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The Ebola Virus Disease (EVD) outbreak in Sierra Leone had the worst death toll since the disease 
was diagnosed in 1976 in the Democratic Republic of Congo. It also had far-reaching socio-economic 
consequences. It was unprecedented in terms of its duration, number of infections, fatality, 
geographical spread, and social and humanitarian damage, accompanied by severe economic 
consequences. It remarkably reduced the impressive gains made in economic growth over the years. 
It is against this background that when conducting the 2015 Population and Housing Census (PHC), 
the socio-economic impacts of EVD were strongly considered as one of the thematic areas to be 
included, to advocate for policy recommendations. This report provides an analysis of the socio-
economic impacts of EVD from the PHC as well as from studies conducted during the post-EVD 
period in Sierra Leone.

The data source for the Ebola socio-economic impacts module is from the 2015 PHC that was 
conducted nationwide from 5 to 18 December 2015. Five questions were embedded in the census 
questionnaire. These data are presented in the analysis using the following: (a) simple percentages 
with one decimal place, (b) pie charts, (c) graphs and (d) line graphs. Additionally, the data were 
analysed using socio-economic variables such as (a) health (b) education and (c) agriculture.

The 2015 PHC report revealed that a national 
total of 13,575 persons contracted the virus. Port 
Loko reported the highest number of infected 
individual cases at 3,594 (26.5 per cent), 
followed by Kailahun with 1,727 (12.8 per cent). 
With regard to the rural/urban divide, there 
were 7,263 (53.5 per cent) reported rural cases 
as against 6,312 (46.5 per cent) urban cases. 
The findings revealed that the largest number of 
infected persons were within the ages of 25–29 
followed by the ages of 15–19. This shows that 
youths, who are more active, were more infected 
by the virus and there were more deaths among 
youths within the age bracket of 25–29. 

The findings also revealed that all districts in Sierra 
Leone had at least one confirmed case of Ebola. 
Port Loko district recorded the highest number of 
households with confirmed Ebola cases at 1,643 
(23.6 per cent), followed by Kailahun with 1,033 
(14.9 per cent). Rural households reported 3,765 
cases (54.2 per cent) as against 3,186 (45.8 per 
cent) reported for urban households.

The 2015 PHC report revealed information on 
the status of persons confirmed positive for EVD. 
The findings show a very high death rate. 

13,575 persons 
contracted the virus

5,666 children below 18 
years had either lost a father or a 
mother as a result of EVD. 

EXECUTIVE 
SUMMARY

55.5% of the economically 
active persons had a decrease in 
their revenues.
The largest number of infected 
persons were within the ages 
of 25–29
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Out of 13,575 reported EVD infected persons, 
11,015 (81.1 per cent) were reported to have 
died of the virus. The Northern region recorded 
the highest percentage of deaths, with 5,392 
(39.7 per cent) out of the 6,566 reported to 
have contracted EVD. The lowest percentage is 
recorded by the Southern region, with 861 (6.3 
per cent) reported deaths out of 1,090 reported 
to have contracted EVD. The findings also 
revealed that male deaths accounted for 5,606 
(50.9 per cent) as against 5,409 female deaths 
(49.1 per cent). 

The findings revealed that 5,666 children below 
18 years had either lost a father or a mother as a 
result of EVD. The Northern region has the most 
children orphaned by Ebola, 2,703 (47.7 per 
cent), whilst the Southern region has the fewest, 
with 656 (11.6 per cent). More children were 
orphaned by Ebola in rural areas, at 3,346 (59.1 
per cent), than urban, at 2,320 (40.1 per cent). 

The PHC findings also revealed that 15,142 
people in Sierra Leone who were sick during 
the Ebola epidemic failed to seek treatment at 
a health facility for fear of contracting the virus. 
Of this total, more females (8,257) did not seek 
treatment at a health facility compared to their 
male counterparts (6,863). Of the total number 
of females who did not seek treatment at a 
health facility, 1,165 were between the ages of 
10 to 54. Seven per cent of this count (1,165) 
were pregnant women whilst 72.4 percent were 
not pregnant. 

The 2015 PHC report shows that there are 
5,044,945 persons in Sierra Leone aged 10 
years and above. Among them 2,194,738 (43.5 
per cent) are economically active. Nearly three 
out of every five (58.8 per cent) economically 
active persons in Sierra Leone are engaged in 
agriculture. The findings revealed that 55.5 per 
cent of the economically active persons had a 
decrease in their revenues. Close to 14 per cent 
reported substantial decreases in their revenues 
as a result of EVD. Additionally, the findings 
revealed that the Northern region recorded the 
highest number of economically active persons 
(37.2 per cent) whilst the Western area recorded 
the fewest (19.2 per cent). 

It is demonstrated from the analysis that EVD 
had a significant negative impact on Sierra 

Leone’s economy. But it was not just the disease 
but also the strategies put in place to contain 
the disease that were contributing factors. For 
instance, the quarantine measures that were 
introduced to limit its spread strangled economic 
activities. Farmers could not properly tend their 
fields or buy and sell as normal in markets. 
Companies saw their businesses disappearing 
as costs increased. Thus, the EVD containment 
measures depressed activity in all sectors of the 
economy.

The findings from the census identified 
the following policy recommendations for 
Government: (a) it is imperative for governments 
to lead the recovery programme; (b) funds 
should be targeted towards strengthening the 
weak health systems; (c) fiscal measures need 
to include the introduction of social protection/
safety net programmes to help families of victims 
and their immediate communities, such as the 
introduction of health insurance; (d) budget 
allocations need to focus on upgrading existing 
social services and health systems; (e) the Ebola 
heroes should be acknowledged and appreciated 
and (f) community engagement must be actively 
encouraged and supported.

2  



1.1 Background and context

The Ebola Virus Disease (EVD) epidemic in 
Sierra Leone was the longest, largest, deadliest 
and the most complex and challenging Ebola 
outbreak in history. It was unprecedented in 
terms of its duration, number of infections, 
fatality, geographical spread and social and 
humanitarian damage, accompanied by severe 
economic consequences. It remarkably reduced 
the impressive gains made in economic growth by 
Sierra Leone over the years.

The incidence of poverty fell from 66.4 percent 
in 2004 to 52.9 percent in 2011 1. Sierra Leone’s 
Human Development Index (HDI) increased from 
0.329 in 2005 to 0.374 in 2013, positioning the 
country at 183 out of 187 (in 2012 it was 179 
out of 187 countries) 2. Sierra Leone had also 
made notable progress in consolidating peace and 
strengthening democratic governance institutions 
and building capacity to deliver effective and 
efficient public services in a transparent and 
accountable manner.

But health services were not well equipped to fight 
the disease. Doctors were unfamiliar with EVD, 
and because its symptoms resemble those of other 
ailments, early diagnosis and effective prevention 
were slow at the outset. Common practices, 
including communal hand washing, the tradition 
of caring for sick relatives, and the washing and 
dressing of dead bodies in preparation for burial, 
contributed to the spread of the virus. Lack of 
medical personnel and beds in Ebola treatment 
units, the complexity of identifying active cases 
and contacts, and the slowness of the response 
also contributed to the seriousness of the health 
crisis (UNDP 2014).

In accord with reports from the World Health 
Organization (WHO 2014), affected countries 
were classified into three: those with widespread 
and intense transmission – Guinea, Liberia and 
Sierra Leone – those with an initial case or cases, 
or with localized transmission – the Democratic 
Republic of the Congo, Mali, Nigeria and Senegal 
– and those with neighbouring areas of active 
transmission – Benin, Burkina Faso, Côte d’Ivoire, 
Guinea-Bissau and Senegal. 

Beyond the terrible toll on lives and the suffering 
caused, the epidemic had measurable economic 
impacts, including higher fiscal deficits and lower 
real household incomes. Gross National Product 
(GDP) and investment were predicted to decline. 
Prices of staple goods rose and there were 
shortages of food supplies and jobs were lost as 
some countries closed their border posts (WFP 
2014). Airlines suspended flights and people’s free 
movement was banned in an attempt to prevent 
the spread of the virus. Cross-border markets 
were closed, stripping vendors of their one source 
of income (WHO 2014). The worst hit sectors 
were agriculture, transport, tourism, trade, mining 
and manufacturing. Panic and confusion were as 
disruptive as the disease itself.

The emergence of EVD in Kailahun district in May 
2014 initially appeared to be an isolated event that 
spread to other districts with devastating socio-
economic impact.  EVD, which was first detected 
in February 2014 in Guinea, quickly spread to 
Sierra Leone, with the first case being reported on 
25 May 2014, and by October 17th that year the 
disease had spread to all districts, infecting a total 
of 3,097 people, including at least 124 health care 
workers 3 .  Out of the confirmed cases, a total 
of 998 died, with at least 97 health care workers 
within six months. The EVD crisis had substantial 
economic and social impact including a major 
blow to the health sector. 4  Additionally, the 2015 
Population and Housing Census (PHC) revealed a 
total number of 13,575 persons that contracted 
EVD out of which 11,015 (81.1 per cent) deaths 
were reported.

It is worth stating that extreme caution should 
be taken when reporting Ebola cases using the 
2015 PHC results, especially when comparing the 
2015 PHC Ebola results to those of clinical results 
including figures published on the National Ebola 
Response Centre website. 

CHAPTER 1: INTRODUCTION

1 Government of Sierra Leone, ‘The Economic and Social Impact of Ebola Virus 
Disease in Sierra Leone. Joint Preliminary Assessment Report’, October;2014.
2 UNDP, ‘Human Development Report’, 2013.
3 Government of Sierra Leone, ‘The Economic and Social Impact of Ebola 
Virus Disease in Sierra Leone. Joint Preliminary Assessment Report’, October 
2014.
4 Ibid
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The centre was set up during the Ebola outbreak 
by the Ministry of Health and Sanitation (MoHS) 
to coordinate all Ebola activities in the country. 

The methodology used in the census was 
soliciting information from the respondent to 
the census questionnaire for all EVD confirmed 
cases in the household. In short, these were 
verbal reported cases as compared to the 
clinical methodology applied by the MoHS. The 
differing methodologies therefore might account 
for different results,  the reason being that a 
household reporting EVD is not the same as a 
diagnosis of EVD. For example, the total positive 
confirmed cases published by the National 
Ebola Response Centre on their website (www.
nerc.sl) is 8,706, whereas the 2015 PHC results 
reported 13,575 cases. Similarly, the National 
Ebola Response Centre published cumulative 
confirmed EVD deaths as 3,590, whereas the 
2015 PHC results reported 11,015. 

Prior to the EVD shock, the economy of Sierra 
Leone had recovered and was on the trajectory 
to sustainable development. The country 
recorded double digit real GDP growth rates of 
15.2 percent and 20.1 percent in 2012 and 2013 
respectively.  This was largely driven by iron 
mining, agriculture, construction activities and 
an expanding services sector. The economy also 
enjoyed macroeconomic stability: single digit 
inflation rates, low interest rates, stable exchange 
rates and low risk of debt distress.  Sierra Leone 
was not only doing well on the growth yardstick, 
but it was also making progress in poverty 
reduction and human development.  

1.2. Impact on weak health 
systems

Prior to the EVD outbreak, the country had 
made improvements in health care service 
delivery for certain targeted groups through 
the flagship Free Healthcare Initiative (FHI) 
introduced in April 2010 for pregnant women, 
children under five and lactating mothers. The 
FHI had positive impacts on these vulnerable 
groups, thereby improving some of the appalling 
health indicators such as the infant mortality 
rate, which was reduced from 128 deaths per 
1,000 live births in 2008 to 92 deaths per 1,000 
live births in 2013 5.  Maternal health indicators 
also improved with the elimination of user fees, 

which allowed more women to access health 
care facilities and increased the number of 
skilled  health care workers providing antenatal 
care to lactating mothers.  There were notable 
gains recorded in other killer diseases such as 
reductions in the incidence of malaria with 
more people sleeping under mosquito treated 
nets, higher immunization rates for children and 
reduced deaths due to HIV infections as a result 
of the free antiretroviral treatments.6  

The death of health workers was a huge loss to 
the country that was struggling to rebuild key 
human resources following years of brain drain. 
Only 35 percent of the country’s population had 
access to health care services – again lower than 
the sub-Saharan African average of 65 per cent 
– signifying substantial service delivery gaps, 
which is partly responsible for the current low life 
expectancy of 46 years.7   The country’s fragile 
health systems and public health infrastructure 
manifested its inability to adequately contain the 
EVD outbreak. Hence, there was an urgent need 
for international help to fight the epidemic. 

The EVD outbreak had its toll on non-EVD related 
diseases with increasing morbidity and mortality 
rates of other non-communicable diseases such 
as heart diseases, diabetes, malaria, diathermia 
and typhoid, including maternal morbidity and 
mortality. With very few medical specialists and 
most healthcare facilities not fully functioning, 
the population was challenged in seeking 
medical attention for diseases that could easily 
be treated in normal times. Coping strategies 
adopted included self-prescription, concealing 
sick housemates due to fear from EVD isolation, 
and other non-helpful practices carried out by 
people. 

5. Demographic and Health Survey 2008.
6. Government of Sierra Leone, ‘The Economic and Social Impact of Ebola 
Virus Disease in Sierra Leone. Joint Preliminary Assessment Report’, October 
2014
7. Ibid.
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1.3 Impact on health-related 
MDGs

The MDGs and associated targets were the most 
common yardstick to measure broad-based 
health outcomes so it was critical to analyse how 
the EVD epidemic had affected gains made in the 
following MDGs:

• Child health (MDG 4)

The fear of going to health facilities and the 
absence of health care providers posed serious 
threats to the lives of children. New mothers 
needed postnatal care and routine immunization 
for their newborn babies. Immunization sessions 
were disrupted, leading to a drop in immunization 
coverage that was at an all-time high, and 
exposed under-five-year-olds to infections from 
other diseases. This was not only in response to 
the ban on public gatherings, but also the fear 
of visiting health facilities so as not to contract 
the disease. Health systems need to prepare and 
strengthened in order to avert other childhood-
related diseases such as measles or whooping 
cough in the post-EVD period.

• Maternal health (MDG 5)

The fear of going to health facilities or the 
absence of health care providers posed serious 
threats to both the lives of mothers and unborn 
babies as many did not attend antenatal clinics. 
The Ebola outbreak reversed the progress made 
in facility-based deliveries thereby increasing 
maternal complications and endangering the 
lives of mothers and babies. Additionally, EVD 
impacted family planning services and therefore 
reversed the gains made over the years in reaping 
the benefits of the demographic dividend. For 
instance, women were afraid to visit Government 
health facilities to have an implant either removed 
or inserted or to even have an injection, out of 
fear that they could contract EVD. 

• HIV/AIDS (MDG 6)

The National HIV/AIDS Secretariat had over 
10,000 HIV/AIDS patients on treatment across 
the country but most of them stopped going 
for drugs at the treatment centres as a result of 
EVD panic.  According to the joint preliminary 

assessment report, prior to the EVD, HIV 
prevalence was 1.5 percent. 

• Malaria and other diseases (MDG 6)

The EVD crisis reversed efforts to contain malaria, 
the leading cause of death in Sierra Leone. The 
malaria response initiatives, under the Malaria 
Control Programme of the MoHS, included 
case management (diagnostics and treatment), 
insecticide treated bed nets, indoor residual 
spraying, intermittent prevention treatment 
during pregnancy, and increasing INT among 
children under five. 

1.4 Definition of concepts

1.4.1 Occupation

Occupation means the main work a person does 
to earn income, irrespective of what the person 
actually produced. Questions were asked as 
clearly as possible about the kind of work the 
person was doing or had done in the last 12 
months prior to the census. Occupation refers to 
the type of work done in a job by the person 
employed (or the type of work done previously, 
if the person is unemployed), irrespective of the 
industry or the status of employment in which 
the person should be classified.

1.4.2 Economically active

A person of either sex who is employed or 
unemployed but searching for work 12 months 
prior to the census and was located. In effect, 
a person who furnishes the supply of labour for 
the production of economic goods and services. 
Economic activities include the following:

• Crop production: production of rice, maize, 
cassava, potato, orange, coffee, rubber, 
cocoa and groundnut

• Animal production: rearing of cows, goats, 
sheep, pigs, chickens and ducks

• Forestry, logging and hunting: timber, 
firewood, charcoal, honey and wild animals

• Fishing and aquaculture: fish ponds, streams, 
rivers, seas, oceans

• Mining and quarrying: diamond mining, gold 
mining, sand mining, salt mining and stone 
breaking
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• Manufacturing: soap making, bakery, 
carpentry, manufacturing of food products, 
sugar, beverages, tobacco, textile, printing, 
rubber and plastic production, yoghurt, 
butterscotch, weaving, rice milling, repair 
of machinery and equipment except motor 
vehicles, computers and welding

• Electricity, gas, steam and air conditioning 
supply: electricity power supply from hydro, 
sun and wind, thermal plants, EDSA/BKPS, 
solar, gas supply (Afrigas)

1.4.3 Household income

Household income is a measure of the combined 
incomes of all people sharing a particular 
household or place of residence. It includes 
every form of income, e.g., salaries and wages, 
retirement income, near cash government 
transfers like food stamps, and investment gains.

1.4.4 Orphans

According to the 2015 PHC, a child under 18 
years of either sex who has lost one or both 
biological parents as a result of EVD. 

1.5 Conceptual framework

The EVD emergency generated a string of 
secondary effects that threaten progress on 
social outcomes and have set back the economies 
of Sierra Leone for years to come. Although the 
immediate concern during the outbreak was 
to save lives and to contain the spread of the 
disease, it was important to understand how 
the disease was affecting households and social 
interactions, and thus their livelihoods.

1.5.1. Economic effects of EVD

The impacts of EVD on Sierra Leone were 
severe. Most were driven by aversion behaviour, 
including increased labour absenteeism and 
reduced economic interaction owing to the fear 
of contracting the disease. A slowdown in regular 
consumption forced companies to cut working 
hours and lay off staff to maintain operations.  In 
turn, livelihoods were affected, informal labour 
became the norm rather than the exception 
and the market responded with rising prices, 
fueled by speculation, lack of a supply of goods 
and currency fluctuations, all of which affected 

regular domestic production patterns.
The aggregated effect of the changes in 
consumption patterns had an impact on 
international consumption patterns. Regular trade 
partners were diverted from dealing with Sierra 
Leone. Some countries announced possible visa 
restrictions for visitors from Sierra Leone. Planes, 
trains and trucks, carrying cargo or people saw 
their activities reduced or suspended altogether.

Adverse effects emerged in the primary sector, 
such as agriculture, mining and forestry; in 
the secondary sector in manufacturing and 
construction; and in the tertiary sector, usually 
tourism, financial services and trade. The ripples 
of the economic downturn cross cut a range of 
sectors.

The EVD crisis and economic downturn influenced 
investment and capital flows. In the public 
sector, implementation of large-scale projects 
was affected, both from a labour perspective and 
from financial incapacity to meet costs owing to 
curtailed public revenue. In turn, this slowed 
the economy and fed back into the downturn, 
deterred foreign investment, reduced the 
country’s stock of financial capital, increased risk 
ratings and affected monetary and fiscal stability.

1.5.2. Social effects of EVD

From a social perspective, the immediate and 
most direct consequence of the EVD outbreak 
was a rise in morbidity and mortality for those 
infected. Given the aggressive nature of the 
virus, it was medically expected that victims of 
Ebola show symptoms 2–21 days after contact 
with the virus, but in most cases symptoms 
appeared within 8–10 days after exposure. 

The treatment of patients required a very 
delicate and comprehensive protocol that 
demanded specialized training and equipment, 
ideally procured before an outbreak to provide 
for incremental capacity-building of the health 
system. The current (post-outbreak) mode of 
acquisition generates an accumulative burden on 
regular health budgets and a shift of resources 
that inevitably affects regular health service 
provision. 
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Hence, the national capacity to care for other 
infectious diseases (such as malaria and yellow 
fever) and regular health care services (such as 
antenatal care, postnatal care and vaccinations) 
were affected, generating a rise in morbidity 
and mortality resulting indirectly from EVD. 
These cases, however, were not registered as 
related to EVD. To fund the health response, 
the Government mobilized resources by cutting 
funds from other areas such as public works and 
by increasing the fiscal deficit.

Beyond the health sector, the provision of social 
services was restricted to controlling the spread 
of the disease. The provision of social protection 
schemes and social safety nets were also 
affected both operationally and from an outcome 
perspective. The interruption of delivery, owing 
to shifted resources or lack of capacity to respond 
to emerging health needs, disrupted productive 
safety nets and affected ongoing community 
initiatives that required continuity for success. 

Asset building and cash transfer programmes 
became a fundamental element in the livelihoods 
of the most vulnerable, and their volatility and 
discontinuation affected the overall gains of 
social outcomes, and even reversed the progress 
achieved over many years.

1.5.3. Intangible effects of EVD

Given the complexity and evolving nature of 
Ebola, the disease generated intangible effects on 

social cohesion, stigmatization, governance and 
security, and risk perceptions. When evaluated 
along with the social and economic impacts of 
Ebola, the intangible effects exacerbated the 
humanitarian crisis.

Stigma: The Economic Commission of Africa 
Task Team that came on a fact-finding mission 
(October and November 2014) to Sierra Leone 
noted that the stigma of the disease had affected 
medical professionals as well as recovered 
patients. For instance, medical personnel 
(doctors, nurses and clinical officers) were 
perceived to be vectors of the disease and hence 
people did not want anything to do with them. 
This prejudice aggravated the spread of Ebola 
as people shunned health facilities for fear of 
coming into direct contact with medical staff. 8

At an institutional level, quarantining patients and 
suspected victims of Ebola, although necessary 
in containing the spread of the disease, led to 
violations of fundamental human rights through 
imposed restrictions on the movement of people 
and their economic activities. For instance, in 
September 2014, Sierra Leone imposed a three-
day lockdown that heavily restricted movements 
in and out of affected areas and communities 
as part of a national response to contain the 
disease’s spread. 

8. United Nations Economic commission for Africa, Socio-Economic 
Impact of Ebola on Africa (Revised edition); January 2015.
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2.1. Data source

The data source for the Ebola Socio-economic Impacts Module was from the 2015 PHC that was 
conducted nationwide from 5 to 18 December 2015. Five questions were embedded in the census 
questionnaire. These data would be presented in the analysis using the following: (a) simple percentages 
with one decimal place, (b) pie charts, (c) graphs and (d) line graphs. Additionally, the data were 
analysed using socio-economic variables such as (a) health, (b) education and (c) agriculture.

Information gathered from the five questions constituted the data source for the Ebola socio-economic 
impacts module. The questions were administered to household members that responded to the 
census questionnaires. These respondents were largely heads of household. However, respondents 
were also allowed to confer with other household members if they were in doubt of any information 
pertaining to the five questions.

The tables and figures in the report were populated from the raw data set that was collected during the 
PHC survey. The tables are labelled as follows: (a) Population confirmed positive of EVD by district, (b) 
Household members confirmed positive of EVD by age-group and sex, (c) Households with confirmed 
EVD cases by district, (d) Status of Ebola patients by region and district, (e) Ebola deaths by region, 
district and sex, (f) Orphans due to EVD by region, district and place of residence, (g) Count and 
percentage distribution of persons who were sick and did not seek medical attention at health, (h) 
Main occupation before and after the Ebola outbreak of economically active household members 
(10 yrs+) at national and by place of residence, (i) Main occupation before the Ebola outbreak of 
economically active household members (10 yrs+) by region and (j) Main occupation after the Ebola 
outbreak of economically active household members (10 yrs+) by region.

The Statistical Package for the Social Sciences and the Census and Survey Processing System (CsPro) 
were used to analysed the data extracted from the raw data set of the PHC survey.

CHAPTER 2: Methods of analysis
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Source: Statistics Sierra Leone, 2015 Population and Housing Census

The Ebola epidemic had a devastating effect on all sectors of Sierra Leonean society. It led to the 
loss of so many lives, wrecked the economy and changed the social life of people in the country. 
This chapter presents findings of the census with regard to death toll, economic loss, health seeking 
behaviours and orphanhood as a result of the Ebola epidemic.
Terms discussed in this chapter are defined below:

1.HH report of EVD: These are households which household respondents say had at least a confirmed 
case of EVD.
2.Infected by EVD or the virus: These are persons whom household respondents in the census 
reported as having contracted the virus.
3.Death from EVD: These are persons whom household respondents reported as having died as a 
result of the Ebola virus.
4.Ebola patient: These are persons whom household respondents reported as having contracted the 
Ebola virus and were admitted at Ebola treatment centres.

CHAPTER 3: Analysis and discussion of results

Table 3.1: Population confirmed positive of EVD by district

Region/district
Total Rural Urban

Count % Count % Count %

SIERRE LEONE 13,575 100 7,263 53.5 6,312 46.5

EASTERN 2,983 22.0 1,623 12.0 1,360 10.0

KAILAHUN 1,727 12.8 971 7.2 756 5.6

KENEMA 802 5.9 346 2.5 456 3.4

KONO 454 3.4 306 2.3 148 1.1

NORTHERN 6,566 48.3 4,661 34.3 1,905 14.0

BOMBALI 1,461 10.7 834 6.1 627 4.6

KAMBIA 416 3.1 272 2.0 144 1.1

KOINADUGU 132 1.0 91 0.7 41 0.3

PORT LOKO 3,594 26.5 2,696 19.9 898 6.6

TONKOLILI 963 7.1 768 5.7 195 1.4

SOUTHERN 1,090 8.0 831 6.1 259 1.9

BO 477 3.5 309 2.3 168 1.2

BONTHE 17 0.1 12 0.1 5 -

MOYAMBA 388 2.9 337 2.5 51 0.4

PUJEHUN 208 1.6 173 1.3 35 0.3

WESTERN 2,936 21.6 148 1.1 2,788 20.5

WESTERN AREA RURAL 1,502 11.1 148 1.1 1,354 10.0

WESTERN AREA URBAN 1,434 10.6 - - 1,434 10.6
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Source: Statistics Sierra 
Leone, 2015 Population 
and Housing Census

Table 3.1 above shows the actual (absolute) number of persons that contracted EVD. The census 
findings revealed that a national total of 13,575 persons contracted the virus. Out of that national total 
number, Port Loko reported the highest number of infected cases with 3,594 (26.5 per cent), followed 
by Kailahun with 1,727 (12.8 per cent). The least number of cases were reported in Bonthe, with 17 
(0.1 per cent) and Koinadugu, with 132 (1 per cent).

With regard to the rural/urban divide, there were 7,263 (53.5 per cent) reported rural cases as against 
6,312 (46.5 per cent) reported urban cases. 

Table 3.2: Household members confirmed positive of EVD
by age-group and sex

Age-group
Total

Count

Male Female Total
%Count % Count %

National 13,575 6,827 50.3 6,748 49.7 100.0

0 - 4 1,147 606 4.5 541 4.0 8.5

5 - 9 912 459 3.4 453 3.3 6.7

10 -14 852 464 3.4 388 2.9 6.3

15 - 19 1,283 579 4.3 704 5.2 9.5

20 - 24 1,178 521 3.8 657 4.8 8.6

25 - 29 1,406 645 4.8 761 5.6 10.4

30 - 34 1,189 548 4.0 641 4.7 8.7

35 - 39 1,179 590 4.3 589 4.3 8.6

40 - 44 1,016 537 4.0 479 3.5 7.5

45 - 49 863 448 3.3 415 3.1 6.4

50 - 54 677 422 3.1 255 1.9 5.0

55 - 59 320 178 1.3 142 1.0 2.3

60 - 64 477 247 1.8 230 1.7 3.5

65 - 69 241 131 1.0 110 0.8 1.8

70 - 74 311 172 1.3 139 1.0 2.3

75+ 524 280 2.1 244 1.8 3.9

Table 3.2 shows that the most number of persons infected by EVD were within the ages 25–29. This 
age group is followed by those between the ages of 15–19. The results show that youths, who are 
more active, were more infected by the virus and there were more deaths among youths within the 
age bracket of 25–29 than any other age group. As there were slightly more male infected persons 
there were slightly more male deaths (50.3 per cent) compared to females (49.7 per cent).
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Table 3.3 shows that all districts in Sierra Leone had at least one confirmed case of Ebola. Port Loko 
district recorded the highest number of households with confirmed Ebola cases at 1,643 (23.6 per 
cent) followed by Kailahun with 1,033 (14.9 per cent). The district with the fewest household cases 
recorded are Bonthe and Koinadugu with 14 (0.2 per cent) and 65 (0.9 per cent) respectively. In the 
rural/ urban stratum, rural households reported 3,765 cases (54.2 per cent) as against 3,186 (45.8 per 
cent) reported for urban households.

Table 3.3: Households with confirmed EVD cases by district

Source: Statistics Sierra Leone, 2015 Population and Housing Census

National total of HHs Total HH infected(count) % of infected HH

National 1,265,468 6,951 100.0

District

Kailahun 83,348 1,033 14.9

Kenema 111,734 453 6.5

Kono 86,119 282 4.1

Bombali 105,902 689 9.9

Kambia 53,826 199 2.9

Koinadugu 56,108 65 0.9

Port Loko 111,701 1,643 23.6

Tonkolili 86,840 514 7.4

Bo 102,723 268 3.9

Bonthe 32,538 14 0.2

Moyamba 61,880 212 3.0

Pujehun 51,514 126 1.8

Western Area Rural 91,284 780 11.2

Western Area Urban 229,951 673 9.7

URBAN/RURAL

Both residence 1,265,468 6,951 100.0

Rural 697,706 3,765 54.2

Urban 567,762 3,186 45.8
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Table 3.4: Status of Ebola patients by region and district

Source: Statistics Sierra Leone, 2015 Population and Housing Census

Region/district Total infected count Total deaths count % of deaths

National 13,575 11,015 81.1

Region

Eastern 2,983 2,475 18.2

Northern 6,566 5,392 39.7

Southern 1,090    861   6.3

Western 2,936 2,287 16.8

District

Kailahun 1,727 1,391 10.2

Kenema 802 701 5.2

Kono 454 383 2.8

Bombali 1,461 1,097 8.1

Kambia 416 335 2.5

Koinadugu 132 93 0.7

Port Loko 3,594 3,045 22.4

Tonkolili 963 822 6.1

Bo 477 381 2.8

Bonthe 17 13 0.1

Moyamba 388 295 2.2

Pujehun 208 172 1.3

Western Area Rural 1,502 1,177 8.7

Western Area Urban 1,434 1,110 8.2
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The 2015 PHC report revealed information on the status of persons that were confirmed positive as a 
result of EVD. The result shows a very high death rate as shown in Table 3.4. Out of 13,575 reported 
EVD infected persons, 11,015 (81.1 per cent) were reported to have died of the virus. 

At the regional level, the Northern region recorded the highest percentage of deaths at 39.7 percent 
(5,392). The Southern region recorded the lowest percentage of Ebola deaths at  6.3 percent (861). 

At the district level, Port Loko district recorded the highest percentage of deaths, 22.4 percent (3,045) 
out of the total number of cases reported nationally to have contacted the EVD, followed by Kailahun 
district 10.2 percent (1,391). The lowest percentage was reported by Bonthe district 0.1 percent (13). 
This was followed by Koinadugu District 1.3 percent (93). 

Table 3.5: Ebola deaths by region, district and sex

Age-group
Total i
nfected

Deaths (Male) Deaths (Female) Total
%Count % Count %

National 13,575 5,606 50.9 5,409 49.1 100.0

Region

Eastern 2,983 1,265 11.5 1,210 11.0 22.47

Northern 6,566 2,752 25.0 2,640 24.0 48.95

Southern 1,090 416 3.8 445 4.0 7.82

Western 2,936 1,173 10.6 1,114 10.1 20.76

District

Kailahun 1,727 688 6.2 703 6.4 12.63

Kenema 802 364 3.3 337 3.1 6.36

Kono 454 213 1.9 170 1.5 3.48

Bombali 1,461 546 5.0 551 5.0 9.96

Kambia 416 177 1.6 158 1.4 3.04

Koinadugu 132 35 0.3 58 0.5 0.84

Port Loko 3,594 1,560 14.2 1,485 13.5 27.64

Tonkolili 963 434 3.9 388 3.5 7.46

Bo 477 182 1.7 199 1.8 3.46

Bonthe 17 7 0.1 6 0.1 0.12

Moyamba 388 150 1.4 145 1.3 2.68

Pujehun 208 77 0.7 95 0.9 1.56

Western Area Rural 1,502 596 5.4 581 5.3 10.69

Western Area Urban 1,434 577 5.2 533 4.8 10.08

Source: Statistics Sierra Leone, 2015 Population and Housing Census

Table 3.5 shows EVD death rate by sex. There is very little difference in terms of sex as male deaths 
accounted for 5,606 (50.9 per cent) as against female deaths at 5,409 (49.1 per cent). 
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Source: Statistics Sierra Leone, 2015 
Population and Housing Census

Table 3.6: Orphans due to EVD by region, district 
and place of residence

Table 3.6 shows that 5,666 children below 18 years either lost a father or a mother as a result of 
EVD. In the rural and urban divide, there are more Ebola orphaned children in rural areas at 3,346 
(59.1 per cent) than urban, at 2,320 (40.1 per cent). 

The Northern region has more Ebola orphaned children with 2,703 (47.7 per cent) whilst the 
Southern region has the fewest at 656 (11.6 per cent).

Port Loko district has the highest number of Ebola orphans at 1,516 (26.8 per cent). This high 
number could be attributed to the high infection rate and deaths due to EVD in the district. Port Loko 
district has the highest number of infections and deaths from EVD compared with other districts 
in the country as seen in previous tables. Bonthe district has the fewest number of Ebola orphans. 

Region/district
Total Rural Urban

Count % Count % Count %

SIERRE LEONE 5,666 100.0 3,346 59.1 2,320 40.9

EASTERN 1,453 25.6 842 14.9 611 10.8

Kailahun 783 13.8 471 8.3 312 5.5

Kenema 446 7.9 189 3.3 257 4.5

Kono 224 4.0 182 3.2 42 0.7

NORTHERN 2,703 47.7 1,980 34.9 723 12.8

Bombali 474 8.4 307 5.4 167 2.9

Kambia 150 2.6 100 1.8 50 0.9

Koinadugu 107 1.9 59 1.0 48 0.8

Port Loko 1,516 26.8 1,162 20.5 354 6.2

Tonkolili 456 8.0 352 6.2 104 1.8

SOUTHERN 656 11.6 466 8.2 190 3.4

Bo 372 6.6 265 4.7 107 1.9

Bonthe 7 0.1 5 0.1 2 0.0

Moyamba 200 3.5 153 2.7 47 0.8

Pujehun 77 1.4 43 0.8 34 0.6

WESTERN 854 15.1 58 1.0 796 14.0

Western Area Rural 532 9.4 58 1.0 474 8.4

Western Area Urban 322 5.7 0 0.0 322 5.7
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Table 3.7: Count and percentage distribution of persons who were 
sick and did not seek medical attention at health facility for 
fear of contracting EVD by sex for all ages and females 10-54 years.

No medical attention by sex (All ages)       Females  10–54 No medical attention by sex (All 

Region/
district

Total (Both sexes) Pregnant Not pregnant Don’t know Not stated

Total Male Female Count % Count % Count % Count % Count %

Total 15,142 6,863 8,257 1,165 100.0 81 7.0 843 72.4 43.3 3.7 198 17.0

Eastern 2,926 1,293 1,629 217 18.6 14 1.2 161 13.8 10.0 4.6 32 14.7

Northern 5,405 2,482 2,918 475 40.8 39 3.3 323 27.7 24.0 5.1 89 18.7

Southern 3,758 1,803 1,953 254 21.8 17 1.5 181 15.5 9.0 3.5 47 18.5

Western 3,053 1,285 1,757 219 18.8 11 0.9 178 15.3 - - 30 13.7

District

Total 15,142 6,863 8,257 1,165 100.0 81 7.0 843 72.4 43 3.7 198 17.0

Kailahun 1,290 552 738 90 7.7 4 0.3 79 6.8 1.0 1.1 6 6.7

Kenema 1,254 574 679 108 9.3 8 0.7 71 6.1 8.0 7.4 21 19.4

Kono 382 167 212 19 1.6 2 0.2 11 0.9 1.0 5.3 5 26.3

Bombali 941 438 501 75 6.4 5 0.4 56 4.8 4.0 5.3 10 13.3

Kambia 358 154 204 30 2.6 3 0.3 23 2.0 - - 4 13.3

Koinadugu 883 405 478 77 6.6 13 1.1 57 4.9 2.0 2.6 5 6.5

Port Loko 1,627 741 885 135 11.6 9 0.8 86 7.4 12.0 8.9 28 20.7

Tonkolili 1,596 744 850 158 13.6 9 0.8 101 8.7 6.0 3.8 42 26.6

Bo 1,310 661 648 80 6.9 4 0.3 47 4.0 7.0 8.8 22 27.5

Bonthe 820 384 436 61 5.2 5 0.4 44 3.8 1.0 1.6 11 18.0

Moyamba 905 452 452 45 3.9 5 0.4 33 2.8 - - 7 15.6

Pujehun 723 306 417 68 5.8 3 0.3 57 4.9 1.0 1.5 7 10.3

Western 
Area Rural 1,010 427 583 64 5.5 8 0.7 50 4.3 - - 6 9.4

Western 
Area 
Urban

2,043 858 1,174 155 13.3 3 0.3 128 11.0 - - 24 15.5

In the advent of the Ebola epidemic,  people began avoiding seeking treatment at health facilities 
because many were of the opinion they would either contract the virus at a health facility or be 
diagnosed wrongly of having the virus.

Table 3.7 shows that 15,142 people in Sierra Leone were sick during the Ebola epidemic but failed to 
seek treatment at a health facility for fear of contracting the virus. Of these, more females (8,257) 
did not seek treatment at a health facility compared to their male counterparts (6,863). There were 
more people (5,405) in the Northern region who did not seek treatment at a health facility whilst the 
Eastern region recorded the fewest (2,926). Port Loko district had the highest number (1,627) of 
persons who did not seek treatment at a health facility whilst Kambia district had the fewest (358).
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Of the total number of females who did not seek treatment at a health facility, 1,165 were between 
the ages of 10 to 54. Seven percent of this count (1,165) were pregnant women whilst 72.4 percent 
were not pregnant. Koinadugu district had more pregnant who did not seek treatment at a health 
facility women (13) whilst Kono district had the fewest (2). 

3.1. Ebola impact on revenue of those reported to be economically 
active 12 months before the 2015 PHC

The 2015 PHC report shows that in Sierra Leone there are 5,044,945 persons 10 years and above. 
Of these, 2,194,738 (43.5 per cent) are economically active. Nearly three out of every five (58.8 
per cent) economically active persons in Sierra Leone are engaged in agriculture. The Ebola virus 
presented an unprecedented impact on the revenue of economically active persons in the country. A 
total number of 2,194,738 people answered to the question of Ebola impact on their revenue.

Source: Statistics Sierra Leone, 2015 Population and Housing Census

Figure 3.1: Ebola impact on revenue
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Figure 3.1 above depicts that more than half (55.5 per cent) of the economically active persons 
had a decrease in their revenues. Close to 14 percent reported substantial decrease in their 
revenues. The drop in revenue posed an unprecedented challenge in the overall achievement of 
economic growth. This drop in revenue also affected the livelihood of members in the household 
and individuals. 

Table 3.8: Main occupation before and after the Ebola outbreak of
 economically active household members (10 yrs+) at national 
and by place of residence

BEFORE EBOLA

Main occupation
Total Rural Urban

Count % Count % Count %

Total 2,194,738 100.0 1,430,784 65.2 763,954 34.8

Not working 3,699 0.2 1,991 0.1 1,708 0.1

Legislators Senior 
Officials &  Managers 28,427 1.3 5,795 0.3 22,632 1.0

Professionals 140,724 6.4 54,137 2.5 86,587 3.9

Technicians & Associate 
Professionals 58,291 2.7 16,009 0.7 42,282 1.9

Clerks 16,235 0.7 4,445 0.2 11,790 0.5

Service Workers and 
Shop and Market Sales 
Workers

358,738 16.3 83,723 3.8 275,015 12.5

Agricultural and Fishery 
Worker (Farmers, 
Fishermen, Animal 
Rearers, Hunters, Palm 
wine tappers, Poultry 
workers etc.)

1,291,311 58.8 1,176,753 53.6 114,558 5.2

Craft and Related Trade 
Workers 156,918 7.1 56,115 2.6 100,803 4.6

Plant & Machine 
Operators & Assemblers 57,889 2.6 12,453 0.6 45,436 2.1

Elementary Occupations 59,908 2.7 11,693 0.5 48,215 2.2

Other occupations 13,911 0.6 3,019 0.1 10,892 0.5

Not stated 8,687 0.4 4,651 0.2 4,036 0.2
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Source: Statistics Sierra Leone, 2015 Population and Housing Census

The 2015 PHC shows that 2,194,738 people were economically active during the census. These 
persons were asked for their occupation before and after the Ebola outbreak. Table 3.8 above 
shows that most persons who are economically active were agricultural and fishery workers (58.8 
per cent and 59.2 per cent before and after the Ebola outbreak respectively). These workers are 
mostly found in rural areas.

The table further shows that there were 3,699 persons who were not working before the Ebola 
outbreak but were looking for jobs and ready to work, which makes them economically active. 
This number of persons increased after Ebola to 4,738. This shows the likelihood that those 
persons who were working before the outbreak lost their jobs as a result of EVD.

Table 3.8: Main occupation before and after the Ebola outbreak of
 economically active household members (10 yrs+) at national 
and by place of residence (continued)

AFTER EBOLA

Main occupation
Total Rural Urban

Count % Count % Count %

Total 2,194,738 100.0 1,430,784 65.2 763,954 34.8

Not working 4,738 0.2 2,529 0.1 2,209 0.1

Legislators Senior 
Officials &  Managers 29,955 1.4 11,447 0.5 18,508 0.8

Professionals 116,843 5.3 40,856 1.9 75,987 3.5

Technicians & Associate 
Professionals 49,434 2.3 10,379 0.5 39,055 1.8

Clerks 17,355 0.8 5,107 0.2 12,248 0.6

Service Workers and 
Shop and Market Sales 
Workers

363,037 16.5 84,338 3.8 278,699 12.7

Agricultural and Fishery 
Worker (Farmers, 
Fishermen, Animal 
Rearers, Hunters, Palm 
wine tappers, Poultry 
workers etc.)

1,299,616 59.2 1,184,013 53.9 115,603 5.3

Craft and Related Trade 
Workers 158,328 7.2 56,021 2.6 102,307 4.7

Plant & Machine 
Operators & Assemblers 58,770 2.7 12,315 0.6 46,455 2.1

Elementary Occupations 62,050 2.8 11,856 0.5 50,194 2.3

Other occupations 18,794 0.9 3,750 0.2 15,044 0.7

Not stated 15,818 0.7 8,173 0.4 7,645 0.3
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Table 3.9: Main occupation before the Ebola outbreak of economically
 active household members (10 yrs+) by region

Source: Statistics Sierra Leone, 2015 Population and Housing Census

Main occupation
Eastern Northern Southern Western

Count % Count % Count % Count %

Total 523,376 23.8 815,864 37.2 434,830 19.8 420,668 19.2

Not working 559 0.0 2,348 0.1 150 0.0 642 0.0

Legislators Senior 
Officials &  
Managers

3,536 0.2 4,882 0.2 3,790 0.2 16,219 0.7

Professionals 21,266 1.0 39,839 1.8 28,643 1.3 50,976 2.3

Technicians & 
Associate 
Professionals

8,430 0.4 13,790 0.6 8,049 0.4 28,022 1.3

Clerks 1,933 0.1 3,612 0.2 2,413 0.1 8,277 0.4

Service Workers 
and Shop and 
Market Sales 
Workers

49,823 2.3 106,163 4.8 41,357 1.9 161,395 7.4

Agricultural and 
Fishery Worker 
(Farmers, 
Fishermen, Animal 
Rearers, Hunters, 
Palm wine tappers, 
Poultry workers 
etc.)

380,162 17.3 577,846 26.3 310,695 14.2 22,608 1.0

Craft and Related 
Trade Workers 38,905 1.8 36,264 1.7 22,120 1.0 59,629 2.7

Plant & Machine 
Operators & 
Assemblers

8,529 0.4 13,959 0.6 7,516 0.3 27,885 1.3

Elementary 
Occupations 6,453 0.3 11,575 0.5 6,751 0.3 35,129 1.6

Other occupations 1,842 0.1 2,943 0.1 1,587 0.1 7,539 0.3

Not stated 1,938 0.1 2,643 0.1 1,759 0.1 2,347 0.1

Table 3.9 shows occupations at the regional level before the Ebola outbreak.  The Northern 
region recorded the highest number of economically active persons (37.2 per cent) whilst the 
Western area recorded the fewest (19.2 per cent).

Again, as shown at the national level, most of these active persons were engaged in agriculture 
and fishery activities before the outbreak (17.3 per cent, 26.3 per cent, 14.2 per cent and 1 per 
cent for the Eastern, Northern, Southern and Western regions respectively.)
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Table 3.10: Main occupation after the Ebola outbreak of economically 
active household members (10 yrs+) by region

Source: Statistics Sierra Leone, 2015 Population and Housing Census

Main occupation
Eastern Northern Southern Western

Count % Count % Count % Count %

Total 523,376 23.8 815,864 37.2 434,830 19.8 420,668 19.2

Not working 570 0.0 3,201 0.1 274 0.0 693 0.0

Legislators Senior 
Officials &  
Managers

5,121 0.2 7,286 0.3 5,138 0.2 12,410 0.6

Professionals 18,025 0.8 31,730 1.4 23,136 1.1 43,952 2.0

Technicians & 
Associate 
Professionals

6,622 0.3 10,233 0.5 6,203 0.3 26,376 1.2

Clerks 1,725 0.1 3,788 0.2 3,242 0.1 8,600 0.4

Service Workers 
and Shop and 
Market Sales 
Workers

50,800 2.3 107,282 4.9 41,495 1.9 163,460 7.4

Agricultural and 
Fishery Worker 
(Farmers, 
Fishermen, Animal 
Rearers, Hunters, 
Palm wine tappers, 
Poultry workers 
etc.)

381,833 17.4 581,578 26.5 312,723 14.2 23,482 1.1

Craft and Related 
Trade Workers 38,648 1.8 36,575 1.7 22,521 1.0 60,584 2.8

Plant & Machine 
Operators & 
Assemblers

8,637 0.4 13,804 0.6 7,595 0.3 28,734 1.3

Elementary 
Occupations 6,560 0.3 11,687 0.5 6,926 0.3 36,877 1.7

Other occupations 2,093 0.1 4,049 0.2 1,938 0.1 10,714 0.5

Not stated 2,742 0.1 4,651 0.2 3,639 0.2 4,786 0.2

Table 3.10 above shows a similar trend in occupations before and after the Ebola epidemic at 
the regional level. Again, agriculture and fisheries is the main occupation of the persons who are 
economically active. 
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The socio-economic impact of the EVD outbreak 
focuses on the following variables: (a) household; 
(b) health; (c) education and (d) occupation 
(agriculture, mining sector, manufacturing sector 
and travel and tourism), and its implications as a 
result of EVD. 

4.1. The economic impact

The EVD epidemic and ensuing panic 
simultaneously reduced demand (as personal 
income, investment and exports declined) and 
supply (as agriculture production declined and 
some businesses in other sectors were closed). The 
supply of labour declined due to deaths as a result 
of EVD, the departure of expatriates, the burden 
of care on households, the migration of workers 
to escape the disease, and the unwillingness to 
engage in collective activities (as farmers refused 
to participate in the harvest and office workers 
stayed home from many private firms and public 
sector institutions).

The Government imposed various restrictions 
on trade (e.g., closure of markets and district 
borders), travel (e.g., quarantines, restrictions on 
movements to some areas and communities) and 
on public gatherings (e.g., bars, restaurants and 
entertainment). Over time, declines in income, 
an increase in unemployment, and prices scaled 
up due to supply disruptions further depressed 
household consumption, thus compounding the 
problem. 

4.1.1. Households

The restrictions, risk averse behaviour and lull 
in economic activities led to a significant drop 
in household income across the country. The 
study revealed that more than half of the people 
1,218,080 (55.5 per cent) reported a decrease 
in their income. The drop in income/revenue 
posed an unprecedented challenge to the overall 
achievement of economic growth. This drop in 
income/revenue also affected the livelihood of 
members in the household and individuals.

Since the outbreak of EBOLA in early 2014, social 
gatherings such as weddings, church meetings, 
funeral ceremonies and many communal activities 
were either abandoned or drastically reduced. 
This had serious implications for social cohesion 
and trust, particularly important in post-conflict 
Sierra Leone. Crucially, the foundations of social 
cohesion were disrupted through community 
isolation and stigma – a recipe for instability in 
affected and surrounding communities.

4.1.2. Health

The impact of the EVD epidemic on health care 
outcomes threatened to reverse the modest 
gains made in the FHI prior to the EVD outbreak. 
According to the joint preliminary assessment 
report, the FHI target group of children and 
vulnerable women was disproportionately affected 
with 22 percent of confirmed EVD cases affecting 
children aged 0–17. The death of health workers 
(medical doctors and nurses) was a huge loss to 
the country that was struggling to rebuild staff 
human resources following years of brain drain.

4.1.3. Education

The EVD outbreak had several effects on the 
education sector. Firstly, some teachers, pupils 
and students died as a result of EVD. This led 
to the reduction of the economically active 
population of the country. The study revealed 
55.5 per cent were economically active. Secondly, 
following the outbreak of EVD and the declaration 
of the state of public emergency in July 2014, the 
Ministry of Education, Science and Technology 
indefinitely postponed the reopening of schools 
across the country from September 2014 to April 
2015. Additionally, all other educational activities 
including the BECE and running of summer schools 
were suspended until the virus was contained. 

CHAPTER 4: The socio-economic impact 
of the EVD outbreak
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Some of the effects of the postponement were as 
follows:
• Disruption of the education calendar for 

education in all levels – primary, secondary, 
tertiary institutions;

• Halt in the development of human resources, 
important for future economic, social and 
political development of Sierra Leone;

• Increased cost of paying public educators 
(teachers, tutors, lecturers, etc.) for services, 
which they did not render at the time because 
of EVD;

• Increased study time and money for 
candidates who had prepared to take various 
examinations, especially the BECE and private 
WASSCE;

• Layoffs of private school and college 
teachers until the EVD was contained, as 
these institutions depended on fees paid by 
students;

• Frustration among parents and guardians, 
who feared for the vulnerability of their 
children’s futures but also had to manage idle 
children and students at home:

• Possibility of increased teenage 
pregnancies; 

• Psycho-social problems at home;
• Relocation overseas of those who could 

afford to move.
• Increased dropout rate among students. This 

was likely to affect the students who started 
school late due to war and were in the process 
of catching up;

• Increase in child labour, including children 
selling in the streets.

However, according to a Ministry of Finance and 
Economic Development (MoFED) publication in July 
2015, about 3 million children lived in communities 
affected by EVD, with a good proportion roaming 
the streets and many made to carry out petty 
trading and other activities for household survival 
by their parents or guardians. Prior to the 
crisis, 25 percent of school-age children were 
already out of school. Even when schools were 
reopened, there remains a serious risk of pupils 
not returning to school, especially those from low-
income and impoverished households. This could 
significantly reverse efforts towards achieving 
both universal education in Sierra Leone and the 
education-related Millennium Development Goals, 
including the aim of increasing gender equality 
and empowering females.

4.1.4. Occupation

4.1.4.1. Agriculture

The agricultural sector was impacted directly by 
the EVD in a number of ways including morbidity 
and mortality among farmers and a drastic 
reduction on imports and exports (materials and 
production). The onset of EVD coincided with land 
preparation and planting, and the harvesting of 
cassava and yams. This continued into the main 
harvesting of rice (September to December), 
and harvesting of cocoa and coffee (October to 
January). This led to fewer farmers as well as 
farm labour and hence impacted on the overall 
economic growth of the country.

According to UNDP 9,  the state of emergency led 
to the closure of weekly rural markets and travel 
restrictions that affected the rural livelihoods 
and created variations in prices for essential 
commodities in different parts of the country. 
Where restrictions were heaviest, traders were 
obliged to auction their goods. This led to a 
decline in the prices of commodities such as rice, 
vegetables, meat and cassava.

4.1.4.2. Mining sector

The mining workforce (for example, miners and 
plant operators) and working hours were reduced 
due to morbidity and mortality among mine 
workers as a result of EVD.

Most of the operation sites were in quarantined 
areas. Following the increased morbidity of the 
disease, many mining companies revised their 
contingency plans and restricted movement to 
different parts of the country, thus scaling down 
operations. This had an adverse effect on the 
mining sector’s contribution to the GDP. 
 
4.1.4.3. Manufacturing

The restrictions, risk aversion behaviour and lull in 
activities in other sectors led to a significant drop 
in the demand for locally manufactured products. 

9. UNDP, ‘The economic and social impact of Ebola on households 
in Sierra Leone. Household survey report,’ January 2015
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The manufacturing sector contributes 
significantly to employment opportunities. 
Additionally, it has substantial forward and 
backward linkages with the rest of the economy. 
The hardest hit manufacturing firms were 
Country-Sierra Leone Brewery, Sierra Bottling 
Company and the Sierra Leone Cement Factory. 
The closure of bars, night clubs, cinemas and 
related activities as part of the Government’s 
strategy to contain the spread of EVD resulted 
in a significant drop in the demand for locally 
manufactured products. 

4.1.5. Transportation and tourism

This sector provides employment and 
livelihood opportunities for economically active 
citizens aged 10 and above in the country. 
The suspension of flights, restrictions and risk 
averse behaviour curtailed activities in the 
transportation sector. The transportation and 
tourism sector accounts for 1.5 percent of 
the gross domestic product (GDP)10 ,  but has 
substantial forward linkages with the rest of 
the economy. The air transportation subsector 

was particularly hit hard by the Ebola outbreak. 

Sea transport was also affected as many ship 
crews were reluctant to dock in Freetown due 
to fear of contact with the virus. Local transport, 
comprising taxis, mini-buses (poda poda) and 
motorbikes (okada), were also affected.Further, 
with the onset of the EVD epidemic, a number 
of countries in the West African region, Africa 
and outside Africa imposed travel restrictions 
on passengers originating from Sierra Leone. 

This disrupted cross-border and regional 
trade that caused a reduction in the supply of 
essential commodities and its attendant impact 
on prices and loss of business incomes. It 
also affected the ability of commercial banks 
to import foreign currency banknotes to meet 
their customer requirements. The contribution 
of transportation to the GDP of the country was 
thus negatively impacted.  

10. Rochelle Turner, Travel and Tourism, ‘Economic Impact 2015, 
Sierra Leone’. 
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4.2. The social impact

The Ebola epidemic led to a social catastrophe 
of vast dimensions. The fall in economic activity 
reduced employment, boosted poverty rates 
and increased food insecurity. The deterioration 
in incomes was exacerbated by a breakdown in 
social cohesion, as fear of infection impaired 
the cooperative networks that the poor rely on.

4.2.1. Households 

Households used several strategies to cope 
with the EVD crisis. Some strategies, including 
the sale of productive assets such as land, 
buildings, livestock and seed rice, reduced 
future income opportunities. Others, such as 
using financial savings, increased household 
vulnerability to future shocks, and still others, 
such as the reduced consumption of food and 
non-health services, were detrimental to their 
physical well-being. Some people migrated to 
other areas or communities in search of food 
and other livelihoods, which was a risky move 
for these households.

The EVD epidemic had a disproportionate 
impact on women. From the findings of the 
study, 49.7 per cent of women were infected, 
largely because their traditional role as 
caregivers exposed them to infection. Women’s 
livelihoods were also particularly affected, 
since they make up the majority of local traders 
and producers of fruits, vegetables and other 
activities which were sharply scaled down in 
the wake of the epidemic. Also, the disruptions 
related to the EVD epidemic, for instance, the 
death of one’s spouse, forced them to travel 
to distant locations, including female children 
when schools were closed, making them more 
vulnerable to sexual exploitation.

4.2.2. Health

The uptake of health services unrelated to 
Ebola declined sharply. Fear of the disease 
had drastically reduced attendance at health 
facilities and acceptance of assistance from 
health workers for all medical cases (including 
pregnancy and postnatal care), and increased 
reliance on traditional healers. The results 
were likely to be higher infant and maternal 
mortality and increased numbers of deaths from 

communicable diseases (malaria, tuberculosis 
and typhoid ) and non-communicable diseases 
(hypertension). Ironically, the EVD epidemic 
improved hygiene across the country. The EVD 
deaths of medical doctors and nurses were a 
great loss to the health sector and the country 
at large. 

4.2.3. Education

With the advent of the EVD epidemic, education 
for pupils and students across the country 
was disrupted, and graduation was delayed. 
Schools were closed and it was unclear when 
it was safe to reopen learning institutions. 
The unavailability of schooling, coupled with 
the death toll of parents, teachers, pupils, 
students and the relocation to reside with 
household members distantly located or with 
distant family ties increased the vulnerability 
of children. A number of schools were used 
as holding and treatment centres. Post-Ebola 
complications and psychosocial challenges in 
learning institutions were therefore expected 
to be substantial.
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4.2.4. Occupation
 
4.2.4.1. Agriculture

Restrictions of movement prevented cultivation 
and preparatory activities for the planting 
season. There were two critical restrictions 
that impacted on preparation and harvesting.  
Firstly, most farmers relied on work groups for 
preparation, given the limited mechanization 
in the country, but these work groups were 
prohibited from meeting.  Secondly, some 
farmers had rented land in areas where they 
could no longer access due to the quarantine.  
Finally, the restriction on hunting for bush meat 
also increased farm losses because of rodents 
and other pests as the hunting of bush animals 
(for example fruit bats, other rodents) was a 
mechanical means of controlling rodents and 
other pests as well as providing the necessary 
dietary protein for the households.

Farmers abandoned their farms and moved 
to safe locations because of the alarm caused 
by the initial messages.  Farmers were also 
afraid to meet together or even share farm 
implements and tools, in compliance with the 
sensitization messages received.

During market days, farmers interact and share 
experiences in farming. However, all periodic 
markets (lumas) were closed and while the 
daily council-managed markets operated they 
did so with substantially reduced transactions. 
Additionally, the transportation of produce 
from farming cities, especially Freetown, was 
substantially curtailed. There were quotas (in 
terms of the number of lorries and vehicles on 
the roads) and time of movement.  Prior to 
EVD, most farmers travelled at night.  There 
were also several road blocks that limited 
movement.  This led to losses as perishable 
produce rotted before reaching the markets. 
Also, the closure of borders substantially 
reduced the catchment area for the buyers of 
farm produces.

4.2.4.2. Mining

EVD led to a loss of the labour force and 
working hours. Some of the operation sites 
were in quarantined areas.  Mining companies 
revised their contingency plans and restricted 

movement to different parts of the country 
thus scaling down operations because of the 
increased of EVD morbidity. Additionally, the 
fear of EVD led to some expatriates being 
evacuated and local contract workers put on 
hold. This led to the scaling down of operations.

4.2.4.3. Manufacturing

The restrictions, risk averse behaviour and lull 
in activities in other sectors led to a significant 
drop in demand for locally manufactured 
products. Most manufacturing enterprises 
use intermediate inputs from other sectors to 
produce beer, soft drinks, paint, soap, cement, 
foam mattresses, etc.  Most street retail traders 
sell products from the manufacturing sector. 
The closure of bars, night clubs, cinemas and 
related activities as part of the Government’s 
strategy to contain the spread of EVD reduced 
social interaction throughout the EVD period. 

4.2.4.4. Transportation and tourism

This sector provides employment and livelihood 
opportunities for the youth in the country. The 
private commercial vehicles and motorbikes 
were not operating at full capacity due to the 
restrictions imposed on the number of people 
they carried.  Many of them resorted to forcing 
passengers to pay for the empty seats to 
recover some of the lost revenue. Additionally, 
fares were increased for various destinations. 
Fear made most people choose to walk on foot 
rather than use vehicles or motorbikes.
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CHAPTER 5: Key findings, conclusions and 
recommendations

5.1 key findings  

The key findings of the census revealed that:

• A total of 13,575 persons nationwide 
contracted the virus. Port Loko reported 
the highest number of infected cases with 
3,594 (26.5 per cent), followed by Kailahun 
with 1,727 (12.8 per cent). Bonthe 17 (0.1 
per cent) and Koinadugu 132 (1 per cent) 
reported the fewest respectively. There 
were 7,263 (53.5 per cent) rural cases as 
opposed to 6,312 (46.5 per cent) urban. 

• The most persons infected by EVD were 
within the 25–29 age bracket. This age 
group is followed by those between the 
ages of 15–19. Youths, who are more active, 
were the largest group infected by the virus 
and there were more deaths among youths 
within the age bracket of 25–29.

• Port Loko district recorded the highest 
number of households with confirmed 
Ebola cases, with 1,643 (23.6 per cent) 
followed by Kailahun with 1,033 (14.9 per 
cent). Rural households reported 3,765 
(54.2 per cent) as against 3,186 (45.8 per 
cent) reported for urban households.

• Out of 13,575 reported EVD-infected 
persons, 11,015 (81.1 per cent) were 
reported to have died of the virus. The 
Northern region recorded the highest 
percentage of deaths with 5,392 (39.7 
per cent) cases reported out of the 6,566 
reported to have contracted EVD. The 
Southern region reported 861 (6.3 per 
cent) deaths out of 1,090 reported to have 
contracted the EVD. At the district level, 
Port Loko district recorded the highest 
percentage of deaths, with 3,045 (22.4 
per cent) reported deaths out of 3,594 
reported to have contracted EVD, followed 
by Kailahun district with 1,391 (10.2 per 
cent) reported deaths out of 1,727 reported 
to have contracted EVD.

• The 2015 PHC report shows that there are 
5,044,945 persons in Sierra Leone aged 10 
years and above. Among them, 2,194,738 
(43.5 per cent) are economically active. 
Nearly three out of every five (58.8 per 
cent) economically active persons in Sierra 
Leone are engaged in agriculture. Of these, 
55.5 per cent saw a decrease in their 
revenues. Close to 14 per cent reported 
substantial decrease in their revenues. 
Most persons who were economically 
active were agricultural and fishery workers 
(58.8 per cent and 59.2 per cent before 
and after the Ebola outbreak respectively). 
The Northern region recorded the highest 
number of economically active persons 
(37.2 per cent) whilst the Western area 
recorded the fewest (19.2 per cent).

• There are more Ebola orphan children in 
the rural area, with 3,346 (59.1 per cent) 
compared with the urban, with 2,320 (40.1 
per cent). Port Loko district has the highest 
number of Ebola orphans, at 1,516 (26.8 
per cent).

• There were 15,142 people in Sierra Leone 
who fell sick during the Ebola epidemic but 
failed to seek treatment at a health facility 
out of fear of contacting the virus. Of this 
total, more females (8,257) did not seek 
treatment at a health facility compared 
with their male counterparts (6,863).
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5.2. Conclusion

EVD has had a significant adverse impact on 
Sierra Leone’s economy. But this was due not 
only to the disease but also the strategies put 
in place to contain the disease. For instance, 
the restrictions on movement put in place 
when the Government declared a public health 
emergency on 31 July 2014 impeded the free 
movement of people that facilitates economic 
and social interactions. At the climax of EVD, 
the quarantine measures introduced to limit 
EVD spread strangled economic activities. 
Farmers could not properly tend their fields, or 
buy and sell as normal in markets. Companies 
saw their businesses disappearing as costs 
increased. Thus, EVD containment measures 
depressed economic activity in all sectors of 
the economy.

However, when the containment measures 
were lifted, this depressive effect disappeared 
and normal economic life resumed. There 
was a hangover that needed to be addressed, 
most significantly the need to refinance 
and recapitalize much of the economy. But, 
looking ahead, real recovery from EVD means 
identifying  the factors that will blunt the severity 
of its impact should there be a recurrence in 
the future. It also requires learning lessons 
from the collapse of the iron ore sector. Poor 
skill levels, inadequate financial structures, a 
weak corporate sector and poor governance 
are the issues that EVD has laid bare and that 
need to be addressed if Sierra Leone is to fully 
recover, and a future crisis be avoided. 

5.3. Policy recommendations

Highlighted below are some of the key policy 
recommendations expected to be strategically 
considered by the government:

a) It is imperative for governments to 
lead the recovery programme. The national 
Government and local actors have a significant 
role to play in recovery programmes. To 
ensure sustainability, ownership and capacity 
strengthening, the Government should 
be supported in effectively and efficiently 
coordinating and leading the implementation 
of the recovery programme. In line with this, 
international organizations should work with 

the Government to mobilize resources for the 
recovery programme.

b) Funds should be targeted at 
strengthening the weak health systems. 
Measures include, for instance, improving 
sanitation, establishing social protection 
programmes (introduction of health insurance), 
improving education and securing access to 
food for those living in rural areas who have 
been badly affected by the outbreak. The 
government in collaboration with creditors 
(World Bank, African Development Bank and 
International Monetary Fund) could establish 
mechanisms for the effective monitoring of 
the use of funds after debt cancellation.

c) Fiscal measures need to include 
the introduction of social protection 
and safety net programmes to help 
families of victims and their immediate 
communities. Government should prioritize 
vulnerable groups that disproportionately 
suffered from EVD such as orphans and 
women giving care. It should also support 
other social groups that also lost employment 
owing to EVD and its effects on businesses 
and production. The Government should 
provide robust social protection measures (for 
instance, social health insurance) to facilitate 
the socio-economic recovery of deeply affected 
communities whose economic livelihoods have 
been disrupted. The international aid effort 
and domestic resource mobilization can be 
earmarked for such interventions.

 d) Budget allocations need to focus on 
upgrading existing social services and 
health systems to the level required by 
international protocols (for instance, WHO 
standards) and to purchase and stock EVD 
vaccines when developed. The immediate 
priority is to use the fiscal space created 
by stopping debt repayments to mitigate the 
adverse effects of Ebola, including a significant 
rise in the allocation of funds for long neglected 
health infrastructure, training of health 
personnel at all levels and timely payment of 
the salaries of health care workers. 
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e) The Ebola heroes should be acknowledged 
and appreciated. The Government should 
ensure that these heroes are acknowledged and 
appreciated across the country and that they 
should also support the recovery programme 
and help to institutionalize preventive measures 
for future epidemic.

f) Community engagement. Community 
engagement was a key factor that 
contributed to the success of EVD control 
measures. The implementation of early and 
medium-term recovery must leverage community 
engagement. The support must be integrated 
into positive cultural values of society. Traditional 
and religious leaders must be consulted for 
such interventions to be owned, accepted and 
successful. Community involvement is an ethical 
imperative.
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ANNEXES1 a: definition of indicators

The indicators form the basis for the generation of required tables identified from the study. These 
indicators and their definitions are listed below.

Indicators:
(a) Number of household members confirmed positive of EVD;
(b) Number of:

• Under-5 children - Sex
• 10–54 yrs confirmed - Sex

(c) Number of: (a) household dead; (b) household survived and (c) household treated;
(d) Number of children below 18 years who are orphaned;
(e) Number of household members engaged in formal employment;
(f) Number of household members engaged in informal employment;
(g) Number of household members sick but did not contact health facility for fear of getting 

Ebola;
(h) Number of household women who were:

a. Pregnant
b. Not pregnant

(i) Impact on person’s revenue:
a. % increased substantially
b. % increased
c. % decreased
d. % decreased substantially

Definitions of indicators:

1. Members confirmed EVD positive: Household members who were infected and tested 
proven with EVD virus by region, district and chiefdom; 

2. Children confirmed EVD positive by region, district and chiefdom and by age and sex 
population;  

3. Household member infected with EVD who died, or was treated and survived, by region, 
district and chiefdom. Also by sex population; 

4. Household member dead: Member who was infected by the EVD virus and died;
5. Household member survived: Member who was infected, treated and survived due to the 

treatment;
6. Household member treated: Member who was infected and treated for the EVD virus; 
7. Orphaned: A child below 18 years whose biological parents or parent died of EVD;
8. Household member: A member who was engaged in informal employment;
9. Sick not contacted health facility: Household member who was sick during the Ebola 

outbreak but did not seek medical attention at a health facility for fear of getting Ebola. 
10. Household women 10–54 years old who were pregnant during the Ebola outbreak but 

did not seek medical attention at a health facility for fear of getting Ebola. 
11. Ebola’s impact on person’s revenue: Revenue earned by household member during EVD.
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ANNEXES1 b: computation of indicators
8.1 Access to and use of ICT

E1:  Numerator = Total number of households confirmed positive. Denominator = National total 
number of households x 100
E2: Numerator for male = total number of males confirmed positive; denominator = total number 
of persons confirmed positive x 100
Female = total number of females confirmed positive; denominator = total number of persons 
confirmed positive x 100

For status:

Deaths: total deaths/national total confirmed positive x 100
For survivors: total survived/national total confirmed positive x 100
E3: Orphans
Denominator = national total of EVD orphans
Numerator = regional total
E4: Economically active
Denominator = total number of economically active household members
Numerator = total number increased/total number of economically active household members
E5a: Denominator = total number of persons who got sick but did not seek medical attention for 
fear for EVD

Numerator:

For male: total number of males who got sick/denominator
For female: total number of females who got sick/denominator 
E5b: Females (10–54 years) who got but did not seek medical attention
For pregnancy: total number of pregnant women/total number of women (10–54) x 100
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Source: Statistics Sierra Leone, 2015 Population and Housing Census

Table A1b: Households with confirmed EVD cases by district

Reported cases per household

 District Total HH SL Total HH 
Infected 1 2 3 4 5 6 7+

National 1,265,468 6,951 4,332 1,157 595 327 179 103 258

Kailahun 83,348 1,033 707 154 96 33 16 10 17

Kenema 111,734 453 290 84 39 14 6 10 10

Kono 86,119 282 204 41 18 6 4 1 8

Bombali 105,902 689 398 129 59 38 26 9 30

Kambia 53,826 199 121 35 12 10 9 4 8

Koinadugu 56,108 65 36 11 9 5 1 1 2

Port Loko 111,701 1,643 927 291 157 92 56 35 85

Tonkolili 86,840 514 327 78 46 31 12 6 14

Bo 102,723 268 180 36 21 14 7 4 6

Bonthe 32,538 14 12 1 1 0 0 0 0

Moyamba 61,880 212 143 31 9 13 7 3 6

Pujehun 51,514 126 93 11 14 2 3 1 2

Western 
Area Rural 91,284 780 496 135 56 38 21 6 28

Western 
Area Urban 229,951 673 398 120 58 31 11 13 42

Urban/Rural

National 1,265,468 6,951 4,332 1,157 595 327 179 103 258

Rural 697,706 3,765 2,371 608 315 181 105 58 127

Urban 567,762 3,186 1,961 549 280 146 74 45 131

Not pregnancy: Total number of women (10–54) not pregnant/total number of women (10–54) 
who got sick but did not seek medical attention.
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Source: Statistics Sierra Leone, 2015 Population and Housing Census

annexe 3: Population confirmed positive for 
contracting EVD by region/district and sex

Table A3: Population confirmed positive for contracting Ebola 
by region/district 
and sex

 District Total Male Female

National 13,575 50.3 49.7

Eastern 2,983 50.8 49.2

Northern 6,566 50.1 49.9

Southern 1,090 49.2 50.8

Western 2,936 50.5 49.5

District

Total 13,575 50.3 49.7

Kailahun 1,727 50.1 49.9

Kenema 802 49.5 50.5

Kono 454 55.9 44.1

Bombali 1,461 49.2 50.8

Kambia 416 52.6 47.4

Koinadugu 132 40.9 59.1

Port Loko 3,594 49.9 50.1

Tonkolili 963 52.4 47.6

Bo 477 48.6 51.4

Bonthe 17 52.9 47.1

Moyamba 388 51 49

Pujehun 208 46.6 53.4

Western Area Rural 1,502 49.4 50.6

Western Area Urban 1,434 51.7 48.3

Urban/Rural

National 13,575 50.3 49.7

Rural 7,248 50.3 49.7

Urban 6,327 50.2 49.8



Annex 4: Status of Ebola patients by region, 
district and sex

Table A4: EVD patients by region, district and sex 

 District Total Ebola Patients Dead Ebola Patients

Total Male Female Total Male Female

National 13,575  6,827 6,748  11,015 5,606 5,409 

Eastern 2,983 1,516 1,467 2,475 1,265 1,210 

Northern  6,566          
3,291 3,275 5,392 2,752 2,640 

Southern 1,090 536 554 861 416 445 

Western 2,936 1,484 1,452 2,287 1,173 1,114 

District

Total 13,575 6,827 6,748 11,015 5,606 5,409 

Kailahun 1,727 865 862 1,391 688 703 

Kenema 802 397 405 701 364 337 

Kono 454 254 200 383 213 170 

Bombali 1,461 719 742 1,097 546 551 

Kambia 416 219 197 335 177 158 

Koinadugu 132 54 78 93 35 58 

Port Loko 3,594 1,794 1,800 3,045 1,560 1,485 

Tonkolili 963 505 458  822 434 388 

Bo 477 232 245 381 182  199 

Bonthe 17 9 8 13 7 6 

Moyamba 388 198 190 295 150 145 

Pujehun 208 97 111 172  77 95 

Western Area 
Rural 1,502 742 760 1,177 596  581 

Western Area 
Urban  1,434 742  692 1,110 577 533 



Annex 5: Distribution of  Children (0–17 years) 
who confirmed positive of EVD by single age, 
place of  residence and sex

Table A5: Distribution of  children (0–17 years) who confirmed positive for EVD by 
single age, place of  residence and sex

 District Place of Residence / Sex

All Residence  Rural Urban

Single 
Age Total Male Female Total Male Female Total Male Female

Total 3,636 1,868       1,768 1,985 1,034 951 1,651 834 817 

0 236 124 112 136 73 63 100 51 49 

1 193 102 91 116 62 54 77 40 37 

2 261 141 120 172 97 75 89 44 45 

3 235 118 117 140 67 73 95 51 44 

4 222 121 101 125 73 52 97 48 49 

5 260 142 118 137 77 60 123 65 58 

6 161 67 94 96 40 56 65 27 38 

7 206 116 90 121 66 55 85 50 35 

8 164 79 85 96 48 48 68 31 37 

9 121 55 66 59 27 32 62 28 34 

10 300 171 129 164 91 73 136 80 56 

11 81 46 35 39 20 19 42 26 16 

12 192 107 85 88 50 38 104 57 47 

13 116 62 54 51 31 20 65 31 34 

14 163 78 85 83 41 42 80 37 43 

15 401 191 210 217 102 115 184 89 95 

16 164 77 87 68 30 38 96 47 49 

17 160 71 89 77 39 38 83 32 51 



Annex 6: Status of EVD-infected and deaths

Table A6: Status of Ebola population by region and district 

 District Total Ebola Patients

Total Infected Total Deaths % Deaths

National 13,575 11,015 81.1

Eastern 2,983 2,475 82.9

Northern 6,566 5,392 82.1

Southern 1,090 861 79.0

Western 2,936 2,287 77.9

District

Total 13,575 11,015 81.1

Kailahun 1,727 1,391 80.5

Kenema 802 701 87.4

Kono 454 383 84.4

Bombali 1,461 1,097 75.1

Kambia 416 335 80.5

Koinadugu 132 93 70.5

Port Loko 3,594 3,045 84.7

Tonkolili 963 822 85.4

Bo 477 381 79.9

Bonthe 17 13 76.5

Moyamba 388 295 76.0

Pujehun 208 172 82.7

Western Area 
Rural 1,502 1,177 78.4

Western Area 
Urban 1,434 1,110 77.4



Annex 7a: EVD impact on household revenue

Table A 7a: EVD impact on household revenue 

 Total  Increased 
substantially  Increased  No 

change  Decreased  Decreased 
substantially 

 Not 
stated 

National 2,194,738 1.7  7.1 20.6 55.5 13.6 1.6

Eastern 523,376 1.4 6.0 17.9 58.8 14.3 1.6

Northern 815,864 1.6 7.2 17.0 60.4 12.0 1.7

Southern 434,830 1.5 5.5 21.3 51.7  18.6 1.4

Western 420,668 2.3 10.0 30.0 45.7 10.6 1.4

District

Total   2,194,738 1.7 7.1 20.6 55.5 13.6 1.6

Kailahun 176,383 1.0 4.7 11.9 67.1 14.6 0.8

Kenema 190,930 2.2 8.9 26.5 50.6 10.1 1.7

Kono 156,063 0.8  4.0 14.2 59.7 19.1 2.3

Bombali 189,123 1.7 8.0 21.6 54.5 12.2 2.1

Kambia 125,444 1.9 8.6 15.5 63.5 9.2 1.4

Koinadugu 147,052 0.3 2.9 8.1 74.9 12.4 1.3

Port Loko 196,169 2.4 9.5 18.5 54.9 12.8 2.0

Tonkolili 158,076 1.7 6.4 19.2 58.4 12.8 1.4

Bo 162,429 1.2  5.8 20.1 54.4 16.9 1.5

Bonthe 65,944 0.7  3.8 21.6 51.4  21.1 1.3

Moyamba 112,944 2.0 6.2 26.0 47.5 16.5 1.8

Pujehun 93,513 1.8 5.2 17.6 52.2  22.3 0.9

Western 
Area Rural 132,433 2.0 8.9  22.1 52.3 13.4 1.4

Western 
Area Urban 288,235 2.4 10.6 33.6 42.7 9.4 1.4



Annex 7b: Ebola impact on household revenue

Table A 7b: Ebola impact on household revenue

Ebola impact on household revenue

Total  Increased 
substantially  Increased  No 

change  Decreased  Decreased 
substantially 

 Not 
stated 

Province\
Total 2,194,738 36,537 156,277 451,455 1,217,811 298,446 34,212

Eastern 523,376 7,120 31,356 93,878 307,994 74,788 8,240

Northern 815,864 13,446 58,861 138,792 492,844 98,118 13,803

Southern 434,830 6,347 23,818 92,733 224,821 80,835 6,276

Western 420,668 9,624 42,242 126,052 192,152 44,705 5,893

Note: Though not stated population but they were economically active and therefore included in 
the calculations.
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