered the introduction and the survey questions in Kuranko or Krio language. 

• Médicos del Mundo relies on close engagement with the community. The interviewing process 

was carried out with assistance of MDM Community Development Officers who have 

maintained close cooperation with the affected communities for over one year, including 

sensitization and IPC in the affected communities. They are familiar with the social context and 

have communities trust. All engagements in the affected locations, including the interviewing 

process of the survivors and affected families has been done with the knowledge, consent and 

extensive assistance from local stakeholders and town chiefs. 

• MdM team succeeded to interview 42 out of 46 survivors1 and 105 caregivers out of 129 

potentially identified. The Survey team was not able to reach some remote locations like Moria 

                                                      
1 One survivor child (5 years old) in same household with survivor mother hence the MDM team conducted 

only one interview instead of two. 
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due to rainy season, as well as encountered difficulties to locate any families of deceased 

patients in Kabala. 

• The assessment mainly focused on their psychosocial situation and medical condition. It rapidly 

assessed their livelihoods and WASH situation. The assessment is meant to be qualitative above 

quantitative, but relevant statistics are being drawn from the questionnaires. 

• The survivors, who have lost their family members during the outbreak have been interviewed 

in the first round of the assessment with the Survivors Questionnaire, and therefore were not 

included in the interviews with affected families in order to avoid data duplication.  

• The majority of the interviews for EVD Affected Families assessment was answered by primary 

caregiver to the orphans, mainly the widows or caretakers, resulting in predominantly female 

group of respondents. 

• In case of interviews conducted with a minor, they have been carried out with consent and in 

presence of the adult caretaker. 

• The questionnaire for EVD affected families contains a section dedicated to children, which was 

asked to one of the children in household. Out of 105 interviews, 89 children responded the 

questions. 

• Prior to the interviews, the survey team has received the series of psychosocial trainings 

including Psychological First Aid, communication skills, basic interview skills and mental health.  

• The interviews have been conducted by MDM Psychosocial and Community Development 

Officers and assisted by coordinator of Ebola Survivors Corps. The team of the Psychosocial 

Workers and Community Development Officers was habitually accompanied by the 

Psychosocial Coordinator and based on needs the staff debriefings were held after return from 

the field on daily basis. 

• The interviews have been analysed by the interviewers and two project psychologists, who 

gathered results and analysis in this document. The report is being submitted for reviews and 

questions to the partners. 

• Where possible, the results from the survivor survey have been compared with the results of 

the interviews of the affected families to possibly analyse the synergies or variations. Some 

subjects (i.e. medical assessment of the survivors or condition of school-age children in 

affected families) do not have the accompanied section from the other set of interviews and 

they are presented as stand-alone data.  

• The analysis data was running by the statistic package SPSS v.19. We have used mixed method, 

putting emphasis on qualitative over quantitative data, given the dominance of qualitative 

questions in the questionnaires. 

• The output data is available in a soft copy for the consultation upon request. 
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OBJECTIVES 

 

The objective of the EVD Survivors’ and Families´ assessment has been as follows: 

• Assess in general the situation of the survivors few months after their discharge and the 

situation of the families after the passing away of their EVD-positive family member. 

• Have a specific follow up on their psychosocial well-being 

•  Have a specific follow up on their medical condition 

• Assess in general their living conditions in terms of community reintegration (including access 

to water and sanitation and livelihoods) 

• Follow up and evaluation on activities they benefited from (ETC treatment, Disinfection of 

houses, PSS follow up, NFI kits)  

 

This final report is expected to clearly express results of the assessment and its findings, be factual 

and straightforward and avoid any unnecessary use of broad concepts and sentences; 

• Express successes and challenges in a constructive way; 

• Provide realistic and pragmatic recommendations to any EVD response partners, according to 

what has been identified in the report. 

• As agreed, the final report will be disseminated to Psychosocial Pillar, DERC Coordination and 

DERC pillars’ mailing list through the DERC Pillars’ representatives, including to the NERC 

representatives; Internal dissemination by all partners within their organization according to 

their own will. 
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TIMEFRAME AND LOCATION 

 

TIMEFRAME 

The assessment has been launched on 23 of July with approval of the Psychosocial Pillar in Koinadugu. 

The interviews were carried out by the MDM team in the period of 27 July - 31 August 2015. Data 

entry began by 17 of August and followed by data analysis between 20 of August to 18 September 

2015. Final reporting has been prepared from 14 to 24 of September 2015. 

 

LOCATION 

Due to the distribution of the survivors and affected families, the operation of the survey has been 

principally limited to the territory of Nieni Chiefdom.  

Three (3) interviews with EVD survivors (due to habitual place of residence) and one (1) interview with 

caregiver (due to temporary relocation from Fankoya, Nieni Chiefdom) have been conducted in Kabala 

(2%). Remaining 39 Survivor interviews and 104 affected families interviews have been conducted in 

Nieni Chiefdom (97%). 

Among the interviewed survivors the biggest number originates from Kumala (31% - 13 persons), Yoria 

(10% - 4 persons), Farekoro (10% - 4 persons), Bandakoro (10% - 4 persons), Kendaya (7% - 3 persons), 

and Sumbaria (5% - 2 persons).  

Similarly the biggest percentage of caretakers interviewed comes from Kumala (43% - 45 persons), 

and Yoria (19% - 20 persons). There is also considerable concentration of the interviewed persons in 

Fankoya (10% - 10 persons), Funubakura (9% - 9 persons), Kendaya (6% - 6 persons) and Sumbaria (5% 

- 5 persons).   
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CONTEXT AND BACKGROUND 

 

EBOLA EPIDEMIC IN SIERRA LEONE 

 

The current EVD outbreak on unprecedented scale, has started in Western African countries of 

Guinea, followed by cases in neighbouring Sierra Leone and Liberia. There first officially confirmed 

Ebola case in Sierra Leone has been announced in May 2014 in Kenema. By the 12 of June 2014 the 

Sierra Leonian government officially declared state of emergency. Already fragile health system in the 

country has been overwhelmed and unprepared to handle crisis of this magnitude. 

 

EBOLA OUTBREAK IN KOINADUGU 

 

Main transport arteries connect the Koinadugu district with the main town of Bombali District, 

Makeni, major trade and education hub, that saw explosion of EVD cases and is still struggling with 

the resurgence of the outbreak on its territory. The other main road leads to border with Guinea. 

During the rainy season of 2014 while Sierra Leone was by then in peak of its struggle with the Ebola, 

all districts but one in the entire country were affected and fighting with the disease. 

By 12 of October 2015, at the peak of the outbreak, there were already 3410 EVD cases in Sierra 

Leone, including 1200 deaths2. 

WHO: Ebola Response Roadmap Situation Report from 15 October 2015 describes the dramatic 

situation: “EVD transmission is rampant in Sierra Leone, with 425 new confirmed cases reported 

between 6 and 12 October. The areas hardest hit are the capital, Freetown, with 172 new cases, along 

with the neighbouring western districts of Bombali (94 cases) and Port Loko (67 cases). The central 

districts of Bo (22 new cases), and Tonkolili (27 new cases) are also areas of intense transmission”3. 

                                                      
2    2977 confirmed EVD cases (932 deaths), 37 probable cases (161 deaths) and 396 suspected cases (107 

deaths) according to WHO: EBOLA RESPONSE ROADMAP UPDATE: 17 October 2014 
http://apps.who.int/iris/bitstream/10665/136645/1/roadmapupdate17Oct14_eng.pdf?ua=1 
retrieved on 23 September 2015 

3    WHO: Ebola Response Roadmap Situation Report 15 October 2015 
http://apps.who.int/iris/bitstream/10665/136508/1/roadmapsitrep15Oct2014.pdf?ua=1 retrieved on 23 
September 2015 

http://apps.who.int/iris/bitstream/10665/136645/1/roadmapupdate17Oct14_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/136508/1/roadmapsitrep15Oct2014.pdf?ua=1
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Figure 1 - Outbreak situation on 12 October 2014, right before confirmation of the first EVD cases4 

 

                                                      
4 WHO: Ebola Response Roadmap Situation Report 15 October 2015 

http://apps.who.int/iris/bitstream/10665/136508/1/roadmapsitrep15Oct2014.pdf?ua=1 retrieved on 23 
September 2015 

http://apps.who.int/iris/bitstream/10665/136508/1/roadmapsitrep15Oct2014.pdf?ua=1
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As neighbouring Bombali and Tonkolili districts continued to be dramatically affected, the success of 

maintaining Koinadugu Ebola-free kept being a great source of motivation and hope that indeed with 

the right measures the outbreak can be stopped.  

With joint effort by governmental and indigenous structures, despite epidemic flaring up at its 

doorstep, Koinadugu maintained the status of being Ebola-free for the first 5 months of the outbreak. 

The means included application of the restrictions on travels, transport of goods and implementation 

of by-laws imposed by the local Chiefs. Keeping Ebola at bay during this trying time was eliciting a 

sense of pride and patriotism among the people of Koinadugu. 

After all joint effort and having maintained the zero Ebola in the district for so long, the confirmation 

of first 2 EVD cases on 15 of October 2015 in the remote town of Fankoya, Nieni Chiefdom, turned 

out to be a big blow to the morale in the country and the District.  

 

“In the north of the country, the previously unaffected area of Koinadugu, which borders the newly 

affected Guinean district of Faranah, has reported 2 confirmed cases of EVD during the past week. All 

districts of Sierra Leone have now reported at least one probable or confirmed case of EVD since the 

start of the outbreak”5. (WHO Ebola Response Roadmap Situation Report - 22 October 2014) 

 

Road access issues and communication constraints (including nearly complete lack of mobile network 

coverage) remained major challenge in rural areas of Nieni Chiefdom during response to the outbreak, 

often making the access impossible for the burial teams and delaying food distribution to reach the 

affected families placed under quarantine.  

The efforts to contain the outbreak in Nieni lasted nearly 6 months and finally succeeded reaching 

“Ebola zero” in April 2015, with the overall final toll of 109 EVD positive cases. In total 48 patients 

have survived, 1 of the survivors has passed away few months after his discharge. 

The District remains since then Ebola free for over 150 days. 

 

 

 

                                                      
5 WHO: Ebola Response Roadmap Situation Report 22 October 2015  

http://apps.who.int/iris/bitstream/10665/137091/1/roadmapsitrep22Oct2014_eng.pdf?ua=1 retrieved on 
23 September 2015 

http://apps.who.int/iris/bitstream/10665/137091/1/roadmapsitrep22Oct2014_eng.pdf?ua=1
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District Running total of confirmed cases  Days without the cases  

Koinadugu 109 150 

Bombali 1050 0 

Tonkolili 457 43 

Kono 254 203 

Figure 2 - Running total of confirmed cases as of 15 September 20156 and countdown of days 

without positive cases in the selected districts as of 15 September 20157 

 

MDM PRESENCE AND ACTIVITY IN THE DISTRICT 

 

Medicos del Mundo has been operating in Koinadugu District since 2006. Working in close partnership 

with the DHMT in the strengthening of primary health care services and provision of sexual and 

reproductive health services, MDM has established close working relations with the local population 

earning high level of acceptance for its interventions.  

When the Ebola outbreak was declared in July 2014 Medicos del Mundo decided to work in 

partnership with Oxfam in Koinadugu and run 2 Holding Centres. As a part of its intervention, it 

strengthened as well social mobilization activities in the affected area. 

In the light of decision to carry out this assessment, MDM could count on high level of recognisability 

and acceptance from the local population as well as excellent familiarity of the national staff with the 

terrains and the affected communities.    

  

                                                      
6  Data after NERC Situation Report 

http://nerc.sl/sites/default/files/Ebola%20Situation%20Report_Vol%20475.pdf  retrieved 15 of September 
20 15  

7  NERC update http://nerc.sl/sites/default/files/docs/20150914_Nerc_Eve_Brief%20Countdown%201.pdf 
retrieved on 15 of September 2015  

http://nerc.sl/sites/default/files/Ebola%252520Situation%252520Report_Vol%252520475.pdf
http://nerc.sl/sites/default/files/docs/20150914_Nerc_Eve_Brief%252520Countdown%2525201.pdf
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DEMOGRAPHY 

AGE AND GENDER BREAKDOWN OF INTERVIEWED THE SURVIVORS 

A total of 42 survivors was interviewed, out of which there are 24 males and 18 females. The majority 

of survivors are adults, counting 9 children: 6 male children and 3 female children (mean=34 years). 

Based on the demographic data collected during the assessment, the family of survivor in Koinadugu 

has on average 4 children, including 1 under five years. 

Women constitute 43% of interviewed survivors. Majority of the survivors are adults (79%), with the 

minors (under 18 years of age) reaching 21% (9 persons), including 2% (1 child) under 5 years. 

Age Male Female Total 

Count % of total 

interviewed 

Count % of total 

interviewed 

Count % of total 

interviewed 

0-6 1 2% 0 0 1 2% 

7-18 5 12% 3 7 8 19% 

19-30 10 24% 4 10 14 33% 

31-50 5 12% 9 21 14 33% 

51-65 1 2% 1 2 2 5% 

+66 2 5% 1 2 3 7% 

total 24 57% 18 43 42 100% 

Figure 3 Interviewed survivors distribution age and gender 

 

AGE AND GENDER BREAKDOWN OF THE INTERVIEWED CARE TAKERS OF AFFECTED 

FAMILIES 

We have identified more female caretakers since widows are the ones in charge of the family, 

especially the orphan children. Other reason is the polygamy practiced at Nieni, in which husband has 

more than one wife and in case of his death there might be several widowed women. 

A total of 105 caretakers were interviewed, out of which there are 39 males and 66 females. On 

average the interviewed caretaker is 39 years old and has 5 children per house, including 2 under five 

years of age.  
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Age / Sex Male Female Total 

Count % of total 

interviewed 

Count % of total 

interviewed 

Count % of total 

interviewed 

7-18 1 1% 3 7% 4 7% 

19-30 7 7% 19 18% 26 25% 

31-50 22 21% 35 33% 53 50% 

51-65 7 7% 6 7% 13 12% 

+66 2 2% 3 3% 5 5% 

total 39 37% 66 63% 105 100% 

Figure 4 - Interviewed caretaker of affected families 

 

HEADS OF THE HOUSEHOLD 

 

Majority of the population of Koinadugu are Muslims, polygamous, where having many wives is a sign 

of status. With highly traditional division of labour and tasks at home, man is typically in charge of 

providing for the family, woman limited to looking after the house and perhaps work in farms. In the 

onset of the outbreak the social structure has greatly disrupted the families, where death of the male 

head of the household prompted the widow to assume the responsibilities of the breadwinner for the 

family. Additionally in the encountered context, the death of one man may mean loss of the 

breadwinner for several households (1 man deceased, leaving several widows and children behind). 

Figure 4 - Heads of the household graphic - survivors and affected families 
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SURVIVORS 

Almost half (46%) of the female adult survivors interviewed are heads of household, while almost all 

(83%) of the adult men survivors interviewed are the breadwinners. No survivor children were 

recorded as being the head of household. 

 

AFFECTED FAMILIES 

73% of the female adult interviewed are heads of household, while almost all (90%) of the adult men 

interviewed are heads of household. The 2 minors (out of 4) below 18 years are considered the heads 

of household. One of the minors leading the household is the 15 year old widow and one male minor 

looking after his siblings..  

We identified two cases of females abandoned by their husbands, including one minor, even though 

declaring marital status as “married” and indicating the husband as head of the household, they 

remain with the principal responsibility of providing for their families.  

 

MARITAL STATUS 

Coinciding with the previous data, the survey identified overwhelming number of widows: 33% of 

female survivors and 65% of female caretakers. There are 2 under-age widows among interviewed 

caretakers: 15 and 18 year old.  

Marital 

Status 

Male Female Total 

total % total %  % 

Single 2 8% 2 11% 4 10% 

Married 13 54% 6 33% 19 45% 

Widow 1 4% 6 33% 7 17% 

Child 6 25% 3 17% 9 21% 

N/A 2 8% 1 6% 3 7% 

Total 24 100% 18 100% 42 100% 

Figure 5 - Survivors interviewed: Marital Status 
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Marital 

Status 

Male Female Total 

total % total %  % 

Single 1 3% 1 2% 2 2% 

Married 14 35% 22 33% 36 34% 

Widow 24 62% 42 65% 67 64% 

Total 39 100% 66 100% 105 100% 

Figure 6 Caretakers Affected Families - Marital Status 

 

RELIGION AND TRIBE 

 

The interviewed population is relatively homogeneous both among survivors and affected families:  

The 90% of survivors are of Kuranko tribe, the rest are Krio 2,4% (1 survivor), Tmene  2,4% (1 survivor), 

Mende 2,4% (1 survivor) and Limba 2,4% (1 survivor).  

The caretakers from the interviewed affected families belong predominantly to Kuranko tribe (94%), 

4% Limba and 2% Temne. 

 

In regard to religion, among the interviewed survivors, in majority they declare themselves as Muslim 

79%, while 21% are Christian. 

Concerning interviewed caretakers, we found 94% Muslim and the remaining 6% Christians. 
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FINDINGS 

 

The results are covering the impact of the EVD outbreak on lives of the Ebola survivors and the families 

of the deceased patients on the following areas: 

 Psychosocial: main impact of the EVD on lives of survivors and affected families,   psychological 

distress levels, grief and bereavement process, impact of the quarantine, coping and perceived 

social support, reintegration and incidents of stigma and rejections 

 Schooling and Livelihoods condition, including water and sanitation, assistance provided and 

outstanding. 

 Medical: Survivors health, access to healthcare for EVD affected population in Koinadugu District. 

 

MAIN IMPACT OF EVD ON SURVIVORS AND THE AFFECTED FAMILIES 

 

The 45% of the survivors mention as the main impact of Ebola on their lives, the loss of relatives, 28% 

indicate the disruption of livelihoods and 15% mention impact on their health condition. Regarding 

children in particular, 7 out of 9 (78%) point out the loss of relatives as a main impact of EVD. 

Among the affected families the principal impact has been the loss of the loved ones 38% and the 

consequent burden on the caretaker in charge 21%, setback to family 19%, disturbed livelihoods and 

economic breakdown 17% connected to financial and food  supply problems.  

“Ebola killed all my parents that were responsible for us to take care of schooling”. (211) 

“Ebola killed the children who are supposed to be taking care of me”.  (291) 

The EVD has affected very profoundly the widows, who were before relying on the late husband, but 

also widowers (now worried about the burden on other wife, or concerned about being alone without 

wife´s support unlike until now) and children equally preoccupied with the extensive burden on the 

remaining parent or caregiver to provide for children´s feeding or future education.  

 

The loss of siblings, co-wives or children had also great consequence on the lives of the caretakers, in 

consequence increasing the burden of the number of family members to provide for.  
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PSYCHOSOCIAL 

 

This section includes analysis of the psychological distress among the survivors and EVD affected 

families using the Kessler distress scale and series of open-ended questions inquiring about the coping 

strategies among interviewed persons. It highlights as well the perceived support from the family and 

community.   

For the EVD affected families this section included as well series of questions related to the impact of 

loss of the loved one and quarantine period.  

Final part includes analysis of community interactions, reintegration and well and detection of social 

stigma and rejection issues. 

 

PSYCHOLOGICAL DISTRESS 

 

Methodology note: this section concerns the psychosocial status of the respondents. The first part 

and group questions is the standard “Kessler Psychological Distress Scale8 provided by WHO for the 

survivors` psychological assessment. This is a 10-item questionnaire intended to yield a global measure 

of distress based on questions about anxiety and depressive symptoms that a person has experienced 

in the most recent 4 weeks period 

The scoring and interpretation of Kessler Scale reveals that 33% of the survivors   who answered the 

psychological questionnaire present significant signs and symptoms of distress in varying levels. 

However, 67% are likely to be well (low score).  

  

                                                      
8 Kessler, R., & Mroczek, D. (1994). Final versions of our non-specific psychological distress  

scale. Memo dated March, 10, 1994.  
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Score Interpretation Count percent% 

Under 20 Low score 28 67% 

20-24 points Medium score 8 19% 

25-29 points Medium-high score 5 12% 

More than 30 points High score 1 2% 

 TOTAL 42 100% 

Figure 7 Survivors: Kessler scale scoring 

 

Score Interpretation Count percent% 

Under 20 Low score 72 69% 

20-24 points Medium score 14 13% 

25-29 points Medium-high score 9 9% 

More than 30 points High score 10 10% 

 TOTAL 105 100% 

Figure 8 Caretaker of EVD affected families: Kessler scale scoring 

 

Figure 9 Survivors Psychological distress (left) / Figure 10 Caretaker Affected Families 

Psychological distress (right). 
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The comparison between the scores of survivors and affected families uncovers there is similarity in 

the low score (likely to be well) 67% for survivors and 69 for family affected, but there is significant 

difference in the high score: 2% in survivors and 10% in affected families. There is no significant 

difference between genders. 

It prompts us to conclude that in regard to levels for psychological distress they tend to be higher for 

the members of affected families compared to those declared by survivors. The small group of highly 

affected individuals appears to be more vulnerable to psychological problems, suggesting more 

attention with specialized assistance to caretakers.  

Regarding the differences on feelings analysed in Kessler scale (nervous, restless, depressed, tired, 

hopeless, sad) the most frequent scores are those referring to depression, tiredness, sadness. 

 

Figure 11 Survivors (left) and Figure 12 family affected (right): During the last 30 days, did you feel 

that everything was an effort? 

 

In case of this particular item, the low score is comparable (50% for the survivors and 47% for affected 

families), yet the discrepancy appears in the highest scores: 13% for survivors and 20% for care takers 

of affected families. 
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Considerable score in the highest range calls for attention: there is 20% of respondents among 

caretakers that feel they are struggling without any break “feeling everything is an effort all of the 

time”.  

Analysing the response to this question more globally, it is still relevant to note that overall both 

groups show very big percentage of respondents that consider feeling that “everything is an effort” 

most of the time or all of the time. The combined score for survivors would be 33% and for the care 

takers 38%. 

  

Figure 13 Survivors (left) and Figure 14 (right): During the last 30 days, did you feel depressed? 

 

On question regarding feeling depressed again we observe disparity between the responses in two 

groups: none of the time is selected by 59% of the survivors and 50% of the caretakers of affected 

families. 

Overall, there is small number of respondents that declare feeling depressed all of the time: 2% for 

survivors and 7% for the affected families, which stands out in comparison with the previous question.  

Combined high scores (“most of the time” and “all of the time”) for this question result in 26% for 

survivors and 29% for the caretakers of affected families. 

The overall score on Kessler scale above 25 points was reached by 14% survivors and 19% of caretakers 

of affected families. Score between 20-30 already indicates high likelihood of psychological problems 
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(ie. depression). The scores beyond 30 on Kessler scale suggest severe distress and demands 

psychosocial interventions. 

It would be highly recommendable to ensure additional psychosocial assessment, proper follow up 

and attention to the cases with these particularly high scores.  

It should also be noted that in many cases the psychological condition of the affected persons 

remains exacerbated because of the overwhelming burden and their ongoing concern in regard to 

covering basic needs for themselves and their families (food security, shelter). In such condition an 

isolated psychological intervention will be futile, the attention should be drawn to comprehensive 

support provided, not overlooking addressing the basic needs. 

 

COPING 

 

SURVIVORS COPING STYLES 

 

Among the positive thoughts mentioned by the respondents what stands out is the hopeful outlook 

towards the future, declared amid hardships endured. 

 

Nearly one third of the interviewed survivors in the situation of stress and difficulty recognise the 

impact of encouragement (both: intentionally solicited or given spontaneously by a relative, member 

of community, elder, religious leader etc.) 

 

While most of the respondents reported using positive coping measures, 10% admitted applying 

maladaptive coping styles: using a vice (drinking alcohol and smoking cigarettes). “The way to cope 

my bad feelings is through alcohol” (002) 

 

Responses in regard to thoughts and actions that made the respondents feel better highlighted the 

following: 

• Positive thoughts: hope 33% (14 persons), forgiveness 12% (5 persons), thought that Ebola 

not made by human 2% (1 person), hopeless 10% (4 persons) 

• Encouragement 29% (12 persons), Guidance 5% (2 persons) “when I have problems, the 

pastor and Imam will come and counsel with my teacher” (036) 

• Forgiveness 2% (1 person) “in case of misunderstanding, the best way is to reconciliation with 

the doers” (026) 

• Forget 1 (2%) 

• Prayer 4 (10%) faith in God 1 (2%) “In case of bad feelings I feel like anything is God” (003) 

• Rest 3 (7%) “sometimes I need to lay down for the most of the day” (019) 
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• Smoking 5% (2 persons), Drinking alcohol 5% (2 persons ) 

• Control temper 2% (1 person) 

• Actions:  

Listening to music 21% (9 persons) the radio 2 (5%) 

Report to the chief, authority 10% (4 persons) “if I have bad feelings, I report to the chief or other 

authority” (035), “If I have a problem I go to the Mammie Queen will come and talk to me: forget 

about the past, all is not lost” (023). 

• Gardening 17% (7 persons), Working at the farm 7% (3 persons) 

• Entertainment 10% (4 persons) 

• Playing with my friends 7% (3 persons) 

• Travel to other communities 2% (1 person) 

• Children going to school 2% (1 person). 

 

AFFECTED FAMILIES COPING STYLES 

Responses in regard to thoughts and actions that made the respondents feel better highlighted the 

following: 

• Positive impact of the encouragement was highlighted by 62 respondents (59%), including 

the specified responses indicating community encouragement (26 persons – 25%), family 

encouragement (22 persons – 21%) and encouragement from elders (4 persons – 4%) 

• Interactions with family 41 respondents (39%): Encouragement from the Family members 22, 

being together with family (being with other family members, have them around), talk to 

family members 9, sit with family members, making fun together (3 persons), eating together 

(3 persons), family visits (2 persons), Expression of sympathy from family members (2 

persons) 

• Interactions with kids:  play with kids 24 (23%), see kids, stay together with my children, when 

children are around me (14 persons) discuss with children (3 persons), singing and dancing 

with children (1 person), telling children stories (1 person).  

• Spiritual protective factors: 12 respondents (11%) listed as means to feel better prayer, 

reference to God, “the belief that everything is caused by God” 105 

•  (4 respondents), reading Holy book (2 reading bible and 3 reading Quran), 

  

10 persons mention “keeping calm”, controlling temper as a way to make oneself feel better.  

6 persons mentioned forgiveness (forgiving thoughts) and 4 persons forgetting about the 

problem/accepting the problem and 1 sharing with the person that caused the harm. One of the 

respondents mentioned as the mean of support, the community praying for the family. 

• Positive thoughts: encouraging thoughts, optimism (10 persons - 10%), hope that not all is 

lost (10 persons – 10%), thinking about children´s future, their education (11 persons - 10%), 

35 persons (34%) say that what helps them is maintaining hopeful thoughts (about the future, 

about education the children etc), projecting thoughts “about bright future”, thinking about 
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having work, education of their children, building a house; 2 persons (2%) respond reminiscing 

about past happy moments (“thinking about the time I put the structure and time i got married 

to my wife” (144) 

• Actions:  

(32%) 34 people mention music as a source of calm: listening to music (21 responses), play music (4 

responses), listen to tape or radio (8 responses) 

Working 27%: 29 persons: go to/work in the farm (21 responses), do some work (7 responses), do 

activities to upkeep home (1 response). 

Sleeping, going to bed, sleeping a lot (10 persons), 1 person mentions taking sleeping pills  

Singing 8 respondents (8%) singing traditional songs 

Telling stories 8 people (8%)  

Dancing (5 persons – 5%) 

Entertainment (6 persons) i.e. Playing with the phone, watch a movie, go for a walk 

Visiting other communities (2 persons) Socializing, going closer to people (2 persons) 

 

In this instance, the interviews with affected families shown interesting pattern related to influential 

role of children in coping of the interviewed care givers: simply seeing their children, spending time 

with them, thinking about their future, seeing them coming back to school is a source of great hope 

and strength.  

 

“The day that my daughter had exams and got good results“ (145) 

“Feel better the day when my children started schooling” (198) 

 

Assistance from NGOs as source of relief, supply from WFP, NGOs, receiving assistance: “thinking that 

with support of Government and NGOs I feel better” (143) 

 

In responses related to what makes the interviewed feel better, the grief remains visibly present: 

Thoughts that make you feel better: “that I would die one day and join my parents“ (169) 

“no help they can give me to make me feel better” (195) 

 

Asked what thoughts make them feel better 14% (15 persons) have mentioned thinking that they 

have enough food for oneself or for their children is the most calming thought.  

“what makes me feel better, if I have food for my family” (142), “Thinking of food for my children” 

(125), “having food to eat makes me feel better” (103), “I feel better when I have food for my children” 

(199), “if i have food to eat with my family i will feel better” (107). 

The result indicates the degree of precarious livelihood situation of the affected families, if the most 

comforting thought is the one about having food to eat.  

 

Family support to survivors, actions that made them feel better: 
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− Encouragement 33% (14 persons) 

− Helping in farm-work 14% (6 persons) 

− Financial support 12% (5 persons) 

− Eating together 10% (4 persons) 

− Sympathy 5% (2 persons) 

− Family taking care of children 5% (2 persons) 

− Advice, guidance 2% (1 persons) 

− No help 2% (1 persons) 

 

 

Family support to affected families, actions that made them feel better: 

− Encouragement 50% (53 persons)  

− Family supply support: 37 respondents (35%): food 26 persons (25%), NFI 4 (4%) , shelter 3 

(3%), clothing 2 (2%), money 2 (2%) 

− Counselling from family, interventions from family, counselling from the husband 8% 

− Eating together  4% (4 persons) 

− Help in farm-work 3% (3 persons) 

− Support from the family to me and kids 4% (4 persons) Looking after children: my husband 

older sister come and stay with me at home with the children 

− Spiritual: Family help by praying for the home.  

− Financial support 2% (2 persons) 

− Family go to school 1% (1 person) 

− Shelter (2 persons) “Help by accommodating me after the death of my husband“ (190) 

− No help from my family 13% (14 persons) “No good from family, just worries, stress and 

traumatic stories“ (169) “no help they can give me to make me feel better” (195). 

 

The coincidence between the survivors and the affected families demonstrates that the type of 

assistance valued is often the social support: encouragement from family (33% survivors and 50% of 

affected families), practical help: looking after children, help in farm work, provision of shelter. 

Highly (but not the highest) note has been financial help (12% survivors and 2% of affected families) 

and supplies including food (35% of affected families). The category that appeared in both groups 

“eating together” 10% survivors and 4% affected families also indicates subtle yet strong relevance of 

social interactions at the family level. 

 

Community response to survivors: 

− Encouragement 43% (18 persons) 

− Protection 17% (7 persons) 

− Cordial treatment 10% (4 persons) 

− Advice given by elders, stakeholders 10% (4 persons) 
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− Sympathy 5% (2 persons) 

− Providing food 5% (2 persons) 

− Confidence 2% (1 person) 

 

 

Community support to affected families expressed by: 

− Encouragement 50% (53 persons), including the encouragement given by elders or 

authorities: “feeling better by the right given to me by chief” (135) 

− Practical assistance: 25% (27 persons) support from community (6 persons), indicate help 

mostly in the form of food (12 persons), NFIs, supplies, seeds (9 persons), money (2 persons) 

− Sympathy 16% (17 persons) “neighbors come and talk to me to forget about the past” (197) 

− Visiting friends, interacting, support from friends 11% (12 persons), talking to a friend (6 

persons) 

− Counselling to me and my family 10% (10 persons), including counselling by elderly and 

imam. 

“Family members interact with me to ease my stress” (135) 

− Protection (9 persons) 

− Community help by building the ETC, PHU, basecamp (4 persons) 

− Cordial treatment (3 persons)“some say sorry to me and Imam come to talk to me with the 

chief” (195) 

− Community help in backyard gardening, helping in the farm (2 persons) “when my husband 

die they help us to harvest my rice and some come to talk to us” (153) 

− No help from community 13% (14 persons) 

 

 

Social support, person of reference in affected families 

93% state that they have someone to confide9 in case of a problem, whereas 6 persons (6%) say they 

have no one to talk to, in some cases indicating that is due to death of the persons of trust or because 

they lost most of the closest family members. 

“I don´t trust anybody because I have nobody left from my family” (169) 

 

The question regarding perceived family and community support, there were 14 responses that no 

help was available. In the study for 7 cases (7%) negative answer coincided in both categories, 

reflecting perceived lack of support at family and community level. 

 

The findings from this part demonstrate what actions from the community level can be 

                                                      
9   Person of trust: Sibling: 33% brother 23 persons (22%), sister 12 persons (11%), Spouse: 18% husband 12 

persons (11%), wife 7 persons (7%), Child 14% son 9 persons  (9%), daughter 5 persons (5%), uncle 9 
persons, Parent: 8% mother 6 persons (6%), father 2 persons  (2%), friend (10%) 10 perons. 
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strengthened to optimize the sense of social support and what coping strategies tend to be 

effective. 

It also highlights the need for more attention for the individuals that sense lack of support from 

their networks. 

 

 

GRATITUDE 

 

 

The sense of connectedness as the protective factor while confronting adversities and difficult life 

situations converges as well with the feeling of gratitude. Interestingly in the survey 12% of the 

interviewed survivors (5 persons) and 10% of the affected families (10 persons) have expressed in 

the unsolicited manner the sense of gratefulness towards their community and family members for 

the assistance provided. 

 

Gratitude was expressed to the community people by the survivors for the practical support offered:  

“I am so happy that the community has given me so many gifts, chicken and rice” (002)   

“I appreciate how my family took care of my children during my EVD disease”. (083) 

 

for the cordial attitude and encouragement: 

“I appreciate the confidence that the community has shown me” (030) 

“I am glad with my community, they encourage me to forget about the problem (EVD)”. (082) 

 

As well as gratefulness to life, faith, God for lives saved: 

“I feel grateful for the remaining family members are with us” (028) 

“we thank God for life and we are coping” (106) 

 

The cordiality from community, sympathy shown, sign of interest, interaction no matter how 

limited, with family and community members, sense of community protection and care have been 

strongly appreciated and had important impact on the perception of community support and 

reintegration of the affected individuals and families. 
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LOSSES OF FAMILY MEMBERS 

GRIEF AND BEREAVEMENT 

 

The affected families experienced losses in multiple aspects. The survivors experienced dramatic 

onset of the disease leaving many of them with debilitated health and with loss of strength and 

capacities to work and perform normal duties. 

Survivors too have been exposed to the loss of their loved ones: 90% of interviewed survivors have 

lost family members during the Ebola Outbreak (38 out of 42). 

Figure 15 Survivors: Have you lost any family member during the Ebola crisis? - Figure 16 Survivors 

Was is a result of Ebola? 

 

Majority of affected families have also lost material goods, having their possessions, houses, damaged 

or destroyed during the disinfection process or looted during their stay at the ETC.  

The death of their loved ones is not the only loss they are suffering, subsequently they lost the main 

person in charge of providing for the family, a parent that was the guarantee for one´s education, 

source of important social support, as well as significant help in running the household. Loss is 

extended to loss of their livelihoods often destroyed during the disinfection (household items, as well 
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as goods for selling), wasted farming due to inability to work the fields impeded by the quarantine, as 

well as loss in their social position, support, communities distancing themselves due to fear, suspicion.  

The families on average have lost 5 family members. 

For those that lost their children, now being in the mature age, they have also lost their stability and 

guarantee of tranquil old age, there is no-one to take care of them. Similarly for children who lost 

their parents they intensely experience loss of their stability, future, support and worry about their 

education and addressing the basic needs starting with food. 

The predominant feeling is that of being alone in face of the life challenges, adversities and demands. 

In many families the loss of the relative i.e. brother is felt apart from emotional difficulty, as the 

overwhelming burden, as it demands assuming the responsibility for providing for the children and 

wife he left behind.   

Similarly in case of loss of the parents, the elder siblings, often unmarried, are assuming the 

responsibilities for looking after their younger brothers and sisters, finding themselves unprepared 

and struggling to keep up with the task. 

 

MULTIPLE LOSSES – IMPACT OF EBOLA ON FAMILIES 

 

In the interviewed with the affected families, 74% of respondents (78 persons) confirmed that their 

family has lost the breadwinner.  

 
Figure 17 Affected family: Has your family lost the main person responsible for providing for the 

family (head of the house hold, breadwinner)? 



 

38 

From the immediate family: on average the survivors has lost 4 family members (n=42), 5 survivors 

has lost more than 6 family members. 

There are 9 affected families who have lost more than 15 family members, and 4 affected families 

who have lost more than 20 family members. On average, the interviewed caretakers have lost 3 

family members from the immediate family. 

 

 
Figure 18 Caretaker: have you lost any of parents/caregivers during Ebola crisis? 

 

 

 

 frequency percent 

siblings 77 73% 

mother 26 25% 

father 12 11% 

son 15 14% 

daughter 11 10% 

husband 38 36% 

wife 20 19% 

total 105 100% 

Figure 19 Care taker: Specify family members lost during the crisis 

  



 

39 

 

PLACE OF DEATH 

In Nieni chiefdom majority of patients have died either in Kumala Holding Center (71%) or ETC 

outside Koinadugu District. Still, considerable number of 20 caretakers from affected families 

declared that their relatives were not the placed in ETC Holding Centre (19%) and died at home with 

them or other relatives. 

 “both wife and father died with me” (159), “I found out directly about the death because I was staying 

at home with them” (181), “Two children died with me and other two at Bo ETC” (168), “he died at 

home while others died in Kumala” (161), “Two wives died in my presence” (105). 

 

BURIALS, RITUALS 

 

INTERRUPTED MOURNING 

Mourning is the culturally appropriate process that helps people to pass through grief (a sense of loss 

we feel when we are separated from people and things we love).  

The usual sources of consolation and support that tend to help to get through the grief  in case of EVD 

affected families have been unavailable. The funeral rituals and expression of sympathy and support 

have been greatly impacted during the EVD outbreak: funeral performed by burial teams, in the 

absence of the family and community members, safe burial avoiding touch of the dead body, lack of 

religious or community rituals, quarantine impeding or limiting greatly the social interactions, 

expressions of support, or often causing fear, avoidance and in some case hostility, rejection and 

stigma.  

From the interviews conducted, 99% of the affected households have been quarantined, and in case 

of the affected families, that was primary reason for them not to be able to participate in the funeral. 

Number of cases of EVD positive patients have died at home, with their relatives caring for them, 

causing a chain of other infections and extended quarantine period (up to 84 days).  

 

Due to the imposed restrictions and by laws, the funerals were handled in overwhelming majority of 

cases by the burial teams. Amid general understanding for the emergency procedures, it was still 

leaving the bereaved with dissatisfaction over being unable to perform necessary prayers, observe 

funeral and burial rituals. In few cases the intervention of burial team was appreciated mainly because 

the body was already decomposing and family was unable and unauthorized to perform the burial on 
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their own and remove the body from the house.  Majority of respondents was not able to conclude if 

the burial was respectful of not due to absence of any family members on the spot. 

  

DISSATISFACTION WITH THE BURIAL PROCESS 

46 of the interviewed (43,8%) outright stated they were not satisfied with the burial mostly because 

of not being able to observe tradition, customs and rituals related to burial, in particular washing the 

bodies and praying. As such, they consider it was not dignified nor respectful. 

Secondly apart from lack of observations of the funeral traditions, the respondents were upset about 

not being able to participate, be present at the funeral (98% were under quarantine) for them, family. 

In overwhelming majority of the cases only the burial team was allowed in the process. 

There were no over criticisms of the work of the burial team, their treatment and behaviour, rather 

than the sense of lack of the consideration for the emotional needs of the affected families (form of 

farewell, prayer for the dead, paying respect). 

 

Reasons given (free response) Number of 

responses 

Not according to our customs, not fitting tradition, customs, rituals 14 

Not able to participate in the ceremony 12 

Because the body was not washed and prayed upon 11 

It was not respectful, dignified 8 

We don´t know where they buried, can identify the grave 6 

Didn´t see the body after the relative died, only received the news 7 

It was not usual 3 

Figure 20 Not satisfied with the burial: 46 respondents (44%) 

 

Majority of the interviewed even if displeased with lack of possibility of attending the burial, was of 

understanding of the reasons behind the imposed limitations and stressed that it was applied to all.10 

                                                      

10 Those that died away from their communities (majority of cases, approximately 80%), in the Holding 

Center in Kumala, or at the ETCs outside Koinadugu were not transported back to their communities, 

they were buried by the burial team in the locations where they passed away. Families were informed 

afterwards and in overwhelming majority of cases were not able either to go to the location, participate 

in the funeral or even identify the grave. 
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“I was not there at that time, because of the quarantine, so they were buried by burial team. They will 

not allow family member to go there because they not protected the virus can pass easily if they are 

near the deceased. Not respectful at all because you can’t even see the member of your family who 

died with the virus they will just come and collect the body.”. (119) 

 “We were not allowed to attend funeral. No public gathering was allowed, I was not happy with the 

funerals they were not dignified, not the way I should have buried them”. (168) 

Scarce information in relation to death of the loved one 

“He died in Bo, and the news came to us. We couldn’t go to the funeral, nobody was allowed to move 

from one district to the other, therefore nobody attended the burial. No public gathering was allowed 

so no ceremony, i didn't see his corpse and I did not know how he was buried.” (165) 

 “Not attend the funeral, even when she was sick, the family was not allowed to go closer, we were 

under quarantine. I asked to see her before the funeral but i was denied that”. (116) 

Interruption of the traditions  

“I went to the CCC and I was informed she was dead. I was the only person in attendance with the 

burial team. Other family members were not allowed. I was not able to observe rituals, burial team 

was in charge, and nobody should touch. I am not satisfied with the funeral that has not been the 

procedure and culture” (182) 

Unidentified place of burial 

She died at home with us. We were able to attend the funeral, we participated but the burial team did 

the burial, we were able to observe the rituals because the corpse spent 4 days with us before the 

burial, but I am not satisfied with the funeral because I couldn't even identify her grave. (143) 

Not able to attended the funeral 

“We were not allowed to be there, where she was buried. No public gathering was allowed. I didn't 

see where she was buried and so I cannot tell.” (170) 

 “The two wives died in my presence, at the time of death, nobody was allowed to attend any funeral 

of any nature, no matter the affection. We were not allowed to assembly at any point of time. I did 

not attend the funeral, how am I supposed to know if they were buried respectfully or not”. (105) 

From the 105 persons interviewed only 6 persons (7%) were able to attend funeral. 13 interviewed 

(12%) declared they were satisfied with the funeral ceremony.  
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 “At that time we didn't know it was Ebola so we did the funeral ceremony. We observe the rituals, she 

was taken to the washward, they wash her, dress her and they took her to mosque for some prayers.  

It was respectful because they were able to wash and pray for her”. (193) 

Majority of those satisfied with the burial process are those that were able to participate 

themselves in the funerals (cases from beginning of the outbreak in Koinadugu) or at least 

considered some degree of respect and observation for the local customs (i.e. the fact that they 

knew that burial team has prayed on the dead body).  

 

IMPACT OF QUARANTINE 

 

QUARANTINE 

 

Figure 21 Was your family placed under quarantine? 

 

Generally quarantine has been observed and understood by those affected. 

According to the respondents, the communities in general were showing support and sympathising 

with those quarantined. Family and community members offered encouragement, were coming to 

greet, talk, fetched water for those under families under lockdown, supporting with food supplies, 

though maintaining the distance. 

Quarantined families were accepting the security measures and able to rationalise that the social 

distancing means were imposed externally, consequence of by-laws, EVD prevention, hence feeling 

less abandoned by their community.  
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Community distance and indifference was more acutely felt in situations where the basic needs of the 

quarantined were remaining unmet (insufficient food, water, supplies), leading to feeling of 

abandonment and despair.  In several cases the affected families were exposed to ostracism and 

accused of bringing Ebola to the community.  

In some cases children (orphans) also report that at school peers are afraid of them, or mention that 

there is rumour they have Ebola in their blood. 

Reaction from the 

community during 

quarantine 

Number of responses (free 

response, multiple 

responses)  

Percentage of responses 

Community support and 

encouragement 
49 46,6% 

Community support but 

from the distance 
13 12,3% 

Fear and distance 10 10,5% 

Community not allowed to 

interact 
18 17,1% 

No interaction, people not 

coming close 
12 11,4% 

Mixed reactions 5 4,7% 

No help 4 3,8% 

Rejection, blame, 

provocation 
4 3,8% 

Figure 22 Reaction from the community during quarantine 

 

Reactions to bereavement: emotional needs vs unmet basic needs 

Emotional reactions (depression, sadness, hopelessness, anxiety, social withdrawal etc) are in line 

with the normal emotional response to the loss. It is important to mention that majority of cases what 

stands out that the grieving process tends to be overshadowed by the worries about covering the 

basic needs. More cited as the source of stress is the shortage of food or lack of security related to 

income, livelihood, education perspectives than the one directly linked to the loss of a parent or family 

member. 

The concern is on the loss of support and security, before connecting with the grief, the respondents: 

both adult caregivers and orphaned children overwhelmingly express concerns about how to get food, 

how to feed the family members, worrying about their future and survival. 
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COMMUNITY SUPPORT  

 

In general majority of the respondents point out feeling a lot of support from the family and 

community members. The 47% (49 persons) considered they have received firm community support 

and encouragement amid the imposed quarantine. 

 

 “We got the best courage from the town people. Community did their best to sustain us in quarantine, 

interaction well ok” (293) 

“Community encouraged us to be hopeful and believe in God” (133) 

 

The acts considered as support from the members of affected families were often quite prosaic 

actions and often offering resolution to the immediate basic needs. Given that the food support from 

government and NGOs was arriving with delay, the support of the quarantined families tended to 

depend on the good will of their neighbors. Support mainly in the form of food items11 or fetching 

water has been also the support most appreciated because it was covering the most vital and 

immediate needs. 

 

“They were helping us in their own little way, provided us with water and food” (215) 

“Community sympathizing with us and fetching water for us” (297) 

 

The 12% (13 persons) observed that the community people were supporting them while observing 

imposed safety distance. The community interactions received great appreciation, often the most 

recognized were the small gestures from community members, ie. Exchanging pleasantries, visiting 

to talk, checking up on them how were they doing, while maintaining safe distance, etc. The 

respondents were pleased with contact with community people, remaining aware of the limitations 

imposed. 

 

“Some members come and advise us and ask about our health” (208) 

“The community was supportive, interaction with them was appreciable” (132) 

“Sometimes people come to talk to us, they stood outside and extend their greetings. I didn’t feel 

excluded from community at any point” (158) 

 

UNDERSTANDING FEAR FROM THE COMMUNITY SIDE 

 

10% (10 persons) stated that their community reacted with distancing and fear, 12% (12 persons) 

responded the people were not interacting and not coming close, while 18% (18 respondents) 

                                                      
11  The food items mostly mentioned include: rice, palm oil, onions, maggie, salt, sugar, less frequently: biscuit, 

fish, coffee, bread 
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reasoned that community people were not visiting them because they were not allowed (prohibited).  

 

Accepting fear of the fellow community members because risk of Ebola infection as the principal 

reason for distancing, not per se sign of rejection was improving perception of better social support 

(understanding people don´t interact, come close because they are afraid of the disease, not because 

they reject me). 

 

“Reaction of the community not bad at all, after the death the entire community felt very sympathetic 

and consoled us. The community was not getting close to us, due to the fear of contracting the virus”. 

(227) 

“They kept distance, we couldn´t move from one place to another and there was no food to eat. 

Community afraid to interact, they were saying hi but not coming closer” (153) 

 

Rationalization of the social distancing and no interaction facilitated perception of better social 

support among the affected families appears to be a protective factor. Respondents who considered 

that the lack of attention from the community was related to the imposed rules, by-laws, the 

community members were not allowed to get near. 

 

“Community not interacting too much with us at that time they are not allowing people to come closer 

to each other” (301). 

 

LACK OF SUPPORT 

 

Relatively low number of 4% (4 respondents) raised the issue of lack of support from community. The 

responses unlike the previous ones that were rationalising the distancing because of fear or imposed 

limitations, display implied intentionality of withheld support from the community people and 

increase the negative perception (more vulnerable, alienated and neglected), strengthening feeling 

of vulnerability, rejection and lack of acceptance. 

 

In few cases they also coincide in the response that they receive no support from family, enhancing 

their feeling of isolation and being overwhelmed with the challenges and burdens in the aftermath of 

the Ebola outbreak.  

 

“We were isolated and faced with total neglect”. (116) 

 “No sympathy shown from the community”. (228) 

 

4% (4 persons) stated they were feeling provoked, blamed for bringing Ebola to their village or 

rejected by the community because of the disease in their family. 
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Their perception of support within existing social structures could have been affected and could 

further complicate the process of grief. Recommended for close attention to those cases from NGOs, 

Government and the communities. 

 

INTERVENTIONS OF AUTHORITY FIGURES TO ADDRESS SOCIAL REJECTION ISSUES 

 

The interventions of authority figures in the communities have shown to be very effective and have 

great impact of perceived social support for affected families.  

 

“Chief made it knows about our presence in town and warned nobody must stigmatize us” (150) 

 

“People were saying it against us provocatively, except with the intervention of the paramount chief”. 

(109) 

 

The respondents mentioned different type of assistance received during the quarantine period: 

Support listed Number of responses 

Food assistance 68 

NFI 12 

Water 9 

Clothing 3 

Soap 2 

Cooking kitchen 1 

Medicine 1 

Supplies 2 

Cooking items  1 

Sensitization 1 

Money 2 

Figure 23: statistics. Type of assistance offered during quarantine 

 

Expressions of support tend to have tremendous impact on the affected persons and are easily 

elicited if proper sensitisation and social work is done at the community level. 
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Distancing based on fear could be mitigated (hence improve perception of the community inclusion 

by the affected) if proper education and sensitisation is carried out with consideration for local 

customs, language and context 

Involvement of authority figures is essential because of their high influence and level of conformism 

in regard to their directives.  

Acts of stigma and rejection stem mainly from ignorance and misconceptions about Ebola (ie. 

hostility towards families of deceased patients because “they have virus in their blood”). 

 

CHALLENGES DURING THE QUARANTINE 

 

Challenges Number of 
responses 

Not enough food supplies 43 

Water  21 

No freedom of movement 19 

Social distancing, no interaction 15 

No support at all 10 

No food in the beginning of quarantine, arriving too late 10 

No food assistance during the quarantine period 7 

Stress about the outcome of quarantine, afraid for our lives 6 

Laundry 5 

Lack of access to health services 4 

Soap 5 

Clothing 3 

Not able to harvest 3 

Others (sleeplessness, lack of money, family congestion 7 

Figure 24: Challenges during quarantine 
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SHORTAGE OF SUPPLIES 

 

The mostly quoted challenge during the quarantine period has been shortage of food supplies. Total 

of 57% of the interviewed (60 persons) mentioned food problems: not having enough food - 43 

respondents (41%), no food in the beginning of the quarantine, arriving late – 10 respondents  (10%) 

or not receiving any food supplies at all – 7 respondents (7%).  

“Quarantine was challenging because since the first 10 days we didn’t receive any supply when we are 

in quarantine”. (179) 

Food assistance in overwhelming number of cases has not been timely, not arriving in the beginning, 

supplies arriving too late and being not enough. Shortage of food in some cases was leading to hunger.  

“Hunger was disturbing us”. (219), “Too much hardship and starvation during the quarantine period” 

(165), “We have hunger and fear we will show Ebola symptoms” (143) 

Support provided by agencies and the community was appreciated and needed but is repeatedly 

quoted as insufficient. In the condition of quarantine lockdown the affected families were also left at 

the mercy of the outside help. Given frequently delayed response from the Government and NGOs 

due to challenging road conditions and communication problems, the initial vital assistance was often 

delivered by the members of community. 

“They can’t interact with us because of the virus, but they are helping with food.(134) 

 

Even though agencies were in charge of food distribution for the quarantined homes, they were not 

providing the affected families with water supplies.  

 

In majority of the affected communities, respondents repeatedly mentioned challenges related to 

access to water for drinking, washing, cooking and laundry, because of lack of freedom of movement. 

 

Respondents also highlighted lack of soap as a challenge, posing limitations for the quarantined 

families in terms of maintenance of personal hygiene, laundry and IPC measures. 

“What was challenging was supply of water, soap, other items”. (129) 

 

Similarly, even if provided with cooking items and food supplies, remained dependent on assistance 

with wood for cooking. 

 

During the disinfection of the houses the clothing was taken away and burned, leaving the family 

members under quarantine with extremely limited resources, coupled with limited access for water 

and soap for laundry. 
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HEALTH CONCERNS 

Quarantine in itself posed stress and challenge to the affected families. The locked down family 

members were fearing for their lives, worried should them or their loved ones develop the Ebola 

symptoms or not (6 persons, 6%). Having contact with the infected person before she/he was taken 

to ETC or holding center, or in some cases having them die at home led to concern about cross-

infection within the families.  In many instances that was the case, extending further the quarantine 

period12 and prolonged the period of worry for remaining family members.  

“We were stressed about 21 day’s outcome” (113) 

The contact tracing was monitoring the condition of the families under quarantine, focused on 

detecting potential symptoms, yet in the instances the quarantined were feeling unwell their health 

condition has been neglected. Lack of freedom of movement was impeding them as well to seek 

treatment, stranding them at home with no medical assistance. 4 persons mentioned the lack of 

access to health services, concern about their health, no one attending to their ailments or health 

problems during the quarantine period. 

“Sometimes we were feeling sick but no movement” (218) 

“All of us had headache and were sick during quarantine, but we couldn´t move” (142) 

 

NO FREEDOM OF MOVEMENT, CONGESTION, LIVELIHOOD DISRUPTION 

 

Lack of freedom of movement has impacted greatly access to supplies, particularly food and water, 

as well as access to farms, other livelihoods activities, and consequences on their food supplies and 

livelihoods right now (no rice, less food, disrupted farming). 

Because of lack of freedom of movement the households remained overcrowded and congested, 

exacerbating risks of further cross-infections. 

 

“we could not harvest our rice and now we do not have rice” (141) 

 

SOCIAL DISTANCING 

Overall 15% mentioned as the challenge disruption of the social interactions as the main challenge 

during quarantine: people not coming close, keeping distance (12 persons) and no interaction with 

community (3 persons). 

                                                      
12 After a new case in the family under quarantine shows symptoms and is admitted to ETC, the quarantine 

countdown restarts 
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Overall the quarantine has been a challenging experience for most of the affected families, 

particularly difficult because of lack of adequate supplies. Shortage of food and water, apart from 

posing a threat to physical health, had a significant impact on the psychological wellbeing of the 

affected population, creating even more perception of despair and social abandonment compared 

to those that had their basic needs met.  

Social distancing, lack of freedom of movement has a relevant impact on the affected persons and 

the measures should be taken to mitigate it (provision of supplies, medication, encouragement of 

social contacts, observing IPC measures). 

 

 

 

COMMUNITY REACTION AFTER THE DEATH 

 

Based on testimonies of the members of affected families the majority felt strong support and 

encouragement from the side of their communities. 

 

CORDIAL SUPPORT AND ENCOURAGEMENT 

27% (28 persons) say they were encouraged, assisted and counselled by their community, 14% (15 

persons) emphasised that their community showed them a lot of sympathy in the aftermath of the 

death of a family member. 4% (4 persons) mentioned feeling encouraged and supported though the 

community people were maintaining the distance.  

 

“After their death of my wife some come and say hi and some come with money, rice, cloth to give to 

us but no-one is coming close to us”. (107) 

“The people were with us in consoling us for our loss, even though nobody was touching no-one” (167) 

“After the death of the family members they interacted well with my family but with social distance”. 

(290) 

 

In some cases people were not marginalized as the community was not considering them a threat, 

explaining that the death was a cause of witchcraft or unaware about the risks of Ebola virus: 

 

“They were saying it is a cause of witchcraft not Ebola” (171) 

 

“After the death, the community was sympathizing with me, they do some contribution for the 

cooking, nobody was aware this is the Ebola time”. (189) 
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FEAR IN COMMUNITY 

 

 

Although at the initial stage of the quarantine majority of the respondents was declaring encouraging 

attitude from their communities, the situation after breaking the news about Ebola death in the family 

tended to influence the reactions of the neighbours.  

 

The respondents noticed impactful sudden abandonment after the death of the family member, 

sudden decline in the social interactions. 

13% of the respondents (14 persons) observed reactions of fear of Ebola virus and distancing from 

their community.  

 

“They are not coming to me. All of them afraid to come to me because of Ebola”. (191) 

“They were afraid of us that our family could transfer virus”. (208) 

 

ALIENATION AND ABANDONMENT 

 

Mixed reactions (some positive and some negative) was declared by 3 respondents (3%). 3% (3 

persons) mention the people were not allowed to come close to them, 10% (11 persons) felt 

completely abandoned and left alone by their people. 3% (3 persons) mention they felt no sympathy 

from their town people.  

 

Social distancing often potentiated sensation of aloneness adding up to the sense of loss and 

difficulties of the mourning process, in some cases additionally feeling of isolation and abandonment. 

The respondents tended to view the social distancing either caused by fear or by imposed external 

rules, laws that was forbidding people to come close.  

 

“Nobody was allow visit each other so I was alone”. (202) 

“Community was not interacting with me they were not allowed” (198) 

“Community was afraid of us, because of advice given to them. After the death, no one sympathized 

with me and my children, and other family members” (190) 

 

Some of the interviewed persons reported feeing support despite the distance, others considered the 

nuisance of imposed ban on close contact yearning proximity of their neighbours and friends, finally 

others felt completely abandoned and rejected by the community and therefore feeling alone and 

without help.  
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INITIAL STIGMA AMONG AFFECTED FAMILIES 

 

11% (10 people) stated they have been initially exposed to stigma, but later managed to recuperate 

community acceptance and get reintegrated.  

 

Presence of fear was highly reported especially in the beginning, right after the death of the Ebola 

patients in the communities, causing more social distancing with the bereaved family members, but 

in majority of situations relationships have returned to normality and the affected families feel they 

are allowed back to participate in community activities as before. 

 

The result in quantitative data is relatively high but in the qualitative analysis it becomes apparent 

that in majority of cases there was stigma, rejection and isolation rather in beginning, right in the 

aftermath of the EVD death, with time returning to normality and majority of the respondents were 

able to resume their participation in community activities and regain access to community support. 

 

“After the news of the death of the family member, the community abandoned me at home. I was 

subjected to stigma at first because of my husband, but now I feel I can participate in community  

activity”. (200) 

 

“They were interacting with us but due to preventive procedure of the disease. After death they 

sympathize with me and my children. Allowed back to the community, I was stigmatized due to the 

death of my husband at the initial stage”. (194) 

 

“After the death, the entire community kept my family in insolation, and had little to do with us since 

the EVD was seriously hitting the community at that time. Since that time I am being allowed to 

participate fully in every community activities”. (105) 

 

13% (14 respondents) report being exposed to stigma, 14% (15 persons) felt rejected and 7% (7 

persons) considered they have faced security concerns. 

 

“People afraid of Ebola, saying that we have virus in our system, people still are pointing  finger at me 

an d my  family because of Ebola, they still think we have the  virus because of that we are also afraid 

to come out” (121) 

 

Lack of recognition of the loss and suffering of the affected families, lack of expression of sympathy 

from the community members complicating the mourning process. 
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PARTICIPATING IN COMMUNITY ACTIVITIES 

 

REINTEGRATION SURVIVORS 

71% survivors (30 persons) and 81% of the caretakers of affected families responded that they are 

allowed to participate in community activities since they have been EVD affected. However they 

inform that at the beginning was difficult, since they have had rejection. We identify how the 

community was changing their perspective. 

The testimonies of the interviewees tent to point out that initially they community reaction was 

challenging yet in majority of cases there has been a significant improvement. 

 

Figure 25 Survivors (left) are you allowed to participate in community`s activities / Figure 26 

caretaker: are you allowed to participate in community`s activities since your family member was 

death? 

 

As per graphic above it can be noted that reintegration ratio of the affected family members tends to 

be higher compared to those of survivors 81% vs 71%. 

 

Survivors that reported not being allowed to participate in community activities remark on following 

reasons: not allowed to reintegrate 12 persons (29%) not fully recovered 8 persons (19%), too old 2 

persons (5%), too young 2 persons (5%). 
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STIGMA AND REJECTIONS 

 

Methodology note: in order to quantify how many survivors have been sigmatitize, rejected or 

experiencing fear, we have included several questions concerning stigmatization, rejection or security 

concerns. 

The limitation was how to understand such concepts and how to adapt and translate into the local 

language.   

Stigma tends to be word that is overused and not fully understood. Some of the respondents where 

indicating they were stigmatized in the form of community sympathising with them, or interpreting 

not being allowed to participate in the funeral as stigma. The qualitative analysis was required to 

determine the behaviours at the community level that indeed were reflecting rejections or 

stigmatization.  

 

Figure 27 - Survivors (left) and Figure 28 Caretakers Affected Families (right): Have you been 

subjected to any kind of stigma because of EVD? 

 

The survivors identified being stigmatized in 12 cases (29%), mainly by people pointing fingers, 5 

persons (12%), people think I still have the virus, 3 persons (7%). 

“I feel rejected because people still says I have the virus inside the body”. (023) 

According to the responses provided by affected family members, 26% felt stigmatized. The statistic 
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is not representative however compared to qualitative data, majority of caretakers remarked that 

they felt being subjected to stigma mostly at the beginning in the aftermath of the EVD death in their 

family, but then the relations with community improved radically, and they were able to resume 

activities and their participation in the community life (see section Initial stigma). The qualitative 

analysis reveals that 13% (14 respondents) reported still being exposed to stigma and rejections 

(mistreatment, discrimination, exclusion from the community life). 

 

REJECTIONS 

Only 10% of the survivors (4 persons) felt rejected and 14% (15 persons) of caretakers felt rejected. 

For the survivors one important aspect of life that continues being affected are their relationships or 

prospects for marriage. The widespread information about their ban on sexual contacts for 3 months 

after discharge, even after the preventive period passes, causes a lot of fear and reluctance of 

engaging in intimate contacts with them. Both EVD males and females survivors tend to report 

difficulties in this regard, inability to establish new relations within their communities, only possibly 

relocation giving them a possibility of starting afresh. 

 

The interviewed family members of the deceased patients remark that even still now almost 6 months 

after the death of their loved ones, they are still subject to rejections and object of fear in some social 

interactions.  

 

“people don't want to eat the food I cook, people don't talk to me” (103),  

“even if we go to buy in the market they are afraid to hold our money” (106) 

 

“After the death, they sympathise with us but they cannot come close to us. Not allowed to return to 

community activities: the community people are afraid of us, because they are saying that we have 

Ebola, but now know the problem. At that time they cannot involve me in any activity, people pointing 

finger at me”. (187) 

 

“People can’t come close because they think that if they come to us we can transfer the virus to them 

so with that they do not involve us in any activity. (106) 

 

“Our children cannot play with their friends”. (141) 

 

Caretakers based on qualitative analysis: 13% (14 respondents) reported being exposed to stigma, 

14% (15 persons) felt rejected and 6% (7 persons) considered they have faced security concerns.  
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Blame, pointing fingers (for bringing, spreading Ebola in the community”) adding to the burden of 

loss.  

 

Two survivors reported that they are being accused and blamed for bringing Ebola to their 

communities, often intensifying the community negative reactions (from indifference to hostility). In 

some cases the blaming is ongoing also within the families, i.e. one interviewed widow remarks about 

her difficult family situation where her in-laws continue putting blame on her for bringing Ebola home 

and infecting her husband. One interviewee remarks that after the discharge when she engaged in 

new relationship when her partner got sick with malaria she was accused by the community of “giving 

him Ebola”.  

“People think I am the responsible for Ebola in the community” (020) 

“I was accused of bringing EVD in the community” (040) 

Similarly, the same argument is used against the families of the deceased EVD patients: “They are 

seeing us as the cause of the Ebola outbreak”. (143) 

The respondents asked about stigma indicated the reactions based on fear (people scared they can 

get infected) as the basis for their discrimination or mistreatment: 

“I feel rejected because people still say I have the virus inside the body”. (023) 

“I do not want to scare people that I am sick” (014)  

The 4 survivors (9%) indicated they did not go to hospital or PHU because people were afraid of them 

and they felt uneasy and not treated cordially. In some cases PHU staff told them they have to wait 

some time before being able to be attended as “they are still not fully recovered” (suggesting they 

still have the disease and can be contagious). Some survivors comment that people are saying he still 

has virus in his body.  

 

“Ebola in my blood” 

Based on the data collected it becomes apparent that stigmatisation and rejection is not limited only 

to survivors but affects the families of the deceased patients as well, persons that were never Ebola 

positive. 

 

“People saying my husband brought Ebola to the town, they are saying that we have Ebola we can 

pass it thorough family blood” (103) 
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Interestingly similar stigmatisation affects the members of affected families, even though they were 

never sick themselves: people in the community saying they have virus: 

“People still are pointing finger at me and my family because of Ebola, they still think we have the virus 

because of that we are also afraid to come out”. (121) 

They are not coming to me and my family, they are saying that my wife death of Ebola and that we 

still have the virus with us”. (191) 

 

“People are saying that we should not come close to them because we have just gone through 

quarantine. It may be we have the Ebola virus. They are saying we should not come to them and they 

couldn't share anything among ourselves”. (107) 

 

Out of 29% of the survivors (12 persons) indicated that they have been subject to stigma, half of them 

remarked that it was affecting their access to health services, either because of open discrimination 

(refused to be treated), covert (told there are no painkillers), or because their own concern about the 

reaction they are going to instigate (worried that people will be afraid of attending them, touching 

them) or lack of staff familiar with survivors´ health problems.  “The hospital was afraid the treat me, 

when I wanted to be checked, no doctor was available for survivors” (002) 

“I am afraid going to the hospital”. (026) 

“Some people was scared and afraid of my EVD, I can spread the virus to them, they say. I don’t go to 

health facilities because I am worried”. (050) 

Stigma continues to affect the livelihoods and social interactions of caretaker: 

People don't want to eat the food I cook, people don't talk to me (103) 

“Even if we go to buy in the market they are afraid to hold our money” (106) 

 

SECURITY 

Marginally, yet present there were situations of open hostility or security concerns: 

“I was rejected by the landlord and some people told to leave the land when I came back” (002) 

Security concerns were reported by 5% (2 persons) from interviewed survivors and 7% (7 persons) 

from interviewed affected families considered they have faced security problems in the aftermath of 

the EVD crisis. 

“I am worried about my safety, that stakeholders will expel me from the town” (103) 

“We isolated ourselves from community, I was concerned about security, at the time we don't have 

confidence in the community, security presence was necessary”. (197) 
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On positive note, majority of the interviewed individuals reported encouraging reaction and support 

from the community, appreciated the support offered both in terms of addressing basic needs of 

those under quarantine, as well as social interactions.  

 

13% persons were exposed to stigma, rejection of mistreatment from their community members, 

including 7% that faced security concerns. The hostility from members of community was mainly 

based on fear of infection and misconceptions on the risks. More sensitization and education, 

particularly in the communities where problem is more prevalent should be considered. 

 

There is relevant problem related to health access for the survivors, that have difficulty in being 

attended by medical staff that refuses to attend them, apparently due to continuous fear of 

infection.  

Additional training and sensitization should be provided to hospital and PHU staff in the areas that 

offer health services to survivors to increase the awareness about the virus, what type of safety 

measures are necessary and types of risk if any, attention to survivors could pose.  

In counterbalancing the effects of stigma, misinformation and concerns against the EVD affected 

persons should be addressed. It is crucial to involve local authorities: town chiefs, mammy queens, 

youth leaders, as the most influential sources of information for the communities. 

 

 

IMPACT ON CHILDREN 

 

 

78% of children survivors informed that loss of relatives have been the main impact of the EVD in daily 

life. Similarly according to children from the affected families, the main concern in the aftermath of 

EVD outbreak is the lack of security due to the loss of the main provider for the family: person who 

was in charge of providing food for them, responsible for assisting them in the education.  

 

Children declared being more concerned because of more burden on their shoulders after the death 

of their caregiver (especially breadwinner), more engaged in farming activities and work. 

“Sometimes when i have to do the cooking while mama is on the farm working”. (163) 

 

Among the affected families there are 2 child-led households, looking after their younger siblings. 

 

Only 17% of children were separated and relocated after the death of parents or care takers, the rest 

(83%) kept the same place as before. 
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Out of 17% (15 responses), nearly half of the cases (47%) had the chance to stay with the siblings. 

Children in 6 households (53%) were separated from their siblings due financial constrains (1 caretaker 

unable to take in all the siblings together). The children raise no concerns to the treatment of new 

caretaker, though in several cases highlight shortage of food. 

“Because out mother died and we had to move to our uncle, coping fine, uncle is trying his best, 

treating us well, he is friendly with us, encourage us and treat us well”. (110) 

“Because the aunty we are staying with was not able to take care of all of us unless we had to divide 

ourselves to different caregivers, I am feeling better, because she can provide us with food and 

education, because of the way we are encouraged and because she is our aunty, I can see she is taking 

care of us more than her own children”. (122) 

“We had to change the place and separate from our brothers. I was having no assistance and feeling 

always discouraged.  Due to the loss of my family members, we are managing with my mother and my 

uncle with life. I feel safe, my uncle always encourage us. The problem is the food is not enough and 

difficulties in getting financial assistance. I worry about my mother and my other family”. (190) 

Children mostly remain concerned about their education 40% (36 responses), mainly because they 

feel there is too much burden on the remaining parent or caretaker, and there is no more the 

person responsible for provision for their needs (i.e. father). 

“I worry about the loss of my family and I am thinking if I can get educated in future”. (119) 

 

In the second instance they remain worried about food at home 11% (10 responses), loss of the family 

member 7% (6 responses), shelter 6% (5 responses), school material 4% (4 responses), health 3% (3 

responses), support to home or financial situation 3% (3 responses). 

“most challenging is no food at home after school” (115) 

“I don´t have all my school material and my father who help me with that is dead”. (134) 

 

The principal concern is related to the lost sense of security, the children worry who is going to 

provide for their needs, already feeling the palpable impact of the crisis: shortage of food in the 

families, need to change of school because of inability to pay the school fees as well as dropping out 

from school all together due to financial constraints (no money for the fees) or immediate need for 

them as the workforce in the farms to be able to feed the families. 

  

“What is challenging is how to get food to eat and fine sleeping place”. (199) 

 

In such context the grief after the loss of the loved one (parent, care giver, breadwinner of the 

family) is overshadowed by the anxiety about covering the most basic needs. 

 

Critical element to the addressing needs of children in affected families is ensuring the adequate 
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means are available for the household: the overwhelmed caregivers often are not able to cater to 

most basic needs: i.e. the number of persons to feed outnumbers the quantity of food available.  

 

It is important to note that children demonstrate high level of awareness of household problems and 

critical state of affairs, sharing the anxieties of the overstretched caregivers.  

Assistance with NFIs and school material strongly recommended as it is being cited as one of the 

immediate worries of the affected kids. 

Special attention should be offered to the child-led households to facilitate identifying the most 

conducive solution and avoiding overburdening the minor with the responsibilities beyond their 

strength. 

 

 

SCHOOL 

 

In Koinadugu, according to the Demographic data from 2013, 75% of females and 59% of men have 

no education, and literacy levels among women in the district estimated at 18% (the lowest among 

all the Districts) and for men 35%13 among the interviewed individuals, 76% of survivors and 93% of 

caretakers declared having no education, gross majority illiterate 

 

Education is the biggest worry and the biggest priority for parents and children. Kids often express 

concern about the burden on the remaining parent, risk of not being able to educate, no-one to help. 

If they do not attend school the biggest concern is how to come back to school. 

 

Children are not attending schools due to financial reasons or only some of the siblings are allowed 

to return to school due to economic constraints. In the Survivor study: out of 9 survivors (minors) in 

school-going age 5 (63%) are going to school, while 4 of them (38%) do not, all indicating as a reason 

lack of funds. One child stopped studding during EVD outbreak and is currently farming with relatives. 

Among the interviewed caretakers 6 persons have declared that they do not send to school kids due 

to lack of funds. 

 

“I have not returned to school since the reopening of school in April. I am not with any of my friends. 

School needs are more challenging than before. We want to go back to school, I am more worried 

about our education if life continues like this. We drop out of school because of the death of our 

mother”. (158) 

 

                                                      
13 http://www.statistics.sl/sldhs_2013_report/demographic_and_health_survey_2013_final%20report.pdf 

retrieved on 15 September 2015 

http://www.statistics.sl/sldhs_2013_report/demographic_and_health_survey_2013_final%25252520report.pdf
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Figure 29 adult survivors and Figure 30 adult caretaker: are your children going to school? 

 

Even knowing the lack of education in Nieni chiefdom, the remarkable 93% of the children assist to 

school (caretaker) and 83% of adult survivors´ children attend schools. 

 

On average, 3 children per household attend school in survivor’s families and 4 children per household 

in caretaker families. 

 

Highly positive impact of children´s return to school was noted, as it has restored the routine and 

offers possibility to interact with peers. Parents mention it as a relief when they see their kids get back 

to school (something that gives them hope, cheers them up, and makes them feel better). Similarly, 

children express their satisfaction about returning to school. High motivation to get education, often 

with motivation to be able to help their parents. 

 

The 83% of children from affected families remain in the same school than went before the outbreak, 

those that had to change was either because of the family relocation or lack of funds to continue 

studies in better quality school (mostly in Makeni and Kabala). 

 

School feeding is available for children of 73% respondents. Generally appreciated, highly valued both 

by parents and children. Sometimes respondents commented, it is not enough (the quantity of food), 

in few occasions it was mentioned the food was not well cooked (or not adequate ingredients were 

used), in some locations the feeding stopped after the outbreak. For considerable group the school 

meal is the principal source of feeding and several children remarked that there is no food for them 
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after school or that they worry if there will be something for them to eat at home. Parents praise the 

food at school as it meets the children needs, in some instances dramatically highlighting important 

food scarcity in the families.  

“Feeding at school is good, because we don't have to give them food again”. (210) 

 

The 74% of interviewed pupils feels comfortable at school, several children commented that 

installation of hand washing stations at schools by the government was a very comforting measure, 

making them feel safer and more protected.  

 

The 72% of children is able to play with peers and study like before Ebola outbreak and feel well 

accepted. Some children who responded there is change in treatment, indicated they are not allowed 

to have body contact and are obliged to frequently wash hands. 

“Sometimes we sit together and read but no playing due to virus” (105) 

 

In general there is a very positive response only in some instances there is still some Ebola fear 

present, avoidance or stigma. 

“They are afraid to come close to me because we lost our family member during the outbreak”. (119) 

 

The 83% of the kids feel that teachers treat them equally and the same as before the Ebola outbreak. 

Those that mention that teachers treat them differently highlight the encouragement from the 

teachers, that they speak to them, sometimes give them advice, try to comfort and treat them with 

attention. Sometimes they receive food from teachers. Teachers´ encouragement, reaching out and 

support is highly valued by pupils. 

 

“Teachers will calm me and talk to me that i should have confidence in them”. (144) 

“Teachers encourage us, sometimes give us lunch, they will not beat us”. (221) 

 

In regard to their education, main challenges according to the children are related to lack of school 

material 54 % (56 responses), feeding at home after school 31% (33 responses), lack of 

uniforms/clothes 27% (28 responses), lack of footwear 22% (23 responses), followed by school fees, 

shelter (place to sleep), and health.  
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MOTIVATION TO EDUCATE THE KIDS 

 

Noteworthy is the phenomenon observed in the interviewed population, both survivors and 

caretakers. The overwhelming majority of interviewed persons is illiterate: 76% of survivors and 93% 

of caretakers of the affected families. Nearly all of them were not able to even sign the consent form 

and used their fingerprint instead.  

 

Yet 83% of survivors and 93% of caretakers, amid visible difficulties with covering basic needs, food 

provisions etc, manages to ensure the children are going to school, both primary and secondary 

level14. Even more remarkably, the respondents insist on the value of education for their children, not 

only their own, but also orphans children in their custody. Even more, there is strong motivation, 

concern given amid the financial constraints, declared by several interviewed persons on 5% (5 

responses) to ensure higher education for their children (college). 

 

“My education is my priority, I am a student and I want to reach college, I would love to go to the 

university”. (028) 

 

In some instances the dire financial constraints and lack of resources could be actually primary reason 

as the school feeding relieves some part of the burden to provide for the needs of the family members. 

 

Comparing the lack of education of the respondents and the vehement motivation from their side to 

educate their children, it is also relevant to recall that precisely thinking about children getting 

education was cited as comforting, hopeful thought among the survivors and caretakers.  

“My main concern is my children education. If I see my kids going to school I feel much better”. (049) 

 

The additional assistance for schooling of the children is strongly advisable, taking into 

consideration its positive impact on their general wellbeing, stimulation of reestablishing the 

familiar routines and reconnection with the existing support network and peers.  

In terms of addressing basic needs the school feeding plays a critical role and its impact to the 

wellbeing of the children and their families should not be overlooked.   

                                                      
14 Secondary level education less frequent due to accessibility (not available in all locations) and 

costs (requires additional provisions for schools fees and support).  
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LIVELIHOOD 

 

PAST AND CURRENT LIVELIHOOD ACTIVITY 

 

The livelihoods profile in Koinadugu district is overwhelmingly based on agriculture (79% women and 

72% men) and unskilled manual work (18% women and 13% men)15.  

 

In Nieni chiefdom majority of population is involved in subsistence farming, producing the quantity of 

food needed for feeding the family, or working in other peoples farms to earn food for the families. 

Subsistence farming with no other source of income leaves very small margin in terms of food security, 

in case of any disruption in farming activities.  

 

Because of Ebola outbreak most people were unable to do their farming as actively as before, now 

resulting in food shortages.  As a consequence, the disruption of the livelihoods, financial problems, 

affected farming during the outbreak were mostly cited by respondents as the main impact of the 

EVD on their lives, along with loss of lives of the loved ones. In reality both things are often 

interrelated: 74% of the caretakers of the affected families indicate that their households have lost 

the breadwinner. 

 

Number of people lost their business, capital, trade material, food items etc. during the outbreak, 

now being unable to recommence their activities, some of the redirect themselves from business into 

farming due to lack of capital. Others had to disengage from farming due to health reasons and lack 

of sufficient physical strength.  

 

Ebola had also broader impact of on entire communities, market and movement limitations, inability 

to harvest their crops and loss of their supplies, now struggling with recommencing the activities.  

 

Stigma also affects in limited extent the livelihoods of some persons affected: i.e. widow of the patient 

who died of Ebola, unable to do business because people don´t want to buy the food she cooks, as 

they fear she has Ebola. 

The caregivers often overwhelmed with the task of providing for numerous family members, having 

greater responsibility than before and no resources. 

 

                                                      
15 http://www.statistics.sl/sldhs_2013_report/demographic_and_health_survey_2013_final%20report.pdf 

retrieved on 15 September 2015 
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Children frequently are working in farmwork in 44% (46 responses), whereas 3% of minors (3 

responses) are unable to attend the school, because of the need to work in the farm to get food to 

eat due to critical economical situation of the family. 

 

Numerous problems with shelter after the outbreak, 28 respondents (27%) have been raised, many 

houses destroyed or highly damaged during the disinfection, or children obliged to move to join new 

caregiver after the death of the parent, resulting in congested dwellings. 

Figure 31 Male survivors (left) and Figure 32 Female survivors (right): Were you engaged in any 

form of livelihood activity before you were sick? 

 

Figure 33 Male survivors and Figure 34 Female survivors: Are you engaged in any form of 

livelihood activity presently? 
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70% of survivors and 75% of caretakers declare farming as their principal livelihoods activity. Both 

groups note increase in number of people who do not dedicate themselves presently to any income 

generating activity. 11 survivors informed not to be engaged in any livelihood activity before sick. 

However, 4 of them started being involve in livelihood activities after EVD, farming (n=3) and cleaner 

(=1). 

 

Profession - 
Survivors 

Before the 
outbreak  - 
number of 
responses 

Before the 
outbreak - % 

Present - 
number of 
responses 

Present  - % 

Farmer 22 67% 16 49% 

Trader 5 15% 2 6% 

Cleaner 0 0% 2 6% 

Craft work 0 0% 1 3% 

Vaccinator 1 3% 0 0% 

Sensitization on EVD 0 0% 1 3% 

Driver 2 6% 1 3% 

No activity 3 9% 10 30% 

total 33 adults  33 adults  

Figure 35 - Survivors comparison of the livelihood activities before and after the outbreak 

 

 

 

The decline in the percentage of people doing active farming is justified mostly by the poor health 

status of the interviewed. Many remark that they are unable to do the heavy work as before and feel 

limited with their capacity to perform tasks related to work in the fields. 
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Profession - 

caretakers of the 

affected families 

Before the 

outbreak  - 

number of 

responses 

Before the 

outbreak - % 

Present - 

number of 

responses 

Present  - % 

Farmer 81 77% 79 75% 

Trader 16 15% 13 12% 

Imam 1 1% 1 1% 

Operator 1 1% 1 1% 

Carpenter 3 3% 2 2% 

Teacher 1 1% 1 1% 

Mechanic  1 1% 0 0 

Student 1 1% 1 1% 

Driver 1 1% 1 1% 

No activity 6 6% 14 13% 

Figure 36 - Occupation of caretakers of affected families - before and after the outbreak 

 

 

Among the caretakers of the affected families there was a fraction of persons who indicated that 

before the outbreak were dedicating themselves to both farming and trading, yet right now they are 

have lost their capital and the only remaining option for them is farming. Similarly some that were 

dedicating themselves to other profession (i.e carpentry) were forced to stop due to lack of money 

for the materials. 
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SUPPORT TO LIVELIHOODS - NEEDS DETECTED 

 

Most of survivors and caretakers request some assistance in terms of income in order to improve their 

current livelihood situation. 

 

 

57% survivors and 73% caretakers of affected families indicate willingness to start, in some cases 

expand, petty trade activities yet majority indicates that they lack start-up capital. Some were involved 

in trading before, but because of the outbreak have lost their capital and are unable to restart their 

activity. 

“I need help, I want to start a business. My mother was supporting me but not she is very old”. (001) 

Some of the respondents cited either health condition (mainly survivors) or advanced age (mainly 

caretakers) as the main obstacle in the livelihood activities, commenting they do not feel at strength 

to perform the activities as before and remain dependent on external assistance.  

“I am not able to do farming anymore. Before I was involve in a petty trade, but I have lost my capital. 

I need some startup capital for some small business” (009). 

 

16% of survivors and 12% of caretakers indicate they would like to do farming and their main 

preoccupation is lack of seeds to either start or expand their current farming activities.  

 

Figure 37 Survivor (left) and Figure 38 Caretaker: What would you like to do from 
now on? 
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 Present  - % Number of 

responses (free 

response) 

Food 57 54% 
Clothing 34 32% 

Shelter 28 27% 

Education for 

children 
23 22% 

Health 12 11% 

School material 6 6% 

Income (capital) 6 6% 

Others (seeds, 

water, toilet, NFI) 
12 11% 

Figure 39 – Livelihood needs, caretaker 

 

Asked about the challenges in post-Ebola contact overwhelming majority of caretakers indicated food 

security, clothing, shelter, including need for house repair or assistance in house construction, 

education for the children (lack of funds for the school fees) and health (12 responses).  

 

74% of the caretakers of the affected families indicate that their households have lost the 

breadwinner. The disruption of the livelihoods, financial problems, interrupted farming during the 

outbreak were mostly cited by respondents as the main impact of the EVD on their lives, along with 

loss of lives of the loved ones.  

In summary: main type of assistance needed: financial assistance: microcredit, start-up capital for 

business, petty trading, seeds for farming, food items, shelter assistance, financial assistance or 

scholarships for children´s education.  
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WATER AND SANITATION 

WATER SOURCE 

 

71% of the survivors use stream as a main resource of water supply. 

“My community has a lack of drinkable water, we depend on the stream”. (028) 

Figure 40 Survivor and Figure 41 Affected families: Which is your drinking water source? 

Analysing recorded data according to villages 16 , we have identified the following locations with 

dominant water problem: 

• Kumala the 71% of both survivors and family affected use stream as a water source 

• Farekoro: 100% 8 in total (4 survivor, 4 family affected) uses stream as a water source. 

• Kaindaya: 92% uses stream as the main water source (8 people, both survivors and family 

affected)  

• Bandakoro: 100% (5 people) use stream 

• Sumbaria: 100% (9 people) use stream 

                                                      
16 For the analysis we combine the data from survivors and affected families, calculating it   together. 
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The 88% of the survivors do not treat the water. The rest of 12% treat water, more specifically by 

chlorine (75%), and the rest (25%) boils the water. 

Among the affected families, the 63% does not treat the water, the rest 36% treats the water by 

chlorine. 

 

LATRINES 

 

The 79% of survivors use latrines, out of which 79% use family latrines, while the rest (21%) uses 

collective ones. 

The 86% of affected families uses latrines: 52% indicate family latrine, the rest 33% refer to collective 

ones. The 21% of survivors (9 respondents) and 15% of interviewed caretakers (15 persons) don’t use 

latrines, forced  to use bush instead (open defecation). 

“We need toilet since we use bush for it” (036) 

The problem is prevalent in Kumala (8 respondents, 66% of the interviewed who gave negative 

answer) and in Sumbaria (4 respondents, 33% of negative responses). For those that are using the 

latrines, most of interviewed complain about their latrines´ conditions (requiring maintenance). 

 

MOSQUITO NET 

86% of survivors and 82% of family affected uses mosquito net. 19% (19 family affected) don’t use 

mosquito net, out of which 50% (10 caretakers) are from Yoria. 

 

NFI KITS AFTER THE DISINFECTION 

Half of the survivors (21 out of 42) did not lose their NFI after disinfection. 36% of survivors who lost 

the properties after disinfection, mainly, furniture, clothes and utensils, later received kits provided 

by Red Cross, Oxfam, Cause Canada. 

“Most of my properties were either stolen or destroyed while I was missing due EVD” (048) 

In terms of receiving NFI Kit after discharge, 41 survivors out of 42 have received it. Survivors 

appreciated the NFI kits provided: 37 out of 42 survivors (88%) think that NFI was very useful after 

their discharge. 24 survivors out of 42 (57%) felt satisfied with the kit provided. The 16 survivors (36%) 

felt that NFI kit was not sufficient. 
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ASSISTANCE TO EVD SURVIVORS AND AFFECTED FAMILIES 

 

Respondents´ valuation of assistance offered to survivors after the discharge, similarly the help 

provided to the affected families assists us in rapid assessment of the outstanding needs among the 

groups and identifies similarities between the two. 

SURVIVORS: Type of assistance received 
considered most helpful and important 

Number of answers 
(free answer, 
multiple choice 
possible) 

Percentage  

Food  18 43% 

Non food Items 9 21% 

Mattress 7 17% 

money 6 14% 

clothing 5 12% 

Treatment at the ETC 3 7% 

Pots 3 7% 

Blanket 3 7% 

Pan 2 5% 

Medication 2 5% 

Others (Cooking Utensils, Psychosocial Support, 
Soap, Footwear, House material) 

5 12% 

Figure 42 - Assistance provided to survivors - most helpful and needed 

 

 

Regarding the assistance provided after the discharge, survivors have considered as the more valuable 

food, indicated by 44% of interviewed, followed by NFIs (21%), mattress (17%) and money (14%). 
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SURVIVORS: Type of 
assistance still needed or 
insufficient 

Number of answers (free 
answer, multiple choice 
possible) 

Percentage  

Money  20 47% 

Microcredit, Start up money 
for petty trading 

9 21% 

Housing 9 21% 

Food 9 21% 

Clothing 6 14% 

Support for education of my 
children  

2 5% 

Support to farming, seeds 2 5% 

Others (Pot, mobile phone, 
tape, footwear, blanket, soap, 
medication, school material) 

8 19% 

Figure 43. Assistance to survivors - still needed or insufficient 

 

Concerning the assistance provided that was missing or insufficient, survivors expected money (47%), 

microcredit, financial assistance to start up business (21%) and food (21%).  

 

Notably, 21% of the survivors (9 persons) have also requested assistance with housing:  

 

“Housing, because I was relocated and I am staying without the house” (020) 

 

Considering the help provided to affected families, respondents overwhelmingly pointed out the food 

as the most valuable assistance (49%), alike the response from the interviewed survivors. The 

respondents appreciated as well delivery of NFIs (10%), clothing (6%) and money (6%). 
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AFFECTED FAMILIES: Type of assistance received 
considered most helpful and important 

number of answers 
(free answer, 
multiple choice 
possible) 

percentage  

Food 51 49% 

NFI 10 10% 

Clothing  6 6% 

Money  6 6% 

Psychosocial Support 2 2% 

Footwear 2 2% 

Blanket 2 2% 

Mattress 2 2% 

Information regarding Ebola 2 2% 

Treatment at ETC for my family member 1 1% 

Medication 1 1% 

Bed net 1 1% 

House material 1 1% 

Spoon  1 1% 

All assistance received 5 5% 

No assistance was provided 9 9% 

Figure 44. Assistance provided to affected families that was most useful and needed 
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Figure 45. Comparison of data: assistance received - most helpful and needed: Survivors vs. 

Affected Families 

 

Both interviewed groups (survivors and affected families) overwhelmingly indicated food as the most 

relevant and needed assistance that was provided (43% and 49% respectively). 

 

Interestingly, 7% of the survivors and 1% of caretakers from affected families considered the 

treatment provided at ETC as there most relevant assistance.  
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AFFECTED FAMILIES: Type of assistance still needed 
or insufficient 

Number of free answer  %  

Money 28 27% 

Microcredit, startup money for petty trading 10 10% 

Food 22 21% 

Clothing  20 19% 

Support to education of my children (scholarship) 9 9% 

Mattress 8 8% 

Medical (medication, health, information) 8 8% 

Support to farming (seeds) 5 5% 

Spoon 5 5% 

Footwear 5 5% 

Water 4 4% 

Soap 4 4% 

Pan 4 4% 

Pot 4 4% 

Bucket 4 4% 

School materials 4 4% 

Others (Wood, blanket, non food items, blanket, 
radio, household material 

8 8% 

Figure 46 Affected families - assistance still needed or insufficient 

 

Affected families considered money the most needed assistance 27%, followed by financial assistance 

destined as income generation support to business activities, microcredit: 10%. According to the 

interviewed the food (21%) and clothing (19%) were the next priorities.  
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Figure 47 Comparison of data: assistance still needed or insufficient: Survivors and Affected Families 

 

Both interviewed groups coincide with valuation of financial assistance (including microcredit) as the 

most needed. Both groups consider food assistance still outstanding and relevant: 21% of survivors 

and 21% of caretakers of affected families.  
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MEDICAL 

 

Present medical condition of the survivors 

The questionnaire is divided into seven sections: eye problems, neurological problems, headache, 

joint problems, general symptoms, abdominal symptoms, women´s health and other symptoms. 

Survivors were expected to answer yes/no questions and if yes, since when they were experiencing 

the problem and if any treatment was started. 

This questionnaire is designed to provide information about typical medical complications for EVD 

survivors to understand if they have already been offered any treatment and to identify and refer 

those who need immediate medical attention. 

The most common ailments mentioned by survivors were severe joint pain requiring painkillers 52%, 

Joint discomfort 43%, tiredness 36% and loss of strength in one leg 36% 

 

Possible bias 

It should be observed that survivors have mentioned responding other questions that they are 

concerned about being perceived as sick, so there is a possibility of bias that the indicated scores are 

underestimated in case some survivors were hesitant to share with the interviewer the issues related 

to their health.   
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Symptoms reported 
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Itching dry eyes 7 8 15 3 18 43% 

Ocular redness 4 2 6 2 8 19% 

Eyelids inflammation 4 6 10 3 13 31% 

Ocular redness with blurred vision 6 5 11 4 15 36% 

Complete loss of vision (one or both eyes) 5 3 8 3 11 26% 

Sporadic headache, mild headache 10 8 18 5 23 55% 

Frequent headache 9 5 14 5 19 45% 

Daily headache hindering daily activities 5 4 9 3 12 29% 

Paresthesia 6 4 10 3 13 31% 

Loss strength in some arm 5 7 12 2 14 33% 

Significant loss of strength in arms 4 4 8 2 10 24% 

Loss of strength in one leg 8 4 12 3 15 36% 

Loss of strength in both legs with inability to walk 6 4 10 3 13 31% 

Joint discomfort 9 5 14 4 18 43% 

Severe joint pain requiring painkillers 12 6 18 4 22 52% 

Severe pain in one or more joint with inflammatory signs 
that have limited my daily life 

7 4 11 2 13 31% 

Weight loss 7 2 9 3 12 29% 

Significant weight loss for over 5 kg 4 1 5 2 7 17% 

Eating less than before 6 2 8 2 10 24% 

Eating very few during the last months 6 2 8 2 10 24% 

Some days I find myself tired 9 3 12 3 15 36% 

Many days I am so tired I cannot leave home 7 2 9 3 12 29% 

Some days I have a fever of more than 38º 6 1 7 3 10 24% 

Daily fever over 38º sometimes with chills and sweating 4 1 5 2 7 17% 

I have abdominal pain some days 6 1 7 4 11 26% 

Abdominal pain almost daily sometimes with vomiting  4 2 6 3 9 21% 

I have abdominal pain that does not let me eat 5 1 6 3 9 21% 

Figure 48 - Medical symptoms reported by the survivors 

 

“I have joint problems” (014) 

“I am not strong enough to continue working. I have rolling pain all my body” (023) 

“I have impotence, I am not as sexually strong as before EVD” (040) 
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MEDICAL TREATMENT OF THE REPORTED SYMPTOMS 

Figure 49 - Graphic on percentage of treated and untreated symptoms of the survivors. Symptom 

declared = 100% 
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Symptoms presented 
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Itching dry eyes 36% 2% 33% 

Ocular redness 15% 5% 10% 

Eyelids inflammation 24% 2% 21% 

Ocular redness with blurred vision 26% 2% 24% 

Complete loss of vision (one or both eyes) 19% 2% 17% 

Sporadic headache, mild headache 35% 2% 33% 

Frequent headache 33% 7% 26% 

Daily headache hindering daily activities 22% 2% 19% 

Paraesthesia 24% 5% 19% 

Loss strength in some arm 28% 7% 21% 

Significant loss of strength in arms 19% 5% 14% 

Loss of strength in one leg 28% 7% 21% 

Loss of strength in both legs with inability to walk 24% 7% 17% 

Joint discomfort 35% 10% 24% 

Severe joint pain requiring painkillers 44% 10% 33% 

Severe pain in one or more joint with inflammatory signs that have 
limited my daily life 

24% 5% 19% 

Weight loss 21% 2% 19% 

Significant weight loss for over 5 kg 12% 2% 10% 

Eating less than before 19% 2% 17% 

Eating very few during the last months 19% 2% 17% 

Some days I find myself tired 28% 2% 26% 

Many days I am so tired I cannot leave home 24% 5% 17% 

Some days I have a fever of more than 38º 15% 5% 10% 

I have daily fever over 38º sometimes with chills and important 
sweating 

12% 2% 10% 

I have abdominal pain some days 17% 0% 17% 

I have abdominal pain almost daily sometimes with vomiting  14% 0% 14% 

I have abdominal pain that does not let me eat 14% 0% 14% 

Figure 50 - Breakdown of the symptoms treated and untreated - EVD survivors: percentage 

 

“I have skin rash, pale lips, I feel not healthy. I am not able to farm anymore, I cannot walk properly” 

(009) 

It is important to note that some of the symptoms even if not per se life threatening, can be extremely 

debilitating and leading to further deterioration of one´s health (weight loss, loss of sight, inability to 

walk).  
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It is striking to compare the percentage of the persons presenting symptoms and those that are 

receiving treatment. For overwhelming majority their ailments remain untreated, while some have 

started presenting symptoms few weeks after their discharge.  

 

PREGNANCY 

 

Regarding pregnancy among EVD affected women, we have identified five (5) cases:  

Three (3) survivor women pregnant and two (2) survivors´ wives are pregnant. One of the survivors´ 

wives got pregnant after the discharge of the male (6-7 months), after the required period of 3 month 

abstinence. Likewise the female survivors got pregnant after suggested period of abstinence. The 

remaining pregnant wife got pregnant possibly within 3 months after the discharge pending 

confirmation after medical check-up.  

 

Only one female has got problems during her pregnancy, specifically low blood pressure, and 

abdominal pain.  

 

Regarding the antenatal consultation during the pregnancy, 2 cases have received the check up and 

remaining three have not. The principal reason for lack of medical consultation was lack of money for 

travel to the health facility. 

 

“She could not go to hospital because lack of capital”. (019) 

 

One case had a previous miscarriage after the discharge after one-two months of pregnancy and 

currently is pregnant again.  

 

The pregnancy cases are declared to be from January 2015, April 2015, June and July 2015. 

Interest of NGOs in pregnant EVD survivors is a cause for concern as it creates distrust, fear and 

concern among the families, it should be taken into consideration that the liaison with the survivors 

and their families should ensure the atmosphere of safety and trust, otherwise the risk is that the 

interventions become more distressing and stigmatising for the persons in question and its results will 

be counterproductive.  

 

The adequate sensitisation and education regarding necessary safety measures (ie. delivery at ETC) 

should be provided in adequate manner with proper accompaniment and support organized. The 

provisions should be put in place to ensure that the families do not have to cover the burden of travel 

costs by themselves, as it remains beyond their capacity and would be likely the principal reason for 

which they may ignore the recommendation. 
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In regard to PHU staff, relevant trainings should be provided to the teams, including midwives in 

regard to attendance to pregnant wives of survivors considering potential risks and precautions to be 

applied. 

 

MEDICAL RECOMMENDATIONS17 

 

Taking into account the most common complaints by the survivors the treatment for these would be 

a symptomatic one, like occasional painkillers (ex: paracetamol) for headaches and joint or muscular 

pain, that could be obtained in the local health facilities.  

For more severe and chronic pain a medical assessment would be required and, if needed, stronger 

painkillers could be prescribed for long periods of time or even for life. Pain that comes from an 

inflammatory source would also need anti-inflammatory medication but this would requiring a prior 

medical assessment as well. At present, this type of medications remains are not available at the local 

health facilities level and, therefore, treatment for survivors with these symptoms has not been 

started in most cases. 

The eye problems should be assessed by a skilled medical personnel 18 , if possible, by an 

ophthalmologist, to decide if something as simple as normal saline solution could be used to relieve 

the eye itching or in case of more severe problems, like uveitis, more specialized treatment should be 

required. 

There’s no medication to relieve paresthesia or loss of strength, only physiotherapy could help in this 

regard. 

Any fever or permanent long lasting abdominal pain should be referred to a medical facility for 

assessment by a medical professional. Taking into account the settings of Koinadugu district, 

regarding poverty levels, nutritional issues and the co-morbidities present in the region, the weakness, 

weight loss or fatigue could have multiple causes. If it’s due to nutritional deficiency, multivitamin 

tablets could be useful, especially in children. If it is due to another disease, like malaria, a medical 

assessment would be needed and specific treatment required. 

Considering the indication of weight loss (including 2 cases among children), undernutrition screening 

should be considered particularly among children survivors, and if required ensuring corresponding 

treatment with RUTF. 

                                                      
17 prepared by Sofia Rodrigues, MDM Nurse, Holding Center Kumala 
18 MDM is going to conduct eye check and general medical revision for all survivors 6-8 October 2015 in 

Kumala, Nieni Chiefdom 
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General speaking, pregnant women can be attended in the normal obstetric services since if fetus is 

infected, normally does not survive more than 21 days, causing natural miscarriage. Only in case of 

survivors` healthy wives (Ebola negative) the delivery could require extra precautions, meaning the 

birth to be attended in special Unit using full PPE, to avoid potential l cross-infection.  

 It is therefore essential that pregnant women EVD survivors and in particular the wives of men who 

has survived EVD, receive pre-natal care and are attended by a skilled birth attendant at the time of 

delivery, due to the possible complications that the virus might cause to both mother and child if it is 

present in the placenta19.  

There are several challenges in regard to redressing the health problems affecting survivors. There is 

lack of skilled medical professionals in the region (and nationwide), the lack of medication present in 

the local health facilities and the distance that some people have to travel in order to reach their 

‘local’ health facility. For some due to lack of resources the travel to nearest PHU is out of reach. 

 

DISCHARGE 

The majority of the survivors have been discharged from Bandajuma ETC (23 survivors), Jui ETC (11 

survivors) and finally Hastings ETC (7 survivors). 41 of the survivors have been accompanied to their 

villages of origin upon discharge from the different treatment facilities; only one survivor was not 

accompanied. All the survivors valued very positively the fact of being accompanied. 

Month Frequency Percent % 

October 1 2% 

November 25 60% 

December 10 24% 

January  5 7% 

February  1 7% 

Figure 51 Month of the survivors` discharge 

 

Meanwhile one takes note of the appreciation of the accompaniment from the survivors, it is 

important to recognise in overwhelming number of cases - 56%, the patient has been accompanied 

by the driver of the ambulance that transported him back to his community. Therefore in fact there 

                                                      
19 MDM is doing follow up of the identified cases to ensure appropriate referral to specialised ETC with 

Maternity Ward that will accompany the delivery ensuring adequate safety standards and measures in the 
required cases. 
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was no intentional accompaniment organised to facilitate return of the survivor to his place of origin, 

apart from organizing the transport. 

Nonetheless it is relevant to note that from the patient´s point of view, the accompaniment of the 

driver was already highly appreciated. In 39% cases the survivors have been accompanied by social 

welfare officer, 2% support was offered by councillor and 2% the survivor was not accompanied.  

More intentional effort to accompany the discharged person and assist them in their reintegration 

with his community should be considered. 

 

THE THREE PRECAUTIONS 

 

 

 

Figure 52 - Post-discharge precautions and recommendations reported by survivors (%)  

  

Figure 77 - Can you mention three of precaution that you were told? 
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Figure 53 - Graphic Post-discharge precautions and recommendations reported by survivors (%) 

 

The three most mentioned in order of appearance was: avoid sexual contacts for 3 months (88%), 

avoid body contact (47%), hand washing (42%), and avoid touching a corpse or attending burials 

(42%). 

 

DESINFECTION 

Regarding disinfection, 37 survivors of 42 interviewed, the 88% got their home disinfected. The 

disinfection was made by the Burial team in 83% of cases. 

 

Response Frequency Percent 

yes 37 88% 

no 5 12% 

total 42 100% 

Table 54 - Has your home been disinfected? 

 

The answers to this section of the questionnaire call for attention and show lack of rigorous 

procedures in regard to disinfection.  

 

The outstanding 5 cases (12%) explained lack of disinfection because: 
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-  There were no other people living in the house or house was left unused: “because I live alone” 

(028). “Not disinfected because I live in the house alone” (012), “Because the house was not in use”. 

(083) 

- Because they were moved to another location: “I was relocated to this place”. (020) 

- Because they no longer contagious: “Because I have no virus on me anymore”. (048) 

 

ACCESS TO HEALTH FACILITIES 

There are 6 PHUs 20  in the entire Nieni Chiefdom, with extensive catchment areas that include 

numerous communities reachable only on foot in the mountainous areas. 

 

The distance and the cost of travel or medication remains a deterrent for the communities, even 

though there is good level of trust in PHU staff. It remains available for the communities in vicinity of 

the PHU, while the ones more distant are more reluctant to attend their services discouraged by the 

treatment and travel costs.  

 

Given the economic profile of the population in Nieni, majority of them work in subsistence farming, 

mainly producing crop to feed their families and seldom succeed in obtaining additional income 

thorough petty trade. For families with such condition payment of transport between the 

communities easily surpasses their economical capacities. 

 

“I don´t attend health facilities because I have no money”. (119) 

“Nurses talk to us nicely and can treat us for low amount of money” (198) 

“PHU nurses can talk to people, encourage patients, low cost” (110) 

 

In the rainy season access to many dwellings is impeded by rough terrain, elevated level of water in 

the rivers and precarious roads. For the communities away from PHU locations it further enhances 

preference for the traditional medicine21 in the communities in the absence of access to Health 

Center. People trust traditional healers and in many instances they remain the only source of medical 

assistance. 

 

USE OF HEALTH FACILITIES AFTER EBOLA 

Regarding the access to health after discharge, 74% of survivors did not use health facilities. The 

majority (48%) claims that they did not accede the health structures as they were feeling healthy, not 

                                                      
20 They are located in the towns Kumala, Alkalia, Sumbaria, Fankoya, Yifin and Krotor respectively. 
21 Information collected in focus groups organised by the MDM Psychosocial Team September 2015 in Yoria, 

Fankoya, Kendeya, Kamaron, Leroh, Funumbakura, Farekoro and Bandakoro. 
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sick to seek specialised attention. Other relevant reasons mentioned were lack of money (16%), fear, 

risk of transmission (16%) and distance (12%).  

Figure 55 - Survivors accessing health services - Figure 56 - Affected families accessing health 

services. If not, explain why 

 

We may presume that the figure representing intimidation, fear, worry about transmission (16%) is 

underestimated, due to declared concern from several survivors about the community´s perception 

of their health.  

Some admit not revealing when they feel unwell, because they worry about people being afraid of 

them that they still have Ebola.  

“I have fear going to the hospital, because people are afraid of me” (012) 

 

Among the affected families 55% declares using the health facilities after the impact of Ebola on their 

families. Meanwhile 45% didn't seek medical assistance in past 6 months 

The main reasons for not accessing the health services among the caretakers are not being sick 23% 

(24 persons), Ebola fears 6% (6 persons) and no money 4% (4 persons). Other reasons cited were staff 

not well trained, lack of health post in the community, lack of access, rejection from the nurses, poor 

medical facilities and lack of drugs at the PHU.  

“I didn’t use PHU because of fear of nurses passing Ebola to community”. (299) 
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“ I`m not used PHU out of fear of been related to Ebola” (125) 

 

Figure 57 - Comparison of usage of the health facilities after Ebola outbreak - Survivors and 

Affected Families: Did you use health facilities after your discharge/the death of your family 

member from Ebola? 

 

Both caretakers and survivors expressed their preference for PHU above other health facilities 

(hospital, survivors clinic, traditional healers22). Interviewed caretakers from the affected families 

enlist PHU´s easy access and proximity (62%), low cost (21%) and encouragement and friendly 

treatment from the nurses (15%).  

Reasons for not attending PHU among survivors revolve mainly around PHU being afraid to attend to 

them or not understanding their ailments. In some instances survivors indicate that nurses are afraid 

of touching them, or they discriminate them in a covert way (i.e when requested for painkillers, they 

are told that there is no medicine).  

“I used PHU even though there is still fear”.  (159) 

                                                      

22 We need to be mindful however that the absence of preference for traditional healer could be cause 

by official prohibition of traditional medicine practices warranted with prison and financial fines.  
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In some cases survivors mention they are afraid to go to the PHU because they don't want people to 

know that they have any health problems, fearing that people will spread the rumour they still have 

Ebola. 

 

“I don’t want to scare people since I am sick” (012) 

Some tend to assume this prejudice and express their own fear they could infect someone after their 

recovery.  

 

Similarly for the families of the deceased patients, many mention they do not want to go to PHU either 

because they are afraid that PHU staff will fear them, or they themselves are afraid of becoming 

infected with Ebola at PHU.  

 

“I was told I´m not on their list so I could not get the medication”. (167) 

The District hospital located in Kabala is out of reach for majority of population from Nieni Chiefdom, 

because of transport costs and distance.  

For survivors in case they visited health care services, only 4% visited Hospital23.  

“In the hospital I was refused to enter at Kabala Hospital since I am a survivor” (001) 

 

Responding to the question on which health facility appeared to be most problematic, posing 

difficulties, 55% of survivors indicated hospital. The 58% of survivors declared that the main problem 

is the distance, and 18% declared that is very expensive, meaning they cannot afford the visit. Notably 

16% indicates lack of trust and 3% lack of drugs for the survivors.  

For the interviewed respondents from the affected families, the hospital remains the most 

problematic health service (73%) and the main reasons reflected are the distance (60%) and the cost 

of transport (19%), hence inaccessibility.  

 

                                                      
23 Two (2) of the interviewed survivors reside in Kabala town. 
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Figure 58 - Survivors: in which health facility did you have any difficulty? Specify why 

 

LOCATION OF THE SPECIALISED HEALTH SERVICES FOR SURVIVORS 

The survivors asked about the location of the nearest survivor clinic they can access, overwhelming 

majority, namely 79% of the survivors is not aware. Only 19% of the interviewed EVD survivors 

indicates Makeni as a closest survivor clinic (around 60 miles from Nieni chiefdom and 4 hours by car).  

All except one of them have never attended the clinic mostly for financial reasons.  

It is worth emphasising that even though the survivors are eligible for free medical care under the 

Basic Package for Survivors as per decision of Ministry of Health and Sanitation of Sierra Leone, the 

main impediment is not the cost of medical treatment but in the first place lack of funds for transport 

to the clinics, accommodation and related costs.  

Asked about the ideal location for the place of medical attention for the survivors, the respondents in 

overwhelming majority indicated Kumala (56%). Other suggestions were indicating preference to have 
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possibility of medical attention in their own town/village, though majority of them (Tilikoro, 

Bandakoro, Yoria, Farekoro) do not have operational health post. 

 

Figure 59 - What location of the clinic with doctors specialised in health problems of Ebola 

survivors would you suggest, that would be more accessible for most survivors in your area? 

 

Comments from the caretakers of affected families regarding fear of getting infected of Ebola at the 

PHU may possibly reflect overall reservation in the community towards usage of health facilities after 

Ebola outbreak. Need for further health promotion and encouragement for resuming assess to health 

facilities in the communities.  

Majority of EVD survivors suffer from some post-Ebola complications yet only small fraction of them 

is receiving treatment for their ailments (joint pains, eye problems, loss of strength, etc). There is a 

need for more specialised medical assistance to EVD survivors in Koinadugu, and establishing point of 

access closer to their communities would help them overcome the challenge of access to the Survivors 

Clinic in Makeni. Based on the recommendations provided by the survivors the location suggested by 

majority is Kumala.  

Need to address the issue of lack of adequate treatment for the survivors at the PHU level, particularly 

given lack of realistic access for the survivors to the clinic in Makeni.  
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It would be recommendable to strengthen existing health services in Nieni chiefdom, ensuring 

adequate training and sensitisation to the PHU staff on issues related to attention to EVD survivors 

and their families, particularly pregnant women.  

There is still relevant level of hesitation, misconception and lack of knowledge that can be overcome.  

 

LIMITATIONS  

 

One of the main limitation is how to translate accurately from English to Kuranko language, the 

majority spoken language at Nieni chiefdom.  

The PSS workers were trained in order to develop their duties, however more training on interview 

skills should be done in case a replication survey might be implemented in the future to improve the 

quantity and quality of information obtained.  
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CONCLUSIONS AND RECOMMENDATIONS 

 

General situation of Survivors and the affected families 

Numerous female-led households, significant number of widows and widowers among both survivors 

and caretakers. There are 46% of females heads of the households among survivors and 73% among 

caretakers. Not only widows of orphans are being affected by the impact of the outbreak: those that 

lost their siblings, children, co-wives, are often tremendously overburdened by responsibilities they 

have to face providing for basic needs of increased number of family members. 

 

Psychosocial Wellbeing 

Kessler scale shows that there is comparable percentage among survivors and caretakers who are 

seemingly coping with their stress, yet visible difference between the levels of high distress24: families 

are exposed to more critical amount of stress and the affected individuals are more at risk of 

developing psychological problems and should require more specialized attention from social and 

psychosocial workers. 

Stress and struggle caused mainly  by the burden of taking care of numerous family members, limited 

or inexistent resources to provide for their basic needs (food security scarce repeatedly in about 10-

15%).   

 

Coping 

Positive thoughts, encouragement, hope, prayer and actions like listening to the music, gardening, 

interacting with friends and family, talking to the chief, were referred to as main coping strategies 

among the survivors.  

Similarly caretakers indicated overwhelmingly encouragement, interactions with family and friends, 

faith. Among family members interactions with children were highly valued, mentioned by 23% of the 

respondents.  

14% of affected families indicated thinking about having food to eat/food for my children as the most 

comforting thought. 

 

The coincidence between the survivors and the affected families demonstrates that the type of 

assistance valued is often the social support: encouragement from family (33% survivors and 50% of 

affected families), practical help: looking after children, help in farm work, provision of shelter. 

Highly (but not the highest) note has been financial help (12% survivors and 2% of affected families) 

and supplies including food (35% of affected families). The category that appeared in both groups 

“eating together” 10% survivors and 4% affected families also indicates subtle yet strong relevance of 

                                                      
24 2% for survivors and 10% for caretakers of affected families for overall Kessler scale score; 13% for 

survivors and 20% for caretakers in item “in last 30 days did you feel everything was an effort” with 
an answer “all of the time” 
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social interactions at the family level. 

7% of the interviewed caretakers indicates receiving no support from either family or community. 

 

Family losses 

90% of survivors have also lost family members during the outbreak, on average with 4 family 

members perished, compared to 3 family members for the caretakers. 

Loss felt more intensely as they families in 75% of the cases lost the breadwinner causing not only 

emotional pain but a serious immediate concern about their livelihoods situation.  

Majority of patients died in Kumala Holding Center but 19% is accounted to have died at home with 

the family.  

 

The mourning process has been interrupted by lack of possibility to perform the rituals, ceremonies 

as per customs due to safe burial measures, the families and communities were unable to participate, 

it was not considered respectful, family members couldn´t either see the body before the burial nor 

identified the grave, place where their loved one was rested.  

 

Quarantine period posed a distress and concern for the affected families mainly due to food shortages 

- 42%.  In majority of cases community reacted with encouragement and support 47%, distancing 

socially because of fear (11%) or imposed restrictions (17%), only in few cases affected perceived no 

help (4%)  or rejections and stigma (4%) from their community. 

 

Community Reintegration 

71% of survivors and 81% of caretakers responded that they are allowed to participate in community 

activities. Those that responded negatively quoted mostly their age (too young or old, not strong 

enough to participate in work) or health status (not fully recovered). In majority of cases there was 

initial intense reaction form the community, sense of rejection due to fear of infection, that later 

subsided and permitted resuming normal social interactions.  

 

29% of survivors felt stigmatized and rejected, 26% of caretakers felt stigmatized at least in the 

beginning, with 13% still feeling that they are being exposed to stigma.  

The form of rejection for both groups – survivors that were EVD positive and caretakers that were 

never sick, only affected by the death of their loved ones, remains alike: people pointing fingers at 

them, rejecting them from participation in activities, unwilling to do business with them, excluding 

them from interactions, quoting as the main reason that they (survivors and caretakers or their family 

members) have “Ebola in their blood”, “can spread the virus”. 

 

For 12% of the survivors (majority of those indicating being exposed to stigma) it affects their access 

to health because health workers are either afraid or unwilling to attend to them.  
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Situation of children 

For 78% of children survivors loss of their family member has been the biggest impact of EVD. For the 

children from the affected families the lost sense of security is related to the death of their loved one, 

in most cases main caregiver. 

There are 2 child-led households, looking after their siblings.  

 

17% of the interviewed children were relocated after the death of their parents or caretakers, where 

over the half has been separated from their siblings because new caretaker was unable to take in all 

the children together due to the financial constraints.   

 

Schooling 

Education is the biggest worry and priority for parents and children. In the area where education is 

scares and illiteracy levels are extremely high (76% of survivors and 93% of caretakers declare having 

no education, in majority illiterate), remarkable 83% of children of survivors and 93% of children in 

affected families are going to school. For those that are not being schooled, the main reason quoted 

is the financial constraint. In some families not all the children are being educated or had to change 

the school given the lack of funds. 

Reintegration at the school level progresses well both with peers and teachers, only with small 

amount of incidents related to stigma.  

 

General living conditions, water and sanitation, livelihoods 

Main livelihood activity for survivors and affected families is farming. Presently the number of 

professionally active adults is decreasing: among survivors due to deteriorated health status and 

inability to do hard work: from 67% before the outbreak to 49% presently dedicating themselves to 

farming.  

 Increased amount of survivors that have no income generating activity: from 9% before to 30% 

presently.  

 

Among the caretakers, the impact was mainly the loss of their capital and forced to withdraw from 

their business and petty trade activities and revert to farming. There is also increase of percentage of 

caretakers that have no income generating activity: from 6% before to 13% now.  

 

The main water source for majority of the interviewed is the stream (bigger number of interviewed 

survivors compared to the caretakers), the main towns affected being Kumala, Farekoro, Kaindaya, 

Bandakoro and Sumbaria.  

Majority of survivors (88%) and the affected families (63%) do not treat their water.  

The 79% of survivors and 86% of affected families use latrines yet highlight the need for their 

maintenance or repairs. Lack iof latrines was enlisted in Kumala (66%) and Sumbaria (33%).  
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Follow up and evaluation of the assistance interventions 

The food has been undoubtedly cited as the most useful and praised assistance provided by both 

survivors (43%) and caretakers (49%), followed by NFIs (21% and 10% respectively).  

The assistance indicated as still outstanding is money (47% of survivors and 27% of caretakers) to 

either cover the basic needs or education for their children.  Microcredit, start up money to be able 

to launch the business was indicated by 21% of survivors and 10% of caretakers.  

21% of survivors and caretakers have equally values pertinence of further food assistance, whereas 

clothing has been cited by 14% of survivors and 19% of affected families.  

Housing was highlighted as urgent need for 21% of survivors. 

 

Medical  

Majority of the survivors still presents some physical ailments, mainly cited frequent headaches (55%), 

severe joint pain requiring painkillers (52%), joint discomfort (43%), and tiredness (36%). In 

overwhelming majority the identified symptoms remain without any treatment. 

There are 3 pregnant survivors and 2 pregnant wives of the survivors.  

 

Desinfection has been carried out in most of the cases, except 12% where the main reasons cited for 

lack of disinfection was because the infected survivors were living alone. 

 

Access to health remains a challenge for survivors and to lesser extent for affected families. Survivors 

indicate there is still considerable level of hesitation or fear in attending to their health problems. 

Other reasons indicated were lack of money, distance and lack of trained staff. Interestingly, 17% of 

affected families didn’t want to go to PHU indicating fear of infection with Ebola. 

Majority of survivors (74%) declared they were not using the PHU in the months after the discharge 

compared to 45% of affected families that did not access the health facilities.  

  

 

SENSITIZATION  

 

In selected communities there will be need for further sensitization and work at the community level 

to facilitate reintegration and social inclusion of the survivors and EVD affected families. 

 

In majority schools the reintegration is ongoing. Sensitization at the school level has a positive impact 

and reaching out and support offered from the teachers is highly appreciated by the pupils, especially 

those bereaved. 

 

Psychoeducation at the school level should be encouraged to ensure good level of understanding of 

EVD risks and eliminate misunderstandings prejudices and misconceptions that are still present. 



 

98 

There is still a level of fear from and towards PHU staff that would require additional sensitization and 

training on specific needs (medical and psychosocial) in post Ebola context as well as community 

education to encourage patients to frequent the health posts. 

 

 

EVD RESPONSE 

Burial process: Attention to the burial issues should be reconsidered permitting more degree of 

observation for the traditions without infringing the necessary safe burial measures. Considerable 

potential role for the burial team. 

Attempt to bring the closure for the bereaved: Symbolic ceremonies and rituals may be considered 

at the community level for the following few months during the 1 year anniversary of the outbreak, 

combined with the closure of the Kumala Holding Center in November 2015.  

Loss of the loved ones: Emotional reactions (depression, sadness, hopelessness, anxiety, social 

withdrawal etc) are in line with the normal emotional response to the loss. It is important to mention 

that majority of cases what stands out that the grieving process tends to be overshadowed by the 

worries about covering the basic needs. 

Supplies during the quarantine: More cited as the source of stress is the shortage of food or lack of 

security related to income, livelihood, education perspectives than the one directly linked to the loss 

of a parent or family member. 

Loss of support and security, before connecting with the grief: the respondents, both adult caregivers 

and orphaned children overwhelmingly express concerns about how to get food, how to feed the 

family members, worrying about their future and survival.  

The quarantine has been a challenging experience for most of the affected families, particularly 

difficult because of lack of adequate supplies. Shortage of food and water, apart from posing a threat 

to physical health, has a significant impact on the psychological wellbeing of the affected population, 

creating even more perception of despair and social abandonment compared to those that have their 

basic needs met.  

Social distancing, lack of freedom of movement has a relevant impact on the affected persons and 

the measures should be taken to mitigate it (provision of supplies, medication, social contacts 

observing IPC measures). Expressions of support tend to have tremendous impact on the affected 

persons and are easily elicited if proper sensitisation is done 

Distancing based on fear could be mitigated (hence import perception of the community inclusion by 

the affected) if proper education and sensitisation is carried out with consideration for local customs, 

language and context 
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Acts of stigma and rejection stem mainly from ignorance and misconceptions about Ebola (ie. hostility 

towards families of deceased patients because “they have virus in their blood”). The adequate work 

at the community level fostering interactions between EVD affected families and the rest of the 

community should assist in bridging the gaps. 

In cases of blame and security, mediation should be introduced using the local community structures 

and engagement of relevant persons of influence. 

Involvement of authority figures is essential because of their high influence and level of conformism 

in regard to their directives. 

 

FOOD SECURITY AND LIVELIHOODS 

 

74% of the caretakers of the affected families indicate that their households have lost the 

breadwinner. The disruption of the livelihoods, financial problems, disrupted farming during the 

outbreak were mostly cited by respondents as the main impact of the EVD on their lives, along with 

loss of lives of the loved ones.  

Majority of the respondents suffered multiple losses, including 90% of survivors losing a family 

member during Ebola outbreak, making the adjustments in the communities much more difficult. 

There is an urgent need to consider systemic addressing the basic needs at the community level, 

especially the food security and sustainability of the livelihoods, supporting the entrepreneurship of 

the individuals and facilitating becoming in charge of their economic situation.  

Main type of assistance declared as needed by the respondents: financial assistance: microcredit, 

start-up capital for business, petty trading, seeds for farming, food items, shelter assistance, financial 

assistance or scholarships for children´s education. 

Water treatment: the locations with limited access to water are Kumala, Farekoro, Kaindaya, 

Bandakoro and Sumbaria where people use stream as the source of water. The 88% of the 

interviewed do not treat the water. The rest of 12% treat water, more specifically by chlorine (75%), 

and the rest (25%) boils the water. 

 

REINTEGRATION OF EBOLA SURVIVORS AND EVD AFFECTED FAMILIES 

 

Majority of the interviewed individuals reported encouraging reactions and support from the 

community, appreciated the support offered both in terms of addressing basic needs of those under 

quarantine, as well as social interactions. However, 29% of the survivors (12 responses) and 13% 
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persons from the affected families were exposed to stigma, rejection of mistreatment from their 

community members, including 7% that faced security concerns. The hostility from members of 

community was mainly based on fear of infection and misconceptions on the risks. More sensitization 

and education, particularly in the communities where problem is more prevalent should be 

considered.  

 

There is relevant problem related to health access for the survivors that have difficulty in being 

attended by medical staff that refuses to attend them, apparently due to continuous fear of infection. 

In counterbalancing the effects of stigma, misinformation and concerns against the EVD affected 

persons, it is crucial to involve local authorities: town chiefs, mammy queens, youth leaders, as the 

most influential sources of information for the communities.19% of survivors suggests that stigma 

they experience is related to their access to health. 

More intentional effort to accompany the discharged person and assist them in their reintegration 

with his community after leaving ETC should be considered. 

 

 STRENGTHENING COPING AND RESILIENCE 

 

The study shows that overall the survivors and caretakers are coping with the situation, though most 

of their stress stems from concern about livelihoods and catering to the basic needs of the persons 

they are responsible for. Majority of the interviewed persons demonstrated good capacity to face the 

challenges and they manage to cope with a impressive strength and resilience. The attention should 

be placed on the individuals that are more overburdened or perceive much less social support.  

 

The actions from the community level (social interactions, attention, expression of sympathy and 

interest, practical neighborly help) should be strengthened to optimize the sense of social support. 

 

It also highlights the need for more attention for the individuals that sense lack of support from their 

networks. The cordiality from community, sympathy shown, sign of interest, interaction no matter 

how limited, with family and community members, sense of community protection and care have 

been strongly appreciated and had important impact on the perception of community support and 

reintegration of the affected individuals and families.  

 

The sense of connectedness as the protective factor while confronting adversities and difficult life 

situations converges as well with the feeling of gratitude. Interestingly in the survey 12% of the 

interviewed survivors and 10% of the affected families have expressed in the unsolicited manner the 

sense of gratefulness towards their community and family members for the assistance provided. 
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VULNERABLE CASES 

 

Particular attention should be drawn to vulnerable cases and those overwhelmed with the burden of 

current responsibilities: single parents, child-headed households, widows, elderly, as well as those 

caring for children of late siblings or kids that are disproportionately overburdened due to multiple 

simultaneous losses within families. 

 

Critical element to the addressing needs of children in affected families is ensuring the adequate 

means are available for the household: the overwhelmed caregivers often are not able to cater to 

most basic needs: i.e the number of persons to feed outnumbers the quantity of food available. It is 

important to note that children demonstrate high level of awareness of household problems and 

critical state of affairs, sharing the anxieties of the overstretched caregivers.  

Special attention should be offered to the child-led households to facilitate identifying the most 

conducive solution and avoiding overburdening the minor with the responsibilities beyond their 

strength. 

 

 

EDUCATION 

 

More support to access education for school-going age children in the communities affected by 

Ebola, including the bereaved families and survivors. The additional assistance for schooling of the 

children is strongly advisable, taking into consideration its positive impact on their general wellbeing, 

stimulation of reestablishing the familiar routines and reconnection with the existing support network 

and peers.  

In terms of addressing basic needs the school feeding plays a critical role and should be encouraged 

and if possible extended to community schools that till now are not covered. Its impact to the 

wellbeing of the children and alleviation to their families should not be overlooked.  

Assistance needed in terms of scholarships and financial assistance that can be destined to support 

education should be encouraged. 

Assistance with NFIs and school material strongly recommended as it is being cited as one of the 

immediate worries of the affected kids. 
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HEALTH SERVICES 

 

Comments from the caretakers of affected families regarding fear of getting infected of Ebola at the 

PHU may possibly reflect overall reservation in the community towards usage of health facilities 

after Ebola outbreak. Need for further health promotion and encouragement for resuming access 

to health facilities in the communities.  

Majority of EVD survivors suffer from some post-Ebola complications yet only small fraction of them 

is receiving treatment for their ailments (joint pains, eye problems, loss of strength, etc). There is a 

need for more specialised medical assistance to EVD survivors in Koinadugu, and establishing point 

of access closer to their communities would help them overcome the challenge of access to the 

Survivors Clinic in Makeni. Based on the recommendations provided by the survivors the location 

suggested by majority is Kumala.  

Need to address the issue of lack of adequate treatment for the survivors at the PHU level. There is 

still relevant level of fear, bias, misconception and lack of knowledge on the part of PHU staff that can 

be overcome. The special medical needs of the Ebola survivors should be addressed and adequate 

information and training should be provided to PHU staff with the factual medical information and 

knowledge on how to assist 

Need to adequately diagnose and provide necessary treatment for the EVD survivors in Koinadugu 

district, facilitating their access to the specialized health check overcoming transport challenge 

Need to reinforce capacities of Health services at Kumala level to be able to serve to more 

complicated cases in view of inaccessibility of Kabala hospital for majority of population in Nieni due 

to the distance and unaffordable transport costs.  

In regard to pregnant wives of the EVD survivors or pregnant female survivors, the adequate 

sensitisation and education regarding necessary safety measures (ie. delivery at ETC, when required) 

should be provided in adequate manner with proper accompaniment and support organised avoid 

stigma, anxiety and misunderstandings. The provisions should be put in place to ensure that the 

families do not have to cover the burden of travel costs by themselves, as it remains beyond their 

capacity and would be likely the principal reason for which they may ignore the recommendation. 

 

Additional training and sensitization should be provided to hospital and PHU staff in the areas that 

offer health services to survivors to increase the awareness about the virus, what type of safety 

measures are necessary and types of risk, if any attention to survivors could pose. 

Relevant trainings should be provided to the PHU teams, including midwives in regard to attendance 

to pregnant wives of survivors considering potential risks and precautions to be applied.  
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