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Abstract: Reports of Ebola outbreaks in affected communities have been associated with rumors, fear, poor perception on the 

disease and stigmatization of Ebola survivors in their host communities. The depth of knowledge of Ebola Viral disease (EVD) 

among community members will influence the making of informed decision regarding risky behavioral practices and attitude to 

survivors. This study was a cross-sectional study using multistage sampling technique to select a total of 1190 respondents from 

the two area councils of the Federal Capital Territory, Nigeria. Pre-tested questionnaire with 10-point knowledge score on Ebola, 

10 point attitude, 6 point scale on practice and 5 point scale on perception was administered by trained interviewers to 

respondents. Mean age of respondents was 29.61 ± 7.51years. 97.3% were aware of EVD. Media (81.7%) was respondent’s first 

source of information on EVD and the most trusted (80.4%). Majority (82.1%) of the respondents had good knowledge of EVD. 

A good number (83.3%) also showed poor attitude to survivors of Ebola while thirty-eight (3.2%) of respondents had poor 

practice towards EVD prevention. About 96.3% of respondents had a high perception score. Although Knowledge of Ebola was 

high, media campaigns needs to be structured and targeted to meet gaps in attitude so as to avoid stigmatization and its attendant 

consequences by host communities towards Ebola survivors. 
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1. Introduction 

Ebola epidemic of 2014-2016 has been confirmed to be the 

largest outbreak of the disease in history with a total of 28,616 

confirmed, probable and suspected cases and 11,310 

confirmed deaths as of April 13, 2016 [1]. The World Health 

Organization (WHO) reported that cultural belief and 

behavioral practices, migration across porous borders, 

damaged public health infrastructure, limited knowledge, 

shortage of health care workers, community resistance due to 

fear and misconception among others have contributed to the 

spread of the disease [2]. Unfortunately, as is frequently 

reported during outbreaks, communities are the most affected 

with attendant consequences such as fear, stigmatization, risky 

behavior and practices. Knowledge, attitude and Perception 

(KAP) studies are tailored to understand human responses 

with the benefit of using quantifiable data, generalization of 

sample size and succinct result [3]. They also complement 

epidemiological data and provide evidence for targeted 

interventions especially when conducted early in an epidemic 

[4]. KAP studies helps to prioritize risk communication efforts 

so as to accommodate changing cultural norms. Although 
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several KAP research has been conducted among cohort of 

health care workers, secondary school students, traditional 

healers and mortuary workers in Nigeria and other countries 

such as Ethiopia, Guinea, and Sierra Leone, there is 

inadequate research conducted among people living within the 

communities in Nigeria. [4, 5-11] 

Nigeria was declared Ebola virus disease (EVD) free on 

October 20, 2014 after an acutely ill traveler imported the 

disease into the country on July 20, 2014 and following 

intense efforts at rapid containment and eradication [12, 13]. 

The country had a total of 20 suspected cases and 8 deaths 

that were reported [12, 13]. Nigeria remains at risk of spread 

of Ebola and other rapidly spreading infectious disease 

through increasing international travel, inadequate 

surveillance activities, porous borders and poor medical 

services [14, 15]. The Nigerian Federal Government through 

its Health Ministry instituted an active disease surveillance 

programme during the outbreak between July and September 

2014 including retrospective contact tracing, direct follow up 

of suspected cases, and review of hospital and dispensary 

logs and interviewing of health care personnel [16]. 

Multi-stakeholder groups were involved and educated on the 

prevention and control methods to rapidly curtail the spread 

of the disease. These included but were not limited to the 

utilization of mass media, social media, direct community 

engagement, targeted messages by environmental and health 

personnel to prevent fear, stigmatization, anxiety, 

psychosocial trauma and isolation community ostracism [16]. 

In the event of infection, community members were advised 

to report cases promptly to the nearest hospital or the 

surveillance team. Individuals exposed to infection are to be 

quarantined and released if asymptomatic after 21 days [17]. 

Treatment centers were also put in place to provide better 

patient care for infected persons in the infected states of 

Lagos and Rivers with intensified awareness- sensitization 

campaigns in relevant hospitals. Following confirmation of 

outbreaks in Lagos, affected communities were gripped with 

palpable anxiety, panic and rumors, and certain 

non-empirical ethno-medical practices prevailed with 

stigmatization of convalescent individuals [16]. To 

understand community perception and the depth of 

knowledge on EVD, surveys have been conducted in some 

African countries like DRC Guinea, Congo, Uganda, Ghana, 

Sudan and Sierra Leone [4, 18-23] which revealed poor 

depth of knowledge of the disease, prevalence of cultural 

practices like unsafe burial practices and risky behaviors. 

These identified issues have influenced and were linked with 

several reported cases of reoccurring epidemics, and 

exacerbated morbidity and mortality in those communities 

[18, 19]. Elsewhere in the world, poor perceptions with 

irrational fears regarding EVD was observed in Italy and 

New Zealand [18, 24], while a study conducted in the United 

States highlighted the need for accurate health information 

through the internet as major source of information [25]. 

Level of knowledge changes as health education and 

community sensitization intensifies. For example, a study 

conducted post Ebola outbreak reported satisfactory level of 

knowledge at 92% compared to studies conducted during the 

Ebola outbreak reporting low level of knowledge [21, 26, 27]. 

Community misconceptions is a relatively common 

occurrence especially in African settings. For example, a 

national survey conducted in Sierra Leone showed the belief 

that Ebola can be treated with salt and hot water (41%), 

another study reported fear of participants calling the 

national hotline with the belief that it would result in his or 

her death [4, 28]. Another study conducted in Guinea found 

several misconceptions among which include the belief of 

bathing in salty water to prevent EVD [27]. Discriminatory 

attitude was rife at 95% in a study from Sierra Leone [4]. 

Research has shown strong evidence that individuals become 

motivated to adopt behavioral change especially when they 

perceive themselves at risk of infection [4]. Limitation to 

these community KAP studies include low generalizability 

due to small study areas and were constrained by time and 

resources [4, 27]. In Nigeria, there is dearth of data on 

community KAP study specifically post outbreak to assess 

the impact of interventions. Moreover, the significance of 

research to access behavioral change post Ebola outbreak is 

unknown. It is imperative we provide evidence as to the 

evolving level of knowledge post EVD campaign and 

evidence based data for continued intervention especially for 

major cities such as Abuja, Nigeria’s’ capital which is fast 

becoming a connecting hub for international travel. The 

community KAP study found in Nigeria was conducted 

during the height of the outbreak in 2014. It provided 

baseline data on what is known about the disease, it’s study 

limitations was low sampling coverage in terms of number of 

LGAs and sample size [26]. 

Against this background and the contained outbreaks in 

Nigeria, this knowledge, attitude, practices and perception 

(KAPP) study was conducted immediately after the outbreak 

(18th May, 2015- 20th July, 2015) in selected administrative 

councils (Bwari and Abuja municipal area councils) in the 

Federal Capital Territory (FCT), Abuja, Nigeria. Because 

EVD of 2014 was a new infection in Nigeria, there is dearth of 

literature on the knowledge and perception of EVD among 

community members in Nigeria. It is expected that the 

findings in this study will provide valuable baseline 

information on knowledge, perception and behavioral risk 

factors on EVD in the FCT specifically and in Nigeria in 

general. Targeted messages can be developed to fix 

knowledge gaps in the community and outcomes may provide 

basis for the development of recommendations to prevent 

future outbreak and possibly modify community 

perception/behavior. 

2. Methods 

2.1. Study Area and Design 

The Federal Capital Territory (FCT), Nigeria’s 

administrative capital has an estimated human population of 

3,195,100 based on 2015 estimates and six area councils 

(Abuja Municipal Area Council (AMAC), Gwagwalada, 
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Abaji, Kuje, Bwari, and Kwali). It is one of the fastest 

developing cities in Africa with huge influx of people from 

within and outside the country on daily basis. This is a cross 

sectional study design conducted in Bwari and AMAC areas 

councils of FCT. 

2.1.1. Study Period 

This study was conducted from the 18th May, 2015- 20th 

July, 2015. 

2.1.2. Participants and Sampling 

Using the formula for single proportion (Zα2p (1-p)/d2), 

the sample size was calculated assuming that 50% of the 

population would have poor knowledge and perception of 

EVD [26], with 97% level of confidence, an allowable error 

rate of 3% and 10% non-response rate [29]. For this research, 

a community based cross-sectional interview was 

administered to participants in randomly selected 

communities in AMAC and Bwari Area Council using a multi 

stage sampling method. The eligibility criteria for 

participation include: (A) respondents can be of any gender 

(male or female) but must be adult ≥18 years; (B) he/she must 

have resided in the selected communities for at least six 

months prior to the onset of the study. In the first stage, 

AMAC and Bwari Area Council were randomly selected from 

the 6 councils by simple random sampling and in the second 

stage, five (5) and six (6) out of 10 and 12 wards were 

randomly selected by balloting from Bwari and Abuja 

Municipal Area councils. Using simple balloting, two (2) 

communities per ward in AMAC and one (1) per ward in 

Bwari were selected making a total of 17 communities. Per 

community, a total of 70 households were selected and using 

abstract transect and a simple bottle spin, data sampling 

direction was chosen randomly Every 2nd household was 

chosen until the required number 70 was reached. In each 

selected household, one respondent who met the inclusion 

criteria was randomly selected for participation by balloting. 

In total, a sample size of 1190 was obtained. 

2.2. Questionnaire and Study Outcomes Determination 

Following a review of available literature, a questionnaire 

consisting of 40 structured questions was prepared and 

organized into five sections viz: (A) Socio-demographic 

details of the respondents. (B) Awareness and Knowledge of 

EVD. (C) Attitude to EVD cases and infected persons. (D) 

Practice of community members to EVD prevention (E) Risk 

perception. Knowledge of EVD was assessed using a devised 

6 (six) item questions ranging from agent and symptoms of 

EVD to mode of transmission and prevention of EVD (See 

supplementary materials F). The questionnaire was pretested 

using 10% of the sample size in Nassarawa State and based on 

the responses, it was adjusted for clarity, consistency, validity 

and cultural acceptability before its final administration. 

Knowledge of EVD was assessed using a 6-item scoring 

system on basic information about the causative agent, 

symptom, route of transmission, treatment, prevention and 

control of the disease. The questions included single and 

multiple type responses and each correct and incorrect 

responses were scored 1 and 0 point respectively. An overall 

knowledge score was calculated using cumulative scores for 

each correct response with a highest achievable knowledge 

score of 10. To carry out logistic regression analysis, the 

cumulative scores were divided into binary groups viz: 0 to ≤ 

5 was graded as ‘poor’ knowledge “0”, while a score of ≥5 to 

ten was scored as ‘good’ knowledge “1” based on previous 

study [30]. The Attitude was assessed using a 10-item scoring 

system and included the beliefs of the respondents on the 

isolation of patient, stigmatization of convalescent individuals, 

and community perception about the disease. Similar scoring 

criteria for the knowledge score was engaged for these attitude 

scores. 

Practices of community members that may aggravate or 

prevent EVD was graded by assigning Likert scales scores on 

a scale of 0-2 points: 2 points for “Always”, 1 point for 

“Sometimes” and 0 points for “Never” as appropriate. Overall 

practice score was calculated cumulatively with a highest 

achievable score of 14. Logistic regression was conducted 

with a grouping of<7 as poor practice and > 7 as good practice. 

The risk perception scores were based on a 5-item scoring 

system. It covered respondents’ personal risk status 

(susceptibility), perception of EVD fatality (severity) and 

perception of morbidity (dread). Risk perception responses 

were separated into two categories viz: High risk and low risk 

perception with top box responses scored 1 point and low box 

responses scored 0 point. The sum for each question on the 

perception scale was then calculated to obtain the individual 

aggregate risk perception score similar to in previous studies 

[31]. 

2.3. Interview Procedure 

Data collectors who can speak local dialect (Gwari and 

Hausa) were employed. Three (3) data collectors were trained 

for a day. Data collectors approached respondents in the 

evenings between the hours of 4 – 7pm to ensure they would 

be at home. After explaining the purpose of the survey, and 

respondents understood the study procedure, informed 

consent was provided prior to administering the questionnaire. 

Trained data collectors read out each question to the 

respondent to ensure all sections are filled and also read the 

versions translated to local languages for respondents unable 

to communicate in English. It took data collectors an average 

of 40-60 minutes to administer a questionnaire. 

2.4. Statistical Analysis 

Consistency of data was done by checking for outliers, 

duplicates and missing data, and the number of missing values 

was below 5% in the responses. Data was entered into and 

filtered in Microsoft Excel® before they were imported into the 

SPSS version 17.0 for analysis. Two data clerks performed data 

consistency by randomly checking for values in data files and 

running answers using different software platforms for possible 

errors. Data was analyzed for descriptive and results were 

presented as proportions and means. Analytical statistical test 
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was done using chi square and logistic regression with the level 

of significance set at P<0.05. The association between 

knowledge of Ebola viral disease and Socio-demographic 

variables was determined using chi-square. 

2.5. Ethical Consideration 

This study was approved by the health research ethics 

committee of the Federal Capital Territory. Abuja, Nigeria 

with approval number FHREC/2015/01/26/18-05-15. 

Informed consent were obtained from all participants prior to 

the administration of questionnaire. Participants were 

identified using unique number to ensure confidentiality. 

3. Result 

3.1. Respondents’ Characteristics 

The demographic information of the respondents is 

presented below. A total of 1190 respondents participated in 

this study including 573 males (48.2%) and 617 females 

(51.8%). The mean age was 29.61 ± 7.51years (range: 18 – 

70 years). Respondents with tertiary education were 80.4% 

and students/job seekers and retirees formed approximately 

43.6% of all occupation categories among the respondents 

(Table 1). 

Table 1. Socio-Demographic Characteristics of Respondents ‘‘N=1190’’. 

Respondent characteristics Number (%) 

Age in years  

<25 403 (33.9) 

26-35 562 (47.2) 

36-45 176 (14.8) 

≥ 46 49 (4.1) 

Gender  

Male 573 (48.2) 

Female 617 (51.8) 

Marital status  

Married 395 (33.4) 

Single 770 (65.0) 

Separated 10 (0.8) 

Divorced 9 (0.8) 

Missing 6 (0.5) 

Religion  

Christian 850 (71.5) 

Islam 326 (27.4) 

Traditional 13 (1.1) 

Level of education  

No formal education 18 (1.5) 

Primary 37 (3.1) 

Secondary 177 (14.9) 

Tertiary 954 (80.4) 

Missing 4 (0.3) 

Occupation  

Traders/Farmers/Private business 344 (29.0) 

Student/Retired/Job Applicant 518 (43.6) 

Government employee/Doctor 326 (27.4) 

House hold size  

1-3 193 (16.2) 

4-5 487 (40.9) 

6-7 363 (30.5) 

>8 147 (12.4) 

 

3.2. Awareness and Knowledge of Ebola Virus Disease 

Approximately 97.4% of respondents have heard of Ebola 

while the media was their primary source of information on 

EVD (81.7%) and was also mentioned as the most trusted 

source (80.4%). A total of 82.5% of the respondents 

recognized that virus -was the cause of the disease while 8.3% 

and 5.0% erroneously suggested that the etiology was bacteria 

and parasite respectively. Furthermore, 3.5% suggested evil 

spirit while 7.5% had no knowledge of the cause. Of the total 

respondents, 9.4% believed that Ebola was caused by multiple 

sources (Table 2). With regards to symptoms, mode of 

transmission and control, fever ranked the highest (76.9%) 

followed by bleeding from the nose (54.5%) while the least 

mentioned common symptom was redness of the eyes (33.0%), 

unfortunately over 6% don’t know any of the symptoms. The 

most frequently mentioned mode of transmission is through 

eating of bush meat (84.4%), but about one tenth mentioned 

through air (11.8%) (Table 1). More than half of the 

respondents were aware of critical means of control including: 

isolation of an infected individual (65.7%) but vaccination 

against EVD was also mentioned by 49.4% of all respondents. 

In addition, 32.4% opined that embalming infected corpses 

may control the disease. Huge proportion (88.6%) of the 

respondents were aware that doctors treat EVD while 9.7% 

and 4.7% of the respondents have preference for spiritual 

healers and traditional healers (Table 2). Most common mode 

of prevention known within communities were frequent 

washing of hands (83.9%), prayers (23.0%), eating bitter 

kolanut (15.5%), while the least mentioned was bathing with 

salt water frequently (6.5%) (Table 2). 

Table 2. Knowledge of Ebola Virus Disease. 

Respondents characteristics Number (%) 

Heard of Ebola  

Yes 1159 (97.4) 

No 31 (2.6) 

Cause  

Bacteria 99 (8.3) 

Virus 982 (82.5) 

Parasite 59 (5.0) 

Evil spirit 42 (3.5) 

Don’t know 89 (7.5) 

Symptom  

Red eyes 383 (33.0) 

Fever 915 (76.9) 

Bleeding from the nose 649 (54.5) 

Don’t know 78 (6.6) 

Mode of transmission  

Eating bush meat 1004 (84.4) 

Breast milk of an infected individual 423 (35.5) 

Air 141 (11.8) 

Don’t know 68 (5.7) 

Control  

Building a separate latrine for sick individual 378 (31.8) 

Isolate infected individual 782 (65.7) 

Embalming infected corpse 386 (32.4) 

Vaccinating against Ebola virus disease 588 (49.4) 

Treatment  

Traditional healer 56 (4.7) 

Spiritual healer 115 (9.7) 

Doctor 1054 (88.6) 
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Respondents characteristics Number (%) 

Don’t know 71 (6.0) 

Prevention  

Bathing with salt water frequently 77 (6.5) 

Eating bitter kolanut 185 (15.5) 

Washing hands frequently 999 (83.9) 

Drinking salt water 29 (2.4) 

Prayers 274 (23.0) 

The analysis of knowledge regarding signs and symptoms 

indicated that 82.5% of respondents were able to correctly 

identify the cause of Ebola. A huge number of respondents 

93.4% could correctly identify symptoms. Overall, majority of 

the respondents (82.1%) had good general knowledge of EVD 

(Table 3). 

Table 3. Respondents with Satisfactory knowledge by gender. 

Gender Causes of Ebola n (%) Symptoms n (%) Preventive measures n (%) General Knowledge n (%) 

Male (n=573) 483 (40.6) 533 (44.7) 468 (39.9) 478 (40.2) 

Female (n=617) 498 (41.9) 579 (48.6) 531 (45.3) 499 (41.9) 

All respondents (n=1190) 981 (82.5) 1112 (93.4) 999 (85.2) 977 (82.1) 

 

3.3. Association Between Respondents’ Characteristics and 

Knowledge of Ebola Virus Disease 

There was an association between certain variables and the 

level of knowledge of EVD. More Bwari Area Council 

respondents had better knowledge of EVD compared with 

residents from AMAC (χ
2
=12.91, P<0.001). Similarly, 

significant knowledge difference exists depending on the level 

of education of respondents (χ
2
=4.94, P<0.05) and size of 

households (χ
2
=5.06, P<0.05) (Table 4). 

Table 4. Association between respondents’ characteristics and knowledge of Ebola virus disease. 

Variables 
Association between knowledge of Ebola virus disease and 

tested variables 

Binary logistic regression of level of 

knowledge with variables 

Characteristics Poor Good Chi-square P-value Odds ratio 95%CI P-value 

Age group        

≤ 35 166 (17.2) 799 (82.8) 1.69 0.209 ND   

≥ 35 90 (16.0) 472 (84.0)      

Gender        

Male 95 (16.6) 478 (83.4) 1.31 0.25 ND   

Female 118 (19.1) 499 (80.9)      

Level of education        

Low (No formal and primary) 16 (29.1) 39 (70.9) 4.94 <0.05 0.59  (0.319-1.075) 0.084 

High (Secondary and Tertiary education) 196 (17.3) 935 (82.7)   1 - NA 

Location        

AMAC 172 (20.5) 668 (79.5) 12.91 <0.001 0.53  (0.362-0.763) 0.001 

Bwari area council 41 (11.7) 309 (88.3)   1 - NA 

Household size        

≤ 5 107 (15.7) 573 (84.3) 5.06 <0.05 1.337  (0.990-1.808) 0.059 

≥ 5 106 (20.8) 404 (79.2)   1 - NA 

 

Specifically, the odds of respondents residing in Bwari Area 

Council to have better knowledge of EVD was two times over 

than for residents from AMAC (OR=0.53, CI 95%=0.36 - 0.76, 

P<0.001). Respondents with lower level of education were 

almost twice less likely to have good knowledge of EVD 

compared with those with higher level of education (OR=0.59, 

95% CI=0.32 – 1.07, P=0.08). Furthermore, respondents with 

household size ≤5 1.3 times were more likely to have better 

knowledge of EVD than those with ≥ 5 members of the 

household (OR=1.34, CI95%=0.99-1.81, P=0.05) (Table 4). 

3.4. Attitude of Community Members to Ebola Virus Disease 

Recovered Cases 

Majority (83.3%) of the respondents had poor attitude to 

EVD recovered individuals. About 82.3% of respondents 

disagreed to take suspected persons to traditional homes with 

more than half (50.3%) refusing to share food and drink with 

individuals completely recovered from the disease, or to shake 

hands with them (38.7%), or welcome a neighbor fully 

recovered from EVD back into the community (40.6%). 

However more than half (50.9%) agreed to attend social 

functions with completely recovered individuals. Less than 

one-seventh (13.3%) opined that the publicity given to Ebola 

was unnecessary with 11.6% of respondents believing it is a 

punishment from God. About 61.6% of respondents disagreed 

that school pupil completely recovered from EVD puts other 

pupils at risk. Majority (80.3%) of the respondents opined that 

they will not keep the information secret if family member 

contracts the disease with 2.9% agree that EVD is a disease 

affecting only poor people (Table 5). 

Table 5. Attitude of community members to EVD recovered cases. 

Variables Number (%) 

Suspected persons should be taken to traditional homes such as church, mosque, juju shrine  

Agree 140 (11.8) 
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Variables Number (%) 

Disagree 979 (82.3) 

Undecided 71 (6.0) 

I will not share food and drink with an individual recovered from Ebola viral disease  

Agree 599 (50.3) 

Disagree 461 (38.7) 

Undecided 130 (10.9) 

I will not shake hands with an individual who has recovered from Ebola viral disease  

Agree 460 (38.7) 

Disagree 587 (49.3) 

Undecided 143 (12.0) 

I can attend social functions/community meetings with an individual recovered from Ebola Viral Disease  

Agree 606 (50.9) 

Disagree 453 (38.1) 

Undecided 131 (11.0) 

I will welcome a neighbor recovered from Ebola back into the community  

Agree 548 (46.1) 

Disagree 483 (40.6) 

Undecided 159 (13.4) 

A school pupil recovered from Ebola puts other pupils in their class at risk  

Agree 281 (23.6) 

Disagree 733 (61.6) 

Undecided 176 (14.8) 

I will keep the information secret if a family member contracts Ebola  

Agree 106 (8.9) 

Disagree 955 (80.3) 

Undecided 129 (10.8) 

3.5. Association Between Respondents’ Characteristics and Community Attitude to Ebola Virus Disease Recovered Cases 

Table 6. Association between Respondents’ characteristics and Attitude to EVD recovered case. 

Variables 
Association between attitude to Ebola virus disease and 

tested variables 

Binary logistic regression of level of 

knowledge with variables 

Characteristics Unfavorable Favorable Chi-square P-value Odds ratio 95%CI P-value 

Age group        

≤ 35 815 (82.2) 150 (75.4) 
5.09 0.024 

1.42 
(0.983-2.042) 

0.062 

≥ 35 176 (17.8) 49 (24.6) 1 NA 

Level of education        

Low (No formal and primary) 8 (4.0) 47 (4.8) 
0.192 0.662 ND   

High (Secondary and Tertiary education) 190 (96.0) 941 (95.2) 

Location        

AMAC 703 (70.9) 137 (68.8) 
0.350 0.554 ND   

Bwari area council 288 (29.1) 62 (31.2) 

Household size        

≤ 5 585 (59.0) 95 (47.7) 
8.629 0.003 

1.521 (1.117-2.071) 0.008 

≥ 5 406 (41.0) 104 (52.3) 1 - NA 

 

Table 6 shows the association between respondents’ 

characteristics and community Attitude to EVD recovered 

cases. 

Respondents younger than 35 years old were 1.42 times 

more likely to have favorable attitude than those older than 35 

(OR=1.42, 95% CI=0.98 – 2.04, P=0.06). Similarly, 

respondents with household sizes lower than 5 were 1.5 times 

more likely to have better attitude to EVD recovered 

individuals than those with household sizes greater than 5. 

(OR=1.52, 95% CI=1.12 – 2.07, P<0.005). 

3.6. Practices of Community Members towards Ebola Virus 

Disease Prevention 

Thirty-eight (3.2%) of respondents have poor practice 

towards EVD prevention. Regular washing of hands with soap 

and water was reported by 94.8% of respondent. A minority 

8.6% claimed to always bath with salt and water. Regarding 

avoiding burial practices of an individual that died of Ebola, 

less than a quarter (20.3%) respondents admitted they will not 

avoid it (Table 7). 

Table 7. Practices of community members towards EVD prevention. 

Variables Number (%) 

Wash hands with soap and water  

Always 1128 (94.8) 

Sometimes 58 (4.9) 

Never 4 (0.3) 
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Variables Number (%) 

Bath with salt and water  

Always 102 (8.6) 

Sometimes 350 (29.4) 

Never 738 (62.0) 

Avoid burial ritual of someone who died of Ebola  

Always 801 (67.4) 

Sometimes 147 (12.4) 

Never 241 (20.3) 

Overall Practice  

Poor 38 (3.2) 

Good 1152 (96.8) 

3.7. Binary Logistic Regression for Respondents’ Characteristic and Community Practices on Ebola Virus Disease 

Prevention 

Respondents living within AMAC were 3 times more likely to have good practices regarding EVD prevention than those 

living within Bwari (OR=3.301, CI=1.652-6.593, P<0.001) to a significant level (Table 8). 

Table 8. Binary logistic regression for respondents’ characteristic and community practices on EVD prevention. 

Variables 
Association between practices on Ebola virus disease 

and tested variables 

Binary logistic regression on community 

practices on EVD prevention. 

Characteristics Poor Good Chi-square P-value Odds ratio 95%CI P-value 

Age group        

≤ 35 34 (2.9) 931 (78.2) 
1.79 0.180 ND   

≥ 35 4 (0.3) 221 (18.6) 

Gender        

Male 30 (78.9) 543 (47.1) 
14.91 0.000 

0.325 (0.144-0.733) 0.007 

Female 8 (21.1) 609 (52.9) 1 - NA 

Level of Education        

Low (No formal and primary) 2 (5.3) 53 (4.6) 
0.035 0.852 ND   

High (Secondary and Tertiary education) 36 (94.7) 1095 (95.4) 

Location        

AMAC 14 (36.8) 826 (71.7) 
21.531 0.000 3.301 (1.652-6.593) 0.001 

Bwari area council 24 (63.2) 326 (28.3) 

Household size        

≤ 5 19 (50.0) 661 (57.4) 
0.818 0.366 ND   

≥ 5 19 (50.0) 491 (42.6) 

 

3.8. Risk Perception of Respondents on Ebola Virus Disease 

About 96.3% of respondents have a high perception score. 

Less than half of the respondents (48.7%) perceive that the 

severity of the consequences of Ebola is very serious. About 

22.9% of respondents worry about contracting Ebola. More 

than half of respondents (60.5%) believe that Ebola is a killer 

disease (Table 9). 

Table 9. Perception of community members towards EVD prevention 

Variables Number (%) 

Perceived Severity of Consequence of Ebola Viral Disease 

Not serious 56 (4.7) 

Somewhat serious 56 (4.7) 

Undecided 163 (13.7) 

Serious 336 (28.2) 

Very serious 579 (48.7) 

Fear/ worry about contracting Ebola Viral Disease  

Not at all 137 (11.5) 

Rarely 188 (15.8) 

Undecided 126 (10.6) 

From time to time 466 (39.2) 

A great deal 273 (22.9) 

Variables Number (%) 

Perceived Severity of Consequence of Ebola Viral Disease 

Ebola is a killer disease  

Strongly agree 720 (60.5) 

Agree 357 (30.0) 

Undecided 65 (5.5) 

Disagree 23 (1.9) 

Strongly disagree 25 (2.1) 

Do you agree that a corpse that died due to Ebola is no longer contagious 

Strongly agree 44 (3.7) 

Agree 93 (7.8) 

Undecided 97 (8.2) 

Disagree 357 (30.0) 

Strongly disagree 599 (50.3) 

4. Discussion 

The outbreak of Ebola virus in Nigeria in 2014 left several 

communities which were affected in fear, anxiety and panic. 

Reports of stigmatization of convalescent individuals were 

also reported from affected communities. This situation is 

largely attributed to the poor knowledge of the disease, 

attitude of community members and several cultural practices. 

This study revealed age, household size, location and level 



151 Helen Adamu et al.:  Community Knowledge and Practice Regarding Ebola Prevention in FCT, Abuja  

 

of education as influencing factors of knowledge, attitude and 

practice. The national bureau of economic research has shown 

an association between education and health. The greater the 

level of education, the more health seeking behavior [32]. In 

this study, majority of respondents (82.1%) had good level of 

knowledge of EVD. Smaller household size, location (satellite 

area) and higher educational status has been shown as 

predictors of good level of knowledge in this study. The 

reason for these predictors could be that smaller house hold 

size and people with higher educational status have been 

exposed to increased source of information on EVD. 

Moreover previous studies have shown that level of 

knowledge of people have been affected by their educational 

status [26]. Also this study revealed that respondents from 

Bwari area council, a satellite town had higher levels of 

knowledge than AMAC, this difference although unable to be 

interpreted from the current data is probably attributed to 

increased community education than in the more urbanized 

AMAC area. Most of the respondents (97.4%) were aware of 

Ebola Virus disease (EVD). This is similar to several 

community studies conducted in Sierra Leone which showed 

high awareness to the Ebola virus [4, 22, 33]. This high 

awareness could be attributed to the several campaigns carried 

out during the outbreak. The media was reported in this study 

as the most trusted source of information on EVD which 

corresponds to several reports in Sierra Leone [4, 22, 33]. This 

route of information dissemination should be maximally 

exploited to target and educate the community on Ebola and 

other viral infectious diseases since it’s the widely reported 

means of obtaining information [15, 34]. Efforts should be 

made to reach and enlighten community members who are 

less educated. Pamphlets and jingles in local languages that 

are easily understood should be used. Ebola virus disease has 

no vaccine [12], however 49.4% of respondents in this study 

opined that Ebola can be vaccinated against. Several 

misleading reports on social media during the outbreak may 

be attributed to this. It is alarming that 32.4% of respondents 

in this study mentioned embalming as a means of controlling 

EVD. This practice may increase the risk of infection of more 

individuals. WHO has set clear guidelines on the proper burial 

of an individual that died from EVD [35]. This prevalent 

cultural practice has exacerbated the transmission of the 

disease in West Africa [15, 19, 36]. A WHO report in 2015 

highlighted that 60% and 80% of new infections in Guinea and 

Sierra Leone respectively was attributed to burial practices [2]. 

Community members should be properly educated on the risk 

involved with practices such as corpse embalmment. 

This study reported poor attitude (83.3%) to EVD 

recovered individuals which is similar to the studies 

conducted in Sierra Leone [4, 33]. Stigmatization is still a 

strong factor and it is imperative that social mobilization 

messages are tailored in educating the community to control 

this trend [15, 19, 37]. This study revealed that respondents 

who were younger (≤ 35) are more likely to have good attitude 

to EVD convalescent individuals. This differs from a finding 

conducted among secondary school students in Nigeria were 

the older age group were likely to have better preventive 

measures [38]. Although, the reason for this age difference 

was not clear, the younger age group has been observed to 

display improved social interactions and less fear of 

contracting EVD [39]. Although 82.3% of respondents in this 

study agree that suspected persons with EVD should not be 

taken to traditional healing homes, 11.8% supported the idea. 

This route of treatment has been a long time practice in Africa 

where access to health facilities especially in the rural and 

poor communities are limited [2]. 

Regarding community practice, regular washing of hands 

with soap and water was practiced by majority of the 

respondents in Abuja (94.8%), similarly to what was observed 

in Lagos, Nigeria [15]. To curtail the spread of the infection in 

hospitals, schools, work environment and even individuals, 

we encourage individuals to use hand sanitizers more 

frequently. An alarming high percentage (71%) of respondents 

in this study said they cook the dead remains of bush animals. 

Bush meat eating is a common practice in several 

communities across Nigeria. This must be strongly 

discouraged as Ebola has been known to be transmitted in 

countries prevalent with such harmful practice [1]. The 

practice of bathing with salt and water, and eating bush meat is 

still being practiced by 8.6% and 8.2% of the respondents 

respectively in this study. This observation is similar to that 

observed in Lagos, Nigeria with 6% of the respondents still 

bathing with salt and water [15]. There was a high risk 

perception reported among respondents to EVD in this study 

which may be due to the media campaigns regarding the 

disease. Several jingles on television, radio and newspaper 

helped in making information available to the public. This 

data also corroborated the findings in Sierra Leone [33]. 

Studies have shown that people have a higher perception when 

they experience disease outbreak [40]. This probably explains 

the high risk perception among the respondents in this study. 

This study was conducted in two areas councils of the FCT 

and as is limited by sampling coverage due to the number of 

area councils sampled (2 out of 6 area councils). In addition, 

this study might be subject to recall bias and is dependent on 

respondents’ ability to recall and to answer honestly. Due to 

the awareness post Ebola outbreak in the country, it is possible 

that respondents provided socially desirable responses 

therefore self-reported behavior might not reflect realities. 

However, this KAP study provides invaluable data on 

addressing gaps post Ebola campaign and for promoting 

behavioral change in communities. 

5. Conclusion 

Findings from this study necessitate the need for sustained 

media campaigns with focus on preventive measures aimed at 

promoting safe burial, addressing myths and misconceptions 

regarding EVD such as bathing with salt and water. We 

recommend behavioral change campaign messages that will 

promote healthy behavior of community members towards 

stigmatizing convalescent individuals. The media such as 

radio and television should be used as a medium of 

communication. 
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