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This study examined how knowledge,
lived experiences, and social context them. Effective Lassa fever prevention requires
shape risk perception, fear, and stigma FGD_Community participatory, community-anchored

communication that engages with people’s lived

around LF in outbreak-affected areas of -
, , realities and existing explanatory frameworks.

Ebonyi State, Nigeria. In-depth
interviews (n=18) and focus group
discussions (n=14) were conducted
among LF survivors, caregivers

members.

Uncertainty about LF transmission

Most participants demonstrated general knowledge about the disease. However, understanding of transmission,
symptoms, and treatment was fragmented. Confusion about human-to-human transmission, including fears of
airborne and sexual spread, contributed to heightened anxiety and stigma. Several survivors and healthcare workers
could not identify how infection occurred, reinforcing perceptions that the risk of LF is unpredictable and difficult to
control.

Every day risk and rodent exposure

Rodents were widely believed to be the primary cause of LF, often reduced to the assumption that eating rats leads
to infection. Yet, human—rodent interactions are embedded in daily rural life. The framing of health promotion
activities conflicted with lived experience and weakened confidence in prevention messages. At the same time,
policies that prohibit practices such as prolonged contact with the dead or burying pregnant women with their
foetuses, contributed to resistance, secrecy and sometimes violence between communities and health actors.

Fear drives risk perception and stigmatisation

Fear emerged as the dominant psychological response to LF, shaped by proximity to cases and circulating
misinformation. It motivated early care-seeking for some but led to avoidance, fatalism, or disengagement from
others. Risk was frequently projected onto “others”, such as rural, poorer, or less educated groups, allowing
individuals to downplay their own vulnerability. This social distancing simultaneously reinforced stigma and obscured
shared exposure.

Attitudes influence care seeking

Three dominant attitudes shaped responses to LF: belief in curability with early treatment, fatalistic perceptions of
inevitable death, and scepticism of biomedical explanations in favour of spiritual or poisoning narratives. These
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compound. Taken by Daniel Hernandez. viewed as effective, most patient journeys were indirect and delayed. In addition, structural barriers such as financial
barriers, long distances, and limited primary care capacity pushed many toward self-medication or local providers

. before reaching specialised care.
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Risk perception around Lassa fever is shaped by uncertainty, daily socio-ecological realities,

and structural constraints. Difficulties in tracing infection, even among healthcare workers, thinking : Is there any way this
undermined confidence in prevention, while routine human-rodent contact made narrow th ing can get tO m e? A n d th en

prevention messages feel disconnected from lived experiences, reinforced fear, stigma, and
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