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1 Executive summary

1.1 Background

Seasonal malaria chemoprevention (SMC)Wgaald Health OrganizatioW(HO-recommended
intervention for children 359 months living in areas of highly seasonal malaria transmission to
provide protection againghalaria morbidity and mortality during the rainy season. SMC is typically
delivered dootto-door over a period of four days by trained community distributors imitdy

cycles betweerduly andOctober.EachSMC course involveme doseof sulfadoxinepyrimethamine
(SPrndthree daily doses of amodiaquine (AQ). Operational guidelines were developed, based on
WHOguidance, to support countrig® ensure the safety ofommunities and community

distributors whendelivering SMC during the coronavirus (COY8ppandemic, through infection
preventionand control (IPC) measures. The purpose of this study was to determine adherence to,
and perceptionsof, theselPCmeasuresvhendeliveringSMC duringhe COVIBL9 pandemic.

1.2 Methodology

A crosssectional study design was adopted to determine adherence to IPC measures during two

SMC cycles in urban and rural areas of Sokoto and Kano states. Community distributors were directly
observed by trained data collectgrgho observed and recorded whether or not the community

distributors received recommended equipment and adhered to IPC measures. Focus group
discussiongFGDs)vere also conducted with community distributors to exploheir perceptions of
themeasuresas wel |l as Dbarriers and facilitators to ad
with, SMCdeliveryusinglPCmeasuresvere exploredthrough astructured survey.

1.3 Key findings

9 Across the key IPC domains, there weaeying degrees of adherence to IPC guidelines
across the two states, with adherence in Sokoto state generally higher than in Kano state.

1 Availability of necessary equipment for preventing and controlling CQVYEansmission
was not adequate, particulbrin Kano state.

1 Adequate knowledge and positive perceptions of the IPC guidelines among community
distributors was a key facilitating factor for adherence, in addition to community distributors
indicating that the measures were feasible to implement.

9 A high proportion of caregivers in both states indicated that they agree the GOYHafety
precautions were necessary, although more than half indicated that they were
uncomfortable.

1.4 Keyrecommendations

1 Future SMC campaigns should considerhowtmpr ove t he community’ s a)
measuresjncludingstartingawarenessampaignsasearlyaspossible.

1 To assist community distributors with maintaining a safe-twetre distance within
compounds, ‘graded r ecommenidirgtdistancing’ coul d be
requirementsfor certain scenarios.

9 To improve community distributor compliance to facemasgk ar i n g,
introduced.

rest peri



Monitoring and supervisory structures and processes should be strengthened to improve
community distributos adherenceto the enhanced IPC measures.

Future SMCcampaignsnust addresshe shortage otcertainlPCequipmentin both states.

Future campaigns should work with relevant stakeholders such as the National Malaria
Elimination Programme to ensure national guidelines are in line with international
guidelines, whergossible.
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2 Introduction

1.2 Background and rationale

The coronavirus (COMI) pandemic has grown exponentially across most pafrisurope and the
Americas, represeiriga huge threat in Africa now and in the months to corAecombination of
factors puts some African countries at great risk including: high population démsitigan areas,
poor community hygiene and sanitation, high prevakeié comorbidities, lack afick pay for
workers, high rates of sefmployment and fragile health systerfisin these healttsystems,
surveillance and laboratory capacity is not always stf@rand many countries have ansufficient
number of appropmtely trained health workers and insufficient critical care capacitgddress the
potential upsurge in severely ill COVAD patients—factors that all affected theesponseo the
west AfricanEbolaoutbreak!34]

There is potential for direct mortaiitfrom COVIEL9 and indirect mortality from preventable or
treatable conditions such as malaria to increase dramatically as a result of the pandemic. Previous
epidemics have disrupted health systems broadly and impacted on control programmes targeting
spedfic diseases. For example, malaria morbidity and deaths increased dramatically durimgsthe
African Ebola outbreak of 2042016 Recent estimates suggest that if all malaz@ntrol activities

are highly disrupted due to COVID, then themalaria burden in 2020 could more thdouble that

in the previous year, resulting in large epidemics acrossSataran Afridél and putting additional
strainon alreadyweakhealth systems.

In response to this, the WHO has released operational guidengeide countries to reorganise and
maintain safe access to higluality, essential health servicestire pandemic context! and specific
guidance for tailoring malaria interventions in the CO¥fesponse?®! This includes SM@n
essential healthintervention that has been shown to be safe, feasible, effective andeftsttive

for the preventiorof malariaamongchildrenunder fivel®

Mass drug administration (MDA) of antimalarials was implemented during the Ebola epidemic in
2014. In Liberia, study found that distributing two rounds of pgacked artesunateQto children
and adults using stringent IPC procedures at a fp@dt was challenging, but fast and feasible.
Initiation of the MDA course was low becausmeficiaries did not feel siek were saving it for
later.l*% Preliminary results from a study Bierra Leone and Liberia suggest that MDA of
antimalarials was feasible and acceptable bytbenmunity** However evidenceof adherence to
IPCwas not exploredn thesestudies.

SMC is typically delivered detw-door over a period of four days by trained community distributors
in monthly cycles between July and Octokerch yearEach SMC course involves one doseRand
three daily doses of AQ, with @Rdthe firstdose of AQ given under the supervision of the
community distributorsas directly observed treatment (DOT), and thenaining two doses of AQ
given by the caregiver over the following two daysm®nunity distributorswork in pairs—one is
responsible for adhinistering SMC to eligible children and the other is responsibledomleting a
tally sheet to record the distribution and then mangthe houses as complete. Magpmmunity
distributorsare communityhealthworkers(CHWSs)a recognsed cadreof commurity-basedprimary
healthcare workers who receive a small stipend from the government. Others are recruited
specifically fothe SMCcampaignbut alldistributors shouldbe from the communitieghey work
with.

A number of factors make SMiglivery challenging in the context of COMI® Firstly, during the
SMC campaigrrommunity distributorccome into close contact with a large number of children and

caregiverswhem s sessing the child’s eligibihkaith y, direct
11



promotionmessages to the caregiver. This creates multiple opportunities for someone infected with
severeacute respiratory syndrome coronavirus 2 (SARS2)—the virus responsible for COVID
—to transmit the virus through coughing, speakingeathaling, producing infective respiratory
dropletsthat can be inhaled by anyone close to them. Infected droplets can also land on nearby
surfaces itheb e n e f i c i aarin IVECComrhoditeeCommunity distributorsiseseveral
materialswhendistributing SMC such as job aig] pers, recording formsandblister packsand have
the potential to touch multiple surfaceS&ince SARS0\2 remains viable on surfaces for up to 72
hours*? these materials and othesurfaces can become contaminated anahtibute to
transmission of the virus when another persmmuches them. The doeto-door delivery model of
SMC has the potential to amplify transmissiaith community distributorsentering thehouseholds
of multiple families every day. IR@easures are therefore critickd ensure thesafe deliveryof SMC
duringthe COVIBLY pandemic.

To achieve the desired health impact, highality delivery as well as coverage of SMC is essential. In
public health campaigns, quality is typically concepsaa in terms of the degree to which
campaignsare safe, efficacious, timely, efficient, equitable and peopatred!*sl During COVI29,
deliveringSMC safely, in a walgat minimises risks and harm to service users, is paramount. This
requiresaddresing IPC needs and challenges with adequate staffing levels to maintain safety. In
2020, theglobal SMC community developed operational guidance documents to support countries
and ensurethe safety of communities and health workers when deliveringCSkkpecially in areas
where COVIBL9 transmission is reported or national health authorities consider there to be a high
risk ofcommunity transmissiof* The guidance documents recommend adaptations to the
standardoperatingprocedures for eacklementof the campaign.

Mal aria Consortium’ s SMC progr amdeswith®™mdn t o reac
Nigeria, Burkina Faso and Chad in 2020. As a major SMC implementer, Malaria Consortium provides
technicalguidanceon IPCbhehaviourdor different typesof activities carriedut aspart of the
organisation’ s prlngleiogspgecific oparatipnal @ujdaracerfon SO
accompanyingommunity distributofjob aid in Englishand Frenctt —which outlines the steps for

IPC and associateglquipment required—and alearning papepn implementingmasscampaigns

during apandemic® This study focused on the IPC measures that are recommendedfanunity
distributorsduring the administratiorof SMGn the communityandat the healthfacility. Safety

measuredor other interventioncomponentsfor exampletrainingand supervisionwere not

explored.

IPC steps to prevent transmission of COWuring SMC administration can be categorised into six
domains:

1 hand hygiene
1 COWD-19related commodities use
9 disinfection of reusablequipment

1 MalariaConsortium COVID1tnfection preventionandcontrol behavioursfor Malaria Consortiurrelated
activities.London: Malaria Consortium; 2020

2 MalariaConsortium Guidanceon safeimplementationof seasonamalariachemopreventionin the contextof
COVIRL9. London: Malaria Consortium; 2020

3 https://www. malariaconsortium.org/galleile/0617092410-smc_covid19jobaid.pdf

4 https://www.malariaconsortium.org/galleryfile/0617092546-cps covidl9aidememoire.pdf

5 Malaria Consortiumimplementingmasscampaignsiuringa pandemicWhat we learnt from supporting
seasonamalariechemopreventiorduring COVIBL9. London: Malaria Consortium; 202
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1 waste management
1 physical distancing
9 ensuringcommunity distributorsare healthy.

For eactdomain, there are several moments ‘imdications where a specific IPC action should be
followed by the community distributor in the facility or in the community. For some of the
indications, there are associatedjuipment requirements (se®able 1). Community distributors
were trained on these measures, in additionth@ir normaltraining, priorto the startof the
campaign.

Table 1: Definitions of infection prevention and control indications, actions and their corresponding equipment

Indication by domain Action for adherence Equipment required for adherence

Hand hygiene

1.1 Before leaving the Wash hands for 30 Soap and running water alcohot
health facility for the seconds basedhandsanitiser

community, after
disinfecting SPAQ
blister packs (start of

day)

1.2 When entering a Wash hands for 30 Soap and running water or alcokho
compound/household | seconds basedhandsanitiser

1.3 After disinfecting Wash hands for 30 Soap and running water or alcoho
laminated job aid and | seconds basedhandsanitiser
SMC materials in the
community

1.4 After disinfecting all Wash hands for 30 Soap and running water or alcohRo
SMC materials and seconds basedhandsanitiser

removing and disposin
of face mask at health
facility (end of day)

COVID-19-related commodities use

2.1 Before leaving the Put on face mask overl Newfacemask
healthfacility noseandmouth
2.2 When entering a Put on face mask overl Newfacemask

compound/household | noseandmouth

Disinfection of reusable equipment

3.1 At health facility (start | Disinfect all SPAQ Disinfectingwipes*
of day) blister packs

13



3.2 After five households | Disinfect all SPAQ Disinfectingwipes*
(or if touched by blister packs
anyoneelse/placed
on apotentially
contaminatedsurface)
3.3 At health facility before| Disinfect all SPAQ Disinfectingwipes*
storage(endof day) blister packs
Waste management
4.1 Inthe community Dispose of used Bio-wasteplasticbag**
disinfecting wipes in
bio-waste bag.
4.2 At health facility (end | Dispose of used Bio-wasteplasticbag**
of day) after disinfecting wipes in
disinfecting all SMC bio-wasteplasticbag.
materials
4.3 At health facility (end | Remove face mask an| Bio-wasteplasticbag**
of day) dispose in bievaste
plasticbag
Safe distancing
5.1 Duringchildtriage Practice safe None
distancingof two
metres
5.2 When determining Practice safe None
childs age distancingof 2 metres
5.3 When determining Practice safe None
eligibility to receive distancingof two
SPAQ metres
5.4 During SPAQ Practice safe None
administration by the | distancingof two
caregiver metres
5.5 During instructions to | Practice safe None
give AQ tablets and distancingof two
completingrecordcard | metres
5.6 Whengiving health Practice safe None

promotionmessages

distancingof two
metres

Ensuring community distributors are healthy

14



6.1 At the health facility Take temperature. Infraredthermometer”
(startof day) Notify supervisor if
temperature is >37.5°(
orally,>37°Caxillaryor
forehead, >38.0°C by

ear
6.2 At the health facility Take temperature. Infraredthermometer”
(endof day) Notify supervisor if

temperature is >37.5°(
orally, >37°C axillary o
forehead, >38.0°C by
ear

Source: Job Aid

An indication refers to a situation where #2Cmeasure must b@racticed to prevent the risk of SARSV2
being transmitted from one person or surfacednother.

*Or equivalent—bleach andplytissuepaper
**Qr equivalent—blackpolyethenebag

MAvailabilityof infraredthermometerat healthfacility wasnot captured

Critical to the success of safe delivery of the SMC campaign during-C@Wé#Sthe community
di st r iadherenceto KPCmeasuresvhen deliveringSMC.

Safe delivery of SMC thugh IPC measures is a core component of quality service deliveagséss
safe delivery of SMC, we adapted the conceptual framework described by Donabedian which
outlines three determinants (structures, processes, outcomes) of qu#lifhhis is a widely used
modelthat allowedusto explorethe underlyingmechanismalrivingquality (Figure 1). Donabedian
argues that structure measures have an effect on process measdnies,in turn affect outcomes
although in reality, caus@ndeffed canbe more complex.

Figure 1: Conceptual framework for measuring safe delivery of seasonal malaria
chemoprevention during COVID-19, adapted from Donabedian’s model

Outcome

P Proximal:
rocess
Structure « SMC delivered safely

. o  All community with all IPC practices

Al GIlHE distributors adheredto at alltimes
receivetraining
» Adequate and supervision

equipment
 Caregiver and child
satisfaction with SMC

number of on IPC durin : .
healthy SMC 2 deliveryduringCOVIB19

community

. Distal:
distributors Adherence 10

IPQpractices » SMdeliveredsafelyto
target population,
without increasing the
spreadof COVIBEL9




The outcomes reflect the impact on the beneficiaries, which in the caS&16f are chileén and
their caregives. Implementing SMC during COMIDwith IPC measures should ensure SMC is
delivered without increasing the spread of COXLD) in a way that is satisfactory to beneficiaries.
The distal outcome, SMC delivery withoutriggsing the spread of COVID, was not measured in
this study.Process measures reflect the way in which SMC is delivered to ensure the desired
outcome(i.e. with adherence to IPC measures to prevent transmission of GO IBtructure
measures reflecthe attributes of the service provider or the input measures. For SMC to be
delivered safely, a sufficient number of healftgommunity distributoranust be available with
corresponding IP€quipment.

2.1 Study aim

Toexplorec o mmuni t y ddhesenaao IB@neasures foSMCduringthe COVIBL9
pandemic.

2.2 Objectives

Primary objective
1. Toassess o mmuni t y ddhesenae iobP@easuresduringtwo administration
cyclesof SMC
Outcomes
1.1 Overalladherence to IP@easuregpercentagé by domairt’

Secondary objectives
2. Tomeasureavailabilityof equipmentfor preventionof COVIBL9

Outcomes
2.1 Proportion ofcommunity distributorsvho received all equipment for prevention of
COVIBEL9 on day abbservation

2.2 Proportion ofcommunity distributorsvho received) hand sanitiser; ii) at least one new
mask;iii) disinfectionwipes; iv) three sets of disposable cups and spoons; v)adste
bag, on day obbservation

1. Tomeasurecaregiversatisfactionof SMCdeliverywith IPC measures

Outcomes
1.1 Car e gviewsomanadsatisfactionwith SMCdeliveryusinglPCmeasures
2. Toexplorec o mmuni ty diéws anithe IPQ measures and
perception of the barriers and facilitators saheringto IPCmeasures

Outcomes
21Communi ty diéwsdntheé bartersandfacilitatorsto adheringto IPCmeasures

22Communi ty ddceptahilifyobtlhetlPmeasures

vi Not exhibitingfever,cough,bodyaches sorethroat or difficulty breathing.Not havinghad closecontactwith
anyone exhibiting thessymptoms. Temperature should be checked at the beginning and end of each day
usinginfrared digital thermometers.

vii Numberof correctactionsperformeddividedby the total numberof indications by domain 16



3 Study design

A crosssectional study design was used to determine adherend®@neasures during two
administration cycles of SMC in September and October Z820svere conducted with
community distributors to explore their perceptions of tHteCmeasures andbarriersandfacilitators
to adherence.

3.1 Study setting

SMC implementation in Nigeria started in 2013 withheased implementation studynplemented

by Malaria Consortiunn five local government areas (LGAS) in Katsina and Jigawa states. By 2019,
the intervention hacbeen scaled up to 81 LGAs in five states (Borno, Katsina, Jigawa, Sokoto, Yobe,
Zamfara)targeting around4.21million children.In 2020,MalariaConsortiumsupportedSMC
implementationin 176 LGAs across seven states, targeting 9.1 million childigaré 2). Kano,

Bauchiand Kebbiwere newto the SMCProgrammen 2020.

Figure 2: Malaria Consortium's seasonal malaria chemoprevention

Nigeria recorded its first COVID case . I
programme in 2020, Nigeria

imported from Chinain Januan2020and
the second case on 2February 2020,
afterwhich the emergency level was
activatedacross the country. As of 23
June 202020,919 cases were confirmed,
7,109 casedave been discharged and 525
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Accordingly, the Nigerian Centre for Disease Control (NCDC) impledrenteral measures to
respond to the pandemic, including intstate travel restrictions, increasing testing capacity, advice
to usefacemasksandother guidance foparticularriskgroups®
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cases. B SMC implementation

The study was conducted across two Sikilementation states in Nigeria: Kano and Sok@ble
2). These states were selectedthat the study involved onstate where SMC implementation was
new, and toachieverepresentation of states in terms of fundingne funded through philanthropic
funding and ondundedby The Global Fund to Fight AIDS, TubercudogisMalaria. In Kano, the
SMC implementation dateéa 2020were 13'-16" July (cycl®ne), 10"-13" August(cycletwo), 7"—
10" September(cyclethree) and5"—8" October(cyclefour). In Sokoto,SMCOwvasimplemented9th—
120 July (cyclene), 8"-11" August (cycléwo), 10"-13" September (cycléhree) and10-13
October(cyclefour).

8 https://covid19.ncdc.gov.ng/report/
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Each state in Nigeria is divided administratively into three senatorial districts. Each of these
senatorial districts is further divided into urban and rural EG¥ccording tdhe National Population
Commission (NPC), an LGA is classified as urtbemnifajority of thesettlementsin the LGAare
urbanor more than 50 percentof its populationreside inurbansettlements.

Wherethe majority of the settlements are rural, or more than pércentof the population reside in
rural settlementsthe LGASs classified as rural. Settlements areturn, classified as urban or rural if
the populationsizeis greateror lessthan 20,000,respectively.

Urban LGAs and rural LGAs in each state were selected. The selected LGAs were accessible and
secure.

Table 2: Characteristics of selected seasonal malaria chemoprevention states, Nigeria

State LGAs Health No. Target Security Urban  No. Funding
facilities | community population (red/ [rural COVIBL9 stream
distributors (children amber / / mixed cases
underfive) green) confirmed
(02.7.20)
Sokoto | 23 | 671 8164 1146391 Amber Mixed | 151 Philanthropic
Kano 44 | 1242 21,938 2,899,878 | Green Mixed | 1,257 GlobalFund
(new
in
2020)

3.2 Sample size

The study was powered to estimate the proportioncoimnmunity distributorsn each country who
adhered to allPCmeasures for SMC during the COMBDpandemic. Using thealculation for a
crosssectional study for proportion®! a conservative estimate of Giercentadherence, desired
precisionof 7.percent o = 0. 05, Hevasiuged, with flfeeantincreaseapplied4
to account for loss to followap or missing data. A minimum sample size of n=@G8munity
distributorsconductingSMC administratiomasrequiredfor each country.

Due to the variability across the states with SMplementation in Nigeria, the study was

conducted separately by state. Therefore, a total of 528 SMC administration observations was
required (264 observations per state *stites = 528). Each state required 33 data collectors to
conduct one assessmenepday for two cycles lasting eight days. This equates to 66 data collectors
across seven states. One data collector was assigned to one health facility to observe a different
community distributoreach day. This required a total of 33 health facilitie®ss Nigeria (33 health
facilities per state * Ztates)(Table 3).

Table 3: Data collection summary, Nigeria

Number of community = Minimum number  Number of data Length of data

distributors observed ofhealth facilities* collectors collection (days)

528 6 66 8

*Assumeghere are eightcommunity distributorpairsper healthfacility.
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The sample size calculation assumed a minimum of eigmmunity distributorpairs per health
facility. Additionahealth facilities were enrolled in areas where fewer than eiggmmunity
distributor pairs are available. One caregiwatisfaction questionnaire was conducted per health
facility (33 per state in Nigeria). The sample sialeulation assumes a minimunh @ghtcommunity
distributor pairs per health facility. Additional health facilities wenrolledin areaswhere fewer
than eight community distributorpairswere available.

Health facilities were sampleg@able 4) using a multistage sampling method. The first stage
involved therandom selection of one senatorial district in each state. At the second stage, three
LGAs (one urbaandtwo rural) were randomly selected from the selected senatorial district in each
state. Therationale for sampling more rural LGAs assumed that there were more functional health
facilities inthe urban areas than in the rural. At the third stage, 17 health facilities were randomly
selected fronthe urban LGAwhile 16 health facilities @re randomly selected from the two rural
LGAsdight healthfacilities from each). The number of health facilities selected assumed that each
health facility had ateast eight teams ofommunity distributorsavailable for recruiting. Where

there was afewer number of teams, morhaealthfacilities weresampleduntil the samplesizefor
community distributorswvas reached.

Table 4: Health facility sampling

Nigeria (Sokoto) Nigeria (Kano)

Senatoriabdistrict

Senatoriadistrict

LGAL

LGA2

LGA3

LGAL

LGA2

LGA3

Urban

17

17

Rural 8 8 8 8

Regional health authorities at the LGA level were approached around four weeks prior to the data
collection. The purpose of the research and the poterigefits and risks were discussed. It was
explained that Malaria Consortiumasinterestedin how SMQ:ouldbe conducted during a

pandemic. Iwasnot discussedhat the data collectorswould specificallybe observinglPC

measuresto minimise the likelihod that the behaviour of the health facility or ttl@mmunity
distributorscould change during datollection. These regional health authorities then informed the
selected health facilities. The heakdrility managers had an opportunity to ask any qigs about
the research. The health facilitganager then had a few days to decide whether they would like the
facility to be enrolled. Theesearchcoordinatorconfirmedparticipationor non-participationwith

the health facility managerby phone.Theexactdate of the datacollectionfor the observationwas

not disclosedo the healthfacility.

3.3 Subject selection and criteria for inclusion and exclusion

Allcommunity distributorgarticipating in the SMC campaign at the selected health facility on the
day of theobservation were eligible to participate. Within the pair, only twnmunity distributor
responsible for the SM&Iministration process was observed because they have more opportunities
for IPC violations (whethey are assessing chitgigibility, administering the blister packs to the
caregivers and giving healfitomotion advice) than the community distributoresponsible for data
collection.

For FGDs, all consentingmmunity distributorsvho participated in the SMC campaign in 2@20
the selected healttiacilities were eligible to participate. Between six and eggthmunity 19



distributorsparticipated in each FGD. Atbnsenting caregivers whose child received SMC during a
cycle in the catchment of the selectéealthfacility was égibleto participate.

4 Methodology

4.1 Pilot training

Afour-day smakscale pilot training was held in Kano from FridéiydMonday 10" August.
Participantdncluded an external Research Assistant Consultant and state coordinators from the
MalariaElimindion Programmethe Operational Research Specialist (Malaria Consortium) and the
TechnicaFieldManagerdrom Oxford PolicjManagemen{OPM)Nigeria.Thepurposeof the pilot
training wago test the training schedule, competency tests aralning materials that were
provided by Malarig&Consortium ando identify areas for improvement and adaptation to the local
context. The trainingchedulencluded thefollowing sections:

Welcomeandintroductions

Introductionto SMCProgramme

Overviewof SMC irNigeria

Studyoverview

Introductionto SurveyCTO

Practiceon SurveyCTO

Datacollectiontools

COVIBL9: Saferesearchmeasures

Informationgivingand consent,role playsin Hausa

=

Researclintegrity, ethicalissuesand considerations duringatacollection
Confidentialityandanonymityduringdatacollection,storageandtransfer
SOReview.

=4 =4 4 4 -4 -4 -4 -4 -5 -2 -2

Pre and posttraining tests were administrated to the data collectors to test their knowledge of
malaria in Nigeria, SMC, use of the Survey gdpflication, qualities and skills required from a good
data collector, data collection methods with infection prevention measures for CGO¥Hnd ethics

of research. The endline test also contained additional questions drawn from topics raised in the
training and a languagkased test. Additionally, during the trainindata collectorsveretestedeach
morningon the contentof the trainingfrom the previous day.

At the end of the training, an advocacy visit was made to the selected LGA focal pefisatise

the selection of the facilities to be visited. A mix of facilities with a high and low number of
community distributors waselected so that data collectors were exposed to all possible scenarios
and able to drawessonsn terms of easeof samping at the facility,organisationand space.

4.1.1 Pilot fieldwork

The pilot fieldwork commenced on 2f August (SMC cycteo), with 12 data collectorsi{xpairs)
each assigned to one facility on the first and second day of fieldwork. A totalledadth facilities in
six communities were visited. Data collectors were supported by a state coordinatoiQORIth
Nigeria field staff overseeing and actively supporting. Each digldfvork concluded with data
collectors capturing learnings in the piletarning sheet. At the end tfe fieldwork, 12 SMC
community distributor observation tools and 24 caregiver satisfaction toatsbeen completed and
sent to the server. The team met on Friday"®&ugust to debrief on théield work experience, 20



logistics, questions that were difficult to understand, experiences agponses. This informed
decisions for the main data collection exercise. A summary of the findimgyecommendations
from the pilot canbe foundin Appendix 1.

4.2 Training

A fourday, inpersm training of 41 data collectors in both Sokoto and Kano state was held ffom 3
to 6" September 2020 for Kano ané 6 9" September 2020 for Sokoto (SMC cytblee).
Fieldworkbegan immediately after training was completed for each of the statestraireng
schedule andompetencytestingas perthe pilot trainingwere administered.

The mean baseline test score (out of 30), was perigent(Kano) and 46.percent(Sokoto). This
increased tB1.9percent(Kano) and 68.fercent(Sokoto) postraining. Five data collectors (Kano)
and three data collectoréSokoto) were not recruited to participate in data collection because they
did not meet the criteriapunctuality to training, scores in the daily tests, level of participaition
class and ability to speak amgadHausafluently. Atotal of 36 (Kanoand 38 (Sokotofata
collectorswere recruitedfor the study.

4.2.1 Refresher training

On the ¥ and 9" October 2020 (SMC cydtaur) in Kano and Sokotiate, respectively, a onéay,
in-person refresher training of data collectors was held. In Soiate, fieldwork began
immediatehafter training was completed while in Kano State, fieldwork began on the same day as
the training.This was due to thetate revising the time schedied for commencement of SMC
distribution without appropriatecommunicatiorto the MalariaConsortiumteam.

For this cycle, the Sokoto team consisted of 36 data collectors, while in Kano, 37 data collectors
participated in the training anfieldwork. Three data collectors who had served as quality
assurance/supervisors in the previous cycle were assigned from each state to cover one LGA each,
serving as interaters. The selecteduality assuranceersonnel who equally served as int@ters

were selected based on their performance during the training in terms of active participation and
performance in assessments throughout. They were assigned to monitor one adept, otevaiid

and one weak data collector who were categorised on the bddisedr performance in tests and

the previous data collection round. Monitoring continued over the course of the cycle across all
three LGAsduring which the interraters were tasked with observing the consent process and with
collectingdatasimultaneousy with eachdata collectorthey hadbeenpairedwith for comparison.

Training for this cycle focused on the protocol for selecting community distributors, ensuring that no
previously observed community distributor was reselected and empgingsihat healh facilities

with fewer than sixcommunity distributors were to be dropped immediately to allow for a sufficient
samplefrom whichto randomly select. A refresher of all components of the training covered in the
first datacollectioncyclewasalsocovered.

4.3 Data collection

Observation

Prior to the start of the SMC cycle, a meeting of managerscangmunity distributorsat the facility
was held tocommunicate the purpose of the study and take questions. The data collectors then
came back theext dayto identify those interestedn taking part andto obtain consent from them.
Depending on th@rganisation of the health facility, the data collector could visit the health centre
the daybefore the SMC distribution to observe the distribution of SMC aD@IG19-related
commoditiesto the community distributors

Prior to each cycle, all data collection tools were reviewed and updated to reflect current naéifnal



guidance orCOVIBL9 preventionduring SMC.

Data capture was performed using the SurveyCTQuvsoé application on mobile devicésStandard
operating proceduresor datacollectorsanddata managersvere followed. Datacollectorsarrived
at the healthfacility earlyin the morningbeforethe community distributorsarrivedand preparedfor
datacollection.

The data collector observed omemmunity distributorper day. Once theommunity distributor

had giverconsent they were assigned a uniquéentification number The data collector completed
the basic information sheet with theommunity distibutor. The observation checkligtas designed
to account for the possibility that @mmunity distributormay violate IPC measures in the health
facility (start and end of day) and in the community. The observational checklist recorded key
proceduredfor the safe delivery of SMC according to the job aid. The observation followed the order
of the jobaid, but the data collector may have completed the checklist in a different order,
according to whahappened in practice. The data collector tried to be mssmket as possible, and
avoided speaking anaking any other noise or interference. Jehose a position close enough to
the community distributorto be able to see the procedurgsut far enough away that they did not
to interfere. If the datacollectorcouldnot seethe actionclearly, theycouldrecordthe option

“ c a nsnaoyt” .

At the health facility in the morning, the data collector observed ¢bexmunity distributots
temperature monitoringand recording,the equipmentdistribution and whether the recommended
stepsfor IPCat the health facility were followed. The data collector then travelled to the community
to observe SMd@istribution. In the community, the data collector observed five
compound/household SMAistributions. At the fifth compound/busehold, once theommunity
distributor hadleft the area, the data collectarompleted the caregiver satisfaction questionnaire
with the selected caregiver. They then returniedthe health facility to observe the recommended
steps for IPC at the end tife day. Onceomplete, thedatacollectorsyncedthe data collection

forms tothe cloud.

For a sample of observationfive percen), a second observer observed the sacoenmunity
distributor at the same timdor quality assuranceurposes, apreviously described.

In September, fieldwork ran from 7 to 10" September in Kanstate and from 1@ to 13"
Septembelin Sokotostate. Thirty-four health centres were selected acrassee LGAs in Kano in the
following order Kanomunicipal which was selected as an urban L&&d 17 health centredura
and Warawa LGAvhichwere both selectedasrural LGAshadnine andeight health centres,
respectively.

In the same vein, Sokoto state had 33 health centres selected abregd GAs in the following
order. Sokoto Southwhich was selected as an urban LB&d 17 health centresSilame and
Tangaza LGAvhich were both selected as rural LGAadeightheath centres eachi-our
community distributorsandfour caregivers weraelected per health facilifyvith two additional
community distributorsas a backup. A total of 2@®mmunity distributorsand caregivers
participated in this study across the 67 heditlgilities selected across Kano and Sokoto states.

Each of the participants signed and submitted a consent form and the data collectors submitted a
daily report of work completedvhich was beneficial to the daily data chedReportswere
categorgedinto three majorthemes completenessglarity andconsistency.

In October, fieldwork ran from % to 8" October in Kanastate and from 1@ to 13" October in
Sokotostate. As with the first cycle, the same LGASs previously selected were maintaikeepimg
with the protocol oftwo rural andone urban LGAThirty-three health centres were selected within

9 https://www.surveycto.com/
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onesenatorial districtacross thehree LGAs in Kano, in the following ord&ano municipal,

selected as an urban LG#ad 17health centresKuraand Warawa LGAvhich were both selected
as rural LGAfadeighthealth centreseach. Whig four health centres were replaced entirelyyo
were paired up with a newlgelected health centre in order to meet the criteria of obsenfimgy
different commurity distributors This happenedcross Kura and Warawa LGA in Kgiate.

However becausdistribution of malariadrugs started in Kano earlier than scheduled, only 21 out
of the 33 health centres could be observexlthe first day of SMC distribution.

In Sokoto state, though the santeo senatorial districts were maintaineflye LGAs were visited
insteadof three. Thethree LGAs selected in cyad@eincluded Sokoto Soutfwhich was selected as
an urban LGAaving 17 health centrgsSilame and Tangaaahich were both selected as rural LGAs
havingeighthealth centres, eaghHowever, some health facilities selected in the previous cycle did
not have therequired number otommunity distributordor this cycletherefore, sixhealthfacilities

in Tangazahree health facilities irSokoto South andevenhealth facilities in Silame LGA were
replaced. Some health facilities selected-@glacements still had shortfalls as a result of differences
between the number oEommunity distrilutors reported andthe actual number othe ground. As a
result,two data collectors in Sokoto Sou#tdditionallyhad to completeobservations at health
facilities in Sokoto North LGRloreover,due to a report of security threats loabsanin Tangaza
LGAthree data collectors had to complete observations at Wammako. 1B was because
replacements had been exhausted in both Sokoto South and Tanfazedata collectors irSilame
alsohadto complete workat other health facilitiesthoughfortunately, within the samelLGA.

A total of 252community distributorsand caregivers participated in this study across 75 health
facilities selected in Karend Sokotostates. Eachof the participantssignedand submitted aconsent
form andthe datacollectors submitted a daily report of work completadhich was beneficial to the
daily datachecks.

Caregiver satisfaction questionnaire

Caregivers in the catchment area of enrolled health facilities were informed about the study by the
village leadersindhadan opportunity to askquestions.Participationin SMGwvasverified by child
SMCrecordcards. A caregiver from every fifth household/compound to be observed receiving SMC
wasselected. On the day of administering the questionnaiagegivers were given information
aboutthe study and taken through the informed consent process by the data coll@ctble 5).

Each caregiver wagvenampletime to decidewhetheror not they would like to participate.

Table 5: Summary of data collection methods and participants, by objective

Objective Data collection Participants
method
1. To assessommunity Directobservation Community distributoresponsible
di st r iadhereancendfC for SMCadministration, participating
measures during two in the SMCcampaigrat the selected
administrationcycles oSMC healthfacility on the dayof the

observation

2.To measure availability of Directobservation Asabove
equipmentfor preventionof
COVIEL9
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3.To measure caregiver Satisfaction Caregiver of child under five whose
satisfaction of SMC delivery | questionnaire child received SMC duririge cycle
with IPCmeasures in the catchmentof the selected
healthfacility

4. Toexplorecommunity FGD Community distributorsvho
di st r ivibws bndRCs ’ participated in theSMCcampaign in
measures and perceptioof 2020 at the selectedealthfacilities

the barriersandfacilitatorsto
adheringto IPCmeasures

Focus group discussions

In September and October, a meeting of managers@mmunity distributorsat the facility was

held to provideinformation about the qualitative study and answer questions. The data collectors
then came backhe nextdayto identify those inerestedin taking part and obtainedconsent from
them.

FGDsvere conducted in a quiet environment whecemmunity distributordfelt comfortable to
speak openly and without disturbance. édmmunity distributorswvere taken through the
information-giving andconsentprocessandtheir basic informationwas captured.

FGDswvere conducted to explore the barriers and facilitators to delivering S3MICIPC measures.
The topic guide was designed to explore key factors relating to qualityfeofilebvery: training
challenge®f adhering to safe delivery of SMé&juipment availabilityacceptability of IPC measutes
andknowledge and awareness of COMI To facilitate opediscussion, male and female
community distributorswvere split into seprate discussion groupgvhere possibleTwoto-four
FGDsvere conducted per state. These samples, it was fedte sufficient toreach theoretical
saturation. On review of the transcriptions, if saturation was attained befeaehingthe full sample
siz for FGDs, weonsideredstoppingqualitativeevaluationsearly.

AllFGDswere facilitated by a team of two data collectors consisting ofaglerator and a note

taker, and all interviews were recorded on a Dictaphone. The moderatoresasnsible foasking
questions and moderating the discussion and the note taker was respoiusibktingup the
Dictaphoneandrecordingnotes.Qualitative data collection started withfaur-day Zoom online
training withfour data collectors. The&aining was condued from 19" to 215t October and included
a day to pilot the tools for the studgnd debrief on findings and observations. Fieldwork began on
220 October and was conducted owagperiod of four days unti25™ October.

FGDsvere conducted wittcommunitydistributorswh o parti ci pated in this ye
Datacollectors selected tweommunity distributorghrough convenience sampling acrdesr

health facilities to converge at@entralfacility for eachdiscussionA total of eight sessionsvere

carriedout with three femalesessionanda male session in the urban LGAs across both Kano and
Sokotostates, and a male and female sessieachacrosshe two rural LGASN both states. These

sessions were recorded.

4.4 Data Analysis

Quantitatve data were aggregated and cleaned in Microsoft Excel. Data analysis was conducted in
STATA/Stersionl6.
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For descriptive statistics, frequencies and proportions were calculated for categoricalthataas
mean, standard deviation and range were calculated for continuous data. Adhereie@tas
calculated at the indication level and then summed up to give a tathkrence proportion per
domain: 1) hand hygiene; 2) disinfection of SPAQ blister packsasRuse; 4) waste management;
5) safe distancing in the compourehd6) ensuring community distributorsre healthy.Foreach
indication, adherencevascodedas‘one’ if the communitydistributorscorrectly performed the
action or‘zerd if they did not.If the community distributor did not havilie necessary equipment to
perform the actionor the data collector could not visibly see the actiitinyas coded as missing and
wasexcluded from the numerator and denominator. AdherencéR@measures was anged
descriptively, reported as a proportion for eaictdividualindicationandoverall by domain.

Equipment availability analysis wasnductedat the level of the community distributoexpressed
as aproportion anddisaggregated at theGAevel(Nigeria).

For the caregiver satisfaction questionnaire, fitegt responses were analysed and common themes
described. lllustrative quotes were presented. Multiple choice answers were analysed at the
caregiver level to summarise the number and proportdfrcaregivers who responded with each
answer.Graphswere usedto displaythis informationvisually.

To explore predictors of hardygiene adherence, we did bivariate and adjusted analyses. When
deriving standard errors, we accounted for clustering atléhweel of the individual due to repeated
observationon individuals.

Inter-rater reliability was calculated for a proportion of observations where two data collectors
observeda singlecommunity distributorat the sametime.

We conducted a thematianalysis of the qualitative dat&! Transcripts oFGDsvere read by two
members of the team to generate a coding list, which was then applied t@a#icripts. The team
used NVivo (2018) qualitative data analysis software to code, managetigye data. Potential
themeswere identified andall data relevanto eachtheme collated. Themes werehen discussed
togetherby the fullteam andconsolidated Themenames were agreed by the team and each theme
description was refined to elaborate trsémilaritiesand differencesacrosghe states and
substantiatedwith compellingparticipantquotes.

4.5 Quality assurance

Duringdatacollection,anumberof quality controlmeasuresvere appliedto ensurethe datarecorded
reflected the actual facts, responses, observations and events. A standard operating proméHure
rolesandresponsibilitie®of the data collectorsvaspreparedto ensurestandardisednethodsfor
capturing data. Standardised topic guides that have bemsiktranslated to check for authenticity
duringtranslation fromEnglish to the local languageere used.

The project coordinator and therincipal InvestigatofPl)/co-PI were present for the duration of the
study to oversee dateollection. Theywere on site, butdid not directlyobservethe FGDsoasnot to
biasthe responses.

Data capture was performed using the SurveyCTO software application, which was prepared for the
survey.During fieldwork, daily quality assurance checks were carried singuSTATA 16 andftag
inconsistencies in the tabulations of each question for each tool. e reliability betweertwo

data collectors observing the samemmunity distributor wagalculated for a sampldiye percenj

of observationskappa: 0.7, standard error: 0.02. This can be interpretedragh agreement. Daily
guality assurance checks were also carried out for the qualitative data through thetizatHation

of transcripts tocheckfor authenticityduringtranslationinto English.

25



4.6 Challenges encountered during fieldwork

1 Community distributors in some communities arrived at the health facility as ldteaas.,
whichresulted inadelayto the start of activities.

9 Ahead of the start of fieldwork, some health centres wegplaced due to a reported low
number ofcommunity distributorgn those health centres. Across both states, but more so
in Sokoto, soméealth facilityinc har ges r e p or t @mdmuhity distributodfe r s’ (t
the pair responsible for recordingPAQ @ministration as opposed to supervising SPAQ
administration) aczommunity distributorsvhen contacted. For example, they gave a
community distributorstrength ofsix but when data collectors got to theealth facility,
they realised the staff strength efxwas actuallthree community distributor@ndthree
‘r e c or dmeart that obJetvatiens had to occur acréa® facilities in some
instances Data collectors had to go ahead with observation on the first day in the facility
with the shortfall,since leavingo goto anotherfacility atthe time of discoverywould result
intheirmissinghebegi nni ng of day observation, consi de
was then assignednew health facility the next day to complete observations. As much as
waspracticable, wanaintained the same LGRAowever, for Sokoto South and Tangaza LGA
—both of which recorded shortageof facilities—replacement facilities were selected
from Sokoto North and Wammako LGAsspectively.

1 In Sokoto, during the September round of data collection, on the third day of fieldwork,
there was an incident of kidnap on Gurdam Road a few hours after the team left the area
Thisresulted in roadblocks. Thaata collector assigned to Gurdam health post was tleen
assignedo Tangaza towwmlispensary taompletethe last dayof work.

9 There was also a security threat in Labsani, Tangaza LGA on the first day. AAsv@result
this location had to beeplaced immediately with PHC Kasarawa in Wammakaq s$iGae
the remaining healtHacilitiesin Tangaza LG&ouldalso not beaccessedor security
reasons.

1 Furtherchallengesncounteredduringthe qualitative datacollectionincluded the following

1 FGDs$appened concurrently with the polio immunization exercise in Sokoto states. Some
community distributorgarticipated in this exercisavhichmeant that interviews had to be
scheduled later ithe dayto accommodateghem. In some caseBjterviews had ¢ be
rescheduledvhenthey were all available.

1 Identifying and maintaining silence in the interview locatiarasdifficult because
discussions had to be held within the hospital premises. The teams did thejhbastver,
to limit noiseand movementswithin the vicinity.
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5 Results

6 Quantitative findings

6.1.1 Health facility characteristics

Table 6: Health facility characteristics, by state

Total
Characteristics Value (n) Percent (%)
Number of health facilities 79 100.0
State
Kano 38 48.1
Sokoto 41 51.9
LGA
KanoMunicipal 17 215
Kura 11 13.9
Silame 11 13.9
SokotoSouth 19 24.1
Tangaza 11 13.9
Warawa 10 12.7
Urbanicity
Rural 43 54.4
Urban 36 45.6
Abbreviations: n=number of health facilities with characteristic

Out of the 79 health facilities involved in the study, there was a slightly larger number of health
facilities in Sokoto (5@ercen) compared to Kano (48erceni state, with more located in rural
areas than irurbanones(54 versusi6 percent, respectively The highest proportion of health
facilitieswaslocated in Sokoto South LG24 perceni) in Sokotostate, andin KanoMunicipalLGA
(22 percent)in Kanostate.
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6.1.2 Community distributor characteristics

Table 7: Community distributor characteristics, by state

Sokoto
Characteristics Percent Value Percent
(%) (n) (%)
Number of community distributors participating in 252 100 259 100
observation
Age (years), mean [SD], min, max 26.3 |[6.4,18, | 28.7 [10.2, 18,
55 70
Age (years)
<30 185 73.4 168 64.9
30-49 66 26.2 73 28.2
250 1 0.4 18 6.9
Sex
Female 217 86.1 232 89.6
Male 35 13.9 27 10.4
Education
No education 1 0.4 21 8.1
Arabic/Islamicschool 4 1.6 31 12.0
Someprimary 0 0.0 5 19
Completedorimary 2 0.8 11 4.2
Somesecondary 9 3.6 25 9.7
Completedsecondary 76 30.2 87 33.6
Sometertiary 58 23.0 26 10.0
Completedertiary 102 40.5 53 20.5
Years of experience within SMC programme, mean [SD] min, | 3.0 [1.0,1,6 | 3.2 [1.7,1,7

max

There were 252 and 25®mmunity distributordn Kano and Sokoto state, respectively. The majority
of community distributorsvere agedunder 30 (65ercentand 73percentin Sokoto and Kano st2a8te,



Proportion of community distributors who received equipment (%)

respectively)and female (9@ercentin Sokoto and 8fercentin Kano state). In Sokoto state, the
majority ofcommunity distributorq34%) completed secondary educatidoir percenthad
completed primary educatigrwhile nine percenthadreceivedno education. In Kano state, the
majority ofcommunity distributorq41 percenf) had completed tertiary education and p&rcent
completed pmary education or had no educatidrhe average number of years of experience
working within the SMC programme was arouhdee yearsin both states.

6.1.3 Equipment availability for seasonal malaria chemoprevention distribution

Fifty-four percentand 68percentof community distributordn Kano and Sokoto state, respectively,
reported receiving hand sargir. InKano state, a very high propmn (82percen)) of community
distributorsreported not receiving any face maslksd only 1(percentreported receiving one face
mask. In Sokoto state, Fercentand 25percentof community distributorgeceivedl-2 or more
face masks, respectivelywenty-seven percenbf community distributorseceived a bievaste bag
five percentreported receiving at leagine cup and spogrwhile 10percentreceived disinfecting
wipes in Sokoto state. In contragt, Kano statel2 percentof community distributorgeceived a
bio-waste bagpne percentreceived disinfecting wipes and none received a cup and spoon.

Figure 3: Equipment availability for seasonal malaria chemoprevention distribution, by state
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Yes None 1 2+ New Re-used Missing Yes No Yes Yes Yes No

Hand Number of face Condition of At least two Disinfecting At least Bio-waste
sanitiser masks received face mask new face wipes ane cup and bag received
received masks received received spoons received
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6.1.4 Adherence to infection prevention and control, Kano State

In total, there were 1,503 opportunities for performing hanggiene at several stages of the SMC
campaignbefore entering the community, at each thfe five compounds, after disinfecting
materials inthe community and after disinfecting materials and disposing of masks and wipes. A
total of 0.7percentof indicaionswasadhered to (11 out of 1,503), all of which were with hand
sanitee r f or = ®@of e lc503roppsrtunities for performing hand hygiene with both
soap and water or hanganitiser, 6.8percentwas achieved using hand sasati and 0.4percent
usingsoap and water, which inadequate Adherence to IP@easuresvasgreatestfor maskuseat
61.5percent Safe distancing in the compounds was fieicent indicating a low level of IPC
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adherence Amongcommunity distributors, there was zero adherertoghe disinfection of SPAQ
blister packs andafe disposabf masksandwipes. Theselata are summased inFigure 4 below.

Out of the 1,206 total opportunities for safe distancing, petcentwere performed with adherence
to IPCmeasures. Safe distancing warmctisedmost when determining childs age (35.§erceni),
during triage(27 percend and when giving instructions for day 2 and@Qadministration (27
percen)). This was lowest whegivinghealth promotionmessagesat just 10 percent(seeTable 15

of the annex).

The average timeommunity distributorsspent washing their hands at the health facility in the
morning was 1Seconds, with time spent ranging framvo to 35 seconds. In thevening, the

average timespentwashing hands at the health facility was 22 seconds, with the time spent ranging
from five to 42 secondgseeTable 14 of the annex).

Figure 4: Adherence to infection prevention and control measures in Kano state, Nigeria

Proportion of indications that were adhered to (percent)
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Any hand hygiene** total (N=1503)"6.8 04

Hand sanitizer © Soap and water
Disinfection of SPAQ blister packs total (N=9)- 0

Mask use total (N=86) 61.62790698
Safe disposal of masks and wipes total (N=0) 0
Safe distancing in the compound” total (N=1206.1

Ensure community distributors are healthy™ total (N=504)— O...

*Washedhandswith soap andunningwater or handsanitiser for = 3 €&conds
*Washedhandswith soapandrunningwater or handsanitiser

A during triageand when determining age eligibilitgnd SPAQ eligibilitagnd SPAQ administratioand
instructionand messages

MTaketemperaturewith infraredthermometer

6.1.5 Adherence to infection prevention and control, Sokoto State

In total, there were 1,578pportunities for performing hand hygiene at several stages of the SMC
campaignbefore entering the community, at each of five compounds, after disinfecting materials in
the community and after disinfecting materials and disposing of maskses. A totabf 3.5percent

of indications were adhered to (56 out of 1,57@&hich included either washing hands with soap and
running water (0.9ercend or hand saniter (2.7percent)Yf or =30 seconds. Out
opportunities forperforming hand hygiene withoth soap and water or hand sasgr for <30

seconds, 33.percentwasachieved using hand sarsgr and 3.2percentusingsoap and water.
Adherence to IPC measures vgaeatest for mask use at 73p&rcent, of which there were 742
opportunities in total Adherence to thalisinfection of SPAQ blisters packs and safe disposal of
masks and wipes was 256rcentand 50percent respectively Thesedata aresummarsedin

Figure 5 below.
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Out of the 1,284 total opportunities for safe distancing, 1fFe2centwere performed with
adherence tdPC measures. Safe distancing was psadtmost during triage (61 gercen)), when
determining thechilds age (57.4ercen)) and when determining eligibility to receive SPAQ (54.8
percend. This was lowestvhen givinchealth promotionmessagesat just 30.4%percent(seeTable
15 of the annex).

The average timeommunity distributorsspent washing their hands at the health facility in the
morning was 1%econds, with time spent rangingofin two to 35 seconds. In the evening, the
average timespent washindiands at the health facility was 22 seconds, with the time spent ranging
from five to 42 secondgseeTable 14 of the annex).

Figure 5: Adherence to infection prevention and control measures in Sokoto state, Nigeria

Proportion of indications that were adhered to (percent)

0 10 20 30 40 50 60 70 80 90 100

Hand hygiene* total (N21578)l 0.9
2.7
Any hand hygiene* total (N=1609) 335 3.2

Hand sanitizer  Soap and water

Disinfection of SPAQ blister packs total (N= 25.64102564

Mask use total (N=742) 73.85444744
Safe disposal of masks and wipes total (N=98) 50
Safe distancing in the compound” total (N=1279) 16.4
Ensure community distributors are healthy™ total (N=518) 22.58687259

*Washedhandswith soapandrunningwater or handsanitiser for = 3 d&conds;
*Washedhandswith soapandrunningwater or handsanitiser;

~ during triage AND when determining aglgibility AND SPAQ eligibility AND SPAQ administration AND
instructionsANDmessages

MTaketemperaturewith infraredthermometer

Total number of steps where safe distancing was adhered to across all compounds

Adherence to safe distancing during alllsty steps of the campaign (during triage, determining age
eligibility, SPAQ eligibility, SPAQ administration, giving instructions and health messages) was 5.6
percent inkanoand17.2percentin Sokotostate. Adherenceo safedistancingwashighest inSokoto
state(74.9percen in at leastone step(seeFigure 6 below).
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Figure 6: Total number of steps* where safe distancing was adhered to across all compounds
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6.1.6 Exploratory analysis — exploring predictors of hand hygiene adherence

For all these assessments, the hand hygiene outcome was defined abygiade using running
water and soapor hand saniger for at least>30 seconds.

In Kancstate, important predictors of hand hygiene adherence, as presented in table 8 below,
include:

1 Age: Increasing age in years was significantly associatedneittased odds of hand hygiene
adherence, after controlling for the environment, sex, SMC years of experience, and
education

1 Years of experience within the SMC programme: increasing CHW experience was
significantly associated with reduced odds of IPC agites, after accounting for the
environment,sex, ageandeducation.

Table 8: Predictors of infection prevention and control adherence, using full adherence to hand hygiene with water and
soap or hand sanitiser as outcome — Kano state, Nigeria

Unadjusted Adjusted
Characteristic

Odds ratio (OR) OR (95% ClI)
(95 % confidence
interval [Cl])

Observatiortime* 0.69(0.48—0.99) 0.049 0.61(0.32—1.18) 0.141

Environment

Health facility 1 Ref 1 Ref
Community 0.52(0.15-1.84) 0.310 1.79(0.24—13.27) 0.570
Sex
Female 1 Ref 1 Ref




Male 1.37(0.29-6.59) 0.693 1.14(0.24-5.24) 0.870
Age 1.11(1.03-1.19) 0.006 1.14(1.04-1.25) 0.007
Years of SMC
experience 0.61(0.38-0.97) 0.038 0.57(0.36-0.92) 0.022
Education 1.07(0.49-2.35) 0.860 1.22(0.69-2.18) 0.494

Note: Hygiene method was not applicable in Kano due to data sparseness. *Time of day ¢thaettvation
was done.

In Sokotastate, important predictors of hand hygiene adherence, as presentddbie 9 below,
include:
1 Sexmale sexwassignificantlyassociatedvith lower oddsof handhygieneadherence

1 Hygiene method: sangger was significantly associated with lower odd$iand hygiene
adherence.

Table 9: Predictors of infection prevention and control adherence using full adherence to hand hygiene with water and
soap or hand sanitiser as outcome — Sokoto state, Nigeria

Characteristic

Unadjusted

OR (95% Cl)

Adjusted

OR (95% Cl)

Observatiortime* 0.91(0.75-1.09) 0.308 1.05(0.91-1.22) 0.490
Environment
Health facility 1 Rel 1 Rei
Community 0.30(0.17-0.50) <0.001 0.61(0.15-0.59) 0.183
Sex
Female 1 Rel 1 Ret
Male 0.32(0.08-1.26) 0.103 0.23(0.06—-0.94) 0.041
Age 0.97(0.93-1.00) 0.082 0.98(0.93-1.03) 0.446
SMCyears 1.06(0.86—1.30) 0.578 1.20(0.97-1.50) 0.096
Education 1.23(1.03-1.47) 0.023 1.01(1.01-1.50) 0.946
Hygiene method
1 Rei 1 Ref
Sanitiser 0.18(0.09-0.39) <0.001 0.23(0.09-059) 0.002

Note: After accountingor method of hygienein the adjustedmodel,the significanteffectsof environment and
education that were present in the adjusted model without hygiene metlisappear*Time of daythat the
observatiorwasdone.
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6.1.7 Caregiver characteristics

There were 252 and 260 caregivers who participated in Kandahdto state, respectively. The
average ages were 31 (min. age 22; nae 65) in Kano and 30 (min. age 20; max age 60) in Sokoto
state.In total, 99.2percentof caregiversvere femalein Kanostate, while in Sokotostate, 99.6
percentwere female.

Around 95percentof caregivers were the mother of the child receiving SMC in Sokoto state, while
this was95.6percentin Kano state. Over a quarter (22&rcen of caregivers in Kano state had
completed secondargchoo| while 19percenthad noeducation. In Sokoto state, around a third of
caregivers (33.perceni hadattended Arabic or Islamic school, 1@&rcenthad completed
secondary education and 29p2rcenthad noeducation. More than half (5gerceni of the

caregivers in Kano state weeresidents of Kano Municipaimilarly,more than half (53.1percenj of

the caregiversn Sokoto state residenh Tangaza GA.

Table 10: Caregiver characteristics, by state

Kano Sokoto
Characteristics Value (n) Percentage Value (n) Percentage
(%) (%)
Number of caregivers participating in 252 260
thequestionnaire
Age (years), mean [SD] min max 31.3(7.7),22-65 30.1(7.5),
20-60
Age (years)
<30 99 39.3 125 48.1
30-49 148 58.7 127 48.8
250 5 2.0 8 3.1
Sex
Male 2 0.8 1 0.4
Female 250 99.2 259 99.6
Education
No education 48 19.0 76 29.2
Arabic/Islamischool 48 19.0 87 33.5
Someprimary 16 6.3 17 6.5
Completedorimary 26 10.3 14 5.4
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Somesecondary 26 10.3 11 4.2
Completedsecondary 66 26.2 28 10.8
Sometertiary 3 1.2 8 3.1
Completedertiary 18 7.1 18 6.9
Other 1 0.4 1 0.4
Relationship to the child

Mother 241 95.6 246 94.6
Father 1 0.4 0 0.0
Grandmother 8 3.2 9 3.5
Grandfather 1 0.4 0 0.0
Other 1 0.4 5 1.9
LGA

KanoMunicipal 136 54.0

Kura 59 23.4

Warawa 57 22.6

SokotoSouth 61 235
Silame 61 23.5
Tangaza 138 53.1

6.1.8 Caregivers’ awareness of COVID-19, sources of knowledge and satisfaction with the
enhanced infection prevention and control measures

Table 11: Caregiver awareness of COVID-19, sources of knowledge and satisfaction with seasonal malaria
chemoprevention distribution with enhanced infection prevention and control measures, by state

Characteristics Value |Percentage Value | Percentage
(n)  |(%) (n) (%)
Number of caregivers participating in the questionnaire 252 260

Aware of COVID-19?

Yes 250 99.2 236 90.8

35



Heard or seen any COVID-19 messages?

Yes 234 93.6 217 | 835
One message that stayed with them
Twometressafedistancing 15 6.4 41 175
It kills 62 26.5 65 27.8
It causedever 24 10.3 24 10.3
Washhandsregularly 55 235 44 18.8
Takevitamin Candlemon 1 0.4 0 0.0
Symptomdike malaria 13 5.6 1 0.4
Causedlifficulty in breathing 37 15.8 17 7.3
Importantto wearafacemask 20 8.5 13 5.6
Other 7 3.0 12 5.1
Source of knowledge (non-exclusive categories)
Communitydistributors 1 0.4 8 3.4
Healthworker 27 115 26 111
Newspaper 6 2.6 5 2.1
Sociaimedia 53 22.6 41 17.5
Govt.website 2 0.9 1 04
Radio 202 86.3 151 64.5
TV 90 38.5 57 24.4
Internationalradio 7 3.0 13 5.6
International TV 7 3.0 14 6.0
SMS 42 17.9 25 10.7
Word of mouth 59 25.2 27 11.5
Other 5 21 11 4.7
Caregiver felt that COVID-19 safety precautions were necessary
Stronglyagree 122 48.8 109 46.2
Agree 106 42.4 112 47.5
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Neitheragreenor disagree 10 4.0 10 4.2
Disagree 8 3.2 5 2.1
Stronglydisagree 4 1.6 0 0.0
Caregiver felt that COVID-19 safety precautions were uncomfortable

Stronglyagree 70 28.0 63 26.7
Agree 68 27.2 77 32.6
Neitheragreenor disagree 13 5.2 12 5.1
Disagree 79 31.6 68 28.8
Stronglydisagree 20 8.0 16 6.8
Caregiver felt that COVID-19 safety precautions were sufficient

Stronglyagree 90 36.0 86 36.4
Agree 124 49.6 132 55.9
Neitheragreenor disagree 12 4.8 6 25
Disagree 16 6.4 11 4.7
Stronglydisagree 8 3.2 1 0.4
What else could the community distributor do to ensure safety? (non-exclusive categories)
Two metressafedistancing 87 34.8 104 441
Washhandsmore frequently 119 47.6 88 37.3
Washhandswith soapandwater 50 20.0 43 18.2
Work outsidethe compound 7 2.8 5 2.1
Givemaskto caregivers 53 21.2 30 12.7
Givehandsanitiser to caregivers 17 6.8 10 4.2
Nothing 46 18.4 52 22.0
Other 23 9.2 18 7.6

Positive changes that should remain after the pandemic (non-exclusive categories)

Caregiveadministersday1 SPAQ 11 4.4 45 191
Handhygiene 186 74.4 137 58.1
Two metressafedistancing 65 26.0 66 28.0
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Wearingfacemask 94 37.6 59 25.0

Nothing 24 9.6 30 12.7

Other 25 10.0 12 51

Community distributor sanitised hands as they entered the household (non-exclusive categories)

Yes 23 9.1 67 28.4
No 192 76.2 117 | 49.6
Don'tknow 35 13.9 52 22.0
Missing 2 0.8 24 10.2

Community distributor wore a mask

Yes 80 32.0 173 73.3
No 163 64.7 52 22.0
Don'tknow 7 2.8 11 4.7

Missing 2 0.8 24 10.2

Mask covered community distributor’s nose and mouth

Yes 63 78.8 147 85.0
No 16 20.0 23 13.3
Don'tknow 1 1.3 3 1.7

Community distributor maintained two-meter distance with caregiver and child

Yes 124 49.6 155 65.7
No 123 49.2 66 28.0
Don'tknow 3 1.2 15 6.4

Overall,99.2percentof caregivers in Kano state and 9@&centin Sokoto state were aware of

COVIBLY, while 93.6ercentand 83.percentin Kanoand Sokotostate, respectively, hadheard or

seenany COVIBEL9-related messages. Among caregivers who had heard or seen COViessages,

the one message thavasmostrememberedwas'lt kills (Kano: 26.%ercent Sokoto: 27.8

percen)). Other key messages that stayed wédregivers includetiWash hands regularlyKano:

23.5percent Sokoto: 18.®ercen), ‘Twometressafe distancingKano:6.4percent Sokoto:17.5

percend, ‘It causedever (Kano:10.3percent Sokoto:10.3percent),'Causes difficultpreathing

(Kano: 15.§ercent;Sokoto: 7.3ercen) and‘Important to wear a face maskkano: 8.percent;
Sokoto:5.6percenf. The mostcommoeour ces of caregivers’ knowl edg
86.3percent;Sokoto:64.6percent)and TV (Kano: 38.percent 24.4percent).

In Kano state48.8percentand 42.4percentof caregivers reported that the\gtrongly agreéand
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‘agre€ respectivelythat the COVIEL9 safety precautions were necessary. In Sokoto state, 46.2
percentand47.5percentof caregivers reported that the'gtrongly agreéand‘agre€ respectively.
However, mordahan half of caregivers in both states indicated that thagongly agreéor ‘agre€
that COVIEL9 safetyprecautions were uncomfortablén contrast 31.6percentof caregivers in
Kano state an@8.8percentin Sokoto statédisagreé that the COVIEL9 safety precautions were
uncomfortable. OveBO percentof caregivers in both states reported that thesrongly agreéor
‘agre€ that the COVIEL9 safetyprecautionswere sufficient.

When caregivers were asked ‘What else could the
most common responses incled ‘Wash hands more frequentlyKano: 47.@ercent Sokoto: 37.3

percend, T wo maddistanaing(Kano:34.8percent;Sokoto:44.1perceni, ‘Givemaskto
caregivers(Kano:21.2percent Sokoto:12.7 perceni and‘Washhandswith soapandwater (Kano:

20 percent, Sokoto:18.2percent).Caregiversighlighted'Hand hygieng(Kano: 74.4ercent,

Sokoto: 58.Jerceni as the key positive change that shotdgnain after the pandemic. Over three

guarters of caregivers (76rcent)in Kano an@bout half (49.¢ercent)in Sokoto reportedhat

community distributorsdid not sanitise theirhandsasthey enteredtheir household Almosttwo-

thirds (64.7perceni of caregivers in Kano and @@rcentin Sokoto reported thatommunity

distributorsdid not wear amask,while for those that wore masks, 78&rcentof caregivers in Kano

and 85percentin Sokoto reported the mastovered thecommunity distributor s nose and mou!i
Around half (49.@ercent)of caregivers in Kano and almasio-thirds (65.7perceni) in Sokoto

reportedthat the community distributomaintained awo-metre distancewith the caregiverand

child.
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7 Qualitative findings

7.1 Basic information

Table 12: Characteristics of community distributors participating in the focus group discussions

Characteristics

Number of community distributors participating
infocus group discussion

Value - n (%)

111

Age (years), mean [SD] (min, max)

Mean: 29.91, [SD: 14.05] (min: 18, max: 100)

Age (years)
<30 78(70.3)
30-49 24(21.6)
>50 9(8.1)
TotalN (%) | 111(100)
Sex
Male 38(34.2)
Female 73(65.8)
TotalN (%) 111(100)
Education
Noeducation 11(9.9)
Arabic/lslamieschool 4(3.6)
Someprimary 2(1.8)
Completedorimary 2(1.8)
Completedsecondary 57(51.4)
Completedertiary 34(30.6)
Other 1(0.9)
TotalN (%) 111(100)
State/region
Kano 54(48.6)
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Sokoto 57(51.4)
Characteristics Value - n (%)

Number of community distributors participating 111
infocus group discussion

TotalN (%) | 111(100)

LGA/district

KMC 35(31.5)

Kura 9(8.1)

Warawa 10(9.0)

Sokotesouth 31(27.9)

Tangaza 12(10.8)

Silami 14(12.6)

TotaIN (%) | 111(100)

A total of 111community distributorgarticipated in the FGDs, with slightly ma@mmunity
distributorsfrom Sokotoparticipating(51.4perceni thanfrom Kano (48.@erceni. Across both
states, the mean age @abmmunity distributorsvas about 30 yearhowever, the majority (>70
percenf wasaged under 30 years. There were also more female (@&r&enf than male (34.2
percen) community distributors Over half of theommunity distributorshad completed secondary
education (51.4erceni and around 1@ercenthad noeducation. The participatingommunity
distributorscame from six LGAs across Kano and Sokoteever, the highestproportion of
community distributoran Kano came from Kano Municipal (3pércen, while in Sokoto, the
majority camefrom SokotoSouth LGA(27.9percen).

7.2 Acceptability of infection prevention and control practices

7.2.1 1.1 Community distributors’ awareness and perceptions of infection prevention and
control measures

Communitydistributors had adequate knowledge of the SMC ¢gidelines. They provided

elaborate explanations of how all COMIBrelated commodities should be used, including the

guidelines for observing hand hygiene, the use of faesksanddisinfection of work equipment

and clothing. Details were also mentiahef theroutine precautionary measures carriedt at the

facility at the start and end of the daguch asemperaturecheckandsafedisposabf waste.

G{AyOS L ail NI SR -KSlpayktgrfionito@®? dzi G KA & [/ h+L5
the guidelines that the governmesaid people should follow.

Some of these things, we have already started doing them at the

hospital ourselves. So, it was a good thing that the same things like

handwashing, use of facemask, keeping a distance and others were

part of what they asked up be doingé 6 { 21202 {Af I YAQYPYIFESyYnTO
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situation we found ourselves in during the sharing of medication,

since from training they told us that when we want to enter a

house, we should give sokiistancing, ensure that theup used

to give the child medicine is washed, and how to protect ourselves

with facemask andtherest 0 Yl y23> Ya/ YIfSynmoo

Almost allcommunity distributorswvere trained on the IPC measures at the LGA level. Aside from
training, a fewcommunity distributorsdrom Sokoto also mentioned that they were handed posters
and job aidghat provided guidanceand contained other necessary precautions be taken.

Gl 2ySadatez S dzyRSNH2 | 20 2F GNIAYyAy3
preventive measures, bhow we will interact with the people in the

house and to keep sociistanceof two metresbetweenusé (Kano,

Warawa female_02)

L OFYy NBYSYOSNE 6S ¢SNBitwas dAKGI K2¢ (2
donepractically in front of everyone arubw to twist the fingers
andsooré 6 { ,Sdkatdith male_01).

Further to this, across Sokoto and Kano statespmunity distributorshad a positive perception of
the IPC measurdabat were put in place to curtail the spread of COXHDduring the 200 round of
SMCdrugdistribution. Community distributorsnentioned that such measures made them confident
to participate in this round, even with the presence of COYADFor example, a ma@mmunity
distributor from Kanoadmitted that he was initiallgcared of getting infectedut beingtrained and
assuredhat IPCmaterialswould be providedput him atease.

Similarly, community distributordelt that the use of the COViDS-related commodities and

branded clothing (hijalior women and Tshirt andcap for men) made them easily recognisable by
community members aBealth volunteers/workers. A fewommunity distributoranentioned that

this made family members and some frierégard them with respect, which made them feel a part
of something signifiaat, given theprevailingsituation.

G¢KS YSIadNBa KSfLISR dza G2unikekefoda adl &
and now we know more on how to maintain hygigne o0 Y I y 2 X
Slami_male_08).

G¢KSAaS I NBE @SNE,IkIYd2itNslvéryhécesysS | & dzNB a
for keeping usafe | think it should not just be for COVID alone,

because we used to entel@ of places and talk to different

personswe should have been doing this befo@wv.¢
(Sokoto_Tangaza_female_06).

dWhat amazes me about this year's wasktie clothing to identify
us agcommunity distributors]l never appreciated that | was a
health worker or a drug distributor for th@evention of sickness
until this year. Last yeathere was no means adentification but
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this year there is facmask, your clothes, then there is sasati
Anyone that sees you knows who you are immediately. Even small
children knowthat we are healthworkersé (Sokoto Skoto
South_male_01).

7.2.2 Observations on caregivers’ perceptions of infection prevention and control
measures

The study findings indicate that some caregivers were worried abautmmu ni t y disitst r i but o
to their homes.Some of them felt that theevisits posed a threat to the safetyf their households

whereas others felt thasome of themeasures were unnecessary, due to misconceptions about the

reality of the virus in theountry.

Reluctance from caregivers to have SPAQ administered was another common challenge
encountered. Caregivers in urban areas in both Kano and Sokoto were obsetvadet more
positive perceptions of the IPC measures compared to those in rural areas. A good nurhieer of
community distributordrom urban LGAs in Sokoto disclosed that because some of the caregivers in
the areawhere they worked were educated, they veemore receptive to theommunity

distributors knowing that they wersimply observing the preventive measur€ammunity
distributorsfrom rural LGAs in Kano revealed that ma&ayegivers hagat first, refused to grant
them access because they believ@dlC drugs are meant test for COVIEL9. In one of the female
sessions, a femaleommunity distributorstated that this could be because toaregivers were not
familiar with SMC distributiaras it just started in the state (Kanand that thelaunch cincided

with when the COVH29 infection rate and several misconceptions were at tpeak. Cases of
refusal were also more frequent during the initial cycles of SMC drug distriborsubsequent
cycles, this was reported to have reduced as more pebplcame familiar with theommunity
distributorsand more aware of the danger that COMI® poses. Because Kano state was
experiencing SM@istribution for the first time, it took a little longer (towards the end of cycle two
and the start of thehird cycle) toobservea change it a r e gperceptiors.’

2SS dzaSR (2 KIS LINRPOESY 6A0GK (GKS LIS2LX ST
bit enlightenednd the educated ones understand us a bit, but

when we started entering thisouses of people who are not very

exposed, somefdhem started hiding theichildrenand saying

that we are WoronalJS 2 Ldec&ueSovhat we werewearingé

(KanoKMCMale_01)

To accept the drug or let us in, honestly, we have to explain to
them. After muclexplanation, they accepted us especially when
we got to round two of thexercisetheyweremore willingto let
usin.¢ (Kano, KM@maleFGD_04)

The effort of community leaders and awareness activities via the media played a vital role in
addressing most of these fears. For examplealecommunity distributorfrom a rural LGA in

Sokoto recounted howa malaria town crier/announcer goes around households to create awareness
before the SMC cycleegins and was constantly being referred to by caregivers as their source of
information about thegeneralCOVIBL9 preventionguidelines.

y2G4 Slragé G2 0S NBTFTdzZaSR SOUSNE (GAYS o8
43

ax

aLd A



the husbands difie house. They find it hard to believe us because
of this COVIR19 thathappened. Part of what helped us is those
who have heard the advert on tmadio before now and in the
communities where the district head pasg#fermationaroundto
makethe peopleawareof ourrole, that@what made

thingsa bit easyfor us¢ (Sokoto_Tangaza_male_06)

7.3 Implementation of infection prevention and control measures

7.3.1 Feasibility to implement

Mixed evidence emerged on how feasible it is to implement IPC measures. Although most
respondents judged the IPC measures as feasible to implement, they notelettetisehese were
new to many of them, a few of the procedures were quite uncamafole andfrustrating. In general,
FGD findings indicated that compliance was not optimal, especialhafametershat stipulate
frequencyandduration. Forexample even thoughmost community distributorgeported

compliance to hand hygiene, this wagt being performed according to the guidelinagich

stipulate that handwashing should be performed for a duration of 30 seconds before contact with
any caregiver.

Additionally, compliance on various components of IPC measures varied by the type of
parameter. Somecommunity distributorswere very mindful of being noticed in the
community without their facemask. In an urbdtGA in Sokoto, foucommunity
distributorsstated that the IPC measures were not new or challenging as they work in a
hospital where people are already used tavearing face masksand observinghand
hygiene.

A w éaéing the facanask gave me a lot of problgs}, but
because thesupervisor made it compulsory for us to use it, that
was why | managed to useAnything that will makeyour breath
not to come out properly is a problemhamansand we werenot
used toit.€ (Sokoto_Silami_female_07).

GL Ff g & amatdil Ho ngtdhavédnypoblem because |
gotused to it. When | put it on, | only remove it at intervals to
enjoy fiesh air beforgoutting it backafter someminutesé¢ (Kano,
KMC_female_02).

& ¢ K&aringof facemaskandwashingof handsis possibleput
for thesocialdistance,it isallittle bit difficult® gKano KMC
female_05).
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7.4 Reported constraints to the implementation of infection prevention and
control components

7.4.1 Social distancing

According tacommunity distributors social distancing was the least adhered to IPC measure. Across
both states, theymentioned that it was difficult to observe thecommended twemetre physical
distance becausthey themselves either sometimes forger are influenced by caregivers and
communi t y penceptiob ef it im & few instancestheyare constrained by space in

households. A few caregivers alasisted that community distributoramovecloserto themas a
conditionfor acceptingSMCdrugs.

The influence of ¢ o0 mnsiswadrse in ruraleamdsbarecommpndyr c e pt i on
distributors workin environments where they are expected to exchange thealipleasantries with
communitymembers, especially the elderly. Some mabdenmunity distributorsn a rural LGA in

Kano reported that thegouldbarely keep the tweametre distance because it was a familiar

environment children keptrushing to them and thenale caregivers often insist on a handshake.

In another femalesession in Sokoto, all the femalemmunity distributorsagreed that caregivers

often expressed displeasure at titemmunity distributorsrefusal to come close to them or greet in

the usualmanner. Such caregivers interpreted keeping a distance or refusing to greet with a

handshake as an indication thedmmunity distributors werérritated or that they thought they

would contract COVIE19 fromcaregivers

Femalecommunity distributorgeported that some women, especially new bridpeefer that
community distributorccome into theroom orremainclose to their door post to converse with
them, rather thanthe womencoming out to the widecompound. Such space isuadly small and
does not provide room to observe the recommendtidtance Moreover,children in the community
usually throng along witbommunity distributordrom house to house, out of curiosity, which
further limitscommunity distributors e $td nmintain distance. Likewise, matemmunity
distributorsreported that during their visits, male caregivers/household heads usually request
handshakes from them. Such persons considered it disrespectful edramunity distributors
refused. More often thannot, thisled to refusalof the SMQrugs.

Sme femalecommunity distributorgeported that the social distancing rule is mostly not feasible to
implement. Theypined that as long as the facmask is worn and proper hand hygiene is observed,
physicaldistancingwill be more practicableif the requireddistanceis reduced to anetre.

G,2dz {y26 | Fdzal LIS2LX S ftA1S AINBSOGAYy3I |t (K
comes out fronthe house, the first thing he expects is for you to

shake hands andf you refusdbecause yoare trying to protect

yourself, they will think you are running awilagm them, so this is

a big problem we face. Also, our people here, if they se@iffoa

facemask inside their house, they think you are not comfortable

with them, so they will now thik that why should they accept

what you bring to them sincgouare not comfortablavith themd €

(KanoKura_male_06)
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and you ardrying to maintain social distancing, sometimes the

parents thirk you aredisgusted by the childBut, we try to explain

to them that what we are doing is line with the measures of 45



protecting ourselves and them from CONIE 6 YKM{ 2 X
male_01)

dl]f they want this distribution of medicine to continsimoothly,
they need to remove this social distance. | know you have to
protect yourself, but thisocial distance is a big challenge because
[even]if you convince some parents, you @monvinceothersé
(Kano, Kura_female_05)

7.4.2 Hand hygiene

Community digtibutors across both states recognise handwashing as part of good hygiene. They
consider the hands ame of thelikeliestmeans of introducing infection into the bogdgither

through their mouth handsor nose. Therefore, mamyommunity distributorsmentioned that they
ensured that their hands were washealltiple timesduringthe day andnot justas frequently as
stated.

Adherence to the frequency and duration of washing or application of hand sanitisers was minimal,
even in the urban areas across bothtsts. Community distributor®pined that although practing

hand hygiene isomethingthey are happy with and have adjusted to over time, they were unable to
keep washindor 30 seconds per timesome think that alcohebased disinfectants cause unpleasant
irritations on their handswhile for others, applyingit frequentlymakes theihandsdry.

The majority indicated that hand sangers were more convenient to use compared to handwashing
usingsoap and waterConcerns about handanitisers also being alcohishsed and thus religiously
forbidden, came upn only three instances: two in Kano and one in SokStechcommunity
distributorswere morelikely to use soap and water compared to alcehated hand sangers.
However, the challenge walsat water was not readily available in some households for use. Some
community distributoranentioned carryingvater around by themselves in a container for their use
however, few community distributorsadmitted that this wasdone regularly,asit addsto their

worklioad.

Also, a maleommunity distributorfrom Sokoto disclosed that he could not really use hand
sanitisersbecause he waalso using chalk to record on housktixing the chalk particles with the
sanitisersoiled theirhandsandgettingwater in the communitiesto washtheir handswasdifficult.

Having supervisors who check community distributoraunannounced was a motivation for
adhering to theprotocol. Someof community distributorsalsosawit as an instructiorthat mustbe
carriedout andso keptto this.

dH]andwashingis easier becausi is part of cleannessnd evenbeforecorona

youare supposedo bewashingyourhandsoften.¢ (Kano,Kura_female_05)

& { 2 [¢dtnmunity distributorkdo not usethe handsanitiser Theydo sayit contains
alcoholandso

onandthat becauseof that, their prayerisaffectedé¢ 0 { BS.PBauih andle 01)

GaL Oly 2yfteée ale L hpem bMeama@aid ¢A0K G§KS KIFyR
certain abouadheringto the 30 secondsule.€ (Sokoto Sokoto
South_female_02).
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7.4.3 Face masks

The majority of the respondents did not have an issue with the use ofnfiasss. It wassomething
they all agreed was necessary to use. A couple of them were able torkass orfor most of the
day because they had supervisors who were conducting unannowspmetheckswhile some
disclosed that theyhad been using the mask pr€OVID to mvent dust that usuallplows inthe arid
region.So, itwasquite comfortablefor mostto use.

GwA IKG FNRY,IlikeBsing ByFakdKyf XiyOQ&H g Ke A G A
a problem forme to use the mask because | normally close my

noseXif am going out, if Ho not have handkerchief face mask, |

gAft FSSEt a AF &RVt yRPESO2Iv¥F2NI I v& So2Reé Aa
(SokotoSuth South_female_02).
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wear it and workvith it. Becauseof that, | was patientandwore it

| continued usingt normallythat now | am usedo it; it doesnot

bother me or giveane anyproblems honestly”

(KanoKMC_male_01)

The major concern that emerged was the duration for which the mask was to behrseghout

the discharge ofasks Other complaints relate to feeling of breathlessness, pagund the ear,
headache and body pains. Masks made out of fabric were reported to béidoand more
discomforting.Community distributorsaid thelikelihoodof experiening breathlessness was
greaterwhen thecloth mask was usedhe majority of masks distributed in Kano state were made
of fabric Community distributorsvho complained of the discomfort said thats time went on,
especially during cycle threéghey werealready used taheir masks

There was also the misconception that people might not leesnmunity distributorclearly if they
spokethroughtheir mask. Speven though thekept masks on when administering the drugs, some
community distributas tookthem off duringthe health talk and when giving instructions for drug
administration. Also, in both stateafew community distributorsadded that caregivers complained
frequently about not being able to hear them well because theiuthsare always coveredvith a
mask andthey tendedto standat a distance.

In addition, a general challenge that was mentioned in all sessions in Kano is that the caregivers
always wanted to see the face of tktemmunity distributoradministering the SPAGhey associated
the wearing ofacemasks as a pldyy community distributorso disguise themselves in case the
drug hal adverse effectsCommunity distributorsnentioned thatsome caregivers requesd that

they take off thar mask for identification befi@ theywere allowedinto homes. This happened even
in urban areas. One respondent from a rural LGA in Saketttioned that althougtihey do not

have issuesvearing amask all day, the problem is thttey lacka sufficient supply. There were also

incidences where theommunity distributorsve r e | abel | e d the communityasa peopl e’
resultof facemaskusage. Childrewere saidto be seenrunningafter themc hant i n g, “the co

p e o pl edrewa gt bfiateention to them and made them feehcomfortable using masks. On
two occasions, tw@ommunity distributordn Sokoto reported that in a particulaommunity,
peoplecalled them‘coronai nf ect ed p e imqgideneegs ardékelyto. discBuragen
adherence.
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So, sometimeshve to adjust the mask down and expose my nose
to get fresh breattd 0 YWaya@a female _02)
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they are talkingo, how you look like. Yo meet the owner of

the house with a face mask gour face but they will insist that

you should remove it so that they can know welid gano,

Warawa_male_05)

7.4.4 Disinfection of work materials

Only a few respondents spoke about disinfection of work materials across the two Fdees.
respondents iran urban area o$okoto reported that thejnadnot beentrained to disinfect their
work materiak andthat no disinfectant wipesad beenprovided This statement was corroborated
by thefindings from the female sessions in the rural areas of the same state. Smmaunity
distributorsin Kanoreportedthat they were trained to disinfecttheir work materialand were
providedwith handgloves. Oneommunity distributordisclosed that, before the start of day, the
whole of their work equipmentvasusuallysprayed with a disinfectant. However, a couple of the
community distributorswvere also of the opinion that there wam need to disinfect the work
materials since the drugs come sealed in a pack. They held the opinédrthe only materialthat
neededto be disinfected is probabltheir pen.

. ST2NBE 6S aSdé 2dzi F2NJ 6KS RIFIe&s (GKS& &aLINT &
in the facilityand we go out. Theglso give us hand gloves so that

we can work well withoustainingourhands¢ 0 YXKM{ 2 X

female_01).
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a bag andnside a packet. The only thing that would have required

dusting was the challbut even the chalk was inside a pack and it

was separately held. So, you see, these inside packets and bag

YR 2y 0S @&2dz 2LISy Al Zbagkuedé f [jdza O1f & Of 24
bag. There was no need to disinfect anythéri@okotq Sokoto

South_femle04).
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7.4.5 Waste management

There was general consensus regagivaste managementhat there was hardly anything that
neededto be disposedf except the empty packs of the draigat community distributorgave to
the in-charge of thefacility each day after work. Otheommunity distributorskept their materials
in the bag and did not really need tliscard anything till they returned to the health facilityhere
waste bags were positioned ftinem to disposeof their used materialsfter returning at the end of
the day. Only a fewommunity distributorsacross Sokotand Kanowere giventhe waste bagso
carry along.

Somecommunity distributoramentioned that handsanitiserand gloves would only last for three
days, after which theysed theirown money to buy IPC equipmerih some caseshey had to
substitutehandsanitiser with methylatedspirit. One of the maleommunity distributorsstated that
he had improvised by goirayoundwith akegof waterto wash hishandswhenever hisanitiser 48



finished. Asfor the facemask,a malecommunity distributorsaid he wasgnitially given one face mask
(disposable) to be used for the whole cydiat waslater given a washable faceask which he uses
and then washes each day after work.

GThee is a nylon that they gave us so that when we finish, we can
keep the facmask and the hand gloves inside so that children will
not pick it and play with iand catchthat diseas® éKano, KMC
male_02)

dLike the tally sheet, you see we cannot trashvit, have to leave

it and thereferral form, but all these empty cartons that we come
back with, and the usddcemaskwe put itinthe trash biné
(Sokoto Sokoto South_female_04).

7.5 Other constraints to implementing infection prevention and control
measures

7.5.1 Transport of work supplies

Transportation of work materials did not pose any challenge according to coastnunity
distributorsin both states Allcommunity distributorsagreed that a bag for carrying work supplies
was providecandthe materialswere light inweight. Moreover, because they worked in pairs, most
of them said they shared thesponsibilitywith their partnerwhenever they got tireaf carryingit.

A few concerns that some matemmunity distributordn Kano mentionedncludedthat the bag
was not very durablendgetsdirty easilygiventhe dustyterrain, andthat they walklongdistances
dailyonfoot. Likewiseafew malecommunity distributorsan Sokoto remarked that it felt awkward
walking aroundhe communityholding a bag, as they are not used to it. One fencal@mmunity
distributorin a rural LGA in Kano added that the encbf one cycle,her shoulderhurt mildly from
hangingand carrying the bag for most of the day.

Community distributorsn rural areas are mostly based in the community where the drugs are
distributed; therefore, theydo not necessarily need to use commercial transport to wettwever,
a fewcommunity distributordgn the urbancentres disclosed that they sometimes haduse public
transport to access their facilities and themmunities. Secondly, these urbaommunity
distributorssaid that they had incurred unfavourable costs as theyteadaintainsocialdistandng.
Thismeant they could no longer share motorcyclegpasviously donend they now had to
individuallyride motorcycleswvhere distribution took placeSomecommunity distributordn Sokoto
felt that, sincethey werealreadyusing the bag pre€OVIBLY, there was nothing new abouthat
they neededto transport The only additionalsupply theyfelt wasthe handsanitiser.

dTheadditional work materials were not a burden to us; they
helped us bgiving us that bag to puh all our materials. You
will put hand saniser, themedicine you were given, tlohalk
for house marking and &l ¢ { 2dk&oBeumh_Male 02).
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something thatvasnewto usasmenXbut after one ortwo days
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we became usetb it andthat@howwe continuedg A (0 K A ( €
(Skoto, Sokoto South_Male_01)

oBased on transportation, almost all of us live in the commusdy
we can trek teheir houses with our bags. It is only if it is far that we
take a bike. So, to me vamn®face any problem carrying our things
because otoronad gano Kura_male_03)

7.5.2 Workload

Mixed evidence emerged as to whether SMC distribution workload has increased as a result of the
IPC measures instituted for this round. Socoenmunity distributordelt that observing the IPC
measures resulted imcreased workload for them. Otheommunity distributorssee the IPC
measures as a welcome and important idbat has not significantly affected workload, provided
individuals know how to manage themsehardd their time. Othershowever, felt that it has
increased their workloadT heyattributed this to the timerequired todeliver thehealthtalk to
caregiverson the COVIBL9 preventivestrategy,time neededto provideinstructionsand support
caregivergo administerthe first doseandeffort requiredtoad dr ess car egi ver s
credibility of the programme given the COVHR9 context— all ofwhichthey said resulted in
extended work hours for thenBome community distributorsestimated that theynow spendclose

to 1%extra hourson the job daily.

’

For time spent creating awareneamongcaregivers on the credibility of the SMC programme,
evidencesuggests thatommunity distributorsn Kano invested a lot more time this, given thait
was the first time thgorogramme was being inmented in the state. Across both states, more
effort was required imural communities than in urban aregéme spent sometimes also varied from
household tohousehold. According to@mmunity distributorin Sokoto, you might have to spend
some timesensitising caregivers one householdwhile in another household where they have
more knowledge of the preventivmeasuresijt doesnot takemuch time.

G¢KS 62N @ 2 dnin(iésyor eXainglgwaed youy o n
come and do yountroductionXwill increase to 5@ninutes This is
because you will have to go throughetpreventiveneasures and

tell them aboutit stepby step.€ (Sokoto, 8koto

South_female_02).
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time; we wereworking normally in our normal hours and the

challenge of accepting us by trerents ofthe children wasot

muché (KanoKMC_female_03).

oMy work is taking much time but it has not become a problem
for me becausevhat wasadded ismportantfor the preventionof
the virus The additional work is for preventigmot for any other
GKAY3I I yR A anyRingRy 0 ( Sokdoiza & dza
South_female_04).
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7.5.3 Equipment availability

IPC equipment was mostly adequate anailable in Sokoto and especially so for health facilities in
urban areas across both states. Masimmunity distributorsn urban parts of Sokoto state revealed
that there wasnever a time theythat experienced ahortage of most IPC equipment; they were

even given backips of almost allCOVIBL9-related commodities in some instances. The only issue

of concernwasthe quality of masks made out of fabric. The materials issued to them were sufficient
to the best of theikknowledge and when they retued at the end of the day, they discaed the

used disposable materialandleft all other materials atthe healthfacility, to becollected athe

start of the nextday.

For Kano, someommunity distributorgeported that they had to ration the quantity dfand

sanitiser they usel eachtime because they were mindful that there might not be a replacement if it
werefinished. Other shortagesxperienced were for hand gloves, fabasks and disinfectants. In

one case, @ommunity distributorfrom a rural areasaidthat not allcommunity distributorgyot
sanitiserwhenit wasdistributed. Disposable facenaskswere issuedto somecommunity

distributorsin the urban areas in Kano. They felt that the cloth masks would have been better since
itcouldbe recyclable.

Thenumber ofhijabhanded outin Kano was limitedcommunity distributorsvere meant to return
theseat the end of eachivorkday. The problem was that no names were writtengamments so for
subsequent cycles, thgjabwere redistributed without necessily matching people to the one they
had used previoushCommunity distributorgelt that this was not good becausme mightend up
wearinga hijab used by someone else. Thevas alsa shortage of tally sheets and chalks for house
marking. Oneeommunty distributorin Kano said thatommunity distributorsvere only issued one
sheet, such that they had to spend eoft-pocket to produce the quantity theyeeded ifmore were
required.

& [ augin§handsanitiser, we tryto minimise usagesothat it gets
usthroughthe cycle.Sometimeswe do not applyit whenwe come
out ofthe fifth compoundbecauseve might not getanother¢
(KanoKMC_male_01).

G2S gSNBYyQil akK2NI 2F A (sS8sytheyo SOl dzaS t A1 S
were given fofour days. When we confer day one, they give us

for day one and cycle one ahén when we go for cycle two, we

were given topwhen we went for cycldree,we weregiven

another tillcyclefour and honestly we haveneverhad Issues’

(Sokoto,Sokoto South_female_04).

7.6 Outcome of new drug administration rule

Caregivers’' |l evels of ad boenmemitydistribatasoniadmsnistratioc t i on s

of SMC doses amdiscussed here. Reports indicated that compliance levels were high, as cahfirme
by lead mothergfemale members of the community who are recruited by community leaders to
ensure adherencé day2 and 3 dosesof AQ), althougltasesxistedwhere thedrugswere not
administeredat all. 51



7.6.1 Caregivers’ adherence to instructions

Following the IPC guidelines, the new rsilipulatesthat caregivers administer the first dose of
SPAQo the child under the supervision of tteammunity distributor which is in contrast to the
previous SMC protocol that ditbt specify whashould administer the drugéowever, out of habit
rather than explicit guidancehis was mostly theommunity distributor) Community distributors
provide hand saniter to the caregiver and direct them to apply it owkeir hands for thestipulated
30seconddeforethe drugis administered.

In one FGD with femalommunity distributorsn Sokoto, it was mentioned that some caregivers
requested the firsdose of SPAQ be given to them to administer to the child later, but when the
community distributorfollowed up thenext day, they discovered the drug was not given to the child.
This finding was corroborated by matemmunity distributorswho disclosed that when the lead
mother went back for a cheelp the next day, thegiscoveredhe drughadnot beenadministered

to the child.

Most children reacted positively to drugs administered by caregiaadsvere happy taeceive the
drugs from their parents. Only a few showed displeasure through crying and rusnwangand
insisted that thecommunitydistributorsadminister the drugsCommunity distributorgelt that this
was more common amongjder children who remembed previous instancewhen health workers
would give them sweets aftexdministering drugs as they do while administering polio
immunisation. This statement warroborated by a femaleommunity distributoras a suggestion
for all femalecommunity distributorgn a different session in Kanproposingthat sweets shoulde
givenasincentivesto the children.Community distributors wereoncerned thatwith the new
practice caregiversendedto make up excuses for not havingdive the child the first dose in the
presence of theeommunity distributor since theyrealisal they would bethe oneswho hadto
administer it. Someommunity dstributorsfelt that parents used the excuse of a childaving not
yet eaten,that they were absenbr still sleeping to persuade thmmunity distributorgo leave
the drugs for them to administdater.

Additionally, alcommunity distributorgeported that the time taken to deliver drugs increasdthis
wasnot necessarily relatetb administering the drug itself, but because of all the necessary
precautions required before thérugscouldbe administeredsuch as hand lgiene processes by
community distributorsand caregiversdowever mostdid not seem negatively affected by the
additional workloadMany agreed that for subsequent cycles, the time taken to administer the drug
wouldlikelydecrease as caregivers becamermaware of the quantity of water and how to dissolve
the drugswith minimal instructions/supervisiofrom the community distributors

dFirst,when we go out, we showed them how to give the
children the medicinand when we went back agafithere was
no poblemt they gave thenlike theyshould¢ (Kano, KMC _
female_03)

2SS R2 3IAQPS GKSY (KS NB3IdzFrGAz2ya tA1S GKS
us regulationand they followWe tell them and they
understandé 0 { 20kdoBauth fefnale_03)

GThereare those that will prefer taking from their parent because
they do notknow us angdsometimes, the parents have to struggle
with the child before he wiligreeto takeit.€ (Sokotq Sokoto
South_ female_03).
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7.6.2 Community distributors’ support to caregivers

Caregivers mostly adhered to instructions of how the first dose of the drug should be administered.
During the first cycle, a few caregivers (especially young mothers in Kano) insistedtiraunity
distributorsadminister the drug themselvekowever, insubsequent cycleshey did this without
assistanceCommunity distributor@greed that they had to assist the caregivers at some point,
especially during the first cycl&his was usuallyy administering the drug to one child while
supervisig the caregiver to administer the drug to othehildren,includingsupervisinghe quantity

of water the caregiver ugbwhen administeringSPAQ.

Community distributorslisclosed that they had to provide some form of assistance to the caregivers
when admirsteringhe SMC drugs to children. Tigsdone either by administering the drug to the
child directly on thdirst day, then giving advice on the appropriate dosage for days two and,three
or cajoling the childby singingsothat the childwould take the drugfrom the caregivedirectly.

A few femalecommunity distributorgdisclosed that some caregivers tend to fofeed children who
dislike like the SM@rugs, but they try to advise the caregivers to rather cajole and sometimes carry
sweets along in thevent that they come across such children. For this reason, some children
preferred thecommunity distributordo administer the drug themselves and would not te&RAQ

from their caregiversgausing community distributort® administerSPAQn somecases.

G2 KSy GKS OKAfR NBTFdzaSa G2 02ttSOG AG FTNRY
it and give thehildé ¢ { Biladilfénzale 03).

& { dzNiere are times where they will need our help to give the
medicine tatheir children, like sometimes we have to show them
how they will dissolve theedicinein waterandthe amountof
water needed andow theywill give itto themé (Kano,
Warawa_male_04)

7.7 Adaptation to implementing infection prevention and control measures

In omeinstancescommunity distributorsvere forced to improvise to make up for a lack of
resourcer to adjust tomeasuregshat were not comfortablefor them. Thisincluded:

1 Theuseof methylatedspirit or bleachasan alternative to handsanitiserghat had been
finished

1 Resortingo carrying kegs of water aroundr sourcing water at the community for
handwvashing for those community distributorsvho reactedto the alcoholbasedsanitisers

1 Takingoff the mask intermittentlyto adjustfor breathlessness

1 Spendingut-of-pocket to replace some materials only onecommunity distributorin an
urban area in Kano mentioned being given money from the facility to reayélbL9-
relatedcommoditieswhen theyran out

In one of the female sessions, a fematemmunity distributorstated that she had to improvise by
using handsanitiserafter visitingthree compoundsinstead of after each compound ake had been
trained, to effectivelynanage the amount so as not to rent. Some of theommunity distributors
also initially had difficulties with havirtg use facanasks and would intermittentlgemove themto
breathe before puttinghen backon to continuetheir work.
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GThe parents of the children were scared when tleay $s putting

on face maskhecause they thought we came with something new
and some said they could ratarus.So,we employeda new
tacticsof maintaininga distancebeforeremovingour maskto
addresghe caregiver® §Sokoto,Tangaza_Female _04).

7.7.1 Perceptions of community distributors about COVID-19

Generallycommunity distributorsbelieve that COVHR9 exists and took the necessary precautions.
A malecommunity distributordisclosedhat he hal seen and conversed with recovet€OVIEL9
patients who had shared the@xperiences—hence his belief in the existence of the virus
regardless of rumoursCommunity distributorsvere generallyeassured and motivated to go about
their work because they were fully kittemuit with COVIBL9-related commodities. However,
community distributorgeported that many caregivers still had somésconceptions about COVID
19. A couple of caregivers believed that the virus was polijficadnufacturedo generate fundfor
the states, while dters felt that although the virus exists, it only infedthe rich and people who
had travelled abroad recentifCommunity distributordelt that these misconceptions affectatie
seriousness with which caregivers adhered to instructicnstributingto increasing theiworkload
whentheytried to sensitisgpeople

Several misconceptions about the treatment and cureG@VIBLI persist. Someommunity
distributorsbelieve that COVHR9 is likea coughandcan be treated with cloves, blag&pper and
ginger, while others believe that bathing with very cold water would be effectivedacingthe
symptoms. Iraddition,community distributordn Kano discussed rumouabouttreating COVIBL9
with garlicor chloroquine They also spoke afparticular pgeintheHo | y  @at méngoned
that atiny strandof hair soaked irwater canbe ingestedto cure COVID190thersuggestedures
includinglemon,vitamin C,and metronidazole(Flagyl).

G! L) dzydAf y28> GKSNB FNB a2YS LJS2L)X S 6K2 R?2
COVIEL9 exists, s you find those kinds of people you will suffer

before you convince therheymay listen to you but won't believe

what you are sayingf you find those kinds péople,there isa

problem® gKano_Kura_male_01)

"We believee2 NB Yyl RA&aSFHaS Aa (GNHzSTI 06SOldzaS 46SQ@S
social mediawehave seen it affect other people and people we

have worked with have seemith their eyes and told us G Q &

true that corona exstsd §Sokoto,Tamgaza_male_04).

8 Discussion

Thisstudy aimed to assess the quality of, and mmu ni t y ddheyenae toplRCtmeassrés

for SMC delivergduring the COVI29 pandemic in Nigeria. The results provide valuable insights into
both, with community distributoradherencevarying across thdifferent IPCdomainsin Kanoand
Sokotostate.

Availability of COVHR9-related commodities during the 2020 SMC campaign varied in both states,
with the overall findings suggesting that the availability of necessary equipment for preventi&g and



controlling COVIEL9 transmission was not adequate. Disparities in availability of equipment across
both states is likely due to differences in the procurement processes of the different funders of SMC
implementation in Sokoto (philanthropic funding) anan¢ (Global Fund). In addition, these
differences in equipment availability could also be reflective of the different levels of experience in
implementing SMC among key programme personnel, especially since SMC has been implemented
in Sokoto for comparately longer than in Kano state. There is also evidence of differences in the
efficiency of distribution processes, systems and infrastructure across states in ifjedmetimes
resulting ina disconnect betweerthe expected time of delivery and actudlivery of goods.
Consequently, the level of equipment availability reported during the study, especially irstéaeo

most likely did not provide the optimal level B#fCrequired to reduceCOVIBLI transmission.

Evidence o&lack of adequate IPC equinent was reinforced by the qualitative findingsommunity
distributorsindicated that, for example, harshnitisersupplies lasted for just a few days and some
had to usetheir personal funds to buy essential IPC materials when no replenishment wadgaovi
Having tobuy COVIEL9-related commodities might have been demotivating for temmunity
distributors potentially affectinghe quality ofservicedeliveryduring thecampaign. Challengegth
the availabilityof equipmentalso led tocommunity distibutorstrying to adapt and make
adjustments while implementing IPC measures.dx@mple, someommunity distributoraised
methylated spirit or bleach in place of hasdnitiser and used handanitiseronly after everyfew
houses, instead of after each house, to manage thgpply. Although against national guidelines,
these types of adjustmentsere consistent withreports fromother settingg?°-22 Furthermore,
where community distributorgesorted to carrying containsiof water for handwashing—which
significantly addd to the weight of what they carried and most likedpwed downtheir movements
—this mayhaveimpacted on their ability to meedaily householdargets.

Overall, adherence to IPC measures was conipelst better in Sokoto state than in Kano state.
Notably, morecommunity distributoran Sokoto adhered to hand hygiene measures and psedti

safe distancingBetteradherence tdPCmeasuresn Sokotomaybe due tostricter supervisiorand
monitoring of adherence to IPC measures by supervisors, perhaps as a result of more established
supervisorystructures and processes. As suggested elsewhere, conformity to guidelines will be
higher ifsupervision and monitoring of theommunity distributosis strict and effectivé?

Community distributorgn Sokoto reportedly had job aids and poste&rgheir possession, which they
usedmore frequently, which may explain their higher level of IB@npliance Asimilarfinding has
emerged irstudiesthat have demonstrated increased adherence to guidelitasto job aids?3-2%

Across the key IPC domains, there were varying degrees of adherence to IPC guidelines across the
two states.Adherenceo handhygienewith soapand wateror handsanitiser wagow, particularly

in Kano state. It is, however, important to highlight that the study applied strict standards to
measure adherence to IPC measures (i.e. abinaryyesdPaa) t i al ’ a d hassessaidc e was
which could have resulted lower levels of adherence being reported. Among those thet

adhere, morecommunity distributoraused handsanitiserthan soap and wateicommunity
distributorsstated that handsanitiserwasmore convenient to use and that water was not readily
available in some households for washingth soap. Adherenct hand hygiendor the
recommendedime period was evetower, potentially linked to concerns over meeting daily
household target&¥ Handwashing guidanageliberately recommended 30 seconds in order to
increase the likelihood afommunity distributorsvashing their handfor at least 20seconds, which
wasthe standardnternational guidancat thetime ofthe study.There was some evidence that
adherence vaed by health worker characteristicsiost notably femalecommunity distributorsn

Sokoto state and oldezommunity distributoran Kano state adhered to hand hygiene measures

more frequently.

Practising safe distancing throughout the campaign was lgleachallenge forommunity
distributorsin Kang and thiscould be due to the limited space within compounds. In both states,
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community distributorsalso occasionally forgot tmaintain a 2m distance and some caregivers
insisted thatcommunity distributas move closer to them as a conditiéor accepting SPAQ. In rural
Kano, male caregivers often insisted on a handshake and perceiveeftisal asignifying
communi ty &earaftontiadiing tCOVHE from them. Sougou et al. describe how social
values including solidarity between extended family groupsake respecting social distancing
during COVIBEL9 in west African societies particularly challeng®d@ o over come t h
recommendations’ coul d be isoeranoped.umbethdrthe or d
community distributorisindoors vs. outdoors, and whether they are wearing a mask. Some
community distributorsargued that as long asfacemask is worn and proper hand hygiene is
observed, adequate physicddistancing will be moréeasibleif the requireddistanceis reduced to
onemetre.

A higher proportion oEommunity distributorshad their temperature checked with an infrared
thermometer in Sokotdhan in Kano. However, due to a lack of data on avaitglfiinfrared
thermometers at the healtliacility, we cannot conclude whether this difference is due to
compliance or equipment availabilit¢.o mmu ni t y arceptions db thetingportrice of
temperaturetaking and knowledge of asymptomatidection must be consideredn the absence of
a fever, some&ommunity distributoranay feel they cannot have COVID andso do notneed to
take extraprecautions withregardto handhygiene, socialistancingetc.

Due to low availability of disinfection wipesd biowaste bags, there is a high level of missing
adherence datdor these indicationsn both statesmakingthesefindingsinconclusive.

In Kano state, due to supply chain ississnecommunity distributorgdid not receive a new face

mask Instead theywere asked to use their own personal face mask (personal communication, SMC
ProgrammeDirector, Nigeria). Data from the caregiver satisfaction survey suggest that around a
third of community distributorsnKanowere wearinga facemaskwhentheyvisitedhouseholds

Adequate knowledge and positive perceptions of the IPC guidelines acoomgunity distributors
was a key facilitatingactor for adherence, iradditionto community distributorsndicatingthat the
measuresvere feasibleto implemert. The qualitative findings suggest that the IPC guidelines were
clearly communicated during trainingshich is vital to increase adheren&é&?% However, to

further increase knowledge of armboperation with the IPC measuresd to develogcommunity
distributors'ability to communicate these witbaregivers, future trainings could utilise role plays
which haveprovedto be a usefutommunicatiortool.?!

Community distributorsnentioned that these measures made them confitieo participate in the
2020 SMdlistribution, even with the presence of COVIB. They explained that the measures
alleviated theirfearsof contractingCOVIBL9, with somecommunity distributorsn Kanaindicating
that theywould not havebeenwilling to “risk their lives for the job if they had not been trained on
the IPC measures and if COM®related commoditiehad not beenavailable Community
distributorsfrom Sokoto suggested that the IPC measymewided an important and previously
missing potective measure for themarguingthat suchmeasures ought to have been put in place
even prior to COVHR9. There appeared to be cle@cognition of the usefulness of faceasks and
handwashing as effective IPC measures, espeaiabngcommunity distributorsvho are trained
health workers angthus, were already familiar with their benefits*25 Community distributors
having supervisors who checked on them unannounced to enforce adhetertlce guidelines was
another facilitator’?>25iCommunity distributordelt that the use of COVHD9-related commodities

and branded clothing made them easily recognisable and respected by commanitpers which
motivated them to adhere. Another key facilitator was that IPC equipmentmestly acquate and
available, particularly in Sokoto and especially so for health facilities in areas across both
states. Mosttommunity distributorgn urban parts of Sokoto state revealed that there was rarely a
shortage of IPC equipment ajid most instaices, they were even given backup. Additionally, most
community distributoran both states indicated that the transportation of additional IPC mateggls



did not pose ahallenge as work supplies were relatively lightweight. The media and community
leaders as part ocommunity engagement strategies for mass drug distributf@hsere also crucial
in disseminatingelevantinformation with respectto COVIBL9 amongcaregiverswithin
communities.

Many community distributorsvere not used to wearing faamasks for prolonged durationSmilar

to other studieg?® somecommunity distributorgeported that they found them uncomfortable and
struggled to use thernthroughout the day. Someommunity distributorscomplained of difficulty
breathing, while othes indicated that caregivers wermt able to hear and understand them
properly while theywere wearing face masks. There wealso reports that caregivers always
wanted to see the face behind the masks, sometimes thinthagthere were ulterior motives
behind wearing masks during SMC campaigns. Fatamgpaigns could focus more on discussing the
importance of maskvearing during caregiveawarenesgaisingto dispelmisconceptionsAlso,

mask’ r earibdscouldbe introducedfor community distributorse.g. when travelling outdoors
between compoundsor at other times when a 2m distance can imaintainedto minimise
discomfort.

A risk factor for infection was the use of the public transport system to access some communities
and health facilities, potentially exposing som@mmmunity distributorso COVIBL9 since

government regulations cfafedistancing are not always enforced. Soomenmunity distributors
argued that implementing the IPC measumesreasedheir workload dugo the time it took to raise
awareness, address any questions and prowidéuctionson administeringthe first dose—all of
whichwere barriersto adherence. Howeventher respondents argued that the IPC measures did
not significantly affect their wddoad as this wasimplya functionof whether community
distributorseffectivelymanagedheir time.

There were high reported levels of awareness of C&IBmong caregivers in Kano and Sokoto,
possibly due to the high volume of COMI®messages hea or seen, with the radio being the most
common source of information. Such insights about where caregivers receive the majority of their
information about COVH29 should be utiied to maximée awareness creation within communities
as part of strategieto mitigate transmission, as has been proposed in other disease outbifaks
Most caregivers reportedhat the one keymessagehat stayedwith themwas' C ONM9kD | | s’

This key message, wasshwend haasn tvenheeerigse ssauscahfy éa,sd ‘st a |
and° i mportant to wear a face mask’'ssdtomiigated be str a
COVIB19transmission, as has been done in other panderdit€aregivers recommended hand

hygiene as key positivechangethat should remain afterthe pandemic,a clearacknowledgement

that handhygieneis a crucial aspect ®#C even beyond the coronavirus pandemic. O9@percent

of caregivers in both Kano and Sokoto state indicated that they agree the €1O\¢Hety

precautions were necessary, although more than half of caregivers indicated that these were
uncomfortable, which isimilarto findings from other studieg!

Thenew SMC drug administration strategyhereby caregivers administer SPAQ under the
supervision of @ommunity distributorhad some untoward effects. Lapses in SMC drug
administration arose as sonmaregivers requested that the drugs be left with them thranister
later; however, upon return thenext day,community distributorsliscovered that in some instances,
the drugshadnot beengiven to the child. Such lapsesuld and should be addressed in future
trainings by emphasising that albmmunity distrilutors mustobserve thecaregivers administéng
the SMC drugs on the first day, complete tally sheets and mark hagsesdingly. This instruction
should be followed up through strict monitoring by supervisors keadl mothers. Adequate
counselling shoultde provided to caregiversvhile also stressing that forcirahildren to take the
SMC drugs is forbidden and can even be dangerous for the child. Dortisghold visitscommunity
distributorsshould use and give advice on other persuasive approachesreasecompliance by
childrent®? 57



Caregivers’ p er c e plE pandersic aod IPChmedsires selersed 10 &ffeéct the
seriousness with which they regarded the instructices well as their level of compliance with the
community distributorsincluding acceptance of the SMC drugs. The finding that some caregivers
were worried whencommunity distributorsvisited their households because they felt that
community distributorgposed a health threator that the IPGneasures being implemented were
unnecessaryshould be taken seriously and addressed. Tharshe achieved by emphasising the
benefits and importance of the IPC measures using targeted pudsdith messages througheh
media and other relevant communication channéig Engagingvith community leaders and
deploying these targeted messages using established commsatnitytures and networks will also
be beneficial, especially in rural communities where there weveefepositive perceptions about
the IPC measures compartmurban areasas highlightedby the qualitative findingsCorrective
messages, for example using radio jingles, should be used to cauigeonceptions that COAL®
can be treated with herbal reedies, especially since radio wdsntified as a key source of
information for most caregivers. It should also be appropriatelsnmunicated that the coronavirus
pandemic is not political propaganda being used to genefatdsby somepoliticians.

The hternational guidance and standards for safe implementation of 8Cwererapidly
developed for the020campaigrnwere basedn the bestavailable evidence dhe time, including
the relative contribution of different transmission pathways to tlspread of COVHDI. It is evident
that differences between national and internation&Cstandards existedn Kano statefor

example due to supply chain issues, som@mmunity distributorsvere asked to use their personal
mask (personal communicatip@MC Programme Director, Nigeria). Future campagaoald work
with relevant stakeholdersuch as the national malaria programpte ensure nationaguidelines
are in linewith internationalguidelineswhere possible.

9 Limitations

There areseveral limitations of the observational tool used in this study. Firstly, it was based on
direct observationshat could have been subject to the Hawthorne effect, whereby¢bmmunity
distributor alterstheir behaviour because they are being obseri#@dVe explored the potential
impact of theHawthorne effect using logistic regression. In the adjusted analysis, there was no
evidence thabbservation time was associated with hand hygiene adherence in Kano or Sokoto
state. Theobservation tool was als@stricted to the SM@PCactivities stipulatedn the job aid and
based on international guidance. Due to the rapidly changing nature of the €X@\fiBndemic,
there were local adaptations to the types of equipment used and the drdesichsome of the
activities took placewhichcould not be captured in the data collection tool. Efforts werade to
accommodate local adaptations where possible in the data collector training, bugl#Lisible that
the indicators reported hereinderestimate the actual compliance where equivalegtipment

were used otPCevents took place at a different time iwhen they were observed. Finally, the tool
did not capture availability of the infrared thermometat the health facilityor soap andvater at
the health facility or compound, and results shouldiberpretedwith this caveat irmind.

It is worth noting that the quantitative findings presented here relatéR€adherence and
equipment availability in the latter two cycles of SMC, &rdhe selectedurban and rural
geographical areas. Readers should interpret the quantitative findings within timssdaries.
Qualitative findings allow the reader to gain insight into additional issues occtiiogghoutthe
four-month campaign.

10 Conclusions

Largescale delivery of health interventions such as SMC present a significant challenge in terms of
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IPC which is particularly important in the context of the COXtEpandemic. Here, we describe
adherence to important IPC measures that wereidgpintroducedfor the SMC campaign in Nigeria
in 2020. Varying degrees of adherence to the IPC guidelinesolisszved across both Kano and
Sokoto state, with some measures proving particularly challengihigh may be paly due to
equipment availabily. However, factors such as adequate knowledgd positive perceptions of
the IPC measureas well as feasibility of implementatipprovidedfacilitatorsto adherence.

11 Research uptake

The table below outlines the research uptake pliacjuding specific activities and the targeted
stakeholdersTheresearchuptake processvill involveadvocacyand sensitgation, further
communications via progress meetings with internal and external key stakeholderardc.
knowledgemanagement.

Reseach
uptake
objectives

To engage key
stakeholders

throughout the
study irNigeria

Researcluptake
activities

Targetedkeystakeholder(s)

Stakeholders
needs

brief, newsletter
updatesetc.

Implementingpartners

1. Host introductory NMEPFMoH Consult
meetings when
developing the MalariaConsortiumkeytechnicaland | Consult
researchproposal operationalstaff
GiveWell Inform
SMQechnicaldvisorycommittee Consult
Sensiisation Communityleaders Raise
meetings awareness,
Health facilityworkers/icommunity Influenceand
distributors inform
LGAPHQunit Inform
Caregivers Inform
Progressneetings NMEP Inform
during the study
implementation Malaria Consortiunkeytechnicaland | Consult
operationalstaff
GiveWell Inform
Technicahdvisorycommittee Consult
Produceresearch All key stakeholders: NMEP, SMEP, | Informand
report, research Malaria Consortiunbeam, influence
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12 Recommendations

T

Future SMC campaignsshoglb nsi der how to i mprove the comm
enhanced IPC measures to promote caregiver acceptance of the IPC measures. Awareness
campaigns should start as early as possible and consider visual and audible infoyswuation

as posters and radio jghes to support illiterate caregivers, using existing community
structuressuchastown criers andead mothers

Futurecommunity distributortraining must emphasise the importance of the enhanced IPC
measures tancrease knowledge of and cooperation witte measuresand develop
community distributos °  a bdorhniuhigate these with caregivers. The identification of
role models to help othecommunity distributos feel more confidentwith the protective
measuresouldbe integratedinto the training.

To assiscommunity distributos with maintaining a safe twmetre distance within
compounds, gradedecommendationgouldbe introduced putliningdistancing
requirementsfor certainscenariose.g.whetherthe community distributorisindoorsor
outdoorsandwhetherthey arewearinga mask.

To improvecommunity distributorcompliancewith wearing efacema s k , ‘“rest’ peri
beintroduced, e.gwhen travelling outdoors between compounds and at other times when
community distributorsare ale to maintainatwo-metre distance.

Monitoring and supervisory structures and processes should be strengthened to improve
community distributoradherence to the enhanced IPC measures, which may include the
enforcement of regularynannouncedspot checkbyc o mmu ni t y dupevisars. but or s’

Future SMC campaigns must address the shortage of certain IPC equipment in botlastates,
this was a key barrier to compliance with the some of the enhanced IPC measgrésnd
hygieneand safedisposabf equipment.

As adherence to individual IPC measures was low, future guidance must include different
types of measures to maxisei the odds of at least some measures being adhered to at any
giventime.

There should bemgoing review of current IPC guidelines in light of further knowledge of
infection risk fromCOVIBLY, to determinewhere somemeasuresould potentially beeased
to aid adherence.
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15 Annexes

Table 13: Adherence to infection prevention and control measures in Kano State, Nigeria

Indication and domain  Value (n) Number Percentage

(N) (%)
Number of community distributors overall 252 100
Hand hygiene* total (N=1503) 11 1503 0.7
Handsanitiser(N=1503) 11 1503 0.7
Soapandwater (N=1503) 0 1503 0.0
Any hand hygiene** total (N=1503) 109 1503 7.3
Handsanitiser(N=1503) 103 1503 6.8
Soapandwater (N=1503) 5 1503 0.4
Disinfection of SPAQ blister packs total (N=9) 0 9 0.0
Disinfectionbeforeleavingfor the community(N=3) 0 3 0.0
Disinfectionafter five compoundqN=3) 0 3 0.0
Disinfectionat healthfacility before storage(end of day) (N=3) 0 3 0.0
Mask use* total (N=86) 53 86 61.6
Safe disposal of masks and wipes total (N=0) 0 0 0.0
Safedisposabf wipesin the community 0 0 0.0
Safedisposabf maskat healthfacility at end of day 0 0 0.0
Safedisposabf wipesat healthfacility at end of day 0 0 0.0
Safe distancing in the compound” total (N=1206) 62 1206 5.1
Safedistancingat compoundl 11 242 4.5
Safedistancingat compound? 11 243 4.5
Safedistancingat compound3 12 239 5.0
Safedistancingat compound4 18 240 7.5
Safedistancingat compoundb 10 242 4.1
Ensure community distributors are healthy™? total (N=504) 1 504 0.2

*Washedhandswith soapandrunningwateror handsanitiserfor > 3 €&conds

**Washedhandswith soapandrunningwater or handsanitiser

~ during triage AND whedetermining age eligibility AND SPAQ eligibility AA¥AQ administration AND
instructions ANessagesn compoundswherethe spacewasnot too smallto be measured

~MTaketemperaturewith infraredthermometerat start and endof the dayat the healthfacility
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Table 14: Adherence to infection prevention and control measures in Sokoto State, Nigeria

Sokoto

Indication and domain  Value Number Percentage

(n) (N) (%)
Number of community distributors overall 259 100
Hand hygiene* total (N=1578) 56 1578 3.5
Handsanitiser 42 1578 2.7
Soapandwater 14 1578 0.9
Any hand hygiene** total (N=1578) 578 1578 36.6
Handsanitiser 528 1578 335
Soapandwater 50 1578 3.2
Disinfection of SPAQ blister packs total (N=78) 20 78 25.6
Disinfectionbeforeleavingfor the community(N=26) 5 26 19.2
Disinfectionafter five compoundgN=26) 7 26 26.9
Disinfectionat healthfacility before storage(end of day) (N=26) 8 26 30.8
Mask use* total (N=742) 548 742 73.9
Safe disposal of masks and wipes total (N=98) 49 98 50.0
Safedisposabf wipesin the community(N=18) 10 18 55.6
Safedisposabf maskat healthfacility at end of day (N=62) 29 49 59.2
Safedisposabf wipesat healthfacility at end of day(N=18) 10 18 55.6
Safe distancing in the compound” total (N=1279) 211 1279 16.4
Safedistancingat compoundl 42 254 16.5
Safedistancingat compound? 42 258 16.3
Safedistancingat compound3 41 252 16.3
Safedistancingat compound4 40 256 15.6
Safedistancingat compouncb 46 259 17.8
Ensure community distributors are healthy?? total (N=518) 117 518 22.6

*Washedhandswith soapandrunningwater or handsanitiserfor = 3 $&conds

**Washedhandswith soapandrunningwater or handsanitiser

~ during triage AND when determining age eligibility AND SPAQ eligibilitysRNQ administration AND
instructions ANessagesn compoundswvherethe spacewasnot too smallto be measured

MTaketemperaturewith infraredthermometerat start and endof the day at the healthfacility



Table 15: Adherence to hand hygiene with water/soap or hand sanitiser, by environment (health facility or community)

and state

Indication and domain

Hand
sanitiser

Value

(n)

Number

(N)

Percentage
(%)

Kano
Hand hygiene with soap/sanitiser for 230s total 0 11 11 1503 0.7
(N=1503)
Handhygienebeforecommunity(N=241) 0 3 3 241 0.2
Handhygieneat the compoundgN=1257) 0 8 8 1257 0.6
Handhygieneat compoundl 0 4 4 251 1.6
Handhygieneat compound? 0 1 1 252 0.4
Handhygieneat compound3 0 1 1 251 0.4
Handhygieneat compound4 0 2 2 252 0.8
Handhygieneat compounds 0 0 0 251 0.0
Handhygieneafter disinfectingmaterialsin community 0 0 0 3 0.0
(N=3)
Handhygieneafter disinfectingmaterialsand disposing
of 0 0 0 2 0.0
wipesand mask(N=2)
Kano
Water and [Hand sanitiser
Indication and domain soa Value [Number |Percentage
P | () (%)
Any hand hygiene total (N=1503) 5 103 | 108 (1503 7.2
Handhygienebeforecommunity(N=241) 3 22 25 241 [10.4
Handhygieneat the compoundgN=1257) 2 80 82 1257 6.5
Handhygieneat compoundl 2 34 36 251 [14.3
Handhygieneat compound? 0 13 13 252 5.2
Handhygieneat compound3 0 11 11 251 4.4
Handhygieneat compound4 0 14 14 252 5.6
Handhygieneat compounds 0 8 8 251 3.2
Handhygieneafter disinfectingmaterialsin community 0 0 0 3 0.0
(N=3)
Handhygieneafter disinfectingmaterialsand disposing
of 0 1 1 2 50.0
wipesand mask(N=2)




Sokoto

Water Hand
Indication and domain | andsoap sanitiser \Value [Number |Percentage
(n) | (N) (%)
Hand hygiene with soap/sanitiser for 230s total 14 42 56 1578 3.7
(N=1578)
Handhygienebeforecommunity(N=252) 11 6 17 252 7.1
Handhygieneat all compoundgN=1278) 2 30 32 1278 25
Handhygieneat compoundl 0 12 12 257 4.7
Handhygieneat compound? 1 4 5 254 2.0
Handhygieneat compound3 0 5 5 255 2.0
Handhygieneat compound4 0 2 2 255 0.8
Handhygieneat compoundb 1 7 8 257 3.1
Handhygieneafter disinfectingmaterialsin community
(N=26) 0 4 4 25 ]16.0
Handhygieneafter disinfectingmaterialsanddisposing
of 1 2 3 23 13.0
wipesand mask(N=23)
Sokoto
Water and |Hand sanitiser
Indication and domain soap \Value [Number |Percentage
(n) | (N) (%)

Any hand hygiene total (N=1579) 50 521 571 (1579 36.2
Handhygienebeforecommunity(N=252) 33 78 | 111 252 144.0
Handhygieneat all compoundgN=1278) 12 416 | 428 (1278 33.5

Handhygieneat compoundl 3 109 | 112 257 43.6
Handhygieneat compound? 2 82 84 254 33.1
Handhygieneat compound3 2 76 78 255 [30.6
Handhygieneat compound4 3 79 82 255 (32.2
Handhygieneat compoundb 2 70 72 257 28.0
Handhygieneafter disinfectingmaterialsin community
(N=26) 1 17 18 26 169.2
Handhygieneafter disinfectingmaterialsand disposing
of 4 10 14 23 160.9
wipesand mask(N=23)
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Table 16: Time spent washing hands, by location of hand hygiene and state

Indication Kano Sokoto

Timespent washingpandsat healthfacility (secondsjmorning) Value Number Percentage Value Numbe Percentag

(N) (n) (N) (%)
Mean[SD]min, max 15.1[9.7]2,35 20.3[7.3]5,48
Nohandhygiene 227 | 252 90.1 147 260 56.5

Timespentwashinghandsin compoundl (seconds)

Mean[SD]min, max 15.9[11.0]3,51 19.4[7.3]5,35

Nohandhygiene 216 | 252 85.7 146 260 56.2

Timespentwashinghandsin compound2 (seconds)

Mean[SD]min, max 14.1[7.1]5, 30 18.4,[6.8],5, 30

Nohandhygiene 239 | 252 94.8 172 260 66.2

Timespentwashinghandsin compound3 (seconds)

Mean[SD]min, max 17.3[9.9],3,40 19.3[7.0],5,30

Nohandhygiene 241 | 252 95.6 178 260 68.5

Timespentwashinghandsin compound4 (seconds)

Mean[SD]min, max 17[10.5]5, 40 18.3[6.3],2,31

Nohandhygiene 238 | 252 94.4 177 260 68.1

Timespentwashinghandsin compound5 (seconds)

Mean[SD]min, max 13.9[5.6],8, 25 18.5[7.4],5, 35

Nohandhygiene 243 | 252 96.4 187 260 71.9

Timespentwashinghandsin facility (secondsfPM)

Mean[SD]min, max 21.5[10.2]5,42 21.9[6.5]8,32

Nohandhygiene 234 | 252 92.9 208 252 82.5

Table 17: Adherence to mask use, by environment (health facility or community) and state

Indication and domain Value (n) Number (N) Percentage (%)
Sokoto
Mask use* total (N=742) 548 742 73.9
Maskusebeforeleavingfor community 169 207 81.6
Maskuseat compoundl 77 107 72.0
Maskuseat compound? 79 107 73.8
Maskuseat compound3 76 107 71.0
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Maskuseat compound4 73 107 68.2
Maskuseat compounds 74 107 69.2
Kano
Indication and domain Value (n) Number (N) Percentage (%)
Mask use* total (N=86) 53 86 61.6
Maskusebeforeleavingfor community 16 26 61.5
Maskuseat compoundl 8 12 66.7
Maskuseat compound2 9 12 75.0
Maskuseat compound3 7 12 58.3
Maskuseat compound4 7 12 58.3
Maskuseat compoundb 6 12 50.0

Table 18: Proportion of indications where safe distancing was practiced, by step — Kano state

Safe distancing practiced

Kano

Sum of compounds

Number

(N)

Percentage
(%)

Duringtriage 325 1202 27.0
Whendeterminingchildsage 433 1210 35.8
Whendeterminingeligibilityto receiveSPAQ 316 1205 26.2
DuringSPAGadministration 313 1235 25.3
Duringinstructionsfor day2/3 328 1217 27.0
Whengivinghealth promotion message 115 1148 10.0
Thespaceis toosmallto be measured 62 1206 5.1

Table 19: Proportion of indications where safe distancing was practised, by step, Sokoto state

Safe distancing practised

Value (n)

Sokoto

Sum of compounds

(N)

Number

Percentage
(%)

Duringtriage

796

1292

61.6
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Whendeterminingchildsage 729 1271 57.4
Whendeterminingeligibilityto receiveSPAQ 693 1264 54.8
DuringSPAQdministration 591 1269 46.6
Duringinstructionsfor day2/3 596 1280 46.6
Whengivinghealth promotion message 387 1275 30.4
Thespaceis toosmallto be measured 211 1278 16.5

Table 20: Proportion of community distributors who had their temperatures taken, by state

Kano (N=252) Sokoto (N=259)

Indication Value = Number Percentage Value Number Percentage
(n) (N) (%) (n)  (N) (%)

Overall adherence* 1 504 0 117 | 518 22.6

Temperature taken before leaving for community

Infrared 1 252 0.4 78 | 259 30.1
Standard 0 252 0.0 27 | 259 10.4
Thermometer disinfected before leaving for community | O 252 0.0 0 259 0.0

Temperature recorded before leaving for community 1 252 0.4 87 259 33.6

Temperature taken at health facility at the end of the day

Infrared 0 252 0.0 39 | 259 151
Standard 0 252 0.0 20 | 259 7.7
Thermometer disinfected at health facility attheend of | O 252 0.0 1 259 0.4
the day

Temperature recorded at health facility at the end of the | O 252 0.0 51 259 19.7
day

*Temperaturetakenwith infraredthermometer
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16 Appendices

Communityd i s t r iawatehessrote SMAPCguidelines

“We were also told that after we enter five ¢
washhands.Toremovethe glove,they want the handglovesthat is onyour right handto hold the gloveon
your left and pull it out gently. When you turn you will hold the right one and pull it over the left one ar
getanylon todiscardit sothat we will not throw them awaycarelessland childrenwill pickit and play

with it and catchthat diseaseWe shouldbe careful.” (Kano,urbanmale_01).

Communitydistributor perceptionof IPCmeasures

“ Ho n elisethé fgcemaskreallyhelpedusbecausehere was thiswoman,| enteredher housewho had
cough. God helped mibat | had face mask and | wore it. You see, it made me not to worry because if
so,| couldcontractwhateverwas makingher coughandtakeit home.” (Kang urban female_02)

“The imposed rule is of benefit . uSetluleesesybodyenas ur
happy about it, not even only us working that is happy about it, even some people not working with u
whenthey seeusdoingit, they normallywatchandthey are alsolearningit andarereallyhappyaboutit.”
(Sokoto rural female 07)

Communityd i s t r iobdsentatmmsboutc a r e gpereeptiorof IPCmeasures

“Some women, when they see us with face mask,
becausehey have the rumours that there will lmronavirus medicine distribution, so they used to refug
us. Wehaveto convincesometo believethat it is malariapreventionmedicinewe are distributing,andthis
isbecausefthemaskwewe ar . ” ( Kano_rural _femal e_08)

“ lishot easyto berefusedeverytime by the mothersand eventhe husband=f the house.Theyfind it
hardto believe us because of this COMI®that happened. Part of what helped us is those who have
heard theadvert on the radio before now and in the communities and wheedistrict head pass
information aroundo makethe peopleawareof ourrule,t h awthatmadethingsabit easyforu s .
(Sokoto_rural_male_06)

Caregivers adherence to SMC administrat:.

“ B e c atfirst whenwe camefor [cycle]one,we gavethem andthey sawhow we gavethem sofor the
restof the cyclethey already knowhow to givethef i r s t (Kahamusban. fémale_04)

“ F the first dayin cycleone, | gavethe childrenthe drugsmyselfandthen | will tell the caregivethow to
givethemthen e x t d a wrbdn_femile 4 ,

“After they will consent to our activities, W
also give the mother of the child to do same, after which she will then havet tosge container to soak
thedrugs she wil.l give her child. We will take

(Sokoto, urban_female _04)

“Ot her children prefer you give them t ldeceivmthal i
child before giving him. We do lure them with candy. Before some children will collect medicine, they
you to show them candy first. | do buy candy a lot because whenever | show them, they do collect. W
tell them that if they take itwe wi | | gi v e (Kamogrban_ffemale Glweet . ”

S o me t ittheshsldthat will saythey prefer their motherto givethemnoty o uKaho,
rural_female_05)

“ T h weredwo housesthat we enteredto givethe medicine. Thehildren—whenwe givetheir children

the medicine thentheywill startcryingthattheyd o nwartt, that they preferthe persongivingthe medicine
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togivet o t h e m. drba fBroake c08)o ,

“Possibly there is sickness t ha tgivihgihe meditinel stie willa
givehim until he feelslike suffocating. Theyoticedthat whenwe cometo givethem the medicinewe
domot that kind of giving medicine to them, s
tohert o give me’ . They wil/ now give us to give
then onesto give,we shouldpleasegivethe childrento taketheme d i c(Bakato, utban_female_03)

“They honestly f ol |l o\efalewe preparé thesredicinetd dive ason, lhuenova
we will just open and give the mother of a child to give him. So before now, you see, since from the
beginning there usedto beissueghat someof them will say,how will you be the oneto givetheir children
medi cine? So now they were happy because you
(Sokoto, urban_female 03)

Compliancas feasiblebut not optimal

“ Tmoe,face masks easierto do becauseyoucanput it insideyour bagwhengoingout andwearit
Wheneveryoufeellikeit without anyp r o b [(Sokoto "urban_male_01)

“Honestly, I al ways use my face masks, I do n
will only be removing itatintervals®nj oy fresh air before taking
urban_female_02)

Compliancevariedby parameters

“ F me,to washmy handsor applyhandsanitisewas veryeasycomparedto ther e s(Kand,
urban_female_04)

“For e x a neptérahouse, ffou ynay know someone who lives there, if you do not go close to ¢
her or touch her, she will think you embarrassed her, or you disgrace her. From then she will be angr,
you. So,this socialdistanceis more difficult for meto do; handwashing s e dkanoural. fémale_05)

Culturalnormsmadeit difficult to observesocialdistancing

“Honestly, there used to be forgetfulness. Th
getto ahousewherewe will laughwith the family andthe children,we do forgetthat we are supposedo
standa f ar . " ru(aSfenkale_t0%) ,

“ L ithiatef socialdistancing sinceyou knowthe personandthey knowus, it is hard not to come,sitand
discusa nd e v e rfSoloth &Rkra_male_03)

“For exampl e, if a caregiver notices that vyo
medicineyou are doing all this? Theywill askyou to come close;if you refuse, they will not acceptthe
me d i c(Kame Rutal_female_05)

“1f you enter a house, for exampl e, i f there
room, she will insist that you enter the room because they are not going to come out and if you das't
they want, other elders inthe compoundcanevenembarrasor disgracey o uKahorural_female 05)

“ Wh gon giveadistancebetweencaregiverssometell usto comecloserto them; somewe evensay are

weavoidingt h e #Wand_rural female_04)
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Adherencdo handwashingrequirementswassub-optimal

“ Y eg,sincei tapremiseyou havetakenuponyourself,you haveto follow it diligentlybecauseghey
were appropriate and i f you dadher ewatnat tamey dir
(Sokoto_rural_female_05)

“ lyducomeout from one, twohousesyou will haveto washyour handsagain,andif youwrite you still have
towashyour handsagain.So,we are alreadyusedto washingof handsbut not asmanytimes asthey said.
Seriouslywe allknowi ta’pretection,andwe knowwashinghandsw o nharmus.| taprstection against
coronavirusputitistooo f t €Sokotd Rural_male 02)

“ F antagkdid not disturbme, socialdistancingdid not disturb me, but washingof handswasa challenge
for me becauseof the chemical and haveto doit plentyt i m&anb_URBAN_female_03)

“ T lordy thing | faceis that usingthe alcohotbasedsanitiserd o e sallowneto pray.Wheneverl useit, |
still wash my hands with soap when | get to the hospital because | must go back to the hospital to dr
workmat er i al s dKadoRtrdl éemalepdSla y ”

“ P e oapetomplainingthat the sanitiseris hot,hence,hurts thembecauseof the volumeof the chemicals

involvedin it andfor that evenafter usingit, they will still usewater to washtheir hands.Oneof my
colleaguegold methat wheneversheusesit, sheobservedthat her skingetsswollenespeciallywhenthe
sun is very hobecause her skin is sensitive. But for me, its normal, nothing had ever happened, and
wheneverwe go towork, herskin peels off. (Kano, rural_female_05).

“ Ho n el did notyfaceany problembecausehand hygiene isaboveeverythingbecausevhen you standup
you will carry something and put in your mouth and touch your nose and your eyes, you mighfegétg
easily iffoudo not gethandsanitiserandapplyiti mme d i &anelrhan_female 01)

Handhygienetiming and frequency

“ alwayswashmy hands,but sometimesit is notup to 30 secondsand not after everytarget. Whenl
finished from a compound and | come out and s
(Kano_urban_male_01)

“ H o n eng,sahiysingmy handsoften waswhat gaveme problems.Likeeverynow and againyou must
washy our hands.” (Kano_urban_female_03)

“ We by the graceof God,thoughl cannotsayl maintainedthe timing all through, but I tried my bestin
estimatingit sinceit isonly Godthatisp e r f Sakota_tirban_female_04)
“ T hsaig weshouldwashour handsevery30secondswell for me,l donot think I didituptot hat . ”

(Sokoto_rural_female_03)
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Wearing face masks for prolonged periods was uncomfortable

“1 do f or gimds, ahddt distisbs me. YWhea they gave it to me after we started work distorrb
me sol removedit. Whenl removedit andwent to work till | comeback,honestly,| would forget putting it

on. There was even a time my colleague asked me whereengfa ma s k i s . | s ai dow
told me | mustbe putting it on. Tome | felt it wasdisturbingm e (Sokotourban_male_01)

“ H o n eny tademagskhas finishedeforel finishwork. Sometimeany child iscryingandsohe dragsthe
facemaskandtearit; t h athie'ordy reasonfor whichl donot weari t(Sokoto,urban_female_02).

“Well, when we were given face mask at f i r sdng
it and my breathwill be doingasif it will cease put | enduredbecausehey saidthe face maslprotects us
andIgetusedta t t hat wagn fema® ®¥ ot o,

“ N baanestly,| d o rfeéelanythingeventhoughsomepeoplecomplainthat whenthey put on the facemask
they feelasifitw | | take their breath.for me, honest]|y
changingout when| continuedusingit, | feelc o mf o r t a b (Sakotovurhiarh femate . 04)

“ Wd i dfacé danyproblem,except forthe fact that whenever weenter some housessomeolder menand
eventhe youngeronesthat staybyroadsidedotagusthe‘ t ¢tomnap e o mhdeheneverthey sightus
from afar,they beginto say’ T h eomethe coronap e o pSoraetell usthat the boxeswe carryandthe
face mask we wear resemble cows that are tied
urban_female_04).

“ Y éhanestlywe somehowfacedchallengebecausewe hadsomechallengesisingthe facemaskfor the
fact that we were not used to it before. Bvéhough we were using it in the past but now we use it ofiga
put it on during work, even after until we go back to the house before they say we can removeneeii®
haveit on like 67 hours;we are not usedto thisd u r a t($okotourban_female_04)

“ Wh éusefor like 40to 45 minuteslike that, | do bringit downalittle sothat | cantake someair or drink
Waterlike that then I will putit b a ¢ (Kand_Urban_female_03)

“Sincerely speaking wearingface tnasl lkesvehendakiraglthe medigiree $romw
facility to the distribution placeif it is not nearbyand the weatheris hot youwill haveshortnessreath,due
to that you will need to have enough ventilation more than when you are wedriagc e ma s k ”
(Kano_Rural_male_04)

“ T khallenges faceisregardingmyself;| can'twearit for alongtime. | sufferalot becausef my breathing

it won't beclearasb e f o(Kamo uralfemale_05)

“ lemoveit sometimesyou know | havetold youl havebreathingproblemsol removeit to havesomefresh
air and put it back to continue my work. Som
rural_female_05)

73



Availabilityand managemenbf IPCand SMCequipment

“ H o n eitgsorllythe emptydrug cartonwe have.l returnedthemto the facilityin chargeat the end of
the day. | do not know what they do with it b
female_02)

“ wé finishwith the usedmaterials,we keepit with usuntil we getto the facility or we go out andfind a

dustbinto throw awaywherechildrenc a 1t 'o tu ¢Kano,furalfemale_05)
“ Wweregivenanylonbag,it isabigleatheranditist h i (8dkdto,Urbanfemale 02).

“1 f t hskeoytagd) wewwddl find some spirit and use it instead of sanitiser, because sometimes they
give you sanitiser it will not take you up to the end of four days or th days that you will do before you
will collectanotherone. Andif they giveyou one andit finishesyou shouldnot comebackbecausehey also
giveac c o unt urBan_m#e 0lp ,

“ Y esa@metimeswe getajerricanandgowith it but not everyonegoeswith water when theydon't have

Sanitiser likehe sanitiserwhenwe haveshortagewe usespirit to washour handsor face masklif our own is
old, we canbuyanotheroneanda d ¢Kano,Urban_Female_03).

“ T khallengesare almostthe samethat we faced.We don't haveabundanthandglovesand handsanitiser.
Becausef that they gaveus moneyif it happensthat it doesnot take uslike they said itis four daysat least

two daysor three dayst will finish, it isamustfor youto buy.” (Kano, urban_male_01)

Limitedequipmentavailabilityimpactedconsistencyn adherenceo IPCmeasures

“ L ifoktlee facemaslasl told you,sometimesit is only onethat they giveusandit is not sufficientfor us
becauseyou haveto washit at the end of everyday touseit the nextd a y(Kafo,urban_male_01).

Someti mes, when we go out to work, we towash ¢
our hands to protect ourselves and for the hand gloves we go for them to give us for day one and
sometimeswhen youcomeyouwillnotbeg i v e n . Urba(_femaleo0?2)

Yes honestlywhenthey sharedit, not everybodywasgivensanitiserbecausdt wasnot enough—there
was aproblem—and also not every team. There was a cycle they gave ten people a sanitiser. How ig
possible tause it when they do not work at the same place? That was the problem we faced in that cy|
If it was twopeopleto asanitiser, itwould not havebeena p r o Kare,utbai_male_01)

The first challenge was, the hijab they do give us to use, they are supposed to say that during cycle ¢
someonewasgivenhijab. Theyshouldmakesurethat the hijabbelongsto that personaloneuntil youfinish
the work before returning it. Since after returning it and coming back the next day, it is not the bag yo
usedthe previousdaythat will begivent o  y(Kano,urban_female_02)

“ Y ehey,will giveyou onepaperandtell youto useyourmoneyfor photocopy. Thesamething with chalk.
Theywill tell youthat they havegivenyoumoneythat whenit finishes,youwilluse your money to buy it. Y¢
wi || use your money to buyrRBANfanhale 02And do photo

“ Walmosthaveshortageof handgloves chalkfor housemarkingandt i s gKamoKudru_female 05).
“ Ho n eitdl to le \imish, and nobodycanopentheir mouth to sayit finishedbecausebeforewe goout,

they give everybody like two bottles of sanitiser and gannot say you will finish it in four day®o, we
alwayshavewhatwen e e d . 7 ufb8nofenale ®2).
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Mixed views on the impact of IPC measures on workload

“We have to stay and enlighten them tillltwashey
possiblebut, honestly,we hadto sitthem down andenlightenthem. Butit w a s imimédiatelythey took
iti n(Sdkotoyurban_male 01)

“ Weit hlasincreasedhe workloadcomparedto the previousy e a (Sskotd,urban_female_ 03)

“ | n sdf goiagdtraightto introducingyourself,you start by talkingabout coronavirus.Y oustart by
askingif they have any idea of the coronavirust hat ' s t he first questi orn
idea, you askhe measure theytake onit. Allthis takestime. Andwhenthey tell youthe measureshey
take,thenyou ask if they know that one of the measures is to wash hands and take a distance before
can takeanything with their hands. Some will tell you that they have no idea; then we ussattiiser
given to us talemonstrate for them to see, and show that before we touch the drugs, we have to put ¢
the face maslandtell them that this isbecausevhenwe aretalkingto oneanother,web r e a {Kar®m, ”
rural_female_03)

“ T herkincreaseda bit becausevhenyou enter into a house,youwill be the oneto showthe mother
how to give the child medicine and that wild!l
urban_female_03)

“1t is not a probl em fthatbecame anlssua te md id tye.addiliomae time of |
closing. We were closing by either 12:30 or 12p.m. but now we have addition&0 3binutes to it, and
you see,t h anbt'arsssueHonestly, wed i dtakéitt as &Sokotowsbsarufemale 04)

“ lddesnot causeanydelay. Everif it will delay,it will not be for more than five or ten minutes—that is
the little delay we can get. It is a must for you to know how you will explain to them in short seconds ¢
will be usefulyou knowhowto managet i m@@and,urban_male_01)

“Based on giving the children medicine 1ike Db
yougoto abig housewhich hasl5-17 householdsyouwill gatherthemin oneplaceandgivethem the
drugall at once. But now, because of Corona you will have to separate them and attend to them one
one, sathis takes ourtime” (Kano_Rural_male_02).

“How | did this work in this time of fiiemo@uriagv i
the coronavirus pandemic the work will be much faster, because if | went to a house befqrarttiemic,
since we don't know anything social distance, | just went in give them the medicine, fill tharmbedme
out—no socialdistanceand other things,there isnone.l don't haveto usehandsanitiserandwash my
hands. You see, if there is no coronavirus, | will be faster; the things that | will do in 30 minutek littan
may beinl 0 mi n(kKahoersral 'female_03).
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Rumours andnisconceptions about COVID

“ Ho n eheardfrgm somepeoplethat there is medicinethat curescorona,but they saidthe onel heard
first is you should go and look for Quran if you check it you will find it there. You should take your hai
put it inside water and drink—that is the medicine for COVAI® —and some saidhloroquine injection is
medicine for COVHR9 and some saigou can eat garlic. It is a medication for it but truly | did not see bu
thatishow | h e a(Kado,urban. nfale_01)

“All of us agree that it is real because, hon
Nigeria,we did not seeanybodythat is infectedwith it but we keephearingin the rest of countriesthat

Theyareinfected withit. (Kano, urban_male_01).

“The biggest problem we had was t hat-19sHomsgly, p e o
they did not even accept that the medicine is that of malaria. They thought it was €@\ihedicine

that we came to share and not malarmedicine. You have to explain to them that it is not corona
medicine, butmalariamedicine.Thatisthep r o b |(kano,urban_female_02)

“ T hdisegsds realbecausave havebeenhearingaboutit beforeit comesto this country,sol e keépshe
i ssue of politician aside. 1 f, for example, i
from developed countrieshat haveadvancech e a | t h(Kaocarural .feimale_04)

“ Wh e n askther for theirreason ofnot wearing facanasks, thewill tell you thatthereisno corona
and they say corona is a lie and most people do not believe that there is corona. When yoartligtoen
them, they will sayhe don't know any coronaandhe will neverbelieveyou— hewill tell youthereisno
corona, thatis hungethate x i st s. ” (Sokoto _ rural _ male_ 03)

76



	Authored by:
	Principal investigators:
	Co-investigators:
	Protocol reviewed by:
	Partner institutions involved in the research and responsibilities:
	1 Executive summary
	1.1 Background
	1.2 Methodology
	1.3 Key findings
	1.4 Key recommendations

	2 Introduction
	1.2 Background and rationale
	2.1 Study aim
	2.2 Objectives
	Primary objective
	Outcomes
	Secondary objectives
	2. To measure availability of equipment for prevention of COVID-19
	Outcomes
	Outcomes
	Outcomes


	3 Study design
	3.1 Study setting
	3.2 Sample size
	3.3 Subject selection and criteria for inclusion and exclusion

	4 Methodology
	4.1 Pilot training
	4.1.1 Pilot fieldwork

	4.2 Training
	4.2.1 Refresher training

	4.3 Data collection
	Observation
	Caregiver satisfaction questionnaire
	Focus group discussions

	4.4 Data Analysis
	4.5 Quality assurance
	4.6 Challenges encountered during fieldwork

	5 Results
	6 Quantitative findings
	6.1.1 Health facility characteristics
	6.1.2 Community distributor characteristics
	6.1.3 Equipment availability for seasonal malaria chemoprevention distribution
	6.1.4 Adherence to infection prevention and control, Kano State
	6.1.5 Adherence to infection prevention and control, Sokoto State
	Total number of steps where safe distancing was adhered to across all compounds

	6.1.6 Exploratory analysis — exploring predictors of hand hygiene adherence
	6.1.7 Caregiver characteristics
	6.1.8 Caregivers’ awareness of COVID-19, sources of knowledge and satisfaction with the enhanced infection prevention and control measures

	7 Qualitative findings
	7.1 Basic information
	7.2 Acceptability of infection prevention and control practices
	7.2.1 1.1 Community distributors’ awareness and perceptions of infection prevention and control measures
	7.2.2 Observations on caregivers’ perceptions of infection prevention and control measures

	7.3 Implementation of infection prevention and control measures
	7.3.1 Feasibility to implement

	7.4 Reported constraints to the implementation of infection prevention and control components
	7.4.1 Social distancing
	7.4.2 Hand hygiene
	7.4.3 Face masks
	7.4.4 Disinfection of work materials
	7.4.5 Waste management

	7.5 Other constraints to implementing infection prevention and control measures
	7.5.1 Transport of work supplies
	7.5.2 Workload
	7.5.3 Equipment availability

	7.6 Outcome of new drug administration rule
	7.6.1 Caregivers’ adherence to instructions
	7.6.2 Community distributors’ support to caregivers

	7.7 Adaptation to implementing infection prevention and control measures
	7.7.1 Perceptions of community distributors about COVID-19


	8 Discussion
	9 Limitations
	10 Conclusions
	11 Research uptake
	12 Recommendations
	13 Acknowledgements
	14 References
	15 Annexes
	16 Appendices

