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Abstract 

Public support of development cooperation in high-income countries, including 

humanitarian assistance, is important if low-income countries are to be given an 

opportunity to improve the situation of their population. This research examined public 

attitudes in Iceland toward humanitarian aid, with the aid provided by the Icelandic 

government in September 2014 to fight the Ebola epidemic in West Africa as a case in 

point. Specifically, it examines which demographic characteristics were related to 

negative attitudes towards the assistance, and which reasons the public believed 

influenced the decision to provide aid. A questionnaire about attitudes towards the 

Ebola epidemic was administered to a sample of 1500 adults from an internet panel 

established by the Social Science Research Institute of the University of Iceland, and 920 

people answered (61% response rate). Quarter of the participants expressed negative 

attitudes towards the humanitarian aid the government provided in response to the 

Ebola epidemic. Those who held negative opinion were more likely to be less educated, 

lean to the right in political orientation and have lower household income. People with 

negative attitudes towards foreign aid were less likely to believe ethical reasons 

influenced the decision to provide humanitarian assistance. Both those who hold 

positive and negative views towards foreign aid recognized to some extent the 

influence of self-interests in providing humanitarian assistance. To enforce positive 

attitudes towards foreign aid it is important that governments ensure that development 

cooperation and humanitarian aid are based on ethical considerations, in addition to 

educating the public about poverty and development processes.  
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Útdráttur 

Til að tryggja aukin fjárframlög til þróunarsamvinnu er mikilvægt að almenningur hafi 

jákvæð viðhorf til þróunarmála. Þessi rannsókn kannaði viðhorf almennings til 

neyðaraðstoðar sem Ísland veitti til að berjast gegn Ebólufaraldrinum í Vestur Afríku í 

september árið 2014, og hvaða þættir almenningur telur liggja að baki þeirri ákvörðun 

íslenskra stjórnvalda. Sérstaklega var einblínt á þann hóp sem reyndist neikvæður 

gagnvart aðstoðinni og kannað hvaða einstaklingsbreytur eru tengdar neikvæðum 

viðhorfum til neyðaraðstoðar. Spurningalistakönnun um viðhorf til Ebólufaraldursins var 

lögð fyrir 1500 manna lagskipt úrtak úr internet panel Félagsvísindastofnunar Háskóla 

Íslands, og af þeim svöruðu 920 manns (61% svarhlutfall). Niðurstöðurnar benda til þess 

að um fjórðungur þjóðarinnar sé neikvæður gagnvart þeirri neyðaraðstoð sem 

ríkisstjórn Íslands veitti. Einstaklingsbreytur sem tengjast neikvæðum viðhorfum eru 

menntun, pólítísk viðhorf og tekjur, en þeir sem eru neikvæðir eru líklegri til að vera 

minna menntaðir, hallast til hægri í pólítískum skoðunum og hafa lægri heimilistekjur. 

Neikvæði hópurinn var ólíklegri en þeir sem voru jákvæðir til að telja siðferðislega þætti 

skipta miklu máli þegar ákvörðun um að veita neyðaraðstoð er tekin, en líklegri til að 

telja eiginhagsmuni og pólítíska þætti skipta miklu máli. Báðir hópar virtust þó gera sér 

grein fyrir áhrifum eiginhagsmuna gefandans á ákvörðunina. Til að stuðla að jákvæðum 

viðhorfum almennings til þróunarsamvinnu er mikilvægt að stjórnvöld tryggi að 

þróunar- og neyðaraðstoð byggist á siðferðislegum grunni ásamt því að fræða 

almenning um þróunarmál.  
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1 Introduction 
The Ebola epidemic that affected West Africa in 2013-2016 was one of the most serious 

global public health threats the world has seen in recent years. The epidemic began in 

Guinea and later spread to Liberia and Sierra Leone. A total number of 28,616 Ebola 

cases were reported in these countries and 11,310 people died (WHO Ebola Response 

Team, 2016). The epidemic was unprecedented in size and geographical spread. It 

spread internationally to seven more countries in Africa, North-America and Europe. 

The international spread of this deadly disease with no known cure or vaccine caused 

immense fear and panic world-wide, and on August 6, 2014 the World Health 

Organization (WHO) declared the epidemic to be a Public Health Emergency of 

International Concern (WHO, 2014e). This declaration both caused increased media 

attention and flow of resources to the affected countries, and domestic preparedness 

responses in the rest of the world. 

In a globalized world, where boarders are becoming increasingly more fluid and 

travel between the corners of the world is easier and more frequent, the likelihood of 

global spread of infectious disease increases. Health disparities between countries of 

the world are therefore worrying as the burden of infectious diseases falls almost 

exclusively on the poor nations of the world (UW-DGH, 2018). It is thus of great 

importance that all nations work towards improving living conditions and better health 

worldwide, as well as providing emergency assistance in epidemic disasters when they 

occur.  

Despite being a small, geographically isolated island, Iceland is a part of the 

globalized world and must therefore take active part in the effort to raise global 

wellbeing. There is strong unity of support from the Icelandic parliament for 

development cooperation and humanitarian aid, and the available evidence suggest 

strong public support as well, although it has not been periodically monitored (Ingham, 

2013; Markaðs- og miðlarannsóknir ehf, 2013; OECD/DAC, 2013). In this study I aim to 

explore public support in Iceland towards humanitarian assistance with the Ebola 

epidemic as a case in point. I will focus on the group that has negative attitudes toward 

the assistance and firstly, explore which characteristics identify this group, and 

secondly, whether their beliefs about reasons for provision of foreign aid differ from the 

group that has positive attitudes.  
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Public support for foreign aid is generally measured simply by asking whether 

people support continued development cooperation, or believe the amount provided is 

acceptable. However, studies show that the public generally has limited knowledge of 

poverty and development processes (OECD, 2009). Because of this some researchers 

have suggested providing a context when asking about attitudes on foreign aid (Milner 

& Tingley, 2013c). In this research the context of the Ebola epidemic in West Africa is 

provided and specifically the humanitarian aid that was provided by the Icelandic 

government to the UN mission for Ebola Emergency Response in September 2014. I will 

thus explore public attitudes towards humanitarian aid by asking whether people agree 

or disagree with the following statement: Icelanders should support poor people in 

Iceland rather than support the fight against the Ebola epidemic in a far-away country. I 

deduce that people that somewhat or strongly agree with this statement believe that 

Iceland should be focusing on its commitment to its own citizens and cannot or does not 

have responsibility to tackle global health threats that are taking place in other parts of 

the world, and thus have negative attitudes toward humanitarian aid and disaster relief.  

The thesis begins with a review of existing research and literature on several issues 

that will lead to a better understanding of the issue at hand. I will define and discuss 

development and humanitarian aid allocation, describe the Ebola epidemic in West 

Africa which provides context for the study and explain how it appeared to Western 

nations through discourses used by the media and international institutions, and finally I 

review existing research on public opinion on foreign policy and foreign aid. The second 

section of the dissertation provides the Icelandic setting the study takes place in, by 

reviewing Iceland’s history of development cooperation and Ebola preparedness that 

took place in Iceland during the epidemic. In the third section I discuss methodology, I 

describe the postpositivist paradigm and quantitative approach used in this study as 

well as the instruments and statistical methods used in the analysis. The fourth section 

describes the results and in the fifth I discuss the findings and their implication. Finally, I 

summarize and provide a conclusion to the research.  



14 

2 Theoretical framework and literature review 
In this chapter I present an overview of literature and past research done on topics 

related to development and humanitarian aid, public opinion and the West African 

Ebola epidemic. Specifically, in the first section I will provide definitions of development 

aid and humanitarian aid as well as discuss determinants of aid allocation. In the second 

section I will present information on Ebola virus disease (EVD) and describe the Ebola 

outbreak in West Africa 2013-2016. In the third section, I further discuss the Ebola 

epidemic and focus on how the Ebola epidemic was framed by international institutions 

and the media and consequently discuss public perceptions of the outbreak in Western 

countries. In section three I review literature about public opinion, that is opinion on 

foreign aid, its effect on policy and determinants of public opinion on foreign aid. 

2.1 Aid allocation  

In this chapter I firstly consider the origins and definition of development aid, secondly, I 

define humanitarian aid and thirdly, I discuss the determinants of aid allocation that are 

related to ethical reasoning, self-interests of donors and merits of recipients.  

 Development aid 

The nations of the world have and continue to deliver and exchange goods and gifts as a 

way of interacting with other countries for various purposes. Colonial relations, 

commercial and humanitarian commitments as well as gift giving can all be considered 

the precursors of developmental and humanitarian aid (Stokke, 1995). The origins of 

development aid as we recognize it today however, can be traced to the foreign policy 

of the US after World War II. President Harry Truman signed ‘the Foreign Aid 

Appropriation Act’, also known as the Marshall plan, in 1948. The act undertook 

provision of financial aid to Europe, the International Children’s Fund and the 

International Refugee Organisation. A year later the foreign aid act was extended to 

include ‘underdeveloped areas’ of the world. Thus, the Marshall plan extended beyond 

the rebuilding of Western Europe’s economies and infrastructure, to assist former 
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colonies to reach full membership in the international community (Einarsdóttir & 

Gunnlaugsson, 2016; Hattori, 2003).  

Two factors were especially important in the development of the aid regime; the 

Cold War and when newly independent Third World countries joined the UN in the 

1950s and 1960s (Stokke, 1995). The arrival of newly independent Third World 

countries in the UN changed the prioritization of the international agenda from security 

concerns, which were the driver for creation of the UN, to issues of poverty and need 

for development (Stokke, 1995). The aid regime further developed during the Cold War 

(1945-1989), where Western countries provided aid in effort to contain communism 

and promote capitalism and democracy. In response, the Soviet Union developed its 

own aid program to facilitate the extension of communism (Milner & Tingley, 2013b). 

After the Cold War the aid system changed drastically. The Western countries became 

the main providers of aid around the globe and continue to be so today although 

middle-income countries such as China and India are increasingly involved and are 

changing the aid regime (Cheru & Obi, 2010). A ‘code of conduct’ around development 

aid has been developed and systemized in the Organization for Economic Co-operation 

and Development (OECD) (Milner & Tingley, 2013b).  

In 1969, the term ‘official development assistance’ (ODA) was coined by OECD’s 

Development Assistance Committee (DAC) and is still an important concept in the 

development sector today. ODA are the resource flows of cash, commodity or services 

to certain recipients and multilateral institutions, which are provided by official agencies 

of state and local governments, to promote “economic development and welfare of 

developing countries as its main objective” and is concessional in character (OECD, 

2008, 2018). ODA supports various sectors and purposes, such as economic production, 

health and infrastructure, social development, governance, security, conflict prevention 

and emergency assistance (Coppard, German, & Randel, 2013).  

 Humanitarian aid and disaster relief 

Humanitarian aid is generally short-term provision of aid and activities during and 

immediately after an emergency. Humanity, neutrality and independence are the 

foundations of humanitarian assistance and it’s aims are to “save lives, alleviate 

suffering and maintain and protect human dignity” (OCHA, 2017: 56). Recently major 
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donors are also stressing the importance of pre- and post-emergency actions, including 

prevention, reducing risk to people, building resilience and achieving a better transition 

from humanitarian responses to longer-term development (Einarsdóttir & 

Gunnlaugsson, 2016; OECD/DAC, 2012). Humanitarian aid provided by DAC members is 

classified as part of ODA and typically accounts for 10% of ODA. However, humanitarian 

assistance has a long tradition and is offered by a wider range of donors, including non-

governmental organizations (NGOs) private enterprises, individuals, multilateral 

institutions and domestic organisations and governments (Einarsdóttir & Gunnlaugsson, 

2016). 

Humanitarian assistance has become high on the agenda in recent years. The 

number of political conflicts world-wide has increased considerably in the last 10 years, 

but as of 2016, 402 conflicts were ongoing (OCHA, 2017). The number of people forced 

from their homes has never been higher, but it is estimated that 60 million people are 

displaced, half of them children. “The human and economic cost of disasters is 

escalating and the impacts of climate change become more profound, disasters are 

expected to become more frequent and more severe” (Agenda for humanity, 2016b: 1). 

The World Humanitarian Summit held in Istanbul in 2016 marked a major shift in global 

prevention, preparation and responses to humanitarian crises, where five core 

responsibilities were outlined as well as 24 transformations that will help achieve them 

(Agenda for humanity, 2016a).  

 Determinants of aid allocation 

In a speech that extended the Foreign Aid Appropriation Act to developing countries, 

considered the beginning of development aid as we recognise it today, then US 

president Truman provided a moral justification of aid that “embodied a vision of 

international peace and prosperity” (Hattori, 2003: 229). This moral justification has 

been the foundation of development cooperation ever since. Hattori (2003) describes 

three distinct ethical and moral justifications for provision of development aid: it is a 

human rights issue and basic needs must be provided for all, it’s a moral issue to 

improve the world with increased technical expertise and finally the ideal of 

humanitarianism which highlights compassion and doing good. However, research 

shows that many other elements are at play when it comes to allocation of aid and the 
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moral and ethical grounds appear not to be prioritized (Einarsdóttir & Gunnlaugsson, 

2016).  

Research on the allocation of development aid has both explored influential donor 

and recipient characteristics. As is clear from the origins and history of development aid, 

it was from the very beginning “an instrument in the international power play” and was 

used as a political tool (Stokke, 1995: 5). Self-interests and political benefits of donors 

has therefore always been entangled in the provision of aid. Research shows that 

factors such as foreign trade, security interests and political goals influence the 

allocation of aid to a large extent (Einarsdóttir & Gunnlaugsson, 2016). Political goals of 

donors include for example winning the allegiance of recipient countries and obtaining 

favourable treatment, such as votes in the UN (Milner & Tingley, 2013b). Self-interests 

of donors seem thus to be interlinked with provision of foreign aid.    

Need of recipients, supposedly the primary drive for development assistance, is the 

element bypassed when self-interests become the objective of foreign aid. Although 

need is not ignored entirely by all donors, aid allocation is often controlled by other 

recipient characteristics and aid conditionalities. Aid conditionality as described by 

Stokke (1995) pertains to conditions on political and administrative reform required in 

order to be eligible for development assistance. This has resulted in the propagation of 

predominantly Western political norms and interests globally. The first wave of aid 

conditionality is related to the structural adjustment programs, which focused on 

economic reform and had market liberalisation as the main objective. The second wave 

has focused on political reform, promoting democracy, human rights and administrative 

accountability.  

Some studies thus suggest that recipient’s merits have started to play a larger role 

in aid allocation. With increased emphasis on aid effectiveness, donors were 

encouraged to select recipients countries with development-friendly policies. For 

example, Frot and Santiso (2009) find that donors reduce aid in response to political 

transitions away from democracy. Alesina and Dollar (2000) find that while aid 

allocation is principally dictated by political and strategic considerations (self-interest), 

good governance, openness and a shift to democracy are rewarded by certain donors.   

Research thus shows that while there is some inter-donor variation in determinants 

of aid allocation, the general trend is the domination of self-interest as the primary 



18 

driver of allocation of development aid. This is exemplified both directly through foreign 

trade relationships, security interests and political ties, and indirectly through the 

transfer of culture and norms. This connection between self-interests and aid is also 

true for humanitarian assistance. Fink and Redaelli (2011) explore donor responses to 

natural disasters occurring in 1992-2004 and find that donors provide more aid to their 

former colonies, oil exporting countries and countries that are geographically closer. 

Herd behaviour, when multiple donors target countries, areas or sectors while 

neglecting others, is common both in development and humanitarian assistance 

(Einarsdóttir & Gunnlaugsson, 2016). Although sometimes considered beneficial, as in 

the case of some natural disasters, herd behaviour in both types of foreign aid causes 

neglect of some less popular issues and sustained aid declines after the initial surge of 

aid (Frot & Santiso, 2009).  

This pattern is prominent in humanitarian disasters, particularly when classified as 

either natural and man-made disasters. Natural disasters produce “pure victims” that 

evoke widespread sympathy and funding. Man-made disasters or complex emergencies 

are caused by human behaviour (wars, epidemics) and require long-term assistance but 

generally the funding they receive is very limited (Ten Have, 2014: 18). “Blameless 

victims have received unprecedented international support, whereas victims who are 

blamed for their own situations have received much less support” describe Christie, 

Asrat, Jiwani, Maddix, and Montaner (2007: 6) when they compare the humanitarian 

aid provided after the 2004 tsunami in South East Asia, and HIV/AIDS funding in the 

same year. 

A reason that partly explains the different levels of funding to natural and man-

made disasters is the media attention they receive. The media is presumed to be crucial 

for the allocation of humanitarian aid in disasters (Olsen, Hoyen, & Carstensen, 2003). 

This particularly affects public funding of disaster relief. However, it appears that 

amount of media coverage only affects donor nations when their own security is 

threatened. Yet, complex emergencies remain underfunded despite their dependency 

on institutional and bilateral donors (Einarsdóttir & Gunnlaugsson, 2016).                                   

In summary, although ethics, morality and justice are officially the foundations of 

development and humanitarian assistance, studies show that allocation of foreign aid is 

to a large extent determined by factors related to donors, recipients and types of 
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disasters. Self-interests of donors are most prominent: trade interests, security issues, 

colonial ties, political affiliations, and geographical distances. Merit of recipients in 

regard to democracy and good governance is also influential, as well as herd behaviour 

of donors. On top of these reasons, media attention is influential when it comes to 

public funding of humanitarian assistance and disaster relief (Einarsdóttir & 

Gunnlaugsson, 2016). 

2.2 The Ebola outbreak in West Africa 2013-2016 

In this section I review available public health knowledge on the Ebola virus disease. I 

discuss its ecology, transmission, clinical manifestation, diagnosis, treatment, 

management and prevention. Then I move on to describe chronologically the most 

recent Ebola epidemic which was centred in Guinea, Liberia and Sierra Leone in West 

Africa from December 2013 – June 2016. Finally, I give an overview of the international 

response to the outbreak.  

 Ebola Virus Disease  

Ebola virus disease (EVD or Ebola for short) is caused by the Ebola virus, a pathogen of 

haemorrhagic fever. Ebola has high case fatality rates (40-90%) and is characterized by 

an abrupt onset of nonspecific symptoms such as fever, headache and diarrhoea which 

in fatal cases lead to multiorgan failure. No direct treatment has been available until 

very recently, but patients have mainly been treated with supportive care such as 

intravenous nutrition and liquids. Five different species of Ebola virus have been 

discovered; one in the Philippines, which appears not to infect humans, and four in 

equatorial Africa which all appear to be human-pathogenic, but only three of them have 

caused epidemics (Feldmann & Geisbert, 2011). Ebola is a serious threat to human and 

wildlife health in equatorial Africa, but the threat of Ebola has also loomed in Western 

imagination since its surfacing (Jones, 2014; Muyembe-Tamfum et al., 2012).  

EVD was first recorded in 1976 in Zaire, now the Democratic Republic of the Congo. 

The causative agent was isolated and called Ebola after a small river in the Zaire. This 

first outbreak saw 318 cases and 88% case fatality rate. Since then to 2011 there have 

been 16 outbreaks with 2-425 cases per outbreak and 4 incidents where one individual 

was affected in Zaire/DRC, Gabon, Republic of the Congo, Sudan, Uganda and Côte 

d’Ivoire along with lab accidents involving the virus in Russia and England (Kortepeter, 
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Bausch, & Bray, 2011; Muyembe-Tamfum et al., 2012). In these outbreaks where the 

number of infected is more than one, case fatalities range 42-90%. The most recent 

outbreak of Ebola in Guinea, Liberia and Sierra Leone which lasted from late 2013 to 

2016, is therefore the largest and most severe outbreak by far, both regarding the 

number of people infected and its geographical spread. Before this outbreak Ebola had 

surfaced in rural areas and been contained to small rural communities. The recent 

outbreak was therefore the first time Ebola spread to largely populated urban areas, 

but the capital cities of the worst affected countries, Conakry, Monrovia and Freetown 

all experienced EVD cases.  

Ecology. EVD is thought to be a classic zoonosis with persistence in reservoir species 

found in endemic areas. Zoonosis is a virus infection in animals that can be transmitted 

to humans (Quammen, 2014). Apes, humans and other mammalian species, such as 

duikers, are susceptible to Ebola virus infection, however they are regarded as end 

hosts, not the reservoir hosts (Feldmann & Geisbert, 2011). Reservoir hosts are species 

that carry the pathogen chronically, while suffering little or no illness because of it 

(Quammen, 2014). Despite much effort to identify the natural reservoir species of Ebola 

virus, including six large field and laboratory studies, no firm conclusions can be drawn. 

However, scientific and anecdotal evidence suggest fruit bats may be acting as reservoir 

hosts (Leroy et al., 2005; Pourrut et al., 2007; Quammen, 2014).  

It is believed that under certain ecological conditions the virus is transmitted from 

the reservoir species to end hosts, what is called spillover. Spillover can occur either 

directly from reservoirs to humans or indirectly through wildlife susceptible to Ebola 

virus. In some regions, major outbreaks of Ebola virus have been documented in 

chimpanzees and gorillas, concurrent with human epidemics, while in others it has not, 

as is the case with the most recent outbreak in West Africa. It has been suggested that 

deforestration increases likelihood of spillover but the underlying mechanisms can only 

be speculated. The most likely methods are thought to be exposure to infected wildlife 

and bushmeat consumption (hunting and eating of wild animals) (Rulli, Santini, Hayman, 

& D'Odorico, 2017).  

Transmission. The route of human-to-human transmission of Ebola virus is relatively 

well understood. The virus enters the host through mucosal surfaces, by abrasions in 

the skin or by parenteral introduction. The most important route of transmission during 
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outbreaks is direct contact with the body fluids of symptomatic patients or bodies. 

Ebola does not transmit during the incubation period, that is the time between infection 

and the development of symptoms. The incubation period of Ebola is 2-21 days, with 

varied means depending on routes of infection (Feldmann & Geisbert, 2011). As the 

disease develops the amount of virus in the blood increases and patients thus become 

more and more infectious. After death, cadavers of patients continue to be infectious 

and there is a possibility of ‘superspreading events’ where one patient is the source for 

multiple secondary cases. Epidemiological data shows that this is most likely to happen 

during burial (Osterholm et al., 2015). 

Infection and contagion are often treated more or less synonymous, but when it 

comes to Ebola transmission there exists a clear distinction between the terms. Ebola is 

highly infectious. The infectious dose of Ebola appears to be extremely low, meaning 

that only a few viral particles are sufficient for infection. Therefore, simply touching an 

infected person or an infected droplet of body fluids may result in transmission. 

However, Ebola is not very contagious. The virus is fragile when exposed and the role of 

fomites (objects that carry infection, such as clothes or utensils) is limited in 

transmission. In addition, the virus is not easily transmitted by the airborne route 

(Osterholm et al., 2015; Quammen, 2014).  

A certain element of transmission that is not well understood and remains 

unpredictable is infectiousness of asymptomatic survivors. Flare-ups of the disease have 

been recorded, which did not connect to any known chains of transmission. 

Investigations into the mechanism indicates that semen and breast milk may contain 

the virus over long periods after survival. This means that survivors may be infectious 

for several months after recovery (WHO Ebola Response Team, 2016).   

Clinical manifestation and diagnosis. The different species of EVD appear to cause 

different clinical symptoms, but their determination has been difficult due to less than 

optimal research conditions. Generally, EVD is characterized by an abrupt onset of 

nonspecific symptoms such as fever, chills and malaise. Subsequent symptoms indicate 

a multisystem involvement with gastrointestinal, respiratory, vascular, and neurological 

manifestations (Feldmann & Geisbert, 2011). Patients thus often exhibit anorexia, 

vomiting, diarrhoea, cough, nasal discharge, changes in blood pressure, headache, and 

confusion. During the peak of the illness haemorrhagic manifestations can arise, these 
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include discoloration of the skin, bruising, rash, persistent bleeding from venepuncture 

sites and internal bleeding. In fatal cases, the virus leads to hypovolaemic shock and 

multiorgan failure. In patients with fatal disease, the clinical signs develop early and 

about half of them develop haemorrhagic symptoms. They typically die between day 6 

and 16. In non-fatal cases, patients have fever and nonspecific symptoms for several 

days but typically improve around day 6-11 (Feldmann & Geisbert, 2011; Kortepeter et 

al., 2011).  

Early diagnosis of Ebola virus disease is based on clinical assessment. However, 

because the symptoms of Ebola are nonspecific the diagnosis needs to be confirmed 

with laboratory tests which detect the virus in a blood sample or demonstrate a virus-

specific antibody response (Kortepeter et al., 2011). Initially, there is a high potential for 

differential diagnosis, as many diseases can cause similar symptoms in the areas where 

Ebola is endemic (e.g. malaria, typhoid fever; Feldmann & Geisbert, 2011). In order to 

diagnose the disease blood samples need to be transported to international reference 

centres. In the case of the 2013-2016 West African epidemic, the initial diagnosis was 

done in Lyon, France and Hamburg, Germany (Coltart, Lindsey, Ghinai, Johnson, & 

Heymann, 2017).  

Treatment, management and prevention. Development of a vaccine for EVD has been 

underway since the discovery of the Ebola virus in 1976. Number of different vaccine 

platforms have been tested, such as DNA and viral vectors, and this research has 

resulted in eight vaccines in reaching clinical trials, and one deemed efficacious (Lambe, 

Bowyer, & Ewer, 2017). However, during previous epidemics of Ebola, no direct 

treatment nor preventative vaccine existed. Care of patients was mainly supportive; 

broad spectrum antibiotics, anti-diarrhoeal medicine and electrolyte replenishment to 

maintain fluid balance. (Feldmann & Geisbert, 2011).  

Isolation of infected and symptomatic patients is an important method to manage 

Ebola patients and in the resource-limited areas where Ebola is endemic it has been the 

cornerstone of controlling spread of the Ebola virus (Chertow et al., 2014). Strict barrier 

nursing procedures and sterilization are necessary to protect family members and 

health care workers. Such procedures include personal protective clothing, careful hand 

hygiene, avoidance of contact with body fluids of Ebola patients and all items they 

contacted, such as bedding and medical equipment (Coltart et al., 2017). Ebola 
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treatment centres were designed to remove infected patients from the community and 

minimize the risk of onward transmission by providing isolation and train staff to wear 

personal protective gear. A recent modelling of the most effective large-scale 

interventions showed that increasing the capacity of Ebola treatment centres reduced 

further spread of the virus and contributed to substantial decline in case numbers (Funk 

et al., 2017). 

Two other measures were important in minimizing the spread of the virus. Firstly, 

contact tracing was carried out throughout affected areas. Contact tracing involves 

getting in contact and surveilling for symptoms in each person that came in contact with 

a known Ebola patient for the duration of the incubation period of 21 days. If a person 

gets a fever, they are suspected to have Ebola and are quarantined to break 

transmission chains and minimize further spread (Frieden, Damon, Bell, Kenyon, & 

Nichol, 2014). Secondly, proper management of infected cadavers was necessary to halt 

transmission. Rituals where family members or other persons wash and handle the 

body had to be avoided as well as touching the body. Burial teams had to wear proper 

protective equipment to minimize transmission of the virus (Chertow et al., 2014).                                                                                               

Further preventative measures are taken during Ebola epidemics. The most 

important one is unquestionably the involvement and engagement of the community in 

prevention and education processes. The support of community leaders, both 

traditional and elected, is immensely important. It is the cornerstone of having access to 

and be able to discuss the necessary preventative measures, such as safe burials, safe 

sex and avoidance of bush meat (Coltart et al., 2017; Liu, 2015).   

 Ebola epidemic in West Africa 2013- 2016 

The Ebola epidemic that affected West Africa in 2013-2016 was by far the largest and 

most severe Ebola epidemic the world has seen. It was the first time Ebola transmission 

affected multiple countries in a single outbreak and spread internationally with air 

travel. The epidemic began in Guinea in December 2013 and spread to Liberia and Sierra 

Leone. Additionally, the virus spread to Nigeria and Mali via air travel, which saw local 

transmission. Isolated local transmission occurred after cases travelled to the USA and 

Spain, and the UK, Senegal and Italy diagnosed single cases (Coltart et al., 2017).  
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2.2.2.1 Beginning of the outbreak 

Epidemiological investigation by Baize et al. (2014) revealed that the first case of the 

outbreak was a 2-year-old boy who became sick with fever and vomiting in Meliandou 

Village in Guéckédou prefecture in Guinea on December 2, 2013 and died on December 

6. The child’s sister, mother and grandmother were infected and died before the start of 

2014. Two individuals from Dawa village that attended their funerals became infected 

along with one nurse and the village midwife. They carried the infection to other 

villages and before the end of March 2014 a total of 111 suspected cases had been 

recorded in the prefectures of Guéckédou, Macenta, and Kissidougou with 71% case 

fatality rate (Baize et al., 2014). Baize et al. (2014)’s study thus finds that these 

epidemiological links between cases along with similarity of gene sequences of the virus 

suggest a single introduction of the virus into the human population. 

In March 2014, hospitals and public health services in Guinea saw a rise in the 

numbers of cases and became weary over this unrecognized disease characterized by 

general symptoms and high fatality rate. On March 10, the Ministry of Health of Guinea 

was alerted and two days later also Médecins sans Frontières in Guinea. The World 

Health Organization was officially notified of the rapidly evolving Ebola outbreak on 

March 23, 2014 by the Guinean Ministry of Health and announces the outbreak the 

same day (Coltart et al., 2017; WHO Epola Response Team, 2014).  

In March 2014 the first cases were reported in Liberia and in May the epidemic 

expanded to Sierra Leone. Guéckédou, the epicentre of the outbreak, is close to the 

intersection of the three countries. A factor central to the unprecedented spread of the 

disease was the mobility of the local population at the epicentre of the outbreak. 

Porous borders as well as connectivity of distant rural communities in the broader area 

increased transmission of the Ebola virus (Coltart et al., 2017).  

2.2.2.2 Peak of the outbreak 

In June and July 2014 there came a surge of new cases in previously affected regions, 

other districts and the capital cities of Conakry in Guinea, Freetown in Sierra Leone, and 

Monrovia in Liberia (WHO Epola Response Team, 2014). On August 8, 2014, the WHO 

declared the epidemic to be a Public Health Emergency of International Concern (PHEIC) 

(WHO, 2014e). This is a label used to characterize ‘extraordinary events’ that constitute 
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“a public health risk to other States through the international spread of disease; and […] 

potentially require a coordinated international response” (WHO, 2016b). As WHO 

became more involved response monitoring became more efficient. In WHO’s first 

Ebola situation report from August 29, 2014 (WHO, 2014a) a very small number of Ebola 

treatment centres had been set up and the capacity to manage the ever increasing load 

of EVD cases was insufficient. Laboratory capacity was sufficient with assistance from 

EU and WHO. Contact tracing was under way although still lacking but there was a large 

gap in safe burial services.   

In July 2014 Ebola first travelled out of the three worst affected counties. On 20 July 

an infected person travelled from Liberia to Nigeria and consequently infected 19 other 

people, half of whom health workers. But following a successful response of isolation 

and contact tracing, the outbreak was declared over in Nigeria on 19 October 2014 

(WHO, 2014b, 2014c). Ebola was twice introduced into Mali from Guinea, where 8 

people became infected. Similar events took place in Senegal, Spain and US where a 

single case was introduced to the country and transmitted the virus to 1-3 people but 

there was no further outbreak of the disease (Coltart et al., 2017; WHO, 2014d). 

The peak of the epidemic was reached in October, November and December of 

2014. By mid-November, over 14,000 cases of Ebola had been reported, half of the total 

number of people effected by the epidemic. Ebola treatment centres were too scarce 

and new ones filled up as soon as they opened (Anderson, 2014; Coltart et al., 2017).  

According to the BRC Map Team of the Humanitarian Data Exchange by November 2014 

there were a total of 63 Ebola treatment centres, transit centres and hospitals with 

Ebola isolation wards in West Africa of which 9 were in Guinea, 18 in Sierra Leone, 22 in 

Liberia, and 11 in Nigeria (BRC Map Team, 2014). In the last months of 2014 number of 

cases grew rapidly, Ebola treatment centres were full, quarantines and curfews were 

enforced in order to contain the disease, infected bodies lay abandoned in the streets, 

social infrastructure was closed down and food shortages affected the local 

communities. Although these conditions still prevailed in 2015 the outbreak turned a 

corner by the end of 2014 and the rate of transmission began to slow down in the new 

year. 
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2.2.2.3 End of the outbreak 

By beginning of January 2015 case incidence had declined to low levels in Liberia and 

had levelled off in Sierra Leone. In Guinea however, no identifiable downward trend 

could be observed in case incidence. All three countries had sufficient capacity to isolate 

and treat patients, to bury all people known to have died from EVD, more than 90% of 

contacts were monitored and community engagement was increasing (WHO, 2015b). 

The number of new cases each week was around 100 in total, the first four months of 

the year, still a high number. The greatest portion of these cases was in Guinea, but the 

epidemic was still widely spread geographically (WHO, 2015a).  

Liberia was the first of the three worst affected countries to be declared Ebola free. 

That was on May 9th 2015, however the virus re-emerged in June and again in 

November 2015 and April of 2016. Finally, the outbreak was over in Liberia in June 2016 

(Coltart et al., 2017). Sierra Leone was declared Ebola-free in November 2015, but 

experienced flare ups in January and March 2016. Guinea was declared free of Ebola on 

December 29th 2015 but experienced flair ups in March and April 2016. The PHEIC was 

lifted in March 2016 and on the 9th of June 2016 WHO declared the end of the Ebola 

outbreak in West Africa (WHO, 2016a) .  

 The international response 

The three fundamental methods of Ebola intervention are exhaustive contact tracing 

and monitoring of all chains of transmission; strict infection control both in healthcare 

settings and during burials; and community engagement. These measures were 

established in the first Ebola epidemic in 1976, have been proven effective and remain 

the three pillars of Ebola control today, and thus were the main focus of international 

response to the West African Ebola outbreak. Additional components of an effective 

Ebola response are effective collaboration and coordination between national and 

international responders, quick mobilization of resources and improved communication 

and awareness (Coltart et al., 2017). 

The three worst effected countries, Guinea, Liberia and Sierra Leone, are some of 

the poorest countries in the world. Prolonged political instability and armed conflict in 

the latter half of the twentieth century led to the collapse of already poor economies, 

destruction of physical infrastructure and displacement of millions of people. The 
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countries’ poor health infrastructure was thus not able to implement the necessary 

public health measures to contain the outbreak. Health care workers were scarce and 

resources for quarantine and infection control equipment were lacking. The need for 

international players to assist with the local response was therefore urgent.  

The main action of the international players that involved themselves in the 

epidemic was therefore mainly to increase the availability of health care and Ebola 

treatment with an increased number of functioning Ebola treatment centres and 

capable health care workers. Médecins Sans Frontières (MSF) was one of the most 

important humanitarian NGO that responded to the Ebola epidemic. They responded 

from the very beginning in the three worst affected countries and by the end of the 

outbreak MSF had treated over a third of reported Ebola cases (Liu, 2015).  

After WHO’s declaration that the Ebola epidemic was a PHEIC, substantial 

international response was mobilised by foreign donors, international institutions and 

NGOs. The response was to a large extent focused in the affected area where treatment 

centres were built, technical expertise and laboratory equipment provided as well as 

sterilization and medical supplies. Personal protective equipment was supplied as well 

as training in its usage, and foreign health-care workers arrived to assist in the care for 

increasing number of patients and psychosocial support. Community awareness 

campaigns were designed and implemented, safe-burial teams were formed and 

trained, and so were teams that managed contact tracing and surveillance (Coltart et 

al., 2017). Foreign military assistance was deployed, despite controversies over 

militarization in humanitarian emergencies (Benton, 2017). However, the timing and 

appropriateness of the response was criticised, as well as leadership, coordination and 

security measures, which will be discussed below. 

When the international public health community with the WHO in the forefront 

realized that much of the devastation in the areas affected by the Ebola outbreak could 

have been prevented with more efficient national and international responses, four 

panels were formed to review the response and provide recommendations on stronger 

outbreak control. The panels criticise the international response as summarized by 

Moon et al. (2015: 2210) “global assistance arrived late, was slow to deliver funds and 

health workers, was inflexible in adapting to rapidly changing condition on the ground, 

was inadequately informed about cultural factors relevant to outbreak control, and was 
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poorly coordinated”. This can partly be traced back to inefficiencies within the WHO, 

but the four panels unanimously criticise the WHO for failing to avert the disaster and 

for not providing coordinated and accountable leadership (Piot, Coltart, & Atkins, 2017).  

In order to stop an epidemic of this size and severity it is important that responses 

take place at the source of the epidemic, where it is actually happening. Although most 

of the international response was located in the outbreak area, nations and institutions 

were criticised for inappropriate international travel and quarantine security measures 

as well as disproportionate media attention of the risk of Ebola to Western populations. 

These reactions have been attributed to the immense fear and panic that struck the 

world when the WHO declared the epidemic an international emergency and especially 

after two infected US aid workers were evacuated from Liberia (Moon et al., 2015; 

Robbins, 2014).  

When Ebola spread to Europe and the US through air-travel, fear of a worldwide 

epidemic shook the western world. Although the spread of Ebola through air travel was 

not a high probability event, the consequences of international spread could be severe. 

Because of this the US Centers for Disease Control and Prevention (CDC), in cooperation 

with WHO, local governments and other international organizations, implemented 

travel and border health measures. They aimed at preventing the international spread, 

educate and protect travellers and minimize disruption to international travel and trade 

(Cohen et al., 2016). These measures involved exit screening at airports of all 

passengers that travelled from Guinea, Liberia, Sierra Leone and for a short time Mali. 

Exit screening is not routinely recommended, but can be considered an important 

mechanism of source containment of outbreaks (Cohen et al., 2016). Despite strong 

objection from WHO and other public health actors, further travel restrictions were put 

in place. Up to 40 countries world-wide implemented restrictions on travel and trade 

during the epidemic (Moon et al., 2015). Some countries, including South-Africa, 

Senegal and Chad, closed their borders to travellers from the affected countries, a few 

others adapted entry screening at selected airports, such as the US, UK and Canada 

(European Centre for Disease Prevention and Control, 2014). Additionally, private firms 

issued travel and trade restrictions and more than a third of international flights to the 

three worst affected countries were cancelled. This resulted in increased economic, 

medical and social hardship as well as delays to the provision of humanitarian aid, such 
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as food, medical supplies, personal protective equipment, and trained personnel (Cohen 

et al., 2016).   

Health care workers were greatly needed in the affected countries during the Ebola 

outbreak. Health care workers are at increased risk for Ebola because of their close 

physical contact with infected patients and without well-defined protocols and 

adequate protective equipment the risk of infection is very high (Osterholm et al., 

2015). In previous Ebola outbreaks health care workers have accounted for up to 25% of 

infected persons (Matanock et al., 2014). The ratio is smaller in this significantly larger 

outbreak but 4% of confirmed and probable cases were health care workers. During the 

epidemic this number varied from 1-16% (WHO, 2015c). Health care workers in affected 

areas were therefore risking their lives every day to assist infected individuals. With a 

low number of health care workers in the affected areas and a great need for more, it 

was therefore very important to ensure good accessibility for foreign aid workers. In 

addition to travel restrictions making it difficult for health care workers to reach the 

area, some countries adopted a quarantine protocol for returning health-care workers. 

That meant that a 21 day quarantine waited them when they returned to their home 

country after straining and stressful work in West Africa. Although to some it seems like 

a small price to pay to keep the population of their country safe, quarantine of health 

workers not showing symptoms of Ebola is not scientifically based and many believe did 

more harm than good. Increasing restrictions and stigma towards aid workers that 

return home served as a disincentive for doing humanitarian work in West Africa, thus 

obstructing ending the epidemic at its source (ACLU Foundation & Yale Global Health 

Justice Partnership, 2015; Drazen et al., 2014).  

In summary, some have argued that the international community with WHO in the 

forefront did not respond quickly enough, nor efficiently to the outbreak. The overall 

response of the WHO has been described as a ‘failure’ (Moon et al., 2015) where 

coordination between national and international actors was severly lacking. Despite a 

recommendation not to restrict travel or trade to the affected area, it was severely 

affected by diminished trade and cancelling of commercial flight. Thus, some decisions 

were made which seem to be solely based on fear rather than epidemiological facts and 

previous experiences with epidemics. This discussion indicates that Ebola hovers far 
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larger and more dangerous in Western imagination than it does in its biological reality 

(Jones, 2014).  

2.3 Framing of the West African Ebola epidemic 

In this section I will introduce and define the concept of framing and how the Ebola 

epidemic was framed. International institutions and the media used several frames 

when discussing and providing information about the Ebola epidemic in order to 

highlight specific aspects of it. This is done to influence peoples’ attitudes and 

understanding of the epidemic.  

 Framing defined 

Framing compromises a set of organizing ideas and theoretical perspectives used in 

social sciences and psychology to explain perceptions and communications about 

reality. When describing the reality of issues, frames are used to highlight certain 

aspects and make them salient, based on the assumption that this focus influences 

audiences’ understanding, memory, attitudes, and behaviours (Entman, 1993; Kott & 

Limaye, 2016). In the political sphere, including the sphere of public health, framing of 

issues involves presenting them in a way that link them to a broader set of ideas about 

the world which results in increased political and policy influence (McInnes & Roemer-

Mahler, 2017).  

According to Entman (1993: 52) frames have four primary functions, that is to 

define problems, diagnose their causes, make moral judgements and suggest remedies 

to the problems. Because frames are used to suggest what information is important, it 

means that simultaneously attention is directed away from other aspects of the issue 

which in turn results in omission of other definitions, explanations, evaluations and 

recommendations. A range of stakeholder groups in public health use framing as a tool 

of persuasion, to receive more attention, influence perceptions, legitimize certain public 

health responses and advocate policy changes. When such persuasion and use of 

frames are successful, the new frames resonate with peoples’ broader understandings 

of reality which leads them to adopt these new ways of understanding and discussing 

issues as well as to modify their behaviour accordingly (Finnemore & Sikkink, 1998; 

McInnes & Roemer-Mahler, 2017).  
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Framing is a central concept in media analysis as the media commonly uses frames 

to get information across to the public. Framing can be considered an essential tool the 

media uses to reduce the complexity of issues and ensure understanding among the 

public. Media outlets are also frequently restricted by space and airtime available and 

must therefore simplify complicated issues (Kott & Limaye, 2016). However, when 

reporting on risk issues, such as epidemics, there is a tendency in the media to pay most 

attention to issues that are “more easily dramatized,” by emphasising crisis, conflicts 

and individual events, as opposed to issues (Shih, Wijaya, & Brossard, 2008: 144). In 

their study on media framing of epidemics in the US, Shih et al. (2008) find that 

coverage was highly event based, focusing on specific situations and short term 

consequences such as number of infected cases and governmental actions taken. 

Additionally, they found that “the more political an issue was, the more prominent the 

conflict frame” became in the media coverage (Shih et al., 2008: 157). These results are 

worthwhile to bear in mind when discussing framing of the recent Ebola epidemic in 

West Africa.   

 Global health framing and the West African Ebola epidemic 

In discussions on global health interventions two rationales are commonly used to 

frame the issue both for public consumption, but more significantly to justify responses 

and interventions. In this section I will describe how the Ebola epidemic was framed 

either as a security or a biomedical issue by international institutions and the media. 

This framing is a factor likely to have affected the public’s perception of the Ebola 

epidemic, and consequently people’s attitudes and opinions on the issue. 

According to Lakoff (2010) there are two leading contemporary rationales in global 

health, used for envisioning, intervening and managing infectious diseases on a global 

scale, namely global health security and humanitarian biomedicine. The global health 

security paradigm focuses on ‘emerging’ infectious diseases and their outbreaks that 

“have not yet occurred – and may never occur” (Lakoff, 2010: 59). The global health 

security response thus involves implementing preparedness systems of disease 

surveillance which might provide a warning to potentially catastrophic global disease 

outbreaks in order to protect national populations. In contrast, the humanitarian 

biomedicine paradigm targets infectious diseases that currently afflict the world such as 
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malaria and HIV/AIDS. The intervention proposed involves caring for individuals in need, 

located in poorer nations of the world where these and more diseases burden weak 

health infrastructures. 

The international response to the West African Ebola epidemic was based on both 

of these, often contradictory, rationales. This poses a challenge as the advantages of 

each were debated and often clashed in the field. For example were medical staff 

forced to balance which regime to give priority to in crowded Ebola treatment centres 

and health education campaigns had to prioritise messages to the public (Caremel, 

Faye, & Ouedraogo, 2017). When framing the epidemic as a security issue, Ebola was 

seen as a threat to biosafety and framed as a major threat of wider-scale 

contamination. Interventions thus focused on containment of the disease using 

measures of surveillance, quarantine and travel restrictions. On the other hand, the 

framing of the epidemic as a humanitarian issue puts focus on the direct (infection, 

death) and indirect (neglect of other health problems, food insecurity) impact of the 

outbreak on individuals (Caremel et al., 2017). The humanitarian biomedical frame thus 

focuses on direct risk to health of individuals by responding with public health 

methodologies of prevention of infection, surveillance, controlling the spread of a 

disease and treatment of infected individuals (McInnes & Roemer-Mahler, 2017).  

During the international response, the overall domination of one paradigm over the 

other changed as the outbreak developed. Influential factors were for example the 

international spread of the virus, advancement of scientific knowledge, lack of 

communication, possibilities of diagnosis, space available in treatment centres and the 

number of responders available. There were however three problems that both 

paradigms agreed on had to be managed during the epidemic: travel, certain practices  

not meeting hygiene requirements (funeral traditions, eating habits, lack of 

handwashing), and limited access to services  (Caremel et al., 2017).  

In an analysis of frames deployed by WHO, MSF and the UN Security Council during 

the Ebola epidemic, McInnes and Roemer-Mahler (2017) show that these major 

institutions primarily frame the issue based on organizational rationales and interests. 

MSF solely use the humanitarian biomedical frame focus on the high number of cases, 

the importance of saving lives and the need for additional resources. The WHO as a 

major health actor also deploy the biomedical frame highlighting the size and 
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complexity of the outbreak, new diagnostic laboratories, and the skill and bravery of 

health personnel. However, the WHO additionally framed the epidemic in terms of 

security and economic risk frames highlighting the risk of state failure and devastation 

of the economies of the worst affected countries. This use of additional frames 

generated wider societal support and legitimized the involvement of more and various 

actors. The UN Security Council almost solely utilized the health security frame, but also 

widened its framing to economic and human rights frames in order to emphasize 

collaboration among states and institutions (McInnes & Roemer-Mahler, 2017).   

There is no denying that emerging outbreaks with high levels of uncertainty present 

communication challenges. Public health institutions, decision makers and organizations 

need to educate and inform the public and ensure that people understand how the 

disease is transmitted and the risks associated with an outbreak. Because of the global 

implications of the Ebola epidemic this responsibility became even more challenging. 

Kott and Limaye (2016) compare framing of information about the Ebola epidemic from 

the United States Centers for Disease Control and Prevention (CDC) and television 

media. They find that while the CDC consistently use a medical frame and authoritative 

voices to relay information, the media are not as consistent nor thematic. The media 

used more varied frame including the medical, human interest and socio-political 

frames, and had less consistent expert and authoritative voices. As the mass media has 

become the most important source of information and knowledge for the general 

public, the media played a significant role in relaying communications and knowledge 

about the Ebola epidemic. The western media approached the coverage in a typical way 

by consulting and quoting major institutional actors to frame the issues, namely the 

WHO, CDC, MSF, and government health officials (Gerlach, 2016). The discrepancy 

between institutional framing and the media’s found by Kott and Limaye (2016: 47) thus 

suggest the possibility that “the public may have interpreted their risks to Ebola in a way 

that is different than what the CDC intended”.   

 Media framing of the Ebola epidemic 

Researchers have observed the use of a standard story format in news coverage of 

major disease outbreaks. This typically involves stages of sounding the alarm, mixed 

messages about the potential impact of the disease, and finally crisis and containment. 
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“This framework tells a story about a growing threat to a community, uncertainty about 

what it means and how to effectively respond, and ultimately the triumph of medical 

expertise and health authorities” (Gerlach, 2016: 612). However, Gerlach (2016) argues 

that this format was disrupted during the most recent Ebola epidemic when a Liberian 

man infected two nurses in the US. This moved the coverage into the ‘pandemic 

narrative’ which is rooted in fictional accounts of major disease outbreaks which science 

and health authorities are unable to explain or contain (e.g. The hot zone (Preston, 

1994) a novel about a catastrophic world-wide Ebola epidemic).  

This is a compelling analysis and captures well the reasons for the ‘spectacle’ that 

was media coverage of the Ebola epidemic. The media coverage of the Ebola outbreak 

has been described as “fear-mongering” (ACLU Foundation & Yale Global Health Justice 

Partnership, 2015: 4) which often ignored established medical science and 

epidemiological research, further increasing panic and fear in countries what were very 

unlikely to be severely affected by the epidemic. And with the sensationalizing 

tendencies of the media various individuals and organizations politicized the outbreak 

and transformed “rational concerns into irrational fears” (Paul & Sherrill, 2015: 4). 

Although the initial media attention and public interest resulted in more funding and 

resources to the affected areas, the immense media coverage framed the issue often in 

unhelpful ways (Moon et al., 2015).  

Several researchers have highlighted the ‘othering’ that took place in Western 

media during the epidemic (Dionne & Seay, 2015; Gerlach, 2016; Nunes, 2016). Initially, 

Ebola was framed as an exotic disease that only affects the African other. This racialized 

and xenophobic frame is a common representation of Africa in the global North and 

compounded with the public’s poor knowledge of African geography and culture and 

increased panic in media coverage, induced fear and panic among the western public 

(Dionne & Seay, 2015). When comparing media coverage in the US and Sierra Leone, 

Acquah-Baidoo (2016: 52) finds that in the US the epidemic was most frequently framed 

in a problem focused way and highlighting the public’s susceptibility to Ebola by using 

“fear appeals and tone of panic”. While the Sierra Leonean media coverage was solution 

based and focuses on ways to reduce spread of the virus and how NGOs and 

international institutions are responding.  
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Gerlach (2016) identified four central content frames used in the western media: 

‘local African practices contribute to the spread of Ebola’ and ‘the global North is not 

providing enough aid’ were dominating early in the epidemic. In later stages of the 

epidemic risk and security frames became more prominent: ‘the global health system is 

very fragile’ and ‘national health security systems are inadequate.’ The latter was the 

most frequently used frame and came into being after Ebola was diagnosed in the US. 

The preparedness of nations in the global North to handle Ebola was questioned, the 

government’s handling of biosecurity was criticized and the call for flight bans 

appeared. Nunes (2016) calls this a ‘crisis narrative’ which takes the form of anxiety 

about the vulnerability of the social and economic process of the globalized world. The 

media thus adapted the coverage to a narrative “that said more about the developed 

world, its anxieties and needs, than about the actual disease and the populations 

suffering from it” (Nunes, 2016: 553).  

 Public perceptions in the global North 

Analysis of the western media coverage of the Ebola epidemic are clear that the issues 

were often framed in ways that had the potential to cause fear and panic among the 

public. As a result, several researchers have explored the western public’s knowledge 

and risk perception of Ebola. Studies have found a strong association between 

knowledge and perception of risk or worries about infection (Prati & Pietrantoni, 2016; 

Rolison & Hanoch, 2015; Rubsamen et al., 2015). However, the level of worry varies 

across studies, and is perhaps related to geographical location or timing of the study in 

relation to the international spread of Ebola and the amount of media coverage.  

In the United States, the amount of media coverage of the Ebola epidemic is closely 

related to the disease being treated or diagnosed on US soil. The media coverage 

increases significantly in the end of September 2014, when the first case of Ebola is 

diagnosed in the US, peaks in mid-October, when two US nurses become infected, but is 

again reduced to low levels by mid-November, after it is clear that the spread has 

stopped (Sell et al., 2017). The level of worry among the US public varies from study to 

study. Literature has suggested that frequent news coverage of diseases can cause 

distorted perceptions of its severity and people’s susceptibility (Jehn, Kim, Bradley, & 
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Lant, 2011; Young, Norman, & Humphreys, 2008) and it is thus interesting to explore 

risk perception and worries with the timing of the study in mind.  

A survey done in August 2014, (when the first Ebola patient is transferred from 

West Africa to the US for treatment) found that 40% were concerned that there would 

be a large Ebola outbreak in the US in the following 12 months (McCarthy, 2014). In 

mid-October 2014, at the peak of media coverage, and of public concern, 45% of the 

public was worried that they or a family member would contract Ebola (SteelFisher, 

Blendon, & Lasala-Blanco, 2015). By mid-November, Rolison and Hanoch (2015) found 

low ratings of worry and personal risk to contracting Ebola and in December, and Kelly 

et al. (2015) found that only 20% considered it likely that Ebola would spread in the US 

and 86% thought it unlikely that they or their family would be affected by Ebola. The 

worry-level thus increases and decreases during the epidemic, yet always remain 

substantial (lowest at 20%). 

The United States is the most researched country regarding Ebola knowledge and 

risk perceptions, likely because they experienced domestic spread. Because the 

outbreak became a domestic issue, it is possible that the perceived risk was higher 

there than in other western countries. The studies conducted in Europe generally found 

low public concern for contracting Ebola. Low levels of worry were reported in Israel 

(Gesser-Edelsburg, Shir-Raz, Hayek, & Sassoni-Bar Lev, 2015) and Italy (Prati & 

Pietrantoni, 2016), despite the fact that two health care workers were diagnosed with 

Ebola in Italy after returning from West Africa. In Germany, a study found that a 

substantial proportion (29%) were worried about Ebola, however in general they did not 

rate their worries as strong (Rubsamen et al., 2015).   

In summary, international institutions and the media framed the Ebola epidemic 

mainly by using medical or security frames which affected the public’s perception of the 

epidemic. The media’s tendency to dramatize issues was evident and panic spread 

through the global North. This caused considerable fear among the public although it 

varied depending on timing and areas of the western world.  

2.4 Public opinion 

In this section I will explore the existing research and theories on the relationship 

between public opinion and foreign policy, focusing on policy and expenditure on 
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international development cooperation. First, I discuss the relationship between public 

opinion and foreign policy in general. Second, I focus on public opinion related to 

international development, and the presumed importance of public support for foreign 

aid. Third, I discuss research on what individual level factors underlie public opinion 

towards foreign aid and development cooperation. 

 Public opinion on policy 

People are often asked to give their opinion on many various issues by newspapers, 

social media platforms, social science researchers and political candidates. The impact 

of public opinion on policy and governance is however debated and scientific results are 

non-conclusive. The largest issue according to Burstein (2003: 36) is that although the 

issue has been researched considerably the ability to generalize is “compromised” by a 

narrow focus of the research in question. Despite this problem of generalization, it is 

generally accepted that public opinion does influence policy. The disagreement lies in 

the extent of this influence (Burstein, 2003; Milner & Tingley, 2013c).  

Some theories predict a high degree of influence while others attribute substantial 

power to interest groups such as economic elites, political parties or other 

organizations, and thus public opinion’s influence is minimized. Despite decades of 

research the disagreement on the amount of impact of public opinion on policy prevails 

(Burstein, 2003; Page & Shapiro, 1983; Wlezien, 2017). Responsiveness of governments 

to the public’s opinions is important in representative democracy as it suggests that the 

representatives elected by the public are listening to and acting upon their views and 

wishes. Several recent studies have demonstrated the responsiveness of governments 

(e.g. Hagemann, Hobolt, & Wratil, 2016; Stimson, Mackuen, & Erikson, 1995). At the 

same time, some scholars argue that many policy issues are so complex, and the 

processes behind them are so little known that most people are unable to form a logical 

and coherent opinion. This has been the primary view regarding public opinion on 

foreign policy (Burstein, 2003; Milner & Tingley, 2013c). More recent research however 

rejects this reasoning, because despite little actual knowledge the public uses heuristics, 

or information shortcuts to form their opinion on foreign affairs which Brewer, Gross, 

Aday, and Willnat (2004) argue is theory-driven and thus that publics can form a 

rational and reasonable opinion on foreign policy issues.  
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 Public opinion on foreign aid 

Only a limited amount of work exists on public opinion towards development and 

humanitarian aid and its influence on policy and amount of ODA. Like foreign policy in 

general, many argue that the public knows virtually nothing about development aid 

“and what they do know is wrong” (Milner & Tingley, 2013c: 390). At the same time, 

there is a strong consensus, at least among international organizations that public 

support for aid is crucial in the global fight against poverty. But in order to support aid, 

the public must have some knowledge of development cooperation and foreign aid 

(Henson, Lindstrom, Haddad, & Mulmi, 2010; N.A., 2007; OECD/DAC, 2006).  

Both qualitative and quantitative methods have been used to research the public’s 

knowledge on development cooperation and foreign aid. This research has mainly been 

performed in the United States and the United Kingdom. According to Milner and 

Tingley (2013c) the two most common ways to enquire about public knowledge on the 

topic in questionnaires is to ask about the size of the national foreign aid budget and 

whether the public has heard of major institutions working on development 

cooperation. The results from such research in the US suggests that a sizable proportion 

of the population have heard about international multilateral aid institutions, and 

greatly overestimate the foreign aid budget (Milner & Tingley, 2013c). However, they 

also stress that these measures are not perfect and more study on the topic is necessary 

before concluding the knowledge levels of the public. Similarly, surveys administered by 

the OECD to member countries also show that public understanding of development 

issues are superficial and somewhat sceptical of foreign aid (OECD, 2009). Qualitative 

research is perhaps better able to shed light on the issue and provide a more nuanced 

picture of the public’s knowledge. Recent interview and focus group research in the UK 

indicates that the public has a great lack of understanding and awareness of 

development cooperation and foreign aid (Darnton, 2009; Henson et al., 2010; van 

Heerde & Hudson, 2009).  

Despite this evidence that the public in donor countries is not well informed about 

development cooperation and foreign aid and have superficial impressions of 

development, public support for foreign aid is high. OECD has recorded high public 

support for aid in their member countries for three decades. In general, at least 70% of 

the population is positive toward development aid (McDonnell, Lecompte, & Wegimont, 
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2003; OECD, 2009; Otter, 2003; van Heerde & Hudson, 2009). In the UK, the support for 

aid continues to be high, yet it seems that recently the support for increasing foreign aid 

further is diminishing (TNS, 2010). Public support for foreign aid in the US is not as 

consistent but varied from 50-74% in the last three decades (Kull, 2017; Otter, 2003). 

But the question remains of whether public support matters when it comes to national 

provision of foreign aid.  

Scholars have debated the importance of public support to development 

cooperation. Because early studies showed the public’s lack of knowledge on the 

subject, the influence of public support on actual policy was dismissed (van Heerde & 

Hudson, 2009). However, with further research the debate has resurfaced, and experts 

have not come to a conclusion yet. In a descriptive study McDonnell et al. (2003) find 

that public support does not have direct impact on ODA expenditure. However, they do 

not rule out indirect impact, and conclude that the relationship is complex. Otter (2003) 

compares correlations between public support and expenditure on foreign aid in five 

countries and finds that it’s difficult to draw robust conclusions. He suggests that 

development cooperation may be a unique policy issue where the influence of elites is 

pivotal and the usual influence of public opinion on policy not relevant. Heinrich, 

Kobayashi, and Bryant (2016) argue that it does matter in certain situations, such as 

during economic crises when reductions in foreign aid occur because the public lower 

the priority of aid, and consequently politicians cut expenditure on aid. A country-

comparison descriptive study by Stern (1998) shows that with higher public support for 

aid, aid budgets rise. This effect can especially be seen in countries with high levels of 

support. Further descriptive studies from DAC peer reviews show that “public 

awareness of, and support for, development co-operation is the best guarantee of 

political and legislative support for strong and dynamic national development 

programmes” (OECD/DAC, 2013: 17). In his book the Bottom Billion, Collier (2007: 183) 

takes a stance that suggests strong influence of public opinion:  

The key obstacle to reforming aid is public opinion. The constituency for aid is 
suspicious of growth, and the constituency for growth is suspicious of aid. 
Therefore, using aid strategically to promote growth in the bottom billion is not 
high on the agendas of politicians. Public opinion drives them into the “I care” 
photo opportunities that dominate aid. 
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Collier thus suggests that not only is public opinion important to influence aid 

expenditure, but also the quality and effectiveness of the aid provided.  

Today it is generally acknowledged that public support for development 

cooperation and foreign aid is important for continued national expenditure in the 

sector since political representatives do not want to pursue policy that are at odds with 

public opinion (Henson et al., 2010; Milner & Tingley, 2013a; van Heerde & Hudson, 

2009).  

 Public opinion on foreign aid in Iceland 

Iceland has participated in development cooperation by providing aid since 1974. 

Despite over 50 years of development cooperation, little is known about the public’s 

opinion on the subject. Several studies have examined the Icelandic public’s opinion on 

foreign aid. However, because the stability of public opinion towards development 

cooperation is unknown I will only discuss recent research into the matter. In the last 

ten years, two studies have examined the Icelandic public’s support for development 

aid, both published in 2013. One is a quantitative survey commissioned by the Ministry 

of Foreign Affairs and the Icelandic International Development Agency (icel. 

Þróunarsamvinnustofnun; now merged with the Ministry of Foreign Affairs; Markaðs- og 

miðlarannsóknir ehf, 2013) and the other is a qualitative MA thesis from the University 

of Iceland (Ingham, 2013).  

The quantitative survey uses both direct and indirect questions to gauge into the 

public’s knowledge and opinion on foreign aid. The direct questions include asking 

about opinions on the government’s participation in development cooperation, their 

preferences for increased, unchanged or decreased foreign aid expenditure and their 

active contributions to charities (Markaðs- og miðlarannsóknir ehf, 2013). Their indirect 

questions are similar to those described by Milner and Tingley (2013c) and were 

outlined earlier in section 2.4.2. These include questions about Iceland’s cooperative 

countries, issues emphasised by Icelandic development cooperation and their 

knowledge of the Millennium Development Goals (MDGs). The results indicate that the 

Icelandic public is supportive of development cooperation; 80% are rather or very much 

in favour of Icelandic development cooperation and 87% want the foreign aid 

expenditure to be unchanged or increased. On the other hand, knowledge about 



41 

development cooperation is minimal. Less than 15% consider themselves well familiar 

with Icelandic development cooperation, 52% were not able to name a cooperation 

country and over 85% were not able to name any MDGs (Markaðs- og miðlarannsóknir 

ehf, 2013). 

Ingham (2013) came to the same conclusion in her qualitative study on Icelanders’ 

knowledge and opinion on development cooperation and foreign aid. The results 

indicate that issues of justice, humanitarianism and a strong moral commitment guide 

participant’s support for foreign aid and development cooperation. Their knowledge is 

however minimal, including their understanding of development processes, such as on 

factors that contribute to global poverty, what long-term development involves and 

thus the help developing countries require and desire. The participants stated that 

media influenced their knowledge and opinion on development cooperation, but the 

images they had of development and poverty were typical where aid is seen as charity 

from a generous giver to a grateful receiver, but not as justice (Ingham, 2013).   

In a DAC peer review (OECD/DAC, 2013) done before the commissioned survey 

mentioned above says that based on a broad consensus about aid in the parliament of 

Iceland, “support for and understanding of development co-operation appears to be 

high”, however they caution that despite this speculation it is unwise to assume public 

support for increased ODA expenditure. The following year Þórir Guðmundsson (2014) 

was commissioned to analyse the Icelandic development cooperation system and its 

organization, and to recommend changes. Although both the DAC peer review and 

Guðmundsson commend the current information dissemination, for example an online 

weekly newsletter, they both highlight the importance of continued and effective 

information sharing and education. It is vital to address directly common 

misconceptions about development cooperation and awareness raising is of crucial 

importance. Despite general public support for development aid, Iceland has still to 

reach the international donor target of 0.7% of GNI going to development cooperation. 

This means considerable increases in ODA expenditure, but in order to support it, the 

public must understand its significance and importance (Þ. Guðmundsson, 2014; 

Ingham, 2013; OECD/DAC, 2013).  
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 Individual-level determinants of public opinion on foreign aid 

Early theories on political thinking of the public suggested that people held a set of 

integrated principles or ideologies, that guided them through the social world, including 

politics. However, because this theory fails to explain real life political preferences and 

attitudes satisfactorily, political scientists and social psychologist have focused on what 

underlies ideology and found that people’s core beliefs and values, material factors, 

personality traits, motivational elements and even biological underpinnings influence 

ideological preferences (Dirilen-Gumus, Cross, & Dönmez, 2012; Feldman, 1988; 

Feldman & Johnston, 2014). Regrettably, research on the individual-level factors 

influencing the public’s opinion on foreign aid is not that extensive and research is 

limited. However, results suggest that material, ideological and personal factors 

influence public opinion on international development cooperation.  

To my knowledge, three studies have specifically explored the relationship between 

individual characteristics and support for foreign aid. In a comprehensive study Paxton 

and Knack (2012) explore multiple individual characteristics that theoretically would 

influence people’s preferences regarding foreign policy. These include gender, income, 

religion, political ideology, understanding of poverty, awareness of international affairs, 

and trust in government. They find a significant relationship between public opinion on 

foreign aid and gender, age, income, religion, interest in politics, TV consumption, 

political ideology and trust. Milner and Tingley (2013c) summarize their own work on 

the factors influencing public support for aid and its relation to foreign aid policy. Their 

results indicate that political ideologies, specifically the partisan divide between 

conservatives and liberals in the US, greatly affect people’s opinion on foreign aid, both 

at public and elite levels. This they do not find surprising as, “foreign aid is government 

intervention into the (international) marketplace” (Milner & Tingley, 2013c: 393). They 

also explore some material factors, and find that endowment of capital, that is high 

skills and education are related to support for international development aid (Milner & 

Tingley, 2013c). Finally, Chong and Gradstein (2008) explored several individual level 

factors, along with societal factors, and their connection to public support for aid. The 

significant factors where age, income, education, political orientation and satisfaction 

with government performance.   
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When dealing with such complicated concepts as attitudes and political 

preferences, it is not surprising that many and varied factors of different origins 

influence them. Despite the limited amount of research specifically focusing on the 

public’s opinion of foreign aid, multiple individual-level factors influence said opinion. 

And it is possible that the individual-level factors that influence public opinion on 

development aid are still underspecified. Understanding the determinants of public 

support for foreign aid can have multiple benefits for policy makers, aid practitioners 

and development educators. Ultimately, the information would be utilized to create 

targeted and efficient development education efforts, design policies more consistent 

with public preferences and reduce the restraints public opinion potentially puts on 

effective and creative development cooperation policy (Paxton & Knack, 2012).   
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3 Setting 
In this section I will give a short account of the setting of Iceland in relation to provision 

of development and humanitarian aid. I will focus on the Icelandic response to the 

2013-2016 Ebola epidemic both in regards to aid provided and preparedness in Iceland. 

3.1 Iceland and international affairs  

Iceland is a relatively small island in the north Atlantic ocean with an estimated 

population of 350,000 (Hagstofa Íslands, 2018). Iceland is the most sparsely populated 

country in Europe and the small population is considered homogeneous. The country 

was under Danish rule and dependency until 1944 when it gained full independence. 

With influences from nationalistic discourses in Europe and struggle for independence 

in the late 19th and early 20th centuries, nationalistic ideas of the uniqueness of 

Icelandic nationality and language were formed, which continue to be important to this 

day (Loftsdóttir, 2012). Modernization of Iceland was heavily emphasized in the post-

independence era, and its foreign policy was clear; only engage in international activity 

when it brings concrete economic benefits. Although Iceland joined many international 

organizations formed after World War II, it did not seek an active role in them 

(Loftsdóttir, 2012; Þórhallsson, 2006).   

The smallness of the country has and continues to play a part in the limited 

participation of Iceland in international affairs. Although part of numerous international 

organisations and institutions such as the World Bank, NATO, UN Women, UNESCO and 

the Arctic Council, its influence is often weak because of limited administrative capacity 

(Þórhallsson, 2006). Research shows that policy leaders in Iceland have “picked up or 

dropped the language of smallness according to context and convenience” using it to 

highlight vulnerabilities, gain exceptions or to boost its uniqueness and achievements 

(Bailes & Thorhallsson, 2014: 123). However, in development cooperation, Iceland 

remains a small player.  

Icelandic development cooperation efforts started in 1971 when the target of 

devoting 0.7% of GNI to ODA was agreed on internationally. In 1981 the Icelandic 

International Development Agency was established. Little was done to advance 

development assistance and expertise in the field until the year 2000 (OECD/DAC, 2013; 

Þórhallsson, 2006). Then development became a key pillar in Iceland’s foreign policy 
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and ODA reached its peak of 0.37% of GNI ($48 million) in 2008. Iceland became a 

member of OECD DAC in 2013 and its foreign aid is guided by the Sustainable 

Development Goals (SDGs). Estimated ODA for 2018 is 0.26% of GNI ($65 million) which 

accounts for 37% of the Ministry of Foreign Affairs’ budget (Ministry of Foreign Affairs, 

2018).    

Fighting poverty, social injustice and hunger in the poorest countries in the world is 

the centre of Icelandic development assistance and it aims to mirror the Icelandic values 

of democracy, human rights, fairness, tolerance and unity. The focus of Icelandic 

development cooperation is on the overarching themes of equality and environmental 

issues, focusing on the sectors of natural resources (fisheries and energy), social 

infrastructure (education and health) and peace-building (governance and restoration; 

Ministry of Foreign Affairs, 2013). Icelandic aid is divided between bilateral and 

multilateral channels. The multilateral aid goes mainly to the World Bank, UNICEF and 

UN Women. The bilateral aid is delivered as projects in partner countries (Malawi, 

Mozambique, Uganda), as projects delivered by NGOs based on their proposals, and 

through non-core multilateral contributions (Ministry of Foreign Affairs, 2018; 

OECD/DAC, 2013). Humanitarian aid accounts for 5-10% of Icelandic ODA with recent 

increases in humanitarian aid provision focused on refugees and asylum-seekers.  

Until recently, Iceland provided considerably less humanitarian aid than the nations 

it compares itself to. Provision of humanitarian assistance was usually an individual 

decision in response to large international disasters and was provided to the Red Cross 

or relevant institution of the UN (Þ. Guðmundsson, 2014; OECD/DAC, 2013). 

Humanitarian assistance resonates with many Icelandic development projects such as 

those in Palestine, Afghanistan and peace keeping efforts. Additionally, Iceland works 

with institutions within the UN regarding humanitarian aid, namely OCHA, CERF and 

WFP (Ministry of Foreign Affairs, 2017). However, a concrete strategy has not yet been 

formed in the field of humanitarian aid and disaster relief (Ministry of Foreign Affairs, 

2013). Uniquely amongst the DAC nations, Iceland provides grants to NGOs that work in 

humanitarian assistance and disaster relief, but requires the NGO to co-finance the 

project and provide 10% of the total costs (OECD/DAC, 2013). This proportion used to 

be 20% but was reduced to 10% in 2011 (Ministry of Foreign Affairs, 2011). Still, grants 
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to NGOs amounted to $1.5 million in 2017 and the total humanitarian aid was $5.3 

million (Ministry of Foreign Affairs, 2017).  

3.2 Ebola response and preparedness 

The Icelandic government contributed to the international response to the Ebola 

epidemic in West Africa by providing 12 million ISK ($100,000) to the UN Ebola 

Response on the 26th of September 2014. The Icelandic Red cross applied for and 

received 25 million ISK ($208.000) grant from the Ministry of foreign affairs in 

November 2014 to respond to the Ebola epidemic in Sierra Leone (Pálsson, 2014). The 

grant was used to set up a telecommunication system which was used for providing 

information about preventative strategies to the people of Sierra Leone (Rauði Krossinn, 

n.d.). In the autumn 2014, the Icelandic government thus contributed donations to 

multilateral institutions and NGOs that responded to the Ebola epidemic in West Africa.  

The Icelandic public was also asked for donations, but UNICEF in Iceland collected 

donations to strengthen their response to Ebola in West Africa. The response included 

providing equipment and necessary water and nutritional formulae for intravenous 

feeding (Friðriksdóttir, 2014). In 2014 and 2015 UNICEF in Iceland donated $27,500 to 

the Ebola response (UNICEF, 2015).  

The importance of relief work in West Africa was stressed in the Icelandic media, 

and that working in the affected area was the best prevention of further spread of the 

disease (mbl.is, 2014). However, when the WHO declared the epidemic a PHEIC in 

August 2014 all member states were advised to prepare for possible transmission of 

Ebola in their country, in an effort to hinder international spread (WHO, 2014e). 

Although the risk of Ebola reaching Iceland was considered very low, international 

connectivity is high because of its location between Europe and North-America. More 

than a quarter of air traffic over the Atlantic Ocean crosses the Icelandic air-traffic 

control area (Isavia, n.d.). The possibility of sick air travellers being transferred to the 

country are therefore considerable (Hauksdóttir, 2016). 

Iceland is generally considered to have a strong health care system, yet its main 

tertiary care hospital, Landspítali University Hospital (LSH) was not ready to receive an 

Ebola patient, as the isolation units were not adequate, and there was lack of 

professional experience (S. Guðmundsson, 2014). Because of these restraints, 
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practicality was in the forefront of the preparedness (Hauksdóttir, 2016). A thirty-

person team was assembled from volunteers and consisted therefore of people that did 

not necessarily know each other, had widely different backgrounds and not everyone 

was experienced with communicable disease control. The department in LSH appointed 

for Ebola management required restorations and equipment for Ebola management. 

These were to be provided in the event of arrival of a suspected Ebola patient to Iceland 

(Hauksdóttir, 2016). Safety of health care workers was one of the main emphasis of the 

preparedness in Iceland and they received training, insurance and a place to stay, if they 

preferred not to go home to their families between working hours (Hauksdóttir, 2016; 

Sýkingavarnadeild LSH, 2014).      

A study by Hauksdóttir (2016) shows that structural factors greatly influenced the 

Icelandic preparedness for Ebola as creative solutions had to be found to the limitations 

of resources available. Context also influenced the Icelandic preparedness, i.e. the small 

demographic features of the nation and its health care system, emphasis on equality 

and the emergence of fear and stigma. Research from other western countries has 

shown that fear was widespread among health care workers during the Ebola epidemic 

(Broom & Broom, 2017; Speroni, Seibert, & Mallinson, 2015). Although frontline health 

workers were not explicitly asked about their levels of fear, administrators described 

the fear of health care workers in LSH (Hauksdóttir, 2016). It affected the weight put on 

ensuring feelings of safety among health care workers and information dissemination. 

The study shows that frontline health care workers were mostly positive towards their 

level of preparedness and “believed they were ready to manage Ebola patients” 

(Hauksdóttir, 2016: 55) 
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4 Method 
The aim of the study is to describe and explore public attitudes towards humanitarian 

assistance, using the humanitarian assistance provided in 2014 in response to the Ebola 

epidemic in West Africa as a case in point. Specifically, I explore which characteristics 

are associated with having negative attitudes towards the assistance and which reasons 

they believe influence the government’s decision to provide the assistance. The 

methodology used to reach the aims is quantitative, using statistical analysis. In the 

methods chapter I firstly describe the paradigm and methodology underlying the 

research including attitude measurement in general and the type of measurement used 

in this research. Secondly, I describe the collection of data including the instrument and 

procedure. Thirdly, I describe the methods of statistical analysis utilized and in the 

fourth section I discuss ethical concerns.   

4.1 Research methods 

 Paradigms 

Development and popularity of particular research methods are different across the 

humanities and social sciences. Because of historical and pedagogical reasons some 

disciplines have emphasised qualitative methodology in their inquiries, such as 

anthropology, history and political science (Miles & Huberman, 1994). Researchers that 

use qualitative methods seek to understand social phenomena from the perspective of 

individuals and analyse their meaning and relevance (Esterberg, 2002). Overall however, 

in the social sciences collectively, quantitative methods have been more widely used. 

(Alasuutari, Brannen, & Bickman, 2008; Alise & Teddlie, 2010). Quantitative methods 

also seek to explain social phenomena, but the goal is to precisely capture the social 

world by systematic measurement of variables. This measurement involves the use of 

numerical data to empirically represent social phenomena in standardized and compact 

way. Quantitative data can be collected using various study designs, experiments and 

surveys being the best-known data collection methods. In most cases, quantitative 

researchers collect large amount of data which is analysed using various statistical 

methods depending on the research purpose, study design and type of data (Neuman, 

2014).  
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 ‘The paradigm wars’ is a term coined to describe the debates about the merits and 

assumptions of qualitative and quantitative research. The foundation of the debate lies 

on epistemological and ontological positions that characterize qualitative and 

quantitative research. In scientific research, there is a strong link between 

epistemology, ontology and methodology, and paradigms contain different ideas in 

those respects. A paradigm may be viewed as set of beliefs about the nature of the 

world, reality, and correspondingly the proper conduct of science (Bryman, 2008; Guba 

& Lincoln, 1994). Quantitative methods are considered to be objective, analytical and 

therefore mainly connected to the positivist paradigm. The positivist and more recent 

post-positivist paradigms assume that out there is an apprehensible reality based on 

natural laws and mechanisms, that can be measured and at least to some degree 

understood (Guba & Lincoln, 1994). Qualitative research on the other hand is associated 

with historicism, humanism and interpretivism. The paradigms of critical theory and 

constructivism can therefore be related to qualitative research. Critical theory assumes 

that social, political, economic, cultural, gender and ethnic factors have shaped 

structures that are now inappropriately taken as real. Constructivism presumes that 

apprehension of reality is dependent on the individual persons or groups holding 

socially and experientially based mental constructions of reality (Guba & Lincoln, 1994). 

In both paradigms there is no external, natural reality but reality is interpreted and 

constructed by social actors and processes.   

Many scholars celebrate when the binary system of qualitative/interpretivist and 

quantitative/positivist is questioned, and some argue that the paradigm tensions are 

slowly diminishing. One indication is the development and increased utilization of mixed 

methods methodology, that is a methodology where both qualitative and quantitative 

data are gathered, integrated and interpreted “based on the combined strengths of 

both sets of data” (Creswell, 2015: 2). Secondly, as Guba and Lincoln (1994: 105) point 

out “[q]uestions of method are secondary to questions of paradigm” and research that 

does not fall with the typical quantitative-positivist and qualitative-interpretivist stances 

is starting to appear in publications, such as Babones (2016's) Interpretive Quantitative 

Methods for the Social Sciences which combines interpretivist paradigm with 

quantitative methods.  
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Students are, at least initially, trained in the positivist and/or post-positivist 

paradigms. The positivist paradigm has dominated both physical and social sciences 

since the enlightenment. It is based on ontological realism where laws and mechanisms 

drive reality and the scientist’s purpose is to explore and explain these mechanisms. The 

scientific researcher seeks to confirm hypothesis and the purpose is to develop “time- 

and context-free generalizations”, preferably in the form of cause-and-effect laws (Guba 

& Lincoln, 1994: 109). In the last decades this ontological position and the methodology 

that emerged from it have been criticized. The critique states that positivism take social 

variables out of context and thus decrease its relevance, meaning and purpose, in 

addition the objectivity of theories and facts are questioned as well as the position of 

the inquirer who is supposedly objective and has no influence on the research. The 

post-positivist paradigm was developed in the last few decades as an answer to the 

critique of positivism while still holding basically the same basic beliefs. “Reality is 

assumed to exist but to be only imperfectly apprehendable because of basically flawed 

human intellectual mechanisms and the fundamentally intractable nature of 

phenomena” (Guba & Lincoln, 1994: 110). Because of this post-positivist researchers 

emphasize falsifying, rather than verifying hypothesis.  

The post-positivist paradigm and thus most quantitative social research, assumes 

that reality is reasonably well represented by variables used in statistical analysis. 

Because complete control over variables is rare in social science research and 

experimental and manipulative methodology therefore unfeasible, statistical controls 

are used to simulate the relationship between independent and dependent variables. 

(Babones, 2016; Guba & Lincoln, 1994). This is the paradigm and methodology that will 

be used in this study.  

Public’s attitudes towards humanitarian aid during the Ebola epidemic in West 

Africa will be measured using a single item on a questionnaire and a quantitative 

statistical approach used to explore which individual-level demographic factors and 

beliefs about reasons for providing humanitarian aid differ between the groups that 

have negative and positive attitudes. Because attitudes and opinion towards 

humanitarian aid is the foundation of the study, I will start by describing theories on 

attitudes and their measurement, including the Likert response format and one-item 

scales. 
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 Attitude measurement 

4.1.2.1 Composition and operation of attitudes 

Since attitude measurement started in the 1920s it has been a fundamental topic of 

social psychology, as well as an influential one in other social sciences (Maio & Haddock, 

2015). The concept of attitude has been defined in many ways according to disciplines, 

theories and objective of studies. For example, Eagly and Chaiken (1993: 1) give a 

general definition of attitude and define it as “a psychological tendency that is 

expressed by evaluating a particular entity with some degree of favor or disfavor.” 

Oppenheim (2012: 174) however, defines it more operationally as “a state of readiness, 

a tendency to respond in a certain manner when confronted with certain stimuli.” 

Furthermore, in their definition Maio and Haddock (2015) stress the importance of the 

composition of attitudes and refer to the prominent model that attitudes are comprised 

of cognitive, emotional and behavioural components. And finally, Llamas and Watt 

(2014: 610) stress that attitudes are not directly observable but have to be inferred 

from responses, by including “speaker-internal” in their definition.  

Attitudes are complex in their composition and operation. The most influential 

theory of attitudes is the multicomponent model which describes three components of 

attitudes: (1) attitudes are reinforced by beliefs and thoughts about an object (cognitive 

component); (2) the attitude attracts feelings (emotional component); and (3) may lead 

to intention or desire to act (behavioural component). These three components are 

then all made of several elements or sub-areas. (Maio & Haddock, 2015; Oppenheim, 

2012). Attitudes differ in valence, that is they can be positive or negative, and attitudes 

differ in strength. 

Attitudes are a part of a wider network of values, opinions and personality. 

Oppenheim (2012) describes the tree model of this network which highlights how deep 

the attitude reaches into the person’s fundamental philosophy of life. In that way some 

attitudes can be superficial and are then called opinions, while others are more deeply 

rooted, the next levels being attitudes and values, and some are so deeply rooted that 

they are a part of the personality (Oppenheim, 2012). The definitions of this model are 

vague and hard to adapt in research, as Oppenheim (2012: 176) states: “[t]his diagram 

should not be taken too literally. Its chief function is to warn against treating opinions 

and attitudes too much as isolated units.” The distinction into levels was principally 
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done for ease of understanding, and in that respect it is useful. The model is a great 

visual representation where the elements of depth, endurability, stability and specificity 

are visualised.  

4.1.2.2 Attitude measurement: the Likert response format 

As previously noted, attitudes are not observable and can therefore not be measured 

directly. Researchers must rely on peoples’ responses to stimuli created to be indicators 

of a particular attitude. Traditionally, attitudes are considered to be open to conscious 

inspection and all researchers have to do to measure attitudes is to ask about the 

respondent’s feelings, beliefs and behaviour toward an object. Exception to this is when 

investigating a socially sensitive area, but then people may respond according to social 

desirability.  

Early in the study of attitude measurements, the quantification of attitudes was 

developed, which paved the way considerably for further research. Thurstone and Likert 

were pioneers in the quantitative measurements of attitudes, but the scale that Likert 

created in 1932 is still the most widely used measurement of attitudes (Likert, 1932; 

Maio & Haddock, 2015). In addition, the linear quantification Likert developed, of 

evaluation with five possible answers of different valence and intensity (i.e. strongly 

agree, agree, neither agree nor disagree, disagree, strongly disagree), have been 

adopted in many types of survey research, and adapted to measure frequency (always, 

sometimes etc.), and interest (very interested, neutral, disinterested, etc). Variations of 

these response formats have also been developed, for example with four-point forced 

choice scale where the neutral midpoint is excluded, and a seven-point scale with more 

nuanced answering options (Bryman, 2012). These variations are often called Likert 

response formats.  

The five-point Likert response format is the most commonly used type. This format 

provides options for two levels of intensity of agreement and disagreement, as well as 

an option of neutrality. The neutral option in Likert response formats is much debated, 

as the exact meaning of it is unclear. Although attitudes have been quantified on the 

scale, it is still only ordinal. Which means that the answer options are in a logical order, 

but we do not know if the intervals between the options are even. In that way, the 

neutral midpoint is not necessarily in the middle of the two extremes of agreement and 
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disagreement (Field, 2009; Llamas & Watt, 2014; Oppenheim, 2012). In a similar vein, 

when a participant chooses the midpoint it could reflect a balanced attitude towards 

the statement, uncertainty or lack of knowledge about the issue, or simply indifference. 

The meaning of the neutral midpoint is therefore unclear, but generally considered a 

preferable option over the forced choice when the midpoint is omitted (Llamas & Watt, 

2014).     

The widely used Likert response format and its variations have many advantages, 

but of course, also some disadvantages. In attitude research the advantages of closed 

questions are that it is relatively easy and straightforward for participants to complete 

and it often clarifies the meaning of questions/items; this format enhances the 

comparability of answers and simplifies data processing, as well as the cost of 

development, administration and analysis is low (Bryman, 2012; Stahlberg & Frey, 

1988). The disadvantages of closed questions in attitude research include the loss of 

spontaneity and respondents may feel that none of the available answers apply to 

them. The Likert-type format limits possible responses and may limit the respondent’s 

ability to answer as they see fit. There might also be some variation among participants 

in the interpretation, both of the question/item and of the answers provided. 

The most important issue to keep in mind regarding the disadvantages of Likert-

type response formats is their subjectivity to several biases and response sets. Response 

sets commonly seen in survey research are social desirability and acquiescence 

(Oppenheim, 2012). Social desirability is a tendency to answer questions according to 

what respondents believe reflect socially desirable attitudes and will be looked upon 

favourably by others. This includes over-reporting socially accepted attitudes and 

under-reporting undesirable attitudes. Respondents do this “to show themselves in a 

better light” (Oppenheim, 2012: 181). Acquiescence is a general tendency to agree with 

statements rather than disagree with them, no matter the content. Therefore it is 

important to phrase items both positively and negatively (Oppenheim, 2012). A third 

bias that is particular to Likert scales, is the central tendency bias. There respondents 

avoid using the extreme categories on either end of the scale because they may view 

them as exceptional or excessive, that is reserved only for unusually passionate 

attitudes. In addition, research has shown differences in response style between 

countries and cultures (Llamas & Watt, 2014; Van Herk, Poortinga, & Verhallen, 2004).  
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4.1.2.3 Attitude measurement: one item scales 

One item rating scale is a common method of measuring attitudes. As the name 

suggests, it is a measurement of opinions, beliefs, awareness or attitude with only one 

question or item. The researcher forms a single item that, based on their experience, 

knowledge and insight, is a direct estimation of the attitude or opinion in question 

(Stahlberg & Frey, 1988). This method is often used in opinion surveys and polls where 

the same simple question is asked in successive surveys (Oppenheim, 2012).  

The most significant problem with one item scales is their lack of reliability. 

Reliability refers to the consistency or repeatability of a measure. In other words, how 

likely it would be to get the same result if the study was duplicated. Attitudes, beliefs 

and opinions are generally multi-faceted and are therefore more complex to measure 

than facts. Research has shown that attitude questions are sensitive to many factors. 

For example, context, wording and emphasis influence the way people answer 

individual items measuring attitude. Bias in measurements is therefore possible and a 

slight change in the questionnaire can affect the way people answer which makes the 

measure unreliable. The response set problems of social desirability and acquiescence 

also play a large role in the lack of reliability. Secondly, the limited use of one item 

scales can be observed because of their lack of connection to theoretical models. As 

previously discussed the most common model of attitudes is a three-component model 

and one item will never be able to validly credibly incorporate all the components 

(Oppenheim, 2012; Stahlberg & Frey, 1988). The third problem with one item scales is 

the reactivity of the attitude measurement procedure. It is often the case that people 

do not have clearly formulated or explicit attitudes regarding some attitude objects. 

Then, when asked to report their attitude they must do so in a well-defined manner. It 

can happen therefore, that the measurement itself forces people to develop attitudes 

that would not have been formulated otherwise. Such attitudes may be very unstable 

and therefore fluctuating (Stahlberg & Frey, 1988). 

Despite these problems, many researchers have decided to use one item scales 

when measuring attitudes, opinions and beliefs, as well as other psychological 

constructs. Many researchers have demonstrated equal usefulness of single and 

multiple-item scales measuring the same constructs, such as self-esteem (Robins, 

Hendin, & Trzesniewski, 2001), certain religious values (Gorsuch & McFarland, 1972) 
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and death anxiety (Abdel-Khalek, 1998). New single item scales that do not use the 

Likert-type answer options have also been developed and show equal usefulness as 

multiple-item Likert scales, such as when measuring focus of attention at work 

(Gardner, Cummings, Dunham, & Pierce, 1998) and quality of life (de Boer et al., 2004).  

Many, if not all, of these researchers however, point out that despite similar 

usefulness, of single and multi-item scales which have comparable reliability and 

validity, it is not unequivocal that single-item scales are preferred. Their advantage is 

that they are quicker in administration, cheaper and less tiring for respondents. 

However, the research aims and context of the study must always be the deciding factor 

when choosing between single and multiple item scales. In their analysis, 

Dimantopoulos, Sarstedt, Fuchs, Wilczynski, and Kaiser (2012: 446) show that choosing 

single-item measures is risky for researchers as “the set of circumstances that would 

favour their use is unlikely to be frequently encountered in practice.” Thus, the main 

argument for using single item scales centres around the fact that the structure of 

measures depends on what we want to know. In some cases it is not necessary nor the 

aim of the study to examine and understand the content or meaning of attitudes or 

beliefs in-depth. Sometimes quick snapshots of attitudes or opinions is what is needed 

(Oppenheim, 2012).  

In this study a single item is used to assess respondents’ attitudes toward the 

provision of foreign aid to fight the Ebola epidemic in West Africa: Icelanders should 

support poor people in Iceland rather than the victims of the Ebola epidemic. Despite the 

problems of one item scales it exceeded the capacity of this study to develop and test a 

multi-item scale for the measurement of attitudes towards foreign aid. To my 

knowledge such a scale has not been developed, and the most common approach to 

measure public opinion on aid is to use one or more stand-alone items (Milner & 

Tingley, 2013c). As the focus of this study is not to understand the content or meaning 

of attitudes, it can be argued that the context of this research does not require a multi-

item measurement tool, and the information provided by a single item adequately 

aligns with the research purposes.   
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4.2 Collection of data 

 Participants 

A stratified sample of 1500 participants was recruited from the internet panel of the 

University of Iceland’s Social Science Research Institute. The internet panel is a random 

sample from the National Registry and is made up of Icelanders 18 years and older living 

in Iceland who have consented to participate in internet surveys undertaken by the 

institute. Composition of the internet panel is monitored to be representative of the 

population of Iceland. Distribution of gender, age, residence, education and income is 

closely observed, and recruitment is steady to ensure that it is representable of the 

population. Because of this monitoring results from studies using the internet panel can 

be generalized to the Icelandic population. Of the 1500 participants that were 

contacted, 920 answered the survey. That is 61% response rate.  

 Instruments 

This research utilizes results from an internet survey created by Geir Gunnlaugsson and 

Jónína Einarsdóttir to examine Icelanders’ attitudes toward the West-African Ebola 

epidemic and Iceland’s donation to humanitarian work because of the epidemic. The 

survey contains 14 questions concerning knowledge about the epidemic, attitudes 

towards its severity, trust towards domestic health institutions, perceived reasons for 

the spread of the virus in the affected area and perceived reasons for the government 

donation in September 2014 of $100,000 to the UN Mission for Ebola Emergency 

Response. In addition, there were 20 background questions on political orientation and 

voting behaviour, education, employment, marital status, number of persons in 

household, personal and household income and attitudes toward the survey.  

The survey is a web-based self-administered questionnaire. Since the early 

twentieth century self-administered questionnaires have been popular in social 

sciences, and their popularity has increased even more with the popular use of 

computers and the internet. According to recent data from Statistics Iceland (2015) 

around 97% of all Icelanders are connected to the internet. The response options used 

in the survey were on a five-point Likert response format with a neutral midpoint 

(Likert, 1932).   
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To answer the research questions this study utilizes two questions from the survey 

which come to a total of 7 items. Firstly, the answers to the question ‘Please indicate 

how much you agree or disagree with this statement: Icelanders should support poor 

people in Iceland rather than support the fight against Ebola in a far-away country’ will 

be analysed. The answer options provided were ‘Strongly agree’, ‘Agree’, ‘Neither agree 

nor disagree’, ‘Disagree’, ‘Strongly disagree’, ‘I don’t know’ and ‘I don’t want to answer’.  

Political orientation is an important variable in the analysis as previous research and 

theoretical background suggest it affects attitudes regarding foreign aid. Here political 

orientation was measured on a horizontal scale from 0 to 10 where 0 represents the far 

left, 5 represents the middle and 10 represents the far right. People thus appraise their 

political orientation and place themselves on the scale from 0 to 10. The other items 

about background and demographic information were straightforward, giving distinct 

descriptive answer options. 

Secondly, with reference to the previous analysis, answers to the following question 

will be explored: ‘On the 26th of September 2014, when the Ebola epidemic was at its 

peak, the Icelandic government gave 12 million ISK [$100,000] to the UN institution 

fighting the epidemic in West-Africa. How strong or little influence do you think the 

following had on the decision to donate? a) Saving lives, b) Colonial history of the 

countries, c) Trade interests in the disaster area, d) Prevent a world-wide epidemic, e) 

Receive positive media coverage, f) Iceland’s geographic distance to the area’. The 

answer options provided were ‘Strong influence’, ‘Some influence’, ‘Neither strong nor 

weak influence’, ‘Weak influence’, ‘Very weak influence’, ‘I don’t know’ and ‘I don’t 

want to answer’.  

It is worthwhile to mention the potential ambiguousness of the midpoint regarding 

questions on a Likert-type response format and how it can be interpreted. As previously 

stated it can be troublesome to interpret the midpoint. The midpoint is considered to 

be a neutral option indicating that the person does not have positive or negative 

attitudes to the statement, item or object. However, the midpoint is subject to 

interpretation, thus depending on the wording and content of the question the 

midpoint possibly signifies uncertainty, lack of knowledge or indifference.  

Regarding the question Iceland should support poor Icelanders rather than support 

the fight against Ebola, the midpoint is ambiguous. In this question there are two 
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options implied; ‘this money is well spent supporting the fight against the Ebola 

epidemic’ and ‘we should rather spend this money supporting poor people in Iceland’. 

People that agree are thus saying that we should only support poor Icelanders while 

those who disagree are saying that in addition to supporting poor people in Iceland, 

Icelanders should support the fight against the Ebola. What then, is the meaning of the 

midpoint? It could signify a neutral position, that is no particular preference towards 

either option or opposition to both options. It could also be chosen when people are 

indifferent to the statement or when people were unsure. Lack of knowledge about the 

Ebola epidemic, humanitarian aid, national welfare and poverty reduction in general 

could also be a reason for choosing the midpoint. In this question it is also a possibility 

that social desirability has an effect on participant’s answers. People may see it as 

socially undesirable to state their negative opinion towards humanitarian aid and 

disaster relief.  

The midpoint in the second question about the influences of different elements on 

the government’s decision to provide humanitarian aid to the UN Ebola response 

mission, is not as ambiguous. The scale represents weak to strong influence and the 

midpoint should thus represent as ‘no influence’, that is that the elements have no 

influence on the government’s decision to provide humanitarian aid in the Ebola 

epidemic.  

 Procedure 

The study was approved by the Science Ethics Committee of the University of Iceland 

(nr. 15-009) and reported to the Icelandic Data Protection Authority (S7585). Data 

gathering started on 26 May 2016 and ended on 25 August 2016. Administration of the 

survey was managed by the Social Science Research Institute which regulated 

preparations, data gathering, data cleansing and preliminary data processing. The 

questionnaire was sent to potential participants via email addresses provided to the 

internet panel. Iterations were sent to people that did not answer via email, and in the 

last days of data gathering, a phone call was made to participants who had not 

answered as a reminder. In the end, 920 or 61% of people contacted answered the 

questionnaire.  
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4.3 Analysis of data 

The data from the questionnaire are on a five-point Likert-type response format. The 

resulting data are ordinal data and I therefore utilize statistical analysis methods 

suitable for categorical variables. The statistical tools available to researchers that deal 

with categorical data are somewhat limited specifically when dealing with non-

dichotomous variables (Rindskopf, 2004). I therefore decided to recode the five-point 

data into binary variables. This allows for better analysis and coherent interpretation 

while keeping the data intact and meaningful. To do this the groups of the categorical 

variable are represented as either ‘success’ (taking the value of 1) or ‘failure’ (taking the 

value of 0). A group is given the status of success based previous research when 

possible, otherwise on theoretical grounds in addition to the researcher’s expectations. 

For example, regarding the dependent variable of attitude, being                                                             

negative was coded as success (1) because the focus of the study is on those who are 

negative towards development aid, while being positive was coded as failure (0). For 

further information on coding of variables see Error! Reference source not found.. 

Following this transformation, the data was analysed using simple chi-square test of 

independence of variables, with additional methods to estimate the strength of the 

relationship, and logistic regression. The data was analysed with IBM SPSS Statistics 20. 

The data were weighted by gender, age, residence and education in order to ensure the 

sample’s representation of the population. 

 Contingency tables and chi-square test 

Cross tabulation and a statistical test of two variables is the most basic and simplest 

statistical tool for analysis of categorical variables. As Rindskopf (2004) says: [f]or many 

years, the analysis of such [categorical] data was, by and large, restricted to a simple 

chi-square test of independence in a two-way table of categorical variables, and 

perhaps the calculation of an appropriate measure of association” (137). The two 

variables and the frequencies associated with each category are compared to the 

frequencies one might expect by chance. If these are dissimilar enough independence is 

assumed. The statistical test used to test the independence of the variables is Pearson’s 

chi-square test. It compares the observed data with the expected data when there is no 

link between the variables, and if the difference is large enough, based on probability 
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calculations of statistical significance, the variables are considered non-independent. Or 

in other words, if the chi-square test comes out significant, we can assume that there is 

a relationship between the variables (Field, 2009).  

This method of testing for a statistical significance will be used to answer both of 

the research questions in this study. First, I will use this method to determine which 

individual level factors are related to negative attitudes to foreign aid and second 

whether people’s perceptions of the reasons for providing foreign aid to the Ebola 

epidemic differs between people who have positive or negative attitudes towards aid. 

As the contingency table and chi square test can only test for significant differences or 

relationships between variables, further analysis will be done to explore the strength of 

the relationships, but to do that I use the likelihood ratio and odds ratio.  

 Likelihood ratio 

The likelihood ratio and the odds ratio are statistics based on maximum likelihood 

theory and are an alternative way of exploring categorical data in contingency tables. 

Maximum likelihood theory revolves around creating models of maximum likelihood. 

Data are collected, and models created where the probability of obtaining the observed 

data is maximized. Then this model is compared to the probability of obtaining the data 

under the null hypothesis (Field, 2009).  

The likelihood ratio statistic tests statistical significance and is thus an alternative of 

Pearson’s chi-square statistic. The likelihood ratio statistic compares observed 

frequencies with those predicted by the null hypothesis that there is no interaction 

between the variables. Pearson’s chi-square and likelihood ratio are therefore very 

similar, they both compare the observed frequencies to null hypothesis, are both based 

on the chi-square distribution and measure statistical significance. The two statistics 

give slightly different p-values for small samples but converge as the sample size 

increases (Norris, Qureshi, Howitt, & Cramer, 2012).   

Statistical tests that evaluate significance, such as Pearson’s chi-square and the 

likelihood ratio, produce a significance level or p-values. The p-value is defined as the 

probability of procuring the observed results, given that the null hypothesis is true. 

Therefore, the p-value can be from 0.0 to 1.0, and if it is close to 1.0 the null hypothesis 

is likely to be true. However, if the p-value is close to 0.0, it becomes more likely that 
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the alternative hypothesis is true, i.e. that there is a relationship between the variables. 

Beforehand, the level of confidence must be determined, that is at what point are the 

results statistically significant. The criterion of 95% confidence or 0.05 probability forms 

the basis of modern statistics and will be used in this study. The justification for this 

value is however minimal and the value is perfectly arbitrary and no matter how small 

the p-value is, we can never exclude results by chance. One way to mediate this 

arbitrary cut-point of statistical significance and meaningful results is the use of effect 

sizes. Effect sizes help us estimate whether the statistically significant results are 

meaningful in the research context. One such measure, the odds ratio, will be utilized to 

examine the relationship between the variables further (Aschengrau & Seague, 2014; 

Field, 2009). 

 Odds ratio 

The odds ratio is a statistic that assesses the strength of the relationship between two 

variables. The odds ratio is a relative measure of association, as opposed to an absolute 

measure, because it is anchored by a baseline value that depends on the observed data. 

The statistic is a ratio of two odds. Odds are a way of representing probability; odds are 

the probability of something occurring divided by the probability of them not occurring. 

The odds ratio is dimensionless, and its value can range from zero to infinity. If there is 

no relationship between the two variables in question, the odds ratio will be 1.0. If the 

relationship is positive the value will be higher than 1.0, and if the relationship is 

negative the value will be smaller than 1.0. The value of the odds ratio is particularly 

useful as it quantifies how much more or less likely an event is among one group 

compared to another group. These measures are frequently used in medical and 

epidemiological studies of exposure and disease, so the odds ratio can quantify how 

much more likely a person that has been exposed to, say smoking, is of having a 

disease, e.g. lung cancer than a person that has not been exposed to smoking 

(Aschengrau & Seague, 2014). This quantification of odds can also be useful in other 

situations, such as when dealing with attitudes or group membership; such as are men 

more likely to have a certain attitude than women, does affiliation with a particular 

political party increase or decrease the odds of certain attitudes etc.  
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The odds ratio is a point estimate of the strength of a relationship between two 

categorical variables. However, the point estimate is always influenced by random 

errors that can arise from errors in measurement or sampling variability. It is therefore 

more realistic to assess confidence intervals around such point estimates. The 

confidence interval quantifies the variability around the point estimate according to 

arbitrary certainty factor, which similarly to p-values, is usually set at 95%. The 

definition of a confidence interval is that if the same study was repeated 100 times, and 

100 point estimates and 100 confidence intervals were calculated, 95 out of the 100 

confidence intervals would contain the true value of the point estimate. Confidence 

intervals therefore give a range of values, which we can say with 95% certainty contains 

the true point estimate (Aschengrau & Seague, 2014; Norris et al., 2012). Confidence 

interval can provide information on the precision of the results. Thus, a narrow 

confidence interval indicates more precise results; the true value of the point estimate 

is likely to be close to the observed point estimate. Confidence interval can also be 

useful when determining statistical significance. Thus, if the confidence interval includes 

the null value of the statistic, which is 1.0 in the case of odds ratios, the results are not 

considered statistically significant (Aschengrau & Seague, 2014).   

 Logistic regression 

Regression analysis predicts an outcome variable from one or several predictor 

variables by creating a linear model of the relationship between the variables. Logistic 

regression is essentially multiple regression for categorical outcome data, where 

predictor variables can be either continuous or categorical. In its simplest form it 

predicts which category a case is likely to belong to, based on given predictor 

information. Here I will use binary logistic regression, where the outcome variable has 

two categories.  

Because the outcome variable is a categorical variable the binary logistic regression 

assesses a case’s most likely classification on that variable. This prediction is expressed 

as odds and odds ratios, concepts closely related to probability but because of 

mathematical computation reasons more suitable than probabilities. One assumption of 

regression analysis is linearity, that is that the observed data contain a linear 

relationship. However, when the outcome variable is categorical, this assumption is 
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broken. The way around this problem is to transform the data using logarithmic 

transformations. The actual calculations in logistic regression thus involve around the 

natural logarithm of the odds ratios, called the logit (Field, 2009; Norris et al., 2012). 

Like in multiple regression the logistic regression calculations include a constant and b-

values which indicate the slope. In logistic regression the slope represents change in the 

logit (odds/probability) of the outcome variable associated with a one-unit change in 

the predictor variable. Thus, the odds of an individual case being in a particular category 

of the outcome variable increase or decrease with change in units of a predictor 

variable (Field, 2009).   

In logistic regression two models are created and compared; a baseline model, with 

only the regression constant, and the logistic regression model with the predictors 

included. If the logistic regression model is more likely to predict correctly than the 

baseline model, one or more of the predictors significantly affect the models predictive 

power. To work out which variables significantly predict the outcome the model is 

created (Field, 2009). The number of predictor variables, their order and method of 

placing them in the model are all important elements to consider. All predictor variables 

can be placed into the regression model in a forced entry method, or they can be 

evaluated individually by a stepwise method. Traditionally the forced entry method is 

used when strong theoretical reasons are for including all the predictor variables in the 

model and clear hypothesis are being tested. The stepwise methods are on the other 

hand used for exploratory work, when the relationship between the predictor variables 

and the outcome is not known. The stepwise methods are not recommended as they 

are only based on mathematical calculations and thus take important methodological 

decisions out of the hands of the researcher; they are prone to over- or under-fitting 

the model, that is to leave too many or too few predictors in the model; and 

significance values are generally invalid when the stepwise method is used (Field, 2009; 

IBM, n.d.).  

After the model has been created, it is necessary to assess its goodness of fit. The 

model is the best available representation of the data, but it still might not have good 

predictive power. In multiple regression the coefficient of determination, R2, is used to 

assess the goodness of fit however, there is some controversy over how to compute an 

R2 equivalent for logistic regression. Three possibilities are provided in SPSS; Hosmer 
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and Lemeshow’s R2L, Cox and Snell’s R2CS and Nagelkerke’s R2N which all differ in 

calculations and thus in their values. However, conceptually they are somewhat the 

same and can provide a decent indication of the real-life significance of the model. 

Typical R2 interpretation is that the value indicates the amount of variance in the 

outcome that can be explained by the predictor variables, that is the model (Field, 

2009).  

The theoretical reasons for the relationship between the predictor demographic 

variables and the outcome variable of attitude towards humanitarian aid were 

articulated in section 2.4.4. Despite limited research on the matter, I decided to use the 

forced entry method of logistic regression, because of the existing theoretical 

background, my preliminary exploration of the data with chi-square significance tests 

and odds ratios, and the limits of stepwise methods in logistic regression. Andy Field 

(2009: 225) suggests a strategy for regression analysis: 

Run a regression analysis in which all predictors are entered into the model and 
examine the output to see which predictors contribute substantially to the model’s 
ability to predict the outcome. Once you have stablished which variables are 
important, rerun the analysis including only the important predictors and use the 
resulting parameter estimates to define your regression model. 

Additionally, Field (2009) emphasises the importance of only including meaningful 

and few predictors in the final regression model. I used this strategy when doing the 

logistic regression analysis, however included more than one preparatory analysis.  

After the final model is created, some important issues have to be considered, in 

order to determine whether the model is adequate, and to ensure that the analysis is 

not unduly affected by problematic elements. First, the assumptions of logistic 

regressions were inspected. The assumptions of logistic regression are (1) dichotomous 

dependent variable, (2) independence of observations, (3) little or no multicollinearity, 

(4) linear relationship between continuous independent variables and the logit of the 

dependent variable, and, (5) a large sample size (Field, 2009; Norris et al., 2012; 

Statistics Solutions, 2018). Second, there are three unique problems to logistic 

regression that could affect the analysis, these are (1) incomplete information, (2) 

complete separation, where the outcome variable can be perfectly predicted by one or 

a combination of predictor variables, and (3) overdispersion, where the variance is 
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larger than expected from the model. And third, the residuals were examined to 

determine points where the model fits poorly and isolate points that influence the 

model inordinately.  

Of the five assumptions, four are fulfilled with no problems. The observations are 

independent; there is no evidence of multicollinearity; there are no continuous 

variables; and the sample size fulfils the criterion of ten times more participants than 

the number of explanatory variables. Of the unique logistic regression issues, none 

affected the analysis; the information was complete, complete separation did not occur 

and overdispersion was not an issue. When the residuals and related statistics were 

examined, that is Cook’s distance, leverage, standardized residual and DFBeta for the 

constant, there was no cause for concern over points that fit the model poorly nor 

points that exert undue influence on the model.    

Therefore, of the several issues discussed above that were considered in order to 

determine whether the model is adequate, and to ensure that the analysis is not unduly 

affected by problematic elements, only one of the logistic regression assumptions are 

potentially problematic. The first assumption that the dependent variable is 

dichotomous is technically true as the dependent variable is attitudes toward 

humanitarian aid and takes the values of negative attitudes or positive attitudes toward 

humanitarian aid. However, this variable was not originally dichotomous, in the 

questionnaire it was a Likert-type response format with five answer options: ‘Strongly 

agree,’ ‘Agree,’ ‘Neither agree nor disagree,’ ‘Disagree’ and ‘Strongly disagree.’ In 

theory it should not be problematic to combine groups into broader groups as long as 

important information is not lost. The two core elements of attitudes are valence and 

strength, and in this research the valence is the important element, while attitude 

strength is less relevant. Combining the ‘strongly agree’ and ‘agree’ on one hand and 

‘disagree’ and ‘strongly disagree’ on the other, should therefore not be problematic.  

4.4 Ethical concerns 

Scientific integrity in research with human subjects depends on two pillars; scientific 

rigour and ethical requirements. In human subject research the researcher is collecting 

information about the life, ideas, experiences and behaviour of living individuals by 

intervention or interaction with them (University of Iceland, 2006). The two key areas of 
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ethical human subject research are respect and beneficence. Respect for persons and 

their privacy should be upheld. This includes confidentiality of records, following 

personal protection laws regarding personal information, and ensuring the participants’ 

informed consent. Beneficence involves the researcher’s duty to protect participants 

from harm, minimize negative consequences of participation and maximize participant 

benefits when possible (Bryman, 2012; University of Iceland, 2006).  

The ethical guidelines for research in the Social science department of the 

University of Iceland (2006) were followed as well as the ethical guidelines of the 

University of Iceland’s Social Science Research Institute (University of Iceland, n.d.); the 

study was also approved by the Science Ethics Committee of the University of Iceland. 

Anonymity and confidentiality were respected as the study involved an internet survey 

where the identity of the participant was never connected to the final data. Participants 

gave their informed consent before starting the questionnaire and it was stressed that 

they were able to quit participation at any time during the survey or skip individual 

questions.  

Because of complete disassociation between the participants’ identity and the data, 

ethical issues regarding respect for persons and their privacy are minimal. Ethical 

considerations regarding beneficence is however more difficult to evaluate. It can be 

said with some confidence that the study did not cause participants major harm, 

physical or mental. The questionnaire was administered over the internet and 

individuals therefore able to choose convenient time and place to participate in the 

study, and no physical contact was involved. Questions concerning intimate or sensitive 

matters are few, if any, since the questionnaire is concerned with attitudes, knowledge 

and beliefs about the Ebola epidemic, as well as personal data questions. The questions 

were therefore unlikely to cause agitation or anxiety among participants. At the same 

time as harm to participants was minimal there were no personal benefits involved with 

participating in the study. Participants received no payment for participation. The 

subject of the questionnaire is highly specialized and purely for research purposes, so it 

is unlikely that participants benefit personally from the results of the study.  
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5 Results 
The results chapter is divided into four main sections. In the first section the study 

sample is described in terms of all demographic variables available. In the second 

section I concentrate on the research question of whether there exists a population 

group within the Icelandic population that shows negative attitudes towards 

humanitarian aid during epidemic disasters and the democratic characteristics that 

characterize it. To do this I explore the answers to the question: Icelanders should 

support poor people in Iceland rather than support the fight against the Ebola epidemic 

in a far-away country. I explore the negative attitude group in terms of age, residence, 

education, political orientation, marital status, number of children, employment status, 

employment, employment proportion, period of employment, supervisor position, 

personal income and household income. In the third section of the results chapter I 

explore attitudes toward humanitarian aid in epidemic disasters by exploring what the 

public believes are the reasons for donating $100,000 provided by the Icelandic 

government to the United Nations Ebola response, and compare the answers of the 

positive and negative groups.  

5.1 Descriptive statistics 

 The sample 

Table 1 describes the characteristics of the sample that answered the questionnaire on 

the Ebola epidemic in terms of the 13 classification variables that were inquired about.  

Table 1. Demographic background of participants. 

 N % of valid answers % of population 
Gender 918   
Male 461 49.8 49.9 
Female 457 50.2 50.1 
Age 910   
18-35 years  310 34.1 34.3 
36-65 years 450 49.5 49.1 
66 years and older 150 16.4 16.6 
Residence 920   
Capital area 582 63.2 64.4 
Rural area 327 35.6 35.6 
Over-seas 11 1.2  
Education 870   
Elementary  282 32.4 32.6 
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Secondary 329 37.8 37.4 
University 259 29.8 30.0 
Political orientation 705   
Left (0-3) 186 26.4  
Middle (4-6) 302 42.8  
Right (7-10) 217 30.8  
Marital status 868   
Married 590 68.0  
Unmarried 278 32.0  
Number in household 868   
1-2 persons 376 43.3  
3 or more persons 492 56.7  
Children in household 865   
No children 481 55.6  
Children 384 44.4  
Employment status 876   
Payed work 520 59.3  
Independent work 84 9.6  
Student 65 7.4  
Other 207 23.7  
Employment position 583   
Executives and 
specialists 

209 35.9  

Specialized workers 105 18.0  
Retail and service 166 28.5  
Farming and industries 103 17.6  
Employment proportion 496   
Full time employment 404 81.5  
Part time employment 92 18.5  
Employment (years) 463   
Less than 10 years 296 64.0  
10 years or more 167 36.0  
Supervisor position 586   
Yes 199 33.9  
No 387 66.1  
Personal income (ISK) 733   
Less or equal to 300,000  251 34.3  
301,000-600,000 313 42.8  
601,000-900,000 125 17.0  
More than 900,000 44 5.9  
Household income (ISK) 716   
Less or equal to 300,000  133 18.6  
301,000-600,000 244 34.1  
601,000-900,000 144 20.1  
More than 900,000 195 27.2  
Total  920 100  
Invalid answers are excluded 
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This sample is representative of the population of Iceland when it comes to the 

variables of age, gender, residence, education and income as the proportions in the 

sample and the population do not differ significantly (Table 1). 

 
Figure 1. Political orientation on a scale of 0 (left) to 10 (right) and voting behaviour in the 
general parliamentary election in April 2013. 

In Figure 1 the relationship between the self-reported political orientation and 

voting behaviour can be clearly seen. The six largest political parties that took seats in 

parliament after elections in April 2013, the most recent elections before the 

questionnaire was administered, are represented on the x-axis along with an ‘Other 

parties’ category representing the other 9 political parties running for seats in the 

Icelandic parliament. This figure represents decently the placements of the political 

parties on the left-right continuum according to general descriptions of their placement 

in the Icelandic media (Gittins, 2016; Helgason, 2017). People that voted for the Left-

Green Movement describe their political orientation most to the left, and people that 

voted for the Independence Party place their political orientation furthest to the right. 

The self-reported political orientation falls also well to the placement of the centre 

parties, but the Social Democratic Alliance is described as centre-left, Bright Future as a 

centre party and the Progressive Party as centre-right. It is difficult to categorize the 
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‘other’ parties as they are many and varied, but that is mirrored in the largest standard 

deviation.  

Table 2. Descriptive statistics for political orientation (0-10) according to voting behaviour in the 
general parliamentary election in April 2013.  

Political parties N % Mean Median Min Max 

Left-Green Movement 92 13.2 2.61 3 0 7 

Social Democratic Alliance 122 17.3 3.80 4 0 10 

Pirate Party 59 8.4 4.12 4 0 10 

Bright Future 66 9.4 5.14 5 0 8 

Progressive Party 141 20.0 5.58 5 0 10 

Independence Party 186 26.4 7.23 7 0 10 

Other parties 28 5.4 4.99 5 0 10 

Note: Other parties includes Dawn, Households Party, Icelandic Democratic Party, Right-Green People’s Party, the Rainbow, Rural 
Party, Sturla Jónsson, Humanist Party and People’s Front of Iceland. 

Table 2 shows descriptive statistics for self-reported political orientation according 

to voting behaviour. Here the accurate means and medians are reported along with the 

range of answers. The minimum and maximum of the 0-10 scale shows the range and it 

is clear that although the means and medians show a trend, it is not definitive. Voters of 

every political party use large parts or the whole scale to describe their political 

orientation. So, although the data show a clear trend, people of all self-reported 

political orientation vote for each political party.  

 Attitudes towards development aid 

In order to determine whether there is a part of the Icelandic population that is 

negative toward humanitarian aid in disaster situations I explored the answers to the 

question: Icelanders should support poor people in Iceland rather than support the fight 

against the Ebola epidemic in a far-away country. The participants answered the 

question on a Likert-type response format from ‘strongly agree’ to ‘strongly disagree.’ 

The frequencies and percentages of each answer as well as invalid answers can be seen 

in Table 3.  
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Table 3. Number and proportion of respondents who agree or disagree with the statement 
‘Icelanders should support poor people in Iceland rather than support the fight against the Ebola 
epidemic in a far-away country’.  

 Frequency Percent Valid Percent 
Strongly agree 92 10.0 10.7 
Agree 121 13.2 14.2 
Neither agree nor disagree 239 25.9 27.9 
Disagree 182 19.8 21.2 
Strongly Disagree 222 24.2 26.0 
Valid  856 93.0  
Don’t know 41 4.5 - 
Do not want to answer 10 1.1 - 
Missing 13 1.4 - 
Invalid 64 7.0  
Total 920 100 100 

Of the 920 participants that answered the questionnaire 856 gave valid answers on 

the Likert response format, while 64 people were excluded from the analysis as they did 

not answer the question at all or answered with ‘I don’t know’ or ‘I don’t want to 

answer.’ The remaining valid answers are displayed in Figure 2. 

 
Figure 2. Number and proportion of respondents who agree or disagree with the statement 
‘Iceland should support poor Icelanders rather than support the fight against the Ebola epidemic 
in a far-away country’. Invalid answers excluded.  

The single most common answer was ‘Neither agree nor disagree’ and the median 

and mode of the answers lie within that option. The second most common answer was 

‘Strongly disagree’, followed by ‘Disagree’. Thus, majority of the sample, 407 

participants or 47.3%, disagreed with the statement that Icelanders should support 
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poor people in Iceland rather than the fight against the Ebola epidemic, and thus 

support humanitarian aid to the disaster area.  

When exploring the answers in terms of agreement, 10.7% strongly agree and 

14.2% agree with the statement (Figure 2). Thus, 213 participants or a quarter agreed 

with the statement that Icelanders should support poor people in Iceland rather than 

the fight against the Ebola epidemic and thus are negative towards humanitarian aid to 

the disaster area.  

5.2 Individual-level characteristics associated with negative attitudes 

The first research question pertains to which demographic characteristics distinguish 

the population group that has negative attitudes toward humanitarian aid from the 

group that has positive attitudes toward humanitarian aid. To explore which 

characteristics are associated with negative attitudes I utilized two types of statistical 

tests. First, I paired each available explanatory variable with the dependent variable of 

negative attitudes in a contingency table. All explanatory variables as well as the 

dependent variable, originally on a five-point Likert-type response format have been 

transformed into binary variables. The values of the dependent variable are ‘Agreed 

with the statement’ and ‘Disagreed with the statement’ which are associated with 

negative attitude and positive attitude towards humanitarian aid, respectively. The 

people that answered with ‘I don’t know’ or with the neutral mid-point option of 

‘Neither agree nor disagree’ were not included in the analysis. Pearson’s chi-square, 

likelihood ratio and odds ratio were used to determine whether the two groups differed 

significantly on any single characteristic. Secondly, I used logistic regression to create a 

predictive model of the relationship between the explanatory and dependent variables 

and in that way explored further which characteristics predict negative attitude toward 

humanitarian aid. 
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 Single variable analysis 

Table 4. Results of cross tabulation analysis showing which explanatory variables relate to 
having negative attitudes toward foreign aid in the Ebola epidemic. 

     Confidence interval 

Classification variable N % Odds 
ratio 

Lower Upper 

Gender 615 66.8 1.11 0.79 1.54 
Age* 606 65.9 1.63 1.11 2.40 
Residence* 607 66.0 1.52 1.07 2.16 
Education** 595 64.7 4.62 3.00 7.10 
Political orientation** 501 54.5 2.16 1.47 3.18 
Marital status** 592 64.3 2.18 1.52 3.13 
Number in household* 591 64.2 1.50 1.06 2.12 
Children in household 591 64.2 0.83 0.59 1.17 
Employment status** 598 65.0 2.15 1.51 3.08 
Employment** 394 42.8 3.18 2.00 5.04 
Employment proportion 325 35.3 0.84 0.41 1.74 
Employment period 300 32.6 0.70 0.41 1.18 
Supervisor position 399 43.4 0.85 0.54 1.34 
Personal income** 509 55.3 2.05 1.40 3.01 
Household income** 499 54.2 2.84 1.93 4.18 
*statistically significant at p < 0.05 
**statistically significant at p < 0.01 

A cross tabulation analysis in contingency tables utilizing chi-square, likelihood ratio and 

odds ratio was conducted to explore whether and which demographic variables were 

associated with negative attitude towards humanitarian aid. The explanatory and 

dependent variables were binary coded. Table 4 displays the results for the primary 

analysis where the relationship between each explanatory variable and the binary 

variable of agreement or disagreement with the statement that Icelanders should 

support poor people in Iceland rather than the victims of the Ebola epidemic was 

explored. When examining the p-values for the chi-square statistic and likelihood ratio 

as well as the confidence interval for the odds ratio, ten explanatory variables appear to 

be significantly associated to attitudes towards humanitarian aid. These variables are 

age (χ2 (1) = 6.26, p = 0.012), residence (χ2 (1) = 5.48, p = 0.019), education (χ2 (1) = 

53.33, p < 0.001), political orientation (χ2 (1) = 15.64, p < 0.001), marital status (χ2 (1) = 

18.36, p < 0.001), number of persons in household (χ2 (1) = 5.38, p = 0.020), 

employment status (χ2 (1) = 18.01, p < 0.001), type of employment (χ2 (1) = 25.18, p < 

0.001), personal income (χ2 (1) = 13.67, p < 0.001) and household income (χ2 (1) = 29.02, 

p < 0.001).  



74 

All the explanatory variables were recoded into binary variables based on 

theoretical grounds as well as researcher’s expectations to be able to utilize the odds 

ratio statistic to evaluate the direction and strength of the relationships between the 

variables (see more detailed information in section 4.3 of the methods chapter). The 

strongest observed relationship was that of education (OR= 4.62). People that agree 

with the statement are thus almost five times more likely not to have a university 

education than their counterparts that disagree with the statement. The confidence 

interval for the odds ratio also reveals that we can be 95% confident that the actual 

value of the odds ratio in the population lies between 3.00 and 7.10, which strongly 

suggest that less education is associated with negative attitudes in the population.  

 Multiple variable analysis 

A binominal logistic regression analysis was conducted to determine which explanatory 

variables best predict negative attitudes toward humanitarian aid. The explanatory and 

dependent variables were binary coded. The analysis employed forced entry method of 

logistic regression. Several preparatory regression analyses that included all explanatory 

variables, promising variables according to the single variable analysis and theoretically 

relevant variables were performed which yielded the final model. Variables introduced 

into the final logistic regression model were: education (not university=1), political 

orientation (right-leaning=1), and household income (less or equal to 600,000 ISK=1) as 

explanatory variables predicting the outcome of whether people had negative attitudes 

toward humanitarian aid. Of the 920 participants, data from 449 (48.8%) were included 

in the analysis, as the neutral group was excluded, as well as participants that all 

necessary data was not available for. The model results can be seen in Table 5.  

Table 5. Results from the final logistic regression model that depicts explanatory variables 
related to negative attitudes toward humanitarian aid in a health disaster. 

                                               Confidence interval 
 B (SE) Odds ratio Lower Upper 
Included     
Constant -2.32 (0.27)    
Education* 1.29 (0.28) 3.65 2.12 6.28 
Political orientation* 0.74 (0.23) 2.10 1.33 3.30 
Household income* 0.75 (0.24) 2.12 1.33 3.37 
*Statistically significant at p < 0.01 
Note: R2 = 0.13 (Cox & Snell), 0.19 (Nagelkerke). Model χ2 (3) = 59.94, p < 0.01 



75 

All explanatory variables were significantly different from zero, and thus we can 

assume that they are contributing to the prediction of negative attitudes towards 

humanitarian aid. The b-values and odds ratios show that a change in units both for 

education, political orientation and household income increases the odds of the 

outcome variable. The final regression model thus indicates that people who do not 

have university education, lean to the right in political orientation and have a household 

income of less or equal to 600,000 ISK per month are more likely to have negative 

attitudes towards foreign aid. The model suggests that education is the most influential 

factor as the odds of having negative attitudes increase more than 3-fold with a unit 

change from university education to no university education. This means that those that 

do not have a university education are 3.65 times more likely to have negative attitudes 

towards humanitarian aid than a person who has a university education, other factors 

being equal.  

With a unit change on the political orientation variable the odds of the dependent 

variable increase two-fold. This means that those that lean to the right in political 

orientation are 2.10 times more likely to have negative attitudes towards humanitarian 

aid than a person who is in the middle or leans to the left in political orientation, all 

other factors being equal. Similarly, with a unit change on the household income 

variable the odds of being negative towards foreign aid increase two-fold. Those who 

have a household income of less or equal to 600,000 ISK are thus 2.12 more likely to 

have negative attitudes than those with higher household incomes, all other factors 

being equal.  

The values for two statistics that estimate the goodness of fit are provided below 

Table 5. Cox & Snell and Nagelkerke’s R2 statistics are 0.13 and 0.18, respectively and 

thus suggest that the model explains between 13% and 18% of the variation in the 

outcome variable accounted for by the model. This indicates that the fit of the model to 

the data was minimal but adequate. 

The overall success rate of the model was 70.4%. The success rate for predicting 

having positive attitudes toward humanitarian aid was 92.1% while the success rate for 

predicting negative attitudes toward humanitarian aid was 24.8%. In short, it is unlikely 

that the model will wrongly predict those who have positive attitudes as having 

negative attitude towards humanitarian aid. However, the model is not good at 
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predicting negative attitudes toward humanitarian aid. The predicted probability of 

negative attitudes or specificity ranges from 0.4-0.6, which means that the probability 

of predicting negative attitudes correctly is not decisive.  

5.3 Reasons for providing humanitarian aid 

The second research question pertains to the reasons people believe underlie the 

Icelandic government’s decision for providing humanitarian aid to the UN Ebola 

Response Mission. This was examined using the same method as the single variable 

analyses in the previous section. Contingency tables, chi-square, likelihood ratios and 

odds ratios were utilized to determine whether a significant association exists between 

believing a reason affects the government’s decision and negative attitudes towards 

humanitarian aid to assist fight against the Ebola epidemic. Yet, I start by providing the 

distribution of answers on the five-point Likert response format.  

 Descriptive statistics 

There are six items in the questionnaire responding to six different reasons that 

potentially affect the Icelandic government’s decision for giving humanitarian aid to 

fight the Ebola epidemic in West Africa. Those are: ‘to save human lives,’ ‘colonial 

history of the affected area,’ ‘Iceland’s trade interests in the affected area,’ ‘to prevent 

a world-wide epidemic,’ ‘to receive positive media coverage’ and ‘the geographical 

distance of Iceland to the affected area.’ At least 80% of the participants answered each 

question. The fewest people answered the question about the influence of colonial 

history, 80.1%, but for most questions the answer rates were around 90%. Most people 

answered the question about saving human lives and preventing a world-wide epidemic 

(see Table 6 for detailed information). I will now describe the pattern of answers for 

each question individually. 
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Figure 3. Number and proportion of respondents who believe saving human lives had strong or 
weak influence on the government’s decision to contribute $100,000 in the fight against the 
Ebola epidemic in West Africa.  

The participants believed that saving human lives influenced the decision to give 

humanitarian aid to the Ebola epidemic (Figure 3). The majority, 71% believed it had 

some or a strong influence, however, 14.2% believed it had neither strong nor weak 

influence and a similar percentage 14.8%, believed it had weak or very weak influence 

on the decision.  

 
Figure 4. Number and proportion of respondents who believe colonial history of the affected 
area had strong or weak influence on the government’s decision to contribute $100,000 in the 
fight against the Ebola epidemic in West Africa. 
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Regarding colonial history most participants believed that it had a very weak 

influence on the decision to give humanitarian aid (Figure 4). Almost a third of the 

sample believed it had neither strong nor weak influence on the decision and this is the 

question that had the highest nonresponse of the perceived reasons items. It thus 

seems that a large number of participants were not able to form a position on the 

matter.  

 
Figure 5. Number and proportion of respondents who believe trade interests had strong or weak 
influence on the government’s decision to contribute $100,000 in the fight against the Ebola 
epidemic in West Africa. 

There are only 5.6% of the participants that believed Iceland’s trade interests in the 

affected area had strong influence on the decision to give humanitarian aid to the fight 

against the epidemic, and about 20% that believed it had some influence on the 

decision (Figure 5). Majority of the participants thus believe trade interests have weak 

influence on the decision. 
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Figure 6. Number and proportion of respondents who believe preventing a world-wide epidemic 
had strong or weak influence on the government’s decision to contribute $100,000 in the fight 
against the Ebola epidemic in West Africa. 

It is clear that the participants believed that preventing a world-wide epidemic was 

an important reason for giving humanitarian aid to fight the Ebola epidemic (Figure 6). 

Large proportion, 77.4% believed it had some or strong influence on the decision but 

only 10.9% believed it had weak or very weak influence.  

 
Figure 7. Number and proportion of respondents who believe receiving positive media coverage 
had strong or weak influence on the government’s decision to contribute $100,000 in the fight 
against the Ebola epidemic in West Africa. 
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Around 60% of the participants believed that receiving positive media coverage 

influenced the government’s decision to give humanitarian aid to fight the Ebola 

epidemic (Figure 7); 22.5% believed that it had neither strong nor weak influence the 

decision and 16.6% believed positive media coverage had weak influence on the 

decision.  

 
Figure 8. Number and proportion of respondents who believe geographical distance between 
Iceland and the affected area had strong or weak influence on the government’s decision to 
contribute $100,000 in the fight against the Ebola epidemic in West Africa. 

The participants exhibited the greatest agreement regarding the reason of 

geographical distance of Iceland to the affected area, but 52.4% believe that the 

geographical distance had very weak influence on the decision to give humanitarian aid 

(Figure 8). Only 12.1% believed that it had an effect on the decision and 18.2% say that 

it had neither strong nor weak influence on the decision.  
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Table 6. Frequencies and percentages of participants who believed the reasons to provide 
humanitarian aid had some or strong influence on the decision to provide aid to the Ebola 
epidemic and those who believed the reasons had weak or very weak influence on the decision. 

Reasons Total Some/strong influence Very/weak influence 

 N % N %  N % 

To save lives 853 92,7 605 65,8 126 13,7 

Colonial history 737 80,1 105 11,5 421 45,8 

Trade interests 787 85,5 195 21,2 379 41,2 

Prevent world-wide 

epidemic 
850 92,4 658 71,6 93 10,1 

Positive media 

coverage 
824 89,6 502 54,5 137 14,9 

Geographical distance 812 88,2 98 10,6 566 61,6 
The above descriptive results are to a certain extent summarized in Table 6. It 

shows the frequencies and percentage for the binary variable that was created from 

each item on reasons for humanitarian aid where the neutral answers were excluded. 

On examination we see that the most resolute opinions are that preventing a worldwide 

epidemic and saving human lives had strong influence on the decision to give 

humanitarian aid to fight the Ebola epidemic in West Africa. There was also a 

considerable agreement that geographical distance had weak influence on the decision 

to provide humanitarian aid.  

 Statistical analysis 

The statistical analysis was performed to evaluate whether the negative group that 

agreed with the statement that Icelanders should support poor people in Iceland rather 

than fight the Ebola epidemic in a far-away country, explained the government’s 

decision to give humanitarian aid with different reasons than those who disagreed with 

the statement. All variables were binary coded with some and strong influence as 

success, weak and very weak influence as a failure, and neutral answers excluded. The 

results can be seen in   
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Table 7. 
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Table 7. Results of statistical analysis of whether people believe the selected reasons for 
humanitarian aid have some or strong influence on the decision to provide aid to the Ebola 
epidemic. Neutral answers are excluded. 

      Confidence Interval 

Reasons N % 
Chi-

square 

Likelihood 

ratio 

Odds 

ratio 
Lower Upper 

Save lives* 530 57.6 0.001 0.001 0.35 0.22 0.56 

Colonial history* 404 43.9 0.008 0.012 2.32 1.22 4.41 

Trade interests* 441 47.9 0.001 0.001 2.37 1.49 3.76 

World-wide 

epidemic* 
552 60.0 0.001 0.001 0.32 0.19 0.53 

Media coverage 485 52.7 0.263 0.24 1.37 0.81 2.30 

Geographical 

distance* 
507 55.1 0.005 0.007 2.42 1.29 4.52 

*statistical significance 

There are differences between the group that agreed with the statement and the 

group that disagreed with the statement regarding which reasons they believed had 

some or strong influence on Icelandic government’s decision to give humanitarian aid to 

fight the Ebola epidemic in West-Africa. As can be seen in   
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Table 7 the positive and negative attitude groups had statistically significant 

difference in answers regarding saving lives, colonial history, trade interests, world-wide 

epidemic and geographical distance.  

People that agreed with the statement and thus have negative attitudes towards 

humanitarian aid are significantly more likely to believe that colonial history (OR: 2.32), 

trade interests (OR: 2.37) and geographical distance (OR: 2.42) had some or strong 

influence on the Icelandic government’s decision to provide humanitarian aid to fight 

the Ebola epidemic in West-Africa. On the other hand, they were significantly less likely 

to believe that saving lives (OR: 0.35) and preventing a world-wide epidemic (OR: 0.32) 

had some or strong influence on the decision. When the same analysis was performed 

but weak or very weak influence was coded as a success, the results show that people 

with negative attitudes were 2.86 times more likely to believe saving lives had weak 

influence on the decision to provide humanitarian aid, and 3.17 times more likely to 

believe preventing a world-wide epidemic had weak influence on the decision. No 

differences between the groups were detected regarding the influence of receiving 

positive media coverage on the government’s decision to give humanitarian aid.  
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6 Discussion 
Previous studies and international experiences with foreign aid policy indicate that 

public support for development and humanitarian aid is influential regarding the 

continued provision of ODA to fight global poverty, including health disparities (Collier, 

2007; Milner & Tingley, 2013c; OECD/DAC, 2013; Stern, 1998). This research seeks to 

advance the knowledge on individual-level factors that are related to public support for 

humanitarian aid, as well as to shed light on the Icelandic public’s understanding of the 

reasons for the provision of humanitarian aid. To do this, the $100,000 provided by the 

Icelandic government to fight the 2013-2016 Ebola epidemic in West Africa was used as 

a concrete example. International and national research shows that the public’s 

knowledge of development cooperation is often limited and providing the public with a 

reference point, such as the Ebola epidemic, can be helpful to put foreign aid in 

perspective (Milner & Tingley, 2013c). The study had two aims; first, to explore public 

support in Iceland for humanitarian aid in serious epidemic disasters such as the Ebola 

epidemic and what individual-level factors characterise the group that has negative 

attitudes towards foreign aid. Second, explore which reasons the Icelandic public thinks 

influence the government’s decision to provide humanitarian aid to fight the Ebola 

epidemic and whether their beliefs about these reasons differ whether they have 

negative or positive attitudes towards humanitarian aid. 

To answer the first research question, I explored the answers to the question: 

Icelanders should support poor people in Iceland rather than support the fight against 

the Ebola epidemic in a far-away country. A quarter (25%) of the participants agree with 

the statement and are thus negative toward providing humanitarian aid to the Ebola 

epidemic. This is a considerable increase in negative attitudes towards foreign aid since 

2013, when a public opinion study showed that only 8% were rather or very opposed to 

development cooperation (Markaðs- og miðlarannsóknir ehf, 2013). Similarly, there is a 

great decrease in people that are supportive of foreign aid, from 80% down to 50%. 

These substantial differences in results are partly due to different wording of questions, 

but it is likely that putting foreign aid in a context with other government expenditure, 

as is done in this study, also affects the public’s responses. Furthermore, it is well known 

that domestic expenditure is more popular than foreign aid (Milner & Tingley, 2013c). 

Despite the limitations of this comparison with previous studies, a proportion of 25% 
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who exhibit negative attitudes towards humanitarian aid is a substantial portion and 

important to understand better this group’s characteristics and perceptions of 

humanitarian aid.  

Previous research into the individual-level factors that influence people’s opinion on 

foreign aid indicate that several ideological, personal and material factors are 

influential. These are gender, age, income, education, religion, interest in politics, TV 

consumption, political ideology, trust and satisfaction with government performance 

(Chong & Gradstein, 2008; Milner & Tingley, 2013c; Paxton & Knack, 2012). This 

research was not so extensive to include all these factors. Only the listed personal and 

material factors were included as well as several other personal factors about 

employment, marital status and household composition. A single variable analysis 

showed that ten individual-level factors were related to having negative attitudes 

towards humanitarian aid: age, residence, education, political orientation, marital 

status, number of people in household, employment status, type of employment, 

personal income and household income. Thus, these results reinforce previous studies, 

as well as highlighting potential connections between family or employment factors and 

negative attitudes. 

When a statistical model of the influence of these variables was created it turned 

out that education, political orientation and household income were the most 

important predictive factors of negative attitudes towards humanitarian aid. It thus 

appears that individuals that do not have a university education, lean to the right in 

political ideology and have a lower household income are more likely to be negative 

towards foreign aid than university educated people, middle and left politically oriented 

people and people with higher household income. Gender is a core variable in many 

social sciences and despite the fact that past research has indicated the influence of 

gender on opinions on foreign aid, the model did not benefit from adding gender, nor 

any other characteristic. Although the preliminary single variable analysis indicated the 

possibility of a relationship between negative attitudes and several additional variables, 

further analysis showed that when the personal elements theoretically deemed most 

important, that is gender, age, education, political orientation and income, were held 

steady the effect of the others disappeared. This was true regarding residence, marital 

status, number of people in household and employment variables.   
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At the same time, the regression model that included only education, political 

orientation and household income was not able to predict people’s attitudes as positive 

or negative accurately based on only these three factors. That is perhaps not surprising 

as attitudes are a complex construct and theoretically such a simple model of attitudes 

is not realistic. Statistically the model accounted for about 15% in the variance and thus 

does not represent the data at a high level. In attitude measurement, this level of fit is 

deemed acceptable because of the complexity of the construct (Field, 2009). 

Allocation of foreign aid is a highly political issue although it is built on moral and 

ethical considerations. The literature shows that multiple factors related to donor and 

recipient countries affect allocation of aid (Einarsdóttir & Gunnlaugsson, 2016; Stokke, 

1995). Factors related to the recipient country are mainly related to merit, for example 

the domestic policy environment and democracy. Factors related to donor’s interests 

are particularly influential, and some believe are the primary reason for foreign aid 

while the moral rhetoric is only provided for a sense of purpose and legitimisation (van 

Heerde & Hudson, 2009). Such interests are for example trade interests, colonial 

history, and political ties (Einarsdóttir & Gunnlaugsson, 2016). This study tested the 

public’s understanding of these reasons for providing foreign aid by asking to what 

extent six reasons were influential on the government’s decision to provide aid during 

the Ebola epidemic. The reasons explored were saving human lives, colonial history of 

the affected area, Iceland’s trade interests in the affected area, preventing a world-wide 

epidemic, receiving positive media coverage and geographical distance to the affected 

area. Putting that in context with the literature, saving human lives is the only genuinely 

ethical reason for providing human aid, while trade interests, receiving positive media 

coverage, and geographical distance are based on self-interest. Colonial history and 

preventing a world-wide epidemic are more difficult to place within this simple 

classification. Colonial history is inherently a political issue and could serve self-interest 

in the political sphere. Preventing a world-wide epidemic however has the potential to 

be categorized as either.  

In order to make certain aspects of the epidemic salient international institutions 

and the media framed the crisis in different ways. The most common ways to frame the 

epidemic was utilizing a security/biosafety or humanitarian frames (Caremel et al., 

2017; Gerlach, 2016; McInnes & Roemer-Mahler, 2017). The possibility and dangers of a 
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world-wide epidemic was a core discourse point in the security frame, and included 

responses such as travel bans, quarantines and travel screenings. International 

responses to the epidemic that served to protect the Western world from an unlikely 

but possible threat, were rationalized with the use of this frame (Caremel et al., 2017). 

Inherent in the action of preventing a world-wide epidemic is the idea of saving more 

human lives by hindering the spread of the outbreak outside of the most affected 

countries in West Africa, therefore it can be considered a moral and ethical issue. 

However, the framing of the epidemic as a security issue mainly revolved around 

protecting the Western world and served the self-interest of protecting the global 

systems critical for functioning of western nations. Preventing a world-wide epidemic 

can thus also be considered a matter of self-interest.   

Large majority (75%) believed that preventing a world-wide epidemic had some or 

strong influence on the government’s decision to provide humanitarian aid to fight the 

Ebola epidemic and over half of the participants (65%) believed saving human lives had 

some or strong influence on the decision. There was also considerable agreement that 

positive media coverage influenced the decision and that geographical distance 

between Iceland and the affected area was not influential element in the decision to 

provide humanitarian aid.  

It thus seems that the security/biosafety frame was most salient in the Icelandic 

public’s minds when asked to assess the reasons to provide foreign aid to fight the 

Ebola epidemic. (Caremel et al., 2017; McInnes & Roemer-Mahler, 2017). The 

international media focused extensively on the possibility of Ebola spread in the global 

North and according to experts used discourses that kindled fear among the general 

public. Although no study has explored this in the Icelandic media coverage of the Ebola 

epidemic it is likely that the Icelandic media mirrored this discourse. Because of the 

small size of the country and limited resources of individual news services a large 

portion of news in Iceland are translated from material by larger foreign news agencies. 

It is therefore not surprising that this is deemed an influential reason on the decision to 

provide humanitarian aid in the Ebola outbreak. 

Although these were the general trends visible in people’s understanding of 

provision of foreign aid, important differences were detected when understanding of 

the positive and negative attitude groups were compared. People with negative attitude 
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towards humanitarian aid provided during the Ebola epidemic in West Africa were more 

likely to say that colonial history, trade interests and geographical distance had some or 

strong influence on the decision to provide aid and less likely to say that they had weak 

or very weak influence. It would thus appear that people with negative attitudes 

towards humanitarian aid are more aware of the self-interests at play when nations 

provide humanitarian and development aid. On the other hand, they were less likely to 

say that saving lives and preventing a world-wide epidemic had some or strong 

influence on the decision to provide humanitarian aid and more likely to say that it had 

weak or very weak influence. This suggest that people that are negative towards foreign 

aid are more likely to believe that the moral and ethical reasons, supposedly the 

grounds of humanitarian assistance, are not very influential in the decision to provide 

foreign aid.  

The opposite is true about people with positive attitude towards humanitarian aid 

provided during the Ebola epidemic. Moral issues seemed to be more important 

amongst them, as they were more likely to believe that saving human lives and 

preventing a world-wide epidemic had some or strong influence of the decision to 

provide humanitarian aid. On the other hand, they were less likely to believe that self-

interest and politics influence the decision. There was no difference between the groups 

regarding receiving positive media coverage and there was strong consensus that it 

influences the decision to provide humanitarian aid. It is thus clear that the public in 

general is aware of the self-serving aspect of providing humanitarian aid to some 

extent.    

This research has both theoretical and practical implications. This research 

contributes to the scientific knowledge on public opinion towards development and 

humanitarian aid and provides an insight into people’s understanding of the motivation 

to provide foreign aid. The results align with previous research regarding what 

individual-level factors relate to public opinion on foreign aid. Although not all factors 

that previous research has deemed important were included, the results endorse the 

influence of both personal and material factors, specifically education, income and 

political orientation. Political orientation or ideology is a complicated construct and 

involves the network of values, opinions, attitudes and personality as described by 

Oppenheim (2012). It is possible that attitudes towards development aid are embedded 
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in this network and influenced further by material and other personal factors. 

Additionally, understanding the determinants of public support can have multiple 

benefits for policy makers according to Paxton and Knack (2012). For example, to create 

targeted development education that eventually reduces the restraints public opinion 

potentially puts on effective and creative development cooperation  

There is a strong consensus among political parties with members in the Icelandic 

parliament on the importance of continuing development cooperation (OECD/DAC, 

2013). Iceland supports the UN goal of contributing 0.7% of GNI to ODA, however has 

not reached its target of 0.42% of GNI by 2016 and aims to contribute 0.26% of GNI to 

development cooperation in 2018 (Ministry of Foreign Affairs, 2017). Nevertheless, 

public support for foreign aid is necessary to increase the contribution to development 

cooperation and make it more effective (OECD/DAC, 2013; Paxton & Knack, 2012). The 

high proportion of people that are negative towards humanitarian aid is therefore 

worrying. The government has an obligation to educate the public on international 

development as outlined in the government’s plan for development cooperation 

(Þróunarsamvinnuáætlun; (Ministry of Foreign Affairs, 2013) and a recent DAC peer 

review (OECD/DAC, 2013). 

The limited amount of information that reaches the public about foreign aid and 

development cooperation seems to do so through the mass media (Ingham, 2013; 

Markaðs- og miðlarannsóknir ehf, 2013; McDonnell et al., 2003). However, research has 

shown that the media gives a ‘sensationalistic and truncated’ view of poverty and the 

issues individuals in developing countries are exposed to in their everyday lives (van 

Heerde & Hudson, 2009). Additionally, an Icelandic qualitative study indicated that 

Icelanders are sceptical towards media sources about development (Ingham, 2013). In 

order to increase the public’s understanding and knowledge of poverty reduction and 

development cooperation it is therefore important that governmental institutions and 

organizations provide accurate, accessible and frequent reports and materials to inform 

the public about contemporary development and humanitarian aid. It is also imperative 

that they are persistent in releasing articles and information in the mass media to reach 

a wider audience and lift media discussion about poverty and development to better 

quality.  
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Continuous education through mass media is very important to maintain public 

interest and involvement in development cooperation, but in order to understand and 

be able to form a coherent opinion on the issue, some basic knowledge must be 

present. It is therefore important to educate people about global poverty and 

international development early so that further information dissemination has strong 

foundations. Development education as a part of elementary or secondary education in 

Iceland is very limited and inefficient. Despite being part of the national curriculum for 

elementary education, an assessment by the Icelandic International Development 

Agency suggested that the development education was unsatisfactory (Helgadóttir, 

2013). The government has expressively made it a goal to increase information 

dissemination: “Increased emphasis on promotion and education is a key element in the 

government’s vision for the future” (Ministry of Foreign Affairs, 2013: 23) and with a 

new national curriculum the intension is to educate young people further on human 

rights and development cooperation (Helgadóttir, 2013). 

The origins and reasons for humanitarian aid is one of the issues that the Icelandic 

public must understand and have a discussion about. Although moral and ethical 

reasoning is provided as the foundation of development cooperation, research suggests 

that political elements are extremely influential, and some say even more important. 

This study indicated that people that are negative towards humanitarian aid are more 

likely to believe that self-interests influence the reason to provide foreign aid. And 

although both the positive and negative groups were aware of the self-interests at play 

when providing foreign aid, people with positive attitudes were more likely to say that 

ethical reasons had strong influence on the decision to provide humanitarian aid. This 

resonates with Ingham’s (2013) results that justice and a strong moral commitment 

guide Icelanders’ support for foreign aid. Therefore, to encourage positive attitudes 

towards development cooperation and humanitarian aid, the government ought to 

build the national development cooperation on the foundations of ethics and 

emphasise morality in policy making when it comes to providing foreign aid. Self-

interests have been part of the Icelandic development cooperation through its history, 

as it has with many other donor countries (Halldórsson, 1992; Stjórnarráð Íslands, 2017; 

Þórhallsson, 2006). As the world becomes more globalized and interdependent there is 

the potential for a discourse shift from altruistic and humanitarian focus to a egoistic 
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attitudes towards poor countries’ fates (McDonnell et al., 2003). This pattern is evident 

in a recent report about the future of Iceland’s foreign affairs, where there is a clear 

focus on self-interests, also in terms of development assistance. Development 

assistance is formulated as an investment in the future and that Iceland has the 

potential to become an ‘exemplary donor’ for other nations to look up to as well as 

fulfilling their ethical duties (Stjórnarráð Íslands, 2017: 51). The DAC peer review of 

Icelandic development cooperation indicates a need for “further refining [Iceland’s] aid 

strategy in light of a clear vision of the type of donor Iceland wants to be in the future” 

(OECD/DAC, 2013: 9). To ensure continued public support for providing foreign aid and 

reach the goal of providing 0.7% of GNI to ODA, this strategy must focus on an efficient 

and ethical strategy in development cooperation, focusing on areas of the globe where 

the need is most and ensuring that the pursuance of self-interests is minimal.  

This study has several limitations. The most notable one being that only one item is 

used to measure attitudes towards humanitarian aid. Because attitudes are considered 

complex and multicomponent in composition, traditionally they are measured with a 

multi-item questionnaire. Research into attitudes towards development and 

humanitarian aid however is not so developed. Many studies that explore these 

attitudes utilize answers for a single item as a measurement. This includes the three 

studies that examine effects of individual-level factors (Chong & Gradstein, 2008; Milner 

& Tingley, 2013c; Paxton & Knack, 2012). Chong and Gradstein (2008) and Paxton and 

Knack (2012) use the same question to measure this attitude; ‘Some people favor, and 

others are against, having this country provide economic aid to poorer countries. Do 

you think that this country should provide more or less economic aid to poorer 

countries?’ It is therefore clear that public opinion towards foreign aid is not always 

measured in the same way. An advancement in the study of public opinion towards 

foreign aid would be to develop a reliable multi-item instrument to measure the 

concept. 

As with any item on a questionnaire, people might interpret a question differently. 

It can be argued that the item used here to measure attitudes: Icelanders should 

support poor people in Iceland rather than support the fight against the Ebola epidemic 

in a far-away country, is overly complicated, because of the comparison that takes 

place. Although majority of the participants answered the question there was a large 
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proportion that used the neutral midpoint on the five-point Likert response format. But 

there is some ambiguity about what the midpoint means. The question essentially 

revolves around the idea whether this particular amount of money provided to fight the 

Ebola epidemic could be better spent by supporting poor people in Iceland. So, this is 

not a question of supporting poor Icelanders or support the Ebola epidemic. However, 

there is a possibility that people might interpret it in that way. People that want to 

support both might choose the neutral response option. However, ‘either-or’ thinking 

was not the intention of the question and the ‘disagree’ options allow for support for 

both poor Icelanders and the Ebola epidemic. It is thus possible that the positive 

attitude group is somewhat underestimated in this study.  

Despite this limitation, I believe a positive step is taken in this study to measure 

support for foreign aid in Iceland with reference to a specific humanitarian emergency, 

concrete amount of aid provided and context of other government expenditures. 

Research by Milner and Tingley (2013c) demonstrates that it can affect people’s 

answers, where having a realistic idea of the amount actually provided increases 

support and providing a more nuanced picture of the different types of ODA and 

recipients changes perceptions and support. Increased public knowledge about 

development is however a prerequisite to studying the nuances of public opinion 

towards development and humanitarian aid.  

Because of the media attention the outbreak received it is likely that the 

participants had at least some knowledge of Ebola and the outbreak. The timing of the 

questionnaire can however be deemed a limitation as it was administered in June 2016, 

after the epidemic was over, and several months after its peak in the last months of 

2014 and the Icelandic donation of $100,000 in September of 2014. The epidemic was 

thus perhaps not fresh in peoples’ memories. At the same time this lag time can be 

deemed a strength of the study as the media ‘spectacle’ around the outbreak often 

provided sensationalized coverage (Nunes, 2016), and by not administering the 

questionnaire immediately, people may have had time to reassess and form more 

realistic opinions toward the outbreak.   
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7 Conclusion 
This research’s aims were to advance the knowledge on individual-level factors that are 

related to public support for development and humanitarian aid, as well as to shed light 

on the Icelandic public’s understanding of the reasons for the provision of foreign aid. 

This research used the Ebola epidemic as a case in point, providing a context of 

humanitarian aid and a concrete amount of funds provided by the Icelandic government 

to fight the Ebola epidemic. The results show that education, political orientation and 

income are the three most influential individual-level factors related to public support 

for foreign aid, which is in line with previous research on the subject. People with lower 

level of education and lower incomes are more likely to be negative towards 

humanitarian aid. Additionally, the results indicate that people that lean to the right in 

political orientation are also more likely to be negative towards humanitarian aid. 

Preventing a world-wide epidemic and saving human lives were deemed influential 

reasons to provide humanitarian aid by a large proportion of participants. This indicates 

that most people believe that provision of humanitarian aid is grounded on moral and 

ethical foundations. However, those that were negative towards foreign aid were more 

likely to believe that self-interest such as trade interests were more influential on the 

decision to provide humanitarian aid. The positive and negative attitude groups agreed 

that receiving positive media coverage was influential in the decision to provide aid, and 

thus it seems that the public is to some extent aware of the self-interests involved in 

provision of foreign aid.  

The Icelandic government supports the UN goal of contributing 0.7% of GNI to ODA. 

To reach this goal both elite and public support is crucial. This study suggests a 

considerable decrease in public support for foreign aid compared to previous estimates, 

which is worrisome. The government has an obligation to educate the public about 

development cooperation and humanitarian aid, so they can form a coherent opinion, 

discuss and be involved in the nation’s foreign policy decisions. This study suggests that 

it is important to educate the public about the reasoning behind providing development 

and humanitarian aid. There seems to be a relationship between having negative 

attitudes towards aid and believing that self-interests have great influence over the 

decision to provide aid. In order to encourage public support for aid it is therefore of 
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importance that the Icelandic government sets a foreign aid strategy that is based on 

ethical and moral foundations and that the pursuance of self-interests is minimal.  
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Appendix 
 
Binary coding of the variables  
All the items utilized in the study were recoded into binary variables for ease of analysis 

and interpretation. The coding is based on theoretical grounds, previous research, as 

well as the researchers’ expectations and predictions.  

Attitude question 

Question:  Please indicate how much you agree or disagree with this 

statement: Icelanders should support poor people in Iceland 

rather than support the fight against Ebola in a far-away country.  

Response options:  Strongly agree - Agree - Neither agree nor disagree - Disagree - 

Strongly disagree  

Binary coding:  Agree (strongly agree – agree) [1] 

Disagree (neither agree nor disagree – disagree – strongly 

disagree) [0] 

   Neutral midpoint excluded 

Demographic variables 

Age:    What is your age? 

Binary coding:  Younger than 60 years of age [1] 

    60 years of age or older [0] 

Education:  What is the highest level of education you have completed? 

Binary coding:  University level education [0] 

    Less than university level education [1] 

Political orientation: When discussing politics left and right are often used. In general, 

where would you place your attitudes on this scale?  

Scale: Left 0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 Right 

Binary coding:  Left/middle (0 – 1 – 2 – 3 – 4 – 5) [0] 

 Right (6 – 7 – 8 – 9 – 10) [1] 

Marital status:  What is your marital status? 

Binary coding:  Married (married, sanctioned relationship, commonlaw marriage) 

[0] 

 Unmarried (unmarried, divorced, widowed) [1] 
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Household:  How many people (including yourself) live in your household? 

Binary coding:  1-2 people [0] 

 3 or more people [1] 

Children:  How many children live in your household? 

Binary coding:  No children [0] 

 1 or more children [1] 

Empl. status:  What is your status in the workforce? 

Binary coding:  In the work force (payed work – independent work – owner) [0] 

 Not in the work force (unemployed, student, disability, 

retirement, other) [1] 

Empl. type:  What is your main job? 

Binary coding:  Skilled work (executives, specialists, specialized workers) [0] 

 Unskilled work (office, retail, service, farming, fisheries, industries) 

[1] 

Empl. porportion:  What is your employment proportion? 

Binary coding:  Full time work [0] 

 Part time work [1] 

Empl. period:  How long have you worked in your current employment? 

Binary coding:  Less than 10 years [1] 

 More than 10 years [0] 

Supervisor:  Are you in a supervising position? 

Binary coding:  Yes [0] 

 No [0] 

Personal income: What is your personal monthly income? 

Binary coding:  Less or equal to 300,000 ISK [1] 

 More than 300,000 ISK [0] 

Household income: What is your household income? 

Binary coding:  Less or equal to 600,000 ISK [1] 

 More than 600,000 ISK [0] 

Reasons for aid 

Question:  On the 26th of September 2014, when the Ebola epidemic was at 

its peak, the Icelandic government gave 12 million ISK to the UN 
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institution fighting the epidemic in West-Africa. How strong or 

little influence do you think the following had on the decision to 

donate?  

a) Saving lives,  

b) Colonial history of the countries,  

c) Trade interests in the disaster area,  

d) Prevent a world-wide epidemic,  

e) Receive positive media coverage,  

f) Iceland’s geographic distance to the area” 

Response options:  Strong influence - Some influence - Neither strong nor weak 

influence - Weak influence - Very weak influence 

Binary coding: Influence (strong influence – some influence) [1] 

 Weak influence (weak influence – very weak influence) [0] 

 Neutral midpoint excluded 

   

 

 

 

 


