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ABSTRACT

DECOLONIZING EPIDEMICS: POWER STRUCTURES THAT DEFINE, NAME,
AND FRAME MEDICAL DISASTERS
Elizabeth Deane Ferguson, Ph.D.
George Mason University, 2019
Dissertation Director: Dr. Heidi Y. Lawrence

This dissertation argues that epidemics represent a failure of systems. When an epidemic
can be understood not as a solid, specific, discrete, scientific term, but rather an
operational space, it reveals all the systems at work therein, and enables an appreciation
of the epidemic as a cultural and rhetorical phenomenon rather than a mere biological,
scientific, or epidemiological occurrence. Epidemics are rhetorically constructed through
the practices of defining, naming, and framing the epidemic event. In these situations, the
global North exerts power over the global South by reasserting colonial power structures
and silencing voices from the epidemic’s location. This project incorporated colonial
gaze theory (Chapter 2); in the “colonial gaze,” viewer engages in two fundamental ways
of looking (Eeden, 2004; Columpar, 2002). He looks upon land and sees it void of
history, culture, or people, and foregrounds comparisons of race and ethnicity to the
viewer. This translates into a power differential where the viewer objectifies the people,
land, and culture within their gaze. Chapter 3 presents a new theory of epidemic space
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and maps how the 2014 EVD epidemic functioned within this epidemic space to reveal
opportunities for rhetorical interventions. This theory can be applied to different
epidemics to understand where rhetorical interventions are or are not possible. Chapter 4
explores the key places and organizations that created the epidemic space for the 2014
Ebola epidemic in West Africa. Chapter 5 reveals how purportedly democratizing social
media platforms can also reify existing power structures. Even though MSF utilized and
maximized the full ethos-building power afforded to them on Twitter, their voices were
still silenced by the spokesman from WHO. Chapter 6 examines the power of narrative to
rhetorically construct the epidemic and investigates how narrative built from pre-existing
colonial narratives distorts the understanding of transmission risks. Specifically, the
narrative built in the GN from bushmeat warnings in the GS was that Africans were
going to smuggle bushmeat into the U.S. or UK and thereby transmit the EVD epidemic
to these countries. This project calls on researchers in the fields of international technical
communication and medical rhetoric to reimagine points of rhetorical intervention during
a medical disaster offers and agency in spaces where opportunities to effect change are
otherwise elusive. When foundations and even definitions are questioned, deconstructed,
and reimaged, it opens up new possibilities for action in this new space.
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CHAPTER ONE: INTRODUCTION

On March 24, 2019, the international public health community confirmed that the
Ebola Virus Disease (EVD) outbreak in the Democratic Republic of Congo (DRC) had
exceeded the gruesome milestone of 1,000 confirmed cases (“Ebola Outbreak in Eastern
Democratic Republic of Congo Tops 1,000 Cases,” 2019). Then, on May 3, 2019, Oly
Ilunga Kalenga stated that the death toll had surpassed 1,000 people since the outbreak
began in August 2018 (Press, 2019). The current DRC outbreak of Ebola is the largest
documented occurrence thereof since the virus was first discovered in 1976 (CummingBruce & McNeil Jr., 2018). Health care workers (HCWs) have been trying to bring this
outbreak under control since the first cases appeared in August 2018. The relief effort has
been complicated by difficult terrain, a lack of basic infrastructure, and the ongoing
armed conflict between rival groups in the area. However, in October 2018, WHO
declined to declare the situation in the DRC a public health emergency of international
concern (PHEIC), which would have triggered international relief efforts (Branswell,
2018)1.

1

The International Health Regulations (IHR) established in 2005 define a PHEIC as “an extraordinary
event which is determined to constitute a public health risk to other States through the international spread
of disease & to potentially require a coordinated international response.” WHO further states that “this
definition implies a situation that is serious, sudden, unusual, or unexpected; carries implications for public
health beyond the affected State’s national border; and may require immediate international action”
(“WHO | International Health Regulations and Emergency Committees,” n.d.).
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This dissertation argues that epidemics are rhetorically constructed in three ways:
first, directly, through the use of terms like outbreak and epidemic that signify a
confirmed number of cases of a virus, bacteria, or chronic illness and are then amplified
in public health circles, the media, and the public’s consciousness. Second, epidemics are
ultimately social and cultural in addition to scientific and medical phenomena and are
tied to the histories and cultures of the places they occur. Finally, as illustrated by the
2014 EVD epidemic in particular, epidemics expose power dynamics between the global
North (GN) and global South (GS) rooted in colonialism and the distinctive histories of
colonized countries and colonial powers. This dissertation also explores the power of
rhetoric and how that power is amplified during a high-stakes event like a medical
disaster, such as an emergent disease or a pathogen that reaches epidemic status. This
dissertation is grounded in rhetorical theory and builds on postcolonial and decolonial
theories to analyze how the event of an epidemic is rhetorically constructed.
The following overarching research questions guided the dissertation project:
•

What are the rhetorics of an epidemic? How do epidemics operate across
different actors, spaces, and forms of communication?

•

How are power structures communicated during a crisis? Who gets to
define an epidemic, address public fears, and communicate risks? How is
fear operationalized, contained, and managed by professionals to create or
end an epidemic?

•

How do professionals frame epidemics for global, international, and local
audiences?

4

Specifically, this dissertation examines the phenomena surrounding epidemics
through the operational context of the 2014 Ebola virus disease (EVD) epidemic in West
Africa for several reasons. First, EVD is a pathogen that has frightened public health
officials since it was first identified in the mid-1970s because of its high mortality rate
and lack of a known cure for the disease. The 2014 epidemic was unparalleled in the
manner in which it stressed the international public health response system, with
widespread infections in Guinea, Sierra Leone, and Liberia, a small outbreak in Nigeria,
and cases identified in six other countries (Italy, Mali, Senegal, Spain, United Kingdom,
and the United States), as well. The chapter provides the necessary context to endow the
reader with working knowledge of the 2014 EVD epidemic, including background on
EVD, the socio-political histories of Guinea, Liberia, and Sierra Leone, and the
organizations involved in the response. Subsequent chapters discuss specific case studies,
data, and analysis.
The next section in this chapter provides an overview of deconlonialism, the
theoretical lens for this dissertation project, with definitions indicating what it means for
scholars and scholarship to be decolonial. The section also outlines how this dissertation
project engages in decolonial work, both through the scholarship utilized in the chapters
and in the approach taken to the case studies. The introduction concludes with a chapterby-chapter overview of the dissertation project.

A Decolonial Approach
My approach to this dissertation was decolonial in three specific ways. First, I
utilize decolonial theories to examine how epidemics are rhetorically constructed and
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argue that, in addition to scientific and medical occurrences, epidemics are constructed
through social and cultural means. As such, an understanding of the impacts of
colonialism on culture, language, and its social relations to medicine and science is
essential. Second, I bring a decolonial approach to my scholarship by soliciting scholars
from Africa to broaden the research conversation and include local voices and academics
from the GS that are taking decolonial approaches and examining similar phenomena.
Third, I engaged two active decolonizing research areas, decolonizing the term
“bushmeat,” and offering a broader definition of what constitutes an archive. Ultimately,
this project deconstructs the paradigm allowing seemingly neutral texts and technologies
to reify colonial themes, discourses, and rhetorics, specifically in moments of crisis.
The darker side of Western modernity notes that after the Bandung Conference2,
“the focus was on epistemology rather than taking the state. The focus became the
decolonization of knowledge rather than of expelling the colonizer from the territory and
delinking from the colonial matrix of power” (Mignolo, 2011, p. 56). In Post-Colonial
Studies: The Key Concepts (2013), Ashcroft et al. offer this definition:
Decolonization is the process of revealing and dismantling colonialist power in all
of its forms. This includes dismantling the hidden aspect of these institutional and
cultural forces that had maintained the colonialist’s power and that remain even
after political independence is achieved. (p. 73)
Another definition, by Clement Akassi, suggests that the act of decolonizing means
“deconstructing something that has become naturalized overtime” (Ochieng, 2019).

2

“1955 Asian-African Conference in Bandung, a meeting that founded the Third World as a political entity” (Burke, 2006, p. 947).
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Jealous Paradzai defines a decolonial framework as a “reading which seeks to unmask
and expose domination and power that presents itself as common sensical and everyday
reality” (Paradzai, 2015, p. 10). This project draws on work by post-colonial3 scholars to
examine the absence of local voices, when those local voices were silenced, and where
local knowledge was subsumed by outside influences.
Chapters 2 and 3 specifically apply a decolonial approach to delink and
deconstruct knowledge from the colonial framework that “has become naturalized
overtime.” To these ends, Chapter 2 explores the ways that colonialism constructed
specific knowledge around illness in colonized spaces, and the separate type of care that
was reserved for colonized people. Decolonial work here involves a detailed history of
the specific ways that colonialism built a new logic of care and illness in colonized
spaces. Chapter 3 delinks the idea of an epidemic from that of a naturally occurring event
and builds a new epistemology towards a rhetorical understanding of epidemics as a
construct of failure by socio-political, medical, and scientific systems. Chapters 4 and 5
explore the power dynamics at work between the GN and GS regarding the naming of an
epidemic and the creation of a narrative surrounding a specific disease.
As a scholar, I took a decolonial approach to this entire project, moving beyond
the use of decolonial theory to interpret the data and structure my arguments. I
purposefully sought out work by African scholars and sources to incorporate them into
the research conversation and include local voices in this project. I also presented
3

Postcolonial and decolonial theories and scholars do overlap these terms, but they are not synonyms. Ashcroft et al. (2003) offers this
simple definition, “postcolonialism (or often post-colonialism) deals with the effects of colonization on cultures and societies. As
originally used by historians after the Second World War in terms such as post-colonial state, ‘postcolonial’ had a clearly
chronological meaning, designating the post-independence period. However, from the late 1970s the term has been used by literary
critics to discuss the various cultural effects of colonization” (p. 203-204).
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portions of this dissertation project to scholars at conferences in Botswana (July 2018),
South Africa (August 2018), and the African Association of Rhetoric’s Roundtable at
Howard University (March 2019). At these conferences, I was able to interact with
scholars from across the continent of Africa and receive feedback from academics
engaged in decolonial projects in their scholarship and lived experiences. From these
conferences, I built ongoing relationships with scholars, mainly in South Africa, who
were exploring broad questions of decolonization in their country and at universities. I
lived in Johannesburg during 2018 and into 2019 and was able to engage in-depth with
South African scholars on questions surrounding the decolonization that remains part of
the ongoing lived experience of the South African population.
In Chapter 6, I take an active decolonial approach to the work, first with a ministudy to decolonize the term bushmeat, exploring the history of the term, where it came
from, and how it operates in juxtaposition to the term “game meat”4. This deconstruction
enabled me to separate the colonial definition of hunting from that currently practiced in
Western Africa. Second, I make an argument for expanding how researchers define and
interact with an archive; in formerly dominated spaces and research on marginalized
people, the concept of an archive needs to be broadened to account for narratives
excluded by those in positions of power.

Dissertation Overview

4

This change was made to my project after presenting at two conferences where audience members had comment after my
presentation indicating that they felt my use of the term was innately negative. After having very similar experiences first in Durban,
South Africa and then in Washington, D.C., I decided that the term bushmeat needed to be deconstructed and understood within the
colonial context from where it emerged.
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This project seeks to understand points of contention and the power dynamics at
work when a disease emerges in a population, and the rhetorics at work when the term
epidemic is deployed. I argue three main points throughout:
1. Epidemics are rhetorically constructed
2. Epidemics represent a failure in a system
3. The global North exerts power over the global South that reestablishes
colonial power structures during epidemic events
Understanding epidemic not as a solid, specific, discrete, scientific term, but rather as an
operation of space, allows the visualization of containment and response systems at work.
When these systems are analyzed, points of failure and rhetorical articulation are
discovered that reveal how the vestiges of colonization permeate these systems. That is,
epidemics are a manifestation of colonial—and thus cultural and rhetorical—phenomena,
and not simply biological, scientific, or epidemiological events. These points of failure
and rhetorical articulation reveal where the epidemic is constructed and where rhetorical
interventions can be made.
Chapter 1 provides the exigency for this dissertation and clarification and
definitions surrounding the decolonial approach to this project. Chapter 2 explores the
explicit connections between colonialism and medicine. The first section therein is the
“Colonial Construction of Care,” which explores how the medical establishment nurses
and doctors operated in colonized territories. The ways that doctors and nurses interacted
with indigenous peoples were a key component of the “civilization” mission of
colonialism. This discussion is followed by a section on “The Colonial Gaze,” a theory
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that builds on Foucault’s medical gaze to develop a new and more objectifying gaze from
the colonizer onto the colonized. The colonial gaze foregrounds issues of race and ways
in which colonizers objectified indigent peoples in the occupied territories. The next
section, “Phases of Colonial Writing,” outlines the role that writing and rhetoric played in
building the myth of colonialism. These different types of texts, such as captain’s logs,
missionary records, and literature, were essential to empire building, constructing a
romantic notion of colonialism, especially in the British Empire as it expanded across the
globe. The fourth section in this chapter, “Empire of Epidemics,” details how the colonial
project created new transmission routes for pathogens to spread across the globe. The
medical staff that accompanied the military and missionary groups brought a new
paradigm of cleanliness for natives they viewed as “dirty and uncivilized.” New diseases
provided the colonizing power the logic it needed to reinforce and maintain this
paradigm. The fifth section, “Lingering Effects of Colonialism on the Rhetoric of Science
and Medicine” explores how constructs from the colonial era still permeate the practice
of medicine and science, as demonstrated in interactions between patients and doctors in
previously colonized spaces.
Chapter 3, “Rhetorical Understanding of ‘Epidemic,’” builds a new
epistemological understanding of an epidemic event. This chapter explores the various
definitions of outbreak and epidemic across various contexts in four sections. First, the
history of the terms outbreak and epidemic are examined, as well as where these terms
first transitioned into use by the medical community. This section also explores ethical
concerns over the use of the term epidemic. Definitions of these terms by the CDC,
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WHO, and Associated Press are also provided, as these three organizations are key in the
dissemination of information to the public during a medical disaster. This section then
explores the role that computer modeling and mathematicians play in epidemic modeling;
the ways in which these disciplines develop their models and computer programs matter
because these tools directly affect responses enacted by the public health community.
The second section of this chapter constructs an understanding of epidemics as
systems using the theory of Epidemic Space (van Loon, 2005). Van Loon’s theory allows
the incorporation of sociological, political, and cultural factors of an epidemic alongside
the specific pathogen moving through a population. This construction enables a mapping
out of the various systems at work during a medical disaster and articulates points of
rhetorical intervention. This discussion is followed by a mapping of the Epidemic Space
in the 2014 EVD epidemic in West Africa. Chapter 4 outlines key features of the 2014
EVD epidemic in West Africa, first providing a history of EVD, how it was discovered,
and an overview of pre-2014 outbreaks. This is followed by an overview of the first six
months of the 2014 EVD epidemic in West Africa, to help the reader understand the
particular pathogen used in the case studies in Chapters 4 and 5. The second section
explores the socio-political histories of Guinea, Liberia, and Sierra Leone, the three
countries where widespread transmission of EVD took place during the 2014 epidemic.
Each of these countries has its own history, and these histories intertwine across their
shared borders. The third section details the background and responses of WHO, the
CDC, and MSF, the three predominant response organizations to this epidemic and to
other global public health emergencies. Each organization possesses a distinctive mission
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statement that clarifies their operation, history, and ethos undergirding their
communication on certain issues. The last section of the chapter utilizes van Loon’s
theory of epidemic space to analyze how funerals became a cultural vector during the
epidemic.
Chapter 5 discusses the tensions and interactions of power between the GN and
GS as a means of exploring who has the power to call an event an epidemic. Literature
from the fields of international technical communication, postcolonial and decolonial
studies, and technical communication studies on social media are all incorporated. The
chapter then details how the social media platforms Facebook, Instagram, and Twitter
embed affordances for users to create ethos. Each platform has similar ethos creation
mechanisms, but the user’s access to each of those mechanisms varies among the
platforms. The next section details how WHO, the CDC, and MSF each utilize and
optimize the ethos creation tools on these platforms. This is followed by a rhetorical
analysis of a Twitter conversation between MSF and Gregory Hartl, then a spokesperson
for WHO, as they argued over whether Guinea was experiencing an outbreak or an
epidemic in March 2014. Even though MSF optimized their usage of all of the ethos
affordances on the Twitter platform, the organization was not able to overcome the power
differential exploited by the WHO spokesman.
Chapter 6 explores how the warnings against bushmeat consumption rhetorically
impacted the 2014 EVD epidemic in West Africa by analyzing communications
disseminated by public health and governmental organizations in the early days of the
epidemic. The chapter draws upon literature from decolonial theory to examine the role
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of language in colonialism and the attention that postcolonial and decolonial scholars
have paid to the reclamation of language in their work. In addition to medical rhetoric,
the chapter also references scholars that examine how medical disasters in Africa are
portrayed through Western or GN media. These texts describe the “colonial gaze”
(Chapter 2) in action. This chapter also contains a mini-study to decolonize the term
bushmeat, which researches the colonial construct that underlies the term and deploys it
in opposition to the term game meat. The next section outlines an archival project
wherein I argue for a more inclusive and decolonized understanding of what constitutes
an archive to account for marginalized, silenced, or absent people and narratives. I then
present the results of research conducted on newspapers from Liberia, Ghana, Nigeria,
the UK, and the U.S., locations chosen because of their proximity to the EVD epidemic.
Liberia is a local news source, Ghana and Nigeria are multinational news sources, and the
UK and U.S. sources have a global audience. This study found that the newspapers from
Liberia, Ghana, and Nigeria provided more and more nuanced context surrounding
warnings against bushmeat. This additional context included concerns for the economic
impact of the bushmeat bans on bushmeat markets, trade, and the hunters involved
therein. The UK and U.S. papers were notably lacking this context about what the
bushmeat ban meant to local people in West Africa. Narratives rolled out on a broader
scale suggested that smuggled bushmeat would spread EVD across the globe.
Chapter 7 concludes the dissertation project by reintroducing the theoretical
model of van Loon’s epidemic space discussed in Chapter 3 to explain how this model
enables a more robust understanding of epidemics. The conclusion also reiterates how the
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case studies examined in the dissertation illustrate how systems fail, opening space for an
epidemic to flourish. It emphasizes how social and material circumstances can both
facilitate and limit the types of rhetorical interventions available when responding to an
epidemic. Finally, it discusses final thoughts regarding the project, including limitations
of the work and expected future applications.
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CHAPTER TWO: COLONIALISM AND MEDICINE

“Trying to treat an historical problem without knowing its history is
like trying to treat a patient without eliciting a thorough medical
history” –Harriet Washington5
A full understanding the context of the 2014 EVD epidemic, the aftermath, and
context of the next epidemic, requires an understanding of the histories that led to the
construction of the current context, through colonialism and decolonization. The act of
decolonizing requires taking an active approach to the world, including questioning what
one has been told is the natural order of things. Colonialism did not happen all at once,
nor was it enacted in the same way in all places. Colonialism in the Americas was quite
different from that across Asia, and that in Africa differed from both. Moreover, colonial
projects may last for several centuries and change over time. Some scholars argue that
colonialism is not over, but has merely changed form from a state-run endeavor to a
stateless, corporate endeavor. While the underlying motives of most colonial projects
were purportedly economic, they were enacted via acquisition and plunder.
This chapter contextualizes and complicates the stories surrounding the 2014
EVD epidemic and countries impacted by the incident. The relevant phase of colonialism
thereby encompasses the late 19th century into the 20th. The focus is on the role of British
colonialism of Africa, with references to outposts in India, as well. Even though this is

5

(“The US medical system is still haunted by slavery,” 2017, 1:15)
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not the first nor the longest colonial period in history, the myth of colonial power was
built during this period, partially through fictionalized, literary representations of
colonialism that foreground how rhetoric operates. Literary depictions of British colonial
outposts informed the understanding both of these lands and people that inhabited them
while affirming the colonial myth of a righteous and benevolent colonial power. As
Ashcroft et al. (2013) argue, this was an “imperialism in which literary representation
played a vigorous part, whether actively, as in the work of Kipling, or in a more
ambivalent way in the works of Conrad” (p. 57). Writers like “Conrad continue[d] to
distinguish actively between the English model of colonialism6, which has “an ideal at
the back of it,” and the mere rapacity of the imperialism of “lesser breeds” of
imperialists. These specious distinctions are projected back into the narratives of the
Spanish conquistadores” (p. 58), so as to juxtapose such examples to the British treatment
of indigenous people.
Sections of this chapter also reference American antebellum writing and internal
colonial projects in the United States, for two reasons. First, the U.S. was critical to the
construction of race-based medicine and science in the mid to late 19th century. As the
young country wrestled with the moral and legal questions that surrounded enslaving
human beings, there was a dedicated campaign by pro-slavery Southerners to construct a
rhetoric of science and medicine that supported the status quo. The United States has a
long history of race-based rhetoric that still permeates its cultural understanding of
science and medicine and impacts how the United States, and specifically the CDC,
6

The long-term and wide-spread success of British colonial rule enjoyed sets it apart from other colonizing powers as this quote
expresses.
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interacts with the rest of the world in response to medical and health crises. In addition to
the foundational influence the United States had on global, race-based constructions of
science and medicine, the United States continues to drive global public health as
mediated by the CDC. United States history must be thereby be accounted for in this
sphere.
This chapter is broken into five subcategories that explore the historical
connections between colonialism and the rhetoric of science and medicine. The first
details the concept of the colonial construction of care. Colonialists created a circular
logic wherein indigenous people needed to be cared for but were not worthy of the same
level of care as the white colonial ruler. Second, I apply the theory of the “colonial gaze”
from anthropology, where colonizer views facilitate the objectification of indigenous
peoples. The third is an explication of the connection between empire and epidemics that
connects directly back to medicine, science, and indigenous people. The fourth section
discusses literature that explores the connection between colonialism and our current
understanding of the rhetorics of science and medicine. This chapter provides a
framework for certain constraints on the understanding of medicine and science; we must
understand the history that brought about the current construct before we look for ways to
decolonialize our approach and deconstruct and reimagine the rhetorics of science and
medicine.
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Colonial Construction of Care
British colonialism lasted for over 500 years, such that at a certain point, the
worldview of those born in England contained an acceptance of colonialism as a natural
state. Yadesen and Myers (2016) argue:
medical doctors–grew up, trained and lived in a world where the British Empire
was a banal and everyday presence. Empire was displayed and consumed in a
whole range of cultural products, in paintings, prints, photographs, newspapers,
and exhibitions that helped give shape and meaning to the British world. (p. 456)
If the Empire was omnipresent throughout British society, it stands to reason that the
ethos of the Empire permeated every level of the educational system and professional
productions of knowledge. The colonial construction of care was an aspect of the colonial
medical ethos that underpinned the entire medical establishment of the time.
One aspect of the British colonial project was to prove that the people who
inhabited lands they wanted to colonize were inferior to them in all ways, physically,
mentally, historically, and culturally. That is, since the indigenous people were inferior,
the colonizer could make the paternal argument that locals needed to be cared for by the
empire. “Care,” in this case, is a generous term because the colonial endeavor was one of
capitalism and empire enrichment, and the care afforded was in service to the best
interests of the colonial project rather than the indigents themselves.
In the article, “Colonialism and its others: considerations on rights and care
discourses” (1995), Narayan argues that while justifications of colonialism via mere
economic arguments are rare, those for exerting dominance over local populations at
various colonial outposts often manifested in the rhetoric of care. Narayan affirms that
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since most scholars see the rhetoric of care as “an attempt to convince the dominated of
the appropriateness of their domination, I would argue that the central purpose of such
arguments often is to make domination morally palatable to those engaged in inflicting
the domination” (p. 134). This colonial logic of care offers the colonialist a righteous
framework and paradigm through which to carry out the “white man’s burden7,” bringing
“civilization and progress” to those who did not conform to the expectations of Western
civilization.
Narayan goes on to contend that definitions for separation within the colonial
system dictated the logic and rhetoric of care within these systems. While it may seem
that colonial definitions only exist to convey distinctions among the various populations,
those distinctions were, in fact, created to reinforce the colonial hierarchy. Narayan
points out that colonial definitions were put in place to dictate who deserved what type of
treatment under colonial social structures, finding:
dominant social definitions of what an untouchable or slave was did not
encourage the powerful to care for the less powerful; and the same definitions
were in fact inimical to the well-being of the less powerful, who were not, by
definition, entitled to the means and opportunities for flourishing. (p. 138)
In the colonial project, the “construction of the inferior/monstrous colonized is contingent
upon the construction of the European as superior and non-monstrous. The colonized are
fixed because the colonizer does the fixing” (Yancy, 2008, p. 1). Colonial logic became

7

According to Mariam-Webster this term was first used in 1865 referencing “the alleged duty of white
peoples to manage the affairs of less developed nonwhite people”(“Definition of White Man’s Burden,”
n.d.). Then was made famous in the Kipling (1899) poem of the same name.
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circular where the colonial ruler was there to look after less able natives, but the natives,
being of lesser human qualities than the colonial rulers, were not entitled to the same care
as their European overseers.
Colonial Caring: A History of Colonial and Post-colonial Nursing (Sweet &
Hawkins, 2015) explores colonial enterprises and the role of nurses in building and
maintaining the empire in their home countries and throughout the colonies. The
collected essays weave together a narrative “to better understand the complex
entanglements in the development of nursing as it was imagined and practiced in local
imperial, colonial, and post-colonial contexts” (p. 1). As missionaries and soldiers
traversed new lands, they focused their medical care on their fellow colonialists.
However, since civilizing the indigenous population was part of the colonial imperative,
colonial nurses going out into the community were expected impose their ideas of
hygiene and cleanliness on the “dirty Africans” (p. 6). Colonial medicine is credited for
responding to epidemics and bringing them under control in multiple colonial spaces.
Sweet and Hawkins note, ironically, that “the medical colonist is the key contributor to
the civilizing mission and is coming to the rescue of indigenous populations [in]
situations their colonizing actions have caused” (p. 6).
The colonial medical establishment cured local diseases, but in doing so,
demolished a pillar of local power, the healer. In “Medicine and Colonialism”(1975), Ian
Maddocks explores how the colonial medical establishment replaced the local medical
establishment with its own technologies and medicines by ridding communities of
“diseases which horrified” (p. 33) colonial sensibilities. In many indigenous
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communities, healers were at the highest echelons of power, but the colonial medical
system supplanted them and marginalized their knowledge. Maddocks astutely noted,
“older understandings are eroded perhaps more persuasively by the goodwill of medicine
than by the oppression of police or planter” (p. 33). The colonial medical establishment
was thereby in direct support of the colonial power structure, wherein indigenous
knowledge and leaders were rendered obsolete, having been replaced by the colonizer.
The colonial construction of care epitomizes the colonial project. First, it sorts
those who deserve access to proper medical care from those who do not. These
definitions uphold a circular logic wherein indigenous people require care, as they do not
possess all of the faculties the white colonial ruler or master holds and thus are not able to
care for themselves. Because of their lack of humanity, however, the care they deserve is
of a lesser degree than that afforded the European colonizer. This construct exemplifies
the colonial project; once this logic is imposed on the indigenous people, they cannot
extricate themselves from it.

The Colonial Gaze
The colonial construction of care is intertwined with the colonial gaze, an
extension of the colonial project that removes the agency from the indigents in colonized
spaces and is only concerned with the perspective and viewpoints of the powerful
outsider. The theory of the “imperial” or “colonial gaze” understands that the view from
the colonizer to the colonized is rooted in a power differential that objectifies what is
being viewed. The colonial gaze engages in two fundamental ways of looking. First,
Eeden (2004) argues that the colonial gaze creates “the white mythology of an empty
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land” (p. 32) void of a history, culture, or people on a level with the European. Columpar
(2002) contends the colonial gaze is “foregrounded [by] issues of racial and national
difference and acknowledge[s] the role that race and ethnicity play in looking relations”
(p. 26). This builds upon theories of previous iterations of the gaze, wherein what is being
viewed is changed through the act of seeing.
While the scientific and medical construction of colonized people was where
many colonial ideas were rooted, it soon extended beyond scientific and medical
discourse to that concerned with how to decolonize the colonial gaze. In deconstructing
the colonial gaze, scholars build on gaze theory to explore how the power of the viewer
impacts what is being viewed; that is, that the gaze itself is a form of power. In Discipline
and Punish (1995), Foucault argues that the gaze both removes power from those that are
being viewed and is an extension of the state’s power. The act of being watched filters
the actions of those being watched through the will of the state and compliance with the
rules of the state.
In The Birth of the Clinic (1994), Foucault examines revolutionary changes to
medical practice in 18th century France, which were directly influenced by the cultural
upheaval of the French Revolution. The subtitle of the book, “An archeology of medical
perception” references his method of examining ideas and culture as a philosopherarcheologist; in this book, he explores the history and philosophical underpinnings of the
knowledge and practice of medicine. In this case, it is the “medical gaze” that frames this
way of understanding the viewer and what is being viewed. These examples of the gaze
(colonial gaze and medical gaze) enact systematic state power, and the people who are
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having the power enacted upon them come from the cultural system in which these
institutions were created. Both the penal and hospital systems are constructed within a
larger state power and cultural system.
The colonial gaze offers a new theory of power relations for scholars engaging in
post-colonial research utilizing decolonial theory to contend with how the body was
treated in colonized spaces. Like Foucault’s medical gaze, the colonial gaze is about
power, and how the institutional power of the one doing the looking informs the
relationship between the viewer and the viewed. The colonial gaze is suffused with the
power of the colonial government, whereas the medical gaze encompasses the power of
the doctor and the specialized professional knowledge he or she brings into the
doctor/patient interaction.
Scholars disagree over how to account for the body and how it was represented in
colonization. In Postcolonial Studies: Key Concepts (2013), Ashcroft et al. argue, “there
is no such thing as the ‘postcolonial body’” even though “the body is a crucial site for
inscription” (p. 201). This contention and those of Griffiths and Tiffin disregard the body
as a separate component of postcolonial discourse in that it is just a symbol of the ways
colonized people were diminished; that is, inferiority as designated by scientific means.
The gaze, however, rebuts the claim against separate consideration thereof; the colonial
gaze is what creates the colonized body. In “Colonial Gazing: the production of the body
as ‘other’” (2008), Yancy argues, “colonialism, as a means of socially producing reality,
shapes colonized bodies through powerful processes of inscription” (p. 2). The
inscription Yancy refers to is achieved through the colonial gaze, and the gaze is
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achieved through the viewer objectifying the viewed. Yancy describes this creation of the
gaze as:
the European gaze was able to discern with ‘clarity’ and ‘accuracy’ the ‘truth’
about certain human bodies vis-à-vis a white racist discursive regime of truth
[where] the gaze reinforced the truth of the racist categories and the racist
categories reinforced the gaze (p. 2).
The gaze creates distance between the viewer and the viewed and allows the colonizer to
objectify indigenous peoples.
The objectification of indigenous peoples via scientific argument created the
colonial gaze that was then deployed as a tool through which the empire reified its power.
Although human characteristics of indigenous peoples were categorized, measured, and
documented in scientific texts, their humanity was overlooked (Taysom, 2014). The
colonial gaze redefines indigenous peoples as artifacts in museums or animals in zoos, to
be observed as objects rather than people8. Colonizers confiscated human remains from
untold numbers of gravesites to display them in museums in North America and Europe.
The colonial powers created the colonial gaze by marginalizing and objectifying the
indigenous peoples of their colonized lands and used scientific logic to justify relocating
humans to zoos and museums.
The case of Saarjite Baartman of South Africa offers an illustration of how the
living and dead were, and to some extent, still are, treated as museum objects resulting
8

Human zoos were part of the 19th and 20th century colonial history in Europe and North America. In 1897,King Leopold “imported
267 Congolese men, women, and children and displayed them behind a fence” (Kakissis, 2018). Then “first years later, Belgium built
another mock African village at the 1958 Brussels world’s fair. The Congolese who traveled to Belgium for the exposition thought it
would be a cultural exchange. Instead, they found themselves standing behind a bamboo fence, on live display for Europeans, some of
whom made monkey noises to get their attention” (Kakissis, 2018).
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from the colonial gaze. Baartman, or the “Hottentot Venus,”9 as she was referred to by
her show managers during her lifetime, was taken from South Africa to perform in
European freak shows (Parkinson, 2016). She was first put on display in England in
1810, and then France, where she died in 1815. After her death, her genitals were carved
from her body and placed on display alongside her skeleton in a museum. Her remains
were not removed from display until 1982, and not returned to South Africa for proper
burial until 2002 (Castelyn, 2018).
Baartman’s tenure in Europe, both in life and her remains after her death, reveals
that the colonial gaze is not passive. Yancy explicitly argues that through “the process of
‘looking,’ which is a powerful act of construction, Baartman was ontologized into the
Hottentot Venus. In ‘becoming’ Hottentot Venus, Baartman underwent a process of
dehumanization” (p. 13). Baartman’s experience is emblematic of how the colonial gaze
objectifies both the living and the dead within the colonial space. Through the colonial
gaze, the colonial project engulfed every aspect of society. The colonial gaze separated
people from their land by creating the myth of an untouched, unspoiled, virgin landscape
waiting to be colonized.

Phases of Colonial Writing
Writing both constructed contemporary understanding of the colonial project as it
was being undertaken, and informs our historical understanding of colonialism and its
lingering effects. From the beginning, the colonialist endeavor was based on political and
economic expansion. However, as Bulhan (2015) argues, “its economic and political
9

Hottentot was the common term “used in Dutch to describe the Khoikhoi and San” (Parkinson, 2016) commonly called the Khoisan
people in South Africa.
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motives were most obvious at the beginning; the cultural and psychological motives
integral to [colonialism] all along became more intense and manifest[ed] later” (p. 240).
Colonialism morphed and adapted over time as political and economic demands changed,
complicating the study thereof because, at one moment, colonialism might be a paradigm
of trade while at another, it is reimagined as a deep military and bureaucratic state
operating and controlling a quarter of the globe (Taylor, 2015).
The acts of writing and empire building go hand in hand because as explorers and
merchants set out to various outposts around the globe, they needed to communicate with
the sponsors of their missions. Whether these endeavors were state, corporate, or churchsponsored, captain, merchant, and missionary alike needed to converse with the
organization on whose behalf he was working. These communiqués might be captain’s
logs, travel logs, or photographic documentaries, and this phase of colonialism is
commonly referred to as “writing the empire” (Bolton, 2014).
The initial texts of documentation and discovery lay the foundation for a colonial
canon by (or against) which all future texts defined themselves, and cannot be ignored.
The imperialist powers from Europe positioned themselves inside the “false notions of
the universal” theories of style and genre, alongside assumptions about the universal
features of language, epistemologies and value systems” (Ashcroft, Griffiths, & Tiffin,
2002, p. 11). The establishment of the European knowledge base as universal casts it in
stone as the natural order of things in the centuries to follow.
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Empire of Epidemics
As Europeans left their homelands, branching out to explore, trade, and conquer
new lands, they carried with them uniquely European viruses and bacteria. When they
reached their destinations in Asia, Africa, North and South America, the sailors,
merchants, and military men encountered viruses and bacteria native to the new lands.
This unintentional exchange of viruses and bacteria created new epidemics on a global
scale. As the imperial powers encountered new diseases that reached epidemic
thresholds, they responded with the power and means afforded them by the empire.
Epidemics were not a new phenomenon in the colonial age, but a scourge of every
empire throughout history. Retief and Cilliers (2000) detail how the movements of both
Roman merchants and the military brought “new epidemics to Rome as she expanded her
economy and her borders to new countries with new ‘disease pools’” (p. 272). The
epidemics that afflicted the late Roman Empire are also widely believed to have
contributed to its fall. Retief and Cilliers (2010) wrote another article outlining the toll
that measles took on various empires, from classical Greece through the Middle Ages.
They concluded that measles became endemic throughout Europe, and was also one of
the diseases, along with smallpox, exported to the Americas by the Spanish colonizers.
Empires built on colonial conquests repeated this history of empire and epidemic.
Just as the Romans had faced new diseases as they expanded their empire through trade
and military conquests, the traders and militaries of colonial times also encountered new
pathogens. Historians have only recently taken up the study of how epidemics influenced
certain historical events. In “Epidemics and Revolutions: Cholera in Nineteenth-Century
Europe” (1988), Evans states that, “epidemics of plague, smallpox, and similar diseases
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only visited their afflictions on society intermittently; but when they did, it was often
with all the force of a natural disaster, killing large numbers of people in a geographically
limited area or areas in a very short space of time” (p. 123). However, while epidemics
share some characteristics of natural disasters like floods or earthquakes, the clear
distinction of a pathogen passing from one person to the next opens the door for blame
and suspicion to be visited upon different groups of people.
The colonial state purposefully created disparate groups of people, who were cast
as diametrically opposed to one another. As discussed earlier, the colonizers encountered
indigenous peoples with the colonial construct that they needed to be civilized with the
knowledge the colonizers brought with them. In particular, the medical staff
accompanying the military and the missionaries offered a new paradigm of cleanliness
for natives they described as “dirty and uncivilized.” New diseases then provided the
colonizing force additional logic to reinforce this paradigm.
Cholera was one pathogen that occurred on a regular basis throughout the
European colonies. Cholera thrives in the warmer climates of Africa, Asia, and South
America, and is transmitted via consumption of contaminated water. Symptoms are
severe, often life-threatening, diarrhea and vomiting. Evans notes, “cholera was shocking
to the nineteenth-century sensibility” and an “affront to Victorian prudery” (p.127). This
was due to both the physical sensibilities of the time and also the new awakening in
“literature and culture celebrating the ‘age of the beautiful death,’ with diseases like
typhoid and tuberculosis” (p. 128). Unlike these protracted, wasting afflictions, cholera
symptoms were fast moving and humiliating. While other diseases spread through the
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European colonies, cholera is unique in that cholera survivors lack the immunity that
survivors of other illnesses obtain (Echenberg, 2011).
Historically, cholera outbreaks expose fissures within communities and have even
destabilized governments. In Africa in the Time of Cholera (2011), Echenberg details the
seven cholera pandemics that swept through various parts of Africa from 1817 through to
the present, with six of those pandemics occurring before 1950. In the mid to late 1800s
Tunisia suffered a series of massive cholera epidemics. In 1850, European doctors were
targeted in several riots when patients they treated died; local people turned against those
they “believed to be agents of Satan” (p. 70). The cholera outbreaks in Tunisia offer
insight into indigenous perspectives on colonial doctors and government officials, who
were attempting to perpetuate the colonial myth that they were superior to the population
they were governing. However, local populations found ample reason to doubt this
superiority when cholera killed in large numbers, resulting in “another insoluble problem
on the [colonial] government’s plate” (p.71).
Epidemics during the colonial period exposed both colonialists and natives to new
pathogens, which ripped through populations via new transportation and new hosts.
While the colonialists and colonial governments grappled with how to handle the various
epidemics that broke out under their purview; indigenous populations struggled to make
sense of the paradox of colonizer superiority and ineptitude. Cholera and other epidemics
that broke out in colonial spaces provide a unique view into colonial rule and responses
to that rule.

29

Lingering Effects of Colonialism on the Rhetoric of Science and Medicine
Generally, scholars agree that decolonization occurred in three major waves from
1775 to 1989 (Reinhard, 2011)10. These waves were evidenced by a local people no
longer formally governed by a colonial power; however, they did not always refer to a
transition to democracy. Additionally, the decolonization process did not guarantee that
the country was no longer under minority rule. In many cases, the colonizer exit plan
included a minority faction left behind to run the country. Most important, the mere act of
exiting a country did not absolve the colonizing power from the harm that colonization
wrought on the colonized spaces. Colonial powers did not decolonize on their way out,
meaning they left in place the colonialist culture and cultural systems built under colonial
rule. In many cases, an argument could be made that while local people may have
regained self-rule, the colonial power structure prevailed because it had been entrenched
and institutionalized through every facet of society, including, if not especially, in science
and medicine.
The lingering effects of colonialism on science and medicine are varied and
complex. First, the real and surreal impacts on those who were marginalized through
colonial medicine persist as a material reality of their every encounter with the current
medical system. Second, colonialism entrenched its own foundational knowledge from
which modern science and medicine have been built. Scholars and researchers need to
exert themselves to actively disentangle racist and colonialist ideologies from every level
of medicine and science. One of the first strings that must be pulled from this Gordian

10

The first wave of decolonizing is generally recognized as starting with the 13 colonies separating from Great Britain and becoming
the United States. However, it does not account for the internal colonial actions in the United States.
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knot is the colonialist rhetoric that still defines scientific and medical discourse and
practice.
In A Dying Colonialism (1959), Fanon differentiates experiences between
colonized and non-colonized individuals when visiting the doctor. He describes how one
who is not from a colonized society will approach the encounter with full confidence in
the doctor, hospital, and overall health care system (p. 123). Fanon does not claim that
the person is not nervous or ill at ease, but that it is easier for the patient to accept the
discomfort of an exam because he does not, at a core level, mistrust the doctor (p. 123),
and rather believes that the doctor will treat the illness to the best of her ability. Such an
individual willingly cooperates with the doctor because he perceives them to be on the
same side.
However, a colonized person’s encounter with a doctor is quite different. The
colonized patient approaches the encounter with trepidation and uncertainty, unsure about
the degree to which the doctor cares about the colonized patient’s health, as Fanon
explains,
He answers in monosyllables, giving little in the name of explanation, and soon
arouses the doctor’s impatience. The doctor rather quickly gives up hope of
obtaining information from the colonized patient and falls back on the clinical
examination, thinking the body would be more eloquent. But the body proved to
be equally rigid. The muscles were contracted. There was no relaxing. Here was
the entire man. Here was the colonized. (pp. 126-127)

31

The differences between these encounters, with the colonized versus the non-colonized
patient, illustrate the lasting effects of colonization on even the most basic doctor/patient
encounter. For colonized individuals, every space in their lives has been invaded and
overtaken by the colonizer, even this intimate, private, and vulnerable space. Fanon
describes how both people leave with their mistrust of one another deepened by the
confirmation of their assumptions. The doctor, unable to ascertain what the patient’s
problem is, remarks, “With these people, you couldn’t practice medicine, you have to be
a veterinarian” (p. 127). The patient, unsure and mistrustful of the doctor’s motives, may
be reluctant to follow the doctor’s orders. These experiences serve to harden the belief
systems each participant has of one another.
The work of deconstructing the effects of colonial constructs on medicine and
current lived experience is now receiving attention from academics at all levels of
scholarship, and journalists, as well. In Decolonizing methodologies (2012), Smith
articulates the deep pain associated with medical research experienced by indigenous
people, “[j]ust knowing that someone measured our ‘faculties’ by filling the skulls of our
ancestors with millet seeds and comparing the amount of millet seed to the capacity for
mental thought offends our sense of who and what we are” (p. 1). She goes on to contend
that, “the ways in which scientific research is implicated in the worst excesses of
colonialism remains a powerful remembered history for many of the world’s colonized
peoples” (p.1). The ignominious history of colonial scientific and medical research on
colonized people is part of a lived history and one that is, by design, separate and apart
from that which dominates the United States and Europe.
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The ways in which our current medical and scientific knowledge was created had
a direct impact on how medicine and science are practiced today. Medical apartheid
(Washington, 2008) and Black and blue (Hoberman, 2012) are two books that outline the
impact of the racist foundations upon which our modern medical and scientific
establishments were built. Both texts interrogate the racist beliefs and constructs that still
permeate our current medical and scientific establishments. In addition to deconstructing
the colonial past, these texts illuminate the direct line from colonial science and medicine
to that practiced today. The authors also scrutinize prisoner medical trials, eugenics, and
current racialized understandings of black men and women within the medical and
scientific establishment.
In his third chapter, entitled “Medical consequences of racializing the human
organism” (p. 71), Hoberman outlines how racialized interpretations affect every aspect
of the interaction between a white doctor and her black patient, including the persistence
of the racialized belief that black people have a higher tolerance to pain than their white
counterparts. This belief, rooted in colonized medicine, was the foundation upon which
many current medical theories were built. Hoberman admits:
imagining black humanity’s immunity to pain today is not an individual decision;
it is rather a conditioned response or set of responses to the sheer volume and
spectacle of black suffering in the ghetto or poor societies in Africa that
experience mass death from AIDS. (p.98)
While the belief that black people had higher pain tolerance was originally justified using
specious anatomical descriptions such as “thicker nerve fibers or slower conduction of
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nerve impulses” (p. 98), the belief has since become so ingrained that it barely registers
as racism at the societal level.
The lingering effects of medicalized colonialism on the practice of medicine
directly impact the patients interacting both with doctors and society as a whole. A
specific patient will undergo needless suffering if denied pain medication to deal with the
effects of HIV/AIDS because the doctor subconsciously believes that he does not feel
pain in the same manner as everyone else. Suffering reaches the community level when
non-white societies dealing with an epidemic are viewed as being in their natural state
rather than in need of help. Lingering effects that the colonial constructions of medicine
and science underlie current practices, resulting in differential treatment of post-colonial
populations.

Conclusion
Colonialism was constructed, at least in part, through writing and rhetoric.
Missionaries, merchants, and explorers documented their experiences encountering
indigenous people and thereby framed societal understandings and interpretations thereof.
Although epidemic levels of pathogens were not specific or unique to colonialism—they
flourished throughout the Roman Empire, even contributing to its decline—the ethos of
British colonialism, as explored in this chapter, inscribed the power dynamics of
colonialism throughout the entire structure of culture and politics. Science and medicine
were not excluded from the colonial framework but rather employed as a way to
understand the world. As illustrated in this chapter, the colonial framework is virtually
inextricable from these fields, having become naturalized over time. The theory of the
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colonial gaze explains how knowing about and interacting with indigenous peoples was
first conceived and then codified over time. Power dynamics enacted through the colonial
gaze permeate current discourse in science and medicine, especially in the GS. The ways
in which epidemics throughout Africa are reported on in international media still bear the
mark of the colonial gaze.
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CHAPTER THREE: RHETORICAL UNDERSTANDING OF “EPIDEMIC”

Despite, or perhaps because of, modern medical understandings of disease, an
“epidemic” represents a failure of systems at the population level. Epidemics may seem
like natural phenomena because, like hurricanes, they are created through nature;
however, disease transmission requires a susceptible population. The most vulnerable
among us are at their most vulnerable when their immune systems encounter a new
pathogen. For example, a woman that receives inadequate prenatal care, including access
to clean water and nutrition, will give birth to an underweight child. The child that does
not receive proper nutrition grows up at a disadvantage, with a weakened immune system
less able to counteract basic illnesses, and significantly underequipped to fight off a
pathogen like EVD. Inadequate health and nutrition render populations more vulnerable
to epidemics, no matter the capacity of the country’s public health system.
A person becomes ill when their immune system is unable to adequately contain
or eliminate a pathogen. An epidemic exposes a public health system unable to contain or
eliminate a pathogen. Reasons for this might be inadequate public health infrastructure,
knowledge of emergent pathogens, risk or behavioral change communication,
transportation infrastructure, or political will to allocate resources to vulnerable
communities.
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Scholars in the field of medical rhetorics have increased our understanding of the
relationship between metaphor and disease (Angeli, 2012; Baake & Bernhardt, 2003;
Sontag, 2001), how a particular epidemic such as HIV/AIDS creates specific ways of
knowing about a disease (Hausman, 2011; Pisani, 2009; Scott, 2003; Treichler, 1999),
and the impact of culture on large-scale health events like epidemics (Ding, 2014a;
Welhausen, 2015). Despite a significant amount of published research in technical and
professional communication (TPC), medical anthropology, health and science
communication, and related fields on the HIV/AIDS epidemic, these same issues of
communication and representation were encountered during the 2014 EVD epidemic (as
described in Chapter Five).
Consequently, this dissertation project was approached with the goal of shifting
the paradigm regarding studying the construction of a specific disease within the
framework of an epidemic. Diseases call forth specific ways of knowing, particular types
of care, and responses by doctors and other health care workers (HCWs), while an
epidemic shifts the response from individual action, such as a doctor prescribing
medicine to one patient, to mass action, as when an interdisciplinary team works to bring
the epidemic under control at the community level. This dissertation explores how the
ways of knowing about a disease shift as an epidemic takes shape, and the response
becomes less about the disease as a discrete, individualized experience and more about
how the government and public health systems created space for these events to become
epidemics.
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In making claims about colonialism and epidemics, I am not arguing that the
power dynamics at play during the 2014 EVD epidemic in West Africa were purposeful,
but that it is the seemingly innocuous ways in which power from the forces of the global
North (GN) was enacted upon those in the global South (GS), with devastating
consequences on the affected areas of West Africa. As these power dynamics were
embedded via the systems of colonialism and are no longer dictated by colonial law, they
are difficult to recognize and combat.
The Introduction described how Sierra Leone, Liberia, and Guinea were already
in a precarious position because of their recent civil wars and history of government
corruption. The response organizations WHO, the CDC, and MSF were heavily involved
in the epidemic response effort. Each organization was also bound by their charters and
governing authorities as to the level and type of assistance they were permitted to
provide. In the epidemic timeline, the point in time at which WHO declared that EVD in
West Africa was a PHEIC was critical, because it was only then that WHO moved to
garner global support to fight the epidemic (Kamradt-Scott, 2016).
The fourth and fifth chapters detail the essential role of language in the colonial
project. Colonial governments imposed their language and literature on the indigenous
populations whose lands they occupy. Language conveys power via communication, and
when the language of the government is different from that spoken by the indigenous
people, it reinforces the separation and power dynamic of the government over the
people. Chapter 4 examines who has the power to name an event as an epidemic and who
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determines how the term is defined and understood, as the power that defines the term is
the de facto authority over when to use it.
This chapter reviews literature discussing different definitions for the terms
“outbreak” and “epidemic.” It starts with a description of the etymology and historical
use of the terms, followed by how WHO, the CDC, and the Associated Press (AP) define
them because these three organizations are the vanguard of the public health response and
communication. Then, definitions from epidemiology textbooks are explored. Next, how
outbreak and epidemic thresholds are created through mathematical and computer models
and the definitions inherent within that coding are discussed. Finally, an investigation of
how epidemics represent failures within systems is used to inform a model for this failure
upon which to scaffold a new understanding therein based on the theory of “epidemic
space” (van Loon, 2005).

Definitions create understanding
A basic principle of rhetoric is to set out comprehensive definitions of terms.
Rhetoricians are able to use the definition of a specific phenomenon as a basis for
understanding and communication in a particular discourse community. Parameters
provided by agreed-upon definitions allow that discourse community to communicate
with those outside their immediate sphere. Specifically, “effective scientific
communication is facilitated by terminology that is clearly defined and properly used”
(Shapiro-Ilan, Fuxa, Lacey, Onstad, & Kaya, 2005, p. 1). A lack of consensus over how a
term is defined, understood, and applied within a specialized discourse community
inevitably leads to misunderstanding. Technical and professional communicators are
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particularly concerned with definitions and concepts and how they are operationalized
because they work in the liminal space between fields. However, “the public health
community has not settled on a solid definition of ‘outbreak’ except in a very broad
sense” (O’Neil & Naumova, 2007, p. 442). Organizations like CDC, WHO, and AP are
trusted sources of information for the public during public health events such as the 2014
EVD epidemic. The space between how a term is understood by a specialized
professional community and how the phenomena that term describes is experienced
outside that community is prime territory wherein professional and technical
communicators can explore its rhetorical underpinnings.
Etymology of Outbreak and Epidemic
In rhetoric, we often draw from classical scholars to start with the definition of a
term so that the audience and the rhetor are operating from a place of common
understanding. However, if the terms used to describe a phenomenon are being deployed
in an inconsistent way, that understanding breaks down. Mathematician Michael Starbird
argues, “definitions aren’t the places where things start…Definitions occur somewhere in
the middle of a progression or development of a mathematical concept…They occur in
the middle of a progression of how we explore the unknown” (2009). This section
explores how professionals across disciplines struggle to define and communicate the
phenomenon of a pathogen’s occurrence and spread through a population.
Definitions would seem to assist with the understanding of events. It stands to
reason that if there is a report of an EVD epidemic in West Africa and then an EVD
epidemic in the DRC, a certain amount of understanding can be gleaned from both of
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these events being labeled epidemics. However, Foucault argues, “the analysis of an
epidemic does not involve the recognition of the general form of the disease” because
“the specific disease is always more or less repeated, [but] the epidemic is never quite
repeated” (1994, p. 24). He goes on to point out that epidemics have “a sort of historical
individuality” (p. 25) where a researcher must form an understanding based on the
particulars of a developing epidemic, which is “peculiar to this moment in time and this
place in space” (p. 25). The range of definitions for outbreak and epidemic demonstrates
the difficulties facing professionals exploring ways to describe them because each
occurrence of a pathogen on a mass scale is a unique event defined by many variables.
Professional Concerns with Definitions
Among various disciplines that deal with diseases and disease responses, there is
concern over the impact the lack of consensus definitions has on the ability to
communicate risk and mitigate transmission. Such concerns have been asserted in public
health, bioethics, health sciences, and anthropology, among other fields. This section
reviews literature that grapples with the terms outbreak and epidemic and the impact
fluctuating definitions have on a range of issues related to effective public health
communication.
The piece “2,500-year evolution of the term epidemic” (Martin & Martin-Granel,
2006) traces six distinct evolutions of the term epidemic, starting pre-Hippocrates and
tracing its usage through to the 20th century. The first usages of the term were not medical
in nature; instead, authors “before Hippocrates used epidemios for almost everything
(persons, rain, rumors, war), except diseases” (p. 976). The second distinct usage of the
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term was with Hippocrates and Sophocles, who co-opted it into the medical field by
using it to describe “that which circulates within a country” (p. 977). This definition
proved useful within the medical community, and the term became associated with the
medical domain. The definition of epidemic as a medical term narrowed as technology
provided a narrower understanding of pathogens. The third evolution of the term was for
a grouping of symptoms, and the fourth was a “distinct, well-characterized disease” (p.
979) such as the epidemic of cholera. The fifth progression restricted the usage further, at
the microbial level. The sixth embodiment of the term was in the 20th century wherein a
pathogen was defined by its “molecular markers” (p. 979). Such transformations illustrate
how the technology of science influences language.
In 2007, The Journal of Public Health Policy published “Defining outbreak:
breaking out of confusion” (O’Neil & Naumova, 2007) wherein authors argued that the
term outbreak needed to be clearly defined because of policy implications. As has been
demonstrated in recent history with epidemics of Pandemic Flu, SARS, EVD, and Zika,
disease or epidemic preparedness necessitates a specific set of terms to use when the
public needs to be alerted to a dangerous pathogen. A lack of a specific definition for
outbreak inhibits the public’s understanding of endemic pathogens. O’Neal and Naumova
argue that when they use the term outbreak, “clinicians, researchers, public health
authorities, and risk communicators may, in fact, be talking past one another while
intending to communicate clearly about disease patterns” (p. 448). They stated that by
using terms with amorphous meanings, “the meaning in the mind of the utterer may not
bear any similarity to the concept in the mind of the listener” (p. 448). O’Neil and
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Naumova contend that since outbreak is an epidemiological term, it signifies a disciplinespecific methodology at work when it is invoked. As medical rhetoricians, we are
concerned with how the meaning is transformed when being transmitted from the medical
professional to the audience. If the audience does not intuit the intended message from
the communicator, then that piece of communication has failed in the most basic
rhetorical sense.
In the essay “What is an epidemic?” (2014), Anomaly argues for a restrictive use
of the term epidemic, citing ethical concerns. He contends that using the term epidemic
for non-pathogenic conditions like obesity, autism, or income inequality is manipulative,
as the terms outbreak, epidemic, and pandemic “conjure images of a rapidly spreading
infectious disease that claims victims indiscriminately, not a steady uptick in the
diagnosis of developmental disabilities or increased consumption of carbohydrates” (p.
390). Placing these other issues in the same category as epidemics caused by a pathogen
can be a means of persuasion to get the public to buy into a set of policies intended to
change behavior, which in a crisis oftentimes includes a restrictive behavior that people
will agree to over the short term if they perceive an emergency situation.
Anomaly also makes the salient point that with a condition like obesity, “that even
powerful trends that use culture as a vector and are not literally contagious because peer
pressure can be resisted” (p. 390-391). While obesity has been given many labels
including an epidemic, it is important to note the differences between a disease based on
genetics and behavior as opposed to one that spreads indiscriminately at the individual,
community, and public health system levels. Classifying obesity as an epidemic rather

43

stretches the definition of a term used to describe EVD or Pandemic Flu. Anomaly argues
that if these terms lose their epidemiological meanings, they become ethical concerns for
the public health community. He concludes by calling for restraint in language usage,
warning that communicators should “resist the temptation to describe medical conditions
in ways intended to increase fear rather than accurately portray a problem” (p. 391). If the
terms outbreak, epidemic, and pandemic continue to be used in ever more expansive
ways, it dilutes the usefulness of these terms in true public health emergencies.
Since definitions of the terms outbreak and epidemic are situational and fluid over
time and space, the next section discusses how epidemiology textbooks define epidemic
and outbreak.
Instructional Definitions
Epidemiologists working for public health departments in the CDC, WHO, and
MSF utilize professional definitions for outbreak and epidemic. These definitions are part
of the foundational knowledge taught in their first courses in epidemiology. An analysis
of these terms’ definitions as provided in epidemiology textbooks elucidates how
professionals in the field understand and use the terms and their rhetorical implications.
In Epidemiology (Gordis, 2014), definitions of epidemic, endemic, and pandemic
are provided in the first chapter of the textbook, underscoring how definitions are
foundational knowledge. Epidemic is defined as “the occurrences in a community or
region of a group of illnesses of similar natures, clearly in excess of normal expectancy,
and derived from a common or from a propagated source” (p. 22). In the next paragraph,
the text states that there “is no precise answer” (p. 22) for what qualifies as “in excess of
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normal expectancy” but that such a designation is achieved through public health officials
monitoring the population. The textbook does not provide a specific definition for the
term outbreak and uses the word in verb form to indicate a single occurrence of a virus or
bacteria.
However, in Introduction to epidemiology (Merrill, 2010), the definition of
epidemic is more inclusive, defined as “the occurrence of cases of an illness, specific
health-related behavior, or other health related events in excess of normal expectancy in a
community or region” (p. 6). This definition allows for contagious and non-contagious
diseases alike to be referred to as epidemics, to include smoking, death by suicide, and
the measles. This text goes on to state that, “public health officials often use the term
outbreak…synonymously with epidemic [though it] actually refers to an epidemic
confined to a localized area” (p. 6). The sentence appears to be an attempt to provide
some clarity as to the difference between an outbreak and an epidemic, placing the
distinction between outbreak, epidemic, and pandemic on geography (Figure1).

Outbreak

Local

Epidemic

Regional

Pandemic

Global

Figure 1. Illustration of Merrill's definition (2010)

This correlation between definition and geographical size does not hold across texts,
however. In Infectious disease epidemiology: Theory and Practice (Nelson & Williams,
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2007), the textbook refers to a U.S. incidence of the West Nile Virus as “the localized
epidemic in New York” (p. 1033).
These textbooks are but a sample of the different ways the term epidemic is used
in the field of epidemiology. Although the textbooks reviewed here define the terms in
early chapters, nuances between definitions are lost on the general public when an event
occurs, confounding understanding of what an epidemic actually is, particularly as it is
more and more frequently applied to many different types of disease- and health-related
events.
Public-Facing Definitions
As in textbooks, operational definitions of outbreak and epidemic used by the
CDC, WHO, and AP vary widely. These organizations mediate information from what is
happening on the ground with an epidemic to the greater public. In addition to
communicating information, CDC and WHO also employ epidemiologists, doctors,
nurses, and other staff on-site, addressing the ongoing situation. These two organizations
are global leaders for public health information and responses. The AP is included in this
section because it is usually the first to report on such events, and often acts as a
reference source for different news-reporting institutions. The AP Stylebook sets strict
standards for how journalists write and deploy terms within their articles, and is the basis
upon which more specific styles guides by journalism schools, newspapers, and large
businesses are designed. In definitions of outbreak and epidemic provided by the CDC,
WHO, and the AP Stylebook, each organization attempts to lay a foundation for the
understanding of each new event.
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The CDC was founded in the 1940s with a mission to investigate and “protect
America from health, safety, and security threats, both foreign and in the US” (“Mission,
Role and Pledge | About | CDC,” 2017). The CDC sets the standard for public health
responses in the United States by working with local public health agencies and through
their own studies and publications. The CDC defines outbreak and epidemic both as “the
occurrence of more cases of disease, injury, or other health condition among a specific
group of persons during a particular period. Usually, the cases are presumed to have a
common cause or be related in some way” (“Principles of epidemiology,” n.d.). This
definition provides no specific numerical threshold nor guidelines for “normal”
parameters that would assist epidemiologists in identifying when those numbers had been
exceeded. However, the CDC does differentiate between outbreak and epidemic with
additional language, “sometimes [an outbreak is] distinguished from an epidemic as
more localized, or the term is less likely to evoke panic” (“Principles of epidemiology,”
n.d.). This additional line for the definition of outbreak acknowledges the rhetorical
differences between epidemic and outbreak and that these definitions are meant to
provide clarity beyond the level of scientific or epidemiological purposes. However,
while the CDC acknowledges a rhetorical difference between outbreak and epidemic, no
clarification is supplied by the agency as to when and how to use one term versus the
other. If the CDC, as it alludes to, is using the terms rhetorically to convey a sense of
urgency or to diminish panic, the organization needs to more clearly state when and how
public health officials should deploy these terms.
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WHO is the public health agency imbedded within the United Nations. The
mission of WHO is to “direct and coordinate health work through collaboration” (“About
WHO,” n.d.). WHO works with a vast network of agencies that respond to different
health situations around the world. WHO defines outbreak as:
[T]he occurrence of a disease in excess of what would normally be expected in a
defined community, geographical area, or season. An outbreak may occur in a
restricted geographical area, or it may extend over several countries. It may last
for a few days or weeks, or for several years.
A single case of a communicable disease long absent from a population, or caused
by an agent (e.g., bacterium or virus) not previously recognized in that
community, or the emergence of a previously unknown disease, may also
constitute an outbreak and should be reported and investigated. (“WHO | Disease
outbreaks,” n.d.)
WHO’s definition of outbreak is similar to the CDC’s definition in that both are vague
and fail to reference a specific pathogen threshold. Unlike the CDC, WHO’s definition
does not suggest differences in emotional nuance between outbreak and epidemic.
However, WHO does go into some detail about epidemics on the “Emergencies”
section of the web site. There is a “Glossary of Humanitarian Terms” from Relief Web
that covers a broad range of humanitarian relief vocabulary. Terms listed in this glossary
related to epidemic include alert threshold, epidemic, epidemic threshold, and public
health emergency. Each is accompanied by a slightly different operational definition.
Specifically, “epidemic” is defined as follows:

48

The occurrence in a community or region of cases of an illness, specific healthrelated behavior, or other health-related events clearly in excess of normal
expectancy. The community or region and the period in which the cases occur are
specified precisely. The number of cases indicating the presence of an epidemic
varies according to the agent, size, and type of population exposed, previous
experience or lack of exposure to the disease, and time and place of occurrence.
(“WHO | Definitions,” n.d.)
This more precise explanation adds variables through which to distinguish between
outbreak and epidemic even though the former term is not explicitly discussed. While a
mathematical equation for how to calculate a specific pathogen’s epidemic threshold rate
within an area or population is not offered, perhaps because there is no one-size-fits-all
mathematical algorithm, enough specificity is provided in this definition to allow for
more informed use of the term.
The third organization that mediates communication between public health
officials and the public is the AP. Public health officials depend on journalists to
broadcast information about a public health event to the general public. The AP publishes
the AP Stylebook and Briefing on Media Law (AP Stylebook), the journalistic style guide
for English grammar and general reporting practices that standardized journalism and
mass communications in the 20th century. The AP Stylebook was first published in 1953
and is updated regularly, reflecting the exceptionally fluid nature of the English language.
The 2008 AP Stylebook was the first to specifically define epidemic and pandemic. This
addition followed the 2007 Swine Flu epidemic, during which the media received
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criticism from the CDC for inconsistency and “hairsplitting over the outbreak-epidemic
line” (Tsai, Koerner, & Gross, 2009). The AP defines epidemic as “the rapid spreading of
disease in a certain population or region; a pandemic is an epidemic that has spread
worldwide. Use sparingly; follow declarations of public health officials” (Froke,
Jacobsen, Minthorn, & Associated Press, 2015). The addition of these terms both
underscores the importance of journalism during public health events and demonstrates
the global reach of the AP Stylebook.
The definitions of outbreak and epidemic provided by the CDC, WHO, and the
AP Stylebook demonstrate that each organization has attempted to set boundaries for the
use of these terms that can apply to each new event. Definitions are not specific to any
single pathogen, disease, or calculation. Rather, these definitions provide a framework for
public understanding whenever a new pathogen emerges.
Quantified Meanings
Outbreaks and epidemics are predicted and studied using statistical modeling, and
another way of defining these terms is to look at the mathematical distinctions between
them. With each new occurrence of a pathogen in a population, epidemiological models
attempt to forecast the pathogen’s infiltration therein. These statistical models are an
essential part of how public health officials determine whether a pathogen’s infection rate
in a population should be described as a cluster, outbreak, or epidemic.
The terms outbreak and epidemic derive their meanings from the implied,
quantifiable nature of tracking a pathogen from one infected person to the next. The
method by which the pathogen’s spread is labeled varies depending upon the frameworks
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and tools deployed by researchers. These tools are meant to provide clarity to an ongoing medical event; however, for these tools to provide maximum effectiveness to
public health officials, the construction thereof, either with computer models or new
frameworks, must be transparent to epidemiologists and public health officials.
Three recent articles grapple with the limits and variations of determining when a
pathogen reaches outbreak or epidemic levels. The first article proposes a new equation
for an outbreak threshold to enable epidemiologists to predict when a pathogen will reach
a tipping point and dissipate from a cluster of cases or grow into an outbreak or epidemic.
The second piece suggests stabilizing the epidemic model for a particular pathogen to see
if the same epidemic statistical model could be applied from year to year. Mathematical
models help differentiate these terms for epidemiologists and public health officials and
impact the ways in which medical information is communicated to the public; in this
case, with assumed meanings rather than clear and explicit definitions. The third article
by Orbann, Sattenspiel, Miller, & Dimka (2017) sought to make the use of computer
modeling in epidemiology more transparent since the models are used to help
epidemiologist know where to focus their resources and risk communication.
In 2013, Matthew Hartfield and Samuel Alizon published a short paper entitled
“Introducing the outbreak threshold in epidemiology” (2013). Their argument was that if
a new disease enters a population with only a single infection, cannot be declared an
outbreak, but that “no criteria exist to determine when the pathogen increases to a risky
level, from which it has a large chance of dying out, to when a major outbreak is almost
certain” (e10032777). The new calculation for the outbreak threshold that Hartfield and
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Alizon posit is concerned with determining whether a pathogen that forms a small cluster
will naturally burn itself out or stabilize and grow into a significant outbreak. The paper
concludes, “only a small number of infected individuals are often needed to ensure that
an epidemic will spread” (e10032777). The middle ground, from the first occurrence to a
stable outbreak from which a large outbreak or epidemic could spawn, leaves a great deal
of space for uncertainty. The ambiguity created through a lack of firm definitions or
points of transition as a pathogen moves through a population can directly impact
decisions regarding treatment and action to bring the infection rate down.
A subsequent study set out to determine if a consistent outbreak threshold could
be established for a single pathogen. The authors hoped that if data for a specific
pathogen could be used to calculate a specific outbreak threshold, then this method might
be applicable to common pathogens across many geographical areas. The research group
attempted to formulate their heuristic for defining an outbreak by studying outbreaks of
Dengue disease within Brazil. Dengue is endemic to Brazil and researchers wished to
systematize case reports of Dengue disease to assist public health officials in creating
more comprehensive policy guidelines, operationalizing early warning systems, and
creating early detection systems, by specifically defining what constitutes an outbreak
versus an epidemic.
Brady et al. created their own working definition for outbreak, defining it as
“excess cases beyond [the] response capabilities [of the health care system] and have the
potential to cause a disproportionately high [societal] burden due to overwhelming the
health care system”(Brady, Smith, Scott, & Hay, 2015). This definition is unique in that
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it also considers the existing health care infrastructure attempting to bring the pathogen
under control. While the study does not explicitly make the connection between disease
outbreaks and their impacts on societal stability, this definition does account for how
disease can lead to crisis at a societal level. By creating a definition of outbreak that is
more specific to the response capabilities of a given area, the researchers provide
connotative space for epidemics to be declared and accepted in cases of noncommunicable disease public health threats, such as gun violence or drug addiction.
These researchers found that they could not create a specific set of criteria for
declaring an outbreak or epidemic of Dengue disease that held true over time. This was
due to the number of variables involved in an epidemic this large prevented them from
holding enough of them constant to develop a dependable heuristic for declaring when
Dengue disease had reached outbreak or epidemic proportions in the state of Brazil, much
less the entire country. The article’s conclusion states, “even if a single outbreak
definition was adopted from among the range of different definitions currently available,
exactly what constitutes an outbreak would still be inconsistent both across space and
through time.” (p. 99).
In 2017, a group of experts in computer modeling studied how the models used to
predict the growth rate of a pathogen changed depending on the definition of epidemic
used to create the model (Orbann, Sattenspiel, Miller, & Dimka, 2017). The exigency for
the work “began after the authors noted that many disease modeling papers are unclear in
reporting a central aspect of model outcomes: whether the epidemic has or has not
happened” (p. 24). These computer models are essential to epidemiology and public
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health. When public health officials communicate risk to the public, such models are
employed to demonstrate potential outcomes with or without various interventions by the
public healthcare sector. One of the most memorable moments from the 2014 EVD
epidemic was when Tom Friedan, the director of the CDC, held a press conference to
illustrate EVD’s potential to spread worldwide if the world health community did not
work together to intervene in West Africa (“EVD Epidemic Could Top a Million Victims
If Not Contained, CDC Warns,” 2014). This type of computer modeling offers a
purportedly non-biased forecast for how a pathogen might spread through a population.
Creators of the model, however, also build their own mathematical definitions of
outbreak and epidemic into the model. The authors discussed how differences in
mathematical definitions of epidemic from one equation to the next dramatically impact
the model’s predictions. A common definition is the simple [Rø], which is a “basic
reproduction number greater than one” (p. 25) similar to the “outbreak threshold”
proposed by Hartfield and Alizon (2013). This operational definition of epidemic has
been used “in the disease modeling literature and treated as uncontroversial” (p. 24) by
the disease modeling community.
Finally, the paper concludes with the acknowledgement that while a “broad and
flexible definition of the term ‘epidemic’” is necessary “for public health purposes, it is
possible and, in our opinion advisable, to have a clear working definition for use in model
analysis” (p. 29). That is, if each model utilizes a different and opaque definition of
epidemic, then the models will be unable to provide consistent, actionable data to public
health officials. As the practice currently stands, the definition of epidemic in a computer
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model for seasonal flu could change from year to year, resulting in the generation of
differential, and non-comparable, outcomes across different years.
These examples illustrate how epidemiological terms vary depending on context.
Such contexts range from different physical locations where the disease is detected,
different numbers of people infected, different mortality rates, and rarity of the disease in
a particular area and health system. Such epidemiological nuances are lost, however, to
an audience that is unaware of the scientific reasoning that undergirds these choices. Of
note, the public’s understanding also depends on the journalists’ understanding of the
disease and its unique factors in the outbreak they are covering.

Epidemic Systems
As stated at the beginning of this chapter, epidemics represent a failure of a
system. this section explores ways in which epidemics map out as failures of systems
beyond following a pathogen’s spread through a population. It details van Loon’s theory
of “epidemic space” (2005), which describes the social phenomenon of epidemics, then
builds on this theory to demonstrate how epidemics represent a system interacting with
other systems, such as public health systems, systems of government, economic systems,
and lingering effects of colonial systems. Loon’s epidemic space encompasses forces
forming a network and interacting with one another during a crisis. I argue that epidemics
expose weaknesses in how these systems interact with one another during a medical
disaster. Such weaknesses have the potential to collapse the network into chaos due to a
failure of one or more components therein.
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In “Epidemic Space” (2005), van Loon argues that pathogens like EVD create a
specific type of response “where various actors meet, including virulent pathogens,
medical experts, politicians and journalists; it is there where sense-making condenses into
specific realities” (p. 40). Van Loon sees the theory of epidemic space as “an attempt to
clarify how a specific risk (emergent infectious diseases) impacts on wider social,
cultural, and political structures” (p.40)11.
The “epidemic space” is occupied by the different networks and other actors that
interact with one another to spread or contain the pathogen. Van Loon narrows his focus
to three main functions of the network: “the vector, the index, and the vortex” (p. 39).
The vector is the means of transmission of the pathogen from one infected person to the
next. Van Loon argues that vectors within epidemic space are not limited to
epidemiological means of transmission, but include cultural vectors that influence the
facility of a pathogen to travel. For example, HIV/AIDS is a bloodborne virus that can
only pass from one person to another through blood exchange, such as during sex, needle
sharing, blood transfusion, or from mother to child in the womb. However, cultural
factors created new vectors for HIV/AIDS transmission that were policy-related. In 1994,
when the newly formed democratic government of South Africa came to power, the
HIV/AIDS response from the government was implemented so poorly that government
policies and communications became a vector of their own that enabled the HIV/AIDS
epidemic to worsen dramatically in that country (Butler, 2005). Vectors help map out
nodes within the epidemic space that reveal the complex relationships therein.
11

Van Loon builds epidemic space from Latour’s actor network theory (ANT) to account for all of the networks involved in
epidemic response.
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The second aspect of epidemic space is the index, which van Loon describes as
“a ‘temporal dimension’ [of epidemic space that] involves a tracing of origins, causes,
and effects over time” (p. 45). This is not merely contact tracing12, but tracing how each
of the vectors can be followed back to the original point at which that vector contributed
to the pathogen’s spread. Tracing each vector’s impact on the formation of the epidemic
space reveals how the epidemic occurred as defined by interactions among the pathogen
and socio-cultural systems and influences. The final component of the epidemic space is
vortex. Van Loon defines the vortex as “a ‘cosmic whirlpool of strange attractors. It
[epidemic space] brings together the trajectories of seemingly unconnected events that
constitute the complexity of cosmic rhythms and flows” (p. 46). The vortex is created or
set in motion “by an initial disturbance or discontinuity and leads to a more or less
volatile intensification of speed of flows” (p. 46). Van Loon denotes “vortexicality in
which ‘hot zones’ are constructed by the very same technoscientific practices that were
designed to contain them” (p. 46). The index of the epidemic space is still concerned with
the “ideal of determinability of origin, [while] vortexicality only operates in relation to
the whole; it induces a complexity in which traces are always already multiplied and
diffused. Instead of a linear tracing of origins, it requires an induction of new forms” (p.
47).
The epidemic space “operates at the intersections between the microphysics of
infection and the macrophysics of public health” (p. 49). The epidemic space comprises
12

Contact tracing is finding everyone who has come into direct contact with a sick patient. For example, for EVD “contact tracing is
finding everyone who comes in direct contact with a sick Ebola patient. Contacts are watched for signs of illness for 21 days from the
last day they came in contact with the Ebola patient. If the contact develops a fever or other Ebola symptoms, they are immediately
isolated, tested, provided care, and the cycle starts again–all of the new patient’s contacts are found and watched for 21 days. Even
one missed contact can keep the outbreak going” (CDC, 2016).
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the interactions of various actors through time and space and an understanding of all of
the factors that created the epidemic space while the epidemic was unfolding. It was
months before epidemiologists could conduct enough contact tracing in Guinea, Liberia,
and Sierra Leone to identify the original index case of EVD.
I propose an intermediate step through which to understand the epidemic system
before all of the information is revealed, which could suggest the full picture presented in
van Loon’s model. Epidemic system analysis allows an intermediate level of
understanding utilizing the basic infection and previous epidemic cycles to build
knowledge and examine where past failures occurred; this could provide an operational
understanding of the epidemic even as it is still unfolding.
Infections follow the same basic chain reaction, no matter the type of pathogen.
The basic cycle of infection, illustrated in Figure 2, shows the six links of infection
transmission. These six links are infectious agent, reservoir, portal of exit, mode of
transmission, portal of entry, and susceptible host (Infections and infectious diseases: A
manual for nurses and midwives in the WHO European Region, n.d.). This cycle
demonstrates how individual infections occur; a substantial increase in scale is necessary
for an epidemic. The model for epidemic-level transmission picks up the infection cycle
model from susceptible host and moves from human to human, where the individual
cycle repeats (Fig. 3). For the infectious agent to create an outbreak or an epidemic,
sustained human-to-human transmission must occur.
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Figure 2. Basic cycle of infection (Source: WHO)

Figure 3. Epidemic cycle (Lloyd-Smith et al., 2009)

By combining the basic cycle of infection (Fig. 2) with the epidemic cycle (Fig. 3)
to create the epidemic system analysis, researchers can uncover where failures happen,
either in one of four broad ways or due to a combination of mechanisms working
incorrectly, leading to a systemic failure. The four categories are language,
marginalization, communication, and materiality (Table 1). One type of failure occurs
when the phenomenon is dismissed as a cluster or an outbreak, and the label of epidemic
is withheld. A second type is a failure to discover the phenomenon, either because the
population is not being studied or the implication that individuals are bringing the issue
on themselves. In this case, a contagion might go unnoticed until it is widespread. A third
potential failure point is communication, which can take on many forms, the most basic
of which presents as a breakdown in communication of risk factors. Risks may not be
adequately communicated to the population in harm’s way because the communication is
not from a believable authority, the risk factors are not believed, or the risk factors are
purposefully hidden from the at-risk population. The fourth type of system failure that
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could cause an epidemic is a failure to respond. In some cases, this may be purposeful,
where the public health system knows of a pathogen but does not respond to a pathogen.
More often, however, this failure to respond to a pathogen occurs when the local public
health system lacks the capacity to respond appropriately. An inadequate public health
system is a failure of local government.

Table 1. Types of system failures

Language

Failure to dismiss the phenomena as a cluster of cases or simply term it an outbreak and
never label it an epidemic

Marginalization

Population is not being studied or the moral implication is that individuals are bringing
the issue on themselves

Communication

Transmission risk factors are not communicated to the at-risk population;
communication is not from a believable authority

Materiality

The local public health system lacks capacity to respond: knowledge, number of HCWs,
basic equipment (labs, medicines, sanitation, personal protective equipment, etc.)

It is important to note that in this context, failure constitutes a breakdown in the
system and is not necessarily loaded with the blame of current actors in the government
or at any other point within the system. Since epidemics occur in a postcolonial world
that has yet to be fully decolonized, current epidemic response systems still carry the
vestiges of colonialism. As such, failure may not be generally recognized by those
operating within the system because of an indifference towards failure that was built into
the system.
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Epidemic system analysis allows researchers to contend with the many ways the
network can morph, become unstable, and collapse. Using epidemic system analysis to
map out an epidemic provides a framework for accounting for the many variables that
contribute to the pathogen’s (chronic illness or social phenomena) spread. This tool could
then engender a richer understanding of the myriad of complexities that create space for
an epidemic to occur in a specific time and place.
Epidemic Space: 2014 EVD epidemic in West Africa
On March 23, 2014, the government of Guinea alerted WHO that there were
confirmed cases of EVD in the country. The government of Guinea and MSF declared an
epidemic within that country13, even though by that point, epidemiologists had not yet
traced the virus’ path back to the Gueckedou region in Guinea that borders Sierra Leone
and Liberia, where a little boy died in December of 2013 after a brief illness (Hofman &
Au, 2017). Had the system brought more resources to bear upon the first notification of
EVD in West Africa, its extensive spread throughout Guinea, Sierra Leone, and Liberia
might have been prevented. The epidemic space model is ideal for analysis of the 2014
EVD epidemic in West Africa, a virus-based epidemic. Epidemiological models applied
to this epidemic system could not be abstracted to enhance understanding in this instance,
whereas the epidemic space model offers an opportunity for a new framework upon
which to analyze the 2014 EVD epidemic in West Africa.
Several vectors have been implicated in creating the epidemic space for the 2014
EVD epidemic in West Africa. The first chapter touched on each country’s historical and
13

Chapter Four articulates this moment as a point of contention between MSF and WHO.
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political contexts that underpinned the unique vectors each country contributed to the
event. Recent histories of civil war, corruption, and cross-border volatility offered EVD
ample space to operate in these countries, such as when President Sirleaf implemented a
quarantine in the West Point neighborhood, confining well individuals in close quarters
with those who had EVD in their blood. This closer proximity to the sick and dying
increased the likelihood of transmission. Van Loon describes this specific type of event
as a “hot zone” (p. 46) where state policy or action to contain the pathogen backfires,
instead creating an environment for the pathogen to thrive.
Cultural factors also had an impact on the epidemic space of the 2014 EVD
epidemic, most notably cultural and religious traditions surrounding the care of those
who died. In this region, it is customary for relatives to wash the body of the deceased
and prepare it for burial. With EVD, the body is at its most contagious just after death, as
the virus has just then completely overrun the body. Those preparing the bodies of their
loved ones for burial were at high risk for contracting the virus. Those individuals then
came into contact with others at the funeral, facilitating rapid transmission to expanding
populations.
All four types of systemic failures outlined earlier in the chapter (Fig. 4) came
into play during the 2014 EVD epidemic. A spectacular failure of language occurred
wherein WHO did not label the epidemic as an epidemic until August 2014, months later.
When MSF and local governments referred to EVD as an epidemic in their own
countries, WHO pushed back (see Chapter 4). The second failure was exemplified by the
way many communities marginalized patients with or who had recovered from EVD.
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Healthcare workers were discriminated against and stories blaming the population for not
changing their behavior (Chapter 5) circulated in the media. A significant breakdown in
communication between the governments and their people occurred, as well, as many
people did not believe EVD was real (Chapters 1 and 5). Finally, the public health
systems in Guinea, Sierra Leone, and Liberia lacked basic infrastructure, and workers
lacked basic personal protective equipment (PPE). Transportation infrastructure was also
subpar, limiting patient and HCW movements.
Fortunately, the vectors that created the space for this specific epidemic would not
be repeated if EVD emerged again in these same countries. The epidemic space of the
2014 EVD epidemic was unique to that specific moment. However, the parameters that
created the conditions for that epidemic illuminate access points for rhetorical
intervention in the language used to communicate about the pathogen and associated risk
factors. Points of rhetorical articulation can, in fact, be found in each of these system
failures. The next two chapters explore these points of rhetorical articulation; namely, the
fourth chapter examines the implications of the disconnect among the government of
Guinea, MSF, and WHO about whether unfolding events constituted an epidemic.
Chapter 5 explores the rhetorical impact of the colonial term “bushmeat” in transmission
risk announcements in the first EVD press release from the Guinean government.

Conclusion
In this chapter, I argued that understanding the terms we use to describe an event
matters, and a significant component of this understanding is based on how those terms
are defined. When terms like outbreak and epidemic are defined by different means
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(actual definition, mathematical modeling, or framework tools), both the rhetor and the
audience are at risk for miscommunication. Furthermore, when terms are used for
rhetorical purposes, such as to spur mass action (epidemic) or reassure people that the
situation is under control (outbreak), a clear understanding of the definition of these terms
is essential for dictating how they should be deployed.
I also argue that epidemics represent a systemic failure leading to a catastrophic
event. However, this definition of epidemic does not allow medical rhetoricians or
technical and professional communicators to home in on points of rhetorical tension or
for rhetorical intervention. The theory of epidemic space should thus be utilized by
rhetoricians to understand all factors implicated in the epidemic not just from an
epidemiological perspective but by incorporating socio-cultural elements; in this way,
points of intervention can be revealed. The use of epidemic space enables rhetoricians to
explore more types of epidemics besides those caused by pathogens, and the application
of this mapping theory could uncover previously opaque factors involved in chronic
illnesses, social illnesses such as opioid addiction, or social phenomena such as
unemployment or underemployment in certain populations.
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CHAPTER FOUR: THE EPIDEMIC SPACE OF THE 2014 EBOLA VIRUS
DISEASE EPIDEMIC IN WEST AFRICA

This chapter goes into detail regarding the actors in the 2014 West Africa Ebola
epidemic. In this section, van Loon’s theory of epidemic space is the basis for a partial
account of the epidemic space created in 2014 by EVD in West Africa. First, the
pathogen, EVD, will be described, including a description of the virus, the discovery and
history of documented outbreaks since EVD was first discovered, and an overview of the
2014 EVD epidemic in West Africa. Second, a historical and political overview of West
Africa is provided, specifically the countries at the center of the epidemic, Liberia, Sierra
Leone, and Guinea, and the impact of the residual colonial ties these countries have with
their former colonial powers. Finally, brief biographical sketches of the World Health
Organization (WHO), the Centers for Disease Control and Prevention (CDC), and
Médecins Sans Frontières (MSF or Doctors Without Borders) are provided, as these three
major public health organizations were predominantly involved in the response to the
epidemic. These organizations each have a particular history, ethos, and rhetorical agency
that are as much a part of their response capabilities as the people and technologies they
deployed to the epidemic.

Ebola
Prior to the 2014 EVD epidemic in West Africa, occurrences of EVD were
limited to relatively small numbers that burned out quickly in remote villages in Central
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Africa. However, the 2014 EVD epidemic diverged from this self-contained path. This
section provides a brief overview and history of Ebola, followed by a history of previous
EVD outbreaks, closing with a timeline and overview of the 2014 EVD epidemic in West
Africa.
Discovery and History of Outbreaks
Epidemiologists have yet to determine how old EVD is, but the virus was isolated
and named in 1976 (Heymann & American Public Health Association, 2015). Since that
time, virologists have isolated and named five strains of EVD, and “four of these (Zaire
ebolavirus, Sudan ebolavirus, Tai Forest ebolavirus, and Bundibugyo ebolavirus) have
been shown to cause disease in humans. The fifth Ebola species, Reston ebolavirus,
which originated in the Philippines, causes fatal hemorrhagic disease in nonhuman
primates” (p. 173). EVD has consumed the popular imagination since The hot zone
(Preston, 1995) became an international best seller. However, the book has come under
criticism for taking creative liberties in describing the effects of EVD on the human body,
depicting worst-case scenarios of illness outcomes as typical rather than rare and
extreme. David Quammen, who wrote Ebola: The Natural and Human History of a
Deadly Virus, notes that “Preston’s book has all these vivid, gruesome details, and they
have given people an exaggerated idea of Ebola over the years. They cause people to
view this disease as though it was some sort of preternatural phenomenon” (Doucleff,
2014). However, in the years since the book was published, the description of EVD in
The hot zone was shown to have left an indelible mark on the public’s imagination.
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EVD14 is a pathogen that causes “a sudden fever, malaise, myalgia, and headache,
followed in most cases by pharyngitis, vomiting, diarrhea, and maculopapular rash”
(Heymann & American Public Health Association, 2015, p. 176). Once EVD has
breached its natural reservoir and entered the human population, transmission occurs
from direct contact with bodily fluids, and “risk is highest during the late stages of [the]
illness when the patient is vomiting, having diarrhea, or hemorrhaging, and during
funerals with unprotected body preparation” (p. 176). EVD is a highly virulent15
pathogen, meaning that exposure to even small amounts of pathogen is highly infectious.
However, EVD is not airborne, and in normal circumstances, difficult to transmit because
it necessitates direct contact with the bodily fluids of someone who is infected.
One of the problems with EVD emerging in a new area is that its early symptoms
mimic other, well-established pathogens, like malaria and cholera, which are common
throughout the continent of Africa. A misdiagnosis at the beginning of an EVD infection,
however, costs the patient vital time and increases the chances that doctors and other
HCWs coming into contact with the patient and their effects will contract EVD, having
not taken the proper precautions. For example, the original outbreak in 1976 occurred
when a patient went to the doctor suspecting he had malaria. The needles used on this
patient were then used on subsequent patients, creating a chain of infections between
HCWs and patients throughout the hospital. By the time the outbreak had run its course,
“318 people were infected, and 280 died” (Khan & Patrick, 2016, p. 58). Even though
14

Ebola was changed by WHO from Ebola hemorrhagic fever to Ebola Virus Disease “because more than half the patients don’t bleed
at all. They die of other causes, such as respiratory distress and shutdown (but not dissolution) of internal organs” (Quammen, 2014).
15
According to CDC’s Epidemiology Glossary, virulence is defined as “the proportion of person with clinical disease, who after
becoming infected, become severely ill or die.
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this was the first documented outbreak of EVD in Central Africa, many public health
officials believe that the outbreak was kept relatively small due to the recent eradication
of smallpox, as this experience had indoctrinated local populations on protocols for
quarantining and isolating people with infectious diseases.
Prior to the 2014 EVD epidemic, 23 outbreaks of EVD had been recorded, with
almost all of them located in the DRC and Uganda (“Ebola Virus Disease Distribution
Map,” 2019). As of 2012, the number of deaths officially attributed to EVD was
approximately 1,500 (Quammen, 2013). Other cases occurred sporadically in other
countries in Africa, but consistent outbreaks were restricted these two neighboring
countries.
2014 Ebola Epidemic
As of Spring 2019, we are now five years removed from the start of the 2014
EVD epidemic in West Africa. In hindsight, the beginnings of the epidemic and the paths
the virus took as it spread throughout Guinea, Sierra Leone, and Liberia are easy to
follow. The global public health community exerted considerable effort to bring this
clarity in tracing the virus back to its original source, a clarity that paradoxically obscures
the haze and uncertainty that permeated the epidemic during its first few months, as EVD
rode rampant throughout West Africa. Epidemiologists labored to uncover the source of
the virus in West Africa and understand how it spread from community to community
throughout the region. This overview of the 2014 EVD epidemic focuses on the
timeframe beginning in March 2014, when the government of Guinea declared an
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epidemic, and culminating in August 2014, when WHO finally declared the Ebola
outbreak a Public Health Emergency of International Concern (PHEIC).
On March 23, 2014, the first laboratory-confirmed cases of EVD were verified by
the Guinean government. Subsequently, “the epidemic was officially recognized on
March 23 in Guinea, March 30 in Liberia, and May 25 in Sierra Leone” (Hofman & Au,
2017, p. xv). Then, “on August 8, 2014 WHO declared the deteriorating situation in West
Africa a Public Health Emergency of International Concern (PHEIC)16, which is
designated only for events with a risk of potential international spread or that require a
coordinated international response” (“2014-2016 Ebola Outbreak in West Africa | History
| Ebola (Ebola Virus Disease) | CDC,” 2018). By the time the PHEIC was declared, some
at the CDC feared the situation in West Africa was already out of control and teetering
towards exceeding the considerable resources of the international public health
community (Sun, Dennis, Berstein, & Achenbach, 2014).
As Table 1 indicates, the number of cases increased exponentially across the
countries of Guinea, Liberia, and Sierra Leone from March through October of 2014. A
low point was May 2014, with 75 new cases, and the highest number of new cases over
the span of the epidemic occurred in October 2014, with 6987 new cases. Case counts
were not evenly distributed among the three countries evenly, but patterns of disease
spread were similar among Guinea, Liberia, and Sierra Leone. Some stated that “the
pattern can be likened to a wave—building, breaking, and then ebbing” (Richards, 2016,

16

WHO declared two PHEICs in 2014, one was for EVD in West Africa and the second for Wild Polio Virus in the “Eastern
Mediterranean Region [was] shouldering the greater portion of this burden particularly du to ‘Pakistan to Afghanistan’ and Syria to
Iraq’ exportations” (A. Soghaier, M.I. Saeed, K. Zaman, & 1 Communicable Diseases Epidemiologist &amp; Biostatistician, Federal
Ministry of Health, Khartoum, 11111, Sudan;, 2015, p. 219)
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p. 41). Liberia was prematurely declared Ebola-free twice during the epidemic before the
virus was finally truly eradicated in 2016. Sierra Leone was not affected by the epidemic
until May when there were 16 cases reported in that country. All three countries saw
dramatic increases in cases from August to October of 2014.
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Table 2. EVD Case Counts in Guinea, Liberia, and Sierra Leone (“2014 Ebola Outbreak in West Africa
Epidemic Curves,” 2019)

Date

Guinea Liberia Sierra Leone Total Number of cases per Month

3/31/2014

112

8

0

120

4/30/2014

109

5

0

114

5/28/2014

60

0

16

75

6/24/2014

109

39

142

290

7/31/2014

70

278

375

723

8/28/2014

188

1049

493

1730

9/26/2014

426

2080

995

3501

10/31/2014 593

3077

3317

6987

The 2014 EVD epidemic in West Africa exposed weaknesses in local, national,
and global public health response systems, in two overarching ways. The first was the
confluence of events and actors that came together to create a suitable space for EVD to
thrive, discussed in detail in a socio-historical overview of Guinea, Liberia, and Sierra
Leone. Second, the response failed to scale up quickly enough to keep pace with the
caseload the virus was imposing on the aforementioned countries where widespread
transmission occurred. EVD found transmission pathways between countries and should
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have been considered an international issue from the start. In the aftermath of this event,
those directly involved with the epidemic response admitted that the traditional medical
response did not possess the necessary agility to cope with this type of event. However,
as Jeremy Konyndyk17 recognized after his involvement in the epidemic response, what it
did “scale up is behavior change because the traditional medical response bottlenecks and
does not work well with an urban outbreak or multiple urban outbreaks” (“Ebola Then
and Now,” 2018, 21:53). The behavioral change Konyndyk calls for is prompted by good
communication, which he contends is the biggest gap in the research. This dissertation
project aims to address, at least in part, this research gap.
Agencies that responded to the 2014 EVD epidemic in West Africa note that they
were dealing with two epidemics, one involving the Ebola pathogen, and another of fear.
Fear and misinformation fed into suspicion of HCWs. Sporadic instances of violence
were reported across Guinea, Liberia, and Sierra Leone. In 2015, HCWs attempting to
provide a medically safe burial were attacked and beaten by local people demanding a
burial that matched their cultural traditions (Schnirring, 2015). MSF acknowledged their
missteps and invited scholars to study their communication archives, which the
organization made fully available online. MSF also published The politics of fear (2017),
an edited collection that examines the effects of fear and fear-based responses to the
epidemic at the global level. While West Africa suffered through the material effects of

17

Konyndyk states in a report published through the Center for Global Development, “As Ebola demonstrated, one of the biggest
conceptual and operational challenges was designing and implementing a containment strategy that could expand in sync with the
growing scope of the outbreak…This planning gap is not unique to Ebola; few infectious diseases with major outbreak or pandemic
potential have actionable, large-scale contingency plans in place should they begin to spread globally” (Konyndyk, 2019, p. 60).
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EVD, the rest of the world experienced a global pandemic of fear that EVD would spiral
out of control, leading to apocalyptic numbers of infections and death. Lessons from this
epidemic should thereby be comprehensively identified, studied, understood, and
institutionalized to help practitioners prepare an agile response to the next fast-moving,
multi-site, international, urban epidemic.

West Africa

Figure 4. Map of West Africa (UNOWA, n.d.)

Western Africa suddenly came under a microscope in 2014 as EVD spread
through the countries of Guinea, Liberia, and Sierra Leone. The United Nations Office
for West Africa (UNOWA) recognizes the following countries as part of the nation (Fig.
4): Mauritania, Mali, Niger, Nigeria, Benin, Togo, Ghana, Cote D’Ivoire, Liberia, Sierra
Leone, Guinea, Guinea Bissau, Gambia, and Senegal. The stories of these countries from
pre-colonial existence, to colonial rule, to post-colonial liberation are many and diverse.
These country boundaries in colonial Africa were settled on during the Berlin Conference
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of 1884-1885 (Shepperson, 1985) without regard for local customs, needs, or tribal
configurations, and made little difference to indigenous populations in many of the
regions. Profiles for Guinea, Liberia, and Sierra Leone are discussed here as these were
the three countries afflicted with widespread EVD transmission. Each country’s history
created a unique context wherein the 2014 EVD epidemic unfolded. As MSF noted, “the
path of the epidemic would serve as a reminder that manmade borders have little meaning
in the natural world, as the virus quickly spread within the region to other countries”
(Hofman & Au, 2017, p. xv). Guinea, Liberia, and Sierra Leone each had a discrete
response to the epidemic, both from an official governmental standpoint and at the
population, individual levels.
Guinea
Guinea was the flashpoint of the 2014 EVD epidemic; it was within this country’s
borders where the first patient’s blood was infected with EVD. Guinea’s colonial and
recent political history rendered the country vulnerable, opening fertile ground for an
epidemic to flourish. In 2014, as epidemiologists traced contacts from the index patient18
to trace the path of the initial outbreak, they quickly ascertained the meaninglessness of
the proscribed 19th century boundaries. Locals traversed the border between Guinea and
Sierra Leone freely, ignoring the imposed legal confines that the border was meant to
represent. The border between Guinea and Sierra Leone is porous, with plenty of places
where crossovers can occur without interference from government officials from either
side (Breslow, 2015).
18

Epidemiology the search for the index patient (or “patient zero”) is the first case that allows epidemiologists to trace the human
origins of an epidemic.
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The French colonized Guinea and ruled there until 1958, at which time Guinea
became an independent country. Unlike other countries in the region, Guinea did not
maintain “a special ‘françafrique’ relationship19 with the old power in Paris” (Chrisafis,
2009). The former colonizer does not have a military presence in Guinea, nor does the
Guinean government offer France any preferential treatment in business dealings or
contracts within the country. However, France continued to monitor actions within the
country and weigh in on political matters. During the run up to the 2009 election, France
decried the violence in Guinea, contending that it would destabilize Guinea and its
surrounding countries (Chrisafis, 2009).
The 2014 EVD epidemic was another space where the French government
intervened in the former colony. France worked directly with the Guinean government to
help set up Ebola treatment units (ETUs), supplying equipment and helping build
facilities. The French also sent laboratory equipment, clinical experts, food aid, and other
resources to strengthen the country’s public health system. Through fundraising efforts,
the French government helped to spearhead the Ebola response from the European
Union, (“France takes action to combat Ebola,” n.d.)
Guinea did not go through years of civil war the way Liberia and Sierra Leone did
in the 1980s and 1990s. Porous borders, however, meant Guinea could not escape the
effects of these civil wars and facilitated EVD transmission among the countries’
populations. Soldiers from Charles Taylor’s National Patriotic Front of Liberia (NPFL)
invaded Guinea in 2001, an invasion that devolved into a border war between the two
19

“In 1998 François Mitterrand said ‘Without Africa, France will have no history in the 21st century’. The complex relationship
between France and its former colonies is embodied in the term ‘Françafrique’” (Mallozzi, 2016).
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countries. Guinea had already absorbed nearly half a million refugees from Liberia
(Blunt, 2001), by the time of these attacks. Then, in 2008, the Guinean government fell to
a military coup, and leadership changed hands. The coup did not result in an extended
civil war; government leaders simply surrendered to the military leaders when they came
to claim power. The people of Guinea were, by and large, pleased with the coup because
it came on the heels of the death of a long-standing authoritarian leader (Gettleman,
2008).
Even though Guinea had not been destabilized by civil war, the country suffers
from deep poverty and its ensuing health effects. The World Food Programme reports
that 55% of Guinea’s population live in poverty and 1.9 million of the 12.6 million
Guineans are food insecure, with an overall “chronic malnutrition rate of 25.9% (“Guinea
| World Food Programme,” n.d.). According to WHO, the average life expectancy for
males in Guinea is 59 years of age and for females is 60 years of age (“WHO | Guinea,”
n.d.). These health statistics suggest a less than optimal baseline health level and a
population ill-equipped to combat an unrelenting virus like EVD. By the time the
epidemic had officially concluded, Guinea had 3,814 total cases, 3,358 laboratoryconfirmed cases, and 2,544 total deaths from EVD (“2014-2016 Ebola Outbreak in West
Africa | History | Ebola (Ebola Virus Disease) | CDC,” 2018).
Liberia
History students in the United States are taught that freed slaves from the United
States “founded” the country of Liberia, leaving out the fact that Liberia was not empty
prior to their arrival. The former slaves that settled Liberia were funded by the American
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Colonization Society (ACS), an organization founded in 1816 by Quakers and
slaveholders in Washington, D.C. This organization sought to repatriate slaves of African
descent who were either born free in the United States or had gained their freedom
through other means back to the African continent (“Global Connections . Liberia .
History | PBS,” n.d.). Liberia was governed by the ACS until the ruling class in Liberia
voted up a referendum in 1847 insisting that the ACS “surrender all control over to the
colony; and the ‘people of the Commonwealth of Liberia’ were ‘advised’ by the Society
[ACS] ‘to undertake whole work of self-government’” (McPherson, 1891, p. 30). The
ruling class in Liberia was led by people classified as “Americo-Liberians,” and “this
group of individuals, comprising less than 3 percent of the population, maintained
economic, social, and political control of the country until a coup d’état in 1980”
(Dennis, 2006, p. 1).
From the coup d’état in 1980 through 2003, the country of Liberia suffered
through brutal civil wars, religious animosity, and border skirmishes. These conflicts
were mostly between government forces and a myriad of militias, with the most infamous
of these led by Charles Taylor. Taylor started his fight in 1989 against the government
formed out of the 1980 military coup. He established the NPFL, which ended up
assassinating the standing Liberian president and displacing several government officials.
Taylor then ascended to the presidency in 1997 by winning the popular vote. Taylor
remained president of Liberia until he fled the country in 2003. The UN subsequently
deployed large numbers of peacekeeping troops to stabilize Liberia and installed an
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interim president that served until 2005, when Ellen Johnson Sirleaf was elected
president.
Following Sirleaf’s election, a Truth and Reconciliation Commission (TRC) was
commissioned to probe the years of Liberian unrest from 1979 through 2003 (“Liberia
profile,” 2018). Liberia’s history of minority rule followed by 20 years of civil war laid
the groundwork for the 2014 Ebola epidemic to take hold of the country. Sirleaf was
twice elected president by popular vote, first in 2005 and then again 2011, but she was
not without controversy. In 2009, the TRC recommended Sirleaf, along with 200 others,
be barred from public office for their actions during the country’s civil wars. However,
Sirleaf remained in office, was re-elected, and even won the Nobel Peace Prize in 2011.
While Sirleaf was seen as a stabilizing force by international agencies and governments,
her past reveals a more complicated history than the narrative of a first female African
head of state and Nobel Peace Prize winner would suggest.
Sirleaf’s rhetorical tactics through the EVD epidemic went through “three phases:
militaristic, cooperative, and people-centric” (Spiker, 2017). During the early stages of
the EVD epidemic, Sirleaf imposed a quarantine on West Point, a desperately poor
neighborhood in Monrovia. This quarantine created what van Loon’s theory of epidemic
space (2005) would label a hot zone, a “particular intensified epidemic space that [is] at
once abstract and lived. They call forth a range of technoscientific concerns, often
enforced by the state’s policing apparatuses” (p. 46). The quarantine policy resulted in
riots in West Point and attacks on the Ebola Treatment Unit (ETU) assigned to the
neighborhood (Onishi, 2014). As MSF argues, “the institution of quarantine was as much
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political as medical. It was meant to show strength and action on the part of the
authorities, providing a theater of state power to both cow and reassure the general
population. It was heavy-handed, but that was sometimes the point” (Hofman & Au,
2017, pp. xvii–xviii). The quarantine’s effects were immediate and disastrous and
indicated that Liberia’s concern for stemming the spread of EVD took precedence over
the human needs of West Point residents20.
Sirleaf’s strategy evolved from what could be classified as an antagonistic
military response into one that became more community-focused as the epidemic
progressed. Once the epidemic was over:
Liberians rated their national government (66%) and local governments (60%) as
effective in controlling the epidemic. Perhaps more important going forward, twothirds of Liberians said they were ‘very’ or ‘somewhat’ confident that their
government had taken steps to be better prepared to fight a future Ebola outbreak.
(Dionne, 2017)
It is impressive that the Liberian government was able to recover the people’s trust after
its initial response spawned riots and attacks on ETUs.
The Liberian public health system was barely functioning prior to the 2014
epidemic and was quickly devastated by the pathogen’s quick spread throughout the
country. Overall suboptimal health of the Liberian population exacerbated to the
20

Van Loon (2005) argues that “quarantined zones of containment are such extraordinary places because normality, indeed the very
logic of modernity is suspended; the boundaries are often regulated through brute force rather than consent. The status of those inside
suddenly changes as civic entitlements (e.g. liberty, equality, and brotherhood) are suspended. When the cosmic order rearranges itself
and ‘man’ is (temporary) displaced from the center of the universe, and more importantly the myth of the human-centered universe is
being displaced…[it] deeply upsets the institutional logic of modern world society” (p.46). Violence often erupts in quarantine zones
as humans try to regain control and agency over the pathogen’s imposed logic.
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mortality rate of the epidemic. According to the World Food Programme, 16% of
Liberians are food insecure, and 2% percent of those homes are severely food insecure
(“Liberia | World Food Programme,” n.d.). Another key factor impacting Liberian health
status is that “85% of households do not treat their drinking water; 58% use a nonimproved sanitation facility. This number increases to 80% in rural areas, with 73%
practicing open defecation” (“Liberia: Nutrition Profile,” 2018). By the time the epidemic
had concluded, Liberia had 10,678 total Ebola cases, 3,163 laboratory-confirmed cases,
and 4,810 total deaths (“2014-2016 Ebola Outbreak in West Africa | History | Ebola
(Ebola Virus Disease) | CDC,” 2018).
Sierra Leone
Similar to Liberia, Sierra Leone was founded on the premise of repatriating those
of African descent back to their “home.” What is now Sierra Leone first came into being
with the founding of Freetown (the capital city of Sierra Leone) in 1787 by British
abolitionists and philanthropists as a refuge for former and rescued slaves from England
and other British territories (Sierra Leone country profile, 2018). The first immigrants to
Sierra Leone were former slaves who were “brought by their masters to England [and]
were turned adrift, and others who had served in the army and navy of England during
the American war; both classes, to the amount of 400…were in the streets of London
having no claim to support” (Sibthorpe & July, 1970, p. 8). As in Liberia, the story of
freed slaves settling a new country is more nuanced and complicated than the selfaggrandizing version of history proposed by those doing the emancipating.
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Sierra Leone modern history has been confounded by civil wars, blood
diamonds21, and a population under-served by the political elite that was theoretically
contracted with their care. Sierra Leone achieved independence from English rule in 1961
and suffered its first military coupe d’état in 1967. In 1991, Sierra Leone descended into
a civil war that lasted for 11 years. The civil war was ended with help from both the UN
and British forces who inauspiciously commenced this two-year mission by “evacuating
British citizens, help[ing] secure the airport for UN peacekeepers, and rebel leader Foday
Sankoh [was] captured” (Sierra Leone country profile, 2018). In 2004, the country
conducted multi-party democratic elections in parallel to war crimes trials for atrocities
committed during the civil war. The civil war and militias that fought in the conflict were
especially brutal, with all sides making use of amputations and rape as part of their warwaging strategies. Infamously, these militias used children as soldiers, often forcing
young boys into service by killing their families, threatening to kill their families, and
getting them hooked on drugs (Beah, 2007). Sierra Leone prohibited former militia
leaders from running for office once the civil war had ended (Stearns, 2011, p. 318).
Sierra Leone is a resource-rich country of diamonds, minerals, and other gems.
Like many such countries across the continent of Africa, it seems to suffer from the
resource curse known as “Dutch disease”22. The major effect of this curse is that it
dissolves the contract between the government and the governed because the government

21

“Precious stones mined in African war zones, often by forced labor, and used to fund armed rebel movements. In 2003 the
diamond industry established the Kimberley Process, an international certification system designed to reassure consumers that the
diamonds they bought were conflict-free” (Baker, 2014)
22

A term first coined in The Economist in 1977 to describe the ill-effects of the discovery of large natural gas fields in the North Sea
(Hernandez, 2006)
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no longer needs to levy taxes on the population to generate revue; all revenue comes from
the resource or the mining industry. In The Looting Machine (Burgis, 2015), a “lawyer in
Freetown said, ‘It is strange to say, but I believe that without diamonds this country
couldn’t have been in this state of exploitation and degradation’” (p. 225). The diamonds
in Sierra Leone and Liberia were not only a reason for the civil wars but how the wars
were funded and perpetuated. In 2000, the UN banned countries from importing
diamonds from Sierra Leone and Angola, wherein “the stones flowed out through
[Charles] Taylor’s Liberia instead” (p. 225).
It is no surprise, then, that in Sierra Leone that EVD found a population
hospitable to the virus’ spread. According to the World Food Programme, “50% of the
population [lacks] access to sufficient nutritious food” (“Sierra Leone | World Food
Programme,” n.d.). The life expectancy in Sierra Leone is the lowest out of the three
EVD epidemic countries, and one of the lowest in the world at 52 for males and 54 for
females (“WHO | Sierra Leone,” 2016). It was in this public health environment that
Sierra Leone “recorded 121 deaths from Ebola and scores of new infections in one of the
single deadliest days” of the entire epidemic (Reuters, 2014). When the epidemic had
finally run its course, Sierra Leone had 14,124 total cases, 8,706 laboratory-confirmed
cases, and 3,956 total deaths (“2014-2016 Ebola Outbreak in West Africa | History |
Ebola (Ebola Virus Disease) | CDC,” 2018).
The countries of Guinea, Liberia, and Sierra Leone each provided a unique
context in which the 2014 EVD epidemic unfolded, and each of these countries was
forced to develop unique ways to respond to the threat. These responses, both
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government and non-governmental, evolved over the two-year long epidemic. Books like
Ebola: how a people’s science helped end an epidemic (Richards, 2016) document how
the West African people worked tirelessly to fight the epidemic. This brief historical
context illuminates how the epidemic space and other aspects of its unique shape and
response would not be repeated, even if EVD returned to these same West African
countries.

Response Organizations
Many organizations responded to the 2014 EVD epidemic in West Africa,
including Samaritan’s Purse and Mercy Corps, but only the World Health Organization
(WHO) and the Centers for Disease Control and Prevention (CDC) exert institutional and
policy power at the global. Unlike like WHO or the CDC, the focus of MSF is on
medicine rather policy, but MSF is the largest organization that responds to emergent
diseases and epidemics and provides medical care for refuges, and MSF does sometimes
advocate to governments and the international community on behalf of local populations
when it deems it necessary.
The World Health Organization (WHO)
WHO is the public health agency of the United Nations. The mission of WHO is
to “direct and coordinate health work through collaboration” (“About WHO,” n.d.).
WHO works with a vast network of agencies across the globe that are positioned to
respond to a variety of health events. WHO has six regional offices that facilitate and
supplement public health efforts in those areas, meeting the unique health needs of each
of those regions with area-specific information and resources.
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In 2005, WHO published the International Health Regulations (IHR), with the
stated purpose being “to prevent, protect against, control, and provide public health
response to the international spread of disease in ways that are commensurate with and
restricted to public health risks, and which avoid unnecessary interference with
international traffic and trade” (“WHO | International Health Regulations," (2005). It is
within this set of regulations that WHO defines what constitutes a PHEIC. The IHR
define a PHEIC as “an extraordinary event which is determined to constitute a public
health risk to other States through the international spread of disease and to potentially
require a coordinated international response” (“WHO | International Health Regulations
and Emergency Committees,” n.d.), Unlike for the more vague terms of outbreak and
epidemic, the IHR definition of PHEIC provides specific and discrete parameters for how
and when an event should be thus classified.
As stated earlier in this chapter, WHO did not declare the 2014 EVD epidemic as
a PHEIC until August 8, 2014. By that time, EVD was widespread throughout Guinea,
Liberia, and Sierra Leone. Later in August, a traveler to that region returned home to
Nigeria, Africa’s most populated country, and a disaster was barely averted. Other cases
were confirmed in Senegal as resulting from a Guinean who traveled into the country
(“WHO | Ebola in Nigeria and Senegal,” n.d.). While the PHEIC regulations and
guidelines seem clear on the parameters for the classification, inherent problems are
present in waiting for a pathogen and infection count to cross a sometimes arbitrarily
placed border. When a pathogen emerges in an area with international borders, the
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overriding international concern should be containment regardless of whether or not it
has yet crossed into another country.
The Centers for Disease Control and Prevention (CDC)
The CDC was founded in the 1940s with a mission to investigate and “protect
America from health, safety, and security threats, both foreign and in the US” (“WHO |
International Health Regulations (2005),” n.d.). The CDC sets the standard for public
health responses in and by the United States, where it monitors outbreaks and illnesses
both in and outside the U.S. The CDC regularly deploys teams throughout the United
States and globally to assist with outbreaks, generally epidemiologists that provide
technical support and contact tracing. The CDC monitors outbreaks in the United States
and from around the world, but will only go to an area when they are invited there by
local authorities (McKenna, 2008). In 2014, CDC mounted its largest agency response
ever to the EVD epidemic in West Africa.
On July 7, 2016, the CDC released a special edition of the Morbidity and
Mortality Weekly Report (MMWR) detailing in a series of articles the agency’s full
response to the epidemic over its two-year timespan from 2014 to 2016. According to the
director of the CDC:
At the peak of the response, CDC maintained approximately 200 staff per day in
West Africa and approximately 400 staff per day at its Atlanta headquarters
dedicated to the response. Overall, approximately 1,897 CDC staff were deployed
to international and U.S. locations, for approximately 110,000 work days, and
more than 4,000 CDC staff works as part of the response. (Frieden, 2016, p. 1)
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This massive response by the CDC was necessary because the countries involved did not
have their own public health organizations, creating a void that only the CDC had the
resources to fill. The sheer number of EVD cases quickly overwhelmed the rudimentary
public health systems of each county.
Médecins Sans Frontières (MSF)
Médecins Sans Frontières (MSF), or Doctors Without Borders, as the group is
known in English, was one of the first international organizations to respond to EVD
when it emerged in West Africa. As an agency, “MSF is organized as an international
conglomeration of five semiautonomous ‘operation centers,’ each with its own medical,
logistical, and human resource capacity to respond to emergencies” (Hofman & Au,
2017, p. viii). MSF was founded in 1971 as an international medical organization to aid
people in emergencies such as wars and other types of disasters.
The French doctors who founded MSF began their international aid work with the
International Committee of the Red Cross (ICRC), which is permitted to enter conflict
zones as a neutral organization. However, the ICRC did not incorporate medical care into
its mission until after 1968. The ICRC was founded in 1949 and urges countries to adapt
and adopt the protocols of the Geneva Convention, including “the means and methods of
warfare, so as to provide more effective protection and assistance for conflict victims” so
that “in times of armed conflict, [there should be protections for] wounded, sick, and
shipwrecked members of the armed forces, prisoners of war and civilians” (“The ICRC’s
mandate and mission,” 2014). However, the ICRC is aggressively neutral and eschews
any activist role during its intervention in armed conflicts, never championing or
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condemning one side of a conflict over another. It could be argued that this neutrality
allows the ICRC access to otherwise inaccessible places—the ICRC was able to visit
Nelson Mandela and other political prisoners on Robben Island. The founders of MSF
were not willing to simply be witnesses to conflict; they wanted to speak out against the
atrocities they observed along with providing medical care.
MSF’s first missions in the 1970s were to provide medical care to people in
Nicaragua hit by an earthquake, in Honduras in the aftermath of Hurricane Fifi, and
large-scale aid to refugees fleeing Pol Pot’s regime in Cambodia (“Founding,” n.d.). Like
the ICRC, MSF is a neutral organization, but one of its central principles is the
organizational belief that “the principles of impartiality and neutrality are not
synonymous with silence” (“Bearing witness,” n.d.). The act of “bearing witness” means
when MSF is caring for a population and sees where additional assistance might be
needed, it holds itself responsible for advocating for such vulnerable populations
According to its website, events where MSF spoke out include against the Ethiopian
government’s handling of the famine from 1984 to 1986, conditions for civilians in the
Kosovo War from 1998 to 1999, and, currently, the continuing conflict in Syria that
began in 2011. MSF also called for military intervention during the 1994 genocide in
Rwanda (“Bearing witness,” n.d.).
In 2014, MSF took an “unprecedented step: to make the first call in the history of
MSF for a military intervention in an epidemic response” (Hofman & Au, 2017, p. viii).
MSF was already on the ground in Guinea when the first cases of EVD were confirmed.
At the time, “worldwide, EVD experts numbered in the dozens, many of those were
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MSF, [and] staff and limits in expertise were being reached” (p. xv). As the number of
EVD cases increased exponentially, “on March 31, [2014], MSF warned that the
epidemic was unprecedented, and two months later, on June 23, 2014, tried to alert the
international health authorities that [the EVD infection rate] was ‘out of control’” (p. xv).
The international community did not heed warnings from MSF, and the next chapter
describes in greater detail the conflict between MSF and WHO regarding MSF’s attempts
to warn the international community about the unfolding EVD crisis in West Africa.
Each of the organizations profiled in this section provides a different service to
the international public health community, and each operates from a unique position of
influence within the world health community. WHO, as part of the UN, is able to
spearhead an international public health response and set global standards for health as a
human right. The CDC of the United States sets the standard for how a government can
set up its national public health organization and has spawned similar organizations in
many other countries who model, and often name, their CDC after the CDC of the United
States. Conversely, MSF is a true NGO operating on a global scale. Technically, WHO is
also an NGO, but is also inextricably connected to the UN and the international
governments that wield power within it; certain countries view the UN as an organization
that follows the whims of its most powerful members and do not consider it unbiased.
Each of these organizations responded to the 2014 EVD epidemic in ways that were true
to their mission statements and ethos while simultaneously breaking new ground due to
the unprecedented scale and scope of the epidemic.

88

Cultural vectors: funerals and the 2014 EVD epidemic
As stated earlier, person-to-person transmission of EVD only happens through the
exchange of bodily fluids; direct contact is required for the pathogen to infect a new host.
In epidemiological terms, this renders bodily fluids the pathogen’s vector. However,
when analyzing the 2014 EVD epidemic through the theory of epidemic space, another
vector, a cultural vector, emerges. In West Africa, funerals remain intimate family and
community events. Family members personally prepare the body for burial23. In this
context, van Loon argues that the epidemic space accommodates this expanded
understanding of how a pathogen spreads, writing, “as [the pathogen] moves, it
spatializes the epidemic, it constructs the epidemic space” (p. 43). Once these cultural
flows are elucidated, the “space becomes a site of regulation, governance, and control”
(p. 46). These are points of intervention and specifically, opportunities for rhetorical
intervention.
Guinea, Liberia, and Sierra Leone each bore the scars of recent histories of civil
and cross-border wars with militias. These wars prevented normal cultural practices, like
traditional burials, for many years. “For many Liberians, returning to traditional burial
practices after the war was a sign that life was returning to normal” (Poon & Klibanoff,
2014). However, the emergence of EVD in West Africa threatened traditional funeral
practices once again.
Epidemiologists and public health officials traced significant transmissions to
funerals over the course of the EVD epidemic in West Africa. One cluster of cases
23

Funeral practices throughout this region vary widely between and within each country. In Guinea, “the preparation and purification
of the dead for burial is largely the domain of males, Ritual washing of dead bodies and the prayer for the deceased are usually
performed by men–specifically members of the mosque council” (Abdullah, 2017, p. 71).
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stemmed from the funeral of a prominent pharmacist in Sierra Leone, resulting in 28
mourners confirmed to have EVD (Curran et al., 2016). Another funeral in Sierra Leone
for a traditional healer was linked to “more than 300 Ebola cases” (WHO | Sierra Leone:
a traditional healer and a funeral, n.d.). These incidents induced local governments and
response organizations to work towards promoting safer, “dignified” burial practices.
This intervention of safe and dignified burials was fraught with multiple layers of
cultural, religious, and international contention. As noted earlier, regional cultural
practices involve family members preparing their loved one for burial by washing the
body and saying prayers for the deceased. Tensions arise when international responders
who work for WHO, the CDC, or MSF enter an area and demand that locals change their
practices. This tension was a constant undercurrent throughout the social upheaval
wrought by an epidemic of this size, responses to which included scaling up medical
efforts and convincing local populations that EVD was spreading through their country.
Epidemic space theory in the context of safe burial practices and the 2014 EVD
epidemic brings the cultural vectors of an epidemic in line with the biological vectors.
Epidemic space theory co-opts the language of epidemiology to enable a broader
understanding of how a pathogen reaches epidemic proportions within a given
population. Since the epidemic response is multi-disciplinary, this theory gives technical
communicators a common language with which to engage epidemiologists and public
health officials. The theory also offers communicators a useful tool for prioritizing risk
factors. When the next epidemic takes shape, new resources will be needed to address the
specific vectors of that pathogen, including cultural vectors.
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Conclusion
Epidemic space theory offers a new type of analysis tool for rhetoricians to
understand how an epidemic takes shape beyond the person-to-person spread of a
pathogen. The pathogen is the driver but understanding the related factors that allow the
pathogen to reach epidemic levels are just as crucial. In this, the history of war, porous
borders, and poor public health in the West African region created a fertile climate
wherein EVD flourished. Certain interventions, like the infamous West Point quarantine,
may suggest the appearance of government action but can create hot zones that amplify
the pathogen’s capacity to spread while creating or adding to the undercurrent of distrust
permeating at-risk populations. Not all risk factors, however, can be classified as vectors,
cultural or biological. The next chapter illustrates how the tension surrounding whether
and when to label an event an epidemic can itself foster an environment for a pathogen to
flourish through benign neglect. The sixth chapter then demonstrates how even nonvector risk factors can strongly impact the epidemic. The theory of epidemic space
provides a framework for researchers to place all these variables in context with one
another.
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CHAPTER FIVE: NAMING MEDICAL DISASTERS: INTERACTION OF
POWER STRUCTURES DURING A CRISIS

Wapiganapo tembo nyasi huumia. (Swahili)
“When elephants fight, the grass gets trampled.”–African proverb

Introduction
On March 26, 2014, Médecins Sans Frontières (MSF) updated their Twitter followers
regarding the ongoing response to the EVD outbreak in Guinea. The tweet linked to an
MSF video providing detailed information about the EVD virus and stated, “#MSF teams
currently in #Guinea helping to fight the epidemic” (@MSF). At this point, what would
become known as the 2014 EVD epidemic in West Africa was only known to be in
Guinea, and MSF was working with the Guinean government to get the pathogen under
control. Both MSF and the Guinean government were already referring to the outbreak of
EVD in that country as an epidemic. Then, five days later, on March 31st, MSF sent
another message via Twitter, “#EVD update: #MSF currently has three teams in #Guinea
to fight the epidemic: Guéckédou, Macenta and Conakry” (@MSF). A few hours later,
Thomas Fessy, freelance journalist, tweeted, “#EVD in West Africa: @WHO says ‘not
an epidemic but an outbreak,’ because ‘unexpected’ while @MSF and #Guinea call it
‘epidemic’” (@bbcfessy). The only reply to Fessy’s tweet was from Gregory Hartl, who
is the director of public relations and social media for the World Health Organization
(WHO). Hartl’s reply was, “@bbcfessy @WHO @MSF Yes, it is an outbreak, No need
to overblow something which is already bad enough. #EVD #AskEVD” (@hartlG).
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I begin the chapter with this exchange to illustrate how those involved with the
response used social media to circulate information during a crisis event, in this case, an
epidemic. Social media is used frequently by individuals when searching for or
communicating information during a crisis, and it provides a platform for organizations
and governments to communicate with the public, as well. It is also a space where
organizations exert rhetorical power to control the narrative as a crisis unfolds.
This chapter investigates who decides when the spread of a pathogen qualifies as an
epidemic, and how public concerns are addressed and response efforts framed,
specifically examining how this exchange occurs on social media. More specifically, this
chapter seeks to answer the following research question:
•

In what ways do social media platforms reify existing power structures through
the design of their platforms, and how do they facilitate the global North (GN)
exerting rhetorical control over the global South (GS) during medical disasters?

To answer this question, the chapter adds to existing conversations in international
technical communication and medical rhetorics by:
•

Examining common assumptions about the flexibility and adaptability of social
media, to show how technologies developed in the GN impose their values on the
GS (Acharya, 2019, Agboka, 2013);

•

Analyzing how social media design limits the user’s ability to subvert existing
power structures and communicate useful information through these platforms
(Bowdon, 2014; Potts, 2014, Simon, Goldberg, & Adini, 2015).
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This chapter also examines how the social media platforms of Twitter, Facebook, and
Instagram embed ethos within their designs. Specifically, the ways ethos creation are
revealed to the user through the similarities of basic profile creation across these three
platforms is addressed. Then, I assess profile verification tools across these three
platforms. Making the rules of the profile verification process explicit helps to ascertain
how ethos is created through these platforms. This particular component of the social
media platform embeds power into the user’s account through an opaque process that
might hinder further discourse. Next, I briefly outline the social media footprints of the
CDC, MSF, and WHO. Finally, I examine social media conversations between the
agency and individual accounts that happened in March and April 2014, at the beginning
stages of what would become known as the 2014 EVD epidemic in West Africa.

Literature Review
This literature review is split into two sections discussing the two research
conversations addressed in this chapter. The first examines research in international
technical communication that expands on the conversations in technical communication,
intercultural communication, and decolonial research to construct a new area of
international technical communication. The second details the research conversation in
technical communication that addresses the use of social media during disasters. The
technical communication social media research conversation also pulls in research from
disaster studies, public policy, and science communication.
International Technical Communication
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The new sub-field of international communication is still emerging and using
literature from other research areas to establish foundational conversations within a new,
international framework. A large body of research already exists around cross-cultural
communication and how to design communication and technology for local users.
Scholars engaging in international technical communication have the opportunity and
challenge to address “issues of ideology, power, social justice, [and] ‘global’ tensions in
unenfranchised or disenfranchised intercultural contexts” (Agboka, 2014, pp. 297–298).
Applying a post-colonial approach to these issues enables one to call into question
existing power dynamics by utilizing the approaches and philosophies of decolonial
thought and post-colonial methodologies.
I want to preface the discussion on international technical communication with
framing from Decolonising the mind (Thiong’o, 2005), first published in 1986 and since
reprinted ten times. Ngugi wa Thiong’o discusses the positioning of the writer within the
context of language and the author’s relationship to both the language and the history of
the place from which they write. This is not simply understanding the writer’s rhetorical
situation, but rather understanding how the colonial power structure has formed the
fundamental structures of the culture and society that an author is writing within or about.
Thiong’o explains that:
[the] writer’s handling of reality if affected by his basic philosophic outlook on
nature and society and his method of investigating that nature and society:
whether for instance he perceives and therefore looks at a phenomenon in its
interconnection or in its dislocation; in its rest or in its motion; in its mutability or
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immutability; in its being or in its becoming; and whether he sees any qualitative
change in its motion from one state of being to another. A writer’s handling of the
material can also be affected by his material base in society, that is, his class
position standpoint. (78)
This understanding of position is essential for technical communication researchers,
scholars, and instructors. For example, in the specific context of international technical
communication and medical rhetorics, scholars need to understand and frame their work
“within the context of enduring histories of exploitation, deception, dependency, and
resource extraction” (Benton, 2016, p. 91).
In order to understand the value of a decolonial approach to technical
communication, one needs to understand what researchers have previously encountered
when dealing with cross-cultural communication issues. Cross-cultural communication
obviously happens in international technical communication, but can also occur in a
country due to the presence of multiple cultures therein. These cultures might transcend
borders drawn by outsiders with no knowledge of local cultures or existing historical
boundaries.
In Cross-Culture Technology Design (2012), Huatong Sun argues that
understanding the cultural contexts of users and designers is essential for clear
communication. Most technologies are broken down into a series of lower-level actions
or small steps for the user to execute that lead to the larger whole of an object, program
design, or task completion. Sun argues that:
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Lower-level actions that are packaged in cultural metaphors originating from the
cultural context of designers are confusing or even unrecognizable to users who
live in another culture and are unfamiliar with the cultural practices associated
with the metaphors. Lower-level actions inevitably represent the cultural ways of
doing certain daily tasks in one cultural context, and these everyday practices
might be vastly different from what users in other cultural contexts would
perceive. (p. 51)
Elucidation of these cultural conventions and metaphors should help facilitate
understanding between the communicators and those who need the communication or are
expected to act upon it. If technical communicators have only a vague understanding of
another culture, then their communication will remain superficial. Sun discusses what
occurs when communicators gain minimal knowledge of cultural dynamics and
subsequently “take the [cultural] conventions for granted,” contending that “this approach
tends to neglect the nuances and dynamics of an ever-changing culture” (p. 9). Culture is
dynamic over time, and communicators should take this into account when developing a
document or designing instructions for a piece of technology.
Furthermore, culture is mobile. Culture is something that people take with them as they
move from one place to another. In Rhetoric of a Global Epidemic (2014), Huiling Ding
examines how Chinese people, both within and outside China, dealt with the messages
from the Chinese government and other sources during the 2002 SARS epidemic. Ding
builds a new framework of transcultural professional communication out from the idea
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of transculturation, a term first defined by Fernando Ortiz, a Cuban anthropologist (p.
21) that indicates:
the convergences of various cultures and various phases of transition from one
culture to another…transculturation can be used to describe a wide variety of
global phenomena, including exile, immigration, multicultural contact, ethnic
conflicts, interracial [or intercultural] marriages, overseas sojourns, and
transnational tourism (p. 21).
In building out from transculturation, Ding focuses on how professional or technical
communication moves between cultures via phases Ortiz described as “acquisition of
another culture (acculturation), the loss or uprooting of a previous culture (deculturation),
and the consequent creation of a new cultural phenomenon (neoculturation)” (21). Ding
sees technical documents as cultural artifacts that move through and between cultures,
noting that as these objects move, the documents or communications go through the
phases of transculturation. Ding sees this new framework as a way to “shift the focus
from the study of culture as substances to that of differences” (21-22). Information that
travels during an epidemic, like SARS, flows rapidly in and out of different cultural
spaces and goes through the phases of transculturation in short periods of time.
Cross-cultural communication alone is insufficient for this study, as this case
study is concerned with where agency lies during a medical disaster. This question is not
merely a question of cultural understanding, but a question of positioning and power
situated within historically international boundaries and power dynamics. Through this
case study, I wish to uncover who has the power to describe, define, and name an
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unfolding situation. The power does not simply come through the agency to speak but is
bestowed by the audience onto the speaker. Decolonial theory strives to render the harms
of colonialism explicit and to rewrite the narrative in a way that de-centers the colonizer
from the story, thereby providing an alternative and robust framework through which to
understand the events in this case study. Furthermore, by decentering the established
centers of power, decolonial theory seeks to buck the status quo and establish a new
order.
Postcolonial and Decolonial Theory
Postcolonial theory “deals with the effects of colonization on cultures and
societies” (Ashcroft et al., 2013, p. 203). Post-colonialism contends that the effects of
colonialism are not in the past, but rather that the “post” indicates the moment that
colonialism began in that space, and encompasses all time forward from that initial event.
Post-colonialism and decolonial frameworks are also receiving attention in the field of
technical and professional communication (TPC).
Haas’s work “Race, Rhetoric, and Technology: a case study of decolonial
technical communication theory, methodology, and pedagogy” (2012) outlines how
decolonial methodologies work to “(a) redress colonial influences on perceptions of
people, literacy, language, culture, and community and the relationships therein and (b)
support the coexistence of cultures, languages, literacies, memories, histories, places, and
spaces—and encourage respectful and reciprocal dialogue between and across them” (p.
297). Her work explores how the construction of race and technology were created
through the colonial lens of the superiority of one people over the inferiority of another.
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Culture in post-colonialism visualizes how colonialism created a binary of one cultural
superiority over another, and how this binary created a system of oppression. While
culture is an essential part of post-colonialism, the utilization of culture is not the same as
inter-cultural communication. In the decolonial framework, cultural oppression is just one
of the ways colonialism succeeded, because colonialism invalidated the indigenous
culture and supplanted it with the colonialist’s culture.
Thiong’o pointed out that “imperialism is total: it has economic, political,
military, cultural and psychological consequences for people of the world” (p. 2). He
goes on to affirm that destroying a culture through the “cultural bomb,” of which “the
effect…is to annihilate a people’s belief in their names, in their languages, in their
environments, in their heritage of struggle, in their unity, in their capacities, and
ultimately in themselves” (p. 3). The impact of destroying an existing culture and
separating a people from their culture allows the imperial or colonial power to overlay
their culture onto the colonized people. Separating people from their culture is an
essential function of the colonization process, because, as Thiong’o astutely states,
“economic and political control can never be complete or effective without mental
control” (p. 16). Cultural control is complete and encodes itself on the mind, resulting in
a self-perpetuating system.
Godwin Agboka called for technical communication scholars to engage in social
justice issues regarding the “emerging social justice challenges in many post-colonial,
developing, and unenfranchised/disenfranchised cultural sites…[and] to make our
research attuned and responsive to these emerging issues” (2014, p. 298). Jones and
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Walton explicitly defined this obligation, stating “social justice research in technical
communication investigates how communication, broadly defined, can amplify the
agency of oppressed people—those who are materially, socially, politically, and/or
economically under-resourced” (2018, p. 242). Jones (2016) argues that by using this
definition, researchers can adopt “a respectful approach [that] values and legitimizes the
experiences and perspectives of others (especially populations that are often silenced and
marginalized)” (p. 347). This framework is rooted in a “Freirean concept of oppression as
ontological, but remediable” (p. 347). Jones adds, “this definition of oppression
acknowledges [a] systematic silencing and devaluating” (p. 348) of the oppressed by the
oppressor, a concept that directly connects back to decolonial and post-colonial research
seeking to disentangle the colonial power structure from current social constructions.
Technical Communication and Social Media
Social media platforms have grown into a vital source of news and current events.
The ways in which these platforms are mobilized by individual users, governmental
agencies, news organizations, and non-governmental organizations (NGOs) varies
depending on the type of crisis event taking place. However, the reliance upon social
media as a news-sharing platform has become so prevalent that in some countries,
“Facebook” is synonymous with the internet (McLaughlin, 2018). Social media platforms
are now an essential part of communicating during crisis events. Facebook added a
feature in 2015, where users could mark themselves “safe” during a crisis event to
accommodate this role (Schiavanza, 2015). This feature by Facebook was first deployed
after an earthquake hit Nepal but has since been used all over the world during natural
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disasters, terrorist attacks, and, in the United States, school shootings (Metz, 2016). The
construction of these social media platforms is thus an important consideration,
particularly in terms of their use by non-Western cultures during times of crisis and
disaster response.
Social media platforms are not neutral arbiters of information merely passing a set of
facts from one user to the next. Each social media platform was created in a specific
social and cultural context and bears indelible marks of the histories, belief systems, and
cultures of their developers (Dorpenyo, 2019; Rose, 2016; Jones, 2016; Haas, 2012;
Banks, 2006; Katz, 1992). As such, there might be assumptions about social media
platforms and the way those platforms mediate information between sources (individual
users, journalists, or influencers) that the average user does not understand. While social
media platforms may be changing how people consume news, the social media platforms
themselves do not operate like any traditional news media outlet. Facebook, Twitter, and
other platforms have made the argument that they are merely a platform for information
exchange; that they are facilitators, but not content creators. It has been shown, however,
that the micro-interactions of users on social media platforms change their newsfeeds and
alter their lived reality in those spaces (Sano-Franchini, 2018). Individual users often
accuse the platforms of mediating or trying to control content according to political bias
(Cellan-Jones, 2018), while the social media platform companies counter that the
algorithms used to foreground certain content are user-driven.
Problems can occur when social media platforms cross international borders without
sufficiently adapting their interfaces to align with local cultural traditions. These social
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media platforms operate as a literacy and language that foreign users must opt into rather
than a one that grows organically and is informed by national and cultural norms within
that country. Social media platforms are a genre unto themselves, creating specified sets
of norms within this genre for how users interact with the platforms and how each
platform, including Facebook, Twitter, YouTube, and WhatsApp, functions via its own
set of norms.
Technical and professional communication scholars have engaged with how
social media is used and exploited during a crisis event. In Social media in disaster
response: How experience architects can build for participation (2014), Potts examines
how social media allows users to create knowledge in real-time as a disaster unfolds.
Potts’ central thesis is that “traditional practices” (p. 2) need to be set aside in favor of a
new paradigm of “participant-centered” rather than “user-centered” design (p. 118) sites.
Potts’ uses actor network theory (ANT) to examine how social media sites are utilized
during emergencies. ANT acts as a leveling agent regarding these events by placing the
capabilities of the social network platform on equal footing with those of the humans
using them. General understandings of disaster and emergency response confer the title
of first responder to professional emergency personnel. However, using case studies of
Hurricane Katrina (August 2005), the London bombings (July 2005), and the Mumbai
attacks (November 2008), Potts illustrates that the true first responders to a given
situation are individuals in the immediate area of the disaster. Potts observes how these
early responders transfer much-needed information from the disaster zone to the general
public. This enhanced ease through which information and data to flow in and out of a
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disaster zone or emergency is double-edged; it can both exacerbate problems and provide
vital information to those working in the disaster zone. Potts affirms, “during
emergencies, participants tend to prefer familiar sites where they have existing social
networks. Unfortunately, these sites are rarely equipped for the demands of victims and
their loved ones” (p. 115).
These social networking platforms permeate almost every aspect of people’s day
to day lives, and it is thereby understandable that they would turn to these same, trusted
information exchange sites during emergencies and disasters. Potts points out that social
media users’ work can be co-opted “to more efficiently accomplish tasks that many
organizations might traditionally perform [if not for] heavily strained or inadequate
human and financial resources” (p. 81). This point seems especially salient during an
emergent infectious disease epidemic, in two ways. First, infectious diseases often begin
in rural areas before moving into urban centers, and social networking allows individuals
in those areas to contact hospitals in urban areas for expertise and guidance. Second, the
majority of people in rural and poor areas only access the internet through their phones. A
user-centered app could make contact tracing easier for public health officials.
Potts explores immediate reactions to a crisis event by individuals located at its
heart to gather and disseminate information. In her article “Tweeting an ethos: emergency
messaging, social medial, and teaching technical communication” (2014), Melody
Bowden used tweets from organizational accounts during Hurricane Irene in 2011 to
delineate how organizations communicate ethos through microblogging platforms during
an ongoing crisis event. This historical crisis is then employed as a pedagogical tool to
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help students learn about ethos through coding and understand how organizations
construct messaging by using their organizational ethos as a springboard during a crisis
event. In her study, students seek out the ways organizational messages are applying and
reaffirming the ethos of that organization. Class findings indicated that:
very few of the tweets conveyed audience-centered, immediately relevant,
locally-focused information that someone preparing for the storm would need, or
substantive news updates that would help people in other parts of the country to
understand in detail what was happening or specifically how they could help. (p.
43)
Part of the problem when organizations are participating in the conversation about a
specific event is that while the use of the hashtag #HurricaneIrene in a tweet helps all
tweets using that hashtag to be a part of the same Twitter conversation, it is difficult for
certain tweets to reach their intended audience. For example, if the Red Cross sends out a
message asking for donations and volunteers, presumably, that message should be
directed towards an audience outside of the immediate impact of the storm. However,
that message would be in the same conversation or Twitter stream as a message from a
local police department warning of immediate, storm-related, safety issues. In the study,
tweets were organized into 11 categories, and the three largest were:
1. 31% programming promotion
2. 28% general storm advice
3. 19% descriptions of organization’s efforts or contributions (p. 48)
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A hurricane event offers an interesting case study for how organizations design messages
and to whom these messages are directed during a crisis event. A hurricane is a crisis that
demands immediate attention from multiple agencies to communicate risk to the public,
but this immediacy is quite different from that of a contagion moving through a
population. Weather events occupy a crisis level for shorter periods of time than
epidemics. The potential for life-threatening conditions in a weather event is in temporal
alignment with the event itself; in the case of a hurricane, when the hurricane makes
landfall and along its path. Recovery by a community can take years, but the imminent
loss of life or property only covers a period of days and ends at the same time as the
weather event.
An epidemic, like the 2014 EVD epidemic, can lead to sustained loss of life over
a period of years. Although the epidemic is referred to as the “2014 EVD epidemic,” it
was not until 2016 that the affected countries of Guinea, Liberia, and Sierra Leone were
declared EVD free. Researchers need to consider how the dissemination of information
over time changes for an agency like MSF or WHO. In a piece published in the Journal
of Public Health Management and Practice, researchers examined messages from local
health departments (LHD) during the 2014 EVD epidemic (Wong, Harris, Staub, &
Bernhardt, 2017). Wong and his colleagues found that LHDs communicated through
Twitter in “five distinct waves, each corresponding with major Ebola events” (e16). The
researchers concluded their study by stating, “LHDs increase tweet frequency during
outbreaks and other emergencies in order to ensure timely dissemination of critical
information” (e23). An increased frequency of tweets might enable those messages to
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penetrate the larger conversation surrounding the epidemic. However, simply because an
LHD has access to social media does not confer ethos therein; sites technically provide
the same access to a given platform to all users, and not every user is seen as a legitimate
source of information to the public.
The scholarship around social media and disaster response focuses on platform
users during crisis events. Whether the crisis was a terrorist attack, hurricane (Potts,
2014; Bowden, 2014) or epidemic (Wong et al., 2017), the studies limited their scope to
the messages and information disseminated through tweets during these times of crisis.
Conversely, Bowden’s research concerned how organizations used ethos in their tweets.
The focus of this chapter, however, is how best to answer Agboka’s call to “[address]
issues of social justice in international contexts through our discursive practices” (2013,
p. 28). In this chapter, answering the call of social justice comes by examining the
communications of different agencies during the 2014 EVD epidemic.
The field of international technical communication is well-positioned to address
“questions of ideology and power” (Agboka, 2014, p. 319). In this chapter, concerns of
ideology and power form a direct line to agency24, as they determine who has the agency
to name and describe the events to which they are responding. Use of social media in
these contexts can confound issues involved in who or what is producing a given
message. Jeryaraj argues that “even if a technical document bears a human name, the
rhetorical authority the document possesses comes from the organization that produces
24

For the purposes of this study I use the following definition of agency, “Agency refers to the ability to act or perform an action. In
contemporary theory, it hinges on the question of whether individuals can freely and autonomously initiate action, or whether the
things they do are in some sense determined by the ways in which their identity has been constructed. Agency is particularly important
in postcolonial theory because it refers to the ability of postcolonial subjects to initiate action in engaging or resisting imperial power”
(Ashcroft, Griffiths, Tiffin, & Ashcroft, 2013, pp. 9–10)
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the document rather than from the people or person who wrote it” (2004, p. 20). In the
case of social media, organizations and individuals are similarly classed as users, and
when interacting with named individuals acting on behalf of organizations, the rhetorical
authority or ethos can become blurred. Jeryaraj continues, “rhetorical authority in
technical writing is based on a combination of logos and ethos. The author’s ethos is so
important for the audience that if the audience were to perceive the author’s ethos
positively, they might give the author rhetorical authority whether it is warranted or not”
(p. 35). In the next sections of this chapter, I argue that this factor is especially prevalent
in the use of social media. First is a discussion of how social media platforms embed
authority within the platform. Then I examine the affordances these platforms allow users
in constructing rhetorical authority through their individual accounts. Finally, I explicitly
outline the methods of ethos creation that are embedded in the social media platforms of
Twitter, Facebook, and Instagram by illuminating the protocols these sites have in place
for users to create their own profiles.

Survey of Social Media Platforms
Social media platforms such as Facebook, Twitter, and Instagram allow the user
the same basic frameworks for ethos creation. Among the standard affordances are a
profile picture, banner picture, short biographical sketch, and links to a personal website.
This standardization of ethos creation allows for the users of these various platforms to
create similar profiles across different social media sites. These affordances are
accompanied by certain restrictions from the platforms that become clear when the user
sets up or tries to change his or her profile. Where the social media platforms differ is the
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means by which users create and communicate ethos through their status as a verified
user. We cannot simply examine social media platforms in isolation; instead, we need to
examine how users operationalize the affordances of this genre to create an ethos that
becomes a personal brand, or a new medium for an established brand, to reach an everwidening audience.
Profile Creation
Profile creation protocols for each social media platform are specific to that site.
Facebook, Instagram, and Twitter vary as to what is allowed in the user’s profile area.
Variations include size limits on profile and banner pictures, space for biographical
information, username versus real name, and website and contact information. Currently,
Twitter is the only platform out of the three that offers the same profile set-up for all
users, the only real distinction being a verification badge. However, Facebook and
Instagram offer different profiles for public figures and businesses than they do for
private citizens. Interactions with a business on Instagram and Facebook are distinct from
those with an individual user because those pages allow the commercial user an
additional slate of tools for them to use to maximize followers (mainly customers). For
example, for these users, Instagram offers interaction with the Instagram story feature,
the tagging of stories for product sales, a “swipe up” feature to re-direct followers to the
account’s web page, and the tagging of photos for direct information about the item’s
price.
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Verification
Verification is a term used across many different fields and disciplines and varies
significantly depending upon the field or the context in which it is being deployed. In the
article “Verification and validation in computational engineering and science: basic
concepts” (2004), Babuska and Oden noted that “the broad interest in V&V in many
different scientific and technological areas has led to a diverse and often incompatible
[set] of definitions and concepts [that] pertain to different disciplines” (4057). Even
though the terms are technically synonyms, the fields of computer science and user
design deploy the terms in discrete ways. An understanding of the processes described by
these terms is essential, particularly since most social media platforms originated in
computer science and user-centered design. In 1984, Barry Boehm gave a simple
definition for both, “verification: ‘am I building the product right?’” and “validation: ‘am
I building the right product?’” (p. 75). The meanings of verify and validate as they are
used by computer scientists and/or user design specialists are thus quite different than the
meanings people outside of these fields associate with them.
Verification is a process used in many different fields to confirm that information
provided by a user is understood to mean what the user intends it to mean. For example,
an individual with academic degrees from the United States who applies for a job in
South Africa will have to submit their university transcripts to the state-run South African
Qualifications Authority (SAQA). The SAQA verifies all degrees earned in and outside
South Africa. In the United States, many institutions use the International Education
Research Foundation to verify foreign credentials. The credentialing process is used to
verify that the person earned the degree stated (did the product get built correctly?) and
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that the degree from the other country is equivalent to that they would have received from
a university in South Africa (did the correct product get built?). This meaning of verify
conflates verification and validation into a single process referred to simply as
verification.
Each social media platform constructs a unique interface that allows for a certain
degree of customization within the framework of the platform. Facebook, Twitter, and
Instagram all make distinctions between individual users, public figures, and businesses
utilizing the platforms to account for the unique needs of these different types of users.
Social media platforms have some similarities in how they differentiate between types of
users and how those types of users are allowed to interact with the platform. Each
platform utilizes a verification process for distinguishing among users of different types.
The process of user verification is different for each platform, but from the user’s
perspective, the end product of a verified user looks much the same across all three
platforms.
Facebook
Facebook as a social media platform has gone several successive generations of
design since it was first launched to the public as a basic interactive website in 2006. At
that time, Facebook was geared towards individual users making online connections with
friends and acquaintances. Over the course of the past 13 years, Facebook has grown into
a media site, albeit one that behaves unlike media outlets have traditionally been expected
to behave. The Facebook interface or platform now distinguishes between individual
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users, public figures, and businesses. Different types of Facebook “users” interact with
the site and other users in specialized ways depending on their classification.
Individual users on Facebook still send friend requests to make connections to
other users on the platform. Those just on the site for personal use can accept friend
requests from other users, chose what personal information is shared across the platform,
and hide such information from users outside their friends lists. Businesses and public
figures that set up a Facebook page connect with other users on the platform via those
users “liking” the page. Through the process of “liking,” a public figure’s or a business’s
Facebook page, the individual user is then connected to and can see information about the
business or public figure in their Facebook “news feed,” provided on individual users’
home screen on Facebook. It is through this feed that users on Facebook see what other
users have posted. The algorithm of Facebook dictates how a user’s individual news feed
is organized. It defaults to “Top Stories,” such that if users want to arrange the feed
temporally, they have to click on “News Feed” and select “Most Recent” each time they
return to the home page; as such, most users are subject to Facebook’s algorithm as to
what they see at the top of the feed.
As a platform, Facebook distinguishes between individual and professional users
and generates revenue by getting professional users of the platform to purchase
advertising to boost their content higher up an individual’s “Top Stories” feed. Its
business model relies upon separating individual and commercial users.
Facebook has blue and gray badges to distinguish between the two types of
verified professional users. The blue badge is reserved for a user who is a “public figure,
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media company, or brand” while the gray badge is for a “business or organization.”
Facebook notes that it is not possible to purchase verification for your page or profile,
and points out that while many celebrities or public figures have their pages verified, not
all do. Being a public figure or celebrity does not guarantee verification by the company,
which sets strict guidelines for verification. When a Facebook user is verified, the
platform puts a blue checkmark next to the user’s profile that is a part of the user’s name
badge on the site denoting that Facebook has verified that the user’s details on Facebook
match available public records. The Facebook verification process is one that
professional users can use to set their pages apart from other group pages.
Instagram
Instagram, as a social media platform, also allows provides account verification
badges. The guidelines for Instagram, however, are narrower than those for Facebook or
Twitter. Requirements for a verification badge on Instagram are that the account is
“authentic, unique, complete, and notable” (“Verified Badges | Instagram Help Centre,”
n.d.). Instagram, like Twitter, only has one type of verification badge. Instagram states
that verification “means Instagram has confirmed that an account is the authentic
presence of the public figure, celebrity or global brand it represents” (“How To Get
Verified On Instagram,” n.d.) and, from the way it is written, suggests the process is more
valid than protocols used by Facebook or Twitter.
Instagram was purchased by Facebook in 2012 (Shontell, 2013), but a Facebook
verification badge does not automatically confer Instagram verification. In the section
addressing this disconnect between two platforms owned by the same company,
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Instagram states “only Instagram accounts that have a high likelihood of being
impersonated have verified badges” (“How To Get Verified On Instagram,” n.d.). The
fact that Instagram saves such badges for just a few accounts, in comparison to Twitter
and Facebook, renders the Instagram verification badge more valuable and thus holds
more weight to the social media consumer.
Social media management companies like Hootsuite help their users understand
the verification process on Instagram through news articles on their blog. The process for
verification is simple but not easy. Businesses like Hootsuite sprang up to help users
streamline their social media presence and create a coherent brand across all of their
social media platforms (Aynsley & Dawley, 2018). However, it is unclear from
Instagram’s own page on the topic, or other articles, if Instagram ever verifies an account
that did not apply for verification.
Twitter
Twitter was the first social media platform to issue the verification badge to
celebrity or public figure users (McDonald, 2016). Twitter will verify an account without
the account or account administrator applying for verification and might be unique in that
respect among these three social media platforms.
Twitter’s interface was initially quite simple, like most of these social media
platforms, and it issued verification badges to let users know when they were interacting
with a “real” celebrity or public figure account (McDonald, 2016). The initial interface of
Twitter was largely text-based, and social media users could post and receive messages
via text or SMS. A free version of Twitter was available throughout Southern and Central
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Africa on the MTN mobile phone network until October 2018; this was changed because
the social media platform started including too many photos and videos on the site and
data costs became too high (Fraser, 2018). The social media platform that once made it
easy to interact with celebrities and public figures and claimed to democratize
communication has since been overtaken by commercial interests.
Twitter invented the verification badge for celebrity and public figure accounts,
but the process by which those verification badges are awarded to users remains opaque.
On Twitter’s help page there is a section entitled “About verified accounts” that states
that “the blue verified badge on Twitter lets people know that an account of public
interest is authentic [emphasis mine]” (“About verified accounts,” n.d.). Twitter
explicitly states that accounts generally determined to be of “public interest” are from
“users in music, acting, fashion, government, politics, religion, journalism, media, sports,
business, and other key interests areas.” (“About verified accounts,” n.d.). These Twitteridentified “public interest” accounts are verified by Twitter without the user having to
apply for verification.

Social Media Presences of CDC, WHO, and MSF
Social media is now seen as an essential tool during crisis events to communicate
information in and out of the crisis zone, to solicit help, and to keep the general public
informed on how the crisis is unfolding and being addressed. If we are to understand who
holds the power to communicate information during an unfolding medical disaster via
social media, it is essential to examine how these organizations build their ethos using the
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affordances offered by each platform and how these organizations exercise power
through such platforms.
Social media platforms as a tool for users and responders have been recognized by
researchers and institutionalized by organizations large and small. Here are some key
social media facts according to a Facebook generated study:
•

The top five messaging applications have 5 billion monthly active users

•

Facebook Messenger and WhatsApp have the most monthly active users

•

51% of people say that messaging has replaced other forms of communication

•

69% of U.S. respondents say that directly messaging a company makes them feel
more confident about the brand (“Why Messaging Businesses Is the New
Normal,” n.d.)

With these types of numbers, it is no surprise that governmental and non-governmental
agencies alike take to social media to communicate with the public. This section details
the social media profiles and policies of the CDC, MSF, and WHO to elucidate how these
organizations position themselves on social media to respond to crisis events. A profile of
each organization’s social media footprint is also provided to uncover how the
organizations integrate these platforms into their overall communication strategies. The
conclusion discusses how the power to name an event is directly connected to the power
conveyed by the depth of resources the organization can access to assist with the crisis.
U.S. Centers for Disease Control and Prevention
The CDC has a large social media presence spread across seven social media
platforms. On their pages, the CDC provides different tools for writers who work for and
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contract with CDC to operate on social media within the organization’s guidelines.
CDC’s social media profiles are prolific, with its single profile on Instagram
supplemented by 31 separate profiles on Facebook and 65 on Twitter. Table 2 shows
their numbers of total likes and followers according to the CDC’s published social media
metrics across all of their Facebook and Twitter profiles. The metrics break down these
likes and followers among the organization’s top ten profiles but do not provide any
deeper public-facing analysis beyond the totals.

Table 3. CDC Facebook and Twitter Follower Counts

Platform:

Facebook

Facebook en Español

Twitter

Twitter en Español

Likes/Followers:

2,149,048

101,891

3,978,610

41,873

Each social media profile on Facebook, Instagram, and Twitter conforms to
platform norms for organization or public figure accounts. The profiles contain all of the
basic information, and the CDC exploits each available opportunity to add additional
detail. All CDC profiles across all seven social media platforms possess platformdesignated verification.

117

Figure 5. CDC Twitter profile page

CDC’s Twitter profile (@CDCgov) uses the CDC lettering portion of the
organizational logo for a profile picture (Fig. 5). The banner is a collage of nature scenes,
people enjoying themselves outdoors, and scientists at work. The biographical sketch
simply states, “CDC’s official Twitter source for daily credible health & safety updates
from Centers for Disease Control & Prevention” (@CDCgov). This main account does
not utilize any unique, specialized hashtags created by the CDC, and has 1.1 million
followers.
World Health Organization (WHO)
The World Health Organization (WHO) has a broad social media presence as
well, with profiles on 11 different platforms (“WHO | Social media,” n.d.). However,
some of these platforms have since shut down (Vine), indicating that self-reporting on
their social media presence is not up to date. WHO is divided into six global regions, and
each region has a distinctive WHO social media presence of its own. Since WHO is thus
more diffuse than the CDC, it is more difficult to track all official social media accounts
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associated with the organization. On their website, their social media strategy description
states that offices housed within different countries are “developing the capacity to
sustain a social media presence as well” (“WHO | Social media,” n.d.), suggesting that, as
an organization, WHO believes that social media is an integral part of its public-facing
communication strategy.

Figure 6. WHO Twitter profile page

WHO’s main Twitter profile, @WHO, has 4.7 million followers and possesses a
Twitter verification badge (Fig. 6). The profile is populated with the WHO logo as the
profile picture and a banner picture depicting a white woman in a WHO vest holding
something that a black woman and boy in the picture are looking at with her. The black
people are presumably from an African country, as evidenced by the woman’s African
wax print top. The biographical sketch on the profile offers the WHO mission statement
“We are the #UnitedNations’ health agency. We are committed to achieve better health
for everyone, everywhere – #HealthForAll” (@WHO). The use of the two hashtags in the
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profile’s biographical sketch allows visiting users to see which hashtags are specific to
and promoted by WHO.
Médecins Sans Frontières (MSF)
MSF International operates worldwide through an affiliation system to respond to
epidemics and medical disasters. According to the MSF website, the organization
operates “in more than 70 countries” with “offices in 21 countries” and MSF
international offices in 16 other locations throughout the world (“Around the world,”
n.d.). MSF’s website offers links to seven social media platforms on which it has profiles,
but these links redirect users to the social media site home pages, not those of the MSF.
MSF does not provide any overall metrics for its social media accounts

Figure 7. MSF Twitter profile page

MSF’s main Twitter account uses a simple red and white simple of a person from
its logo as the profile picture (Fig.7). The banner depicts a mobile treatment center where
MSF workers in vests with the MSF logo on them are treating children. Nearly all of
those pictured are black, although the provenance of the image is not specified. The
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biographical sketch states, “Médecins Sans Frontières (MSF) is an international,
independent, medical humanitarian organization” (@MSF). This biographical sketch
does not contain any hashtags. However, MSF remains on brand by not specifying a
geographic location, but simply writing “(Doctors Without Borders)” (@MSF).

Discussion
This section discusses the Twitter activities of the MSF account in March and
April 2014; MSF was the first international NGO to respond to the EVD epidemic when
the Ministry of Health in Guinea declared it. The conversation between MSF and the
director of social medial for WHO provides an interesting example of the jostling for
messaging control that accompanies the occurrence of a pathogen in a particular area,
specifically as it pertains to whether or not to classify it as an epidemic. I conclude the
section and chapter with a look toward future research that could be developed out of this
project.
In March 2014, the government of Guinea confirmed the presence of EVD in the
country. On March 22, 2014, MSF sent its first tweet (Fig. 8) announcing that “33 tons of
supplies [are] on their way to #Guinea for 24 #MSF staff helping to fight #Ebola
outbreak” (@MSF).

Figure 8. MSF first tweet regarding EVD
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This tweet received 11 retweets and seven likes. Hours later, MSF sent another tweet,
“UPDATE: #MSF launches emergency response to fight #Ebola outbreak in #Guinea:”
(@MSF). The tweet contained a link to MSF’s website, where MSF provided a longer
press release regarding their actions in Guinea. Importantly, the title of the press release
was, “Ebola Epidemic Declared, MSF Launches Emergency Response” (“Guinea,”
2014a), and the body describes the actions the organization was taking to assist the
government of Guinea, support its public health system, and treat patients. At this point
in the outbreak, there were “49 suspected cases, six [confirmed] cases…and 29 people
ha[d] died” (“Guinea,” 2014a). This tweet received 12 retweets and four likes.

Figure 9. MSF launches emergency response in Guinea

The next update came on March 25, 2014 “#Ebola in #Guinea: We have 30 staff
on the ground and are sending more doctors, nurses, and sanitation specialists” (@MSF).
This tweet linked to a press release entitled “MSF reinforces teams to help control spread
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of Ebola epidemic” (“Guinea,” 2014b). The press release provides updates on MSF
efforts to “minimize dangerous contact” and “informing the community” in hopes of
decreasing the likelihood of the pathogen spreading (Fig. 9). Of note, the press release
also states that:
13 samples have tested positive for the Ebola virus…Suspected cases have been
identified in neighboring Liberia and Sierra Leone, but none of those have yet
been confirmed by laboratory tests. The latest official figures from the Guinean
Ministry of Health declare 86 suspected cases, of whom 60 have died. (“Guinea,”
2014b)
This tweet received six retweets and a single like. Then, on March 26, 2014, MSF
tweeted a link to a video explaining how the Ebola virus spreads from person to person
through direct contact and bodily fluids (“Video,” 2014).
Four days later, on March 31, 2014, MSF sent two different update tweets six
hours apart. The first stated, “#Ebola update: #MSF currently has three teams in #Guinea
to fight the epidemic: Guéchédou, Macenta, and Conakry” (@MSF). But it was the tweet
(Fig. 10) sent a few hours later that garnered significant attention, which stated “#Ebola
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in Guinea: ‘This is the most deadly strain of Ebola virus. It kills 9 out of 10 patients”
(@MSF).

Figure 10. MSF declares “most deadly strain of Ebola”

This tweet also linked to an article entitled “Mobilization Against an Unprecedented
Ebola Epidemic” (Beraas, 2014). The article updated the case count to “122 suspected
patients and 78 deaths” (Beraas, 2014). At the end of the article, the MSF epidemiologist
working in Guinea called on the “Guinean authorities and WHO help medical facilities
put in place all of the necessary hygiene measures” to help contain the spread of the virus
from patients to healthcare workers or family members (Beraas, 2014). The tweet
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received 24 retweets and four likes, and, more importantly, received a reply from
Gregory Hartl, who states in his Twitter profile that he is the head of public
relations/social media for WHO. Hartl’s first response was, “@MSF don’t exaggerate.
#Ebola can kill up to 90% of those infected, and in this particular outbreak fatality rate is
less than 67%” (@HartlGA). Hartl replies to the MSF tweet again (Fig. 11) with,
“@MSF FYI: this is not the first time we have seen #Ebola in a capital city, at a large
distance from the focus of the outbreak” (@HartlGA).

Figure 11. Hartl's response to Ebola in capital city

It was at this point that the back and forth on Twitter caught the attention of the
news media. A story appeared on Reuters with the headline, “WHO Says Guinea Ebola
Outbreak Small as MSF Slam International Response” (Samb, 2014). In the piece, the
conflict between WHO officials in Geneva and MSF responders on the ground in Guinea
is described via statements from Hartl and MSF Director General Bruno Jochum. Hartl
was quoted as stating, “Ebola already causes enough concern and we need to be very
careful about how we characterize something which is up until now an outbreak with
sporadic cases” (Samb, 2014).
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In a direct Twitter exchange, Hartl engaged in with Thomas Fessy, a journalist
with the BBC. Hartl pushes back against the label “epidemic” used by the Guinean
government and MSF to describe the spread of EVD (Fig. 12).

Figure 12. Fessy pointing out discrepancy between WHO and MSF

In the same thread, another journalist interjected that an outbreak and epidemic were
essentially the same types of event. Hartl responded that the two things were not the same
(Fig. 11), but went on to imply that since the pathogen was EVD, it almost deserved its
own category when he wrote, “an ebola event is an ebola event” (@HartlGA) (Fig. 12).
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Figure 13. Hartl “an Ebola event is an Ebola event”

The back and forth also continued between Hartl and MSF (Fig. 14), where MSF noted
that patients with EVD were in Conakry, the capital of Guinea. The concern for MSF was
the potential for EVD to spread rapidly throughout the capital city. However, Hartl is
dismissive of these concerns, in the same way that he was dismissive of other tweets sent
by MSF describing the unfolding situation in Guinea.
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Figure 14. MSF and Hartl exchange re: Ebola in Conakry

The interactions between MSF, Hartl, and other Twitter users illustrate how
agency to control the narrative was denied to the organization that was on the ground in
Guinea, despite MSF using all of the affordances Twitter provides to construct their
ethos. MSF’s profile photo contains the organization’s logo, and the banner picture shows
the organization in action at a field clinic. The short bio-sketch uses the MSF acronym,
while the location for the organization gives the English translation of “Doctors Without
Borders.” All profile components are in accordance with Twitter genre expectations.
Each tweet from MSF deployed tactics designed to communicate the urgency of
the situation on the ground in Guinea. The first tweets announced actions in response to
the first confirmed EVD cases in Guinea. In the tweet from March 22, 2014 (Fig. 8),
MSF stated that the organization was responding to an outbreak. The press release
attached to this tweet, however, called the ongoing situation an epidemic. When MSF
sent the tweet declaring an EVD epidemic in Guinea, it did so by incorporating important
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new data in the tweet. The first piece of new information was that cases of EVD were
confirmed in Conakry, the capital of Guinea (Fig. 11). The second piece of information
was that the geographical spread was “unprecedented” for this strain of EVD. It is
important to note that MSF did not declare the situation to be an epidemic on its own, but
was following the lead of the Guinean government in declaring the crisis within its
borders to be an epidemic on March 23, 2014 (Hofman & Au, 2017).
In this instance, it is not enough to overcome the bias from journalists predisposed
to value the word of WHO’s official in charge of social media over statements from MSF
operating in conjunction with the Guinean government. Hartl compares the current EVD
outbreak with past outbreaks in DRC, Uganda, and Gabon. In fact, Hartl pushes back
against MSF’s use of the term epidemic, commenting, “there has never been an #Ebola
outbreak larger than a couple hundred cases…Ebola has always remained a very
localized event” (qtd by. Hatch, 2017, p. 24). It may thus appear to outside observers that
Hartl is comparing this EVD outbreak to previous ones and understands the rhetorical
context. Thiong’o would argue, however, that Hartl did not truly understand the
phenomenon he was speaking about because did not account for its unique context. Hartl
was drawing experience from previous outbreaks and may have thought he understood
how EVD was connected across these spaces. In reality, he was attempting to impose an
understanding of the virus while divorcing it from the current historical, political, and
environmental contexts that set it apart from previous outbreaks (Thiong’o, 2005).
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Conclusion
This example illustrates how epidemics are rhetorically constructed and how
institutions from the GN exert their power to silence voices from the GS. In Chapter 3,
examples of the different meanings of and ways in which professionals understand the
terms outbreak and epidemic were discussed. Several of the definitions provided therein
suggested the two words were synonyms. However, Hartl treats the tweets from MSF as a
misuse of the terms, indicating he perceived a significant rhetorical difference between
them. The tweet from MSF (Fig. 9) did not call for WHO to declare a PHEIC, but merely
coupled its use of epidemic with EVD statistics “killing 9 out of 10 patients” (@MSF, 31
March 2014). The use of epidemic by MSF in this tweet could be perceived as a
rhetorical device meant to reflect alarm that this EVD strain appeared to have a mortality
rate of 90%.
Noticeably absent from this conversation was the Guinean government, who did
not send out an official tweet along with its press release announcing the EVD epidemic
within its borders. The Twitter fight between Hartl and MSF lacked input from local
voices. In this case, MSF was the sole proxy for the locals because the organization was
operating from within Guinea and in concert with the Guinean government. It should be
pointed out that MSF prefers to hire local people to fill out the staff at many levels within
its clinics. However, if this conversation were to be fully decolonized, MSF would have
to have found a way to more directly incorporate local voices into its tweets.
While this example may seem minor, it provides a crucial access point for
understanding how rhetoric is used to construct an epidemic. Indeed, if an event is not
labeled an epidemic, then the most basic rhetorical construction of the event has failed to
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take place. The Guinean government (and by proxy MSF) not being permitted to label an
event taking place within its borders exemplifies the post-colonial, residual lack of power
in the GS. This example foregrounds how institutions within the GN still use their power
to silence voices in the GS, thereby limiting GS self-determination at the most basic and
critical levels. The conversation also illustrates how these institutions mimic and reify the
historical colonial power structures that continue permeate much of the GS.

Possible Future Studies
Twitter and other social media platforms have empowerment appeal via the equal
granting of access to all users on the platforms. That is, anyone can create an account and
start broadcasting on the platform. The equalizing effect of social media is constrained,
however, by variable access to technology, different local social media literacies, and
unreliable internet access. Moreover, broader power constraints remain in place that
determine whose opinion is valid and who controls the narrative in a given context. The
fight over control of the narrative in this case study is but a small example of the sizeable
impact such control confers.
This case study also suggests that the original power structures imposed by the
GN remain almost immovable. MSF was on the ground, responding to an unfolding
medical crisis in real time, in concert with the Guinean government. However, control of
the narrative was asserted by the GN power structure via someone located thousands of
miles away in Geneva. The power struggle and loss demonstrated in a Twitter exchange
that spilled over into the traditional media landscape framed the narrative for months, as
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WHO obstinately continued to insist the EVD outbreak was neither an epidemic nor a
public health emergency.
It is my hope that this study will provide a foundation for future research in this
area. A closer examination of the added legitimacy an international audience affords
information depending on who publishes or circulates it on social media would be an
important first step. The claim from social media platforms that they are simply mediums
and not publishers also deserves increased scrutiny, specifically regarding the extent to
which the platform conforms to genre conventions and imbues messaging power. Second,
Jayaraj’s (2004) work should be followed up with an examination of the power of a
famous person to weigh in on a topic where they hold no expertise, and how that power
impacts social media discourse.
Social media platforms as a means of communication should be a major concern
for the field of international technical communication, particularly how these tools are
implemented by users to upend or speak back to power. Considering the example in this
chapter, we also need to question and examine the ways in which existing power
structures are reinforced through these platforms. Further work needs to be done to
uncover the voices absent from these spaces, and to account for populations lacking
access to these platforms.
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CHAPTER SIX: FRAMING AN EPIDEMIC: BUSHMEAT WARNINGS DURING
THE 2014 EBOLA EPIDEMIC

Gnatola ma no kpon sia, eyenabe adelan to kpo mi sena. (Ewe-mina)
Until the lion has his own storyteller, the hunter will always
have the best part of the story. (English)

Introduction
In June 2014, Kaj Larsen, a reporter from Vice News, traveled to Monrovia, the
capital city of Liberia, to record a piece called “Monkey Meat and the Ebola Outbreak in
Liberia” (2014). Larsen investigated the Ebola outbreak alongside the traditional
practices of eating forest-dwelling animals or “bushmeat.” The piece interviewed several
people while they were eating monkey, bat, and antelope meat. Larsen went to one of the
markets where he could easily buy bushmeat. He specifically asked around until he found
a woman who was selling monkey meat. He purchased a wheel barrel worth of meat and
then took it outside of the market. The next scene showed him talking to two men about
how to prepare and eat the meat he had just obtained. The men told him that they were
hungry enough to actually eat the dried meat as it was, without rehydrating it first. Larsen
gave the men some monkey meat, and they pulled it apart to share it. As they pulled it
apart, Larsen jumped away from the men proclaiming, “Can you not splatter the monkey
all over me please?” (11:03). The men continued to divide the dried meat into two pieces,
and as the men were finally able to get the meat apart, Larsen exclaimed, “Oh my God!
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I’m getting fucking pegged with Ebola monkey right now!” (11:06). Larsen continues to
express disgust and revulsion as the men continued to eat.
Larsen’s interaction with these men was typical of his interactions with Liberians
he interviewed throughout the piece. Even though Larsen was on the ground in Liberia,
he subjected the Liberians to his “colonial gaze” (Chapter 2), changing their normal
eating practices into an objectified spectacle. This type of framing was not unique to
Larsen’s piece, but rather dominated reporting throughout the 2014 EVD epidemic. In
this chapter, I examine how the bushmeat warnings contributed to the rhetorical
construction of the 2014 EVD epidemic in West Africa, and to what extent the colonial
gaze contributed to the narrative surrounding EVD transmission risk.
This case study focuses on the power dynamics involved in shaping the narrative
of the medical disaster, and in what ways this narrative contributed to the rhetorical
construction of the epidemic. The overarching research questions addressed in this
chapter ask to what extent the media frames epidemics differently for local, international,
or global audiences, and how is the media involved in mediating between public health
officials and their audience?
Answers will be built upon post-colonial and decolonial research theories, as the
histories and cultures spawned by colonialism continue to impact multiple facets of life in
previously colonized countries. Then, literature on medical rhetorics in narrative
medicine and medical anthropology will be discussed with regards to how diseases are
described and how the metaphors surrounding specific diseases form a knowledge base
and memory of that disease. This chapter adds a new layer to where international
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technical communication intersects with medical rhetorics by viewing them through the
lens of decolonial practices.
Individuals not acting as direct agents of foreign governments to claim territory or
land for an empire can sustain the colonizer power dynamic by telling the story from a
colonizer’s perspective. This chapter builds upon existing decolonial and international
technical communication theories by exploring the power relationships among actors
responding to medical disasters. A story framed with the colonizer’s worldview is
encoded by their histories and belief systems, excising the story from its local perspective
(Adichie, 2009). This chapter addresses how the bushmeat ban as framed by local,
multinational, and global publications allowed colonial narratives to reemerge during the
2014 EVD epidemic in West Africa.
Circulating EVD risk factors, specifically, warnings against consuming bushmeat
recapitulated the colonial narrative in West Africa and provide a compelling case study
for understanding how power and narrative intersect. International media coverage about
bushmeat warnings was in stark contrast to local media coverage, and this disconnect is
the foundation for a more in-depth examination of the power structures at work during
large-scale international disasters. In this case, the international media came into the West
African countries where the epidemic occurred and reported on the practice of hunting
and consuming bushmeat with little or no local context. The reporting of warnings
against the consumption of bushmeat illustrates how the reported narrative of a disease
changes the context in which the epidemic unfolds.
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Colonized positioning: (re-)writing the empire
Decolonial theory is rooted in literary studies and is a response to the construction
of colonialism through historical texts. As I argued in Chapter 2, an integral part of the
colonial project involves the way colonialism was constructed through writing. Shifts in
technology have led many to hypothesize that more people will thereby be empowered to
tell their stories.
However, as the case study in Chapter 4 revealed, even when technology
theoretically provides a platform for local populations to tell stories in their own words,
institutionalized power dynamics allow former colonial powers to supersede the local
narrative. The Guinean government and MSF operating in Guinea both declared the
country to be in the beginning stages of an Ebola epidemic, but Gregory Hartl, the
spokesman for WHO, based in Geneva, dismissed the local narrative in terms meant to
reinforce the superiority of WHO, claiming that local tweets were “exaggerated” and
“overblown” rather than merely incorrect. Technology provides local people with the
opportunity to tell their own story, but when their narrative is dismissed, it indicates that
the problem is more complicated than access to technology.
Post-colonial and decolonial theories interrogate the culture created through the
process of colonization and to what extent colonization changed or usurped local
cultures. In Decolonizing the Mind, Ngugi wa Thiong'o argues, “a writer’s handling of
reality is affected by his basic philosophic outlook on nature and society. A writer’s
handling of the material can also be affected by his material base in society, that is, his
class position and standpoint” (2005, p. 78). The author then draws on his or her personal
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history and culture through this positionality that then supersede the literal context from
which the author is writing. This positioning by authors remains unchanged and invisible
to those in positions of power unless the writer chooses to interrogate how their specific
worldview was created. An understanding of this colonial positionality helps reveal how
journalists shaped their stories.
In Post-Colonial Studies, Ashcroft, Griffith, and Tiffin argue “language becomes
the medium through which a hierarchical structure of power is perpetuated, and the
medium through which conceptions of ‘truth,’ ‘order,’ and ‘reality’ become established”
(2013, p. 7). An author’s word choice in a particular context exposes how the author
views his reality and how he believes his audience views theirs. The decision to focus on
monkey meat specifically as opposed to bushmeat more broadly in the Vice news piece
reveals how the reporter views West Africa and what he thought would appeal to his
[global North] audience. Even though the term “bushmeat” refers to forest dwelling
animals or non-traditional game meat, the Vice reporter makes a rhetorical choice to
focus on the consumption of monkey meat and the less than subtle cannibalistic
implications thereof throughout the twenty-minute piece, harkening back to the days
when Africa was written about as “the Dark Continent”25 (Jarosz, 1992).
In previously colonized spaces, people are still required to prove their humanity
using the stacked deck that insists on juxtaposition with the colonizer. In Decolonizing
methodologies (2012), “there is a deep understanding of what it has meant to not be
considered fully human, to be savage” (p. 28). This framing of indigenous people and
25

Henry Stanley wrote three seminal books about Africa during the time of “high imperialism.” His travelogue Through the Dark
Continent (1878) both coined this term and helped to lay the foundation for colonial knowledge about the African continent more
broadly.
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their traditions as savage undergirds the narrative of blame, wherein savage traditions
brought on a savage disease in a savage population.
Colonial powers separated people from their language as a means of control.
When a people are believed to be savage, as Thiong’o argues (2005), their language and
stories are not seen as literature. In Black skin, white masks (1967), Fanon argues, “there
is an extraordinary power in the possession of a language” (p. 2). A local, highly literate
population is thereby discounted, and their language, literature, and ultimately, their
means of cultural reproduction, are deemed invalid. The Western colonizer did not
recognize even highly literate societies like those flourishing in India, China, and Japan
as cultures with “legitimate” knowledge (Smith, 2012, p. 33). Smith further argues that
“what makes ideas ‘real’ is the system of knowledge, the formations of culture, and the
relations of power in which these concepts are located” (p. 50). The colonizer does not
try to understand the context of indigenous knowledge creation but plucks artifacts out of
the indigenous system of knowledge to put on display as indications of indigenous
inferiority (Cushman, 2013; Haas, 2007). Once the colonizers delegitimized the culture,
they were able to dismiss claims to legitimate knowledge and knowledge creation by the
indigenous people.
Researchers in technical and professional communication who are interested in
studying communication or events occurring in previously colonized spaces need to be
cognizant of how the medical community helped create the colonial framework.
Specifically, Smith writes, “the ways in which scientific research is implicated in the
word excesses of colonialism remains a powerful remembered history for many of the
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world’s colonized peoples. It is a history that still offends the deepest sense of our
humanity” (2012; p. 1). One example of this was how the colonialists created “scientific”
classification systems to evaluate the [reduced] mental capacity of local populations.
In the next section, I examine scholarship from medical rhetorics that informs
how language is used during an epidemic. As new pathogens emerge, the medical
community creates a new knowledge or set of knowledges around the emergent disease
using metaphor and previously constructed frameworks. This knowledge creation
includes narrative and metaphor building on existing frameworks in the medical
community and the public to inform new knowledge of a new pathogen. Also discussed
are the views researchers who investigate points of tension between the GN and GS,
specifically, regarding medical intervention and the subsuming of local knowledge that
leads to mistrust and circulation of false information, conspiracy theories, and rumors.

Medical Rhetorics
Medical rhetorics inject useful scholarship into the intersection between
international technical communication and medicalized spaces, and incorporates theories
from other disciplines, like medical anthropology and narrative medicine, to explore
spaces of persuasion in the medical community. This section reviews medical rhetoric,
narrative medicine, and medical anthropology texts that address the issues of colonialism
and medicine in addition to the power dynamics of the GN/GS divide. The research
discussed in this dissertation draws heavily from linguistic and rhetorical-cultural study
on how medicine is constructed.
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Medicalized spaces offer a unique platform for study because, as Judy Segal
argues in Health and the Rhetoric of Medicine, “persuasion is a central element of any
medical situation” (2008, p. 1). In the case of emergent diseases, these points, or nodes,
of persuasion are essential because the new information being transmitted to the public
could require the public to change behaviors that were perfectly acceptable up to this
point, depending on the risk factors associated with the new pathogen. For example,
public health officials and doctors encouraged people to switch from handshaking to fist
bumping because it spreads markedly fewer germs between participants (Mela &
Whitworth, 2014). This simple behavioral change can limit the transmission of germs
from one person to the next.
Kathryn Hunter argues further, in Doctors’ stories (1991), “in medicine, the case
is the basic unit of thought and discourse for clinical knowledge, however scientific it
may be, [and] is [thus] narratively organized and communicated” (p. 51). The narrative of
the patient, doctor, or public health officials is inherently persuasive. Each narrative
constructs an argument, whether the patient is persuading the doctor of his illness, the
doctor is steering the patient towards a particular treatment, or public health officials are
setting the tone of a current health problem. Hunter underscores this point by adding,
“among the disciplines of human knowledge, medicine [is] characterized by its
dependence upon narrative” (p.72). The narrative presented by the patient and heard by
the doctor will become a part of the doctor’s knowledge base that she builds throughout
her career.
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Foucault’s work underpins much of the writings in medical rhetoric and some of
technical communication. Foucault argues, “the specific disease is always more or less
repeated, [but] the epidemic is never quite repeated” (p. 24). Epidemics differ from
diseases because of their unique contexts. “An epidemic has a sort of historical
individuality, hence the need to employ a complex method of observation…being a
collective phenomenon; it requires a multiple gaze; a unique process, it must be described
in terms of its special, accidental, unexpected qualities” (Foucault, p. 25). This connects
directly to Ding (2014a), Treichler (1999), and Hausman (2011) who each examine the
social and political factors that shape epidemics in their works. The same social and
political forces that change and shape a disease event also exert their influence over the
medical field as a whole.
Doctors’ actions cannot be divorced from the colonial and political contexts in
which they treat patients (Chapter 2). Foucault argues that “the first task of the doctor is
therefore political: the struggle against disease must begin with a war against bad
government” (p. 33). Foucault’s call for an activist doctor who takes issue with the state
is evident in our conceptions of public health workers, who are of the government but
fight against the economic forces keeping people in unsafe living conditions. The
political role of doctors and nurses becomes complicated when they operate in a colonial
context. Within this context, the type of activism doctors and nurses engage in is usually
on behalf of the colonial power, rather than the indigenous population.
The tension that exists between the public’s expectations of a medical system to
treat a disease and a patient’s expectations of his doctor to treat him are evident
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throughout The birth of the clinic. In this work, this tension is expressed through
literature on HIV/AIDS. Public health officials struggled with how to communicate risk
during the HIV/AIDS epidemic, and the repercussions of their uncertainty reverberated in
many individual lives (Hausman, 2011; Scott, 2003; Treichler, 1999). In the article,
“Access, oppression, and social (in)justice in epidemic control” (2016), Ding, Li, and
Haigler argue that “[s]ocial injustice is at work in both structural and personal terms and
epidemics amplify and exacerbate those differences with life and death stakes” (p. 23).
Ding examines the social injustice ramifications of disease throughout her book, Rhetoric
of a Global Epidemic (2014a). Ding calls for each country to build an authentic disease
response paradigm while learning from other countries’ successes and failures (Ding, p.
249), in hopes that future epidemics will stir up fewer rumors and less fear because the
participating governments and health experts will be able to communicate in a transparent
fashion via authentic knowledge creation. Less fear for the government to counteract
would then be followed, theoretically, by less scapegoating of marginalized groups when
the next epidemic emerges.
Persuasive rhetoric in a medical context may seem like an intrinsic part of the
medical process. One of the goals of medical rhetoric to make implied meanings explicit,
because those meanings must be made visible and explicitly stated before an alternative
path can be recommended by an international technical communicator operating in a
crisis. This section explores how rhetorical tropes surrounding epidemic and diagnosis
are deployed and, in some cases, weaponized by fear during a medical crisis.
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The emergence of a new disease requires descriptive language for people to be
able to understand the way the disease operates. Narrative and metaphor offer
communicators at all levels a potent tool with which to communicate information to their
audiences (Baake & Bernhardt, 2003, p. 3). Susan Sontag explores the use of metaphor to
describe cancer, tuberculosis, and HIV/AIDS in Illness as a metaphor and AIDS and its
metaphors (2001). Throughout the book, Sontag argues that certain diseases are
entrapped by metaphor (p. 5), and that, historically, as new diseases emerge, a
metaphorical language emerges with them. The metaphorical language that is attached to
a disease becomes as much a part of the disease as the symptoms themselves. Sontag
unpacks the metaphors used for tuberculosis and cancer in the first portion of the book.
She compares and contrasts the metaphorical language used to describe these diseases.
Tuberculosis came to symbolize the 19th century and the frailness of women (and fragile
men, such as artists) in stark relief against the robustness of male capitalism and robber
baron images that permeated the business and politics of the time. Conversely, cancer is
referred to as a disease that invades the body. Sontag argues that “most people with
cancer feel demoralized [upon] learning what disease they have” and that cancer should
be “de-mythicize[d]” (p. 7) to benefit the patient. Diseases emerge, but the metaphors
that accompany them are recycled, impacting perceptions of both the current and
previous diseases. Sontag contends that as a new disease emerges, the last great menace
becomes “just an illness” (p. 181).
This discussion on the AIDS epidemic links Sontag to Scott’s work in Risky
rhetoric (2003) and Ding’s work in Rhetoric of a Global Epidemic (2014). Sontag
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explores the language of risk and risk groups wherein AIDS became the disease of
homosexual men and Africans via the media narrative. She argues that “‘risk group’—
that neutral-sounding, bureaucratic category…revives the archaic idea of a tainted
community that illness has judged” (p. 134). Sontag acknowledges the connection
between an epidemic invading a body and a population at the same time. Both Sontag
and Ding recognize how “epidemic diseases usually elicit a call to ban the entry of
foreigners, immigrants. And xenophobic propaganda has always depicted immigrants as
bearers of disease” (Sontag, p. 150). As Ding traces the rhetoric of SARS, she also traces
the strains of racism, “widespread use of hate speech, vicious rumors, and racial
discrimination against Chinatowns and Asian communities” (p. 254).
Treichler’s work in How to have theory in an epidemic (1999), connects directly
to Sontag’s argument for how diseases become metaphors and how those diseases are
inextricably linked to the metaphorical language and images used to describe them.
Treichler interrogates how preconceived ideas by the media shaped the story of
HIV/AIDS in Africa for the rest of the world, commenting that “third world epidemics
are seen to be simple material disasters” (p. 7). Given this narrative, it is easy to
understand how images generated by non-African sources show sick and dying African
patients without recognizable [to the West] medical care such as a doctor, equipment, or
hospital. However, sources that originate within Africa show scientists and technology
employed to fight the disease. The emblematic, internationalized version of an[y]
epidemic is virtually always decontextualized for Western audiences and presented as a
monolith of helpless victims who die with little to no care. Other colonial narratives also
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came into play as Western aid groups and media covered the epidemic in Africa, with the
media lumping together “Africa and other ‘exotic’ cultures” (p. 207).
In 2011, Khatija Khan explored the photographic representation of HIV/AIDS
patients in South Africa in the article “Bogus Representation” and concluded, “the visual
language of photography, and how [it] is used as a rhetorical device in the context of
South Africa, has been manipulated to give the impression that HIV/AIDS is a disease of
black Africans in general, and black African women in particular” (p. 39). Khan’s
examination of the representation in South Africa of those with HIV/AIDS complicates
Treichler’s work because the images discussed therein are African ones created by
Africans for an African audience. This apparent colonial artifact illustrates the
subversive, complex histories of the African continent. South Africa became independent
from England in 1910 but continued to be ruled by a white majority that enacted an
apartheid system of government until the majority demanded democracy in 1994. In
many ways, South Africa is similar to the United States as an example of an internal
colonial project.
The type of coverage noted by Treichler and Khan was also part of the narrative
during the Ebola epidemic, and the examples provided by Treichler and Khan are
examples of the colonial gaze (Chapter 2). Stories about people refusing to give up eating
monkey meat despite WHO warnings against the practice (“Monkey Meat and the Ebola
Outbreak in Liberia,” 2014) mounted. Treichler states “a crisis serves as a point of
articulation for multiple voices and interests” (p. 124) and [technical] communicators
must understand the voices out of the global South (GS) are no different during a crisis.
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The narrative during the Ebola epidemic could have been more inclusive and better
articulated the needs of the West African people. However, much of the coverage was
filtered through the colonial gaze, showing people in Ebola Treatment Units (ETUs),
makeshift medical facilities that were erected throughout the rural areas of Liberia,
Guinea, and Sierra Leone. Other images highlighted people left to die in the streets
outside the JFK Hospital in Monrovia. These visuals reinforced long-held beliefs about
medical disasters in Africa being “simple material disasters” (Treichler, 1999, p. 7).
Rumors can be powerful in rhetorically constructing an epidemic. Ding points out
how rumors do a disservice to the overall care public health workers are able to provide
during an epidemic. This is a recurring theme throughout the literature on epidemics. In
“The communication aspects of the Ebola virus disease outbreak in Western Africa”
(2015), Allgaier and Svalastog examine how multiple “viruses” breakout alongside one
another during an epidemic; in addition to the pathogen, misinformation and rumor infect
various societal systems such as social media. Allgaiger and Svalastog argue that these
viruses of misinformation and rumor must be treated alongside the pathogen affecting the
population. Treichler would argue that conspiracy theories also cannot be discounted
because they “help us understand what is important to people and offer lessons about
why, at some level, all meanings matter” (p. 322). Rumors and misinformation are
dangerous in any situation, but in a high-risk situation like a fast-moving epidemic, they
are especially, sometimes tragically, so. Misinformation can be harmful to the at-risk
population as well as journalists and health workers, some of whom were killed in a small

146

rural village because the locals feared that the outsiders were going to cause harm to the
village.
There are ways to combat the virility of misinformation via social media or mass
SMS messages, at least in some areas (Chang, 2016). In Liberia, the health minister held
“Ebola Hour” on YouTube while others produced videos showing how to modify one’s
personal hygiene habits in response to the epidemic; Médecins Sans Frontières (MSF)
brought anthropologists to help them negotiate local beliefs and understandings, and in
particular, help MSF understand why local people were afraid of HCWs (Vetter et al.,
2016). These efforts helped those fighting the Ebola epidemic to counter the
accompanying epidemic of fear and misinformation. The debunking of misinformation
and rumors enabled the doctors and aid workers to treat local patients more efficiently.
While the main focus should always be on combatting the disease, misinformation and
rumors are symptoms of an epidemic that, once addressed, make communicating about
the disease a more effective component of the healthcare strategy.
Rumors and conspiracy theories offer insights into the local populations’
rhetorical frameworks. One theory proposed by international technical communication
calls for understanding how local rhetorical appeals work in any given area before
attempting an argument for change in that population. Following this logic, rumors and
conspiracy theories could provide useful information and context to communicators
developing messages, allowing insight into the local framework that begets decisionmaking by that population (Thatcher, 2012).
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Decolonizing the Term Bushmeat
In this section, I analyze the term bushmeat. The Google Ngram viewer was
searched for the following terms: bushmeat, bushmeat hunting, game meat, and game
hunting to explore their context over the past 150 years (Neaves, Wachhaus, & Royer,
2017). This miniature study was precipitated by responses from two different conferences
where I presented preliminary data from this case study, wherein statements from the
audiences informed me the speakers had grown up eating and enjoying bushmeat. This
audience feedback demonstrated that the term exhibited a more diverse array of
connotations than the meanings implied by the media in the context of the 2014 EVD
epidemic. A miniature study on the term itself was then conducted as a way to decolonize
the word. The history and uses of the term bushmeat are examined, followed by an
exploration of the origination of the term “game meat” how hunting was a central part of
the colonial masculine narrative both in Africa and in the United States. Colonial
governments codified game meat and later determined who could and could not hunt
certain types of animals in the colonized spaces.
Bushmeat
The term “bush meat” or bushmeat describes non-traditional game animals hunted
for food across Africa and Asia. The definition of game meat informs that of bushmeat,
which tends to be defined by what it is not rather than what it is. Each time a story is
reported about a bushmeat ban or local populations eating bushmeat, the narratives
therein encode meanings first established during colonialism. The term itself thus needs
to be decolonized, because as long as it remains in circulation, it calls to mind images
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from the colonial past, images that still define current narratives stemming from colonial
occupation of the African continent.
A search of both “bush meat” and “bushmeat” using Google Ngram viewer shows
the terms first appearing separately and quite far apart. The first occurrences of bush meat
as two words start appearing in texts from the late 1800s, but the single word bushmeat
did not appear until the 1920s. Both terms saw a huge spike in use in the 1980s through
the 2000s. However, for the purposes of this chapter, a linguistic discussion as to the
separate terms will be set aside due to the current flexibility across texts regarding the
spelling thereof as bushmeat, bush meat, and bush-meat, all of which evoke the same
emotional response. Usages of the term are detailed below in chronological order.
Texts from 1870 to 1918 are referred to as “writing the empire.” This period of
colonialism that “formally distinguished the period of high imperialism was, in particular,
a more officially expansionist, assertive, and self-conscious approach to empire than had
been expressed before” (Boehmer, 2009, p. i). The British Empire was “ taking over more
territory, and formalizing spheres of influence” while feeling pressure from other
European countries who were formalizing their own imperial relationships between home
country and colonized spaces (Boehmer, 2009, p. i). Then, at the Berlin Conference of
1884-1885, the European countries with colonial claims to African lands met to create
formalized boundaries across the continent (Shepperson, 1985)26.
The earliest example of usage of the term “bush meat,” shows how the term was
used as part of the rhetorical construction of the colonial empire and is found in the
26

The Berlin Conference was part of the ‘Scramble for Africa’ was “the artificial drawing of African political boundaries among
European powers in the end of the 19th century” (Shepperson, 1985)26.

149

Hausa Reading Book: With the Rudiments of Grammar and Vocabularies, and Traveler’s
Vade Mecum (Schon, 1877). Hausa is a language spoken in West Africa, more
specifically, Northern Nigeria and Chad. Published by Church Mission House, it is firmly
rooted in the first wave of writings about Africa and other colonized lands, where the
indigenous people being encountered were placed in opposition to the colonizer’s home
country (Ashcroft et al., 2002, p. 77). This first wave of writings about colonized people
and their lands establish European ways of knowing about the newly colonized
territories.
Since the Hausa Reading Book is meant to be a language and vocabulary text,
occurrences of the word bushmeat are associated with definitions of terms. There are
three different vocabulary words in the book defined in English as “bush-meat” and “wild
animals” (p.31), “creature in the forest” (p. 36), and “venison” (p.88). These definitions
at the time were benign, having been in use for over 140 years. Other uses of bushmeat in
this timeframe were few and were in reference to a bushmeat market.
During the mid-20th century, the term bushmeat appears in texts ranging from
government reports on conservation to studies about wildlife management. One report
acknowledges that “bushmeat is much cheaper to reproduce than livestock because it
does not require any other investment…livestock necessitates permanent caretaking”
(Curry-Lindahl, 1969, p. 13). A report on the environment originating from Ghana notes
that “there is still in official circles the misconception that bushmeat is ‘poor man’s
food”’ (Science & Architecture, 1978, p. 21) as opposed to a source of supplemental
protein when livestock is not available. Other uses of the term argued for the
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consumption of bushmeat as a way to combat hunger across the continent (Information,
1978) (Food et al., 1976). Another source suggested that the protein content of bushmeat
was higher than that of cattle (Journal of the Washington Academy of Sciences, 1975).
The articles from this time period present bushmeat as a sensible alternative form of
protein for people to utilize as necessary.
Texts in and after the 1980s make the rhetorical transition from local populations
making the best use of their resources to conservation efforts and disease. This transition
is defined by two themes (Fig. 15), conservation and environmental resource
management concerns around the bushmeat trade, and bushmeat and its connection to
emergent infectious and zoonotic diseases (Wolfe, Daszak, Kilpatrick, & Burke, 2005)27.
These two themes intertwine issues concerning bushmeat and the bushmeat trade with
global ones of environmentalism and public health.

Figure 15. Google Ngram results for “game hunting,” “bushmeat,” “bushmeat hunting,” and “game meat”

27

By the mid-2000s, zoonotic diseases had emerged: the world was approaching 20 years of the HIV/AIDS epidemic and had seen
an epidemic of severe acute respiratory syndrome (SARS).
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Game Meat
Colonial terms and language, as stated in the previous section, were defined
through difference. The writers during “high Imperialism” defined the colonialized in
juxtaposition to the colonizer, the African by how it differed from the European. Game
meat is likewise distinguished from bushmeat by exclusion. Game meat is commonly
defined as wild animals that are “legally” hunted and killed in game reserves, safaris, and
other regulated means.
Animals that constitute game meat include wild boar, fowl such as duck, goose, or
partridge, deer, and antelope, among others. Hunting of these animals is regulated in the
United States and throughout the continent of Africa. When searching for “game meat” in
the Google Ngram viewer, sources from the 19th century are dominated by books about
big game hunting on both continents. High Imperialism was a global phenomenon, with
the United States continuing its internal colonial project during this period with westward
expansion and settlement. A search for game hunting in the United States and Africa in
the early 19th century returned the following titles:
•

The Wilderness Hunter: An Account of Big Game of the United States28 (1893)

•

Big Game Hunting for Boys: North America and Asia (1907)

•

Big Game Hunting in North-Eastern Rhodesia (1911)

•

Hunting the Elephant in Africa (1913)

These texts established the terrain of the African continent and American west through
the eyes of the hunter shooting animals in these regions for sport.

28

This book and at least three others in this search were written by Theodore Roosevelt
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The preface to Big Game Hunting for Boys (Hyde, 1907) is an illustration of how
texts built the empire through the writings and experiences of those who traversed the
empire, texts engineered for those back home to consume and incorporate into their
national identity:
Big game hunting has a fascination for boys of all ages. There is something more
to the sport than the mere running down and slaying of a rare animal. Every
hunter knows that in following the world’s most powerful creatures, whether in
the Rocky Mountains, or in the swamps of Central Africa, or on the Veldt of the
Transvaal, or in the Highlands of Tibet, he must have more than ordinary human
pluck and endurance, for he can never tell at what moment he may have to face
death in a rockslide, or be lost in a whirling snowstorm or even run the risk of
dying for lack of water in some sandy waste.
Every boy who follows big game becomes at once a man—and something more
than a man—for besides learning the ways of the mighty beasts, he finds the love
of the forests, jungles, and rocks growing in his heart. Once he has felt the spirit
of the silent places encompassing him, he will be changed. Never thereafter will
he quite forget the mystery-voice of the mountains and the memories of the
majestic solitudes will abide with him forever. (pp. i-ii)
This passage sets up the colonial and westward expanding male as a quasi-mythical
subject who achieves instant masculinity through the act of game hunting. Game hunting
became an extension of colonialism where the colonial man acquired a “masculine selfidentity over the local society and some fellow countrymen” (Hussain, 2010).
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However, the missing characters from these masculine hunting narratives result in
an incomplete picture of the time period. In actuality, few, if any, hunting parties were
made up of a solitary man, due to the very dangers described by Hyde above; hunting for
days on end was too dangerous for an individual. Guns at the time were more difficult to
load and operate than today’s streamlined hunting rifles. Furthermore, the colonial hunter
inevitably brought his “colonial and aristocratic privileges” along for his African
adventure (Hardijzer, 2018). Some of these privileges included bringing servants, hiring
local guides and trackers to assist with finding the game animals and securing pack
animals to assist with carrying all of the creature comforts these men of privilege were
accustomed to having at their disposal.
Hunting was another area where the colonialists sought to set themselves apart
from the locals. Indigenous people in the American West, across the continent of Africa,
and throughout Asia were hunters for sustenance, and hunting was incorporated into
many of their cultural practices. The colonial hunter differentiated himself from the local
hunter by establishing rules for hunting and turning the activity into a sport. British
colonial rulers in India set out to create a separate hunting culture from the indigenous
people, thereby creating another colonial bureaucracy to encircle the colonial hunter and
exclude the indigenous hunter. These rules were created out of the liberal philosophical
ideas of equality, justice, and fairness established during the Enlightenment (Hussain
2010, Mehta 1999, Metcalf 1997). Hussain argues that the rules for the Colonial “fair
hunting” practices were devised to create sport and perpetuate the “romantic sensibilities”
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(p. 113) associated with the act of hunting. The lofty goal of these rules was to create
equity between the colonial hunter and the animal being hunted.
Fair hunting rules addressed three elements: size of the animal, legal pursuit of
animal, and when and how many animals could be killed. “The biggest trophy of the
rarest species” (p. 115) was the most sought after, as it reflected the difficulty of the hunt;
these animals were most often found in high altitudes or other difficult terrains. The
second rule for “fair hunting practice was the prohibition against driving game to shoot”
(p. 117) which had the added advantage of separating the colonial hunter from the local
indigenous population and the lower classes back in England. The final rule dictated the
timing and number of kills a hunter could pull down in a single hunting season. This new
paradigm created a “moral ecology” (p.114) for the colonialist to operate within that
helped cement the separation between himself and local “savages.”
Additionally, during this time period, “it is not only a matter of the relationship
between humans and the wild-life, but also the different stances taken for example by
local populations who largely hunted for food in a sustainable fashion versus the upperclass Europeans who hunted mainly for the adventure and commercial reasons”
(Hardijzer, 2018). There are accounts of some colonial hunters accumulating massive
numbers of game animals, including “one hunter that killed 200 elephants within a 9month period resulting in a total ivory haul of five tons” (Hardijzer, 2018)29. It was only
after excesses like this, where populations of animals were hunted to the brink of
extension, that the local colonial government put hunting licenses in place, creating a
29

The internal American colonial project purposefully sought to hunt the American bison to cut off the food supply for the
indigenous people of the Great Plains (Phippen, 2016; Waltman, 1971).
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layer of protection for the animals, bureaucracy for the hunter, and effectively eliminating
the local hunter from the noble sport of game hunting (as framed by the colonialist).
It is difficult to overstate the importance of the image of the colonial hunter as
conqueror of the beasts of the land and the impact this image had on the empire building
apparatuses of the European colonies across the world and the westward expansion in the
United States. Technology played a large role in the colonial game hunter’s exploits, as
the hunting rifles they set them apart from local hunters. Also, photography, an emerging
technology, was an essential part of documenting these hunting trips, and colonial hunters
took great pains to authenticate their trophies (Hardijzer, 2018). The role of the colonial
hunter, immortalized in these photos and the writings that accompanied them, cemented
the mythology that these lands were not only conquered but there for the taking by the
empire.

Research Methods
Archival research was used in this case study to understand how local,
international, and global media handled warnings about bushmeat. Artifacts of this study
demonstrate how the warning was represented to different audiences, and the archive was
a corpus of newspaper articles from March through July of 2014, the time period from
when EVD was first confirmed in West Africa up through when the WHO belatedly
declared it an epidemic.
Decolonial Archival Research
In this section, I argue that scholars must broaden their thinking about what is or
is not considered an archive. Newspapers, for instance, operate as archival spaces in
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many respects. The bushmeat warning associated with transmission risk is one artifact
housed in that archive, and this case study demonstrates how these newspaper archives
operate similarly to other colonized spaces. International newspapers produced by the
United States and England, both countries from the global North (GN), reported about
issues happening in previously colonized spaces in the GS from a perspective colored by
their respective colonial histories. The decolonial archive space is one where objects can
be re-contextualized to represent their original use or cultural significance.
The newspaper provides a contemporaneous account of unfolding events intended
to convey and circulate information in a timely and approachable fashion. Stories are
written from the particular positionality of the journalist and the publication itself.
However, as the event transitions from current event into history, the newspaper becomes
an important historical archive, not just of the event itself, but how it was written about in
the moment. Newspapers from the GS thus offer contemporaneous rebuttals to warnings
against bushmeat as a transmission risk factor in publications from the GN.
Expanding the concept of an archive in the postcolonial space provides the
opportunity for power to shift from institutional power structures and become
decentralized. In Archive Fever (2008), Derrida argues, “there is no political power
without control of the archive if not memory. Effective democratization can always be
measured by this essential criterion: the participation in and access to the archive, its
constitution, and its interpretation” (p. 4). As described in Chapter 2 and in the section in
this chapter entitled “Decolonizing the Term Bushmeat,” colonial systems were
established to displace indigenous people and separate them from their language, culture,
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and history. In, “Networks of the Unnamed and Medical Interventions in Colonial
Cameroon” (2018), Runcie contends that “historians focusing on periods of colonial rule
and enslavement have long grappled with how to uncover the names, voices, and agency
of the oppressed from an archival record often written by the powerful” (p. 15). If the
local people are to be accounted for in the story or understood in hindsight, the archive
needs to include spaces where those stories are retold in their own voices.
Newspapers can fill gaps where local public records purposefully obfuscate
information. When the United States was engaged in chattel slavery, it was difficult to
locate records with names because the purpose of chattel slavery was to dehumanize the
enslaved people to the fullest extent. Public records of the time, such as wills, bills of
sale, and census records usually did not list the names of enslaved people. However,
academics and genealogists mined newspapers, specifically for advertisements for
runaway slaves, to locate verifiable documents with names and ages of people from
specific areas to supplement these gaps in official public records (Lehman, 2011). A
current example of such an archive is the archive entitled Unknown No Longer located in
the Library of Virginia. Originally published in 2011, this database comprises a vast
collection of records in the repository of the state’s library. One of the central aspects to
the database is the Virginia Chronicle, “a historical archive of Virginia newspapers”
(“Virginia Chronicle: Digital Newspaper Archive,” n.d.).
Historically, the archive as a construct recognized by those in the GN was
imposed on people of the GS, as the colonial powers brought with them their belief in the
archive and what is or is not worthy of being contained therein. In many previously
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colonized spaces, the “official or state-sponsored archive is in most of these places a
colonial institution inaugurated by Europeans as part of their colonial projects” (Bajorek,
2013, p. 69). As mentioned earlier, although the state was no longer controlled by the
colonial power, vestiges of the colonial structure persisted. The archive in the GN
represents that which society values. By showcasing past knowledge production, it
creates a “hegemonic notion of knowledge production [that] has generated discursive
scientific practices and has set up interpretive frames that make it difficult to think
outside of these frames” (Mbembe, 2015, p. 10). The institutionalization of the
preservation of knowledge and creation of a space for future knowledge production then
“actively represses everything that is articulated, thought, and envisioned from outside of
these frames” (Mbembe, 2015, p. 10).
The colonial archives operate by framing objects obtained from colonized spaces
and peoples inside the colonial dogma. Cushman (2013) argues that colonial and
decolonial archives operate in juxtaposition to one another and defines the decolonial
archive in these terms:
Decolonial archives operate through an understanding of time immemorial that
belies the imperial creation of tradition marked along Western timelines. They
operate by relocating meaning in the context of its unfolding that opposes the
imperial archive’s penchant for collecting, classifying and isolating. They operate
through the co-construction of knowledge based on interactions between
storytellers and listeners that counter the imperial archive’s insistence on expert
classification of knowledge. And they operate through linguistic and cultural
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preservation of cultural tradition rather than the imperialist agenda of preservation
of cultural tradition as hermetically sealed, contained, and unchanging. (pp. 116117)
This definition connects the archive to the writer’s positionality and how that influences
the text they compose. In this context, the archivist is the one writing the text, and the text
is the object of study in the archive. The colonizer does not, or chooses not to, understand
the broader context in which the text or object was created.
The purpose of decolonizing archives is to increase the types of objects and texts
that are considered part of historical knowledge creation. If the archive is opened up to
more types of objects and text, and these items are placed within their larger operational
sphere of understanding, this opens the boundaries for future knowledge creation.
Knowledge itself is not a finite resource. By broadening the definition of what can be
considered an archive, the memory of a place or event becomes more open and inclusive.
Text Selection and Boundaries
First, I decided to create a corpus of newspaper articles from two different time
periods in the 2014 Ebola epidemic using the Nexis database, which provides access to
newspaper stories from around the world. Stories from Liberia, Ghana, Nigeria, the
United Kingdom, and the United States were selected. Liberia was the only Anglophone
country affected by the 2014 EVD epidemic in the database. Nigeria had a small number
of cases and was able to contain the spread of EVD in the country, but is Africa’s most
populated country and provides unique positioning for African news stories. Ghana did
not have any Ebola cases during the epidemic and offered an international perspective on

160

this event. UK sources were chosen because of the historical colonial connection between
the UK and the African continent and because UK media, including BBC News and other
UK-based news outlets are the most widely consumed news sources across Africa. U.S.
sources were chosen because of the historical post-colonial relationship the United States
has with Liberia. Additionally, the U.S. and UK sources also provide a global, or at least,
global North, perspective.
The search was then narrowed to two time periods. The first was March 23 to July
23, 2014, the four months immediately after the Guinean government confirmed the first
cases of EVD within the country, declared an epidemic within its borders and issued
warnings against bushmeat. The second was August 8 to September 8, 2014, the first
month after WHO declared EVD a public health emergency of international concern
(PHEIC). One limitation of this case study is the limited number of articles related to
EVD published during these two time periods. The periods do have the advantage,
however, of offering different perspectives because of their drastically different scales of
EVD response and audiences for EVD news before and after WHO decided to take
action.
The archive was then further narrowed by source (Fig. 16). Newspapers, news
wires, press releases, web-based publications, magazines, and journals were chosen as
source material. Opinion pieces and duplicates from the final corpus of articles were
omitted. Two search terms, “Ebola” and “bushmeat,” were then used to create the final
corpus of articles for the study.
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Research Questions
•How do professional frame
epidemics for global, international,
and local audiences?
•To what extent does the media
mediate a disease's risk factors
between experts and the public

Text selection & boundries in
the archive

Rhetorical Analysis Step One
•Search articles using Nvivo for
"bushmeat"
•Started to notice themes

•Newspapers from Liberia, Ghana,
Nigeria, UK, and US
•March 23-July 23

Rhetorical Analysis Step Two

Rhetorical Analysis Step Three

•Developed Codes
•Stakeholders
•Attribution
•Contextualized
•Decontextualized

•Coded the March 23-July 23 articles
using the four codes

Figure 16. Visualization of Research Methods
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All of the articles were imported into NVivo to search for the terms “bushmeat”
and “bush meat” to uncover any themes that emerged from the text. First, I read each
article to look for how the article reported the warnings against bushmeat and the risk of
EVD transmission. I noted if these warnings and risks were quoted and attributed to a
government official, health care worker, or other person of authority. Then, I looked at
whether the warning against bushmeat and the possible EVD transmission risk was
contextualized in any sort of broader cultural context. Third, I looked through the articles
to see if the reporter considered any ripple effects from the bushmeat bans on other
community or economic stakeholders (Fig. 15). Coding for these attributes in the stories
allowed me to understand the way in which the local, international, and global media
communicated the bushmeat ban as a possible transmission risk factor for their
audiences. From this analysis, four distinct themes presented themselves concerning how
these terms were used (Table 4).

Table 4. Archive articles: coding schema

Code:

Stakeholders

Attribution

Contextualized

Decontextualized

Definitions:

Article
mentions those
involved or
impacted by
the bushmeat
trade

Quotes are
attributed to a
health care
worker or
person of
authority

Bushmeat is
defined or the
practice is
given some
broader
cultural
context

Article mentions
bushmeat with no
further
explanation or
attribution
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Framing risk for national, international, and global audiences
The corpus resulting from the criteria set forth in the previous section allowed
detailed searches of the documents. These searches revealed how the various media
outlets framed the discussion of warnings against bushmeat for their respective
audiences. The archive revealed that warnings against bushmeat varied significantly in
how they were presented across the various geographical areas where such stories were
published. The countries of Liberia, Ghana, and Nigeria all have historical practices of
hunting and eating bushmeat; this practice, referred to in different terms, is far less
common, although not unheard of, in the UK and U.S.

Table 5. Archive Articles: Coding Results

Code

Stakeholders

Attribution

Contextualized

Decontextualized

Number of
articles

12 articles

20 articles

8 articles

6 articles

The articles published in Liberia, Ghana, and Nigeria offered a more nuanced discussion
about bushmeat that was accompanied by the acknowledgement of bushmeat
consumption as a common practice and discussions of the ban’s impact on bushmeat
hunters and markets and the bushmeat trade and economy (Table 5, Stakeholders).
Articles from the UK and U.S. simply state the existence of a ban on the consumption or
selling of bushmeat and lack perspective concerning the broader impact that these bans
had on the local economies.
The articles from Liberia, Ghana, and Nigeria also specifically attributed the
bushmeat warnings as coming directly from government or public health officials. Not all
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attributions were direct quotes, but many were, with some naming the ministry as the
source of the bushmeat ban. The articles published in Africa for an African audience also
provide more information regarding the reasons bushmeat ban was put in place.
In one article about Nigerian tobacco regulations, the Nigerian Minister of Health
was also asked about Ebola. He talked about how the Nigerian government was
promoting public awareness regarding Ebola and mentioned concerns about animal-tohuman transmission of Lassa Fever and Ebola, stating,
[w]e know what spreads infection for Lassa is a special type of rat in Nigeria, the
ones for Ebola are bats that even some Nigerians see it as bush meat. And bats eat
fruits as well and so sometimes if you go and pluck fruits that they have
contaminated with the virus so someone can get infected. (Andrews, April 10,
2014)
This statement the Nigerian Minister of Health avoided a narrative of blame for the
people who do eat bats, instead of focusing on bats as transmission vectors irrespective of
the consumption of bat meat.
In Ghana, articles focused on keeping Ebola outside of the country. Ghanaian
officials showed concern for local hunters but were more concerned on Ebola
transmission risk facilitated by the bushmeat trade. In an article dated July 23, 2014, the
Regional Director of Health Services in Ghana, Dr. Alesis Nang-Beifubah, “appealed to
hunters to do everything to resist the temptation of selling carcasses of animals found
dead in the bush, which might be contaminated, to meat consumers” (GNA, 2014).
Earlier in the piece, Dr. Nang-Beifubah calls for a suspension of the practice of eating
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bushmeat. However, this quote illustrates the complicated relationship between bushmeat
consumption and the limited authority of the government to curtail the practice.
Global articles: bushmeat stigmatization
In contrast to articles from Liberia, Ghana, and Nigeria, articles from the UK and
the U.S. present all aspects of bushmeat as foreign. Bylines from the articles indicate that
most of these pieces were written by reporters located within a country that was currently
dealing with the Ebola epidemic. However, these pieces were generally intended for
consumption by the GN, where people tended to lack familiarity with the history or
cultural practices of West Africa. The lack of explanation regarding the impact of a
bushmeat ban and its ramifications towards local populations and economies specifically
excludes context the audience would need to understand how integral bushmeat was to
the local population. These articles demonstrate that even though these reporters were on
location in West Africa, they were unable to fully shed their personal biases.
Articles from the UK and U.S. treated issues surrounding Ebola and bushmeat as
international issues, but while hunting of local game is practiced in certain regions,
neither country has a history or cultural practice that aligns with the term bushmeat. The
articles describe what it is, but do not explain its significance or why people in these
communities would continue to hunt and consume bushmeat in spite of the ban. Global
articles failed to account for how local economies were impacted by the ban in real time,
nor what future concerns or implications of the ban might be.
As stated earlier, however, both the UK and the U.S. have historical practices of
hunting and eating other types of game in African countries. Federal and state
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governments strictly regulate hunting practices inside the U.S. Animals are referred to by
name and divided into categories by species group. People are permitted to hunt deer,
dove, waterfowl, moose, and migratory birds, all referred to as game even though these
same animals in a previously colonized space like Africa would qualify as bushmeat. In
the United States, even squirrel and possum are classified as “small game meat”
(Bullard, 2019). The tradition is so well embedded that even the venerable Southern
Living Cookbook (Payne, 1995) has a recipe for squirrel. The tradition in the U.S. of
hunting and eating all varieties of animals, while looked down upon by some, is not
associated with its own derogatory term.
Articles from these countries referred to bushmeat and suggested that illegal meat
might be smuggled in as a means of spreading the Ebola infection across the borders of
those countries. News articles from the UK and the U.S. had a greater impact on the
Ebola epidemic narrative since their news is disseminated on a global scale. The U.S. and
UK articles were not simply reporting an international issue for their own local audiences
but reporting on the issue from a local perspective for a global audience.
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Figure 17. Newsweek cover, 2014

After WHO declared the EVD epidemic as a PHEIC, articles featuring bushmeat
as a potential cause for the epidemic’s spread into the U.S. and UK grew in number. Even
Newsweek ran a cover story (Fig. 17) entitled, “Smuggled Bushmeat is Ebola’s Back
Door to America” (Flynn & Scutti, 2014). The story described bushmeat as “a luxury”
that could “pose a deadly threat” (para. 7). The story goes into detail about people
smuggling bushmeat into the United States and how customs agents had confiscated meat
contraband and had it tested for disease. The article notes viruses were found in a 2012
study, although EVD was not among the pathogens discovered in the confiscated meat.
Articles for the global audience decontextualized the bushmeat bans and warnings
about transmission risk, although not including the context in those pieces of the
epidemic narrative would seem to be doing a disservice to an audience unfamiliar with
West African history and culture. The active omission of context that presented West
Africans who hunt and eat bushmeat as members of a community who support their
families through this trade and are providing them with critical nutrition imposes the
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colonial gaze of the author onto the subject. The colonial gaze constructs a narrative for
the viewer and deconstructs those being viewed into objects (Yancy, 2008).
This case study also demonstrates how epidemics are rhetorically constructed
even by seemingly neutral transmission risk warnings sent out by governments and public
health response agencies. At the time the initial warning was disseminated by the
Guinean government and MSF, the index patient had not yet been located through contact
tracing. Officials did not know for certain how EVD had spilled over into the population
in Guinea. The coverage of the warnings against bushmeat illustrates that the same words
or concepts can be framed to elicit different reactions based on the positionality of the
writer.
By taking a decolonial approach to this case study, I was able to conduct a
critical inquiry of the term bushmeat and broaden the concept of the archive to include
local voices. First, understanding the historical context of the term bushmeat helps us to
understand how its current usage can still evoke the colonial narrative. Since the term
was coined during colonial times in juxtaposition with the colonial hunter, its continued
usage recalls how it is unique to previously colonized spaces. This term reanimates the
stereotypes of colonized people as savages eating exotic animals that are unknown to
readers in the GN.
The second key decolonial activity within this case study was expanding the
archive to include local newspapers as a repository of contemporaneous accounts of the
epidemic. Expanding the definition of archive will allow the inclusion of more local
voices in the accounts of large-scale events like the 2014 EVD epidemic in West Africa.
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While MSF has opened its archives to the public for study, MSF is not a local
organization. Although, as discussed in Chapters 4 and 5, MSF was a local organization
by proxy because it was invited in by local governments and employed local people in
the countries where they provided aid, the organization is an international organization
maintaining offices all over the world and thereby operates as an outsider with
international power and ethos.
This case study underscores the subtle ways in which epidemics are rhetorically
constructed because the risk warnings against bushmeat were a powerful contributor to
the epidemic narrative. Local narratives were more nuanced and complicated than those
that pervaded international news outlets. At the local level, the narrative contained both
the risk of transmission and the potential economic harm that a ban on bushmeat would
wreak on the local economy. At the multinational level (Ghana and Nigeria) warnings
took on three separate narrative threads: the risk of transmission from hunting or
consuming bushmeat; the potential harm to the economic interests of the bushmeat
industry; and the possible transmission risk via the smuggling of bushmeat into other
countries. The narrative at the global level (UK and U.S.) lacked context for the
bushmeat warnings, and no concern was expressed for the economic impact of the
bushmeat bans. The global narrative also tended to focus on the most extreme type of
bushmeat, non-human primates, and echoed the original colonial literature where the
image was created of the “Dark Heart of Africa,” the dark, savage continent.
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Conclusion
The articles scrutinized in this case study illustrate how the warnings against
eating bushmeat were differentially handled by local and global publications reporting on
the 2014 EVD epidemic Warnings coverage was more nuanced for those audiences with
a history of hunting, trading, and consuming meat referred to as bushmeat. That is,
newspapers from Liberia, Ghana, and Nigeria, in addition to discussing the risk of
transmission, also reported broader concerns about how the bans on bushmeat would
restrict bushmeat trade and how these restrictions would impact livelihoods.
Another hurdle for the author to overcome regarding the narrative being discussed
is their audience. In the case study in Chapter 4, I explored the limits social media
platforms place on users, and how users construct their profiles in these frames to create
ethos on the various platforms. Ethos construction is one way to appeal to one’s
audience; another is through the use of language.
Local, multinational, and global ideas are not easily separated into discrete
categories. Newspapers in Liberia dealt with the local issues of the Ebola epidemic
spreading through the country and the local issues surrounding the historical and cultural
practice of hunting and consuming bushmeat. Articles from Nigeria also dealt with both
of these issues from a localized lens, and although the spread of Ebola in Nigeria was
contained, public health officials there and around the world were equally aware of how
narrowly Nigeria averted disaster (Maduka et al., 2015). Ghana dealt with issues
surrounding bushmeat consumption and trade as a local issue because of the cultural and
historical practice of people hunting and consuming bushmeat in Ghana. The Ghanaian
conversation around Ebola, however, had a multinational bent, as the Ghanaian articles
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also referenced the possibility of Ebola crossing borders and infecting the Ghanaian
people.
Variations among these perspectives complicate what may have appeared to be a
straightforward rhetorical analysis that is further distorted by the historical connections to
and impact of colonialism on the region. Colonial impact is strongly felt in the
construction and understanding of the word bushmeat. Conveying messages that resonate
with the intended population necessitates accommodating the lived experiences of the
people for whom the messages are intended. If the message is encoded under layers of
judgment via colonial language, then the intended audience might not consider the
message valid, perceiving it as loaded with the language of the oppressor. Decolonizing
the term bushmeat will require using other terms such as wild game in its place, so that it
may be normalized over time by the stripping away of the layers of colonial
understanding, to allow local people to reclaim their practices and reestablish their own
knowledge.
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CHAPTER SEVEN: CONCLUSION

Viruses evolve, emerge, and re-emerge. EVD was not new to epidemiologists
when it emerged in Guinea in 2014, and it nonetheless became the largest occurrence of
EVD the world has yet experienced. At the beginning of this dissertation, I outlined
another unprecedented outbreak of EVD in the DRC. This outbreak has been ongoing
since August 2018. There are new systems in place after the experiences in West Africa
in 2014, but the virus continues to spread. As I stated in the introduction, the relief effort
has been complicated by terrain, lack of basic infrastructure, and an ongoing armed
conflict between rival groups in the area. With these new complications and this new
situation, lessons learned from 2014 need to be implemented in the DRC. This project
offers such a path by challenging the basic assumptions and perceptions surrounding the
rhetoric of epidemics; this project was not about solving the problem of the 2014 EVD
epidemic in West Africa, but about how rhetorical interventions can redefine the next
epidemic.
This conclusion reflects on the claims made over the previous five chapters and
ties together the arguments and analysis from those chapters with their accompanying
case studies. Next, project limitations are discussed, explaining what the cases or data
utilized herein prevented, and my own positionality as a researcher. Finally, I conclude
with a call towards future research.
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Revisiting the Claims
From the outset, I challenged the rhetorical construction of how we understand
medical disasters as epidemic events. We have a responsibility in the field of medical
rhetoric to question the construction of our own knowledge. To this end, I took a
decolonial approach to this dissertation project that guided me to question how epidemics
were constructed through rhetorical strategies and practices. Chapter 2 examined how
colonialism still permeates the rhetoric of science and medicine, especially in the global
South, and outlined the influence of rhetoric on the construction of colonialism through
different writings from the period. The chapter then laid out the theory of the colonial
gaze, wherein a powerful outsider objectifies the local people and through this process,
dehumanizes them. The material effects of the colonial gaze are seen in the medical
rhetorics section of Chapter 5, where media representations of sick people in Africa are
represented without basic technologies and medical equipment that would be recognized
by the viewer from the GN. Chapter 3 presents a new theory of epidemic space where I
map out how the 2014 EVD epidemic functioned within this epidemic space, which
reveals opportunities for rhetorical interventions. This theory can be applied to various
epidemics to understand where rhetorical interventions are or are not possible. Chapter 4
reveals how social media platforms that seem like they should be democratizing can also
reify existing power structures. Even though MSF utilized and maximized the full ethos
building power afforded to them by Twitter, their voice was still silenced by the
spokesman from WHO. Chapter 5 examines the power of narrative to rhetorically
construct the epidemic and how narrative is built from pre-existing colonial knowledge to
damage the understanding of the transmission risks. The narrative built in the GN from
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the bushmeat warnings was that Africans were going to smuggle bushmeat into the U.S.
or UK and bring the EVD epidemic in through this illegal meat.

Limitations of the Project
There were many limitations to this project that must be acknowledged. Chapter 4
discusses the theory of epidemic space and provides a few supporting examples from the
2014 EVD epidemic. More extensive mapping of the 2014 EVD epidemic, however,
would provide a more nuanced picture that might uncover additional points for rhetorical
interventions. There were limitations to the two case studies in Chapters 4 and 5, as well.
The case study in Chapter 4 is restricted to a conversation that mainly takes place
between two actors on Twitter, MSF, and Gregory Hartl. Other participants sporadically
joined the conversation, but the main confrontation was between these two user accounts.
An expansion of this study would search out other instances of tension over labeling an
event an epidemic versus an outbreak. It would be particularly illuminating to uncover
such an exchange between the GN and an actual local actor as opposed to the MSF, a
local by proxy. The search would have to be expanded beyond Twitter, to include op-ed
pages of local newspapers or other media platforms.
In Chapter 5 also faced limitations of scope, one of them being the newspapers I
had access to through the university’s database. No newspapers from Guinea or Sierra
Leone were available, and there were few articles over the timeframe of March to August
of 2014 because EVD had not yet been declared an epidemic. A follow-up study
spanning the full epidemic would yield more data on the coverage of the bushmeat ban
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over time and could be illustrative in uncovering other types of warnings with other
pathogens that are influenced by the location of the audience.

My Positionality as Researcher
As a researcher employing a decolonial approach to her scholarship, I must
acknowledge my own position within this project, through which the inevitable research
blind spots came into play, vis-à-vis questions I did not ask or research sites I did not
consider. As a white, female researcher from the southern United States, I also have to
mention my history, privilege, and limited experiences. I am a first-generation academic
from a blue-collar background, which gives me one type of an outsider view to
institutions of power. In 2014, when EVD first emerged in West Africa, I was living in
Port Elizabeth, South Africa, doing an internship as part of my final semester in my
master’s program. I worked with international students from across the continents of
Africa, South America, and Europe as part of the internship, including some students
from Nigeria who were at the university as part of an amnesty program of the Nigerian
government. These now students and former militia fighters had laid down their weapons
to learn formal English in the classroom. This experience gave me the opportunity to
learn about the complex issues facing many countries in Africa that were dealing with
both the aftermath of colonialism and the resource curse. I followed the ongoing news
from West Africa through the BBC Africa daily podcast, although the EVD outbreak did
not disrupt daily life in South Africa. When I returned to the United States to start my
doctoral program at George Mason University, I was confused by the panic that had
swept through the country. While on Christmas break that year, friends got into a
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protracted discussion on whether or not I could come visit because I had been in Africa.
Fortunately, when I came back to the United States, I did not undergo extra scrutiny at
the border because I was coming from South Africa, which was not one of the countries
impacted by widespread transmission of EVD.
I have also been afforded more opportunities as a doctoral student to fully
immerse myself in this field of study, as being a full-time student for five years is a
privilege. As such, I am certain there are questions or areas of inquiry that a scholar of
color or someone from the global South would have posed during this project that I did
not know to ask. It is my hope that scholars from all types of backgrounds and locations
might find this research beneficial to their own projects, and build and expand upon this
project to improve our understanding of how epidemics of all types can be decolonized
and where rhetorical interventions are possible.

Future Research
In closing, I would like to summarize how I hope this work will be taken up in the
future, applying these questions and theories to other aspects of epidemics and other
types of events labeled as epidemics. My hope is that this project will provide the
groundwork for future decolonial study:
•

Researchers in medical rhetoric must question even the most basic constructions
of our knowledge of the history of colonialism, marginalization, and racism in
medicine and science.

•

More research is needed on how borders affect international technical
communication; during cross-border communication, we need to carefully
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consider who the intended audience is for that piece of communication, as it may
not be the most obvious choice.
•

We need to devote more time, resources, and exigencies to expand on our
research so that we can make more generalizable claims. The case studies I
provided as part of this project were small and should be pursued in greater depth
to extend these claims beyond this dissertation and our field out into the multidisciplinary work of public health.

These calls are major undertakings. However, reimagining points of rhetorical
intervention during a medical disaster offers us agency in spaces where opportunities to
effect change are otherwise elusive. More importantly, we need to focus on providing
agency to local populations to speak back to the power that removed their agency. When
foundations and even definitions are questioned, deconstructed, and reimaged, it opens up
new possibilities for action in this new space.
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