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2.1 Introduction: Stigma, Ebola Virus, and Pregnant Women

Most scholarship on stigma begins with an explanation of Erving Goffman’s Stigma: Notes on the
Management of Spoiled Identity (Goffman 1963). However, since Goffman’s now-classic work on the
subject, there have been many linguistic shifts, conceptual slippages, and new contributions to the
theorization and understanding of stigma. More recent interpretations of stigma emphasize the psy-
chological and social aspects of stigma, as well as highlight the critical role of power and systemic
inequalities which can work to produce or reinforce existing stigmas (Castro and Farmer 2005; Parker
and Aggleton 2003). Link and Phelan (2001) stipulate that, in order for stigma to develop, there must
be an element of power involved; they do not specifically state who it is that is exercising the power
they mention, but surely the differential exists in favor of those doing the stigmatizing. Similarly,
Castro and Farmer (2005) argue that for a more nuanced understanding of stigma and its effects in an
infectious disease and treatment context, the power structures and inequities that produce poor access
to care and treatment should be an integral component of the analysis of stigma production. Parker
and Aggleton (2003:13) also argue that stigma “feeds upon, strengthens and reproduces existing
inequalities of class, race, gender, and sexuality.”

There are a number of possible definitions of stigma. Parker and Aggleton (2003) suggest that many
times, stemming from Goffman (though, they say, perhaps mistakenly so), authors treat stigma as an
individual process and as a static, fixed item that exists. However, they argue that stigma also “plays a
key role in producing and reproducing power relations and control...To properly understand issues of
stigmatization and discrimination...requires us to think more broadly about how some individuals and
groups come to be socially excluded, and about the forces that create and reinforce exclusion in differ-
ent settings,” advocating for analysis of stigma that takes into account its fluid and generative capabili-
ties (Parker and Aggleton 2003:16). Parker and Aggleton (2003) further argue that conceptualizing
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stigma as an individual process may work in cultures that are more individualistic but, in more com-
munal cultures, stigma clearly works at the level of entire groups of people, affecting them through the
connections of kin, community, or village. Barrett and Brown (2008:S34) explain that since Goffman’s
time, stigma has come to mean a process of negative discrimination “against people with certain physi-
cal, behavioral, or social attributes,” going on to say that stigma is “an illness in itself, comorbid with
respect to its marked physical conditions” (Barrett and Brown 2008:S34).

There are several similarities between Ebola virus disease (EVD) and other stigma-inducing
conditions, most particularly HIV/AIDS (see also Davtyan et al. 2014). Maman et al. (2009) found in
their multinational study of HIV stigma and attendant discrimination that the factors contributing to
HIV stigma and discrimination were: “fear of transmission, fear of suffering and death, and the
burden of caring” for someone living with HIV/AIDS (Maman et al. 2009). Unlike in the case of HIV/
AIDS, in which a patient might now expect, with access to proper health care and antiretroviral
drugs, to live many years with few outward signs and symptoms of the disease, Ebola virus disease
strikes relatively quickly, with an incubation period of between 2 and 21 days (WHO 2017), and can
rapidly ravage the bodies of victims. In the most severe cases, the sufferer’s body hemorrhages in a
gruesome display. Though the timeline of EVD is accelerated in comparison to that of HIV, Maman
et al.’s (2009) criteria for stigma and discrimination are most certainly all present. In other settings,
the fear of infection appears to be a primary driver of stigma, as with tuberculosis stigma in Ghana
(Dodor et al. 2008). On a group level, stigma might be collectively produced or reproduced through
fear of a condition or state of being, thereby acting as a protective mechanism when individuals or a
society feel they are at risk due to the condition (c.f. Dodor et al. 2008).

Recently, scholars have been interested in stigma facing people with HIV/AIDS, but stigma has
long been attached to other behaviors and medical conditions. For example, many scholars have writ-
ten of stigma in the context of people living with tuberculosis and leprosy (for a small sampling see:
Adhikari et al. 2014; Amo-Adjei 2016; Barrett 2005; Chinouya and Adeyangu 2017; Coreil et al.
2010; Courtwright and Turner 2010; Garbin et al. 2015). In the case of leprosy, the infected person,
without proper access to early and effective treatment, can often exhibit physical deformities, includ-
ing the loss of digits or open ulcers. Adhikari et al. (2014) found these outwardly visible manifesta-
tions of the disease to be correlated with higher degrees of stigmatization for leprosy patients. In such
instances, it is difficult for the sufferer to conceal their condition, opening them to increased stigma.
Both Luka in the Sudan (2010) and Heijnders in Nepal (2004) found that the stigmatization of people
with leprosy occurred in two stages. The first stage, the cognitive dimension, describes the degree of
influence that leprosy has on the person’s life. The patients “pass through the concealability course,
disruptive, aesthetic, origin and peril dimensions” (Bainson and van den Borne 1998). In the second
stage, or the affective stage, the person with leprosy undergoes social devaluation. Heijnders also
found that stigma reinforced those preexisting inequalities that already existed in the community with
regard to social class, gender, and age (Heijnders 2004).

Unlike leprosy, with its mentions in ancient religious texts, for example (Jopling 1991; Rao 2010),
or tuberculosis (Dodor et al. 2008) which has been found in Egyptian mummies greater than 5000
years old (Daniel 2006), Ebola is a recently recognized infectious disease, termed an emerging infec-
tion. A member of the Filovirus (Filoviridae) family of viruses, the Ebola virus was first identified in
1976, at which time it was initially believed to represent a new strain of another filoviral agent, the
Marburg virus. Western investigators’ attention was first drawn to a human outbreak of the virus that
occurred in late August, 1976, when people with a hemorrhagic fever syndrome began to arrive at the
rural Yambuku Mission Hospital in northwestern Zaire (now the Democratic Republic of Congo).!

!The initial patient specimens were evaluated at the Institute of Tropical Medicine, Antwerp, Microbiological Research
Establishment, Porton Down, United Kingdom, and the Institute Pasteur, Paris, France. Eventually, the Special
Pathogens Branch of the Centers for Disease Control and Prevention (CDC) in Atlanta, USA, isolated the virus and
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Stigma, the subject of this chapter, constituted one of the major deciding factors that determined the
name for the new virus in 1976. Previous viral agents had been named after the villages where they
first occurred.? In the case of the Ebola virus, to avoid permanently stigmatizing the village from
which it was first recognized, it was decided instead to assign it a different name than that of the vil-
lage of Yambuku where the index epidemic had occurred (Gholipour 2014).3

Despite its recent identification, it is generally believed that the Ebola virus has circulated for a
long time among humans as well as nonhuman primates living in the endemic areas of Central Africa
(Leroy et al. 2004).* Thus, it seems highly probable that there were at least sporadic human infections,
if not small outbreaks, of Ebola virus disease occurring for at least several hundred years prior to its
initial recognition by Western investigators in 1976 (Duerkson 2014).

Patients infected with these three diseases—Ieprosy, tuberculosis, and EVD—have, either through
necessity (i.e., to prevent transmission) or for other reasons, been subjected to quarantines in which
they were removed from normal (uninfected) society—think of leper colonies® and sanatoriums for TB
patients.® In the case of EVD, persons with the infection, or even suspected of having infection, were
removed from their home settings and quarantined in sites specifically set up for the purpose. This act
of quarantining people created ruptures in the preexisting social structures and reinforced the social
distance of EVD patients from their social networks through physical removal to other, specially des-
ignated spaces. Their removal to sites often constructed by outsiders (humanitarian organizations, for
example) could have served to reinforce the patient’s strangeness, abnormality, and their threat to other,
uninfected individuals. From there, it was only a matter of time until the mere suspicion of Ebola virus
infection could start the work of this separation, contributing to stigma production. Dodor et al. (2008)
also suggest, in Ghana, that the ways in which health care workers treated TB patients, separating them
from family members and restricting their access to visitors, donning extra personal protective equip-
ment (PPE) when attending the patients, and barring families from returning corpses of deceased TB
patients to their homes, all contributed to community perceptions of TB as a shameful disease, increas-
ing community fear of the condition. Many of these same aspects of infection prevention and control
were present in Ebola-affected areas during the 2013-2015 outbreak but on a much larger scale, and
were, out of necessity, undertaken with greater rapidity. These behaviors or activities borne of infection
prevention protocols would fall into what Brown et al. (2015:3) term “reorganizations of spatial and
material worlds” which “are among the most striking interventions to manage Ebola” and could have

discovered that it represented a newly recognized filovirus.

2When the Lassa fever virus, which initially emerged in the town of Lassa, in Borno State, Nigeria in 1969, it was
named after the town in which it occurred. This had the unfortunate result that it forever stigmatized the town of Lassa
as being associated with the hemorrhagic fever epidemic.

SHow the investigators reached this decision to avoid stigmatizing the town is interesting. While the investigators dis-
cussed this issue one evening while drinking Kentucky bourbon, it was initially suggested to name the virus after the
town of Yambuku, but Dr. Joel Bremen of the CDC suggested that it be assigned a different name to avoid undue stigma.
Another CDC scientist, Dr. Karl Johnson, suggested they name it after a river, and looking at a small map pinned to the
wall. They saw that the Ebola river (meaning Black river in Lingala, the local language) ran near Yambuku. Of their
choice, Dr. Piot stated “It seemed suitably ominous.” It was only after the virus was named that they discovered the
Ebola River was not the closest river to the town of Yambuku but, as Dr. Piot relates, “In our entirely fatigued state,
that’s what we ended up calling the virus: Ebola” (Gholipour 2014; Piot 2012).

4Genetic studies of the relationship between Ebola virus and the related Marburg virus indicate that the two viruses
evolved from a common filovirus ancestor approximately 700-850 years ago, a time when larger Bantu-speaking soci-
eties were emerging in the same regions of Central Africa (Carroll et al. 2013).

>The second author of this chapter worked at the Tala Leprosarium, also known as the Central Luzon Sanitarium, in the
Philippines, which has a bed capacity for 2000 and provides care for over 1000 persons with Hansen’s Disease
(leprosy).

®The well-known leprosarium Kalaupapa on Molokai, Hawaii, housed up to 1200 persons at the height of its
functioning.
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multivalent meanings for social relations within communities that would, ultimately, disrupt contain-
ment efforts. The ways in which local and international organizations enacted many of these contain-
ment protocols both engendered and exacerbated community resentment, mistrust, and, at times,
hostility that transformed into outright violence directed at the people working to implement public
health measures (Calain and Poncin 2015).

2.2  Rethinking Stigma in the Context of an Acute Epidemic

When faced with rapidly deteriorating health infrastructure, there is some evidence to suggest, as do
Blair et al. (2017) from their work in Liberia, that people with low confidence in formal state func-
tions, institutions, and structures were more likely to ignore recommendations meant to control the
spread of EVD. This could, in turn, suggest that countries in which citizens have low confidence in
state structures might experience greater levels of EVD-related stigma; as a population at risk, with
little other recourse (in the absence of confidence in the state to be able to protect them), began ostra-
cizing the members of society they considered to be the greatest threat to them. Pregnant women,
having unpredictable bodily fluids and, upon delivery, Ebola-infected amniotic fluid, hemorrhage, and
placental tissue, would certainly fall into that category. The health care workers involved in the care
of EVD patients also fell into this category, as well as those people thought to be even remotely affili-
ated with health facilities or locations in which EVD patients had been.

In their discussion of HIV/AIDS stigma, Castro and Farmer (2005) argue that a driving force
behind the stigma is a lack of access to treatment. Stigma is not the determining factor in treatment
seeking but, instead, economic and logistical barriers decide who will be able to avail themselves of
care (Castro and Farmer 2005). In the case of EVD, poor infrastructure and weak public health
systems were undeniable contributors to the spread of the disease. Additionally, as Castro and Farmer
(2005) indicate, EVD differentially affected people based upon economic resources. In one of the
stories we analyze later in this chapter, the family was able to pay an exorbitant sum for the pregnant
wife to access care, but many others did not have the economic means to pursue even regular obstetric
care at any cost. These infrastructure and economic constraints, when combined with a high case
fatality rate and rapid progression of clinical EVD, dramatically set Ebola apart from HIV/AIDS. Taken
together with the criteria of Maman et al. (2009) for stigma, particularly as related to the fears of
suffering and death and the fear of transmission, the weak state in many of the affected countries
provided the perfect storm for the development of strong and pervasive Ebola stigma. We argue here
that it is likely that health care workers and community members fell back on stigmatization as, what
they saw as, one of only a few possible ways of protecting themselves. Pregnant women, even those
unaffected by the virus, suffered the consequences of people’s fears, which took the form of increased
stigma that caused many women to be refused care at health facilities. The health care system was
undeniably overwhelmed by the number of Ebola patients and the particular needs for quarantine
and supplies these patients presented. The fact that an Ebola epidemic was able to effectively shut
down any and all routine health care services, particularly vital functions related to obstetric care, is a
testament to the long-standing weaknesses of these systems (Chothia 2014).

While others have begun to write about the lasting stigmatization that Ebola survivors (Karafillakis
et al. 2016; van Bortel et al. 2016) or Ebola orphans (Denis-Ramirez et al. 2017) have been experienc-
ing since the end of the outbreak, we are most interested here in examining stigma that occurred during
the active phase of the outbreak. Likewise, we have chosen to limit our discussion to the experiences of
women who were pregnant at the time of Ebola. In this chapter, we argue for a reexamination of stigma
in the context of transient, acute crises. Without first understanding more about the ways in which
people use or suffer from the effects of stigmatization under these circumstances, it will be impossible
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to mitigate the effects of stigma in similar situations. We use a meaning-centered approach to stigma,
thinking through what is at stake for both the stigmatized and stigmatizing groups. Next, we put forth
examples of three ways in which pregnant women were particularly affected by stigma in the health
care setting during the 2014-2015 Ebola virus outbreak in West Africa: (1) Women/community stigma-
tization and avoidance of health care facilities; (2) Stigmatization of health care workers due to associa-
tion with Ebola; and (3) Stigmatization directed toward pregnant women (or perceived stigma), which
prevented women from receiving care when pregnant or during delivery and in the postpartum period.
We then explore the consequences of this stigmatization, seeking to answer questions such as: how did
women and/or their family members seek to combat stigmatization? How did pregnant women’s stig-
matization of other parties (namely health care workers) affect their access to obstetric care? What were
the intended effects of stigmatizing health workers? What were the protective effects of stigmatizing
pregnant women and for whom? How did reluctance to care for pregnant women result in compound-
ing adverse effects for a segment of the population that was already at far greater risk for death—both
from pregnancy-related causes, and Ebola virus itself? The residual effects of EVD, even in people who
have survived and recovered, are bound to increase the chances that any similar future outbreak of EVD
could generate even more severe stigma because people will have the collective memory of the previ-
ous outbreak and its devastating effects.

2.3  Gendering Outbreaks

In outbreaks of infectious diseases, sex, gender, and age all play important roles. Women typically
have different gender-assigned roles than do men—even when they are pregnant. They prepare meals,
are caregivers for the sick, and often help to prepare the dead, in addition to the daily work of child-
care, and, in many areas of Africa, fetching water and firewood, washing clothes, and ensuring the
availability of daily provisions for the family, as well as engaging in subsistence farming (Avotri and
Walters 1999; WHO 2007). Broader structural factors and power relations influence women’s ability
to access health care services even under normal conditions.

Women who are pregnant are at an especially high risk for becoming infected with EVD, and then
having poor clinical outcomes, for several reasons. Depending on the community norms of their par-
ticular ethnic group, women, and pregnant women perhaps even more so, typically have less mobility
than do other members of the society, are often dependent upon men or more senior women for deci-
sions related to seeking health care, are poorer than men, and have less access and control over eco-
nomic resources (Coulter 2009). There are frequently concomitant biological factors which may make
pregnant women even more susceptible such as anemia, altered immunity due to pregnancy or reduced
health over their life course, low body mass index (BMI), malnutrition and poor nutritional quality of
the diet, and other complications of pregnancy including diabetes and hypertensive diseases. Pregnant
women may spend more time in health care settings, such as clinics and hospitals, due to the preg-
nancy itself or due to monthly visits with their young children, or as they accompany others seeking
care, and thus have greater exposure to nosocomial transmission of all diseases, not simply Ebola.
Pregnant women may also have fewer treatment options or choice of medications because of potential
teratogenic effects on the fetus and, if postpartum, due to breastfeeding. As was seen in previous
Ebola outbreaks in Uganda and Democratic Republic of the Congo, women are often placed at greater
risk for infection due to gender specific roles and activities, particularly those related to funerary
practices, which have been well-studied in these previous outbreaks and have taken on a prominent
role in gender-specific risk (Anoko 2014; Barbato 2014; Hewlett and Amola 2003; Segers 2014;
World Health Organization 2007).
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Infants and children are another vulnerable part of society in these countries. In previous outbreaks
of the Ebola virus, there have been no documented neonatal survivors from pregnant women infected
with the virus (CDC 2016a). The most recent data from the West African epidemic indicate that there
are very few infants born to Ebola-infected mothers who survived as neonates for even a few days
(Howard 2005; Jamieson et al. 2014).” Those newborns who have survived following their mother’s
Ebola virus infection have been highly profiled in the media (Awford 2015; Chicago Tribune 2015;
Martel 2014; Médecins Sans Frontiéres 2015).> Women and children are also vulnerable to the con-
tinued effects of destabilization within their countries after the official termination of the outbreak. We
are now seeing the beginning signs of lasting physiological and psychological effects of Ebola even
on those who made a full recovery after initial infection (Clark et al. 2015; Maron 2015). In these
instances, it is clear that Ebola survivors will continue to face the continuing impact of their infection
for years to come in the form of the physiological effects mentioned above, but also in the form of
social effects. Early findings suggest survivors and children left orphaned due to the outbreak may
suffer from on-going stigmatization (Denis-Ramirez et al. 2017). It is also expected that comorbid
diseases, especially those that are vaccine-preventable such as measles and meningitis, may now have
a resurgence as a result of interruptions of routine immunization practices caused by the Ebola epi-
demic, which further weakened already strained health systems (Takahashi et al. 2015).

24 Ebola and Women

During the 2013-2015 outbreak, women in Liberia, Sierra Leone, and Guinea faced the unwelcome
prospect of a triple burden of death—they could die from Ebola virus, during pregnancy, or during
childbirth. Early during the development of this outbreak, a preponderance of women were affected,
with infected women outnumbering infected men by a 3 to 1 ratio in Liberia, and 2 to 1 in both Guinea
and Sierra Leone (Barbato 2014; Bofu-Tawamba 2014; Hogan 2014; Life for African Mothers 2014).
This was the result of customs which have been well-described—women had the major roles in pro-
viding care for the ill and preparing the dead for burial (Menéndez et al. 2015). It was not until much
later in the epidemic that the ratio of new cases normalized to equal numbers of both sexes being
infected by early 2015 (Saul 2015; Thomas 2014; WHO 2015). While it has not been systematically
confirmed, this equalization perhaps represented effective education concerning modes of transmis-
sion, risk behaviors, and an increase in resources coming from governments, volunteers, and nongov-
ernmental organizations (NGOs), and their assistance in the removal and burial of the dead.

With the onset of the Ebola outbreak, the progress which Liberia, Sierra Leone, and Guinea had
made in the improvement of maternal health prior to the epidemic had all but disappeared. The few
hospitals and clinics that were in existence in these countries were converted largely, or in some cases
exclusively, into Ebola treatment centers (ETCs). This had dire consequences even for women who
were not infected with the virus—during the height of the epidemic from October 2014 to October
2015, it was estimated that 800,000 women would give birth in Liberia, Sierra Leone, and Guinea, and

"During this outbreak, young age was a predictor of mortality due to EVD—children tended to rapidly progress to
severe disease and deteriorate, with a median time of admission to an Ebola treatment center (ETC) to death of only 3
days (Fitzgerald et al. 2016; Rojek et al. 2017; WHO Ebola Response Team et al. 2015).

8The infant who is perhaps the most well-known survivor of Ebola infection is Nubia, delivered to an Ebola-infected
mother in Guinea on October 27th, 2015. Although her mother died of EBV, Baby Nubia was given two experimental
medicines—monoclonal antibodies (ZMapp) and the broad-spectrum antiviral GS-5734—together with a buffy coat
transfusion from an Ebola survivor by her Médecins Sans Frontieres treatment team. Nubia became the first neonate to
survive congenital Ebola virus infection, and she remains alive today (Dérnemann et al. 2017; Médecins Sans Frontieres
2015).
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that up to 120,000 mothers could die if denied access to emergency obstetrical care; this is equivalent
to almost 330 women dying from pregnancy each day (Boseley 2014; Hayden 2014; UNFPA 2014c, d).
At that time, the United Nations Population Fund (UNFPA) had estimated that, unless sufficient emer-
gency obstetrical care was provided, the maternal death rates in these three countries could effec-
tively double to levels seen in the 1990s during times of political unrest, civil war, and violence. This
increase would represent a maternal mortality ratio (MMR)® of 1000 in Guinea and Liberia, and over
2000 in Sierra Leone (UNFPA 2015).

There is no evidence to demonstrate that pregnant women are biologically more susceptible to
acquiring Ebola virus infection following exposure; however, there are studies which suggest that the
Ebola virus is much more deadly to pregnant women and their infants than it is to the general popula-
tion (Mupapa et al. 1999; Doucleff 2014; Jamieson et al. 2014; Sieff 2015). The Ebola virus epidemic
in West Arica had a case fatality rate (CFR) among people of all ages and sexes of from 60 to 70%,
depending upon the specifics of the group evaluated. Data from the Centers for Disease Control and
Prevention reported a total of 28,616 confirmed cases of EVD occurring in Liberia, Sierra Leone, and
Guinea, with a total number of 11,310 deaths—a mortality rate of 74% (CDC 2016b). Among preg-
nant women and their infants, however, there is evidence to suggest that the mortality rates are higher.
In an analysis of 12 published studies of 108 pregnant women and 110 fetal outcomes following Ebola
virus infection in Guinea, Liberia, and Sierra Leone, there were 91 maternal deaths, a case fatality rate
of 84.3%, and only one surviving fetus (Garba et al. 2017). In a study of 111 reported cases of EVD
among pregnant women in all three West African countries, Bebell et al. (2017) found an aggregate
maternal death rate of 86% (Bebell et al. 2017).

The fetus from a pregnant woman with Ebola virus disease (EVD) will almost certainly
become infected, likely via the virus passing through the placenta, and be stillborn or die shortly after
birth. Dr. Denise Jamieson, an obstetrician with the Division of Reproductive Health of the
Centers for Disease Control and Prevention (CDC) in Atlanta, stated, “There have been no neonatal
survivors” (Sieff 2015). During the Kikwit, Zaire (currently Democratic Republic of Congo), out-
break of Ebola virus infection in 1995, the case fatality rate (CFR) among infected pregnant women
was 95.5% (as compared with a case fatality rate of 70% for nonpregnant women). In this Kikwit
outbreak, the infection was uniformly fatal to all unborn infants (CFR = 100%) (Mupapa et al. 1999).

2.5 Stigmatization of Health Facilities and Health Care Workers:
Avoidance of Hospitals and Birthing Centers

Liberia, Sierra Leone, and Guinea all had a severe shortage of health workers before the outbreak
began in 2014. In Liberia, a nation with 4.3 million people, there were only 51 physicians, 978 nurses
and midwives, and 269 pharmacists in the country. Sierra Leone, a more populous country with six
million inhabitants, had 136 doctors, 1017 nurses and midwives, and 114 pharmacists (Chothia 2014).
Health care resources in the most affected countries were already stretched thin, with Guinea having
10 physicians per 100,000 people, Sierra Leone having 2 physicians per 100,000 people, and Liberia
having only 1.4 physicians per 100,000 people (in contrast, Sweden has 380 physicians per 100,000
people) to assist in the treatment of infected persons, as well as the treatment of endemic illnesses and
chronic conditions (CIA 2015). And among these limited contingents of physicians present at the

“The maternal mortality ratio, or MMR, is a standard statistic utilized to evaluate the level of maternal death in a popula-
tion. It is derived from the ratio of the number of maternal deaths during a given time period from any cause related to
or aggravated by pregnancy or its management (excluding accidental or incidental causes) per 100,000 live births during
the same time-period. It is the most widely used statistic to compare maternal deaths between countries.



18 A.E. Strong and D. A. Schwartz

beginning of the epidemic, only a very few were obstetricians, or had even received any additional
specialized training in Obstetrics. It has been estimated that there were only six obstetricians in all
of Liberia, some of whom also had administrative roles, and many health facilities lacked a single
midwife (Sepkowitz and Haglage 2014).

To make matters worse, as the epidemic continued in these three countries, the small contingent of
physicians became even smaller as a result of exposure to infected patients. In just 10 months, the total
number of physicians in Sierra Leone was reduced by 8.2%—a total of 11 doctors in that nation had
died from Ebola virus infection as of December 2014 (Frankel 2014). As of November 4, 2015, there
were 378 cases of Ebola infection among all types of health care workers in Liberia, resulting in 192
deaths; 196 cases of Ebola infection in Guinea among health care workers resulting in 100 deaths;
and, in Sierra Leone, 307 infections among health care workers causing 221 deaths (Statista 2015) —a
total of 831 infected health care workers and 512 deaths as of January 14, 2016 (The Economist
2016). According to the CDC, the confirmed incidence of Ebola virus infection was 103-fold greater
in health care workers than in the general population of Sierra Leone (Kilmarx et al. 2014).

Because of these grim statistics, health care workers became associated with Ebola, death, and the
spread of the disease. After the end of the outbreak, many health care workers continued to experience
the social repercussions of carrying out their professional duties—they have been ostracized and stig-
matized in their communities (McMahon et al. 2016). The health care workers themselves lamented
the drastic changes in patient-provider interactions that the Ebola outbreak necessitated; gone were
many of the small gestures that communicate closeness and caring in these contexts, such as sitting in
close proximity, touching a patient’s arm or hand, or helping a breastfeeding mother with her baby’s
latch (McMahon et al. 2016). Quarantines imposed on health facilities that experience compromised
contact with people with EVD “induced panic within facilities and the broader community” (McMahon
et al. 2016:1235) and health care providers in such communities reported that many people delayed
seeking treatment because they associated facilities with points of Ebola transmission (McMahon
et al. 2016). McMahon et al. (2016:1235) additionally state that one provider told them, “‘If we have
not done triage, we are not going to take care of that person even if she is in labor...we have to
abandon her on the street.”” McMahon et al.’s (2016) findings clearly demonstrate the ways in which
all three forms of stigma were at play in these communities—people came to associate facilities with
transmission points for Ebola; health care workers were stigmatized due to their work caring for
patients and for changed behavior necessitated by the outbreak; and even when pregnant women did
elect to seek health care services, they might not be treated but left on the street to give birth alone, no
one willing to risk assisting her.

Pregnant women avoided going to clinics and hospitals where Ebola patients were concentrated for
fear of becoming infected with Ebola, despite the need for antenatal and intrapartum care. This behav-
ior presents one way in which Ebola stigma affected maternal health—by not seeking care for fear of
infection or contact with possible Ebola patients, pregnant mothers put themselves at risk for compli-
cations left undetected or untreated. There was also fear of physicians, nurses, and other health work-
ers among some people, fueled by rumors and conspiracy theories including that health personnel and
aid organizations were responsible for spreading the virus. In one occurrence in Guinea, these fears
resulted in the deaths of eight health workers who were killed by members of the community during
a health education campaign (BBC 2014). The murder of these health care workers was, arguably,
an extreme example of enacted stigma as community members killed those thought responsible for
the disease and its effects. The deaths of health care workers in countries that already suffered from a
severe health worker deficit further limited the number of those who would have been able to serve
pregnant women, when pregnant women overcame their fears of health facilities and providers.

As a result of the murders, governments and agencies organized attempts to educate the populace
about the need to seek medical attention, especially targeting pregnant women. For example, the
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United Nations Population Fund (UNFPA) distributed the following radio message—*“Pregnant
women: health workers are there for you, to give you all the care and advice you need for a safe preg-
nancy and delivery... they ensure your safety and the safety of your child during the Ebola outbreak”
(UNFPA 2014b). In the face of strong Ebola stigma and fears of infection, the effects of such an
announcement were debatable, particularly when paired with low levels of local confidence in state
structures or outsiders (in the form of aid and humanitarian organizations).

Prior to the outbreak, the maternity ward at the West Point!° clinic, located in an impoverished resi-
dential area outside of Monrovia, would have 10-15 births each week—during the height of the out-
break, the clinic saw one or two pregnant women per week, and not all stayed to deliver. “People
won’t go to the hospital, the clinic,” according to a 10-year staff member there, Comfort Tapeh, “They
say that when you go to the hospital, the nurses kill you. I tell them, ‘So who’s killing the nurses?’”
(Moore 2014). At the same maternity ward, a pregnant women developed a fever, but the woman
resisted attempts by the staff to medicate her. She yelled to the staff, “My husband told me I shouldn’t
take any injections here!” When the staff spoke with her husband, he refused to permit them to treat
his pregnant wife and brought her home. Jemimah Kargbo was on duty at the maternity ward when
the woman left. “She will die. With a fever like that, she will definitely die. Maybe the baby too,” she
said (Moore 2014). These quotes raise a number of other issues related to the differential effect of the
Ebola virus outbreak on pregnant women, as well as the effects of stigma associated with EVD itself,
and the stigma those people in close contact with Ebola victims attracted in the course of caring for
them—be they biomedical health workers, Red Cross volunteers, or family members caring for rela-
tives in their homes. The stigma associated with working in proximity to Ebola patients, or associated
with the perception that one was working with Ebola patients, effectively led some pregnant women,
such as Comfort Tapeh above, to reject assistance from health care workers. Comfort’s case demon-
strates, too, the ways in which stigma contributed to Comfort’s desire to risk possible death due to
infection instead of, what she perceived to be, the worse fate of risking infection from the Ebola virus
while in the hospital.

Even in the best of circumstances, in communities with resource-poor health facilities there is
often a deep mistrust and suspicion of health care providers (Strong 2017); throughout many resource-
poor communities, people speculate that there are no medications or even gloves, because the nurses
were selling these supplies in their own shops. In those instances, people became reluctant to seek
care in the frontline health facilities, preferring to go further afield or stay at home with local birth
attendants for economic, logistic, or social reasons. If the situation were to deteriorate further, as it did
during the Ebola outbreak, this suspicion and mistrust would easily multiply.

Data from the CDC in Atlanta have confirmed that fewer pregnant women were seeking care in
clinics and hospitals—Dynes et al. (2015) and Luginaah et al. (2016) state the evidence suggests the
outbreak most likely eroded recent gains in utilization of prenatal and delivery care in Libera. In the
Kenema District of Sierra Leone, a high prevalence area for Ebola virus infections, during the period
May to July 2014, there were 29% fewer antenatal care visits and 21% fewer postnatal care visits than
occurred prior to the outbreak. The CDC researchers conducted a focus group among pregnant and
lactating women and they found that these declines in care-seeking behavior were motivated by fear
of becoming infected with Ebola at the facilities and mistrust of the physicians (Dynes et al. 2015).
Here, we see both the first and second forms of stigma we proposed above—women and their relatives
were stigmatizing health care workers and the facilities in which they worked. This stigmatization or
discrimination was motivated by fear and a lack of trust. Returning to Parker and Aggleton’s (2003)

10West Point is a township that is one of Monrovia’s most densely populated slums. With approximately 75,000 impov-
erished persons concentrated on a peninsula which projects out into the Atlantic Ocean, the living conditions are squalid,
there are insufficient public toilets and sanitation, and infectious diseases such as tuberculosis are rampant.
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assertions that stigma reveals power relations and social processes, we can read women’s stigmatization
of health care facilities and workers as a different form of power relations. The stigmatization of these
health care providers during the Ebola outbreak had roots in a much longer history of distrust of state
institutions and health care workers who were unable to provide consistently high quality care due to
a persistently weak health care system in many of these countries (Blair et al. 2017). While the
pregnant women themselves may not have had any real form of power over health care workers, we
suggest that their stigmatization of health providers and facilities, leading to avoidance of services,
was a result of systemic and on-going disempowerment of women and community members in the
biomedical system, produced by weak state institutions. It is also possible that pregnant women were
acting out of perceived, or internalized, stigma (Luginaah et al. 2016), a fear of being stigmatized
when they reported to health facilities, as we discuss further below. According to the chief executive
of ActionAid, Justin Forsyth, “Ebola is having a huge impact on wider health issues like maternal
healthcare. No children have gone to school since March and pregnant mums are avoiding health
clinics and hospitals. One clinic I went to said the admissions had plummeted from 80 a day to 20—a
worrying stat when the UN estimates that 800,000 mums will give birth in the coming year across the
region” (Boseley 2014).

The clinics and hospitals were so overwhelmed with caring for victims of the Ebola outbreak that
providing obstetrical services for noninfected women became less of a priority. An important result of
this was decreased prenatal care for pregnant women, placing them and their unborn children at
higher risk for undetected complications such as other infectious diseases including malaria, HIV and
tuberculosis, hypertensive diseases of pregnancy, anemia, and obstructed labor. “The lack of access by
women, especially pregnant women, to reproductive health services is a major health disaster in wait-
ing,” said John K. Mulbah, Chairman of the Obstetrics and Gynaecology Department at the University
of Liberia (UNFPA 2014a). “As a result of the outbreak, there has been an increase in pregnant
women dying from preventable causes, including antepartum and post-partum hemorrhage, ruptured
uterus, as well as hypertensive disease,” said Dr. Mulbah. Pregnant women had to give birth without
medical supervision, often without a midwife, and occasionally even alone. In Monrovia, 36 year-old
Comfort Fayiah went into labor and was taken by her husband to four different clinics and hospitals
to deliver her twins, but she was refused admittance to all four. Her husband, Victor Fayiah, said,
“I begged them, I cried, but they bluntly refused.” On the final day of hospitalization, an up-front pay-
ment of $450 for a surgical delivery was demanded. “The hospital administration requested a cash
down payment of $450 before my wife would be touched,’ said her husband. “Upon realizing that we
did not have the money, and for fear that my wife could pass away in their premises, a man acting on
the order of the hospital physically pushed my wife out. He said, ‘Get outside! Do you think this is a
free hospital?”” After leaving in the rain, they hadn’t walked more than 10 m before Mrs. Fayiah fell
onto the street and began to deliver her twins. She received no care from the hospital staff, but instead
was assisted by people passing by and onlookers. A nurse assistant on a motorbike stopped to help
deliver the twins (UNFPA 2014d). Hayden (2014) relates another situation in which a laboring woman
was left to give birth alone in the back of an ambulance in Liberia. When the mother arrived at an MSF
Ebola management center, the obstetrician found that the woman’s placenta and now-dead baby were
still between her legs; tests later determined neither the mother nor baby had had Ebola (Hayden
2014). Despite the fact that the woman was not infected with the Ebola virus, health care workers had
been too afraid of contamination from the copious bodily fluids involved in birth to chance assisting
her without full-body protective equipment.

Other obstetric causes of hemorrhage could simulate the effects of the Ebola virus infection during
pregnancy. During the Ebola outbreak in Liberia, Mamie Tarr arrived at a clinic in her fifth month of
pregnancy while hemorrhaging, holding her abdomen and complaining of severe pain. Her husband
Edwin was ill and previously had been brought to an Ebola Treatment Center for care. “My wife saw
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me being carried to the Ebola treatment center as a suspected Ebola case, and she thought I was
going to die,” he stated. But Mamie did not want to raise the infant without her husband. So, without
informing her sick husband, the 30-year-old mother sought out an illegal and unsafe abortion from a
“backstreet abortionist” who performed the procedure using a combination of herbs, a rusty syringe,
and chalk, known in Liberia as “spoiling the belly.” Her husband said “She got scared about raising
the child without me, so she spoiled her belly. Then she just closed her mouth, she said nothing, until
she started bleeding.” Mamie died as a result of the unsafe abortion; her husband Edwin was released
from the ETC without ever having had the Ebola virus infection (Thomas 2017).

The Ebola crisis became more severe and, as it spread during 2014 and into 2015, country
officials diverted critical resources away from pregnant women, who already faced limited access to
adequate health care in these nations. The majority of Ebola units in these countries did not have staff
trained in obstetrics or midwifery. For example, in Bong, one of the most populous counties in Liberia,
the ambulance that was used for obstetric emergencies was instead being used for the Ebola response,
diverting this already scarce and much-needed resource from its original purpose, which had not dis-
appeared, only been overwhelmed by a louder, more urgent disaster. And the surgical and emergency
departments at JFK Hospital in Monrovia, one of the country’s major referral hospitals, were closed
during part of the outbreak (Sepkowitz and Haglage 2014). Giving birth at home is dangerous—there
is arisk of hepatitis or HIV infections being transmitted because instruments are not sterilized, as well
as life-threatening hemorrhage from a placental abruption, uterine rupture, placenta previa, velamen-
tous cord, retained placenta, or coagulopathy (Schwartz 2015). Giving birth at home also generally
takes place with the assistance of untrained relatives or perhaps local midwives who may or may not
have had any experience or training related to pregnancy or delivery complications, and may not be
able to recognize and deal with an emergency should one arise. This further endangers the lives of
both the mother and her baby; a woman can live with hepatitis or HIV, but without proper emergency
treatment, will most likely not recover from hemorrhage leading to hypovolemic shock. Should an
obstructed delivery occur, which is one of the most frequent causes of maternal death in sub-Saharan
Africa, there is no provision for performance of a life-saving Cesarean section at home (Schwartz
2015).

2.6 Stigmatization of Pregnant Women Due to Ebola Infection

Social stigmatization can result from the fear of disease, as well as the fear of people who are under-
stood to be different, often due to perceived connections with the contagion. During an infectious
disease outbreak, these two fears can occur simultaneously, resulting in the stigmatization of strang-
ers with or without the disease. This stigmatization creates numerous problems for both care givers
and care seekers, increasing the suffering of infected people and interfering with public health mea-
sures to control the outbreak, as well as the provision of health care (Des Jarlais et al. 2006; Goffman
1963). From a contemporary historical perspective, stigmatization has been an important sociologi-
cal aspect of many infectious diseases including Hansen’s disease (leprosy), AIDS, tuberculosis, and
SARS (severe acute respiratory syndrome) to name but a few (Obilade 2015). During the 2013-2015
Ebola epidemic, besides the problem of pregnant women intentionally avoiding health care facilities,
many others were stigmatized when seeking treatment at a clinic or hospital due to the widespread
general fear regarding the Ebola outbreak. As a result, when pregnant women sought health care, in
some cases they were turned away for fear that they were infected with Ebola virus. For example, in
August 2014, Sierra Leonean filmmaker Arthur Pratt was working in Freetown to educate people
about the Ebola outbreak. Because all hospitals there were closed to non-Ebola-infected cases, he
was forced to drive his 8-month pregnant wife to her mother’s village, many hours distant, in order
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to give birth. “A lot of women are having to give birth in the house now,” he said during an interview,
“All of the hospitals are closed. They have nowhere to go” (Sepkowitz and Haglage 2014). In the
case of Aminata, a young pregnant woman who presented to a health care facility in Sierra Leone
with a life-threatening obstructed labor, medical staff at the health care facility were afraid to treat
her because she might have Ebola virus disease. While waiting for the results of her blood test for
the infection, she was transferred to an Ebola holding center so that she could be rushed for a cesar-
ean section if her test was negative. Aminata and her unborn fetus died from complications of the
obstructed labor while waiting for the test results—they were found to be negative for Ebola virus
hours later (Farmer and Koroma 2015).

Childbirth is a messy process in the safest of circumstances—hemorrhage, amniotic fluid,
secretions, sweat, and expulsion of a bloody placenta are all normal processes in childbirth, except
that all of these fluids and tissues may contain the virus in infected women. Pregnant women infected
with the Ebola virus have been found to have high levels of the viral nucleic acid persisting in amniotic
fluid even following the clearance of the virus from maternal blood (Baggi et al. 2014).

Even in the first author’s field site in southwestern Tanzania, there was great fear in 2014 that Ebola
cases from Democratic Republic of Congo (DRC) or Uganda would jump borders and the virus could
find its way into Tanzania. The maternity ward nursing staff repeatedly discussed a deficiency of per-
sonal protective equipment (PPE) available at the hospital under normal circumstances and wanted to
know why the maternity ward staff had not been the first to be trained in proper techniques for isolat-
ing Ebola patients and recognizing the virus’s early symptoms. The nurses were of the opinion that
the maternity ward staff, with their intimate and nearly continual contact with vast quantities of bodily
fluids, would be the first to be infected and die from Ebola in the event that the virus became an issue
in their region. Under normal conditions, these midwives expressed a concern with their greater than
average exposure to bodily fluids and a lack of vaccines for diseases such as Hepatitis B (Strong
2018). This fear and concern most certainly was multiplied exponentially for midwives working in the
areas most heavily affected by the EVD epidemic. Surely, any amount of money to deal with bodily
fluids that may or may not be infected was poor incentive for providers to expose themselves to infec-
tion and a terrifying death as they watched or heard of their colleagues dying around them.

Compounding the stigmatization of pregnant women due to their potential Ebola infection was a
much older, geographically widespread stigma that ties women’s bodily fluids to concepts of pollu-
tion, dirt, and contamination. In some places, only women from groups which are already constructed
as polluted or polluting are considered suitable birth attendants in order to contain the stigma associ-
ated with contamination from the bodily by-products of birth. In India, for example, the local birth
attendants, dais, are generally from the lowest caste (Rai 2007:177; van Hollen 2003). Even in Western
biomedical settings, health care providers and a woman’s relatives act to mitigate their contamination
from women’s bodily fluids due to concerns about germs or infection, but Callaghan (2007) argues,
also due to much older, ingrained ideas about the inherently polluting nature of women’s bodies that
continue to float below the surface of action and thought. In West Africa, a history of menstrual taboos
or seclusion practices and other taboos related to sex or reproduction may hint at beliefs regarding the
underlying dangers of exposing others to the products of women’s bodies (Sterner and David 1991;
Strassmann 1992), even if these practices are not in place any longer. It should be noted that restrictions
related to menstruation, for example, are not universally damaging to women (Buckley and Gottlieb,
1988). With the spread of biomedicine and its conceptions of microscopic agents of infection (viruses
and bacteria) has come a newer understanding of what might be hiding in the substances produced by
bodies, particularly women’s bodies—in this case, infectious, potentially deadly pathogens such as
HIV, Ebola, hepatitis, and others.

Exacerbating the potential stigmatization of caring for pregnant women during an Ebola outbreak
were data indicating that some women who were pregnant and infected with Ebola virus may not have
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had symptoms of the infection at the time of labor. A 31-year-old woman was presented to a Monrovia
hospital in the late stage of pregnancy with suspected premature rupture of membranes (PROM),
abdominal pain, and mild uterine contractions. She was afebrile, reported no contact with persons
having Ebola virus disease, and did not meet the existing case criteria for having Ebola infection.
Subsequently, her blood was found to contain a high viral titer of Ebola virus. Three days after admis-
sion, she became febrile, and both she and her unborn fetus died of Ebola virus disease on the seventh
day (Akerlund et al. 2015).

Those women with Ebola infection who are pregnant can have copious hemorrhaging.
Compounding the hemorrhaging that accompanied delivery in women with Ebola infections was the
occurrence of obstetric emergencies that could occur in any cohort of women during pregnancy or in
labor. These included such hemorrhagic events as placental abruptions (or abruptio placentae; the
premature separation of the placenta before or during labor), placenta previa, retained products of
conception, rupture of the uterus, cervical lacerations, ruptured ectopic pregnancy, incomplete abor-
tions, and others (Bolkan 2017). There are no statistics available detailing the prevalence of the
problem of obstetrical hemorrhage with Ebola infection, but there are published reports. The chief of
ActionAid in Liberia, Korto Williams, has stated, “But we know that many women have had to give
birth on their own because people were afraid they had Ebola and women have died because of a
lack of care” (Boseley 2014). Korto Williams also said that there are online videos showing women
giving birth in the streets alone and without assistance because bystanders were scared they were
infected with Ebola (Feminist Newswire 2014). Some women were unable to leave quarantine to
give birth (Boseley 2014). The inexperienced staff members found themselves having to risk con-
tamination by caring for a pregnant woman who they believed would die regardless of treatment,
thus also wasting valuable supplies and medicines (Lang 2014). The conditions in many clinics and
hospitals, overwhelmed with providing care and housing for patients with Ebola, resulted in provid-
ers discouraging pregnant women from receiving antenatal care or giving birth within their walls as
a result of fear of bodily fluids (Feminist Newswire 2014). There were reports of some clinics and
hospitals refusing to admit Ebola-infected pregnant women into their Ebola wards with other
patients. At the West Point maternity ward in Monrovia, the staff turned away pregnant women with
red eyes and weakness, symptoms of Ebola infection, who were seeking maternity care. A staff nurse
there, Tarpeh, said “We are afraid-o, sister. If I had money to sustain my family for six months, 1
would go home. I'm not lying to you” (Moore 2014). Based upon interviews with nurses caring for
Ebola patients in Sierra Leone, the magazine New Yorker reported that an unofficial protocol devel-
oped among health workers in that nation: deny infected pregnant women access to Ebola wards, or
if entry was permitted, triage them last (Lang 2014). It was reported from Liberia that rumors were
common that most health workers who became infected with Ebola virus contracted the disease as a
result of caring for pregnant women—it is well-known that this is how the American physician, Dr.
Rick Sacra, who was equipped with full personal protective equipment, became infected in August
2014 (Dantzer 2015).

Speaking on the condition of anonymity, a Sierra Leonean nurse told Joshua Lang, a medical stu-
dent at the University of California San Francisco, “The hospitals are neglecting [pregnant women|]—
they won’t even allow them in.” Gabriel Warren, who runs West African Medical Missions, a nonprofit
organization in Sierra Leone, saw the effect of this exclusion at a variety of treatment centers. He told
Joshua Lang, “They aren’t given preferential treatment,” he said, “They aren’t even given beds. They
get put in an area where they get no interventions. They are assumed to die” (Lang 2014). The fear of
infection compounded with previously existing poor quality maternity care, which was evidenced by
the outstandingly high MMR even before the outbreak had begun. Any tendency towards neglect or
abuse (Bohren et al. 2015) could then be amplified by providers’ fears of infection and contamination,
which were taken out on the women for whom they cared.
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The equipment in many of the maternity wards and clinics was insufficient to properly protect the
staff, especially in the earlier stages of the outbreak, similar to previous outbreaks in Central African
countries. Lucy Barh, the president of the Liberia Midwifery Association, said that feelings about
inadequate protection were common to the midwives she led, “That’s why some of the clinics are
closed—fear; fear, fear. There’s no protective equipment, and the lives of those health care workers are
threatened” (Moore 2014). In addition to the lack of personal protective equipment, nurses often
faced stigma within their own families or communities due to their exposure or potential exposure to
the deadly virus (Hewlett and Hewlett 2005; McMahon et al. 2016).

In Monrovia, Fatuma Fofana was a 34-year-old mother of five who was pregnant with her sixth
child when she developed severe abdominal pain. Her brother Sheriff took her to a nearby clinic, but
they refused to see her—the staff was terrified that she might have Ebola infection. Her brother took
her to two other clinics, where she was also refused treatment. Finally, a fourth clinic let them in, but
by that time her baby had died—and she did not have Ebola. The staff member did not have the sup-
plies to further treat her and the retained dead infant, so Sheriff called numerous doctors, prepared to
offer them a large sum of money ($400 USD). But no doctor answered his calls, and his sister died,
adding to the maternal mortality of the epidemic (Moore 2014). Stories abound of uninfected pregnant
women who died as a result of pregnancy complications or miscarriages because they could not get
health care. Fatuma’s story, similar to Comfort Fayiah’s above, also demonstrates an additional bur-
den on poor women; even though her brother was prepared to offer a very large sum of money for her
care, it was still impossible to get appropriate medical attention. For many other women and their
families, such sums of money would be absolutely out of their reach. Under more normal circum-
stances (i.e., without the added stressors of a highly fatal epidemic), a family might fundraise from
relatives and/or neighbors and friends to acquire enough money for treatment. However, with so many
people infected, and rapidly deteriorating infrastructure making daily life more difficult than normal,
this network might, logically, rapidly start to fray and become less reliable. It must be considered that
women coming from wealthier families would not only have more cultural capital to exert when try-
ing to access care during pregnancy or while giving birth, but would have more physical capital to put
on the line in the search for care, as well. Women and families with more funds would be able to pay
higher costs that might be charged for scarce medical supplies or that might be given as incentives for
transportation or health care services. This differential access to capital would further enlarge the
already present gap between those women living at a subsistence level and those who might be con-
sidered more middle or upper middle class in these countries. Being able to put resources on the line
in the effort to attain care could possibly have helped to mitigate the stigma associated with pregnant
women and treating them. However, the story of Fatuma suggests that pregnant women were so highly
feared and stigmatized that even large sums of money could not induce health care workers to over-
come this stigma.

In some cases of pregnant women who arrived at a clinic or hospital with an urgent pregnancy com-
plication which included bleeding, a common pregnancy-related occurrence with or without Ebola
infection, there was a delay in their initial evaluation and treatment. The staff were hesitant to expose
themselves to potentially infectious bodily fluids, and there were delays while waiting for the results of
testing for the Ebola virus. Dr. Benjamin Black, an obstetrician, has said that poor infrastructure and
limited access to laboratory services meant that test results for suspected Ebola patients could take
more than 24 h to arrive, during which time a woman and her fetus could die (Guilbert 2015). Poor
infrastructure was one of the significant factors in these countries that caused them to be ripe for the
spread of this epidemic. While many knew this weak infrastructure was already a barrier to significant
improvement in a diverse array of health outcomes in these countries, the Ebola outbreak threw this
into stark relief, drastically highlighting the shortcomings and inefficiencies of the preexisting weak
health care sector. The existing social inequalities and health system weaknesses helped contribute to
the forms of stigma affecting pregnant women, which we have discussed here.
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2.7 Conclusions

Despite many of the representations, if we look deeper, pregnant women were not only victims of
stigma, but perpetrators, as well. They avoided health facilities and health care workers due to their
associations with the disease and its spread. Avoidance of facilities and distrust of health care work-
ers thought to have almost certainly been exposed to Ebola led to the almost complete erasure of
previous gains in maternal health outcomes. In a mutually reinforcing cycle, health care workers
feared and shunned pregnant women and pregnant women avoided providers and facilities. These
forms of stigmatization had fertile ground in which to prosper due to the preexisting health system
weaknesses in Guinea, Liberia, and Sierra Leone, compounded by the rapid spread of the epidemic.
Gender inequalities meant women had, at least during the first part of the epidemic, a greater risk
of contracting Ebola and worse outcomes when they became infected. Pregnant women, both in
2013-2015 and moving forward in time, perhaps suffered the greatest burden through near 100%
fatality when infected, but also through the reduction in obstetric services of any kind. It will doubt-
lessly take these countries several years to recover from the impact of the epidemic and pregnant
women will continue to suffer the consequences via a decimated health care profession and weak-
ened networks of care and services. In what was perhaps the most shocking example of the stigma
related to pregnant women, health care workers, and EBV infection, one of TIME Magazine’s
“People of the Year” from 2014, an “Ebola Fighter,” Salome Karwah, who was a nursing assistant
and herself an Ebola survivor, died on February 21, 2017, due to complications following the
Cesarean delivery of her third child (Baker 2017). Karwah used the lasting immunity from her pre-
vious Ebola infection to care for patients during the epidemic whom no one else would touch. The
outbreak also claimed many of her immediate relatives, including her father who was also a physi-
cian (Baker 2017). Of Salome’s death following her son’s birth, Baker (2017) writes, “Within hours
of coming home, Karwah lapsed into convulsions. Her husband and her sister rushed her back to
the hospital, but no one would touch her. Her foaming mouth and violent seizures panicked the staff.
‘They said she was an Ebola survivor,’ says her sister by telephone. ‘They didn’t want contact with
her fluids. They all gave her distance. No one would give her an injection.”” Salome’s sister directly
pointed to stigma associated with Ebola as a cause of Salome’s death. An MSF health promoter,
Ella Watson-Stryker, who worked with Salome during the outbreak said, “To survive Ebola and
then die in the larger yet silent epidemic of health system failure... I have no words” (Baker 2017).
News of Salome’s death spread around the world due to her appearance on the cover of TIME, but
she holds a place for the unknown number of pregnant women who died during, and after, the
2013-2015 epidemic due to the effects of stigma and fear.

References

Adhikari, B., Kaehler, N., Chapman, R. S., Raut, S., & Roche, P. (2014). Factors affecting perceived stigma in leprosy
affected persons in Western Nepal. PLOS Neglected Tropical Diseases, 8(6), €2940—-e2948. Retrieved January 16,
2018, from http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0002940.

Akerlund, E., Prescott, J., & Tampellini, L. (2015). Shedding of Ebola virus in an asymptomatic pregnant woman. New
England Journal of Medicine, 372(25), 2467-2469. Retrieved January 16, 2018, from http://www.nejm.org/doi/
full/10.1056/NEJMc1503275.

Amo-Adjei, J. (2016). Individual, household, and community level factors associated with keeping tuberculosis status
secret in Ghana. BMC Public Health, 16, 1196. Retrieved January 16, 2018, from https://bmcpublichealth.biomed-
central.com/articles/10.1186/s12889-016-3842-y.

Anoko, J. N. (2014). Communication with rebellious communities during an outbreak of Ebola virus disease in Guinea:
An anthropological approach. Ebola Response Anthropology Platform. Retrieved September 18, 2017, from http://
www.ebola-anthropology.net/case_studies/communication-with-rebellious-communities-during-an-outbreak-of-
ebola-virus-disease-in-guinea-an-anthropological-approach/.


http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0002940
http://www.nejm.org/doi/full/10.1056/NEJMc1503275
http://www.nejm.org/doi/full/10.1056/NEJMc1503275
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3842-y
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3842-y
http://www.ebola-anthropology.net/case_studies/communication-with-rebellious-communities-during-an-outbreak-of-ebola-virus-disease-in-guinea-an-anthropological-approach/
http://www.ebola-anthropology.net/case_studies/communication-with-rebellious-communities-during-an-outbreak-of-ebola-virus-disease-in-guinea-an-anthropological-approach/
http://www.ebola-anthropology.net/case_studies/communication-with-rebellious-communities-during-an-outbreak-of-ebola-virus-disease-in-guinea-an-anthropological-approach/

26 A.E. Strong and D. A. Schwartz

Avotri, J. Y., & Walters, V. (1999). “You just look at our work and see if you have any freedom on earth:” Ghanaian
women’s accounts of their work and their health. Social Science & Medicine, 48(9), 1123-1133. https://doi.
org/10.1016/S0277-9536(98)00422-5.

Awford, J. (2015). Woman who became the first to survive Ebola in Sierra Leone but lost 21 relatives to the disease
gives birth to a baby boy. Daily Mail. Retrieved January 16, 2018, from http://www.dailymail.co.uk/news/arti-
cle-3214664/Sierra-Leone-s-Ebola-survivor-gives-birth- baby-boy.html.

Baggi, F. M., Taybi, A., Kurth, A., Van Herp, M., Di Caro, A., Woélfel, R., et al. (2014). Management of pregnant women
infected with Ebola virus in a treatment centre in Guinea, June 2014. Eurosurveillance, 19(49), 20983. Retrieved
November 18, 2017, from http://eurosurveillance.org/content/10.2807/1560-7917.ES2014.19.49.20983.

Bainson, K., & van den Borne, B. (1998). Dimensions and process of stigmatization in leprosy. Leprosy Review, 69,
341-350.

Baker, A. (2017). Liberian Ebola fighter, a TIME Person of the Year, dies in Childbirth. Time. Retrieved January 16,
2018, from http://time.com/4683873/ebola-fighter-time-person-of-the-year-salome-karwah/.

Barbato, L. (2014). Most Ebola victims are women, for one big reason. Bustle. Retrieved January 16, 2018, from https://
www.bustle.com/articles/36718-most-ebola-victims-are-women-for-one-big-reason.

Barrett, R. (2005). Self-mortification and the stigma of leprosy in Northern India. Medical Anthropology Quarterly,
19(2), 216-230.

Barrett, R. & Brown, P. J. (2008). Stigma in the time of influenza: Social and institutional responses to emergencies. The
Journal of Infectious Diseases, 197(S1), s34—s37.

BBC. (2014). Ebola outbreak: Guinea health team killed. BBC News. Retrieved January 16, 2018, from http://www.bbc.
com/news/world-africa-29256443.

Bebell, L. M., Oduyebo, T., & Riley, L. E. (2017). Ebola virus disease and pregnancy: A review of the current knowl-
edge of Ebola virus pathogenesis, maternal, and neonatal outcomes. Birth Defects Research, 109(5), 353-362.

Blair, R. A., Morse, B. S., & Tsai, L. L. (2017). Public health and public trust: Survey evidence from the Ebola virus dis-
ease epidemic in Liberia. Social Science & Medicine, 172, 89-97. https://doi.org/10.1015/j.socscimed.2016.11.016.

Bofu-Tawamba, N. (2014). African women face Ebola triple jeopardy. Al Jazeera America. Retrieved January 16, 2018,
from http://america.aljazeera.com/opinions/2014/11/ebola-response-africanfemalehealthworkersculturecaregivin-
groles.html.

Bohren, M. A., Vogel, J. P., Hunter, E. C., Lutsiv, O., Makh, S. K., Souza, J. P, et al. (2015). The mistreatment of women
during childbirth in health facilities globally: A mixed-methods systematic review. PLoS Med, 12(6), e1001847.
https://doi.org/10.1371/journal.pmed.1001847.

Bolkan, H. A. (2017). How Ebola affected a clinical officer training program in Sierra Leona and the decline of surgi-
cal care. In S. M. Wren & A. L. Kushner (Eds.), Operation Ebola: Surgical care during the West African outbreak
(pp- 49-59). Baltimore: Johns Hopkins University Press.

Boseley, S. (2014). One in seven pregnant women could die in Ebola-hit countries, say charities. The
Guardian. ~ Retrieved  January 16, 2018, from  http://www.theguardian.com/world/2014/nov/10/
ebola-one-in-seven-pregnant-women-could-die.

Brown, H., Kelly, A. H., Saez, A. M., Fichet-Calvet, E., Ansumana, R., Bonwitt, J., et al. (2015). Extending the “social”:
Anthropological contributions to the study of viral haemorrhagic fevers. PLOS Neglected Tropical Diseases, 9(4),
e0003651. https://doi.org/10.1371/journal.pntd.0003651. Retrieved January 16, 2018, from http://journals.plos.org/
plosntds/article?id=10.1371/journal.pntd.0003651.

Buckley, T., & Gottlieb, A. (1988). Blood magic: The anthropology of menstruation. Berkeley: University of California
Press.

Callaghan, H. (2007). Birth dirt. In M. Kirkham (Ed.), Exploring the dirty side of women’s health (pp. 8-25). New York:
Routledge.

Calain, P. & Poncin, M. (2015). Reaching out to Ebola victims: Coercion, persuasion or an appeal for self-sacrifice?
Social Science & Medicine, 147,126—133.

Carroll, S. A., Towner, J. S., Sealy, T. K., McMullan, L. K., Khristova, M. L., Burt, F. J., et al. (2013). Molecular evo-
lution of viruses of the family Filoviridae based on 97 whole-genome sequences. Journal of Virology, 87(2013),
2608-2616.

Castro, A., & Farmer, P. (2005). Understanding and addressing AIDS-related stigma: From anthropological theory
to clinical practice in Haiti. American Journal of Public Health, 95(1), 53-59. Retrieved January 16, 2018, from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1449851/.

CDC. (2016a). Guidance for screening and caring for pregnant women with Ebola virus disease for healthcare pro-
viders in U.S. hospitals. Retrieved October 12, 2017, from https://www.cdc.gov/vhf/ebola/healthcare-us/hospitals/
pregnant-women.html#R1.

CDC. (2016b). 2014 Ebola outbreak in West Africa—Case counts. Retrieved October 21, 2017, from https://www.cdc.
gov/vhf/ebola/outbreaks/2014-west-africa/case-counts.html.

Chicago Tribune. (2015). More heartbreak for Ebola survivor after baby boy dies. Retrieved November 5, 2017, from
http://www.chicagotribune.com/news/nationworld/ct-ebola-survivor-baby-dies-20150904-story.html.


https://doi.org/10.1016/S0277-9536(98)00422-5
https://doi.org/10.1016/S0277-9536(98)00422-5
http://www.dailymail.co.uk/news/article-3214664/Sierra-Leone-s-Ebola-survivor-gives-birth- baby-boy.html
http://www.dailymail.co.uk/news/article-3214664/Sierra-Leone-s-Ebola-survivor-gives-birth- baby-boy.html
http://eurosurveillance.org/content/10.2807/1560-7917.ES2014.19.49.20983
http://time.com/4683873/ebola-fighter-time-person-of-the-year-salome-karwah/
https://www.bustle.com/articles/36718-most-ebola-victims-are-women-for-one-big-reason
https://www.bustle.com/articles/36718-most-ebola-victims-are-women-for-one-big-reason
http://www.bbc.com/news/world-africa-29256443
http://www.bbc.com/news/world-africa-29256443
https://doi.org/10.1015/j.socscimed.2016.11.016
http://america.aljazeera.com/opinions/2014/11/ebola-response-africanfemalehealthworkersculturecaregivingroles.html
http://america.aljazeera.com/opinions/2014/11/ebola-response-africanfemalehealthworkersculturecaregivingroles.html
https://doi.org/10.1371/journal.pmed.1001847
http://www.theguardian.com/world/2014/nov/10/ebola-one-in-seven-pregnant-women-could-die
http://www.theguardian.com/world/2014/nov/10/ebola-one-in-seven-pregnant-women-could-die
https://doi.org/10.1371/journal.pntd.0003651
http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0003651
http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0003651
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1449851/
https://www.cdc.gov/vhf/ebola/healthcare-us/hospitals/pregnant-women.html#R1
https://www.cdc.gov/vhf/ebola/healthcare-us/hospitals/pregnant-women.html#R1
https://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/case-counts.html
https://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/case-counts.html
http://www.chicagotribune.com/news/nationworld/ct-ebola-survivor-baby-dies-20150904-story.html

2 Effects of the West African Ebola Epidemic on Health Care of Pregnant Women: Stigmatization... 27

Chinouya, M., & Adeyanju, O. (2017). A disease called stigma: The experience of stigma among African men with TB
diagnosis in London. Public Health, 145, 45-50. https://doi.org/10.1016/j.puhe.2016.12.017.

Chothia, F. (2014). Ebola drains already weak West African health systems. BBC News. Retrieved January 16, 2018,
from http://www.bbc.com/news/world-africa-29324595.

CIA (Central Intelligence Agency). (2015). The World Factbook. Retrieved from https://www.cia.gov/library/
publications/the-world-factbook/.

Clark, D. V., Kibuuka, H., Millard, M., Wakabi, S., Lukwago, L., Taylor, A., et al. (2015). Long-term sequelae after Ebola
virus disease in Bundibugyo, Uganda: A retrospective cohort study. The Lancet Infectious Diseases, 15(8), 905-912.
Retrieved January 16, 2018, from http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(15)70152-0/
abstract.

Coreil, J., Mayard, G., Simpson, K., Lauzardo, M., Zhu, Y., & Weiss, M. (2010). Structural forces and the production
of TB-related stigma among Haitians in two contexts. Social Science & Medicine, 71(8), 1409-1417. Retrieved
January 16, 2018, from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3430377/.

Coulter, C. (2009). Bush wives and girl soldiers: Women’s lives through war and peace in Sierra Leone. Ithaca: Cornell
University Press.

Courtwright, A., & Turner, A. (2010). Tuberculosis and stigmatization: Pathways and interventions. Public Health
Reports, Social Determinant of Health, 4(Suppl), 34-42. Retrieved January 16, 2018, from https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC2882973/.

Daniel, T. M. (2006). The history of tuberculosis. Respiratory Medicine, 100(11), 1862-1870.

Dantzer, E. (2015). Reproductive health: The biggest casualty of the Ebola epidemic? Retrieved January 16, 2018, from
http://thepump.jsi.com/reproductive-health-the-biggest-casualty-of-the-ebola-epidemic/.

Davtyan, M., Brown, B., & Folayan, M. O. (2014). Addressing Ebola-related stigma: Lessons learned from HIV/AIDS.
Global Health Action, 7(1), 258-260.

Denis-Ramirez, E., Sorensen, K. H., & Skovdal, M. (2017). In the midst of a ‘perfect storm’: Unpacking the causes and
consequences of Ebola-related stigma for children orphaned by Ebola in Sierra Leone. Children and Youth Services
Review, 73, 445-453. https://doi.org/10.1016/j.childyouth.2016.11.025.

Des Jarlais, D. C., Galea, S., Tracy, M., Tross, S., & Vlahov, D. (2006). Stigmatization of newly emerging infectious
diseases: AIDS and SARS. American Journal of Public Health, 96(3), 561-567. Retrieved January 13, 2018, from
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1470501/.

Dodor, E. A., Neal, K., & Kelly, S. (2008). An exploration of the causes of tuberculosis stigma in an urban district in
Ghana. International Journal of Lung Disease, 12(9), 1048—1054.

Dornemann, J., Burzio, C., Ronsse, A., Sprecher, A., De Clerck, H., Van Herp, M., et al. (2017). First newborn baby
to receive experimental therapies survives Ebola virus disease. Journal of Infectious Diseases, 215(2), 171-174.
Retrieved January 13, 2018, from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5583641/.

Doucleff, M. (2014). Dangerous deliveries: Ebola leaves moms and babies without care. National Public Radio.
Retrieved January 13, 2018, from  https://www.npr.org/sections/goatsandsoda/2014/11/18/364179795/
dangerous-deliveries-ebola-devastates-womens-health-in-liberia.

Duerkson, M. (2014). Arcade Africa. Ebola’s history. 3: pre-1976. Retrieved January 10, 2018, from https://markduerk-
sen.com/2014/08/04/ebolas-history-3-pre-1976/#_ftn2.

Dynes, M. M., Miller, L., Sam, T., Vandi, M. A., & Tomczyk, B. (2015). Perceptions of the risk for Ebola and health
facility use among health workers and pregnant and lactating women—Kenema District, Sierra Leone, September
2014. MMWR Morbidity and Mortality Weekly Report, 63(51), 1226—1227. Retrieved January 12, 2018, from http://
www.cdc.gov/mmwr/preview/mmwrhtml/mm6351a3.htm.

Farmer, P., & Koroma, A. (2015, April 8). PIH, Sierra Leone address needs of pregnant women amid Ebola. Retrieved
September 2, 2015, from http://www.pih.org/blog/pih-sierra-leone-address-needs-of-pregnant-women-amid-ebola.

FeministNewswire.(2014). MaternaldeathrateinWestAfricaexpectedtorisedueto Ebola.RetrievedJanuary 13,2018, from
https://feminist.org/blog/index.php/2014/11/13/maternal-death-rate-in-west-africa-expected-to-rise-due-to-ebola/.

Fitzgerald, F., Naveed, A., Wing, K., Gbessay, M., Ross, J. C., Checchi, F,, et al. (2016). Ebola virus disease in children,
Sierra Leone, 2014-2015. Emerging Infectious Diseases, 22, 1769—1777. Retrieved January 9, 2018, from https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC5038433/.

Frankel, T. C. (2014, December 22). Imagine a disease wiping out 64,000 U.S. doctors. Now, you understand Ebola in
Sierra Leone. The Washington Post. Retrieved from http://www.washingtonpost.com/news/storyline/wp/2014/12/22/
imagine-a-disease-wiping-out-63000-u-s-doctors-now-you-understand-ebola-in-sierra-leone/.

Garba, L., Dattijo, L. M., & Habib, A. G. (2017). Ebola virus disease and pregnancy outcome: A review of the literature.
Tropical Journal of Obstetrics and Gynaecology, 34(1), 6-10. Retrieved November 15, 2017, from http://www.
tjogonline.com/article.asp?issn=0189-5117;year=2017;volume=34;issue=1;spage=6;epage=10;aulast=Garba.

Garbin, C., Garbin, A., Carloni, M., Rovida, T., & Martins, R. (2015). The stigma and prejudice of leprosy: Influence
on the human condition. Revista de Sociedade Brasileira de Medicina Tropical, 48(2), 194-201. https://doi.
org/10.1590/0037-8682-0004-2015.

Gholipour, B. (2014). How Ebola got its name. Retrieved October 12, 2017, from https://www.livescience.com/48234-
how-ebola-got-its-name.html.


https://doi.org/10.1016/j.puhe.2016.12.017
http://www.bbc.com/news/world-africa-29324595
https://www.cia.gov/library/publications/the-world-factbook/
https://www.cia.gov/library/publications/the-world-factbook/
http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(15)70152-0/abstract
http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(15)70152-0/abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3430377/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882973/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882973/
http://thepump.jsi.com/reproductive-health-the-biggest-casualty-of-the-ebola-epidemic/
https://doi.org/10.1016/j.childyouth.2016.11.025
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1470501/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5583641/
https://www.npr.org/sections/goatsandsoda/2014/11/18/364179795/dangerous-deliveries-ebola-devastates-womens-health-in-liberia
https://www.npr.org/sections/goatsandsoda/2014/11/18/364179795/dangerous-deliveries-ebola-devastates-womens-health-in-liberia
https://markduerksen.com/2014/08/04/ebolas-history-3-pre-1976/#_ftn2
https://markduerksen.com/2014/08/04/ebolas-history-3-pre-1976/#_ftn2
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6351a3.htm.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6351a3.htm.
http://www.pih.org/blog/pih-sierra-leone-address-needs-of-pregnant-women-amid-ebola
https://feminist.org/blog/index.php/2014/11/13/maternal-death-rate-in-west-africa-expected-to-rise-due-to-ebola/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5038433/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5038433/
http://www.washingtonpost.com/news/storyline/wp/2014/12/22/imagine-a-disease-wiping-out-63000-u-s-doctors-now-you-understand-ebola-in-sierra-leone/
http://www.washingtonpost.com/news/storyline/wp/2014/12/22/imagine-a-disease-wiping-out-63000-u-s-doctors-now-you-understand-ebola-in-sierra-leone/
http://www.tjogonline.com/article.asp?issn=0189-5117;year=2017;volume=34;issue=1;spage=6;epage=10;aulast=Garba
http://www.tjogonline.com/article.asp?issn=0189-5117;year=2017;volume=34;issue=1;spage=6;epage=10;aulast=Garba
https://doi.org/10.1590/0037-8682-0004-2015
https://doi.org/10.1590/0037-8682-0004-2015
https://www.livescience.com/48234-how-ebola-got-its-name.html
https://www.livescience.com/48234-how-ebola-got-its-name.html

28 A.E. Strong and D. A. Schwartz

Goffman, E. (1963). Stigma: Notes on the management of a spoiled identity. New York: Simon & Schuster.

Guilbert, K. (2015). Ebola health workers face life or death decision on pregnant women—experts. Reuters.
Retrieved January 12, 2018, from http://www.reuters.com/article/2015/01/14/us-ebola-africa-pregnancy-
idUSKBNOKN1T620150114.

Hayden, E. C. (2014). Ebola’s lost ward: A hospital in Sierra Leone has struggled to continue its research amid the worst
Ebola outbreak in history. Nature, 513, 474—477. Retrieved January 13, 2018, from http://ebola-honors210g.wiki-
spaces.umb.edu/file/view/Ebola%27s%20lost%20ward%202014.pdf/560012601/Ebola%?27s%20lost%20ward %20
2014.pdf.

Heijnders, M. (2004). The dynamics of stigma in leprosy. International Journal of Leprosy and Other Mycobacterial
Diseases, 2004(72), 437-447.

Hewlett, B. S., & Amola, R. P. (2003). Cultural contexts of Ebola in northern Uganda. Emerging Infectious Diseases,
9(10), 1242—-1248. Retrieved January 10, 2018, from https://wwwnc.cdc.gov/eid/article/9/10/02-0493 _article.

Hewlett, B. L., & Hewlett, B. S. (2005). Providing care and facing death: Nursing during Ebola outbreaks in Central
Africa. Journal of Transcultural Nursing, 16(4), 289-297. https://doi.org/10.1177/1043659605278935.

Hogan, C. (2014). Ebola striking women more frequently than men. The Washington Post. Retrieved January 16,
2018, from  https://www.washingtonpost.com/national/health-science/2014/08/14/3e08d0c8-2312-11e4-8593-
da634b334390_story.html?utm_term=.a0940f34a8ff.

Howard, C. R. (2005). Viral haemorrhagic fevers. Amsterdam: Elsevier.

Jamieson, D. J., Uyeki, T. M., Callaghan, W. M., Meaney-Delman, D., & Rasmussen, S. A. (2014). What obstetrician-
gynecologists should know about Ebola: A perspective from the Centers for Disease Control and Prevention.
Obstetrics and Gynecology, 124(5), 1005-1010. Retrieved January 15, 2018, from http://Idh.louisiana.gov/assets/
oph/Center-PHCH/Center-CH/infectious-epi/EpiManual/ObstetricsEbola.pdf.

Jopling, W. (1991). Leprosy stigma. Leprosy Review, 62, 1-12.

Karafillakis, E., Nuriddin, A., Larson, H. J., Whitworth, J., Lees, S., et al. (2016). ‘Once there is life, there is hope’ Ebola
survivors’ experiences, behaviours and attitudes in Sierra Leone, 2015. BMJ Global Health, 1(3), e000108. https://
doi.org/10.1136/bmjgh-2016-000108. Retrieved January 13, 2018, from http://gh.bmj.com/content/1/3/e000108.

Kilmarx, P. H., Clarke, K. R., Dietz, P. M., Hamel, M. J., Husain, F., McFadden, J. D., et al. (2014). Ebola virus disease
in health care workers—Sierra Leone, 2014. Morbidity and Mortality Weekly Report (MMWR), 63(49), 1168-1171.

Lang, J. (2014). Ebola in the maternity ward. The New Yorker. Retrieved January 9, 2018 from https://www.newyorker.
com/tech/elements/ebola-maternity-ward.

Leroy, E. M., Telfer, P., Kumulungui, B., Yaba, P., Rouquet, P., Roques, P., et al. (2004). A serological survey of Ebola
virus infection in Central African nonhuman primates. Journal of Infectious Diseases, 190(2004), 1895-1899.
https://doi.org/10.1086/425421.

Life for African Mothers. (2014). Most victims of Ebola virus are women. Life For African Mothers. Retrieved January
10, 2018, from http://lifeforafricanmothers.org/most-victims-of-ebola-virus-are-women/.

Link, B. C., & Phelan, J. C. (2001). Conceptualizing stigma. Annual Review of Sociology, 27, 363-385.

Luginaah, I. N., Kangmennaang, J., Fallah, M., Dahn, B., Kateh, F., & Nyenswah, T. (2016). Timing and utilization of
antenatal care services in Liberia: Understanding the pre-Ebola epidemic context. Social Science & Medicine, 160,
75-86. https://doi.org/10.1016/j.socscimed.2016.05.019.

Luka, E. E. (2010). Understanding the stigma of leprosy. South Sudan Medical Journal, 3(3). Retrieved October 1,
2017, from http://www.southsudanmedicaljournal.com/archive/august-2010/understanding-the-stigma-of-leprosy.
html.

Maman, S., Abler, L., Parker, L., Lane, T., Chirowodza, A., Ntogwisangu, J., et al. (2009). A comparison of HIV stigma
and discrimination in five international sites: The influence of care and treatment resources in high prevalence
settings. Social Science & Medicine, 68, 2271-2278. https://doi.org/10.1016/j.socscimed.2009.04.002. Retrieved
January 13, 2018, from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2696587/.

Maron, D. FE (2015). Thousands of Ebola survivors face persistent joint pain and other problems.
Scientific  American. Retrieved January 8, 2018, from https://www.scientificamerican.com/article/
thousands-of-ebola-survivors-face-persistent-joint-pain-and-other-problems/.

Martel, F. (2014). Two-week-old baby girl survives Ebola in Sierra Leone. Breitbart. Retrieved September 18, 2017, from
http://www.breitbart.com/national-security/2014/10/3 1/two-week-old-baby-girl-survives-ebola-in-sierra-leone/.
McMahon, S., Ho, L., Brown, H., Miller, L., Ansumana, R., & Kennedy, C. (2016). Healthcare providers on the front-
lines: A qualitative investigation of the social and emotional impact of delivering health services during Sierra
Leone’s Ebola epidemic. Health Policy and Planning, 31, 1232-1239. https://doi.org/10.1093/heapol/czw055.

Retrieved January 10, 2018, from https://academic.oup.com/heapol/article/31/9/1232/2452988.

Meédecins Sans Frontieres. (2015). Nubia. First newborn to survive Ebola. Retrieved January 15, 2018, from https://
msf.exposure.co/nubia.

Menéndez, C., Lucas, A., Munguambe, K., & Langer, A. (2015). Ebola crisis: The unequal impact on women and chil-
dren’s health. The Lancet Global Health, 3(3), e130. Retrieved January 15, 2018, from http://www.thelancet.com/
journals/langlo/article/P11S2214-109X(15)70009-4/fulltext.


http://www.reuters.com/article/2015/01/14/us-ebola-africa-pregnancy- idUSKBN0KN1T620150114
http://www.reuters.com/article/2015/01/14/us-ebola-africa-pregnancy- idUSKBN0KN1T620150114
http://ebola-honors210g.wikispaces.umb.edu/file/view/Ebola's lost ward 2014.pdf/560012601/Ebola's lost ward 2014.pdf
http://ebola-honors210g.wikispaces.umb.edu/file/view/Ebola's lost ward 2014.pdf/560012601/Ebola's lost ward 2014.pdf
http://ebola-honors210g.wikispaces.umb.edu/file/view/Ebola's lost ward 2014.pdf/560012601/Ebola's lost ward 2014.pdf
https://wwwnc.cdc.gov/eid/article/9/10/02-0493_article
https://doi.org/10.1177/1043659605278935
https://www.washingtonpost.com/national/health-science/2014/08/14/3e08d0c8-2312-11e4-8593-da634b334390_story.html?utm_term=.a0940f34a8ff
https://www.washingtonpost.com/national/health-science/2014/08/14/3e08d0c8-2312-11e4-8593-da634b334390_story.html?utm_term=.a0940f34a8ff
http://ldh.louisiana.gov/assets/oph/Center-PHCH/Center-CH/infectious-epi/EpiManual/ObstetricsEbola.pdf
http://ldh.louisiana.gov/assets/oph/Center-PHCH/Center-CH/infectious-epi/EpiManual/ObstetricsEbola.pdf
https://doi.org/10.1136/bmjgh-2016-000108
https://doi.org/10.1136/bmjgh-2016-000108
http://gh.bmj.com/content/1/3/e000108
https://www.newyorker.com/tech/elements/ebola-maternity-ward
https://www.newyorker.com/tech/elements/ebola-maternity-ward
https://doi.org/10.1086/425421
http://lifeforafricanmothers.org/most-victims-of-ebola-virus-are-women/
https://doi.org/10.1016/j.socscimed.2016.05.019
http://www.southsudanmedicaljournal.com/archive/august-2010/understanding-the-stigma-of-leprosy.html
http://www.southsudanmedicaljournal.com/archive/august-2010/understanding-the-stigma-of-leprosy.html
https://doi.org/10.1016/j.socscimed.2009.04.002
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2696587/
https://www.scientificamerican.com/article/thousands-of-ebola-survivors-face-persistent-joint-pain-and-other-problems/
https://www.scientificamerican.com/article/thousands-of-ebola-survivors-face-persistent-joint-pain-and-other-problems/
http://www.breitbart.com/national-security/2014/10/31/two-week-old-baby-girl-survives-ebola-in-sierra-leone/
https://doi.org/10.1093/heapol/czw055
https://academic.oup.com/heapol/article/31/9/1232/2452988
https://msf.exposure.co/nubia
https://msf.exposure.co/nubia
http://www.thelancet.com/journals/langlo/article/PIIS2214-109X(15)70009-4/fulltext
http://www.thelancet.com/journals/langlo/article/PIIS2214-109X(15)70009-4/fulltext

2 Effects of the West African Ebola Epidemic on Health Care of Pregnant Women: Stigmatization... 29

Moore, J. (2014). How Ebola can kill you—Even when you don’t have Ebola. BuzzFeed News. Retrieved January 15,
2018, from https://www.buzzfeed.com/jinamoore/how-ebola-can-kill-you-even-when-you-dont-have-ebola?utm_
term=.gmAO8kgqX1#.cxvxe9Xq2d.

Mupapa, K., Mukundu, W., Bwaka, M. A., Kipasa, M., De Roo, A., Kuvula, K., et al. (1999). Ebola hemorrhagic fever
and pregnancy. Journal of Infectious Diseases, 179(Suppl 1), S11-S12. Retrieved September 18, 2017, from https://
academic.oup.com/jid/article/179/Supplement_1/S11/879962.

Obilade, T. T. (2015). Ebola virus disease stigmatization; the role of societal attributes. International Archives of
Medicine, 8(14), 1-19. Retrieved January 12, 2018, from http://imed.pub/ojs/index.php/iam/article/view/1007.
Parker, R., & Aggleton, P. (2003). HIV and AIDS-related stigma and discrimination: A conceptual framework and

implications for action. Social Science & Medicine, 57, 13-24.

Piot, P. (2012). No time to lose: A life in pursuit of deadly viruses. New York: W. W. Norton.

Rai, S. (2007). Listening to dais speak about their work in Gujarat, India. In M. Kirkham (Ed.), Exploring the dirty side
of women’s health. New York: Routledge.

Rao, P. (2010). Study on differences and similarities in the concept and origin of leprosy stigma in relation to other
health-related stigma. Indian Journal of Leprosy, 82, 117-121.

Rojek, A., Horby, P., & Dunning, J. (2017). Insights from clinical research completed during the West Africa Ebola
virus disease epidemic. Lancet Infectious Diseases, 17(9), e280-292. Retrieved November 10, 2017, from http://
www.thelancet.com/journals/laninf/article/PIIS 1473-3099(17)30234-7/fulltext.

Saul, H. (2015). Ebola crisis: This is why ‘75%’ of victims are women. The Independent. Retrieved January 13,
2018, from http://www.independent.co.uk/news/world/africa/ebola-virus-outbreak-this-is-why-75-of-victims-are-
women-9681442 html.

Schwartz, D. A. (2015). Pathology of maternal death—The importance of accurate autopsy diagnosis for epidemiologic
surveillance and prevention of maternal mortality in developing countries. In D. A. Schwartz (Ed.), Maternal mor-
tality: Risk factors, anthropological perspectives, prevalence in developing countries and preventative strategies for
pregnancy-related death (pp. 215-253). New York: Nova Scientific Publishing.

Segers, N. (2014). The underestimated gender(ed) politics of Ebola. Why a preventive and remedial focus on women is
critical to save lives. The New Federalist. Retrieved January 15, 2018, from http://www.thenewfederalist.eu/7035.

Sepkowitz, K., Haglage, A. (2014). The only thing more terrifying than Ebola is being pregnant
with Ebola. The Daily Beast. Retrieved January 14, 2018, from https://www.thedailybeast.com/
the-only-thing-more-terrifying-than-ebola-is-being-pregnant-with-ebola.

Sieff, K. (2015). Could a pregnant woman change the way we think about Ebola? The Washington Post. Retrieved
January 15, 2018, from https://www.washingtonpost.com/world/could-a-pregnant-woman-change-the-way-we-
think-about-ebola/2015/01/04/a5ed5a7f-73a6-427b-b515-6£8f7e¢77801e_story.html?utm_term=.c40e7273d91a.

Statista. (2015). Ebola cases and deaths among health care workers due to the outbreaks in African coun-
tries as of November 4, 2015. Retrieved January 14, 2018, from https://www.statista.com/statistics/325347/
west-africa-ebola-cases-and-deaths-among-health-care-workers/.

Sterner, J., & David, N. (1991). Gender and caste in the Mandara Highlands: Northeastern Nigeria and Northern
Cameroon. Ethnology, 30(4), 355-369.

Strassmann, B. 1. (1992). The function of menstrual taboos among the Dogon: Defense against cuckoldry? Human
Nature, 3(2), 89-131.

Strong, A. E. (2017). Working in scarcity: Effects on social interactions and biomedical care in a Tanzanian hospital.
Social Science & Medicine, 187,217-224.

Strong, A. E. (2018). Causes and effects of occupational risk for healthcare workers on the maternity ward of a Tanzanian
hospital. Human Organization, 77(3), 273-286.

Takahashi, S., Metcalf, C. J., Ferrari, M. J., Moss, W. J., Truelove, S. A., Tatem, A. J., et al. (2015). Reduced vaccina-
tion and the risk of measles and other childhood infections post-Ebola. Science, 347(6227), 1240-1242. Retrieved
January 13, 2018, from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4691345/.

Thomas, K. (2014). Ebola’s gender bias: The triple threat facing women. Ebola Deeply. Retrieved
January 15, 2018, from  http://archive.eboladeeply.org/articles/2014/12/6897/ebolas-gender-bias-%20
triple-threat-facing-women-affected-countries/.

Thomas, K. (2017). ‘Spoiling the belly’: The dangers of backstreet abortions in Liberia. Retrieved
November 22, 2017, from https://www.newsdeeply.com/womenandgirls/articles/2017/04/21/
spoiling-the-belly-the-dangers-of-backstreet-abortions-in-liberia.

United Nations Population Fund (UNFPA). (2014a). Liberia’s Ebola outbreak leaves pregnant women stranded. Retrieved
January 15, 2018, from http://www.unfpa.org/news/liberias-ebola-outbreak-leaves-pregnant-women-stranded.

United Nations Population Fund (UNFPA). (2014b). Fear of health workers fuels Ebola crisis in Guinea. Retrieved
January 15, 2018, from http://www.unfpa.org/news/fear-health-workers-fuels-ebola-crisis-guinea.

United Nations Population Fund (UNFPA). (2014c). Ebola wiping out gains in safe motherhood. Retrieved January 13,
2018, from http://esaro.unfpa.org/news/ebola-wiping-out-gains-safe-motherhood.


https://www.buzzfeed.com/jinamoore/how-ebola-can-kill-you-even-when-you-dont-have-ebola?utm_term=.gmAO8kgqX1#.cxvxe9Xq2d
https://www.buzzfeed.com/jinamoore/how-ebola-can-kill-you-even-when-you-dont-have-ebola?utm_term=.gmAO8kgqX1#.cxvxe9Xq2d
https://academic.oup.com/jid/article/179/Supplement_1/S11/879962
https://academic.oup.com/jid/article/179/Supplement_1/S11/879962
http://imed.pub/ojs/index.php/iam/article/view/1007
http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(17)30234-7/fulltext
http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(17)30234-7/fulltext
http://www.independent.co.uk/news/world/africa/ebola-virus-outbreak-this-is-why-75-of-victims-are-women-9681442.html
http://www.independent.co.uk/news/world/africa/ebola-virus-outbreak-this-is-why-75-of-victims-are-women-9681442.html
http://www.thenewfederalist.eu/7035
https://www.thedailybeast.com/the-only-thing-more-terrifying-than-ebola-is-being-pregnant-with-ebola
https://www.thedailybeast.com/the-only-thing-more-terrifying-than-ebola-is-being-pregnant-with-ebola
https://www.washingtonpost.com/world/could-a-pregnant-woman-change-the-way-we-think-about-ebola/2015/01/04/a5ed5a7f-73a6-427b-b515-6f8f7e77801e_story.html?utm_term=.c40e7273d91a
https://www.washingtonpost.com/world/could-a-pregnant-woman-change-the-way-we-think-about-ebola/2015/01/04/a5ed5a7f-73a6-427b-b515-6f8f7e77801e_story.html?utm_term=.c40e7273d91a
https://www.statista.com/statistics/325347/west-africa-ebola-cases-and-deaths-among-health-care-workers/
https://www.statista.com/statistics/325347/west-africa-ebola-cases-and-deaths-among-health-care-workers/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4691345/
http://archive.eboladeeply.org/articles/2014/12/6897/ebolas-gender-bias- triple-threat-facing-women-affected-countries/
http://archive.eboladeeply.org/articles/2014/12/6897/ebolas-gender-bias- triple-threat-facing-women-affected-countries/
https://www.newsdeeply.com/womenandgirls/articles/2017/04/21/spoiling-the-belly-the-dangers-of-backstreet-abortions-in-liberia
https://www.newsdeeply.com/womenandgirls/articles/2017/04/21/spoiling-the-belly-the-dangers-of-backstreet-abortions-in-liberia
http://www.unfpa.org/news/liberias-ebola-outbreak-leaves-pregnant-women-stranded
http://www.unfpa.org/news/fear-health-workers-fuels-ebola-crisis-guinea
http://esaro.unfpa.org/news/ebola-wiping-out-gains-safe-motherhood

30 A.E. Strong and D. A. Schwartz

United Nations Population Fund (UNFPA). (2014d). Pregnant in the shadow of Ebola: Deteriorating
health  systems endanger women. Retrieved January 10, 2018, from http://www.unfpa.org/news/
pregnant-shadow-ebola-deteriorating-health-systems-endanger-women.

United Nations Population Fund (UNFPA). (2015). $56 Million needed to provide services in Ebola-affected coun-
tries to avoid maternal death toll of civil wars years. Retrieved January 11, 2018, from http://www.unfpa.org/
press/56-million-needed-provide-services-ebola-affected-countries-avoid-maternal-death-toll-civil.

Van Bortel, T., Basnayake, A., Wurie, F., Jambai, M., Koroma, A. S., Muana, A. T., et al. (2016). Psychosocial effects
of an Ebola outbreak at individual, community and international levels. Bulletin of the World Health Organization,
94(3), 210-214. Retrieved January 13, 2018, from http://www.who.int/bulletin/volumes/94/3/15-158543/en/.

Van Hollen, C. (2003). Birth on the threshold: Childbirth and modernity in South India. Berkeley: University of
California Press.

WHO Ebola Response Team, Agua-Agum, J., Ariyarajah, A., Blake, I. M., Cori, A., Donnelly, C. A., et al. (2015).
Ebola virus disease among children in West Africa. New England Journal of Medicine, 372, 1274—1277. Retrieved
November 19, 2017, from http://www.nejm.org/doi/10.1056/NEJMc1415318.

World Health Organization (WHO). (2007). Addressing sex and gender in epidemic-prone infectious diseases. Retrieved
January 15, 2018, from http://www.who.int/csr/resources/publications/sexandgenderinfectiousdiseases/en/.

World Health Organization (WHO). (2015). Ebola situation report —4 March 2015. Retrieved from http://apps.who.int/
ebola/current-situation/ebola-situation-report-4-march-2015.

World Health Organization (WHO). (2017). Ebola virus disease. Retrieved October 15, 2017, from http://www.who.
int/mediacentre/factsheets/fs103/en/.


http://www.unfpa.org/news/pregnant-shadow-ebola-deteriorating-health-systems-endanger-women
http://www.unfpa.org/news/pregnant-shadow-ebola-deteriorating-health-systems-endanger-women
http://www.unfpa.org/press/56-million-needed-provide-services-ebola-affected-countries-avoid-maternal-death-toll-civil
http://www.unfpa.org/press/56-million-needed-provide-services-ebola-affected-countries-avoid-maternal-death-toll-civil
http://www.who.int/bulletin/volumes/94/3/15-158543/en/
http://www.nejm.org/doi/10.1056/NEJMc1415318
http://www.who.int/csr/resources/publications/sexandgenderinfectiousdiseases/en
http://apps.who.int/ebola/current-situation/ebola-situation-report-4-march-2015
http://apps.who.int/ebola/current-situation/ebola-situation-report-4-march-2015
http://www.who.int/mediacentre/factsheets/fs103/en/
http://www.who.int/mediacentre/factsheets/fs103/en/

	2: Effects of the West African Ebola Epidemic on Health Care of Pregnant Women: Stigmatization With and Without Infection
	2.1	 Introduction: Stigma, Ebola Virus, and Pregnant Women
	2.2	 Rethinking Stigma in the Context of an Acute Epidemic
	2.3	 Gendering Outbreaks
	2.4	 Ebola and Women
	2.5	 Stigmatization of Health Facilities and Health Care Workers: Avoidance of Hospitals and Birthing Centers
	2.6	 Stigmatization of Pregnant Women Due to Ebola Infection
	2.7	 Conclusions
	References




