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Abstract

The 2014 Ebola Virus Disease outbreak in West Africa is
the largest to date by far. Ebola Virus Disease causes dis-
proportionate mortality among the working-age population,
resulting in far more mortality for parents of young children
than other health crises. This paper combines data on the
age distribution of current and projected mortality from
Ebola with the ferdlity distribution of adults in Guinea,
Liberia, and Sierra Leone, to estimate the likely impact
of the epidemic on the number of orphans in these three
countries. Using the latest mortality estimates (from Febru-
ary 11, 2015), it is estimated that more than 9,600 children

have lost one or both parents to Ebola Virus Disease. The
absolute numbers of orphans created by the Ebola epidemic
are significant, but represent a small fraction (1.4 percent)
of the existing orphan burden in the affected countries.
Ebola is unlikely to increase the numbers of orphans beyond
extended family networks’ capacities to absorb them. None-
theless, the pressures of caring for increased numbers of
orphans may result in lower quality of care. These estimates
should be used to guide policy to support family networks to
improve the capacity to provide high quality care to orphans.
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Introduction

Every health crisis creates orphans, defined here as children under 15 years of age who lose a mother, a
father, or both. This concern was particularly acute with the HIV/AIDS epidemic because of the
disproportionate mortality among working-age adults, who are also the most likely to have young children.
! The Ebola Virus Disease (EVD) has a similar age profile. Across Guinea, Liberia, and Sierra Leone,
individuals under 15 years of age make up the same proportion of the population as individuals between 15
and 44 years of age, yet people between 15 and 44 make up almost three times as many of the EVD patients
and deaths (Table 1). As a result, EVD is likely to create a much greater number of orphans than other
health challenges like malaria, which are not concentrated among parents of minor children.

Table 1: Age Distribution of EVD Patients and Deaths acr oss the Population

Proportion of
All EVD patients® Patients who died® Population

<15 years 19.8% 19.6% 39.0%
15-44 years 57.0% 53.3% 46.9%
>=45 years 23.2% 27.2% 14.2%

Note: For “patients who died”, we combine the country-level distribution of cases by age with the country-level deaths
(not available by age), and then adjust for age-differential mortality using the three-country distributional data reported
in October 2014.2

Parent mortality has the potential to multiply the impacts of Ebola by driving poorer human capital
outcomes in future generations. Previous work elsewhere in Sub-Saharan Africa has demonstrated that even
losing one parent is associated with significant reductions in short-term educational outcomes * ° as well as
adverse impacts on health and education that persist into adulthood. ® This is true despite the fact that most
orphans live with surviving relatives. * Across studies, these negative impacts are concentrated among
maternal orphans (i.e., children who lose a mother).

With the AIDS epidemic, the question arose again and again: Will extended family networks be capable of
caring for these orphans? Earlier analysis across Africa has found that even in countries that undergo large
increases in the proportion of orphans, these surviving children are much more likely to remain with
relatives than with non-relatives. ” The same question applies in the context of the Ebola epidemic.

How many orphans is the Ebola epidemic actually creating? News media have, over the course of one
month alone (November 2014), reported estimates ranging from 500 to 25,000. 8 ° The most recent estimate
from one international organization (UNICEF) is between the two, with 16,600 children having lost either
a parent or a primary caregiver, but without a detailed published analysis. 1°

This paper provides estimates of the likely number of orphans already created by EVD and contextualizes
those numbers in terms of the existing orphan burden in the most affected countries, Guinea, Liberia, and
Sierra Leone. This should inform both the gravity of this aspect of the Ebola epidemic and the steps to
provide support in filling the human capital gaps created by the ongoing EVD epidemic in West Africa.



M ethods

This paper infers orphan numbers using data on (1) the gender and age distribution of cases and mortality
from Ebola, (2) the number of living children for adults, and (3) data from previous epidemics on the
probability of infection for spouses and children of Ebola patients. The process of calculating the number
of orphans is presented in Figure 1.

First, we apply the country-level distribution of cases by gender and age to the most recent country-level
mortality estimates (not available by gender and age), and then adjust for the gender- and age-specific
mortality/infection differential using the three-country distributional data reported in October 20142 to
estimate, for a given number of EVD deaths, how many are likely to be male and female in the following
age groups: under 15 years old, 15-44 years old, and 45 and older. Second, we use these results to estimate
how many of the deaths in each country occur among women aged 15-49. For example, because 52% of
Guinea’s EVD cases were female and 57% were aged 15-44, we multiply the total 1,995 EVD deaths in
Guinea to date * by 52%%57%, and adjust by 0.99*0.93, the mortality/infection differential for women
times that for 15-44 year olds 2 to find that 540 or 27% of deaths in Guinea would be women aged 15-44.
Repeating this for each of the most affected countries, of the 1,995 deaths in Guinea, 3,826 deaths in Liberia,
and 3,341 deaths in Sierra Leone as of February 11, 2015, 27% would be women between the ages of 15
and 44.

Figure 1: Process of Estimating the Number of Children Orphaned by Ebola

1. Divide Ebola 2. Estimate deaths
deaths by age & among women
gender aged 15-49

3. Calculate
surviving children

5. Repeat process 4. Subtract
for men aged 15- children over age
59 15

6. Adjust for dual
parent mortality

7. Adjust for child 8. Estimate of total
mortality from EVD number of orphans

Third, we use data from recent demographic and health surveys (DHS) in the three countries (2012 in
Guinea and 2013 in Liberia and Sierra Leone) to inform the mean number of living children for women
aged 15-49.12 1314 Fouyrth, adult children and children over age 15 are subtracted from the total number of
orphans, since they are the least dependent on their parents. Fifth, the same process is repeated for men
aged 15-59.



Sixth, the estimates are adjusted for dual parent mortality. If an individual dies of EVD, it is significantly
more likely that his or her spouse will also die of EVD. Given that, simply summing the maternal and
paternal orphans will overstate the total number of orphans.” No data on spousal infection are available for
the current epidemic. However, evidence from an outbreak of EVD in the Democratic Republic of Congo
in 1995 showed that 45% of spouses of EVD patients developed the fever, * much higher than the
probability of contagion for the general population. The fatality rate in the current epidemic, as calculated
by the number of deaths divided by the number of confirmed, probable and suspected cases (as of February
11, 2015) ranges from 31% to 66% across the three countries. * Thus, if one parent dies in Guinea, for
example, the probability that both will die may be estimated at 30% (45% chance of spousal infection *
66% chance of fatality).

Seventh, some proportion of children who lose parents will be among the dying themselves. As Table 1
shows, a relatively small proportion of children die from EVD, particularly given their high share in the
population. No data from the current epidemic are available on the likelihood that a child contracts EVD
from a parent. Returning to estimates from the 1995 outbreak, it is estimated that household members under
age 18 had a 4% chance of contracting EVD, conditional on an adult in the household contracting it. *°
Thus, if a parent dies in Guinea, the probability of a child dying is about 2.6% (4% chance of child infection
* 66% chance of fatality). If both of a child’s parents die, the probability of the child dying is then 5.2%.
Unconditionally, the probability of a child dying of EVD is extremely low, ranging from 0-007% in Guinea
to 0-043% in Liberia (i.e., even in Liberia, the probability is only 4 children in 10,000). So although having
a parent with Ebola dramatically increases a child’s probability of contracting Ebola, the absolute
probability is still low, most likely because children are less likely to handle the dead or care for the sick.

These calculations result in an estimate of the number of orphans created directly by Ebola deaths. The
calculations are laid out in greater detail in the methodological appendix. Ethical review committee
approval was not obtained because all analysis was based on publicly available data.

Results

Our calculations suggest that the number of orphans under 15 years of age created to date reaches over
9,600, as illustrated in Figure 2. As of February 11, 2015, an estimated 4,100 children across the three
countries most affected by Ebola had lost a mother to the virus, 4,900 had lost a father, and 600 had lost
both. Despite a recent slowdown in the spread of EVD in Liberia, the most children have been affected
there, with almost as many orphans created as a result of Ebola in Liberia as in Guinea and Sierra Leone
combined.

2 Maternal orphans are children who lose a mother. Paternal orphans are children who lose a father.
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Figure 2: Ebola Orphan Count for Guinea, Liberia, and Sierra L eone
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Discussion

The results presented here provide important information on the scale of impact of the current Ebola
epidemic on the lives of children who lose their parents to the virus. To date, over 9,600 children under 15
years in the three most affected countries have been left orphaned as a direct result of the 2014 Ebola
epidemic. While in absolute terms this represents a large number of children facing personal tragedy, it
amounts to only 1.4% of the total 702,000 orphans in the same countries, calculated using parent mortality
data from the DHS ® and population data from the United Nations.  This represents a relatively small
increase in the orphan burden. Across the three countries analyzed, 8% of 15 year olds had lost either one
or both parents for some reason before the Ebola epidemic, but only 0.11% of children have been left
orphaned as a result of Ebola.



Two factors suggest that 9,600 Ebola orphans could be an underestimate. First, it is believed that the number
of EVD cases to date has been underreported: Estimates range from 0.17-2.5 unreported cases for each
reported case. 1”38 Second, our estimates reflect only the direct effects of Ebola on orphan numbers, i.e.,
the number of children orphaned as a result of one or both of their parents dying because they contracted
EVD. The media reports that the already fragile health care systems of the three most affected countries are
collapsing under the strain of the epidemic. !° This may cause children to lose parents to preventable or
treatable conditions unrelated to Ebola. If this is the case, the true number of orphans created by the Ebola
epidemic is again likely to be higher. Few systematic data are available regarding the deterioration of non-
Ebola health services.

While the true number of Ebola orphans created to date by the epidemic may be higher than 9,600 for the
reasons discussed above, this number gives a useful order of magnitude arrived at by exploiting the best
available data.

There are concerns that this increase in orphan numbers as a consequence of Ebola will overwhelm the
capacity of extended family networks, the traditional care provider to orphans in the region. However, there
is increasing evidence that family networks in Sub-Saharan Africa are resilient to absorbing even large
numbers of orphans. Country studies from Tanzania, Malawi, South Africa, and cross-country studies
across Sub-Saharan Africa find no evidence that increases in rates of orphanhood increase the prevalence
of child-headed households or even that orphans will live with non-relatives. »2> 2

Fostering even non-orphan children is a pre-existing mechanism in many Sub-Saharan African countries,
reducing uncertainty and realizing opportunity by smoothing access to income and education across
extended family members. 22 Household survey data show that 9.5% of children across West Africa are in
foster care, with the proportion being as high as 16.8% in Liberia. 2 Family networks in the region have
been able to cope with increases in orphan numbers due to the earlier HIV/AIDS epidemic, which resulted
in much greater numbers of orphans than those currently being caused by Ebola, with the most affected
countries experiencing increases as large as 150% but still without displacement of orphans to non-relatives.
" Household data on 14 countries in Sub-Saharan Africa showed that traditional non-orphan fostering
practices were not displaced by the large surge in orphan numbers resulting from HIV/AIDS; communities
in most regions were able to absorb the demand for fostering both orphans and non-orphans. %2 Evidence
therefore suggests that family networks in the region are likely to be able to absorb the relatively small
increase in orphans created by Ebola. This is consistent with at least one recent report suggesting that most
Ebola orphans have been placed with extended family members. 1°

A second concern, much reported in the news media, has been that stigma affecting Ebola orphans may
lead to their rejection by households that would traditionally have fostered them. 2* 2> 26 This reflects a
similar narrative around HIV/AIDS orphans in the early 2000s. However, both direct analysis based on

household data and a systematic review find no evidence of HIV/AIDS stigma on fostering arrangements.
7.27

This says little about the quality of care, however. Theory provides several reasons why living with a
caregiver who is not a parent may lead to worse outcomes for children in terms of health and education.
Households caring for more children may have fewer resources to invest in each child. ? % Altruism may
be motivated by biological connectedness such that more closely related caregivers provide higher quality
care to children. * The expectation of old-age support may encourage households to invest more in their
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biological children’s human capital. In the case of grandparents becoming the caregivers of orphans, they
may have fewer financial resources to support their grandchildren.

Longitudinal case-studies from countries with high orphan prevalence (Kenya, South Africa, and Tanzania,
among others) reveal large negative impacts of orphanhood on health and education outcomes, especially
for orphans who have lost their mother. > % 313233 Evidence from Senegal also suggests that fostered children
are more likely to be involved in domestic work or the labor market during school age. 23

While extended family networks seem capable of absorbing large numbers of orphans, the ability of
communities to meet rapidly growing fostering demands may indicate a dilution in the quality of the
fostering arrangements. 22 If orphaned children are increasingly living in households that are less willing or
able to invest in their human capital, this may have major long-run implications for the children’s human
development. Evidence from Sub-Saharan Africa shows a trend towards non-traditional and usually
poorer-quality fostering relationships in areas with high numbers of HIV/AIDS orphans. 3 % % [n many
countries across the region there has been a shift towards grandparents taking on increasing responsibility
in caring for orphans and away from younger relatives and non-relatives, especially in countries where the
orphan rate has increased rapidly. Orphans living with a grandparent are substantially more likely to live in
a poor household. ’

Every child who loses a parent faces a tragedy. However, the current Ebola epidemic is unlikely to increase
orphan numbers beyond the capacity of extended family networks to absorb them. The pressure of increased
orphan numbers may lower the quality of care that these family networks are able to provide, however.
Rather than creating new institutions to deal with increased numbers of orphans, governments and non-
government organizations alike can provide material support to family networks to improve their capacity
to provide high quality care. Beyond monetary resources, caregivers can receive training on how to care
for a potential Ebola patient safely and to seek medical care quickly if the child develops early signs of
infection, as well as help in accessing schools, and counseling to support their emotional well-being, as
well as that of the orphans. !* % Formal reintegration programs can target worries about communities
potentially turning Ebola orphans away because of concerns regarding Ebola transmission risks. Such
programs can provide continued education, dispelling rumors regarding Ebola orphans and providing a first
step in the necessary psychosocial support for survivors. Children and the families looking after them are
given cash and material assistance. Following up with children who are in new families is an important
focus, as the children may be emotionally vulnerable as they grieve the loss of loved ones.

At the same time, many non-orphan children are experiencing significant economic shocks due to the Ebola
crisis, > and economic differences can dwarf the differences between orphans and non-orphans. *® Thus,
while we must be mindful of the support needed by orphans and those who care for them, broader attention
to the needs of all vulnerable children in the wake of the Ebola crisis will be equally important for the long-
term health and welfare of the affected countries.
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M ethodological Appendix

This appendix describes the calculation of the number of Ebola orphans in detail. It follows the eight steps

outlined in the main body of the paper:

NNk =

1. Divide Ebola deaths by age and gender

Divide Ebola deaths by age and gender

Estimate deaths among women aged 15-49
Calculate surviving children

Subtract children over age 15

Repeat process for men aged 15-59

Adjust for dual parent mortality

Adjust for child mortality from EVD

Resulting estimate of the total number of orphans

Fatality rates are not uniform across gender and age; however, the most recent country-level mortality
estimates from the WHO are not available by gender and age. '* Thus to calculate country-level EVD deaths
for these sub-populations we apply the country-level distribution of cases by gender and age to the most
recent country-level mortality estimates, and then adjust for the gender- and age-specific mortality/infection
differential using the three-country distributional data reported in October 2014. 2

The country-level EVD deaths are distributed by age and gender according to case proportions, adjusted by

the mortality/infection differential across the sub-groups recorded in Table Al.

Table Al: Gender and age distribution of EVD cases

Mortality / Infection
Differential across Sub-
Guinea Liberia Sierra Leone Groups
Male 48% 50% 48% 1.01
Female 52% 50% 52% 0.99
0% 0% 0%
0-14 16% 19% 21% 1.03
15-44 57% 59% 56% 0.93
45+ 27% 23% 22% 1.15
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2. Estimate deaths among women aged 15-49
The consequent distribution of deaths by gender and age distribution is presented in Table A2.

Table A2: Estimated EVD Deaths by Age & Gender

Guinea Liberia Sierra Leone
Total Deaths 11 1,995 3,826 3,341
Female deaths <15 years old 167 360 380
15-44 years old 540 1,028 895
>45 years old 322 490 444
Male deaths <15 years old 159 373 359
15-44 years old 514 1,064 847
>45 years old 306 507 420

Source: Total mortality by country is from WHO (2014). Distribution by age and gender is inferred by the author based on WHO Ebola Response
Team (2014).

3. Calculate surviving children

The age distribution of Ebola deaths among women age 15-44 is assumed to reflect the age distribution of
women age 15-44, in five-year age groups. For example, in Sierra Leone, 23% of women age 15-44 are
between the ages of 15 and 19, so 23% of the 895 female deaths are applied to women age 15-19.° The
same process is applied for women age 45-49, using the distribution of deaths for women over age 45.
These five-year age group mortality counts are then multiplied by the mean number of living children
(MNLC) for women in the same age groups, from the most recent DHS for the three countries, % 1> ¥ to
calculate the total surviving children of female EVD victims age 15-49. Age 49 is the upper limit because

the DHS only calculates the mean number of living children for women up to age 49.°

4. Subtract children over age 15

This number is then adjusted to subtract children who are likely over the age of 15. For example, for a
woman currently in the age range of 40-44, we subtract the number of living children she had when she
was in the 25-29 range, since those children would now be over 15. (In fact, this is a simplification: Since
this is a cross-sectional survey, the number of living children for women currently in the 25-29 range is
subtracted from the number of living children currently in the 40-44 age range. If women have begun to
have children later over successive cohorts, then this will underestimate the total number of orphans.) The
calculations for Steps 3 and 4 are demonstrated in Table A3.

These calculations suggest that, to date, over 4,800 children under age 15 have lost a mother.

® Obviously, EVD mortality within the 15-44 age range may follow an age distribution that is disproportionate to the
population in that range (e.g., concentrated among adults age 25-29); but finer data are not available.
¢ This will result in an underestimate of the orphans under age 15, as — in the most recent DHS — women between the

ages of 35 and 49 accounted for 16% of births across the three countries, mostly concentrated in the 35-39 age range.
12,13, 14
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Table A3: Calculation of Maternal Orphans (Before Adjusting for Child EVD Deaths)
Age 15-19  20-24 25-29 30-34 35-39 40-44 45-49 Total

Guinea

Female deaths 1347 1146 955 78.4 64.0 53.2 79.2

Mean number of living children 0.3 1.2 23 3.5 4.3 4.6 5.0

Total maternal orphans 417 138.7 218.6 277.6 273.1 2464 397.0
Maternal orphans <15 years old 417 138.7 2186 2533 1957 1245 1165 1,089
Liberia

Female deaths 238.8 212.1 186.7 1564 1285 1055 1264

Mean number of living children 0.3 1.3 23 3.2 4.0 4.6 5.0

Total maternal orphans 66.9 2673 420.0 503.5 507.5 4893 634.6
Maternal orphans <15 years old 66.9 2673 420.0 459.7 345.6 252.0 2275 2,039
SerraLeone

Female deaths 2049 1835 1643 1395 1134 89.4 119.0

Mean number of living children 0.2 1.1 2.2 3.2 3.9 43 4.6

Total maternal orphans 47.1 2074 363.1 4438 436.7 3843 5523
Maternal orphans <15 years old 47.1 2074 363.1 411.7 3085 186.8 173.8 1,698
Total maternal orphans < 15 4,826

5. Repeat processfor men aged 15-49

The same process is carried out for men (see calculations in Table A4), with the difference that the DHS
calculate the mean number of living children for men through age 59, due to higher fertility at later ages.
Note one exception: The Liberia DHS data for men, unlike those for Sierra Leone and Guinea, only
calculate men’s MNLC through age 49. The MNLC for men in Liberia at age 45-49 is closest to that of
Guinea, so the growth in MNLC from 45-49 to 50-54 and then to 55-59 is assumed to follow the same
percentage growth path as that in Guinea, starting from Liberia’s 45-49 base.

These calculations suggest that, to date, over 5,600 children have lost a father.

14



Table A4: Calculation of Paternal Orphans (Before Adjusting for Child EVD Deaths)

Age 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 Total
Guinea
Male deaths 129.2 109.4 90.7 74.1 60.2 50.0 79.6 67.7 55.9
Mean number of living children 0.0 0.2 0.8 2.0 34 4.6 6.0 7.0 7.6
Total paternal orphans 1.3 17.5 75.3 144.5 204.0 230.2 473.5 476.6 4253
Paternal orphans <15 years old 1.3 17.5 75.3 143.8 194.4 188.6 318.3 247.1 168.2 1,354
Liberia
Male deaths 250.0 220.9 193.5 161.3 131.9 106.1 137.1 109.5 84.6
Mean number of living children 0.0 0.4 1.4 2.6 3.9 43 5.6 6.6 7.2
Total paternal orphans 7.5 88.4 272.8 420.9 510.6 458.2 767.8 725.6 606.2
Paternal orphans <15 years old 7.5 88.4 272.8 416.1 457.9 308.6 409.9 301.8 240.6 2,504
SerraLeone
Male deaths 195.3 175.3 156.5 131.8 105.7 823 114.0 89.3 69.6
Mean number of living children 0.0 0.3 1.1 23 35 44 53 5.7 6.2
Total paternal orphans 3.9 52.6 167.4 301.8 368.0 365.6 605.2 508.9 4279
Paternal orphans <15 years old 3.9 52.6 167.4 299.2 336.2 277.5 344.2 198.2 119.0 1,798
Total paternal orphans < 15 (gross) 5,656
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6. Adjust for dual parent mortality

The above calculations suggest a certain number of children who have lost a mother and who have lost a
father, but they do not account for spousal infection. If a woman dies of EVD, is it not more likely that her
spouse will also die of EVD? If this is the case, then simply summing the maternal and paternal orphans
will overstate the total number of orphans. No data are available for the current epidemic on spousal
infection. However, evidence from an outbreak of EVD in the Democratic Republic of Congo in 1995
showed that 45% of spouses of EVD patients developed the fever. *° The fatality rate, as calculated by the
number of deaths divided by the number of confirmed, probable and suspected cases (as of February 11,
2015) ranges from 31% to 66% across the three countries. '* So, if one parent dies in Guinea, for example,
the probability that both will die is about 30% (45% * 66%), assuming that the probability of the spouse
contracting EVD when the other spouse dies of EVD is the same as when the other spouse contracts EVD.
The equivalent probabilities in Liberia and Sierra Leone are 19% and 14%, respectively.

This paper uses the DHS estimates for the proportion of women either married or co-habiting (henceforth
“in union”) and the MNLC for women in union to calculate the maternal orphans from women in union. It
is then assumed that the orphans from 30%, 19%, and 14% of unions in Guinea, Liberia, and Sierra Leone
also lose a father, as in Table A5. This suggests that 643 of the total orphan count is accounted for by
orphans who have lost both parents, or double orphans. This reduces the total orphan count from 10,483to
9,840.

7. Adjust for child mortality from EVD

Tragically, some proportion of these children who lose parents will have been among the dying themselves.
As Table 1 shows, a relatively small proportion of children die from EVD, particularly given their high
share in the population. No data from the current epidemic are available on the likelihood that a child
contracts EVD, conditional on a parent contracting EVD. Returning to estimates from the 1995 outbreak,
it is estimated that household members under 18 had a 4% chance of contracting EVD, conditional on an
adult in the household contracting it. *® Thus, if a parent dies in Guinea, the probability of a child dying is
about 2.6% (4% chance of child infection * 66% chance of fatality).

If both of a child’s parents die in Guinea, the probability of the child dying is higher, estimated at 5.2%
[100%-(100%-2.6%)*]. Unconditionally, the probability of a child dying of EVD is extremely low, ranging
from 0-007% in Guinea to 0-043% in Liberia (i.e., even in Liberia, the probability is only 4 children in
10,000). Applying the country-specific probabilities of death among single and double orphans in this way
would leave 9,655 surviving orphans (Table A6).

8. Resulting estimate of thetotal number of or phans

Thus, the total number of maternal, paternal, and double orphans is estimated as 4,112, 4,925, and 618, in
Guinea, Liberia, and Sierra Leone, respectively, summing to 9,655 total orphans under the age of 15, as
shown in Table A6 and Figure 2.
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Table A5: Number of Paternal Orphans Explained by Spousal Contagion

Age 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Guinea
Proportion women who are in union 33.2% 67.5% 84.3% 92.2% 92.7% 92.5% 93.7%
Women in union: Deaths 44.71 77.35 80.47 72.30 59.28 49.22 74.25
Women in union: Mean number of living children 0.7 1.6 2.6 3.7 4.4 4.7 5.1
Women in union: Maternal orphans <15 years old 32.6 123.0 206.0 243.5 220.2 190.3 308.7
Number of spousal male deaths 13.2 22.8 23.7 21.3 17.5 14.5 21.9 135.0
Percentage of male deaths (15-59) explained by Ebola 18.8%
Number of paternal orphans created through spousal contagion 255.0
Liberia
Proportion women who are in union 14.3% 52.4% 72.6% 79.8% 78.4% 76.2% 77.9%
Women in union: Deaths 34.1 111.2 135.5 124.8 100.7 80.4 98.5
Women in union: Mean number of living children 0.8 1.6 2.5 3.5 4.1 4.9 52
Women in union: Maternal orphans <15 years old 27.3 175.6 338.8 412.6 363.2 3314 429.6
Number of spousal male deaths 6.6 21.5 26.3 24.2 19.5 15.6 19.1 132.8
Percentage of male deaths (15-59) explained by Ebola 9.5%
Number of paternal orphans created through spousal contagion 238.4
SerralLeone
Proportion women who are in union 18.8% 58.5% 81.7% 88.9% 87.3% 85.9% 82.0%
Women in union: Deaths 38.5 107.4 134.2 124.1 99.0 76.8 97.6
Women in union: Mean number of living children 0.7 1.5 24 3.3 4.0 4.5 4.8
Women in union: Maternal orphans <15 years old 27.3 162.1 326.2 383.6 337.2 278.9 382.7
Number of spousal male deaths 53 14.8 18.5 17.1 13.6 10.6 13.4 93.2
Percentage of male deaths (15-59) explained by Ebola 8.3%
Number of paternal orphans created through spousal contagion 149.6
Total paternal orphans explained by maternal mortality 643.0
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Table A6: Orphan Count for Guinea, Liberia, and Sierra Leone

Guinea Liberia Sierra Leone Total
Maternal orphans (gross) 1,089 2,039 1,698 4,826
Paternal orphans (gross) 1,354 2,504 1,798 5,656
Total (gross) 2,443 4,543 3,497 10,483
Double orphans 255 238 150 643
Maternal orphans (adjusted for spousal contagion) 834 1,801 1,549 4,183
Paternal orphans (adjusted for spousal contagion) 1,099 2,265 1,649 5,013
Total 2,188 4,304 3,347 9,840
Double orphans (adjusted for child mortality) 242 230 146 618
Maternal orphans (adjusted for child mortality) 812 1,770 1,530 4,112
Paternal orphans (adjusted for child mortality) 1,071 2,226 1,629 4,925
Surviving orphans 2,125 4,226 3,304 9,655
Percentage of total children 0.05% 0.25% 0.14% 0.11%
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