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Abstract 

Aims: The West African Ebola Virus Disease (EVD) outbreak of 2014-2016 was the most disastrous EVD epidemic in 
history. During this outbreak, many disease control measures ranging from health communication to safe burial 
practices faced resistance, hindering control of the virus. Using a qualitative systematic review method, we aimed to 
investigate the latter phenomenon, whilst also providing unique theoretical insights which could help inform future 
responses to EVD outbreaks.  

Methods: Following both Cochrane and Preferred Reporting Items for Systematic reviews and Meta-Analyses 
(PRISMA) guidance related to systematic searching and sorting, five key databases were searched between May 2021 
and February 2022 for peer-reviewed published qualitative literature centred on the outbreak (Medline, Embase, 
PubMed, Scopus and Cumulative Index of Nursing and Allied Health Literature (CINAHL)), with 412 papers being 
collected. In supplementing the database searches, up until April 2022 handsearching was also conducted. Following 
abstract and full text screening by multiple reviewers, 35 papers were identified for inclusion. In determining study 
rigour, the Critical Appraisal Skills Programme (CASP) checklist was used, after which data was extracted and 
thematically coded. Coded data was then synthesised in accordance with the protocol set out by Thomas and Hardon.              

Findings: Regarding geographical context, most fieldwork underpinning included studies was conducted within 
Western Urban Area in Sierra Leone, suggesting that some geographical discrepancy exists within the literature base. 
Study quality was generally good, although some issues were identified regarding researcher reflexivity, ethical 
procedures and data analysis. Following thematic synthesis, it was found that beliefs and/or practices relating to 
distrust, fear, socio-cultural considerations and denial hindered engagement with control measures. By contrast, 
experiencing the virus first-hand and engaging with survivors prompted the uptake of such measures. Building from 
these findings, we then proposed an amendment to Barry Hewlett’s Evolutionary Cultural Anthropology (ECA) 
framework, shedding light on the determinants of such beliefs and/or practices.  

Conclusion: Our review provides a systematic mapping of which beliefs and/or practices either promoted or hindered 
response efforts during the outbreak, as well as an authentic and holistic way of understanding why such beliefs 
and/or practices emerged, by synthesising Hewlett’s ECA framework with our findings. Drawing on our cross-
contextual analysis, health professionals throughout West Africa and beyond could use this work in further reflecting 
on and guiding the implementation of control measures prior or during future EVD outbreaks. 

Key Words: ebola virus disease; communicable disease control; health seeking behaviour; evolutionary cultural 
anthropology; bio-social analysis.         

Background and aims 
The 2014-2016 West African Ebola Virus Disease 

epidemic (caused by Ebola Zaire strain; hereafter 
referred to as EVD) was one of the worst outbreaks of 
the 21st century. Never before had EVD spread so 
aggressively over such a vast geographical area [1], as 
historically the virus usually appeared in remote areas 
throughout the central African equatorial forest block 
[2]. The index case originated from a Guinean village 
following the death of a young child exhibiting typical 

symptoms associated with viral haemorrhagic fevers 
in December 2013 [3]. By July 2014, the virus had 
spread to Liberia and Sierra Leone [4], being 
transmitted at an unprecedented rate. From the initial 
cases recorded between December 2013 and 
September 2014, 4,507 confirmed/probable cases 
were reported to the World Health Organisation 
(WHO) [5]. By the end of the outbreak, over 11,000 
people died as a direct consequence of EVD, although 
this figure does not take into consideration the 
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additional death toll associated with the wider 
disruption caused by the virus [1].   

Many suggestions have been put forward in 
explaining why the virus spread so aggressively, 
especially compared to previously more contained 
outbreaks. Médécins Sans Frontières (MSF) argued 
that passivity and the reluctance to act both within and 
outside the West African context provided time for 
complex chains of transmission to develop [1]. Others 
highlighted the key role cultural practices, poor health 
infrastructure and political corruption had in 
spreading EVD [6, 7]. Although an account of all the 
factors involved is beyond the scope of this review, we 
focused on one particular aspect of the outbreak, 
namely the interconnection between beliefs and/or 
practices and control measures used (such as health 
promotion or safe burial initiatives). More specifically, 
the focus was on the wider effects that cultural, 
biological, ecological, and political forces had in terms 
of influencing engagement with disease control. 
Taking such a holistic approach ensured that wider 
ecological factors (such as resources and political 
corruption) were not belittled at the expense of more 
common and clichéd explanations (i.e. 
overemphasising the role cultural traditions had in 
spreading EVD) [8]. 

 In investigating such an interconnection, it is 
important to outline a key theoretical paradigm which 
played a critical role in interpreting our findings. 
Building from the wider ‘ecological’ wave in public 
health promotion [9], we decided to adopt Barry 
Hewlett’s Evolutionary Cultural Anthropology (ECA) 
approach, which centres on the interconnectivity 
between social and cultural factors that shape EVD 
outbreaks [10]. ECA itself consists of a few different 
components, which include cultural considerations 
(burial practices), culturally constructed niches 
(gendered caring roles), ecological factors (proximity 
to bush-meat) and human biology/nature (fear) [10]. 
Being a triangulated framework, each component has 
an interactive role which affects the other factors, 
ultimately shaping behaviour.   

More recently, such anthropological frameworks, 
which tend to frame human behaviour through socio-
cultural paradigms, have been acknowledged as 
having a crucial role in global health emergencies [11]. 
Having said that, Hewlett’s theoretical framework was 
specifically chosen due to its compatibility with the 
conceptual orientation of this project, as his previous 
work underpinned the very design of this review [12]. 
Accordingly, we decided to investigate how his most 
recent theoretical contribution (ECA) could be used in 
interpreting findings from empirical work conducted 
throughout the West African EVD outbreak – an 
approach which has not yet been pursued. 
Consequently, in terms of implications for this review, 
we sought to answer two critical questions. First, what 
role did certain beliefs and/or practices, held by the 
general public in Sierra Leone, Liberia, and Guinea, 
play in either hindering or promoting disease control 

during the outbreak? Second, building from our 
findings, if required how could Hewlett’s framework 
be improved? 

Although some reviews have touched on similar 
themes, especially in terms of EVD and qualitative 
research more broadly [13-15], to the best of our 
knowledge no qualitative synthesis, which specifically 
provides both theoretical and practical insights into 
disease control dynamics observed during the West 
African EVD outbreak, currently exists. Therefore, we 
aimed to address this gap by adopting a qualitative 
evidence synthesis method in relation to answering 
the two abovementioned critical research questions.   
 
Methods 

Authors TB and NRC were involved in the review 
design, which was developed based on guidance set 
out by both Cochrane and Preferred Reporting Items 
for Systematic reviews and Meta-Analyses (PRISMA) 
[16] (supplementary file 1). Additionally, inclusion and 
exclusion criteria were devised via a Population, 
Interest and Context (PICo) protocol (supplementary 
file 2) [17]. In terms of our research questions, such a 
protocol was more suitable for the qualitative 
orientation of our review, compared to more 
quantitative protocols [18]. The population and 
context in our review consisted of people living (the 
general public) in West Africa during the outbreak. 
The interest was thematically identifying which beliefs 
and/or practices either hindered or promoted disease 
control. 

Importantly, we only focused on countries which 
experienced widespread transmission during the 
outbreak (Liberia, Guinea and Sierra Leone) – as 
determined by the Centres of Disease Control and 
Prevention (CDC) in terms of suspected, probable and 
confirmed infection rates [4]. Furthermore, only 
published peer-reviewed articles written in English 
and conducted during or after the outbreak from the 
perspective of the general public were included. We 
adopted the CDC timeline beginning in 2014, which 
coincides with the formal outbreak declaration set out 
by the WHO on 23rd March 2014 [4]. Table 1 outlines 
all inclusion/exclusion criteria used within this 
review. It should also be noted that due to time 
constraints, this review was not registered via the 
International Prospective Register of Systematic 
Reviews (PROSPERO) in health and social care. As 
such, there is no initial published protocol for this 
review. However, we followed established protocol as 
outlined by Cochrane and PRISMA guidance as well as 
qualitative-specific systematic review guidance [17].           

Database selection and search strategy 
development was an iterative process. Rather than 
adopting purposive sampling techniques, a 
comprehensive approach was taken [19]. Originally, 
five electronic databases were searched from May to 
June 2021. These included Medline (Ovid), Embase 
(Ovid), PubMed, Scopus and Cumulative Index of 
Nursing and Allied Health Literature (CINAHL). 
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Table 2 outlines the search strategy used within the 
latter databases (see supplementary file 3 for a more 
extensive list). Minor variations were made where 
controlled vocabulary could not be utilised (i.e., 
Scopus). During the analysis and write up of the 
synthesis, the databases were searched again 
(February 2022) to ensure our work was as up to date 
as possible. This also included hand/citation 
searching which was continually conducted up until 
April 2022. 

The screening process involved both abstract and 
full text screening. Authors TB and VW were involved 
in the double-blind abstract screening process, after 
which a consensus meeting (mediated by NRC) was 

held to discuss any disagreement. Between TB and 
VW, there were no major disagreements between 
included/excluded studies. Following this, TB 
conducted full text screening. Included studies were 
then checked for quality by TB using a variation of the 
Critical Appraisal Skills Programme (CASP) checklist 
(supplementary file 4). After critical appraisal, both 
study characteristics and data (first and second order 
participant/author constructs) were thematically 
extracted (supplementary file 5) by TB, after which 
thematic analysis and synthesis was conducted with 
NVivo 12 in line with the protocol set out by Thomas 
and Hardon [20].

 
Table 1.  Inclusion and exclusion criteria used in this review 

Criteria: Justification: 
1) The publication must be in English. Due to the size of the review team, we do not have the resources to translate papers. 

2) The paper must contain primary or 
secondary research. 

As this review is centered on the experiences of those who lived through the West 
African outbreak, only publications that involve primary/secondary research can 
be used in answering the set research questions. 

3) The research must have been 
conducted during or after the 
outbreak within west African 
countries that experienced 
widespread EVD transmission. 

Including research outside of this parameter would undermine the PICo 
framework, and thus would be irrelevant in answering our research questions. 
Further, this parameter was set based on the CDC and WHO timeline of events. 
Therefore, data collection had to begin after 1st January 2014, and had to have been 
conducted in either Sierra Leone, Guinea or Liberia.  

4) A qualitative approach to data 
collection/analysis must have been 
used. 

This is a qualitative systematic review, so any research that only included 
quantitative methods cannot be included. However, mixed method studies were 
included. 

5) The sample must include people 
from the general population and not 
just healthcare workers. 

This review is focused on the experiences of the general public during the 
outbreak. Thus, ideal studies for this review would include a sample primarily 
including members of the general public. However, exceptions can be made for 
ambiguous community centered roles (i.e., community liaison officers). Some 
studies however only focused on the views of healthcare workers – these were 
excluded. Unless otherwise stated, primary quotes (constructs) used in the 
synthesis are from members of the general public and not healthcare 
professionals.     

6) Full text Portable Document Format 
(pdf) of the study had to be available. 

If the publication could not be accessed either through Google Scholar or the 
University of Glasgow’s library service, it was excluded. 

7) Must be a published journal article. Due to the size of the review team and time constraints, it would not be feasible to 
synthesise all white and grey literature. Therefore, only published peer-reviewed 
papers were included. 

 
Table 2. Search strategy used (example from Medline) 

N. Search line  

1. Hemorrhagic Fever, Ebola/ 

2. (ebola or ebolavirus).ti,ab. 
3. 1 OR 2 
4. exp Health Promotion/ or exp Health Behavior/ or exp Communicable Disease Control/ or exp Community 

Participation/ 
5. (Health Promot* or Health Behavior* or Health Behaviour* or Disease Control* or Community Engagement).ti,ab. 
6. 4 OR 5 
7. exp Culture/ or exp Health Knowledge, Attitudes, Practice/ or exp Attitude to Health/ or exp Anthropology, Cultural/ 
8. (Cultur* or Health Knowledge or Attitud* or Perceptio* or Belief or Beliefs or Denial* or Denying or Deny).ti,ab. 
9. 7 OR 8 
10. exp Qualitative Research/ 
11. (focus group* or interview* or participant observation* or case stud* or survey* or questionnaire* or secondary analy* 

or secondary research or ethnograph*).ti,ab. 
12. 10 OR 11 
13.  3 AND 6 AND 9 AND 12  
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Table 3. List of districts and countries covered by included studies 

 
Country  Regional districts 

researched: 
No. of studies conducted 

in region: 
Researched in: 

Sierra Leone 
 

Western Urban 10 [25], [27], [28-31], [32], [33], [34], [35]  
Kambia 7 [36], [37], [30], [38], [32], [33], [39] 
Bo 7 [22], [40], [41], [42], [34], [43], [44] 
Port Loko 6 [21], [27], [29], [30], [38], [32]  
Moyamba 6 [40], [45], [30], [32], [46], [42] 
Western Rural 4 [29], [30], [32], [33] 
Kono 4 [30], [38], [32], [33] 
Tonkolili 4 [28], [29], [38], [33] 
Kenema 4 [40], [41], [47], [35] 
Bombali 3 [29], [31], [33] 
Koinadugu 2 [27], [45] 
Kailahun 1 [48] 
Pujehun 1 [40] 

Guinea 
 

Région de Nzérékoré 3 [24], [49], [50] 
Région de Conakry 2 [50], [51] 
Région de Kindia 3 [23], [50], [51] 
Région de Labé 1 [50] 
Région de Faranah 1 [50] 

Liberia  
 

Montserrado County 7 [43, 44, 52-56] 
Lofa 1 [55] 
Margibi 1 [55] 
Grand Cape Mount 1 [56] 

 
 

Results 
Overall, 35 studies were included, with 24 obtained 

via systematic searching and 11 through hand/citation 
searching (Figure 1). Excluded papers failed to pass 
either our abstract (n=231) or secondary (n=24) 
screening criteria. For instance, some papers did not 
include a sample which involved members of the 
general public. Additionally, others could not be 
accessed electronically and were therefore excluded 
(supplementary file 6). 

Geographical distribution varied, with most of the 
included studies stemming from Sierra Leone (n=23). 
Five were conducted in Guinea and seven in Liberia. 
Evidently, one key finding of this review is that the 
majority of qualitative literature originates from 
Western Urban Area, Sierra Leone. Table 3 outlines 
the geographical nature of all included studies. 
Regarding research design, numerous approaches 
were adopted. Case studies and rapid qualitative 
evaluations were frequently used, especially in terms 
of examining the association between health seeking 
behaviour and disease control [21, 22]. Cross-sectional 
approaches which focused on providing a snapshot 
within a specific geographical locale were also 
common [23]. Although not as prevalent, some 
ethnographic studies were also identified [24]. 
Likewise, in some instances, reference was made to a 
specific theoretical approach underpinning design 
[25].     

Every included study utilised at least one type of 
qualitative method (Table 4), with interviews (n=30), 
focus groups (n=23) and observational techniques 

(n=8) being the most popular. Some also opted for a 
mixed-method approach, utilising both qualitative 
and quantitative methods (n=4). Moreover, most 
studies triangulated between different data sources, 
gathering perspectives from different social groups 
like volunteers and community members. Only one 
opted for a more homogeneous approach, drawing 
from only one specific social group characteristic (i.e., 
community leaders) (n=1).    
 
Quality of included studies  
Quality of included studies was generally good, with 
the main issue being a lack of reflexivity. This is a key 
aspect to increasing the credibility of qualitative work, 
in which the researcher critically reflects upon their 
role in shaping the research project [57]; thus, this 
finding was problematic. Further, in some instances 
the process of data analysis clearly lacked detail, 
making it difficult to discern how rigorous the process 
was. Most concerningly, ethical approval for certain 
projects was not sought because primary data 
collection was considered to be part of a ‘broader 
disease response’ [49]. Taking these issues into 
consideration, it must be noted that this research was 
conducted in an unprecedented emergency with the 
main focus being on acute disease response where it 
may not have been possible to gain timely academic 
research ethics approval. Yet, future researchers must 
ensure rigorous analysis, quality and ethical protocols 
are still followed whenever conducting fieldwork in 
similar circumstances, in ensuring the best possible 
evidence informs practice.  
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Figure 1. Results of systematic searching, PRISMA 2020 flow diagram for systematic reviews [26] 
 

 
 

Table 4. Types of qualitative methods used in all studies 
 

Method Used in: 
Interviews (n = 30) [21, 23-25, 27-31, 33-37, 39, 40, 42-52, 54-56]  

Focus groups (n = 23) [21, 22, 24, 25, 27, 29, 31-33, 36, 38, 39, 41, 42, 45, 47, 49, 51-56] 

Observations (participatory research) (n = 8) [21, 23, 37, 39, 40, 49, 51, 53]  

Informal discussions (n = 4) [33, 40, 46, 54] 

Field notes (n = 2)  [28, 53]  

Secondary/desk based (n = 3)i [23, 50, 54] 

Questionnaire (n = 1) [21] 

Mixed method (n = 4) [30, 33, 45, 48] 

 
 

Table 5. Summary of themes generated via thematic synthesis 
 

 
 
 

 
Main Themes 

 
Sub-Themes 

 
Thematic/definitive example 

Beliefs/practices 
that hindered 
disease control 

1. Distrust of 
healthcare  

a. Pre-existing 
climate of 
distrust 

“A lot do not trust the medical people” [31] 

2. Denial and 
disbelief  

/ “At first I did not believe in Ebola. Yes. Never. I didn’t 
like talking about Ebola at first. When me and my friends 
gathered talking of Ebola, I just walked off saying, ‘I’m 
not party to this, because Ebola is not real” [28]  

3. Fear of 
healthcare 

a. Never to return “So, people decided ‘well, let me die in my room.’ 
Because most people when they go [to the hospital], they 
will never come again” [25] 
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b. Body and blood 
takers 

“[They] are telling lies that [the vaccine] is Ebola, [it is 
here] to capture people, draw their blood, put it into a 
container and take it out. You see? They said they saw a 
lot of containers full of blood at the Airport, so that 
caused more fear” [39] 

4. Socio-cultural 
considerations 

a. Burial practices: 
tensions with 
responders 

“They were disrespecting the dead who were not buried 
properly, and I hated them for that reason” [47]  

b. Duty of care “It will be impossible that my child or husband is sick, 
and I refuse to touch them. I do not have the courage or 
heart to do that” [53] 

Beliefs/practices 
that promoted 
disease control 

1. Seeing is 
believing 

/ “They only got it correct that there is Ebola when they 
started seeing…when the man died…when they saw it” 
[43]  

2. Survivors: 
beacons of 
hope 

/ “At first, they were calling it ‘death centre’ because all 
those who were taken there died. But now we are seeing 
them going there and coming out alive” [32]  

 
 
Thematic synthesis 

Overall, six main- and five sub-themes relating to 
beliefs and/or practices that either hindered or 
promoted disease control were generated (Table 5). 
The reviewed evidence suggests that beliefs and/or 
practices relating to distrust, denial, fear and socio-
cultural considerations hindered engagement with 
disease control. By contrast, experiencing the virus 
first-hand and seeing survivors leave treatment 
centres alive likely promoted the uptake of such 
measures. It should be noted that analytical theme 
titles were constructed and named relating to the 
inferred meaning prescribed to the reviewed data [20]. 
For instance, fear of healthcare referred to the 
perceived danger of specific healthcare associated 
objects (i.e., ambulances).           
 
 
Beliefs and/or practices which hindered 
disease control 
Distrust of healthcare     

‘Distrust of healthcare’ was one of the most 
prominent themes that arose from the examined 
literature. Regarding healthcare and disease control, 
distrust was associated with contact tracers [48], 
vaccine trials [37, 54], hospital services [31], 
community liaison personnel [47], Ebola Treatment 
Units (ETUs) [43], health messages [23] and 
chlorine/disinfection use [23, 35, 43]. Interestingly, in 
justifying their distrust, some participants cited 
anecdotal stories of maltreatment in healthcare 
settings, in which staff mistreated patients suffering 
from EVD [28, 44]. One narrated of a patient who:   
 
“was not attended to. He was not given food, people 
used to put food in plastic and kicked towards him. 
Finally, he died. From that time, they lost trust” [44]. 
  

As such, a key theme that ran throughout all the 
aforementioned papers was a distinctive distrust of 

healthcare services. As one community liaison 
volunteer put it:  
 
“they thought we were betraying them. They saw us 
as spies” [47]. 
 

From their secondary perspective, authors argued 
that such distrust stemmed not only from a 
dysfunctional healthcare system [28, 31, 42, 47] and 
poor government policy/control [22, 23, 28, 42, 47, 55, 
56], but also from what was commonly termed a ‘pre-
existing climate of distrust’ [23, 34, 37, 39, 43, 47, 52, 
54-56]. Such a climate was moulded by years of 
colonial violence, corruption and war which 
fundamentally shaped how members of the general 
public throughout West Africa perceived healthcare. 
Some even suggested that such a climate played a role 
in facilitating denial of the virus [43], highlighting how 
it left:  
 
“communities somewhat mistrusting, whereby 
survivors recalled a time early in the outbreak 
timeline when they and other community members 
suspected that Ebola was not real” [43].  
 

This narrative surrounding a ‘pre-existing climate 
of distrust’ was mostly held for research conducted in 
Liberia [43, 52, 54-56] and Sierra Leone [34, 37, 39, 
47], although similar comments were made regarding 
the Guinean context [23]. 
 
Denial and disbelief    

Although still a prevalent theme, ‘denial and 
disbelief’ was less common when compared to themes 
like ‘Distrust of healthcare’. Yet, it often 
interconnected with the latter themes and was 
mentioned by research conducted within Sierra Leone 
[25, 28, 30-32, 34, 39, 41, 43, 47, 48] and Liberia [52-
56]. Often, beliefs surrounding denial centred around 
conspiracy theories. Within the Liberian context, 
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some believed EVD was a biological weapon being 
used by “white people” to reduce Liberia’s population 
[54, 55]. Similar beliefs were identified in Sierra 
Leone, in which denial of the virus was often 
associated with political conspiracies [25, 47]. 
Ultimately, participants’ constructs revealed that such 
conspiracy narratives seemed to perpetuate denial 
until the disease was experienced first-hand, which is 
further discussed below.  
 
Fear of healthcare   

Fear of healthcare played a multi-factorial role in 
hindering disease responses. This theme was most 
prevalent in Sierra Leone [21, 25, 27, 28, 30-35, 37, 39, 
41-43, 45-48] although it was also mentioned by 
research conducted in Liberia [44, 52-55] and Guinea 
[23, 24, 49-51]. Primary constructs make it clear that 
healthcare services were typically associated with 
death and disappearance. Namely, ambulances were 
symbolically seen as objects of death [21, 25, 27, 30, 
32, 35], as one participant explained:  
 
“The sound, [makes siren sound], it’s like the siren is 
calling ‘I’m coming to kill you, kill you” [27].   
 

Yet, it was not just ambulances that inspired fear, 
as chlorine use [32, 34, 35, 43, 47, 55], protective 
personal equipment (PPE) [21, 44, 48], and even 
hospitals [33, 41, 42, 45, 47], evoked feelings of fear.         
Here, it is also important to touch on the sub-themes 
‘never to return’ and ‘body and blood takers’. ‘Never to 
return’ was often associated with specific aspects of 
healthcare, like ambulances or ETUs. The examined 
literature narrated of people describing how loved 
ones were taken away by healthcare professionals and 
never seen again [21, 25, 27, 31, 34, 46]. Likewise, 
beliefs relating to blood and body part mining were 
prevalent, in which it was suspected that blood was 
being taken from suspected EVD patients and sold to 
Western elites [28, 39, 43, 48, 54]. In some extreme 
cases, participants knew of people who opted to die at 
home rather than be “drained of blood” at the hospital 
[28]. Secondary interpretations provided by study 
authors further reinforced these sub-themes, 
suggesting that such beliefs hindered control efforts 
[21, 24, 25, 28, 34, 42, 46, 49, 53, 54].   
 
Socio-cultural considerations 

Like distrust, denial and fear, the overstepping of 
socio-cultural considerations proved to be 
problematic. Our analysis generated two sub-themes 
related to this overarching theme, namely ‘burial 
practices: tensions with responders’ and ‘duty of care’. 
The sub-theme ‘burial practices: tensions with 
responders’, contains participant quotes which make 
it clear that during the outbreak the overstepping of 
traditional/cultural practices on the part of burial 
teams caused distress, especially during body 
transportation and burial [21, 22, 25, 27, 31, 35, 38, 41, 
47, 48, 56]. Seeing the deceased being handled “like 

any animal” [22] was a distressing experience. Some 
highlighted that conflicts occurred on more than one 
occasion [25, 41]. Examples of such violations include 
the clash of gender funeral roles (i.e., males burying 
females) [21, 48], issues surrounding the use of body 
bags [21, 31, 41, 48] and the distinctive lack of praying 
during burial [21, 48]. In some instances, sick relatives 
were even hidden in order to avoid burial teams [27, 
56].       

Like with traditional burials, many participants 
saw caring for sick relatives as one’s duty [33, 38, 44, 
47, 48, 53]. However, this ‘duty of care’ sometimes 
placed carers in danger and complicated health 
seeking behaviours. One study reports a participant 
from Kailahun District, Sierra Leone saying:  
 
“It is our culture to touch people when they are sick, 
so if you don’t take people out of the village, people 
will touch them” [48].  
 

Study authors further built on this point, arguing 
that West African culture emphasises compassionate 
care for the sick [44]. Such commitment to traditional 
care-giving roles likely hindered ETU use, due to bio-
safety protocols which restricted physical contact with 
the infected [38, 49]. However, when disease 
responders took this duty of care into consideration 
when structuring treatment facilities, perceptions 
surrounding treatment centres became more positive 
[27, 38].    
 
Beliefs and/or practices which promoted 
disease control 
Seeing is believing?  

In contrast to the themes ‘denial’ and ‘distrust’, 
when EVD was encountered, its reality was no longer 
questioned. In one of the studies, this phenomenon 
was exemplified by the following quote from Sierra 
Leone:  
 
“There is a saying, kill a dog before a dog, so that a 
dog will know that there is death. And some people 
began to see, and then they realise that Ebola is real” 
[28].  
 

Such a portrayal of the transition from denial to 
acceptance was echoed throughout many primary 
accounts [21, 28, 34, 43, 47, 48]. Secondary 
interpretations from multiple authors further 
emphasised this vital role of ‘seeing is believing’ in 
challenging certain beliefs around EVD [28, 31, 34, 43, 
48, 52, 55].  
 
Survivors: beacons of hope 

 Experiencing the virus first hand was not the only 
means of promoting belief and behaviour change, as 
survivors also played a fundamental role in promoting 
disease control. This theme, entitled ‘survivors: 
beacons of hope’, captures how although some cases of 
stigma did exist [23, 24, 30-32, 44, 47, 54], overall 
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survivors were critical in shifting perceptions away 
from beliefs centred on fear and denial. This theme ran 
throughout literature from Sierra Leone [21, 28, 30-
32, 47, 48], Liberia [53, 55], and Guinea [49, 51]. 
According to participants, just seeing someone leave 
an ETU alive inspired hope, changing perceptions 
surrounding disease responders [21, 32, 47, 48, 55]. 
Some survivors even acknowledged that after seeking 
out treatment and surviving EVD, they became ‘role 
models’ for the fight against the virus [28, 30]. Thus, 
survivors were often involved in health messaging 
campaigns [28, 30-32, 47, 49, 53], and delegating 
infected people to treatment centres [48].      
 
Discussion 

In order to gain a deeper appreciation of why 
certain beliefs and/or practices around EVD arose and 
how they shaped engagement with control measures, 
Hewlett’s ECA model is of importance. As previously 
highlighted, adopting such an ecological model in 
interpreting our findings connects our work to broader 
developments in the field of global health – which 
stress the vital role anthropological theory has in 
understanding health emergencies [10, 11].      

Regarding our findings, take the aforementioned 
issues surrounding burial teams and the way in which 
traditional cultural practices and norms were 
overstepped. This finding, ‘burial practices: tensions 
with responders’, reflects the cultural component of 
the ECA model. Moreover, other themes, such as ‘fear 
of healthcare’ and ‘the duty of care’, highlight how 
Hewlett’s notion of culturally constructed niches, both 

in an external and internal sense, also hindered 
engagement with control measures [10]. Externally, 
the very structure and ‘mystery’ of healthcare services 
(i.e., ambulances or chlorine use) hindered treatment 
seeking behaviours due to fears surrounding death 
and disappearance. Further, internal culturally 
constructed niches, such as gender roles and one’s 
‘duty to care’, on some occasions led to the avoidance 
of ETUs.              

  In terms of the evolutionary roots of certain 
beliefs, our findings seem to reinforce Hewlett’s 
framing of fear, which within the ECA framework is 
linked with human nature and biology [10]. Being 
afraid of entering an ambulance and never returning 
was a positive adaptive response to what many people 
felt was a death sentence. Likewise, the fear of being 
admitted to hospital also makes sense from a survival 
standpoint, given that nosocomial infection was 
common during the outbreak [58]. Yet, in thinking 
about the variety of ways fear was made manifest, it is 
also important to consider that such emotions are not 
restricted to one single domain, but interconnect with 
other parts of the framework. For instance, the fear of 
never returning was not only rooted in evolutionary 
instincts but was also mediated by cultural and 
ecological factors. In terms of cultural mediation, 
never returning home has implications for receiving a 
culturally appropriate burial [59]. Moreover, 
ecological factors relating to one’s proximity to a 
treatment centre, and the structure of the treatment 
centre itself, can also mediate fear [10]. 

 
 

Figure 1. ECA framework to human responses during EVD outbreaks, modified from Hewlett 2016 [10]  
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It is important to acknowledge that, although 
Hewlett’s ECA approach provides a useful lens for 
interpreting our findings, one key limitation was 
identified. Given that emotions like fear and distrust 
are directly mediated by ecological factors, one would 
expect that the importance of social, political and 
historical forces would be highlighted as influencing 
such a component. After all, one’s proximity to a 
treatment centre and even the quality of care delivered 
within such a setting is directly related to resources a 
specific locality has, resources which are shaped by 
years of socio-political tensions. Yet, within his 
framework no attention is given to these 
determinants. Indeed, this critique connects to the 
caution raised at the start of this review, that placing 
too much focus on cultural or psychological 
manifestations of causality runs the risk of omitting 
the role social, political and historical factors had in 
exacerbating the outbreak [8].  

Building from our synthesis, this limitation became 
even more apparent when considering a key sub-
theme we generated, ‘pre-existing climate of distrust’. 
This finding further reiterates the argumentation 
developed in the latter paragraph, as author narratives 
stressed that years of colonial violence, corruption and 
war created fertile ground for distrust, denial and fear 
to surface across West Africa during the outbreak. 
Consequently, we present here an adapted model of 
Hewlett’s ECA approach, more suited to interpreting 
the findings of this review (Figure 2). Note the added 
component ‘historical, social and political forces’, 
which is contained within dashed boxes, outlining our 
suggested theoretical amendment. This illustrates 
how such factors shape the ecological context people 
inhabit, which includes healthcare facilities and 
disease response in general. Consequently, in such an 
ecology where public hospitals lack the most basic 
equipment yet nearby mining companies have access 
to appropriate medical care [8], it is no surprise that 
distrust was rampart during the outbreak.  It should 
be noted other themes identified within this review are 
also outlined within the figure in bolded text.  
 
Implications for broader outbreak response 

Although caution must be applied in drawing 
generalisations between our findings and other 
outbreaks (like the Severe Acute Respiratory 
Syndrome (SARS) coronavirus 2 pandemic), one key 
recommendation can still be made. Whatever the 
pathogen, policymakers and practitioners must focus 
on the wider social significance of clinical and 
behavioural interventions used during health 
emergencies. For instance, such reflective practice 
could take the form of opting for more ‘bottom up’ 
communication campaigns rather than adopting a top 
down ‘one size fits all’ approach [60]. Social scientists 
could also collaborate with clinicians, in ensuring that 
relevant interventions do not overstep deeply 
embedded social practices [60]. As learned from the 
West African EVD outbreak, understanding the 

different meanings surrounding disease control is 
difficult, but has shown to be worthwhile if any serious 
community engagement is to be developed.        
 
Limitations    

Regarding review methodology, there are some 
limitations which should be considered. First, issues 
surrounding generalisability are evident. This review 
adopted a broad approach in taking literature from 
across West Africa; therefore, findings and theoretical 
conclusions must be cautiously applied to other 
contexts. Further, the inter-transferability of the 
findings drawn within and between the latter 
countries raises the same issue, as a broad conceptual 
framing of disease control was used in drawing 
comparisons. However, given the geographical 
heterogeneity of the outbreak, it would have been ill-
judged to simply focus on one intervention, 
community or country, as doing so would have 
restricted our ability to conduct any form of cross-
cultural analysis. The point was to move away from 
micro level programme evaluation, in taking a holistic 
(and therefore theoretical) approach in understanding 
why similar strands of resistance arose throughout 
different parts of West Africa. This was achieved when 
we moved away from findings from individual studies 
and into the realm of synthesis [20].       

Second, among and within Sierra Leone, Guinea 
and Liberia, there appears to be some research 
disparity. Future researchers must narrow this gap 
between and within these three countries in 
strengthening the qualitative evidence base prior to 
future outbreaks. This could include utilising different 
data visualisation techniques in geographically 
mapping the literature, showing which areas require 
further research. Lastly, grey literature, such as 
reports produced by the WHO were not included. 
Future researchers can also build on this limitation by 
incorporating multiple types of literature in their 
reviews of the qualitative EVD evidence base.  
 
Conclusion 

This review aimed to understand what role certain 
beliefs and/or practices – held by the general public in 
Sierra Leone, Liberia, and Guinea – played in either 
hindering or promoting disease control during the 
West African EVD outbreak. Building on these 
findings, we also aimed to make a novel theoretical 
contribution to an existing framework (Hewlett’s ECA 
approach) in order to advance insights into why 
resistance to disease control arises. Regarding the 
former, it was identified that beliefs and/or practices 
relating to distrust, fear of healthcare, certain socio-
cultural considerations and denial, hindered the 
uptake of control measures, whereas experiencing the 
virus first-hand and interacting with survivors 
increased engagement. Additionally, in terms of 
theoretical considerations, we amended Hewlett’s 
ECA framework augmenting it with insights into how 
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wider historic, social and political factors shape 
behaviour during outbreaks.   

Overall, this review provides contextual insights for 
policy and practice in relation to good practices when 
dealing with EVD outbreaks, both in a specific 
contextual (West Africa) and more mechanistic 
(practical transferability) sense. Policymakers and 
practitioners need to reflect upon how outbreaks 
exacerbate complex social dynamics which, in turn, 
determines whether or not control efforts are 
successful. Even something as simple as chlorine use 
can potentially have serious ramifications for health 
seeking behaviour if not understood and implemented 
in a context-sensitive manner. Therefore, our revised 
model of Hewlett’s ECA approach could serve as a 
guiding framework in helping policymakers and 
practitioners (both throughout West Africa and 
beyond) devise interventions which do not overstep 
such boundaries.  

Finally, the findings of this review have also 
highlighted the need for more qualitative research to 
be undertaken throughout Liberia and Guinea. Such 
research, even when conducted during health 
emergencies, must be as transparent as possible. This 
means reflexivity must be practiced whilst ensuring 
that appropriate ethical and research procedures are 
followed. This, alongside further evidence reviews that 
synthesise both more practical and academic 
literature, will ensure a more solid evidence base exists 
which would help guide response efforts prior or 
during future EVD outbreaks.  
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