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The recent Ebola virus disease (EVD) epidemic in the West Afri-
can countries of Guinea, Liberia, and Sierra Leone claimed the lives of slightly
over eleven thousand victims by June 2015. Focusing on Sierra Leone, this article
argues that the Ebola outbreak cannot be divorced from larger and chronic issues
of poverty, economic inequality, and social injustice that have been the bane of
the country’s stunted development in its postcolonial existence since 1961. Draw-
ing on current historical literature on epidemiology in Africa, media reports,
documents from the World Health Organization (WHO) and other international
agencies such as Médicins Sans Frontieres (MSF), and testimonies from Sierra
Leoneans, the article aims to historicize and situate the Ebola epidemic in
Sierra Leone within a wider context of poverty and related issues of economic
inequity and social inequality.

La récente épidémie de maladie a virus Ebola en Afrique de 'Ouest dans
les pays de la Guinée, du Liberia et de la Sierra Leone a causé la mort de plus de
onze milles victimes avant juin 2015. Cet article, qui se penche principalement
sur la Sierra Leone, soutient que Iépidémie du virus Ebola ne peut étre séparé
des probléemes de pauvreté chronique, d’inégalité économique et d’injustice
sociale qui ont freiné le développement du pays depuis son existence postcolo-
niale en 1961. Cet article sappuie sur des rapports historiques actuels concernant
Iépidémiologie en Afrique, sur des comptes rendus des médias, des documents

Copyright © 2018 Michigan State University. Tamba E. M’bayo, “Ebola, Poverty, Economic Inequity
and Social Injustice in Sierra Leone,” Journal of West African History, Vol. 4, Iss. 1 (2018): 99-128. ISSN
2327-1868. All rights reserved.

99

This work originally appeared in Journal of West African History, 4.1, Spring 2018, published by Michigan
State University Press.



100 Tamba E. M’bayo

de I'Organisation Mondiale de la Santé (OMS) et d’autres agences interna-
tionales telles que Médecins sans Frontiéres (MSF), ainsi que des témoignages
de Sierra-léonais pour historiciser et positionner épidémie du virus Ebola en
Sierra-Leone dans le contexte plus large de la pauvreté et des problemes d’inéga-
lité économique et sociale qui lui sont rattachés.

Ebola, Poverty, Economic Inequity and Social Injustice in Sierra Leone

Amongst those most unfortunately situated were those from out of town who lodged
with others in [the capital] Freetown. In a number of cases these people, when they
became sick, were simply turned out onto the streets. As the epidemic progressed it
became apparent that a number of patients were suffering from want of attention
and were dying from insufficient care and treatment, either because all the people in
a house were sick or because the other residents had deserted the patients. In some
cases the patients had been actually turned out to the street by the other occupants
of the house.’

Without any indication of the source from which the above extract was obtained,
most readers would be tempted to think that it describes the recent Ebola virus
disease (EVD) epidemic in Sierra Leone, one of three West African countries,
including Guinea and Liberia, which experienced an outbreak that claimed
the lives of 11,207 victims by the week of June 21, 2015, according to the World
Health Organization (WHO).* Sierra Leone had 3,928 confirmed, probable, and
suspected EVD-related deaths, slightly more than a third of the total number of
recorded mortalities for all three countries. The above excerpt, however, is from a
report by the British colonial administration in Sierra Leone on the 1918 influenza
pandemic, describing its impact on residents of Freetown, a scenario that bears an
uncanny resemblance to what some observers deemed the “new normal” in that
country when the Ebola epidemic showed no sign of ending. Now named Ebola
Makona by epidemiologists, the West African strain is genetically different from
the prototype strain, Ebola Mayinga, which appeared in the former Zaire (now
Democratic Republic of the Congo) in 1976.3 Indeed, the slow response of the
Sierra Leonean government to the Ebola epidemic (just like the British colonial
administration in 1918), the absence of an effective plan of action, and inade-
quate medical personnel and facilities, together with poor infrastructure, raised
troubling questions about poverty, economic inequity, and social injustice in the
country. Still recovering from a vicious civil war (1991-2002) that devoured over
50,000 Sierra Leonean lives, Sierra Leone’s Ebola outbreak exacerbated its post-
conflict reconstruction struggle, highlighting the failure of the country’s leader-
ship in tackling perennial problems of poverty, economic inequality, and social
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FIGURE 1.
Infected Peoples and Deaths from Ebola virus disease.’

injustice, all factors that had contributed to the outburst of the decade-long civil
war.*

In this article, I argue that the Ebola epidemic and its dramatic spread in Sierra
Leone cannot be divorced from the chronic issues of poverty, economic inequity,
and social injustice that have been the bane of the country’s lopsided develop-
ment during its more than half a century of postcolonial existence.® While pov-
erty by itself does not explain the widespread nature of the Ebola epidemic in
any of the three West African countries, the evidence, as Daniel Bausch and Lara
Schwarz observe, suggests that “large hemorrhagic fever virus outbreaks almost
invariably occur in areas in which the economy and public health system have
been decimated from years of civil conflict or failed development.”” Accordingly,
the article aims to demonstrate that Sierra Leone’s endemic poverty, worsened
by years of failed Structural Adjustment Programs (SAPs), financial misman-
agement, a decade-long civil war, and broken infrastructure, made the country
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an ideal setting for Ebola to cause havoc. In the absence of basic facilities such
as toilets, clean water, and proper sanitation for a vast majority of Sierra Leo-
neans, the overall context of mass poverty made poor folks particularly vulnera-
ble during the Ebola outbreak. As it turned out, besides frontline health workers
(including doctors, nurses, and international medical personnel), most victims of
the Ebola epidemic were people living in overcrowded houses, shantytowns, and
impoverished rural communities.

The article draws on current historical literature on epidemiology in Africa,
especially Sierra Leone and West Africa, documents from WHO and other inter-
national organizations such as Médicins Sans Frontiéres (MSF), information from
local health agencies, including the National Ebola Response Center (NERC) and
the Ministry of Health and Sanitation in Sierra Leone, local and international
media reports, and testimonies from Sierra Leoneans to explore the intersection
of diseases, poverty, and related issues of economic inequity and social depriva-
tion. In doing so, I adopt a microhistorical approach to retrace Ebola’s rampaging
diffusion in the country by zooming in on its internal trajectories rather than its
transnational excursions across the Mano-River Union (MRU) states of Guinea
and Liberia.® I am only tangentially concerned about international responses
(action and inaction) to the epidemic to the extent that they help us understand
its domestic dynamics.

The article takes its cue from contemporary studies on epidemiology in Africa,
among them Brooke Gundfest Schoepf’s 1991 study on HIV/AIDS in Central
Africa and Adia Benton and Kim Yi Dionne’s 2014 explanatory article on the
West African Ebola outbreak, which advocate analyses through a social lens that
recognizes the entwined link between political economy and culture.® In addition,
Myron Echenberg, in his study of cholera in Africa since the early nineteenth cen-
tury, asserted, “Cholera may soon become the quintessential twenty-first century
disease: a beneficiary of globalization, and sensitive to the complexities of biodi-
versity and climate change in ways that are only beginning to be understood.”®
Yet, in a perplexing twist Echenberg hardly ever anticipated, Ebola, a disease hith-
erto unknown to the West African countries of Guinea, Liberia, and Sierra Leone,
has now displaced cholera as the quintessential twenty-first century disease.”

The extant body of knowledge on epidemiology in West Africa, produced
mostly by British parasitologists since the early colonial period, reveals a fixation
on tropical diseases, especially malaria and its pathogens, which influenced future
studies by both European and African researchers.” Yet historical studies on infec-
tious epidemics in Sierra Leone have been rare, a void this article strives to help
fill.s In what follows, therefore, I historicize the Ebola epidemic in Sierra Leone
by tracking previous instances of disease outbreaks during the colonial period,
including the influenza pandemic cited above, for a close scrutiny of their internal

This work originally appeared in Journal of West African History, 4.1, Spring 2018, published by Michigan
State University Press.



Ebola, Poverty, Economic Inequity and Social Injustice in Sierra Leone 103

footprints over time. To this end, I concur with Robert Dorit’s recent analysis of
the Ebola outbreak in West Africa emphasizing “geographical circumstances” that
“only made matters worse,” together with “the telling consequences of disrupted
ecologies,” which accelerated the diffusion of the virus.* According to Dorit,

To understand what happened in West Africa, the medical community needs to bring
an ecological perspective to our analysis of infectious disease. This outbreak is part of
a story of breached boundaries—between bats and people, between Méliandou [the
village in southeastern Guinea where the Ebola epidemic originated] and the forest
that surrounded it, and between an intact forest and the fragmented landscape it had
become.”

Dorit’s view echoes a point Echenberg made a little over a decade ago in his study
of the bubonic plague in colonial Senegal, stating that epidemics should not be
understood purely in medical terms that ignore political and socioeconomic fac-
tors. In other words, it is pointless to isolate disease outbreaks from nonbiomed-
ical considerations.” In this context, I take a close look at the political economy,
culture, and ecological factors in Sierra Leone as I situate the Ebola outbreak in a
historical context.

The first part of the article provides a brief survey of the historical literature
on epidemics in Sierra Leone since the colonial period, which places the Ebola
epidemic in the longue durée of disease occurrences in the country. Next, a dis-
cussion of poverty, economic inequity, and social injustice calls attention to
the anomaly that epitomizes Sierra Leone’s postcolonial reality: its rich natural
resources, among them extensive deposits of diamonds, bauxite, gold, iron ore,
and rutile, to name only a few, yet despite these resources, the country is beset by
mass destitution, economic disparity, and social malaise. In the final section, the
article looks at the Ebola outbreak itself, tracing it from Sierra Leone’s first epicen-
ter in the eastern districts of Kailahun and Kenema all the way to Freetown, in the
westernmost part of the country, to demonstrate the close links between political
economy, culture, and ecology, on one hand, and institutional capacity/incapacity
and leadership (or its absence), on the other.

Disease Eruptions and Epidemiological Studies in Sierra Leone

In a talk delivered at the Liverpool Chamber of Commerce on October 3, 1910,
Sir Robert W. Boyce (1863-1911), an English pathologist and hygienist, addressed
yellow fever in West Africa, after returning from a trip to Sierra Leone, which by
the early nineteenth century had gained infamy as the “Whiteman’s Grave” In
Sierra Leone, Boyce explained, yellow fever had been present since 1806, with
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the indigenous people naming it “the disease of the newcomers,” an apparent
reference to repatriated black ex-slaves and English officials who had arrived in
Freetown, the would-be capital of Sierra Leone, since 1787.*® Boyce pointed out
that those who died of yellow fever were often believed to have succumbed to
malaria, a case of mistaken identity because little to nothing was known about
the former disease. Nevertheless, he expressed optimism that with time the high
mortality rate due to the disease would subside as knowledge about it increased
and “people used mosquito nets and exercised greater care in living generally”
Boyce stressed, “Getting rid of the disease would be comparatively easy if they
[the indigenous people] all co-operated, and did not live the matter entirely
to the Government”> The pathologist’s reference to the government underscores
the leadership role expected of the British colonial administration in supervising
disease prevention and control in Sierra Leone (as in its other African colonies).
Yet, how effectively the colonial government performed that responsibility has
been a topic of debate among scholars studying diseases in colonial Sierra Leone
and West Africa in general.”

Leo Spitzer, for example, observes that although scientific knowledge about
malaria had improved by the end of the nineteenth century, the colonial govern-
ment in Sierra Leone was far more concerned about “health segregation” to save
the lives of Europeans than public sanitation to improve the living conditions of
the indigenous people. During that period, Spitzer remarks, “Freetown enjoyed a
well-deserved notoriety for atrocious public sanitation practices. Neither drainage
nor removal of night-soil existed; garbage-filled deep wells and rut abounded.”
Spitzer’s view echoes that of Dr. Ronald Ross (1857-1932) of the Liverpool School
of Tropical Medicine, who had visited Freetown together with other British sci-
entists in 1899 to investigate malaria and similar tropical diseases. In his Memoirs,
Ross remarked that government officials in Freetown saw no need to introduce
public sanitation initiatives aimed at eradicating mosquitoes and their breeding
grounds “until the native population was sufficiently educated.”* Yet, in hindsight,
we know that British colonial education and governance were intertwined to the
extent that there was no urgency on the part of the colonial authorities to edu-
cate the indigenous people en masse, possibly apprehensive that it might arouse
political awareness that could threaten their hold on power. Anyhow, the colonial
state’s apathy toward public sanitation meant residents of Freetown, not to men-
tion those in the interior of the country, remained prone to disease outbreaks due
to unsanitary conditions and inadequate medical facilities and personnel.

Indeed, Dr. Ross, whose main contribution to combating tropical diseases
was his recognition that the anopheles mosquito (Anopheles gambiae, Anopheles
funestus) was a vector of malaria, admitted the lethargic attitude toward erad-
icating the disease in British colonial West Africa. Aware of the health risks in
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Freetown, Ross proposed health and residential segregation as “a mode of prophy-
laxis” to protect Europeans from malaria and similar diseases.> And supported by
the Colonial Office in London and other British officials, Dr. Ross’s recommended
segregation aimed at separating European residential areas from those occupied
by the indigenous inhabitants of Freetown. In 1902, the colonial government initi-
ated health and residential segregation involving the construction of new housing
for Europeans in Hill Station, an area located in the west end of Freetown with an
elevation of at least 750 feet above sea level.” With its higher altitude, Hill Station
was considered an ideal residential space for Europeans given that mosquitoes
were more common in the lower-lying and more populated areas of Freetown
awash with unsanitary conditions. Even so, the Hill Station housing project was a
costlier scheme than cleaning the whole of Freetown at that time.* Besides, Euro-
peans had to work in downtown Freetown where they were exposed to malaria;
and once infected, residing in Hill Station did not make much difference. In other
words, residential segregation was not the most effective solution to the prevailing
health predicament as British colonial officials thought, even as they preferred
protecting their kinfolk to implementing public health plans for all residents of
Freetown irrespective of “race”/skin color.

As Odile Goerg explains, “Residential Segregation in British Africa took its
inspiration directly from India where summer locations, known as ‘Hill Station,
were built in the mountains high above the hot and humid Ganges valley”* The
similarity between the situation in India and Sierra Leone suggests that desig-
nated separate spaces for Europeans and indigenous people was nothing new and
recurred in different regions of the British Empire. In Freetown, though, Europe-
ans were just a minute fraction of its inhabitants, accounting for only 1.6 percent
of the city’s entire population, which the 1911 census put at 34,090.%* Even so, the
colonial authorities aimed to create a mosquito-free zone exclusively for Euro-
pean residents insofar as “the British masters imposed a more strictly divided
vision of urban space, best symbolized by separate residential areas” All told, the
colonial government’s rhetoric about hygiene and sanitation as a facet of its “civ-
ilizing mission” seldom showed compelling evidence of effective policy geared
toward achieving that goal.

In his study of the smallpox and influenza epidemics of 1915-18 in Sierra Leone,
Ismail Rashid casts light on the lapses in the colonial health system: “The colonial
state only became aware of the gravity of the smallpox epidemic in October 1915,
seven months after it had begun [in Karene District in northern Sierra Leone].
Even then, the state had limited medical personnel to deal with the epidemic.>°
Despite the colonial state’s ambition of eradicating diseases such as malaria and
yellow fever as part of its “medicalization project,” inadequate funds and person-
nel weakened its effort to fulfill its public health and sanitation responsibilities.*
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In an attempt to contain an earlier outbreak of smallpox in 1905, for instance,
the colonial administration launched an inoculation campaign for residents of
Freetown and its environs. Yet the campaign was not as successful as the colonial
authorities had anticipated. Hence, Freetown was not completely safe from the
disease by the outbreak of World War I in 1914. Because funds for disease preven-
tion and control fell short of meeting local needs, vast areas in the interior of Sierra
Leone fared worse than Freetown, where most British colonial officials resided.
By the time the smallpox epidemic receded in June 1916, it had claimed 62 lives
in Karene District, where 1,351 cases were recorded.® At the same time, Freetown
experienced 20 deaths out of 110 cases recorded, indicating that the vaccination
campaign in the capital did not guarantee a lower death-per-recorded-case ratio
than Karene, the original epicenter of the smallpox epidemic.” Worse still, the
influenza epidemic that occurred toward the end of World War I wreaked havoc
in Karene District, where “over seventy-five percent of the population caught the
disease and over two thousand people died”*

The colonial governments failure to deal efficiently with disease outbreaks had
much to do with flawed policy initiatives. Festus Coles analysis of British colonial
policy concerning public health in Sierra Leone reveals that successive admin-
istrations did not perform their duties in an effective manner.» By the turn of
the twentieth century, health services in the country catered much more to the
needs of the white expatriate community than to those of the indigenous pop-
ulation. With no long-term public health policy primed, the smallpox epidemic
of 1915-16 and the influenza pandemic of 1918 exposed the inadequacies of the
colonial health system in Sierra Leone. The British colonial reports between 1895
and 1916 Cole drew on for his study reveal that ineffective policy failed to erad-
icate malaria before the smallpox outbreak and influenza pandemic hit the col-
ony and its deficient health services.* In fact recommendations made by some
colonial health officials to improve the deplorable sanitation in Freetown (and
British West Africa in general) had been ignored continually even with mounting
evidence of filth in the city, unclean water supply, poor drainage and recurrent
disease outbreaks that afflicted both humans and domestic animals. By the early
twentieth century, official efforts to rectify the poor sanitation in Freetown by
improving its drainage system had been abandoned due to a shortage of funds.”

The period between the two world wars continued to yield a few studies on dis-
eases in Sierra Leone that built on those carried out earlier in the twentieth cen-
tury. Done mostly by British researchers, the investigations focused on malaria
to not only get a better understanding of its breeding and transmission, but also to
find practical ways of combatting it. In their survey of research on malaria in
Sierra Leone since the early 1900s, M. J. Bockarie, A. A. Gbakima, and G. Barnish
underscore the importance of Freetown as “the centre of malaria field research
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in Africa up to and during the Second World War#* The Alfred Lewis Jones Lab-
oratory, a facility set up in Freetown in 1920 for the Liverpool School of Tropi-
cal Medicine to conduct scientific research on malaria in Sierra Leone, sought
a better “epidemiological picture of the disease and the most effective means of
combatting it”* Led by its first director Professor B. Blacklock, the lab attracted
some of the most renowned epidemiologists from Britain, among them Ronald
Ross, E. E. Austen, and Robert Boyce,* who at one time or the other visited Sierra
Leone. Although the above effort demonstrates a genuine interest in acquiring
more knowledge about malaria, however, anti-malarial efforts for the most part
were confined to Freetown and its vicinity. In contrast, the interior of the coun-
try only witnessed “a few parasitological and entomological surveys”+ Besides,
as Bockarie et al. disclose, “Government anti-mosquito activities continued until
1930 when funds were no longer sufficient to allow such large undertakings;” that
is, “the reconstruction of the stream beds crossing [Freetown] to prevent the for-
mation of breading places [for mosquitoes].’+ In the absence of a sustained effort
by the colonial government to eradicate the hotbeds of mosquitoes in the city, its
inhabitants remained exposed to malarial viruses.

As the Second World War continued in the early 1940s, Freetown’s seaport grew
in importance, thanks to its strategic location on the West African coast. The city
saw the arrival of more British service personnel to boost Britain’s war effort.
On more than one occasion, both crews and troops arriving on board ships that
anchored in the harbor of Freetown were infected with malaria. An investigative
team led by Professor Blacklock found out that not only had ships brought mos-
quitoes to the port, but small boats from the city’s shore also carried mosquitoes
to the ships.# The investigators’ report alerted the colonial administration to the
use of pyrethrum insecticide for spraying public rooms in the ships as well as
the boats that liaised with them from Freetown. This action recorded a dramatic
reduction in the number of malaria cases. Henceforth, it was suggested in official
circles that insecticidal spraying of coastal and nearby village houses would pre-
vent the spread of mosquitoes from the shore to the ships. Still, the effectiveness
of such a measure in the long term had yet to be assessed. Meanwhile, the end of
the Second World War coincided with the closure of the Alfred Lewis Jones Lab,
which a new Malaria Unit replaced to continue the task of malaria control.+

Although historical studies on disease outbreaks in Sierra Leone in the imme-
diate post-World War II period are rare, it is not farfetched to suggest that
the country’s health system did not undergo any significant improvement in the
period leading to independence. Considering the devastating economic impact
of the war on Britain and the rest of Europe, investment in health systems across
Africa was not a priority in the postwar reconstruction programs of European
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countries. On balance, Britain was struggling with its war debt and rebuilding
effort, which compelled it to depend on financial assistance from the United
States to revive its domestic production and bankroll its international trade.®
During that period, the Colonial Office sought to ensure that natural resources
from British colonies assisted Britain's postwar recovery effort. In Sierra Leone,
like other British colonies in Africa, concerns about poor infrastructure gained
little to no attention despite evidence of the need for restoration and improve-
ment. In truth, Sierra Leone’s budget experienced a shortfall that forestalled any
possibility of upgrading its health system. As such, by the time the country gained
independence in 1961 common diseases that had afflicted the people in the past,
among them malaria, yellow fever, cholera, measles, smallpox, chickenpox and
tuberculosis, continued to do so, often with extremely high mortality rates.*

As a spin-off of the recent 2013 Ebola outbreak, studies on diseases in West
Africa have increased steadily as both homegrown and non-West African disease
specialists and scholars seek a more profound understanding of the nature of
Ebola Makona.¥ For some time, the international and local media, organizations
such as WHO and MSE and public health authorities shaped public and aca-
demic understanding of the Ebola epidemic in West Africa. In contrast, academic
studies and the medical literature were slower in casting light on the outbreak.
Still, several researchers, including clinicians and epidemiologists attached to the
American Society of Tropical Medicine and Hygiene (ASTMH), among others,
joined the fight against Ebola from an early stage of the epidemic. Some of the
members of the society, at great personal risk, worked with the team of doctors,
nurses, clinicians, and other health personnel at the frontline as the disease spread
from Guinea to Sierra Leone and Liberia.**

Some studies now emerging on Ebola have not only aimed at unraveling the
“mystery” surrounding the virus itself, but also probing the political, social, eco-
nomic, and cultural underpinnings of the unprecedented human toll the epi-
demic registered.# Mohammed Kanu, for example, identified several steps to be
taken by the government and people of Sierra Leone in order to preempt the
recurrence of yet another human catastrophe in the future: the development of
rapid response strategies to disease outbreak, strengthening data collection pro-
cesses, setting aside a fund for health emergencies, and increasing funding for the
health sector in the national budget, among other suggestions.” Such concerns
resonate with both academic and public debates on the Ebola epidemic in Sierra
Leone, which, I argue, provides a window through which to observe the endemic
poverty, economic inequality, and social injustice successive governments and
political leaders, since independence, have failed to tackle with conviction.
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Poverty, Economic Inequity, and Social Injustice in Postcolonial
Sierra Leone

With a population of 7,092,113, according to its 2015 Population and Housing
Census (PHC),” Sierra Leone possesses vast natural resources including mineral
deposits of bauxite, diamonds, gold, iron ore and rutile, in addition to extensive
farmland and timber reserves. Since the 1930s, the country’s diamond deposits
have attracted foreign migrants from as far as Lebanon, Syria, and India, as well
as neighboring Guinea and Liberia.”* Although diamonds generated significant
revenue for the state, the bulk of the earnings ended up in the coffers of foreign-
dominated companies such as the Sierra Leone Selection Trust (SLST), a De Beers
subsidiary, and, later on, the National Diamond Mining Company (NDMC).5
In truth, even with nationalization, foreign multinational corporations contin-
ued to control the mining industry in Sierra Leone, especially as NDMC sold its
gems directly to De Beers. Moreover, both indigenous and non-Sierra Leonean
diamond dealers frequently engaged in smuggling activities, thereby depriving
the government of much-needed revenue from mining. As its civil war revealed,
Sierra Leone’s postcolonial tenure has been plagued by financial mismanage-
ment, embezzlement, nepotism, graft, and similar failings that set the stage for the
decade-long armed conflict.

Barely a decade after independence in 1961, Sierra Leone began to exhibit signs
of political instability that would not bode well for the country’s future. Alfred
Zack-Williams has described the trend as “the reinforcement of [an] oppressive
state apparatus,” which perpetuated a “network of client-patron relationships” for
the disbursement of state revenue to “placate clients”> Especially during the gov-
ernment of Siaka Stevens (1905-1988) and his All Peoples’ Congress party (APC),
who rose to power after the inconclusive 1967 general elections, state offices
and resources were “patrimonialized . . . along ethno-clientelist and personalist
lines”s* With Steven’s introduction of a de facto one-party system in 1978, opposi-
tion parties were forced to operate underground or live in exile, making it easier
for government excesses to continue unchecked. This only bred mass social and
political discontent among Sierra Leoneans with no affiliation to the ruling APC
government. And the economic hardship triggered by the mismanagement of
state resources affected rural farmers, urban workers, petty traders, and wholesale
merchants, as well as middle-class professionals including university professors,
lawyers, doctors, bankers and engineers. Indeed, most of the country’s population
experienced privation while the ruling elite and their party stalwarts amassed
immense wealth stolen from government funds. The most publicized financial
scandals in Sierra Leone involving high-profiled politicians and civil servants
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dubbed “Vouchergate” and “Squandergate” aroused public indignation due to the
huge sums of money pilfered by government officials entrusted with managing
the country’s affairs.” Although several of those involved, including the country’s
current vice president, Victor Foh, then a civil servant, were dismissed from the
civil service, years later some of the culprits were able to hold public office despite
embezzling government funds earlier. As Zack-Williams points out, “Apart from
a short period when foreign capital entered the mining industry, the economy
continued to decline right through the 1970s and 1980s.”*

By the late 1980s, Sierra Leone, like many other African countries, was going
through a period of reforms initiated by the International Monetary Fund (IMF)
and the World Bank. The policies and mechanism for fiscal changes called
the Structural Adjustment Program (SAP) centered on an “economic model,” the
Washington Consensus, premised on the idea that less government bureaucratic
interference and a free market economy constitute a recipe for economic growth
and “development”® For Sierra Leone, SAP meant not only selling state enter-
prises and floating the national currency, but also reducing public expenditure
(on health services and education, for example) and dismissing thousands of state
employees. And in an extra effort to cut down on state expenditure, the salaries of
government workers not retrenched were frozen. By the early 1990s, the repercus-
sions of the SAP program on Sierra Leoneans was all too obvious as the national
currency plummeted in value and deprived families of their precious little earn-
ings. The mass penury permeated the country’s social fabric. And civil servants
and politicians who indulged in all forms of corruption often rationalized their
fraudulent activities with platitudes about their responsibilities toward large
extended families.*

The deteriorating conditions in Sierra Leone culminated in its civil war in 1991,
a vicious conflict that devastated both the country’s population and its fragile
health system. Not only were more than 50,000 Sierra Leoneans killed during the
fighting, over a million were displaced internally while thousands fled to neigh-
boring Guinea, The Gambia, Ghana, and other West African countries seeking
refuge. The UNHCR’s refugee resettlement program allowed thousands of Sierra
Leonean refugees to migrate to the United States, Canada, England, Germany,
and Australia, among other countries. While large numbers of civilians fled the
country, however, others did not escape the extreme violence unleashed by com-
batants of the rebel forces led by the Revolutionary United Front (RUF) as well
as the Sierra Leone national army—and allied fighters such as the Kamajors, a
civil defense force. In time, the RUF and its international proxies profited from
smuggling and selling diamonds mined in areas under their control in the eastern
part of the country, especially Kono, the heartland of diamond mining in Sierra
Leone. Neighboring Liberia became the main conduit for trafficking “blood
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diamonds” And the income from the sale of the gems funded the purchase of
AK-47 rifles, rocket-propelled grenade launchers (RPGs), and similar com-
bat weapons, which entered Sierra Leone after passing through Libya, Burkina
Faso, and Liberia. Hence, the rebel forces were able to sustain their supplies of
arms and ammunitions, thereby prolonging the war for slightly over a decade. By
the end of the war, Sierra Leone’s health system was in such shambles that interna-
tional agencies had to refurbish hospitals, community health facilities, and reha-
bilitation centers to provide basic services for both civilians and combatants.

The war in Sierra Leone ruined the productive capacity of its economy, which
relied mostly on the exportation of the country’s mineral resources. Thus, eco-
nomic recovery, a major concern for the government in its postwar recon-
struction effort, focused on rebuilding infrastructure damaged during the war
to attract investors. No doubt, reliance on foreign multinational companies in
the mining sector had exposed the fragility of the economy as both capital and
business people fled during the civil war. And because it was difficult to predict
when the war would end, foreign financiers held off from investing in the country
pending tangible evidence of a stable government, sustainable peace and secu-
rity, and infrastructural refurbishment. In the absence of foreign investment, jobs
for ordinary people dwindled to a minimum. Likewise, the unequal distribution
of income and wealth among Sierra Leoneans grew more disproportionate than
ever before as the political and commercial elites exploited the fragile economy
to their advantage. The dire economic situation meant an increasing number of
Sierra Leoneans continued to live below the poverty line.®

In the absence of the rule of law, contempt for civil liberties, and no serious
attention to poverty alleviation, Sierra Leone’s endemic political and adminis-
trative corruption only made matters worse for ordinary folks, most of whom
had felt the brunt of the civil war. Several international agencies, among them
Transparency International, the IMF, and Human Rights Watch, now and again
drew attention to the rampant theft of public funds evident at different strata of
Sierra Leonean society.* Corruption has been a major constraint on the country’s
economic performance insofar as it is rooted in “a perverted practice of natural
resources exploitation,” most times overseen by political leaders and government
officials aided by their foreign associates. In its varied guises—bribery, grafting,
embezzlement, nepotism, and so on—corruption has become a major obstacle
to the redistribution of wealth, and this has condemned most Sierra Leoneans to
living in abject poverty.®® In this context, the suggestion by Jeffrey D. Sachs, P. Col-
lier, and B. Goderis, among others, that greater transparency and accountability
by those in positions of power in public offices stimulates proper management
of resources for the common good of a country’s citizenry has not happened in
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Sierra Leone.” To date, the country continues to manifest the paradox of abun-
dant natural resources but uneven economic growth and productivity.

The ubiquity of diseases, poverty, and hunger allows for the juxtaposition of
conditions in Sierra Leone with those of other fragile countries the world over. In
his study of Haiti and its dysfunctional health system, Paul Farmer’s ethnographic
attention to the voices of the poor reminds us about global structures that create
“structural violence” and its resultant suffering for impoverished communities.*
Farmer, indeed, makes a compelling case:

Poverty is not some accident of nature but the result of historically given and eco-
nomically driven forces. Human beings constitute the social world, and we will
always shape it. Understanding poverty and inequality requires multiple disciplines:
economics, law, sociology, anthropology, epidemiology, and so forth. Most of all, it
requires listening to those most affected by poverty, which is to say the poor and
otherwise marginalized.®

Especially for the purposes of this study, in exploring the intertwined links
between poverty, illness, and hunger, Farmer remains concerned with the voices
and struggles of the poor and the need to pay more attention to them. This
approach makes it possible to situate Sierra Leone in a wider milieu of indigent
nations and botched development that generates conditions for underprivileged
people to remain susceptible to disease outbreaks.

Although Paul Richards’ Ebola: How a People’s Science Helped End an Epidemic
makes a compelling case for the efficacy of indigenous knowledge in helping
to end the Ebola epidemic in Sierra Leone, his contention that “Ebola is less a
disease of poverty than a disease of ignorance” is overstated and difficult to sus-
tain to its logical conclusion.” Is it any coincidence that the EVD found fertile
ground in unsanitary and overcrowded dwellings in urban areas and impov-
erished rural villages and towns in Sierra Leone? During his 2014 tour of duty
in West Africa, Magdy Martinez-Solimdn, Assistant Administrator and Director,
Bureau for Policy and Programme Support, UNDP, made a poignant assessment
of the situation:

Everywhere this disease strikes, it is the poorest, living their difficult and deprived
lives in Africa’s slums—often among animals, garbage and fumes—who are most
vulnerable to this disease. Many of the political leaders I met during this trip cited
poverty as the cause of the disease’s spread, and economic recovery as the most
pressing need for a long term solution, together with the emergency response to the
epidemic.”

In hindsight, then, a more sustainable version of Richards’ argument would have
been that Ebola is as much a disease of poverty as it is a disease of ignorance.
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To be sure, notwithstanding its rich natural resources, life expectancy in Sierra
Leone today is only 49.3 years for men and 50.8 years for women (2015); the aver-
age of 50.1 years ranks the country among the lowest in the world.”? In contrast,
neighboring Guinea life expectancy is an average of 59.0 years (2015), whereas
that of Liberia is 61.4 years (2012).” Before its civil war, Sierra Leone’s health-care
system depended largely on foreign aid from international organizations such as
WHO and UNICEF and international NGOs like Save the Children to under-
write various health programs and facilities. And before the Ebola outbreak, “the
proportion of the total government budget allocated to health increased from
7.4% in 2012 to 11.2% in 2014.7* The increase, however, fell short of the goal set
by the Abuja Declaration of April 2001, when the countries of the African Union
(AU) pledged to allocate at least 15% of their annual budget to improve the health
sector. Hampered by inadequately trained medical personnel mostly concen-
trated in Freetown and its suburbs, unsanitary conditions, lack of information,
and mass illiteracy, Sierra Leone’s health system remained mostly dysfunctional.
Thus, across the country, common diseases such as cholera and malaria created a
high-risk situation with high mortality among both children and adults. It is not
surprising that well before the Ebola epidemic the WHO and UNICEF consis-
tently ranked Sierra Leone among the countries with the top three highest infant
mortality rates in the world.” With the prevailing conditions in the health system
showing no signs of improvement over the years, Sierra Leone could not have
been in a more vulnerable state than when the EVD struck.

Ebola’s Deadly Journey: From Kailahun to Freetown

In late December 2013, the Ebola virus started its lethal journey from the village of
Méliandou in southeastern Guinea, penetrating the porous Guinea-Sierra Leone
border into Sierra Leone’s easternmost district of Kailahun. Notwithstanding the
proximity of the index case’s village to the border area and the rising death toll
from Ebola in Guinea, however, government officials in Sierra Leone foresaw no
immediate national health threat and did nothing to limit its spread. Despite the
potential danger of the virus mushrooming in Sierra Leone (and Liberia), Presi-
dent Ernest Bai Koroma of Sierra Leone and health officials ignored emergency
measures such as stricter border control and monitoring of travelers from both
Guinea and Liberia. In hindsight, this, at least, could have slowed down the pace
at which the virus spread into the eastern countryside. Chernoh Bah sums up
the inaction of the Sierra Leonean leadership, a factor that aided the infectiv-
ity of the Ebola virus: “The government’s lack of response translated into a state
of denial of the outbreak, while local journalists and civil society mounted a
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sustained campaign of pressure calling for an all-out national response to stop
the outbreak. Newspapers decried the government’s inaction; it appeared the out-
break was not a priority on the national agenda””® In the absence of stricter con-
trol to restrict cross-border traveling, it was only a matter of time before Ebola
would make incursions into Sierra Leone (and Liberia). Indeed, as Dorit observes,

The history and cultural practices of the region mattered far more than national
borders: People traveled to and fro according to a carefully prescribed set of social
arrangements. Many of the human movements that enabled the initial outbreak
reflected established family and commercial ties within the Kissi-speaking peoples
of the area, setting the stage for the early phases of the epidemic.””

In May 2014, health officials in Sierra Leone confirmed the first Ebola case in
the country’® Once the virus hit Kailahun District, it did not take long before
spreading across the easternmost district, eventually arriving in the town of Ken-
ema, in neighboring Kenema District, where a Lassa Fever Treatment Center and
Laboratory headed by U.S. military personnel and researchers from Tulane Uni-
versity had existed since 2004.” Kailahun and Kenema districts would become
Sierra Leone’s first epicenter of the Ebola epidemic. In Kailahun, Médecins Sans
Frontiéres (MSF) responded by launching an Ebola Treatment Center. The Inter-
national Federation of Red Cross and the Red Crescent Societies (IFRC) also
opened an Ebola Treatment Center in the outskirts of Kenema in September
2014.% By July, though, the Ebola ward at the Kenema Government Hospital was
dealing with more than 100 Ebola-afflicted patients. Headed by Sierra Leone’s
leading virologist at the time, Dr. Sheikh Umarr Khan, the Kenema hospital
became an overcrowded “combat zone,” where a besieged number of doctors and
nurses battled daily to save lives while putting their own at great risk. On July 29,
Dr. Khan himself died of Ebola, having contracted the virus while caring for his
numerous patients.®

Until Dr. Khan’s death, about three months after the first reported Ebola case
in the country, the Sierra Leone government had adopted no emergency mea-
sures to prevent the virus from spreading even with the rapidly rising number of
casualties.®? A day after Dr. Khan passed, however, President Koroma declared a
state of public health emergency in a televised broadcast. In his address, the pres-
ident admitted: “Extraordinary challenges require extraordinary measures. The
Ebola virus disease poses an extraordinary challenge to our nation. . . . I hereby
proclaim a state of public emergency to enable us to take a more robust approach
to deal with the Ebola outbreak” Among the measures outlined in the health
emergency were travel restrictions and a ban on public gatherings. Forcible quar-
antines and curfews also followed in the aftermath of the emergency. Meanwhile
critics were quick to point out the length of time that had elapsed before the
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emergency was declared even as EVD-related deaths had been rising exponen-
tially since the country’s first case in May.*

In Kenema District, a peak number of confirmed Ebola cases among health-
care workers was recorded in August 2014. The 65 cases of health-care workers,
mostly at the Kenema Government Hospital, made up 12.9 percent of all con-
firmed Ebola cases in the district.® Realizing the gravity of the situation, the
Ministry of Health and Sanitation, in consultation with the WHO and MSE
responded by “implementing infection prevention and control measures”*
Henceforth standard operating procedures were to include “patient isolation and
safe burials; recruiting and training staff in infection prevention and control;
procuring needed commodities and equipment, including personal protective
equipment and vehicles for safe transport of Ebola patients and corpses; . . . [and]
monitoring and evaluating infection prevention and control practices”” By then,
it was obvious that the Ebola epidemic in Sierra Leone (as well as in Guinea and
Liberia) had to be treated with the utmost urgency before it could engulf the
whole country (and, possibly, the subregion).

B 3065 cases
B 20-39 cases
B 5-19 cases

O 1-4cases

0 cases
Numbers in districts are:

‘Number of confimed | Confirmed Ebola cases in HOWs
Ebolacases in HOWs | as'% of all confirmed cases

FIGURE 2.

Number of Laboratory-confirmed Ebola Virus Disease (Ebola) in Health-Care
Workers (HCWSs) and Confirmed Ebola Cases in HCWs as a Percentage of All
Confirmed Cases, by District—Sierra Leone, May-October, 2014.
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Amid all the chaos and frenetic efforts to bring the Ebola epidemic under
control, however, nurses, auxiliary health-care workers, grave diggers, and burial
teams had to resort to strike action in order to receive their weekly “hazard pay”
of $115.* In an interview in Freetown with an Ebola survivor who was a staff
welfare nurse at the Kenema Government Hospital during the epidemic, Mary
Massaquoi revealed that she contracted the virus after taking care of two other
nurses who died of Ebola.*° Yet she continued to work at the hospital even though
her hazard pay was withheld for more than three months. And when the nurses
went on strike for their salaries, they were threatened that they would lose their
jobs. Mary informed me that after she fell sick, all her personal belongings had
to be destroyed. However, the compensation she received did not cover the
cost of her lost property. Moreover, after she recovered from the EVD and was
declared Ebola-free by the Ebola Treatment Center, she was laid off and never
employed again as a nurse. Today, Mary is still hoping to continue her nursing
career if she could be employed.”

The WHO Ebola Response Team explained that the unprecedented scale of
the EVD in West Africa was due to “the attributes of the affected populations
and because control efforts [had] been insufficient to halt the spread of the infec-
tion.”?* Sharing a view similar to that of Dorit expressed above, the WHO team
further observed: “The populations of Guinea, Liberia, and Sierra Leone are
highly interconnected, with much cross-border traffic at the epicenter and rel-
atively easy connections by road between rural towns and villages and between
densely populated national capitals”* Especially in Sierra Leone, the relative ease
with which farmers, traders, merchants, diamond dealers/smugglers, security per-
sonnel and health-care workers, among others, travel daily by road from the east
of the country to Freetown, the capital, in the west, showed all the hallmarks of
an epidemic tragedy awaiting explosion. Even with countless checkpoints, where
policemen often ask drivers and passengers for cash/bribe, traveling across the
country does not come at great cost. Thus, the movement of people and goods
tends to be constant even during the rainy season (June-November) when the
condition of roads deteriorates.

By September 2014, the Ebola virus had arrived in the western area, where
Freetown is located, about four months after crossing the border with Guinea in
the east. When Freetown took over as the epicenter, areas such as Kroo Bay, the
sprawling slum in the west-central part of Freetown, became a hot spot of Ebola.
The massively congested and poverty-stricken shantytown, where people live in
makeshift shacks without proper toilet facilities, tap water, electricity and basic
knowledge of hygiene, was an ideal habitat for Ebola to fester and decimate its
victims. Spaces like this were prone to the Ebola virus because of the unsani-
tary conditions that typify poor neighborhoods in the city. Similar ghetto-like
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settlements exist along the waterfront in the east end of Freetown, where the city’s
quay and its neighborhood have long been notorious for poor housing, diseases,
and all sorts of vices including drug and alcohol abuse, theft, and prostitution.
Direct human contact is difficult to avoid as people walk in tight alleys strewn
with excrement, urine, and garbage to go out daily in search of food and other
necessities of life for their families.

Between September and December, the number of Ebola cases reported in the
western area rose exponentially from 75 to 2,766, data that officials found trou-
bling given Freetown’s high population density and its inadequate health facili-
ties.” The government opened new “holding centers” in the city, where Ebola tests
were conducted and results verified. In the outskirts of Freetown, in Hastings, an
Ebola Treatment Center became a zone of convergence for doctors, nurses, and
other health-care personnel battling to contain the rapidly rising number of
Ebola-infected patients. Likewise, the Kerry Town Ebola Treatment Center
located on the Peninsula highway after Waterloo in the eastern outskirts of Free-
town, which I visited while in Sierra Leone, was among the busiest facilities at the

FIGURE 3.
An Alley in Kroo Bay in West-central Freetown, Sierra Leone.%*
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height of the Ebola outbreak.>® Assessing Freetown’s vulnerability to the Ebola
epidemic, Amy Maxmen explains:

Like many developing world cities, Freetown—population 941,000, the largest city
in Sierra Leone—lacks the infrastructure to support its impoverished populace,
making it prone to tragedy, whether through pestilence, violence, or natural disaster.
Despite its congestion, Freetown continues to attract people who come in search of
work, school, and the mere promise of electricity [even with frequent power cuts]. It’s
no coincidence that typhoid and cholera regularly plague Freetown and that Sierra
Leone’s civil war climaxed in the city with horrific bloodshed.”

Indeed, since the country’s civil war ended in 2002 Freetown’s population has
been increasing rapidly, making the capital, especially its shantytowns, a fertile
ground for infectious diseases. And when I visited Freetown between June 14 and
August 13, 2016, to conduct interviews with Ebola survivors, I found a city that
is not only overcrowded with houses and shacks built precariously on its hills,
but also prone to massive soil erosion and mudslides whenever it rains. With
no proper drainage system to channel the runoft water, low-lying areas such as
Kroo Bay and King Jimmy continue to experience flooding with every torren-
tial downpour. With the health system in Sierra Leone in shambles well before
the Ebola outbreak, it was no surprise that ill-equipped hospitals in Freetown
could not manage the epidemic. Indeed, ambulances were in short supply, but
patients who managed to find their way to hospitals were often turned away.*®
Significantly, for the purposes of this article, among the twenty-eight Ebola survi-
vors I interviewed in Freetown and Kambia (a town close to the northern border
with Guinea), three were former health workers—a nurse, a nurse-aide, and a
laboratory technician. The rest of the interviewees, like the majority of Ebola vic-
tims in the country, were low-income earners including hawkers, market women,
farmers, and students, as well as unemployed men and women. Most of them live
in overcrowded residential areas in Freetown and destitute rural communities in
Kambia, where housing is no better than in poverty-stricken areas of the capital
city.*

Conclusion

A major concern of this article has been to situate the 2014 Ebola outbreak in
Sierra Leone within a larger context of poverty, economic inequity, and social
injustice. In so doing, I chose to historicize disease outbreaks in the country by
taking into account antecedents since the colonial period. The historical litera-
ture on epidemiology in Sierra Leone and the rest of British colonial West Africa
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FIGURE 4.
Graves of Ebola Victims at Paloko Road Cemetery, Waterloo, in the Eastern
Suburb of Freetown, Sierra Leone.*®

reveals that the poor state of the country’s health system is anything but new.
British colonial authorities in Sierra Leone, notwithstanding their medicalization
project, did not run an efficient health system. Policies aimed at improving sani-
tation in Freetown most times were designed to cater to the needs of Europeans
at the expense of the indigenous population. The smallpox epidemic of 1915 and
the influenza pandemic of 1918 exposed the shortcomings of the country’s health
system and the policies of the British colonial authorities.

Even with occasional attempts to improve health facilities in Sierra Leone, the
postindependence period continued to show signs of a fragile system unable to
cope with the demands of an increasing population in spite of the country’s valu-
able natural resources. Long before its brutal civil war in the 1990s, which only
inflicted more damage on a deficient health system, the warning signs of a serious
health crisis had surfaced now and again during the 1980s as a poor-performing
economy struggled under a series of IMF structural adjustment programs
deployed by the government. Bedeviled by indifferent political leadership, poor
administrative planning, defective infrastructure, inadequate medical personnel,
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and corruption, among other problems, the country’s current health crisis mir-
rors its political economy, cultural practices, and ecological conditions in many
ways. In hindsight, the devastating impact of the Ebola epidemic confirmed a
trend—that is, the poor state of Sierra Leone’s health system—with a long history
dating back to the colonial period. It is significant that the Ebola outbreak opened
a window through which to see years of endemic poverty, economic inequity, and
social injustice in a country with precious mineral and other natural resources,
yet plagued by rampant corruption and myopic leadership, a potent concoction
for subverting efforts to redress the problems discussed in this article.
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