PLOS ONE

Acceptability and Perceived Barriers to Reactive Focal Mass Drug Administration in the
Context of a Malaria Elimination Program in Magude district, Southern Mozambique: A

qualitative study
--Manuscript Draft--

Manuscript Number: PONE-D-22-12696R2
Article Type: Research Article
Full Title: Acceptability and Perceived Barriers to Reactive Focal Mass Drug Administration in the

Context of a Malaria Elimination Program in Magude district, Southern Mozambique: A
qualitative study

Short Title: Acceptability and Barriers to Reactive Focal Drug Administration in Mozambique

Corresponding Author: Carlos Eduardo Cuinhane, PhD
Eduardo Mondlane University: Universidade Eduardo Mondlane
Maputo, Maputo MOZAMBIQUE

Keywords: Acceptability, Barriers, Magude, Malaria, Reactive focal mass drug administration.

Abstract: This study analysed acceptability and perceived barriers to reactive focal mass drug
administration (fMDA) among community members exposed to community
engagement campaigns and malaria elimination interventions in Magude district,
following mass drug administration (MDA) in the same district. The study used a
formative qualitative study design consisting of 56 semi-structured interviews with
community members, including community leaders, household heads, women of
reproductive age, members of the community and adolescents, 4 semi-structured
interviews with community health workers, 9 semi-structured healthcare professionals;
and 16 focus group discussions with adult general population. A content thematic
analysis approach was used to analyse the data. The results of this study showed that
rfMDA was accepted due to awareness about the intervention, experience of previous
similar programme, such as MDA, and due to favourable perceptions built on the
believe that fMDA would help to prevent, treat and eliminate malaria in the community.
Perceived barriers to rfMDA include lack of access to accurate information, reluctance
to take pregnancy test, concern on drug adverse reactions, and reluctance to take
antimalarial drugs without any symptom. In conclusion, the community found rfMDA
acceptable for malaria intervention. But more community engagement is need to foster
community involvement and self-appropriation of the malaria programme elimination.
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To the Editor:

In addition to the minor comments from the reviewers, | realized the authors have used
over 30 pages to describe their results. It is important that the authors re-summarize
these findings. | have also attached a marked-up revised copy for other comments.

Answer: The authors re-summarized the findings, and only the essential quotations
were left. The new revised manuscript has 28 pages.

If you would like to make changes to your financial disclosure, please include your
updated statement in your cover letter.

Answer: The authors added some data related to financial disclosure, but this did not
change the statement at all. We have included the new text of financial disclosure in
the cover letter.

Answer to the Reviewer #1:
- Typographic error in the manuscript:

Answer: all typographical errors identified were addressed. Moreover, the authors
reviewed the whole manuscripts and corrected all possible grammatical errors.

- Results: Please adapt your tables with examples of PLOS ONE tables. Put full stops
too at decimal places and not commas. % is written above and not all over the tables.

Answer: all tables were revised and formatted according to PLOS ONE tables, as
presented in the new revised manuscript.

Abstract

1. "The reactive focal mass drug administration (rffMDA) was implemented July 2017 to
January 2020". Authors should include in the abstract at what period between July
2017 to January 2020 was study conducted.

Answer: The authors included the period that the study was conducted in the abstract,
which was between June and September 2017.

Methods

1. In Galatas et al. 2021 in "Community acceptability to antimalarial mass drug
administrations in Magude district, Southern Mozambique: A mixed methods study”, a
population of 48,448 residents, and 10,965 households was provided for a study done
during rounds of MDA between November 2015 to February 2017. In this study also
conducted in 2017, authors present a population of 63,691inhabitants and 14,583
households.

Can authors give explanation to the difference in population number in studies done
within same period?

Answer: Since the start of the project, the CISM conducted annual census in the
district, and Galatas et al. (2021) reported the population of the local census of 2016.
However, in the paper, we used the census of the National Institute of Statistic (INE) of
2017 rather than local census because the CISM did not conduct the 2017 local
census. We therefore, decided to use the census of INE because we think it is updated
compared to the 2016 local census.

2." The study was undertaken in September 2017 before the start of the reactive
surveillance intervention and continued during the first two months after the start of the
intervention".

a. The above contradicts the initial mention that rFMDA started in July 2017. If the
people of Magude district did not benefit from intervention until after September 2017,
authors should explain this in the Introduction to support what was mention in the
Methods section. Otherwise, corrections should be made in the Methods (Study

Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation



Additional Information:

Question

Financial Disclosure
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the submission guidelines for detailed
requirements. View published research
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and will appear in the published article if
the submission is accepted. Please make
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setting) section to agree with the earlier mention.

Answer: Indeed, there was an error in the text regarding the period of the study and the
start of fMDA intervention. The correct information is that the study was conducted
between June and September 2017, while the fMDA program started in September
2017. We have corrected this information in the revised manuscript.

b. In the Methods section (Study setting), authors should state the duration of study.
That is, from September 2017 to when, 20187

Answer: There was also an error in this section about the study period. The correct
information is: the study was conducted between June and September 2017.

3. "...distributed in 5 Administrative Posts: Magude village, Motaze, Mahele,Panjane
and Mapulanguene , and the study covered all these 5 Administrative Posts". In Table
1, some administrative units lacked participants bearing in mind in study purposive
sampling was employed. Can authors give reasons why some units lacked
particpants?

Answer: The study sample size did not cover all participants in all study sites due to
unequal distribution of the study participants’ categories and several constraints to
accessing the eligible participants. Health professionals and CHWSs were not included
in some study sites because they were not in all selected communities, and some
community leaders were absent during the data collection. Additionally, it was not
possible to include adolescents from Mahele and Mapulanguene because the study
took place during the school season, and the eligible participants were at schools in
different districts. Furthermore, members of the community from Mahele were not
included in the sample of semi-structured interviews because they were unavailable
due to their agricultural activities. In addition, the lack of accessibility at the selected
study sites during the rainy season constrained the eligible participants' access.
Moreover, the data collection strategy used also contributed to unequal distribution of
the participants in the study setting. The study started by conducting focus group
discussions (FGDs) in all study settings and later carrying semi-structured interview.
While FGDs were conducted during late months of dry season, the semi-structured
interviews were conducted during the start of rainy season, which constrained access
to participants in some study settings (Administractive post of Motaze, Mahele and
Mapulanguene). we have added an explanation of the sample distribution in the
revised manuscript (page 10 of the revised manuscript with track changes).

4. Was the semi-structured interview questionnaire used pre-piloted?

Answer: Yes, all guides were pre-piloted as started in line 205, page 11 of the revised
manuscript with track changes.
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This study was funded by The Bill and Melinga Gates Foundation (USA) and la Caixa
foundation (Spain), and conducted by Manhiga Foundation (CISM). CISM is supported
by the Government of Mozambique and the Spanish Agency for International
Development (AECID). There was no additional external funding received for this
study.

The Bill and Melinga Gates Foundation (USA) and la Caixa foundation (Spain)
provided support in the form of salaries during data collection to the following authors:
CEC, BG, JML, HD, HN, IM, PA and KM.

The funders had no role in study design, data collection and data analysis, descision to
publish, or preparation of the manuscript.
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Abstract

This study analysed acceptability and perceived barriers to reactive focal mass drug
administration (rfMDA) among community members exposed to community engagement
campaigns and malaria elimination interventions in Magude district, following mass drug
administration (MDA) in the same district. The study used a formative qualitative study design,
consisting of 56 semi-structured interviews with community members, including community
leaders, household heads, women of reproductive age, members of the community and
adolescents, 4 semi-structured interviews with community health workers, 9 semi-structured
interviews with healthcare professionals; and 16 focus group discussions with the general adult
population. Data were collected between June and September 2017. A content thematic
analysis approach was used to analyse the data. The results of this study showed that fMDA
was accepted due to awareness about the intervention, experience of a previous similar
programme, the MDA campaign, and due to favourable perceptions built on the believe that
rfMDA would help to prevent, treat and eliminate malaria in the community. Perceived barriers
to rfMDA include lack of access to accurate information, reluctance to take a pregnancy test,
concern on drug adverse reactions, and reluctance to take antimalarial drugs without any
symptom. In conclusion, the community found rfMDA acceptable for malaria intervention. But
more community engagement is needed to foster community involvement and self-

appropriation of the malaria programme elimination.

Keywords: Acceptability, Barriers, Magude, Malaria, Reactive focal mass drug

administration.
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Introduction

Mozambique is one of the sub-Saharan countries that has made significant progress toward
malaria elimination [1,2]. However, the country is still considered one of the 6 countries with
the highest malaria burden in the world, contributing with 4% of worldwide malaria cases in
2018 [2]. Several strategies have been implemented in the country to accelerate malaria
elimination in southern Mozambique [3]. These strategies include increasing the coverage of
long-lasting insecticidal nets (LLINS), yearly rounds of universal indoors residual spraying
(IRS), and improvement of case management and surveillance system throughout the country
[3,4,5]. These strategies are among the recommended tools of the World Health Organization

(WHO) Global Technical Strategy (GTS) for Malaria 2016-2030 [6].

Magude district, in particular, has been benefiting from a project led by the Manhica Health
Research Centre (CISM) since 2015, which aims to eliminate malaria. The project consisted of
implementation of a comprehensive mixed interventions that included LLINs, IRS and four
rounds of mass drug administration (MDA) to all the eligible members of the population of
Magude between 2015 and 2017 using the half-life drug dihydroartemisinin-piperaquine
(DHAp) [5,7]. These interventions were implemented following different assessment and
baseline studies on malaria elimination in the district [8-10] that informed the perceptions of

the community before and during the implementation of the project.

Some factors influenced the implementation of malaria elimination interventions in Magude
district, including refusal of IRS and LLINs use [9], absenteeism of the household head which
compromised the decision-making in participation in the MDA campaign, and fear of DHAp

and adverse reactions [7]. Notwithstanding these constraints, the implementation of the
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comprehensive mixed intervention has resulted in a substantial reduction of malaria cases in

Magude district [5].

Although there is significant reduction in malaria cases in the district, elimination of malaria
has not yet been achieved. Hence, the WHO recommendation of reactive epidemiological
surveillance as an intervention suitable to the late stages of the fight towards malaria
elimination [11]. In this context, a reactive focal mass drug administration (ffMDA) was
implemented in Magude district, southern Mozambique, from July 2017 to January 2020 to

maintain the gains and prevent an upsurge of malaria transmission after MDA.

rfMDA consisted of following up all passively detected malaria cases at health facilities and
community health workers to their households and administering the antimalarial drug DHAp
to all household members and neighbours. When a household was visited, the fieldworkers
explained the reasons of the visit; enrolled the household members to the study through
informed consent forms; administered electronic questionnaires to all household members
gathering sociodemographic and malaria risk and prevention information; evaluated each
household member’s eligibility to be administered DHAp, which included pregnancy testing
to consenting women of reproductive age and malaria rapid diagnostic testing to all eligible
members of the households; and administrated DHAp according to each member’s age. The
administration of DHAp followed the same procedures used in MDA in the same district
[8,5,7]. The implementation of rfMDA strategy was complemented by a community
engagement campaign encouraging the population to seek healthcare upon the presentation of

fever and to adhere to this reactive surveillance intervention.
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This study analysed acceptability and perceived barriers to reactive focal mass drug
administration (rfMDA) among community members exposed to community engagement

campaigns and malaria elimination interventions in Magude district.

Methods

Study setting

The study was carried out in the rural district of Magude, located in the northwest of Maputo
province, southern Mozambique. In 2017, the national statistics institute’s (INE) census
counted 63,691inhabitants and 14,583 households in the district [12], distributed in 5
Administrative Posts: Magude village, Motaze, Mahele, Panjane and Mapulanguene [13], and
the study covered all these 5 Administrative Posts. There are 9 rural health facilities, 1 referral
health centre and 27 community health workers (CHWS) throughout the district [14]. CHWSs
provide diagnosis and treatment of malaria and other diseases, such as diarrhoea, pneumonia
and refer patients with signs of sickness requiring high medical attention [15]. Both health
providers and community health workers engage in community sensitization about malaria
using a social behaviour change communication approach included in the Plan of the National
Malaria Control Program (NMCP) [16]. The level of malaria in the district was considered
moderate before de elimination program, with about 200 cases per 1000 prior to MDA [14].
The district has been exposed to malaria prevention strategies, such as malaria case
management using artemether-lumefantrine, vector control, IRS and the population has been

exposed to several malaria research activities before and after the Magude project [5,8].
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Study design

This formative qualitative study assessed acceptability and perceived barriers to the reactive
surveillance strategy rfMDA among community members exposed to community engagement
campaigns and malaria elimination interventions. The study was undertaken between June and
September 2017, and it initiated before the start of the reactive surveillance intervention and

continued during the first two months after the start of the intervention in July 2017.

Sample strategy and sample size

A purposive sampling was performed to select individual members representing different
groups in the community. These groups included adult household heads (> 18 years old), adult
women of reproductive age (18-49 years old), female adolescents (12-17 years old), adult
members of the community (> 18 years old) and community leaders (> 18 years old). The same
strategy was used to select adult general population (> 18 years old) who composed focus group
discussions (FGD). These participants were selected to capture the view and the lay
perspective, as well as mapping the barriers with regards to reactive focal mass drug
administration. A total of 69 participants of different community groups, comprising individual
semi-structured interviews, and 157 participants of the general population, who participated in

FGDs, were included in the study (Table 1).


it was initiated
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Table 1. Study sample size

Individual semi-structured interviews

FGDs (n=16) with general

population

Study setting Women of Member of . Health

H hol Adol C

ousehold Reproducti dolesc the ommunity professi | CHWs | Total Men Women Total
head ent . leader
ve age community onals

Magude 1 1 5 6 6 5 1 25 8 37
village 45
Motaze 2 4 0 13 1 16 17
Mabhele 0 7 13 20 33
Panjane 2 2 2 15 7 11 18
Mapulanguen 1 2 0 3 1 1 1 9 16 28
e 44
Total 9 10 9 18 10 9 4 69 45 112 157
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The study also included healthcare providers who were engaged in malaria campaigns and
malaria elimination interventions. A purposive sampling was used to select 9 healthcare
professionals and 4 CHWs in all the study settings (Table 1). Health professionals were
working in the health facilities located in the same communities where the study took place.
The community health workers also worked in the same communities in coordination with

the local health facilities.

The study sample size did not cover all participants in all study sites due to unequal distribution of the
study participants’ categories and several constraints to accessing the eligible participants. Health
professionals and CHWSs were not included in some study sites because they were not in all selected
communities, and some community leaders were absent during the data collection. Additionally, it
was not possible to include adolescents from Mahele and Mapulanguene because the study took place
during the school season, and the eligible participants were at schools in different districts.
Furthermore, members of the community from Mahele were not included in the sample of semi-
structured interviews because they were unavailable due to their agricultural activities. In addition, the
lack of accessibility at the selected study sites during the rainy season constrained access to the

eligible participants.

Data collection

Semi-structured interviews (SSI) and focus group discussions (FGDs) were used to collect
data. Individual SSI were administered to household heads, women of reproductive age,
adolescents, members of the community, community leaders, healthcare professionals and
community health workers; while FGDs were used to collect data from the adult general
population. The size of each FGD varied between 8 and 12 members, and each FGD lasted
between 60 and 80 minutes. Data collection guides for both SSI and FGDs were designed to

capture perceptions of rfMDA, acceptability of the procedures of rfMDA and the reasons for

10
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its acceptability, and barriers that could emerge during the implementation of rfMDA. Guides
were prepared in Portuguese, and a pilot test was performed in the local language Changana
before the beginning of data collection. Based on the pilot test, the guides were refined. SSI
were conducted in both Portuguese and Changana, depending on the language preference of
the participants, while all FGDs were conducted in Changana. The interviewers, who are fluent
in Portuguese and Changana, were trained to conduct SSI and facilitate FGDs. All interviews
and FGDs were digitally recorded, and later independently transcribed in Portuguese. The

research team controlled the quality and accuracy of the transcriptions.

Data analysis tools

A content thematic analysis approach was used to analyse the data of SSI and FGD. First, data
management was conducted using Nvivo 12 (QRS International Pty. Ltd.), a qualitative
package for qualitative data analysis, following designed generic outline nodes representing
the codding structure. Themes and subthemes emerging from the data were critically discussed
until a consensus of the researchers was reached. The final themes were: awareness and
acceptability of reactive focal mass drug administration, acceptability of the procedures used

in rfMDA and barriers to rfMDA.

Ethical considerations

The study was approved by CISM’s institutional ethics committee (CIBS-CISM) and the
Mozambican Ministry of Health National Bioethics Committee, and it was registered as
protocol number Ref:146/2017. All participants received detailed information about the study
objectives. A written informed consent was obtained from all participants prior their
participation in the study. The study obtained a written informed consent from all parents or

guardians of the young adolescents (12-17 years old) included in the study. Additionally, an
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assent was sought from all young adolescents that participated in this study. Participants were
assured about their anonymity and confidentiality throughout the research process. Thus, all
participants names were not recorded, and all informed consents, digital records and databases

were securely stored at a secure server of CISM.

Results

The participants of this study included different community groups, general population of the
community, healthcare professionals and community health workers. Table 2 and Table 3
summarise the characteristics of participants per community group and among the general
population who participated in semi-structured interviews and in focus group discussion
respectively. The majority of participants were married or living with a partner, had primary

school and worked as famers.

Table 2. Sociodemographic characteristics of participants per community group

Characteristics ~ of | Community | Household | Women of | Adolescents | Members  of

participants leaders head (n=9) | reproductive | (n=9) n(%) | the community
(n=10) n(%) age (n=10) (n=18) n(%)
n(%) n(%)

Sex

Male 10 (100)  7(77.8)  0(0) 0 (0) 3 (16.7)

Female 0 (0) 2(22.2)  10(100) 9 (100) 15 (83.3)

Educational level

None 1 (10) 3(33.3) 1 (10) 0 (0) 2 (11.1)
Primary school 9 (90) 6 (66.7) 6 (60) 7 (77.8) 16 (88.9)
Secondary Education 0 (0) 0 (0) 3 (30) 2 (22.2) 0 (0)
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206
207

Marital Status
Single

Married or living with
a partner
Widowhood
Occupation
Farmer
Salesperson
Security
Housewife
Traditional healer
Student

Religion
Atheism
Christianity

Animism

Table 3. Sociodemographic characteristics of focus group discussion participants

0 (0) 0 (0)
9 (90) 9 (100)
1 (10) 0 (0)
10 (100) 7 (77.8)
0 (0) 1(11.1)
0 (0) 1(11.1)
0 (0) 0 (0)
0 (0) 0 (0)
0(0) 0(0)
1 (10) 2 (22.2)
9 (90) 7(77.8)
0 (0) 0 (0)

3 (30)

7 (70)

0(0)

8 (80)
0(0)
0(0)
1(10)
0(0)

1(10)

1(10)
9 (90)

0(0)

Characteristics of | Frequency | %
participants

Sex

Male 45 28.7
Female 112 71.3
Education level

None 51 32.5

7 (77.8)

2 (22.2)

0 (0)

2 (22.2)
0(0)
0 (0)
1(11.1)
0 (0)

6 (66.7)

0 (0)
9 (9)

0(0)

1(5.6)

17 (94.4)

0 (0)

14 (77.8)
1(5.6)

0 (0)

2 (11.1)
1(5.6)

0 (0)

0 (0)

16 (88.9)

2 (11.1)
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215

Primary
Secondary
Marital Status
Single

Married or living with a
partner
Widow/Widower
Occupation
Farmer

Labourer
Salesperson
Housewife
Students
Traditional healer
Religion
Atheism
Christian

Animist

87

19

21

118

18

123

14

24

125

55.4

121

13.4

75.2

115

78.3

8.9

4.5

3.2

1.9

3.2

15.3

79.6

5.1

Table 4 presents the characteristics of healthcare professionals and community health workers. The

majority of participants had secondary school. Almost all healthcare professionals had specialised

training in primary healthcare and working as maternal and child health nursing, general nursing,

technician of preventive medicine and assistant of service, while community health workers had not

any specialised training.
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Table 4. Sociodemographic characteristics of healthcare professionals and community health

workers

Characteristics of

participants

Healthcare

professionals (n=9)

Community health

workers (n=4) n(%)

n(%o)
Sex
Male 4 (44.4) 2 (50)
Female 5 (55.6) 2 (50)
Education level
Primary 0 (0) 3 (75)
Secondary 8 (88.9) 1(25)
High Education 1(11.1) 0 (0)
Marital Status
Single 6 (66.7) 0 (0)
Married/living with a 3(33.3) 3 (75)
partner
Widow 0 (0) 1(25)
Religion
Atheism 1(11.1) 1 (25)
Christian 8 (88.9) 3(75)
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Awareness and acceptability of reactive focal mass drug

administration

Awareness of reactive focal mass drug administration

Most participants of this study were aware about the rfMDA programme that was taking place
in the community, and they had participated in the previous MDA campaign. Participants
received information about rfMDA from community leaders, community meetings, radio,
fieldworkers, neighbours and healthcare professionals after visiting a health facility and being
teste for malaria. All participants of different community groups said that the objective of
rfMDA was to treat, cure and eliminate malaria. They viewed rfMDA as important to their
families and communities because it helped to diagnose, treat and prevent malaria, which they
perceived as a problem in the community. Additionally, participants also perceived that since
the beginning of MDA and rfMDA programmes, their health status had improved, malaria
cases had decreased, and they believed that these programmes cured malaria. One of the

participants said:

“I think it is good because before this project [rfMDA] started, when my son and | got sick, |
knew beforehand that the other one would also get sick quickly, so I had to get money urgently
and go back to the hospital, but since the distribution of the pills, my children and | have not

got sick until today” (FGD 04, general population, Mahele).
Most participants had experienced the rfMDA program, and they said that it consisted of

diagnosing, treatment and prevention of all members of the family, as one of the participants

expressed his opinion as follows:
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“Even myself | got sick with malaria, they came in my house to test, no one else was diagnosed
with malaria, but everyone was given pills even without having malaria. They didn't give me

more pills because | was taking pills” (FGD 15, general population, Motaze).

Acceptability of malaria reactive focal mass administration

All participants of different groups of the community regardless their place of residence,
accepted and welcomed the rfMDA programme because they perceived that it saved people
from dying from malaria, eliminated malaria in the community and helped to improve their

health status. Some participants expressed their views as it follows.

“The community accepts [rfMDA] because they are seeing that they have no other way to
prevent the outbreak of malaria or eliminate malaria because malaria kills. It is imperative
that they accept and comply with the recommendations so that we can eliminate malaria” (FGD

01, general population, Panjane).

“l accept because | see that the fieldworkers follow us from hospital to our homes because of
this malaria disease. When they do follow up it allows everyone to be diagnosed, including
those who do not like to go to hospital, and so one can fight and eliminate this disease

[malaria]” (FGD 09, general population, Motaze).

Furthermore, all participants accepted rfMDA because it is based on home treatment, which
reduced the cost of transport to the health facility, and helped people who are lazy to go to the
health facility when they have malaria symptoms and those who live far from the health facility.

However, some participants accepted rfMDA because they were following norms from the
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health facility, and they perceived that if they do not accept malaria treatment, they might

experience difficulties in the future malaria treatment at the health facility.

“Researcher: Thank you very much. Do you think it is important that we distribute pills in the
districts?

Participant: It is very important, it helps us with diseases, even the persons who are lazy to go
to the hospital when they have malaria symptoms, they end up taking it, because the pills go to

their house” (SSI 03, community leader, Magude village).

“Haaa... we accept because those are the norms and you must comply with. If you don't accept
to be cured, when you go to hospital (...) while you have malaria, they [healthcare
professionals] will say that you are not sick with malaria because you didn't accept this
treatment [rfTMDA]. They will say that you are happy when people die in the community, and
that when you get malaria you will contaminate everyone. So, we accept that when one person
from the household gets sick, the fieldworkers come to test the rest of the household members

so that everyone is protected” (FGD 01, general population, Panjane).

Almost all participants of different members of the community assumed that everybody would
accept to participate in the fMDA programme because most people were aware of the severity
of malaria including its death consequences, and also because they had experience of the
benefits of the previous similar campaign against malaria (MDA). They also added that most
people were aware that they had common consensus regarding malaria. This consensus
consisted on the idea that malaria was a problem of all members of the community, and
therefore, they had to fight against it; and they viewed rfMDA programme as a vehicle which

helps to eliminate it.
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“Everybody will adhere to the programme because uhm, malaria kills. And at that time before
these pills existed others died because of this disease (...). Because what happens is that when
people get malaria today, tomorrow they wake up well, it attacks them the day after tomorrow,
the next day they wake up well, when malaria is rising and then it gets to the point that they
don't even wake up and then go to hospital when it has risen, the person is already losing his
life by then. But soon after those pills arrived, we escaped, | still haven't heard that anyone has
died of malaria now, since we have been taking those pills. Now even if they go around the
houses giving us pills there is no one who will deny; people will accept” (FGD 09, general

population, Motaze).

Acceptability of the procedures used in reactive focal mass drug

administration

The rfMDA consisted of following up all patients tested for malaria at the health facility or by
community health workers. Fieldworkers followed the patients to their homes, performed
malaria and pregnancy tests, and treated all eligible household members and the surrounding

neighbours. This theme analyses community acceptability of these procedures.

From health facility to home treatment

All participants accepted and welcomed the procedure of following up patients from the health
facility to their homes. Participants perceived that this procedure would prevent high transport
costs from home to the health facility, it would enable them to know the number of people
infected by malaria at the household, and it could contribute to eliminate malaria and prevent

death from it. Moreover, some participants perceived that a visit from the health facility showed
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an interest of the healthcare professionals about patients that tested positive to malaria. The

following exerts present participants’ views who had experience of rfMDA.

“We used to die a lot from malaria, because when the person was shaking and could not go to
hospital, and ended up dying inside the house (...) because many people do not have
possibilities to take the sick person to hospital. Now, treating the disease [malaria] at home,
this will decrease malaria and avoid deaths from malaria” (FGD 09, general population,

Motaze).

“Participant 2: [Fieldworkers] came to my house because | went to the hospital and tested for
malaria. They came to my house to visit me. They said they were going to visit other people
who had also been diagnosed with malaria in hospital. So, they visited me up to two to three
times. | thank them for the visit since they are visiting me, they want to know if I am better or
not.

Participant 5: They are good visits, because they are visiting us after we go to the hospital to
know how we are doing, it is good like this when healthcare professionals visit us” (FGD 05,

general population, Magude village).

Healthcare professionals, in particular, hypothesized that communities would accept receiving
fieldworkers from the health facility because the procedure will prevent many patients from
having to go to the health facility, where they often spend a long time to be treated or attended.
In addition, some healthcare professionals viewed the procedure as an opportunity to visit
communities; and a such visiting could represent the commitment of the healthcare

professionals with the communities and it could strengthen the relationship between them;
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while others perceived it as an opportunity to identify other patients who could have malaria
symptoms and monitor those who have already tested positive to malaria.

“It is a welcome activity because, firstly, when they receive a visit from healthcare
professionals, the community feel valued because they know the healthcare professionals go
out from the health units to the community to find out about the health situation of that
community. For the communities, the visit shows some interest of healthcare professionals to
the community. First, we gain that trust with our community as an institution and second, | can
say that we manage to detect the possible cases [of malaria] that may be emerging and at some

points hidden in the community” (SSI 04, healthcare professional, Mahele health facility).

“Following participants who test positive for malaria is a good activity, because when we go
to the house, after we have tested a member, we can see if that member who tested positive for
malaria is or is not complying with the medication. But, also at home there might be another
member with malaria, so when we go there [in the household], we test, we will know how many

people have malaria” (SSI 05, healthcare professional, Mapulanguene health facility).

Acceptability of malaria testing at home

Most participants accepted to be tested for malaria at home because they perceived that testing
was a way of diagnosing malaria, which a lot of the times can be asymptomatic. In addition,
participants said that the home testing enabled to diagnose other diseases that people might not
know.

“l accept to do the test because when someone appears who was bitten by mosquitoes, they go
to the hospital, then they are able to follow up on that case, they go to the house of the person
who was detected with malaria, test the people from home, medicate so that they don't get sick.

They do that because that person who was detected malaria and it can be the case that the
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mosquito contaminates the other people, but there can also be people with malaria in that

household who have not yet gone to the hospital” (SSI 05, household head, Motaze).

Some participants also perceived that testing was the only guarantee to know their health status
and to comply with the prescribed medication. They said that they wished to be tested to know
if they had malaria or not, and only thereafter they would be sure about the disease they are

suffering from and take the prescribed pills.

“If the fieldworkers come to my house and they don't test me, | don't feel happy. | want them to
test me until they tell us that we don't have malaria, only then will we feel happy, because even
if you go to the hospital and then arrive with the child when he is sick, if they don't test him
and then take any pills and give to him without testing him, he won't feel comfortable. If the
child takes the pills and the next day he doesn't get better, he will say that it is because they
didn't do any analysis, maybe it's malaria, you don't feel happy” (FGD 09, general population,

Motaze).

Acceptability of including neighbours in malaria treatment

Participants were asked if they would accept malaria treatment after their neighbours were
tested positive to malaria. All participants said that they would accepted malaria treatment if
their neighbours tested positive to malaria, even if none of their household members was tested
positive to malaria. This acceptability derived from the fact that participants perceived that
malaria was transmissible, and for that reason, including neighbours in malaria treatment would

prevent others from getting the disease.
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“Participant 3: I accept because [ will not only prevent the people in my house, but also the
neighbours (...). This activity of fighting malaria, eliminating malaria from neighbour to
neighbour is good because we will all be free from malaria.

Participant 1: In my opinion, | see that it is very good when the fieldworkers come to test me
for malaria and also test the people at home and the neighbours, because it may happen that
the mosquito that bit me comes back to bite the people here at home and the neighbours. The
mosquito can enter in the house of the immediate neighbours.

Participant 5: Once | have been infected with malaria it may happen that the neighbours are
also infected because the mosquito bites here, comes out and bites the neighbours. | see these
activities are very important to prevent malaria” (FGD 13, general population,

Mapulanguene).

Acceptability of pregnancy testing at home

All participants of different groups said that they would accept pregnancy testing at home.
Most participants were aware that a pregnant woman should not take malaria pills. In addition,
participants said that most women of reproductive age might not know if they are pregnant or
not, and the test would help to disclose the status of the women before administration of the

pills.

“Participant 3: We accept the pregnancy test because the fieldworker will be following the
norm "that you cannot give pills if I am pregnant, it may happen that | say I am not pregnant,
while I am, | want to undo the pregnancy to relieve myself”. So, | don't see a problem in this
issue of taking pregnancy test to know if you are pregnant or not. Also, even if the person has

not spoken, it is necessary that they first be tested to know if they are pregnant or not, because
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it can happen that they say they are not, while they are, they give pills and the pregnancy
undoes itself.

Participant 5: In a household there can be girls, one of them can be pregnant and no one in
the house knows, she got pregnant and so on, it's not official [refers to a pregnancy contracted
from a man not known to the family members and who has not gone through some ceremony
of making the relationship official] so, no, the culprit will not be the fieldworker, because they
also did not know of the existence of the pregnancy.

Participant 7: It is also not correct that a girl is pregnant and takes the pills. If the girl is
pregnant and after taking the pills the pregnancy falls apart, it would be the fault of the

fieldworker” (FGD 15, general population, Motaze).

Both women of reproductive age and adolescents accepted to be tested, and they also knew the
importance of pregnancy test before the administration of the malaria pills. They believed that
if a pregnant woman took the malaria pills she could suffer abortion. They perceived the
pregnancy test as a way of preventing abortion. In addition, some women of reproductive age
and members of the community said that they were “pleased” to undergo a pregnancy test

because it enabled them to uncover the pregnancy.

“We do pregnancy tests for women because it can happen that they give pills while she is not
well, if they give pills while she is pregnant, she can have complications or lose that pregnancy
here at home, the fieldworker who gave the pills will be guilty” (...) (SSI 05, woman of

reproductive age, Motaze).

“The test is very good because you can be pregnant without knowing. The first time | was

tested | was breastfeeding my baby and | didn't know that | was already pregnant. When they
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did the test, they found out that | was pregnant, but | didn't even know, they did me a big favour
because even my husband didn't know; the pregnancy was hidden, the child was sucking dirt
(...). If it hadn't been for the test, | would only realise that I was not well when the belly was
already big, so the test was very important” (SS 02, woman, member of the community,

Magude village).

Moreover, household heads, both women and men, and community leaders mentioned that they
accepted pregnancy test to their wives and female adolescent as they acknowledged that they
might not know if they were pregnant or not. In addition, they viewed a pregnancy test as
“good” because it helped to uncover several diseases, and it enabled pregnant women to seek

the health facility early on for treatment and follow-up of the pregnancy.

“The pregnancy test is important because if the person is tested they [fieldworkers] can find many other
diseases; if they find diseases, the doctors will treat those diseases that she has. The person is tested
because it may happen that she is pregnant while she has malaria, the child may get it from inside the
mother [in pregnancy]. When the woman is tested, various diseases will manifest then, so that both

mother and child will be treated” (SSI 10, household head, Motaze).

“Participant 1: When they test us and find out that we are not pregnant we are happy because
we are breastfeeding.

Participant 3: Testing girls for pregnancy does not pose any problems because they have
grown up. For us mothers, if it is me, finding my daughter in this state [pregnant], for me it is
a help because I live with her without knowing. It happened to me, |1 want to be honest, | sent
my daughter to school without knowing that she was pregnant. The school sent her back home

because she was pregnant, but if I had known before, 1 wouldn't have sent her to school.
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Participant 5: | don't see any problem in testing my daughters because if you find out that my
daughter is pregnant, and tell me I will have information or tell her in secret, she will come to
know that she is pregnant (...); there is no problem (...)” (FGD 07, general population,

Mapulanguene).

Acceptability to take malaria pills at home

Most participants accepted to take malaria pills at home even when they were not sick with
malaria as they perceived that pills prevented malaria to the members of the family and
community members, which in turn prevents people to go to the health facility often because
some of them lived far from the health facility. In addition, a community leader stated that
since the start of the mass drug administration, he has witnessed a reduction in malaria cases.
The same participant also said that the community had learned from previous experiences, such

as MDA, that malaria pills protect people from diseases.

“l accept taking tablets even without malaria. Even if field workers leave my neighbour's house
after giving pills, come here at home, we all have a duty to accept, because since we started
taking pills in 2016 until now we have seen a reduction in malaria. So, we should not refuse,
we have to accept taking tablets to prevent malaria” (SSI 09, community leader, Magude

village).

Regarding the easiest group to accept malaria pills, some participants mentioned young and

adult women, adult men, elders, community leaders and all people with the experience of

malaria disease and those who were not willing their family members to get it.
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“Neither our ladies' group nor the gentlemen's group can refuse, because when you start to get
sick, no one is happy about it, we rejoice when our children and we adults are in good health.

Therefore, we cannot refuse [to take pills]” (FGD 04, general population, Mahele).

“I think the group of mothers are the ones who understand the most, because they have younger
children. They quickly understand why they prevent themselves and their child's health. They
usually follow the healthcare programmes. The elderly also easily accepts to take the pills. In
general, adults will accept because they comply with one thing and another that is said. When
you speak, they feel firm in your words and you make sure that you also do it in your house,

they like it” (SSI 04, community health worker, Mapulanguene village).

Barriers to reactive focal mass drug administration

Questioned on the main barriers to the reactive focal mass drug administration, the different
community groups said that there were some barriers regarding the ongoing implementation of
rfMDA. They predicted that not everybody would accept to be tested and some community
members might insult or mistreat the fieldworkers because each member has its own way of
thinking. Additionally, some participants said that some household heads might not allow
fieldworkers to enter in the house and treat the members of the family, or fieldworkers might
be poorly treated, while others pointed out issues related to the absence of some or all members

of the household. For the participants, these barriers could hinder the rfMDA programme.
“It is possible that the person you are going to meet in some household will insult you; he may

say: go back with that job of yours (...). Other people may make jokes and talk a lot of nonsense

(...)” (SSI 05, community leader, Magude village).
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“The only barriers they [fieldworkers] can find are like arriving at a house and not finding
anyone. After sometimes, this family may get sick while people [fieldworkers] have already

passed (...)” (SSI 17, member of the community, man, Panjane).

Barriers to home testing for malaria

Regarding the barriers to home testing, participants mentioned some barriers, such as the
repeated pricks to collect blood samples and difficulties to collect blood samples among
children because some participants perceived that the blood of the child would finish as
children do not have a lot of blood. In addition, it was also mentioned that some household
heads might not accept the test for themselves and their family members due to lack of

awareness about the malaria test.

“Difficulties may exist when fieldworkers prick children and the blood doesn't come out, or
when they prick someone and the blood doesn't come out; when they insist and prick up to
three times on the same finger the person starts to feel pain. And, when it's a child, if they prick
several times the blood will finish because the child still doesn't have much blood” (FGD 07,

general population, Mapulanguene).

“What might be a hindrance to the activity is if the head of the household does not accept the
malaria test for himself and his household members because he might not think it is important
(...). If the householder refuses, it will not be possible to do the malaria test” (SSI 04, member

of the community, man, Magude village).
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Barriers to pregnancy test

Participants presented several barriers regarding pregnancy test, which included, management
of positive pregnancy test disclosure specially when the women’s husbands work far from
home, existence of difficult groups to preform pregnancy tests, perceptions about who should

perform a pregnancy test in women, as well as, the fear of family problems.

Participants agreed that it would be difficult to test and manage pregnancy test results among
women whose husbands work and live in South Africa. In fact, among the male participants,
particularly the ones working far from their homes, raised a concern regarding the disclosure
of the pregnancy test result. The concern was that the disclosure of pregnancy in their absence
could create worries as the community would be the first to know, and they might not certify
if their wives were faithful. Thus, they requested that the disclosure of the pregnancy test should

be a secret.

“There will be problems in my house with my sister-in-law because her husband is not in, he
went to South Africa. So, if the fieldworkers find out that she is 2 months pregnant while her
husband has long travelled to South Africa, we need to have a good talk with her. But if it is
my daughter who is pregnant, there is no problem. You can tell me” (FGD 07, general

population, Mapulanguene).

“Participant 3: Regarding the difficulties of pregnancy testing for women, we request that your
fieldworkers who will be distributing pills, have confidentiality because from my wife's side, |
work and stay a long time on duty, I end up staying 2 months without coming back. I may think
that my wife has nothing [pregnancy] while she is pregnant. So, if there is a leak that my wife

is pregnant and | don't know, nor have | seen; excuse me, but we need to be clear, because |
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will no longer know if that pregnancy is mine or not. Your fieldworkers should have
confidentiality; (...) you didn't come to destroy our homes, you came to help us, so we ask for
confidentiality when it is proven that women are pregnant.

Participant 5: | agree with what the colleague said. It would be good if fieldworkers could test
and say how many months of the pregnancy: one or 2 months; because I can stay in South
Africa (...) 3 or more months working outside home and, the fieldworkers find out that my wife
is 2 months pregnant, but I have been outside home for more than 3 months (...). Then when
they find out that she is pregnant, the fieldworkers cannot talk in the community because they

have not come to destroy our homes” (FGD 08, general population, Mapulanguene).

Regarding the difficult groups to perform pregnancy test, both adult women and men,
community health workers and community leaders mentioned adolescents. They predicted that
adolescents may refuse the pregnancy test at home due to fear of their parents, because if they
are tested positive, their parents would know that they are pregnant and this can be a family

issue as they might be hiding the pregnancy.

“The ones who usually deny pregnancy test are the girls. Since the test will be done at home,

they know that if they test me here where the breast is, she will find out that | am pregnant”

(FGD 09, general population, Mahele).

“Girls tend to hesitate to take the pregnancy test. They say they are not pregnant while they

are hiding” [the pregnancy] (SSI 10, community leader, Mapulanguene).

Adolescents, however, said that they were not afraid of pregnancy tests. They added that who

had to decide about pregnancy testing for them were their parents. They perceived that their
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parents may not allow them to do pregnancy testing due to social norms. They explained that
if they are found pregnant they had to inform their mothers, and not their fathers or the mother

and the father at the same time.

“Mums might not accept their daughters taking the pregnancy test because if me and my
parents, mummy and daddy are sitting in the same place, no matter how much something
forbidden happens to me [menstruation or pregnancy] | can't tell my dad. | have to go and tell
my mummy because | don't know anything yet, I'm underage, they tell me to do this, this and
this, and I say 'that's fine thank you'. Then mummy might not accept that | do pregnancy test in
front of my daddy because he will know the results immediately” (SSI 01, adolescent, Magude

village).

Some participants, particularly women of reproductive age, said that some household heads
might not accept their wives to perform a pregnancy test because most men perceived that a
pregnancy test must be performed by a woman and not by a man fieldworker. Participants

added that some women might refuse pregnancy test due to fear of violence of their husbands.

“The group that might not allow women to do the pregnancy test are men, because they think
that a man has no right to test pregnancy on a woman, only a woman can test pregnancy on

another woman” (SSI 17, member of the community, woman, Panjane).

“Women may refuse pregnancy testing for fear of violence of their husbands; this can happen.

Some men may be violent to their wives if they accept the test without their consent” (FGD 10,

general population, Magude village).
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However, other participants, particularly men, said that women of reproductive age do not like
to do pregnancy tests at home because they said that if they wanted to know about their

reproductive health, they would go to the hospital.

“There are many women [of sexually reproductive age] who do not like to take a pregnancy
test. When they are talking on the street, they say that 'testing people is not good, because if |
want to have a baby, | know the way to the hospital, I know how to do it, testing people is not
good'. (...). It has been more the women who deny the pregnancy test because they say that they

know where to get help, which is in the hospital” (SSI 04, household head, Motaze).

Other participants said that some women might deny pregnancy test due to fear of pregnancy
disclosure within the family. Additionally, they said that some women might also make use of
pills distributed to prevent malaria to do the abortion of unwanted pregnancy, as they are

already aware that malaria pills may interfere with the pregnancy.

“Other women may refuse to do the pregnancy test if they know they are pregnant and they did
not want to [unwanted pregnancy], and they may want to take the pills without testing to take
advantage of the pregnancy [have an abortion] ... because in the other malaria campaign
[MDA] it was said that if you take pills when you are pregnant, the pregnancy will come out
[you can have an abortion]. But, other women can refuse to be tested because it can be found
out that they are pregnant .... Our daughters may not know that they are pregnant, but after
the test they will know and we will also find out and ask them about the pregnancy” (FGD 09,

general population, Motaze).
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Barriers to the administration of malaria pills at home

All participants pointed out some barriers that can hinder the uptake of malaria pills. These
barriers included people’s perception and habits about when to take pills, side effects, lack of
compliance on the dosage, lack of decision-making by the household head, conflict of
prescription between the recommended malaria pills and local traditional medicines, lack of

adequate information, and existence of groups who can refuse to take pills.

Regarding people’s perceptions about when to take pills, some healthcare professionals
mentioned that most members of the community perceived pills as substances to be taken when
they are sick, and it would be challenging to request people to take malaria pills while they

were not feeling sick.

“| think that there will be some barriers because our communities, the characteristic of our
communities, is to take some pills when they are sick. So, when you arrive in the community
and tell people to take pills while they do not feel sick, then this ends up creating a situation
that is not good for the community. So, this is the main barrier that even we as an institution,
we have been facing because they only take pills when they are sick” (SSI 04, healthcare

professional, Mahele health facility).

In fact, to substantiate healthcare professionals’ predictions, some participants, particularly
household heads and adolescents, confirmed that they would not take malaria pills unless the
test shows that they have malaria, even if their neighbours or other members of the family were

tested positive to malaria.
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“(...) | cannot accept taking pills just because they tested and found that my neighbour had
malaria while my test was negative, because they tested to know if |1 have malaria, and they
told me that | don't have malaria; and then if they give me pills to take; that | cannot accept”

(SS 01, household head, Panjane).

“l can't accept to take pills because | don't have malaria, even if my neighbour was detected

malaria in the hospital” (SSI 01, adolescent, Panjane).

Another barrier was regarding participants’ previous experiences of malaria pill’s side effects.
Some participants said that some people might not accept taking malaria pills because when

they took in malaria pills in the previous campaign (MDA), they experienced dizziness.

“People may not take the pills because of dizziness, because the pills cause dizziness; they
make you dizzy. It happened with my grandson, he got dizzy, he was shaking after taking
malaria pills in the second day. We went to the hospital and they prescribed other pills that we
have to buy from the pharmacy outside, but the pharmacy was closed because it was Sunday,

and it was difficult to manage the situation” (FGD 11, general population, Magude village).

Lack of compliance with malaria pills dosage was also reported as a barrier. The discourse of
some participants pointed out that some people only took the pills in the first day, in the
presence of the fieldworkers. But, they did not adequately take the pills in the following 2 days

as they had been recommended.

“I think that there are still difficulties in taking the pills because some people, when the

fieldworkers leave those pills that they have to take in the absence of the staff, some don't take
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it. I can believe that some don't take it, this is because the same person... the same family
member, whose other was tested positive, when they leave it for him to take it, he doesn't take
them, and three days later he shows up at the health facility with malaria, and sometimes, when
we ask if he took the medicine that fieldworkers left, and he says yes, while he simply didn't

take it” (SSI 2- healthcare professional, Magude village health facility).

“(...) Most people do not take pills until finishing the dosage. They interrupt it and drink beer,
but they won't get better, they will always be in hospital because they have transgressed the

norms, crossed the line, and they will always get sick” (FGD 01, general population, Panjane).

Healthcare professionals and community health workers mentioned the absence of the

household head or lack of his consent as a barrier to all family members to take the pills.

“One of the barriers would be if field workers arrive in a household where the head of
household is not there, practically that person will not be attended to. Fieldworkers will not be
received, they will have to wait for the head of household to authorise, then they will not be

able to work” (SSI 05, healthcare professional, Panjane health facility).

According to the participants, the intake of traditional medicines might be another barrier to
home intake of the drug. Community leaders and healthcare professionals mentioned that there
might be a conflict between the recommended malaria pills and local traditional healers’
practices. They explained that some traditional healers may refuse malaria pills alleging that
they treat it themselves. Others said that children or other people might not be allowed to take
malaria pills at the same time that are taking traditional medicine prescribed by the traditional

healers.
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“Another barrier would be to get to the household head, let's suppose that the head of that
household is a healer, he thinks he can treat malaria, or he can only treat the person who has
malaria, not those people who don't have it, he knows how to do things. He will say: no, here
at home these are the rules, | treat it, no one get sick of malaria (...). It would be difficult to
convince him because he thinks that he can treat himself, he is already a doctor, he calls himself
a house doctor, it would be difficult to medicate this healer, because he thinks that he is also a
professional. And he may not let the fieldworkers do their job because of some myths. You can
explain to him that there is no traditional treatment for malaria, but he still has these taboos”

(SS1 05, healthcare professional, Panjane health facility).

“For example, here in Mapulanguene [name of administrative Post], there are traditional
healers who prescribe traditional medicine to children and other people. You may come to a
family, and they can say: "today | gave traditional medicine to my son, and he/she cannot take

malaria pills”, you may find that” (SSI 10, community leader, Mapulanguene).

The future possibility of getting malaria sometimes after taking the pills was mentioned as
another barrier. Some healthcare professionals said that some people might ask “for how long
they will get malaria after taking pills?”, and if they are aware that even taking the pills, after
sometimes (approximately 6 weeks) they can still get malaria, they might not adhere to the

pills.

“One of the barriers would be, for how long will I not have malaria, for how many years? That

question anybody can ask, as long as they don't have exact information about the drug, they

can ask this question for how long, if it's for a short time, he or she may reject saying: ‘there’'s...
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| don't have malaria, what's the point if after so long I'll have malaria” (SSI 05, healthcare

professional, Panjane health facility).

Indeed, some participants with previous experience of malaria pills treatment questioned the

usefulness of the malaria pills because they still got sick even after taking the pills.

“We heard that malaria will end after taking the pills, we took the pills but we still get sick with

malaria” (FGD 08, general population, Mapulanguene).

Almost all participants said that the main barrier would be the lack of adequate information
about the importance of pills for malaria prevention. They also added that another barrier would
be lack of information about how and when to take the malaria pills. Participants reported that

not all fieldworkers offered adequate information before requesting people to take the pills.

“Inform your fieldworkers who are distributing pills, in the beginning there were problems
because people said that: 'l cannot take pills because we had not eaten’, and we are not yet
well clear in our heads. We asked that when the campaign starts, also bring food because we
thought we could take pills after the meal; while it is not. We went to find out that it was a
mistake of some fieldworkers. It is not everything that they tell us, that they explain clearly in
the households. Some fieldworkers misrepresent the information, it is important that they come
while they have clear knowledge of what they are going to do. They say that these pills can

only be taken after the meal” (FGD 08, general population, Mapulanguene).
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In fact, some healthcare professionals experienced the impact of this misinformation in some
communities. They reported that some people refused to take pills unless it was also

accompanied with some food distribution.

“The big barrier, which is not even my opinion, but it is what | have experienced in the
community, is that once | went to talk to my neighbour, I tried to convince her to take the pills,
but she did not accept for the following reason, she says: "first they should give us food, they
always only come to give us pills after pills, first you have to eat to be able to take pills. Why
don't they give us food? They are only handing out pills”, this is one of the barriers that is

common in the community” (SSI 07, healthcare professional, Magude village health facility).

Additionally, some community health workers and general population who participated in this
study reported that it would be difficult to convince members of the community to take pills
because the fieldworkers were outsiders, and local community health workers or members of

the local communities were not involved in the campaign.

“In the previous campaign, it would have been possible to eliminate malaria, but it was not
possible because outsiders were recruited and worked in the campaign. We had problems
because they [fieldworkers] did not work with us [local community health workers]. So, in
some households, they had difficulties because people did not accept to take pills as they did
not trust those who were distributing pills” (SSI 04, community health workers,

Mapulanguene).
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With regards to the groups that are resistant to take malaria pills, participants presented mixed
perceptions. Most of the participants said that young people, particularly boys and drunken

people were mostly the groups that would refuse to take pills.

“The group that refuses to take pills is the group of boys, because I have a boy who refuses to
take it, he does not accept it, but we take it [adult men and women] (...). We don't succeed to
convince young people to take pills. They will not take it. You can meet them here at the gate
and say that you need person 'X', he will tell you that he has just left, while it's himself. The
fieldworker will leave, but if I tell the fieldworker that 'that is the person you are looking for’;

he can turn and kill me” (FGD 10, general population, Magude village).

“We drink beer, when you arrive, | will have already drunk beer, they [fieldworkers] give us
medicine and tell us to take it, while we are already drunk. Even those pills that others say are
bad, in reality, they don't make you sick, when the fieldworkers arrive they find me drunk and
they tell me to take [pills] there in the presence of them [fieldworkers], so, the person gets

drunk twice” (FGD 06, general population, Magude village).

Adolescents and healthcare professionals, however, perceived that adult people working in

South Africa and elderly were groups that would mostly refuse to take pills.

“The majority, the new ones, (...) I'm talking about the young people, those don't have
problems. | believe that a big part of the people who inhibit family members from taking pills,
are adult people who work in South Africa, because they don't know where we are coming from

and where we are going to. They don't get the information in the first hand, or hear it from
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someone; they only hear rumours, and they end up inhibiting their relatives from taking the

pills” (SSI 08, healthcare professional, Magude village health facility).

“The elderly and fathers [adult people] only take pills when they want, others only take them
in the first day, the next day they don't take them, and they say: "as soon as they [field workers]
are gone, they won't see that we are not taking it" and, they leave the pills” (SSI 10, adolescent,

Panjane).

Perceptions about ways to increase adherence to reactive focal mass drug

administration

All participants of different community groups perceived that several strategies could be used
to increase community participation in rfMDA, including the need for more awareness about
rfMDA, planning of the activities, access to accurate information about antimalarial pills,
supervision during the administrations of the pills and improvement of attitudes of

fieldworkers.

The access to accurate information was considered crucial to increase adherence to rfMDA.
Thus, participants suggested more community engagement including door to door
sensitization, use of entertainment activities, such as theatre for sensitization, as well as the

inclusion of community leaders during the campaign and rfMDA implementation.

“Community leaders should be informed to gather the population and inform them about the
malaria campaign. They should be informed about the month and day when the fieldworkers
will come to the community. People should be informed about the importance of the pills and

appeal to the population not to run away during the fieldworkers' visit. When the campaign
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starts the community leaders should be informed and they should accompany the fieldworkers

because they are the ones who know the communities” (FGD 09, general population, Motaze).

Most participants also said that they were often busy with their everyday activities, and they
might not be at home during the visit of the fieldworkers. So, they proposed that rffMDA
activities should be well planned, people and community members should be informed
beforehand about the day and time the fieldworkers will visit, and also, they should comply
with the planned day. Participants perceived that this would prevent absence of the members

of the household.

Almost all participants reported that it was important to give accurate information about
antimalarial pills in advance. They explained that people should be informed about the
importance of the pills, explaining its adverse effect and evaluating if some people are sick of

some disease contraindicated to antimalarial pills.

“People should be told why it is important to take pills, what the pills are for, and whether the
person is sick. This is because you may meet the people while they are not sick and they may
wonder why they have to take pills if they are not sick. Then, you should explain what those
pills are for. I think that after explanation people will accept to take the pills” (SSI 08,

adolescent, Magude village).

“First, it would be better to explain what these pills are, their adverse effects: this can happen
and that, you can do this at home; advise people that if they feel ill they can go to the hospital,
etc. | think the big problem is the adverse reactions of the pills. You should explain to the

patient that it may happen, this, this, this..., that they shouldn't be alarmed, it's natural, it's the
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effect of the medication, after a while it may pass, if it doesn't, they can go to hospital” (SSI

06, healthcare professional, Magude village).

Some participants explained that some fieldworkers recommend drunken people to take
antimalarial pills, while others do not give pills to drunk people at all. These participants
perceived that people should not take pills after drinking alcohol, and they suggested that pills
should be left at the household, and people would take in the following day.

“Usually, the fieldworkers arrive late and find people already drunk. But, some fieldworkers
say even if the person is drunk, they recommend him to take the pills. So, we are used to it, that
if you have just drunk, you should not take pills. We deny taking the pills after drinking” (FGD

05, general population, Magude village).

“If the person is drunk, the fieldworkers should leave the pills, and leave recommendations
with a person who is not drunk. He will take it the next day when the drunkenness is finished”

(FGD 06, general population, Magude village).

Some participants suspected that not all people comply with the recommended dosage of the
antimalarial pills. To overcome this problem, healthcare professionals proposed supervision
during the administrations of the pills. They explained that the fieldworkers should visit the

households and monitor the compliance of malaria pills intake during the three days of dosage.

“To comply with the dosage, | think people should take the pills in the presence of the

fieldworkers, and not let the patient decide to take it in the following days alone. He can have

a party and stop taking the pills, and he can take them when he wants. The lack of monitoring
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can cut the effect of the medicine itself” (SSI 08, healthcare professional, Magude village health

facility).

A considerable number of participants appealed to the improvement of fieldworkers’ attitudes
as they perceived that fieldworkers do not often comply with the local cultural norms such as
greeting the members of the households, explaining the reason why they are visiting that
household and explaining why and how to take antimalarial pills. Participants expected humble

and respectful fieldworkers, and they suggested that fieldworkers should not be young people.

“Participant 1: It is necessary that when a fieldworker arrives at a house he should greet, after
he has greeted we will give him chair to sit, and then he communicates to us about the reason
why he came to visit us, he explains to us how the pills are taken. But there are some
fieldworkers who are very young who create difficulties...they don't explain, they don't know
how to answer adult people.

Participant 3: Even if they are not young fieldworkers, some when they arrive they say: "you
have to take pills, you also have to take them here", even when someone has asthma, they say:
"you have to take, take pills. So, that's what we don't want.

Participant 5: (...) They [fieldworkers] should explain their mission well and in a good way so
that they can give us pills and we take them, in as much as we are satisfied also; they should
not prick the heart [not offen] the person, because if they prick the heart the person already

takes the pills unsatisfied” (FGD 05, general population, Magude village).

“Participant 1: Fieldworkers should be people with respect, they should not come with pride,

others come with their own problems and put out on me, we will not agree to each other, and

some may be sent away.
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Participant 4: A fieldworker has to be someone who works with an open heart and calm, so

that we can also receive him well” (FGD 11, general population, Magude village).

Some participants also claimed that fieldworkers were outsiders of the community. They
proposed training of some local fieldworkers who could understand local language, practices

and culture, and who would build a strong relationship with the local communities.

“Among the fieldworkers, they should include ladies or girls from our area. These people know
the local life, it would be simple for them to greet “how are you”, have you ever felt something
"X"; they would be able to explain the local people in a good manner” (DGF 07, general

population, Mapulanguene).

“The rfMDA programme should involve local communities; involve someone from the
community, it would be better to train someone local that the communities know, it would
create confidence in the community, it could be a huge help. The knowledge of that person
could help them to join the campaign. Most of the time, it is not because the person does not
want to take pills, but the reason is that the fieldworkers distribute the pills and then disappear,
they have no connection with the local communities. Some people resist taking pills because of
lack of trust to the fieldworkers; because they don't know those people [fieldworkers]. The
population may think maybe the fieldworkers want to kill them; if someone dies who will they
turn to? For example, if I am a local fieldworker, I arrive at my neighbour's house, she may
even resist a bit to take pills, I try to convince her, (...) she ends up having a different idea, and
accept. She will think that my neighbour can't give me this to kill me, if she kills me I'll go to

her house (...). So, if we involve the community a little more, if local people are also into the
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programme, | think it will be better, we will have a greater adherence, and the programme

goals can be achieved” (SSI 05, healthcare professional, Panjane).

Discussion

This qualitative study analysed acceptability and perceived barriers to reactive focal mass drug
administration (rfMDA) among community members exposed to community engagement
campaigns and malaria elimination interventions in rural Magude district. The study found that
all group members of the community included in the sample accepted rfMDA regardless the
place of residence. This acceptability was associated to the awareness about rfMDA as a result
of community engagement campaigns. The perceptions that rfMDA, like the previous MDA,
would prevent malaria, improve people’s health status, and the fact that the procedures used
would reduce the cost incurred by transport to the health facility also influenced rfMDA
acceptability. Moreover, participants perceived malaria as a local health concern, and they
believed that rfMDA could help to eliminate it. These results are consistent with previous
studies in the same study setting [7,9]. In particular, these previous studies found that high
acceptability of MDA was influenced by the perception of malaria as a main health problem
[9] and by the community engagement campaign [7]. Moreover, others studies undertaken in
Tanzania [17], Eswatini [18] and Cambodia [19] showed that perceived risk for malaria

influenced acceptability of malaria treatment.

The results of this study also reveal that the procedures used in rfMDA were accepted despite
mixed perceptions about the process of management of pregnancy test outcomes and
administration of antimalarial pills to all members of the community. The acceptability of the
rfMDA procedures derived from the awareness of the communities that those were

recommended procedures to access antimalarial pills; perceptions of the procedures as norms
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of the health facility, the willingness to know one’s health status, and the recognition that
malaria could be hidden in the body and transmissible to other members of the community.
This result highlights high awareness of malaria transmission and desire of its elimination. Like
other studies in the Gambia [20] reported, the acceptance of antimalarial pills without malaria
symptoms, may reveal a strong sense of responsibility of the participants of this study toward

protecting themselves, their family members and their neighbours.

Despite community acceptability and high awareness of the procedures used in rfMDA, some
procedures such as performing malaria tests on children and pregnancy tests were not often
welcome, and they could hinder the uptake of rfMDA campaign. The results of this study
showed that some participants were reluctant to perform malaria tests to children as they
perceived it could harm children’s health by reducing the amount of blood in their body. In
addition, participants were concerned about pregnancy test decision-making and pregnancy
testing result disclosure because it could contribute to disagreement among couples, especially
when a wife does a test without her husband’s consultation, or if other members of the
community access the information about a positive pregnancy test before the husband.
Moreover, participants had experience of previous antimalarial pills, and they were concerned
about drug adverse reactions, and others were reluctant to take drugs without malaria
symptoms. These barriers have also been documented in previous studies [18, 21-24].
Furthermore, like previous studies [25] have reported, lack of access to accurate information,
spread of misinformation about malaria intervention, being unable to drink alcohol while
taking DHAp [7], lack of trust of fieldworkers, and the demand of food as precondition to take

DHAQp are potentials barriers to fMDA.
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The barriers identified in this study reflect the need of more community engagement in malaria
campaign, which include the community appropriation of the malaria elimination process,
involvement of community leaders in the whole process, and training of local community
health workers and other local eligible people to serve as fieldworkers. This strategy could
contribute to community self-appropriation of the malaria elimination campaign, and it would
build a strong relationship between fieldworkers and the community. As the participants
suggested, local fieldworkers are more appropriate to work with communities than outsiders as
they are more prone to follow and respect the local cultural norms, and this could help to build

a strong relationship with the communities.

Community engagement is crucial, and it has been recognised as central to malaria campaign
uptake [26, 27]. Several strategies could be used to strengthen rfMDA, including house-to-
house visits to inform the population about the planned campaign, and provide non-monetary
incentives, such as bed nets, food or school material to children or other things that can
incentivise people to participate in the malaria campaign. Incentivising communities has been
found as a valid community engagement strategy in a similar campaign in Cambodia [27],

where it contributed to the increasing participation of the population in malaria campaign.

Limitations

This study is limited to the study setting and the selected participants, and the results could not
be generalized to other settings. Given to the nature of the qualitative methodology that guided
this study, the study sampling was not representative of the study population, and it was subject
to sample-bias because only some participants, who were considered as representing specific

groups of the community, were selected according to the study objectives. This sample strategy
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led to exclusion of other community members who could have different views about the study

object.

Conclusion

The community of Magude district found rfMDA and its procedures acceptable as a malaria
intervention. This acceptability was associated to rfMDA awareness deriving from community
engagement, previous experience of malaria similar campaigns, such as MDA, and willingness
of the community to eliminate malaria. However, some barriers, such as lack of decision-
making on pregnancy test among women, fear of pregnancy test results, lack of accurate
information about rfMDA, fear of DHAp adverse reactions, and reluctance to take drugs
without malaria symptoms might affect fMDA campaign. Thus, there is a need to continue
with community engagement and built community self-appropriation of the malaria
programme. This could include involvement of local community leaders, before and during
rfMDA, and local community health workers and other local people who can work as
fieldworkers during rfMDA campaign. Including community’s members in rfMDA
implementation could optimize rfMDA uptake, and therefore contributing to malaria

elimination.
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Abstract

This study analysed acceptability and perceived barriers to reactive focal mass drug
administration (rffMDA) among community members exposed to community engagement
campaigns and malaria elimination interventions in Magude district, following mass drug
administration (MDA) in the same district. The study used a formative qualitative study design,
consisting of 56 semi-structured interviews with community members, including community
leaders, household heads, women of reproductive age, members of the community and
adolescents, 4 semi-structured interviews with community health workers, 9 semi-structured
interviews with healthcare professionals; and 16 focus group discussions with the -adutt-general

adult population. Data were collected between June and September 2017. A content thematic

analysis approach was used to analyse the data. The results of this study showed that fMDA
was accepted due to awareness about the intervention, experience of a previous similar
programme, thesueh-as MDA campaign, and due to favourable perceptions built on the believe
that rfMDA would help to prevent, treat and eliminate malaria in the community. Perceived
barriers to rfMDA include lack of access to accurate information, reluctance to take a
pregnancy test, concern on drug adverse reactions, and reluctance to take antimalarial drugs
without any symptom. In conclusion, the community found rfMDA acceptable for malaria
intervention. But more community engagement is needed to foster community involvement

and self-appropriation of the malaria programme elimination.

Keywords: Acceptability, Barriers, Magude, Malaria, Reactive focal mass drug

administration.
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Introduction

Mozambique is one of the sub-Saharan countries that has made significant progress toward
malaria elimination [1,2]. However, the country is still considered one of the 6 countries with
the highest malaria burden in the world, contributing with an-estimate-6f-4% of worldwide
malaria cases in 2018 [2]. Several strategies have been implemented in the country to accelerate
malaria elimination in southern Mozambique [3]. These strategies include increasing the
coverage of long-lasting insecticidal nets (LLINSs), yearly rounds of universal indoors residual

spraying (IRS), and improvement of case management and surveillance system throughout the

country [3,4,5]. These strategies are amongparts-ef the recommended tools of the World Health

Organization (WHO) Global Technical Strategy (GTS) for Malaria 2016-2030 [6].

Magude district, in particular, has been benefiting from a project led by the Manhica Health
Research Centre (CISM) since 2015, which aims to eliminate malaria. The project consisted i
of implementation of a comprehensive mixedeéd interventions that included LLINSs, IRS and
four rounds of mass drug administration (MDA) to all the eligible members of the population
of Magude between 2015 and 2017 using the half-life drug dihydroartemisinin-piperaquine
(DHAp) [5,7]. These interventions were implemented following different assessment and
baseline studies on malaria elimination in the district [8-10] that informed the perceptions of

the community before and during the implementation of the project.

Some factors influenced the implementation of malaria elimination interventions in Magude
district, including refusal of IRS and LLINs use [9], absenteeism of the household head which
compromised the decision-making in participation in theef MDA campaign, and fear of DHAp

and #s-adverse event-reactions [7]. Notwithstanding these constraints, the implementation of



72

73

74

75

76

7

78

79

80

81

82

83

84

85

86

87

88

89

90
91
‘ 92
93
94

‘95

the comprehensive mixed intervention has resulted in a substantial reduction of malaria cases

in Magude district [5].

Although there is significant reduction in malaria cases in the district, Bespite-a-promising-of

the-implemented-mixed-intervention-in-malaria-case-reduction—the-elimination of malaria in
the-district-has not yet been achieved. tr-a-sueh-easeHence, the WHO recommendation ofs

reactive epidemiological surveillance_as an intervention; -which-is-an-intervention-suitable to
the late stages of the fight towards malaria elimination [11]. In this context, a reactive focal
mass drug administration (rfMDA) was implemented in Magude district, southern
Mozambique, from July 2017 to January 2020 to maintain the gains and prevent an upsurge of

malaria transmission after MDA.

rfMDA consisted of following up all passively malaria—detected malaria cases at health
facilities and community health workers to their households and administering the antimalarial
drug DHAp to all householdthei—famity members and neighbours. When a household was
visited, the fieldworkers explained the reasons of the visit; enrolled the household members to
the study through informed consent forms; administeredadministrated electronic
questionnaires toef all household members gathering sociodemographic and malaria risk and
prevention information; evaluated each household member’s eligibility to be administered
DHAp, which included pregnancy testing to consenting women of reproductive age and
malaria rapid diagnostic testing to all eligible members of the households; and administrated
DHAp according to each member’s age. The administration of DHAp followed the same
procedures used in MDA in the same district [8,5,7]. The implementation of rfMDA strategy

was complemented by a community engagement campaign encouragingireentivising the
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population to seek healthcare upon the presentation of fever and to adhere to thise reactive

surveillance intervention.

This study analysed acceptability and perceived barriers to reactive focal mass drug

administration (rffMDA) among community members exposed to community engagement

campaigns and malaria elimination interventions_;-such-as-healthcareproviders,—community

members-of the-community-in Magude district.

Methods

Study setting

The study was carried out in thea rural district of Magude, district-located in the northwest of

Maputo province, southern Mozambique. In 2017, the national statistics institute’s (INE)

census counted the-distriet-has-63,691inhabitants and 14,583 households_in the district [12],
distributed in 5 Administrative Posts: Magude village, Motaze, Mahele, Panjane and
Mapulanguene [13], and the study covered all these 5 Administrative Posts. There are 9 rural
health facilities, 1 referral health centre and 27 community health workers (CHWSs) throughout
the district [14]. CHWs provide diagnosis and treatment of malaria and other diseases, such as
diarrhoea, pneumonia and refer patients with signs of sickness requiring high medical attention
[15]. Both health providers and community health workers engage in community sensitization
about malaria using a social behaviour change communication approach efincluded in the Plan
of the National Malaria Control Program (NMCP) [16]. The level of malaria in the district is

was considered moderate_before de elimination program, with about 200 cases per 1000 prior

to MDA [14]. The district has been exposed to malaria prevention strategies, such as malaria
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case management using artemether-lumefantrine, vector control, IRS and the population has

been exposed to several malaria research activities before and after the Magude project [5,8].

Study design

ThisA formative qualitative study assessed acceptability and perceived barriers to the reactive
surveillance strategy rfMDA among community members exposed to community engagement
campaigns and malaria elimination interventions. The study was undertaken between June

andin September 2017, and it initiated before the start of the reactive surveillance intervention

and continued during the first two months after the start of the intervention_in July 2017.

Sample strategy and sample size

A purposive sampling was performed to select individual members representing different
groups in the community. These groups included adult household heads (> 18 years old), adult
women of reproductive age (18-49 years old), female adolescents (12-17 years old), adult
members of the community (> 18 years old) and community leaders (> 18 years old). The same
strategy was used to select adult general population (> 18 years old) who composed focus group
discussions (FGD). These participants were selected to capture the view and the lay
perspective, as well as mapping the barriers with regards to reactive focal mass drug
administration. A total of 69 participants of different community groups, comprising individual
semi-structured interviews, and 157 participants of the general population, who participated in

FGDs, were included in the study (Table 1).
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Table 1. Study sample size

Individual semi-structured interviews

FGDs (n=16) with general

population

Study setting Women of Member of . Health

Household Reproducti Adolesc the Community professi | CHWs | Total Men Women Total

head ent . leader

ve age community onals

Magude 1 1 5 6 6 5 1 25 8 37
village 45
Motaze 4 2 4 0 0 13 1 16 17
Mahele 1 0 0 2 7 13 20 33
Panjane 2 1 2 5 2 1 15 7 11 18
Mapulanguen 1 2 0 3 1 1 1 9 16 28
e 44
Total 9 10 9 18 10 9 4 69 45 112 157
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The study also included healthcare providers who were engaged in malaria campaigns and
malaria elimination interventions. A purposive sampling was used to select 9 healthcare
professionals and 4 CHWs in all the study settings (Table 1). Health professionals were
working in the health facilities located in the same communities where the study took place.
The community health workers also worked in the same communities in coordination with

the local health facilities.

The study sample size did not cover all participants in all study sites due to unequal distribution of the

study participants’ categories and several constraints to accessing the eligible participants. Health

professionals and CHWs were not included in some study sites because they were not in all selected

communities, and some community leaders were absent during the data collection. Additionally, it

was not possible to include adolescents from Mahele and Mapulanguene because the study took place

during the school season, and the eligible participants were at schools in different districts.

Furthermore, members of the community from Mahele were not included in the sample of semi-

structured interviews because they were unavailable due to their agricultural activities. In addition, the

lack of accessibility at the selected study sites during the rainy season constrained access to the

eligible participants.

Data collection

Semi-structured interviews (SSI) and focus group discussions (FGDs) were used to collect
data. Individual SSI were administered to household heads, women of reproductive age,
adolescents, members of the community, community leaders, healthcare professionals and
community health workers; while FGDs were used to collect data with-from the adult general
population. The size of each FGD varied between 8 and 12 members, and each FGD lasted
between 60 and 80 minutes. Data collection guides for both SSI and FGDs were designed to

capture perceptions of rfMDA, acceptability of the procedures of rfMDA and the reasons for
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[189
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191

192
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196

its acceptability, and barriers that could emerge during the implementation of rfMDA. Guides
were prepared in Portuguese, and a pilot test was performed in the local language Changana
before the beginning of data collection. Based on the pilot test, the guides were refined. SSI
were conducted in both Portuguese and Changana, depending on the language preference of
the participants, while all FGDs were conducted in Changana. The interviewers, who are fluent
in Portuguese and Changana, were trained to conduct SSI and facilitate FGDs. All interviews
and FGDs were digitally recorded, and later independently transcribed in Portuguese. The

research team controlled the quality and accuracy of the transcriptions.

Data analysis tools

A content thematic analysis approach was used to analyse the data of SSI and FGD. First, data
management was conducted using Nvivo 12 (QRS International Pty. Ltd.), a qualitative
package for qualitative data analysis, following designed generic outline nodes representing
the codding structure. Themes and subthemes emerging from the data were critically discussed
until a consensus of the researchers was reachedresearched. The final themes were: awareness
and acceptability of reactive focal mass drug administration, acceptability of the procedures
used in reactive-focal-mass-drug-administration-strategyrfMDA and barriers to reactive-foeat

Ethical considerations

The study was approved by CISM’s institutional ethics committee (CIBS-CISM) and the
Mozambican Ministry of Health National Bioethics Committee, and it was registered as
protocol number Ref:146/2017. All participants received detailed information about the study
objectives. A written informed consent was obtained from all participants prior their

participation in the study. The study obtained a written informed consent from all parents or

11



197 guardians of the young adolescents (12-17 years old) included in the study.
’198 MereeverAdditionally, an assent was sought from all young adolescents that participated in
199 this study. Participants were assured about their anonymity and confidentiality throughout the
200 research process. Thus, all participants names were not recorded, and all informed consents,
01 digital records and databases were securely stored at a secure server of CISM.
02
203

204

205 Results

206  The participants of this study included different community groups, general population of the
207  community, healthcare professionals and community health workers. Table 2 and Table 3

08 summarise the characteristics of participants per community group and among the general

09 population who participated in semi-structured interviews and in focus group discussion
210  respectively. The majority of participants were married or living with a partner, had primary
211  school and worked as famers.

212

213  Table 2. Sociodemographic characteristics of participants per community group

Mariables Community Heusehold Women——of Adelescents Members—of-the
age (1-10) (-1}

Ml 100%(1010)  778%(749)  0{010) o(0/9) 16.7% (3118)

Female 0.(0/19) 222%(209)  100%(1010)  100%(918)  B33%(15/18)

EducationaHevel - - - -

None WHaN0 B 0000 009 11,13 (2118)

Primary school 9% (10) GO (B9) G0N (610)  TIEM(I9)  8A.9% (1618)

12



Widewheod 10%-(110)  04(0/9) = 0040y 06/  0(0A8)
Oceupation

Farmer 100%(10/10)  778%{(#9)  80%(8A0) 222%(2/9)  7#8%{(14A18)
Salespersen 000y 1L1%{H9) 0{0a0)  0{o9) 56%{(18)
Security 04040)  111%{(Y9) 0{046)  0{0/9)  0{0A8)
Housewife 040M0)  0{09)  10%4320)  111%{(Y9)  11,1%(2A18)
Traditionabhealer  0{0A0)  0{0/9)  0{0AB)  0{0l8)  56%@nAs)
Student 046/0)  0(6/9)  10%(1AB)  667%(6/9)  O{0HS8)
Religion

Atheism 10%-(H10)  222%(2/9)  10%{(110)  0{0/9) = 0{0A8)

Characteristics\Variables Community Household Women of Adolescents Members of

of participants leaders head (n=9) reproductive (n=9)n/%  the
(n=10) n(%o) age (n=10) community
n(%o) n(%) (n=18) n(%o)
Sex
Male 10 (100) 7 (77.8) 0 (0) 0(0) 3(16.7)
Female 0(0) 2(22.2) 10 (100) 9 (100) 15 (83.3)

Educational level
None 1(10) 3(33.3) 1(10) 0(0) 2(11.1)

Primary school 9 (90) 6 (66.7) 6 (60) 7 (77.8) 16 (88.9)

13



Secondary Education 0(0) 0(0) 3 (30) 2(22.2) 0(0)

Marital Status

Single 0(0) 0(0) 3(30) 7(77.8) 1(5.6)
Married or living with a 9 (90) 9 (100) 7 (70) 2(22.2) 17 (94.4)
partner

Widowhood 1(10) 0(0) 0(0) 0(0) 0(0)
Occupation

Farmer 10 (100) 7(77.8)  8(80) 2(22.2) 14 (77.8)
Salesperson 0 (0) 1(11.1) 0 (0) 0 (0) 1(5.6)
Security 0 (0) 1(11.1)  0(0) 0 (0) 0 (0)
Housewife 0 (0) 0 (0) 1 (10) 1(11.1) 2 (11.1)
Traditional healer 0 (0) 0 (0) 0 (0) 0(0) 1(5.6)
Student 0(0) 0(0) 1(10) 6 (66.7) 0(0)
Religion

Atheism 1 (10) 2(22.2)  1(10) 0 (0) 0 (0)
Christianity 9 (90) 7(778)  9(90) 9(9) 16 (88.9)
Animism 0 (0) 0 (0) 0 (0) 0(0) 2 (11.1)

214

215  Table 3. Sociodemographic characteristics of focus group discussion participants

Meosekles leebase U4
S - -
Male s 287
Female 12 A3
Education-level

Rloms 51 =Lt

14



Emans 87 EE
Secondary 19 121
Mol St -
Single 2% 13:4
partner

Lelilea e 18 1155
Farmer 123 78,3
Labourer 14 89
Salespersen * 45
Housewife 5 3.2
Sodepis 3 0
Traditional-healer 5 32
Atheism 24 1B
Animist 8 5%
Characteristics of Frequency %
participantsVariables

Sex

Male 45 28.7
Female 112 713
Education level

None 51 325
Primary 87 55.4

15



216
217

218

219

220

221

22

223

Secondary
Marital Status
Single

Married or living with a
partner
Widow/Widower
Occupation
Farmer

Labourer
Salesperson
Housewife
Students
Traditional healer
Religion
Atheism
Christian

Animist

19

21

118

18

123

14

24

125

121

13.4

75.2

11.5

78.3

8.9

4.5

3.2

1.9

3.2

15.3

79.6

5.1

Table 4 presents the characteristics of healthcare professionals and community health workers. The

majority of participants had secondary school. Almost all healthcare professionals had specialised

training in primary healthcare and working as maternal and child health nursing, general nursing,

technician of preventive medicine and assistant of service, while community health workers had not

any specialised training.

16



224

225

226

workers

Table 4. Sociodemographic characteristics of healthcare professionals and community health

Characteristics of

participantsVariables

Healthcare

professionals (n=9)

Community health

workers (n=4) n(%)

n(%b)
Sex
Male 4 (44.4) 2 (50)
Female 5 (55.6) 2 (50)
Education level
Primary 0(0) 3 (75)
Secondary 8 (88.9) 1(25)
High Education 1(11.1) 0 (0)
Marital Status
Single 6 (66.7) 0 (0)
Married/living with a 3(33.3) 3 (75)
partner
Widow 0 (0) 1(25)
Religion
Atheism 1(11.1) 1(25)
Christian 8(88.9) 3 (75)
Healthcare Community-health
Figure 1 professionals-(h=9) warkers-{R=4}
Marsiables
Sex - -

17



Female 55;6%-(5/9) S0%-(2/2)
Primary 0-0/9} #5%-(3/4}
Secondary 88;9%-(8/9) 25%-(14}
High-Education H1519%-(1/9) 0-0/4)
Single 66;7%-(6/9) 040/4}
partrer
Widow 0-(0H9) 25%-(1/4}
Atheism H:1%-(H9) 25%-(1/4)
Christian 88,9%-(8/9) #5%-(3/4)
227
228

220 Awareness and acceptability of reactive focal mass drug
230 administration

231 Awareness of reactive focal mass drug administration

P32  Most participants of this study were aware about the rfMDA programme that was taking place
P33  in the community, and they had participated in the previous MDA campaign. Participants
234  received information about rfMDA from community leaders, community meetings, radio,

P35  fieldworkers, neighbours and healthcare professionals after visiting a health facility and testing

P36  being teste for malaria.

18



R37

P38

239

r40

R4l

Rr42

r43

D44

r45

P46

Rra7

Rr48

r49

P50

51

r52

P53

254

255

256

257

P58

259

r60

p61

All participants of different community groups ef-the-community-said that the objective of

rfMDA was to treat, cure and eliminate malaria. They viewed rfMDA as important to their
families and communities because it helped to diagnose, treat and prevent malaria, which they
perceived as a problem in the community. Additionally, pParticipants also perceived that since
the beginning of MDA and rfMDA programmes, their health status had improved, malaria
cases had decreased, and they believed that these programmes cured malaria. Seme-One of the

participants said:

19
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R62

P63

p64

P65

P66

267

268

269

270

271

R72

R73

D74

P75

R76

R_77

R78

R79

280

r81

r82

P83

P84

R85

P86

“| think it is good because before this project [FfMDA] started, when my son and | got sick, |
knew beforehand that the other one would also get sick quickly, so | had to get money urgently
and go back to the hospital, but since the distribution of the pills, my children and | have not

got sick until today” (FGD 04, general population, Mahele).

Most participants had-an experienced abeutthe rfMDA program, and they said that it consisted

of diagnosing, treatment and prevention heme-treatment-inctudedof all members of the family,

as one of the —Only
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288

289

290

291

r92

r93

P94

R95

96

r97

298
299
300
301
302
303
304
305
306
Fo7
308
309

310

Fll

“Even myself | got sick with malaria, they came in my house to test, no one else was diagnosed
with malaria, but everyone was given pills even without having malaria. They didn't give me

more pills because | was taking pills” (FGD 15, general population, Motaze).

Acceptability of malaria reactive focal mass administration
All participants of different groups of the community -with-or-witheut-experience-regardless
their place of residence, accepted and welcomed the rfMDA programme because they

perceived that it saved people from dying from malaria, eliminated malaria in the community

and prevented-malariaand-helped to improve their health status. Some participants expressed

their views as it follows.-Mereey

“The community accepts [rfMDA] because they are seeing that they have no other way to

prevent the outbreak of malaria or eliminate malaria because malaria kills. It is imperative
that they accept and comply with the recommendations so that we can eliminate malaria” (FGD

01, general population, Panjane).

“| accept because | see that the fieldworkers follow us from hospital to our homes because of
this malaria disease. When they do follow up it allows everyone to be diagnosed, including
those who do not like to go to hospital, and so one can fight and eliminate this disease

[malaria]” (FGD 09, general population, Motaze).

Furthermore, all participants accepted rfMDA because it is based on home treatment, which

reduced the cost of transport to the health facility, and helped people who are lazy to go to the

health facility when they have malaria symptoms and those who live far from the health facility.
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However, some participants accepted rfMDA because they were following norms from the

health facility, and they perceived that if they do not accept malaria treatment, they might

experience difficulties in the future malaria treatment at the health facility.-

“Researcher: Thank you very much. Do you think it is important that we distribute pills in the
districts?
Participant: It is very important, it helps us with diseases, even the persons who are lazy to go

to the hospital when they have malaria symptoms, they end up taking it, because the pills go to

their house” (SSI 03, community leader, Magude village).

22



36

37

338

339

340

341

342

343

344

345

346

347

348

349

B850

B51

B52

B53
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355

356

357

358

359

360

“Haaa... we accept because those are the norms and you must comply with. If you don't accept
to be cured, when you go to hospital (...) while you have malaria, they [healthcare
professionals] will say that you are not sick with malaria because you didn't accept this
treatment [rffMDA]. They will say that you are happy when people die in the community, and
that when you get malaria you will contaminate everyone. So, we accept that when one person
from the household gets sick, the fieldworkers come to test the rest of the household members

so that everyone is protected” (FGD 01, general population, Panjane).

Almost all participants of different members of the community assumed that everybody would
accept to participate in the rfMDA programme because most people were aware of the severity
of malaria including its death consequences, and also because they had experience of the

benefits of the previous similar campaign against malaria (MDA). They also added that most

people were aware that they had common consensus regarding malaria. This consensus

consisted on the idea that malaria was a problem of all members of the community, and

therefore, they had to fight against it; and they viewed rfMDA programme as a vehicle which

helps to eliminate it.-

“Everybody will adhere to the programme because uhm, malaria kills. And at that time before
these pills existed others died because of this disease (...). Because what happens is that when
people get malaria today, tomorrow they wake up well, it attacks them the day after tomorrow,
the next day they wake up well, when malaria is rising and then it gets to the point that they

don't even wake up and then go to hospital when it has risen, the person is already losing his
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383

life by then. But soon after those pills arrived, we escaped, | still haven't heard that anyone has
died of malaria now, since we have been taking those pills. Now even if they go around the

houses giving us pills there is no one who will deny; people will accept” (FGD 09, general

population, Motaze).
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Acceptability of the procedures used in reactive focal mass drug

administration

The procedures-efrfMDA consisted of following up all patients tested for malaria at the health
facility or by community health workers. Fieldworkers followed the patients to their homes,
performed malaria and pregnancy tests, and treated all eligible household members and the

surrounding neighbours. This theme analyses community acceptability of these procedures.

From health facility to home treatment

All participants accepted and welcomed the procedure of following up patients from the health
facility to their homes. Participants perceived that this procedure would prevent high transport
costs from home to the health facility, it would enable them to know the number of people
infected by malaria at the household, and it could contribute to eliminate malaria and prevent

death from it. Moreover, some participants perceived that a visit from the health facility showed

an interest of the healthcare professionals about patients that tested positive to malaria. The

following exerts present participants’ views who had experience of rfMDA.

“We used to die a lot from malaria, because when the person was shaking and could not go to

hospital, and ended up dying inside the house (...) because many people do not have

possibilities to take the sick person to hospital. Now, treating the disease [malaria] at home,
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k28

k29

430

A31

this will decrease malaria and avoid deaths from malaria” (FGD 09, general population,

Motaze).

“Participant 2: [Fieldworkers] came to my house because | went to the hospital and tested for

malaria. They came to my house to visit me. They said they were going to visit other people
who had also been diagnosed with malaria in hospital. So, they visited me up to two to three
times. | thank them for the visit since they are visiting me, they want to know if I am better or
not.

Participant 5: They are good visits, because they are visiting us after we go to the hospital to
know how we are doing, it is good like this when healthcare professionals visit us” (FGD 05,

general population, Magude village).

Healthcare professionals, in particular, hypothesized that communities would accept receiving

fieldworkers from the health facility because the procedure will prevent many patients te-from

having to go to the health facility, where they often spend a long time to be treated or attended.
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In addition, some healthcare professionals viewed the procedure as an opportunity to visit

communities; and a such visiting could represent the commitment of the healthcare

professionals with the communities and it could strengthen the relationship between the

healtheare professionals-and-communitiesthem; while others perceived it as an opportunity to

identify other patients who could have malaria symptoms and monitor those who have already

tested positive to malaria.-

“It is a welcome activity because, firstly, when they receive a visit from healthcare
professionals, the community feel valued because they know the healthcare professionals go
out from the health units to the community to find out about the health situation of that
community. For the communities, the visit shows some interest of healthcare professionals to
the community. First, we gain that trust with our community as an institution and second, | can

say that we manage to detect the possible cases [of malaria] that may be emerging and at some

points hidden in the community” (SSI 04, healthcare professional, Mahele health facility).
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“Following participants who test positive for malaria is a good activity, because when we go

to the house, after we have tested a member, we can see if that member who tested positive for
malaria is or is not complying with the medication. But, also at home there might be another
member with malaria, so when we go there [in the household], we test, we will know how many

people have malaria” (SSI 05, healthcare professional, Mapulanguene health facility).

Acceptability of malaria testing at home

Most participants accepted to be tested for malaria at home because they perceived that testing
was a way of diagnosing malaria, which mest-a lot of the times can be be-hidden—in-the
bedyasymptomatic. In addition, participants said that the home testing enabled to diagnose
other diseases that people might not know.

“l accept to do the test because when someone appears who was bitten by mosquitoes, they go
to the hospital, then they are able to follow up on that case, they go to the house of the person
who was detected with malaria, test the people from home, medicate so that they don't get sick.
They do that because that person who was detected malaria and it can be the case that the
mosquito contaminates the other people, but there can also be people with malaria in that

household who have not yet gone to the hospital” (SSI 05, household head, Motaze).
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Some participants also perceived that testing was the only guarantee to know their health status

and to comply with the prescribed medication. They said that they wished to be tested to know
if they had malaria or not, and only thereafter they would be sure about the disease they are

suffering from and take the prescribed pills.

“If the fieldworkers come to my house and they don't test me, | don't feel happy. | want them to
test me until they tell us that we don't have malaria, only then will we feel happy, because even
if you go to the hospital and then arrive with the child when he is sick, if they don't test him
and then take any pills and give to him without testing him, he won't feel comfortable. If the
child takes the pills and the next day he doesn't get better, he will say that it is because they
didn't do any analysis, maybe it's malaria, you don't feel happy” (FGD 09, general population,

Motaze).

Acceptability of including neighbours in malaria treatment

Participants were asked if they would accept malaria treatment after their neighbours were
tested positive to malaria. All participants said that they would accepted malaria treatment if
their neighbours tested positive to malaria, even if none of their household members was tested
positive to malaria. This acceptability derived from the fact that participants perceived that
malaria was transmissible, and for that reason, including neighbours in malaria treatment would

prevent others from getting the disease.
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“Participant 3: I accept because I will not only prevent the people in my house, but also the
neighbours (...). This activity of fighting malaria, eliminating malaria from neighbour to
neighbour is good because we will all be free from malaria.

Participant 1: In my opinion, | see that it is very good when the fieldworkers come to test me
for malaria and also test the people at home and the neighbours, because it may happen that
the mosquito that bit me comes back to bite the people here at home and the neighbours. The
mosquito can enter in the house of the immediate neighbours.

Participant 5: Once | have been infected with malaria it may happen that the neighbours are
also infected because the mosquito bites here, comes out and bites the neighbours. | see these
activities are very important to prevent malaria” (FGD 13, general population,

Mapulanguene).

Acceptability of pregnancy testing at home

All participants of different groups said that they would accept pregnancy testing at home.
Most participants were aware that a pregnant woman should not take malaria pills. In addition,
participants said that most women of reproductive age might not know if they are pregnant or
not, and the test would help to disclose the status of the women before administration of the

pills.
“Participant 3: We accept the pregnancy test because the fieldworker will be following the
norm "that you cannot give pills if I am pregnant, it may happen that | say | am not pregnant,

while I am, | want to undo the pregnancy to relieve myself". So, | don't see a problem in this
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issue of taking pregnancy test to know if you are pregnant or not. Also, even if the person has
not spoken, it is necessary that they first be tested to know if they are pregnant or not, because
it can happen that they say they are not, while they are, they give pills and the pregnancy
undoes itself.

Participant 5: In a household there can be girls, one of them can be pregnant and no one in
the house knows, she got pregnant and so on, it's not official [refers to a pregnancy contracted
from a man not known to the family members and who has not gone through some ceremony
of making the relationship official] so, no, the culprit will not be the fieldworker, because they
also did not know of the existence of the pregnancy.

Participant 7: It is also not correct that a girl is pregnant and takes the pills. If the girl is
pregnant and after taking the pills the pregnancy falls apart, it would be the fault of the

fieldworker” (FGD 15, general population, Motaze).

Both women of reproductive age and adolescents accepted to be tested, and they also knew the
importance of pregnancy test before the administration of the malaria pills. They said-believed
that if a pregnant woman took the malaria pills she could suffer abortion. They perceived the

pregnancy test as a way of preventing abortion. In addition, some women of reproductive age

and members of the community said that they were “pleased” to undergo a pregnancy test

because it enabled them to uncover the pregnancy.

“We do pregnancy tests for women because it can happen that they give pills while she is not
well, if they give pills while she is pregnant, she can have complications or lose that pregnancy
here at home, the fieldworker who gave the pills will be guilty” (...) (SSI 05, woman of

reproductive age, Motaze).
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“The test is very good because you can be pregnant without knowing. The first time | was tested

| was breastfeeding my baby and I didn't know that | was already pregnant. When they did the
test, they found out that | was pregnant, but | didn't even know, they did me a big favour because
even my husband didn't know; the pregnancy was hidden, the child was sucking dirt (...). If it
hadn't been for the test, | would only realise that | was not well when the belly was already big,

so the test was very important” (SS 02, woman, member of the community, Magude village).

Moreover, household heads, both women and men, and community leaders mentioned that they
accepted pregnancy test to their wives and female adolescent as they acknowledged that they
might not know if they were pregnant or not. In addition, they viewed a pregnancy test as
“good” because it helped to eiagroese-uncover several diseases, and it enabled pregnant women

to seek the health facility early on for treatment and follow-up of the pregnancy.

“The pregnancy test is important because if the person is tested they [fieldworkers] can find many other
diseases; if they find diseases, the doctors will treat those diseases that she has. The person is tested

because it may happen that she is pregnant while she has malaria, the child may get it from inside the

32



581

582

583

584

585

586

587

588

589

590

591

592

593

b94

p95

P96

B97

p98

P99

600

601

602

603

mother [in pregnancy]. When the woman is tested, various diseases will manifest then, so that both

mother and child will be treated” (SSI 10, household head, Motaze).

“Participant 1: When they test us and find out that we are not pregnant we are happy because
we are breastfeeding.

Participant 3: Testing girls for pregnancy does not pose any problems because they have
grown up. For us mothers, if it is me, finding my daughter in this state [pregnant], for me it is
a help because | live with her without knowing. It happened to me, | want to be honest, | sent
my daughter to school without knowing that she was pregnant. The school sent her back home
because she was pregnant, but if | had known before, | wouldn't have sent her to school.
Participant 5: | don't see any problem in testing my daughters because if you find out that my
daughter is pregnant, and tell me I will have information or tell her in secret, she will come to

know that she is pregnant (...); there is no problem (...)” (FGD 07, general population,

Mapulanguene).
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Acceptability to take malaria pills at home

Most participants accepted to take malaria pills at home even when they were not sick ef-with
malaria as they perceived that pills prevented malaria to the members of the family and
community members, which in turn prevents people to eften-go to the health facility often
because some of them lived far from the health facility. In addition, a community leader stated
that since the start of the mass drug administration, he has witnessed a reduction in malaria
cases. The same participant also said that the community had learned from previous

experiences, such as MDA, that malaria pills protect people from diseases.

“l accept taking tablets even without malaria. Even if field workers leave my neighbour's house
after giving pills, come here at home, we all have a duty to accept, because since we started
taking pills in 2016 until now we have seen a reduction in malaria. So, we should not refuse,
we have to accept taking tablets to prevent malaria” (SSI 09, community leader, Magude

village).

Regarding the easiest group to accept malaria pills, some participants mentioned young and
adult women, adult men, elders, community leaders and all people with the -disease-experience

of malaria disease and those who were not willing their family members to get it.

“Neither our ladies' group nor the gentlemen's group can refuse, because when you start to get
sick, no one is happy about it, we rejoice when our children and we adults are in good health.

Therefore, we cannot refuse [to take pills]” (FGD 04, general population, Mahele).

“I think the group of mothers are the ones who understand the most, because they have younger

children. They quickly understand why they prevent themselves and their child's health. They
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usually follow the healthcare programmes. The elderly also easily accepts to take the pills. In
general, adults will accept because they comply with one thing and another that is said. When

you speak, they feel firm in your words and you make sure that you also do it in your house,

they like it” (SSI 04, community health worker, Mapulanguene village).

12

Barriers to reactive focal mass drug administration

Questioned on the main barriers to the reactive focal mass drug administration, the inchuided
different groeups-of the-community groups said that there were some barriers regarding the
ongoing implementation of rfMDA. They predicted that not everybody would accept to be
tested and some community members might insult or mistreat the fieldworkers because each

member has its own way of thinking. Additionally, some participants said that some household

heads might not allow fieldworkers to enter in the house and treat the members of the family,

or fieldworkers might be poorly treated, while others pointed out issues related to the absence

of some or all members of the household. For the participants, these barriers could hinder the

rfMDA programme.
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“It is possible that the person you are going to meet in some household will insult you; he may

say: go back with that job of yours (...). Other people may make jokes and talk a lot of nonsense

(...)” (SSI 05, community leader, Magude village).

“The only barriers they [fieldworkers] can find are like arriving at a house and not finding

anyone. After sometimes, this family may get sick while people [fieldworkers] have already

passed (...)” (SSI 17, member of the community, man, Panjane).

Barriers to home testing foref malaria

Regarding the barriers to home testing, participants mentioned some barriers, such as the
repeated pricks to collect blood samples and difficulties to collect blood samplesirg among

children because some participants perceived that the blood of the child would finish as
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children havelittledo not have a lot of blood. In addition, it was also mentioned that some

household heads might not accept the test for themselves and their family members due to lack

of awareness about the malaria testing.

“Difficulties may exist when fieldworkers prick children and the blood doesn't come out, or
when they prick someone and the blood doesn't come out; when they insist and prick up to
three times on the same finger the person starts to feel pain. And, when it's a child, if they prick
several times the blood will finish because the child still doesn't have much blood” (FGD 07,

general population, Mapulanguene).

“What might be a hindrance to the activity is if the head of the household does not accept the
malaria test for himself and his household members because he might not think it is important
(...). If the householder refuses, it will not be possible to do the malaria test” (SSI 04, member

of the community, man, Magude village).

Barriers to pregnancy test

Participants presented several barriers regarding pregnancy test, which included, management
of positive pregnancy test disclosure specially when the women’s husbands work far from
home, existence of difficult groups to preform pregnancy tests, perceptions about who should

perform a pregnancy test in women, as well as, the fear of family problems.

Participants agreed that it would be difficult to test and manage pregnancy test results among

women whose husbands work and live in South Africa._In fact, among the male participants,

particularly the ones working far from their homes, raised a concern regarding the disclosure

of the pregnancy test result. The concern was that the disclosure of pregnancy in their absence
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could create worries as the community would be the first to know, and they might not certify

if their wives were faithful. Thus, they requested that the disclosure of the pregnancy test should

be a secret.

“There will be problems in my house with my sister-in-law because her husband is not in, he
went to South Africa. So, if the fieldworkers find out that she is 2 months pregnant while her
husband has long travelled to South Africa, we need to have a good talk with her. But if it is

my daughter who is pregnant, there is no problem. You can tell me” (FGD 07, general

population, Mapulanguene).

”

38



727

728

729

730

731

732

733

734

735

736

737

738

739

740

741

742

743

744

745

746

747

748

749

750

751

“Participant 3: Regarding the difficulties of pregnancy testing for women, we request that your
fieldworkers who will be distributing pills, have confidentiality because from my wife's side, |
work and stay a long time on duty, | end up staying 2 months without coming back. | may think
that my wife has nothing [pregnancy] while she is pregnant. So, if there is a leak that my wife
is pregnant and | don't know, nor have | seen; excuse me, but we need to be clear, because |
will no longer know if that pregnancy is mine or not. Your fieldworkers should have
confidentiality; (...) you didn't come to destroy our homes, you came to help us, so we ask for
confidentiality when it is proven that women are pregnant.

Participant 5: | agree with what the colleague said. It would be good if fieldworkers could test
and say how many months of the pregnancy: one or 2 months; because | can stay in South
Africa (...) 3 or more months working outside home and, the fieldworkers find out that my wife
is 2 months pregnant, but I have been outside home for more than 3 months (...). Then when
they find out that she is pregnant, the fieldworkers cannot talk in the community because they

have not come to destroy our homes” (FGD 08, general population, Mapulanguene).

Regarding the difficult groups to perform pregnancy test, both adult women and men,
community health workers and community leaders mentioned adolescents. They predicted that
adolescents may refuse the pregnancy test at home due to fear of their parents, because if they
are tested positive, their parents would know that they are pregnant and this can be a family

issue as they might be hiding the pregnancy.

“The ones who usually deny pregnancy test are the girls. Since the test will be done at home,

they know that if they test me here where the breast is, she will find out that | am pregnant”

(FGD 09, general population, Mahele).

39



752

753

754

1755

756

1757

1758

759
760
761
762
763
764
765
766
767
768
769
770
F71
772
773
774
775

776

“Girls tend to hesitate to take the pregnancy test. They say they are not pregnant while they

are hiding” [the pregnancy] (SSI 10, community leader, Mapulanguene).

Adolescents, however, said that they were not afraid of pregnancy tests. They added that who
had to decide about pregnancy testing for them were their parents. They perceived that their
parents may not allow them to do pregnancy testing due to social norms. They explained that
if they are found pregnantey they had to inform their mothers, and not their fathers or the

mother and the father at the same time.

“Mums might not accept their daughters taking the pregnancy test because if me and my
parents, mummy and daddy are sitting in the same place, no matter how much something
forbidden happens to me [menstruation or pregnancy] | can't tell my dad. | have to go and tell
my mummy because | don't know anything yet, I'm underage, they tell me to do this, this and
this, and | say 'that's fine thank you'. Then mummy might not accept that | do pregnancy test in
front of my daddy because he will know the results immediately” (SSI 01, adolescent, Magude

village).

Some participants, particularly women of reproductive age, said that some household heads
might not accept their wives to perform a pregnancy test because most men perceived that a
pregnancy test must be performed by a woman and not by a man_fieldworker. Participants

added that some women might refuse pregnancy test due to fear of violence of their husbands.

“The group that might not allow women to do the pregnancy test are men, because they think

that a man has no right to test pregnancy on a woman, only a woman can test pregnancy on

another woman” (SSI 17, member of the community, woman, Panjane).

40



777
778
779
780
781
782
Fss
784
785
786
787
788
789
790
791
792
793
794
ng
796
797
798
799
800

801

“Women may refuse pregnancy testing for fear of violence of their husbhands; this can happen.
Some men may be violent to their wives if they accept the test without their consent” (FGD 10,

general population, Magude village).

However, other participants, particularly men, said that women of reproductive age do not like
to do pregnancy tests at home because they said that if they wanted to know about their

reproductive health, they would go to the hospital.

“There are many women [of sexually reproductive age] who do not like to take a pregnancy
test. When they are talking on the street, they say that 'testing people is not good, because if |
want to have a baby, | know the way to the hospital, | know how to do it, testing people is not
good'. (...). It has been more the women who deny the pregnancy test because they say that they

know where to get help, which is in the hospital” (SSI 04, household head, Motaze).

Other participants said that some women might deny pregnancy test due to fear of pregnancy
disclosure within the family. Additionally, they said that some women might also make use of
pills distributed to prevent malaria to do the abortion of unwanted pregnancy, as they are

already aware that malaria pills may eause-abertioninterfere with the pregnancy.

“Other women may refuse to do the pregnancy test if they know they are pregnant and they did
not want to [unwanted pregnancy], and they may want to take the pills without testing to take
advantage of the pregnancy [have an abortion] ... because in the other malaria campaign
[MDA] it was said that if you take pills when you are pregnant, the pregnancy will come out

[you can have an abortion]. But, other women can refuse to be tested because it can be found

41



802
803
804
805
Foe
807
808

fog

810
Fll
812
813
814
815
816
817
818
819
820
821
822
823
824
825

826

out that they are pregnant .... Our daughters may not know that they are pregnant, but after
the test they will know and we will also find out and ask them about the pregnancy” (FGD 09,

general population, Motaze).

Barriers to the administration of malaria pills at home

All participants pointed out some barriers that can hinder the uptake of malaria pills. These
barriers included people’s perception and habits about when to take pills, side effects, lack of
compliance onef the dosage, lack of decision-making byef the household head, conflict of

prescription between the recommended malaria pills and local traditional medicines, lack of

adequate information, and existence of groups who can resist-refuse to take pills.

Regarding people’s perceptions about when to take pills, some healthcare professionals
mentioned that most members of the community perceived pills as substances to be taken when
they are sick, and it would be challenging to request people to take malaria pills while they

were not feeling sick.

“| think that there will be some barriers because our communities, the characteristic of our
communities, is to take some pills when they are sick. So, when you arrive in the community
and tell people to take pills while they do not feel sick, then this ends up creating a situation
that is not good for the community. So, this is the main barrier that even we as an institution,
we have been facing because they only take pills when they are sick” (SSI 04, healthcare

professional, Mahele health facility).

In fact, to substantiate healthcare professionals’ predictions, some participants, particularly

household heads and adolescents, confirmed that they would not take malaria pills unless the
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test shows that they have malaria, even if their neighbours or other members of the family were

tested positive to malaria.

“(...) I cannot accept taking pills just because they tested and found that my neighbour had
malaria while my test was negative, because they tested to know if | have malaria, and they
told me that | don't have malaria; and then if they give me pills to take; that | cannot accept”

(SS 01, household head, Panjane).

“| can't accept to take pills because | don't have malaria, even if my neighbour was detected

malaria in the hospital” (SSI 01, adolescent, Panjane).

Another barrier was regarding participants’ previous experiences of abeut-malaria pill’s side
effects. Some participants said that some people might not accept taking malaria pills because

when they took in malaria pills in the previous campaign (MDA), they experienced dizziness.

“People may not take the pills because of dizziness, because the pills cause dizziness; they

make you dizzy. It happened with my grandson, he got dizzy, he was shaking after taking

malaria pills in the second day. We went to the hospital and they prescribed other pills that we
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have to buy from the pharmacy outside, but the pharmacy was closed because it was Sunday,

and it was difficult to manage the situation” (FGD 11, general population, Magude village).

Lack of compliance with malaria pills dosage was also reported as a barrier. The discourse of
some participants pointed out that some people only took the pills in the first day, in the
presence of the fieldworkers. But, they did not adequately take the pills in the following 2 days

as they had been recommended.

“l think that there are still difficulties in taking the pills because some people, when the
fieldworkers leave those pills that they have to take in the absence of the staff, some don't take
it. | can believe that some don't take it, this is because the same person... the same family
member, whose other was tested positive, when they leave it for him to take it, he doesn't take
themit, and three days later he shows up at the health facility with malaria, and sometimes,
when we ask if he took the medicine that fieldworkers left, and he says yes, while he simply

didn't take it” (SSI 2- healthcare professional, Magude village health facility).

“(...) Most people do not take pills until finishing the dosage. They interrupt it and drink beer,

but they won't get better, they will always be in hospital because they have transgressed the

norms, crossed the line, and they will always get sick” (FGD 01, general population, Panjane).

Healthcare professionals and community health workers mentioned the absence of the

household head or lack of his consent as a barrier to all family members to take the pills.

“One of the barriers would be if field workers arrive in a household where the head of

household is not there, practically that person will not be attended to. Fieldworkers will not be
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received, they will have to wait for the head of household to authorise, then they will not be

able to work” (SSI 05, healthcare professional, Panjane health facility).

According to the participants, the intake of traditional medicines might be another barrier to
home intake of the drug. Community leaders and healthcare professionals mentioned that there
might be a conflict between the recommended malaria pills and local traditional healers’
practices. They explained that some traditional healers may refuse malaria pills alleging that
they treat it themselves. Others said that children or other people might not be allowed to take
malaria pills at the same time that are taking traditional medicine prescribed by the traditional

healers.

“Another barrier would be to get to the household head, let's suppose that the head of that
household is a healer, he thinks he can treat malaria, or he can only treat the person who has
malaria, not those people who don't have it, he knows how to do things. He will say: no, here
at home these are the rules, | treat it, no one get sick of malaria (...). It would be difficult to
convince him because he thinks that he can treat himself, he is already a doctor, he calls himself
a house doctor, it would be difficult to medicate this healer, because he thinks that he is also a
professional. And he may not let the fieldworkers do their job because of some myths. You can
explain to him that there is no traditional treatment for malaria, but he still has these taboos”

(SSI 05, healthcare professional, Panjane health facility).

“For example, here in Mapulanguene [name of administrative Post], there are traditional
healers who prescribe traditional medicine to children and other people. You may come to a
family, and they can say: "today | gave traditional medicine to my son, and he/she cannot take

malaria pills", you may find that” (SSI 10, community leader, Mapulanguene).
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The future possibility of getting malaria even-sometimes after taking the pills was mentioned
as another barrier. Some healthcare professionals said that some people might ask “for how
long they will get malaria after taking pills?”, and if they are aware that even taking the pills,

after sometimes (approximately 6 weeks) they will-can still get malaria, they might not adhere

to the pills.

“One of the barriers would be, for how long will | not have malaria, for how many years? That
question anybody can ask, as long as they don't have exact information about the drug, they
can ask this question for how long, if it's for a short time, he or she may reject saying: ‘there's...
I don't have malaria, what's the point if after so long I'll have malaria” (SSI 05, healthcare

professional, Panjane health facility).

Indeed, some participants with previous experience of malaria pills treatment questioned the

usefulness of the malaria pills because they still got sick even after taking the pills.

“We heard that malaria will end after taking the pills, we took the pills but we still get sick with

malaria” (FGD 08, general population, Mapulanguene).

Almost all participants said that the main barrier would be the lack of adequate information
about the importance of pills for malaria prevention. They also added that another barrier would
be lack of information about how and when to take the malaria pills. Participants reported that

not all fieldworkers offered adequate information before requesting people to take the pills.
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“Inform your fieldworkers who are distributing pills, in the beginning there were problems
because people said that: ’I cannot take pills because we had not eaten’, and we are not yet
well clear in our heads. We asked that when the campaign starts, also bring food because we
thought we could take pills after the meal; while it is not. We went to find out that it was a
mistake of some fieldworkers. It is not everything that they tell us, that they explain clearly in
the households. Some fieldworkers misrepresent the information, it is important that they come
while they have clear knowledge of what they are going to do. They say that these pills can

only be taken after the meal” (FGD 08, general population, Mapulanguene).

In fact, some healthcare professionals experienced the impact of this misinformation in some
communities. They reported that some people refused to take pills unless it was also

accompanied with some food distribution.

“The big barrier, which is not even my opinion, but it is what | have experienced in the
community, is that once | went to talk to my neighbour, | tried to convince her to take the pills,
but she did not accept for the following reason, she says: "first they should give us food, they
always only come to give us pills after pills, first you have to eat to be able to take pills. Why
don't they give us food? They are only handing out pills”, this is one of the barriers that is

common in the community” (SSI 07, healthcare professional, Magude village health facility).

Additionally, sSome community health workers and general population who participated in
this study reported that it would be difficult to convince members of the community to take
pills because the fieldworkers were outsiders, and local community health workers or members

of the local communities were not involved in the campaign.
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“In the previous campaign, it would have been possible to eliminate malaria, but it was not
possible because outsiders were recruited and worked in the campaign. We had problems
because they [fieldworkers] did not work with us [local community health workers]. So, in
some households, they had difficulties because people did not accept to take pills as they did
not trust those who were distributing pills” (SSI 04, community health workers,

Mapulanguene).

With regards to the groups that are resistant to take malaria pills, participants presented mixed
perceptions. Most of the participants said that young people, particularly boys and drunken

people were mostly the groups that would refuse to take pills.

“The group that refuses to take pills is the group of boys, because I have a boy who refuses to
take it, he does not accept it, but we take it [adult men and women] (...). We don't succeed to
convince young people to take pills. They will not take it. You can meet them here at the gate
and say that you need person ‘X', he will tell you that he has just left, while it's himself. The
fieldworker will leave, but if I tell the fieldworker that 'that is the person you are looking for’;

he can turn and kill me” (FGD 10, general population, Magude village).

“We drink beer, when you arrive, | will have already drunk beer, they [fieldworkers] give us
medicine and tell us to take it, while we are already drunk. Even those pills that others say are
bad, in reality, they don't make you sick, when the fieldworkers arrive they find me drunk and
they tell me to take [pills] there in the presence of them [fieldworkers], so, the person gets

drunk twice” (FGD 06, general population, Magude village).
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Adolescents and healthcare professionals, however, perceived that adult people working in

South Africa and elderly were groups that would mostly refuse to take pills.

“The majority, the new ones, (...) I'm talking about the young people, those don't have
problems. I believe that a big part of the people who inhibit family members from taking pills,
are adult people who work in South Africa, because they don't know where we are coming from
and where we are going to. They don't get the information in the first hand, or hear it from
someone; they only hear rumours, and they end up inhibiting their relatives from taking the

pills” (SST 08, healthcare professional, Magude village health facility).

“The elderly and fathers [adult people] only take pills when they want, others only take them
in the first day, the next day they don't take them, and they say: "as soon as they [field workers]
are gone, they won't see that we are not taking it" and, they leave the pills” (SSI 10, adolescent,

Panjane).

Perceptions about ways to increase adherence to reactive focal mass drug
administration

All participants of different groups-efthe-community groups perceived that several strategies
could be used to uptake-increase community participation in rffMDA, including the need for
more awareness about rfMDA, planning of the activities, access to accurate information about
antimalarial pills, supervision during the administrations of the pills and improvement of

attitudes of fieldworkers.

The access to accurate information was considered crucial to uptake-increase adherence to

rfMDA. Thus, participants suggested more community engagement that-includinges door to
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door sensitization, use of entertainment activities, such as theatre during-for sensitization, as

well as the inclusion of community leaders during the campaign and rfMDA implementation.

“Community leaders should be informed to gather the population and inform them about the
malaria campaign. They should be informed about the month and day when the fieldworkers
will come to the community. People should be informed about the importance of the pills and
appeal to the population not to run away during the fieldworkers' visit. When the campaign

starts the community leaders should be informed and they should accompany the fieldworkers

because they are the ones who know the communities” (FGD 09, general population, Motaze).

Most participants also said that they were often busy with their everyday activities, and they

might not be at home during the visit of the fieldworkers. So, they proposed that rfMDA
activities should be well planned, people and community members should be informed
beforehand about the day and time the fieldworkers will visit, and also, they should comply
with the planned day. Participants perceived that this would prevent absence of the members

of the household.
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Almost all participants reported that it was important to give accurate information about
antimalarial pills in advance. They explained that people should be informed about the
importance of the pills, explaining its adverse effect and evaluatinge if some people are sick of

some disease contraindicated to antimalarial pills.

“People should be told why it is important to take pills, what the pills are for, and whether the
person is sick. This is because you may meet the people while they are not sick and they may
wonder why they have to take pills if they are not sick. Then, you should explain what those

pills are for. | think that after explanation people will accept to take the pills” (SSI 08,

adolescent, Magude village).

“First, it would be better to explain what these pills are, their adverse effects: this can happen

and that, you can do this at home; advise people that if they feel ill they can go to the hospital,
etc. | think the big problem is the adverse reactions of the pills. You should explain to the
patient that it may happen, this, this, this..., that they shouldn't be alarmed, it's natural, it's the
effect of the medication, after a while it may pass, if it doesn't, they can go to hospital” (SSI

06, healthcare professional, Magude village).

Some participants explained that some fieldworkers recommend drunken people to take

antimalarial pills, while others do not give pills to drunk people at all. These participants
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perceived that people should not take pills after drinking alcohol, and they suggested that pills

should be left at the household, and people would take in the following day.

“Usually, the fieldworkers arrive late and find people already drunk. But, some fieldworkers
say even if the person is drunk, they recommend him to take the pills. So, we are used to it, that
if you have just drunk, you should not take pills. We deny taking the pills after drinking” (FGD

05, general population, Magude village).

“If the person is drunk, the fieldworkers should leave the pills, and leave recommendations
with a person who is not drunk. He will take it the next day when the drunkenness is finished”

(FGD 06, general population, Magude village).

Some participants suspected that not all people comply with the recommended dosage of the
antimalarial pills. To overcome this problem, healthcare professionals proposed supervision

during the administrations of the pills. They explained that the fieldworkers should visit the

households and monitor the compliance of malaria pills intake during the three days of

dosagerecommended-days.
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“To comply with the dosage, | think people should take the pills in the presence of the
fieldworkers, and not let the patient decide to take it in the following days alone. He can have
a party and stop taking the pills, and he can take them when he wants. The lack of monitoring
can cut the effect of the medicine itself” (SSI 08, healthcare professional, Magude village health

facility).

A considerable number of participants appealed to the improvement of fieldworkers” attitudes
as they perceived that fieldworkers do not often comply with the local cultural norms such as
greeting the members of the households, explaining the reason why they are visiting that
household and explaining why and how to take antimalarial pills. Participants expected humble

and respectful fieldworkers, and they suggested that fieldworkers should not be young people.

“Participant 1: It is necessary that when a fieldworker arrives at a house he should greet, after
he has greeted we will give him chair to sit, and then he communicates to us about the reason
why he came to visit us, he explains to us how the pills are taken. But there are some
fieldworkers who are very young who create difficulties...they don't explain, they don't know
how to answer adult people.

Participant 3: Even if they are not young fieldworkers, some when they arrive they say: "you
have to take pills, you also have to take them here", even when someone has asthma, they say:
"you have to take, take pills. So, that's what we don't want.

Participant 5: (...) They [fieldworkers] should explain their mission well and in a good way so
that they can give us pills and we take them, in as much as we are satisfied also; they should
not prick the heart [not offen] the person, because if they prick the heart the person already

takes the pills unsatisfied” (FGD 05, general population, Magude village).
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“Participant 1: Fieldworkers should be people with respect, they should not come with pride,
others come with their own problems and put out on me, we will not agree to each other, and
some may be sent away.

Participant 4: A fieldworker has to be someone who works with an open heart and calm, so

that we can also receive him well” (FGD 11, general population, Magude village).

Some participants also claimed that fieldworkers were outsiders of the community. They
proposed training of some local fieldworkers who could understand local language, practices

and culture, and who would build a strong relationship with the local communities.

“Among the fieldworkers, they should include ladies or girls from our area. These people know
the local life, it would be simple for them to greeat “how are you”, have you ever felt something
"X"; they would be able to explain the local people in a good manner” (DGF 07, general

population, Mapulanguene).

“The rfMDA programme should involve local communities; involve someone from the
community, it would be better to train someone local that the communities know, it would
create confidence in the community, it could be a huge help. The knowledge of that person
could help them to join the campaign. Most of the time, it is not because the person does not
want to take pills, but the reason is that the fieldworkers distribute the pills and then disappear,
they have no connection with the local communities. Some people resist taking pills because of
lack of trust to the fieldworkers; because they don't know those people [fieldworkers]. The
population may think maybe the fieldworkers want to kill them; if someone dies who will they

turn to? For example, if | am a local fieldworker, I arrive at my neighbour's house, she may
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even resist a bit to take pills, | try to convince her, (...) she ends up having a different idea, and
accept. She will think that my neighbour can't give me this to kill me, if she kills me I'll go to
her house (...). So, if we involve the community a little more, if local people are also into the
programme, | think it will be better, we will have a greater adherence, and the programme

goals can be achieved” (SSI 05, healthcare professional, Panjane).

Discussion

This qualitative study analysed acceptability and perceived barriers to reactive focal mass drug
administration (rffMDA) among community members exposed to community engagement
campaigns and malaria elimination interventions in rural Magude district. The study found that
all group members of the community included in the sample accepted rfMDA regardless the
place of residence. This acceptability was associated to the awareness about rfMDA as a result
of community engagement campaigns. The perceptions that rfMDA, like the previous MDA,
would prevent malaria, improve people’s health status, and the fact that the procedures used
would reduce the cost incurred byef transport to the health facility also influenced rfMDA
acceptability. Moreover, participants perceived malaria as a local health concern, and they
believed that rfMDA could help to eliminate it. Theseis results areis consistent with previous
studies in the same study setting [7,9]. In particular, these previous studies found that high
acceptability of MDA was influenced by the perception of malaria as a main health problem
[9] and by the community engagement campaign [7]. Moreover, others studies undertaken in
Tanzania [17], Eswatini [18] and Cambodia [19] showed that perceived risk for malaria

influenced acceptability of malaria treatment.

The results of this study also reveal that the procedures used in rfMDA were accepted despite

mixed perceptions about the process of management of pregnancy test outcomes and
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administration of antimalarial pills to all members of the community. The acceptability of the
rfMDA procedures derived from the awareness of the communities that those were
recommended procedures to access antimalarial pills; perceptions of the procedures as norms
of the health facility, the willingness to know one’s health status, and the recognition that
malaria could be hidden in the body and transmissible to other members of the community.
This result highlights high awareness of malaria transmission and desire ofte its elimination.
Like other studies in the Gambia [20] reported, the acceptance of antimalarial pills without
malaria symptoms, may reveal a strong sense of responsibility of the participants of this study

toward protecting themselves, their family members and their neighbours.

Despite community acceptability and high awareness of the procedures used in rfMDA, some

procedures such as performing malaria tests on walaria—testing—-children and pregnancy

testing-tests were not often welcome, and they could hinder the uptake of rfMDA campaign.
The results of this study showed that some participants were reluctant to perform malaria tests
ameng-to children as they perceived it could harm children’s health by reducing the amount of
blood in their body. In addition, participants were concerned about pregnancy test decision-
making and pregnancy testing result disclosure because it could contribute to disagreement
among couples, especially when a wife does a test without her husband’s consultation, or if
other members of the community access the information about a positive pregnancy test before
the husband. Moreover, participants had experience of previous antimalarial pills, and they
were concerned about drug adverse reactions, and others were reluctant to take drugs without
malaria symptoms. These barriers have also been documented in previous studies [18, 21-24].
Furthermore, like previous studies [25] have reported, lack of access to accurate information,

spread of misinformation about malaria intervention, being unable to drink alcohol while

56



1171
1%72
1173
1174
1175
1176
1177
1178
1179
1180
1181
1182
1183
1184
1185
1186
1187
1188
1189
1190

1191
1192

1193
1194

1195

taking DHAp [7], lack of trust of fieldworkers, and the demand of food as precondition to take

DHAp are potentials barriers to rfMDA.

The barriers identified in this study reflect the need of more community engagement in malaria
campaign, which include the community appropriation of the malaria elimination process,
involvement of community leaders in the whole process, and training of local community
health workers and other local eligible people to serve as fieldworkers. This strategy could
contribute to community self-appropriation of the malaria elimination campaign, and it would
build a strong relationship between fieldworkers and the community. As the participants
suggested, local fieldworkers are more appropriate to work with communities than outsiders as
they are more prone to follow and respect the local cultural norms, and this could help to build

a strong relationship with the communities.

Community engagement is crucial, and it has been recognised as central to malaria campaign
uptake [26, 27]. Several strategies could be used to strengthen rfMDA, including house-to-
house visits to inform the population about the planned campaign, and provide non-monetary
incentives, such as bed nets, food or school material to children or other things that can
incentivise people to participate in the malaria campaign. Incentivising communities has been
found as a valid community engagement strategy in a similar campaign in Cambodia [27],

where it contributed to the increasing participation of the population in malaria campaign.

Limitations

This study is limited to the study setting and the selected participants, and the results could not
be generalized to other settings. Given to the nature of the qualitative methodology that guided

this study, the study sampling was not representative of the study population, and it was subject
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to sample-bias because only some participants, who were considered as representing specific
groups of the community, were selected according to the study objectives. This sample strategy
led to exclusion of other community members who could have different views about the study

object.

Conclusion

The community of Magude district found rffMDA and its procedures acceptable as ate malaria
intervention. This acceptability was associated to fMDA awareness deriving from community
engagement, previous experience of malaria similar campaigns, such as MDA, and willingness
of the community to eliminate malaria. However, some barriers, such as lack of decision-
making on pregnancy test among women, fear of pregnancy test results, lack of accurate
information about rfMDA, fear of DHAp adverse reactions, and reluctance to take drugs
without malaria symptoms might affect rfMDA campaign. Thus, there is a need to continue
with community engagement and built community self-appropriation of the malaria
programme. This could include involvement of local community leaders, before and during
rfMDA, and local community health workers and other local people who can work as
fieldworkers during rfMDA campaign. Including community’s members in rfMDA
implementation could optimize rfMDA uptake, and therefore contributing to malaria

elimination.
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Subject: Submission of the revised manuscript [PONE-D-22-12696]

Dear editor and reviewers,

Thank you for reviewing our manuscript “Acceptability and perceived barriers to reative mass
focal drug administraction in the context of malaria elimination program in Magude district.
Southen Mozambique: a qualitative study”. The authors of this manuscript have read the
comments and suggestions, and agreed to accept the recommedned conditions. All authors have
also read and agreed upon the submitted version of the manuscript.

To the Editor:

In addition to the minor comments from the reviewers, | realized the authors have used over
30 pages to describe their results. It is important that the authors re-summarize these findings.
I have also attached a marked-up revised copy for other comments.

Answer: The authors re-summarized the findings, and only the essential quotations were left.
The new revised manuscript has 28 pages.

If you would like to make changes to your financial disclosure, please include your updated
statement in your cover letter.

Answer: The authors added some data related to financial disclosure, but this did not change
the statement at all. We have included the new text of financial disclosure in the cover letter.

Answer to the Reviewer #1:
- Typographic error in the manuscript:

Answer: all typographical errors identified were addressed. Moreover, the authors reviewed
the whole manuscripts and corrected all possible grammatical errors.

- Results: Please adapt your tables with examples of PLOS ONE tables. Put full stops too
at decimal places and not commas. % is written above and not all over the tables.

Answer: all tables were revised and formatted according to PLOS ONE tables, as presented in
the new revised manuscript.



Abstract

1. "The reactive focal mass drug administration (rffMDA) was implemented July 2017 to
January 2020". Authors should include in the abstract at what period between July 2017 to
January 2020 was study conducted.

Answer: The authors included the period that the study was conducted in the abstract, which
was between June and September 2017.

Methods

1. In Galatas et al. 2021 in "Community acceptability to antimalarial mass drug
administrations in Magude district, Southern Mozambique: A mixed methods study", a
population of 48,448 residents, and 10,965 households was provided for a study done during
rounds of MDA between November 2015 to February 2017. In this study also conducted in
2017, authors present a population of 63,691inhabitants and 14,583 households.

Can authors give explanation to the difference in population number in studies done within
same period?

Answer: Since the start of the project, the CISM conducted annual census in the district, and
Galatas et al. (2021) reported the population of the local census of 2016. However, in the
paper, we used the census of the National Institute of Statistic (INE) of 2017 rather than local
census because the CISM did not conduct the 2017 local census. We therefore, decided to use
the census of INE because we think it is updated compared to the 2016 local census.

2." The study was undertaken in September 2017 before the start of the reactive surveillance
intervention and continued during the first two months after the start of the intervention™.

a. The above contradicts the initial mention that rFMDA started in July 2017. If the people of
Magude district did not benefit from intervention until after September 2017, authors should
explain this in the Introduction to support what was mention in the Methods section.
Otherwise, corrections should be made in the Methods (Study setting) section to agree with
the earlier mention.

Answer: Indeed, there was an error in the text regarding the period of the study and the start
of rfMDA intervention. The correct information is that the study was conducted between June
and September 2017, while the rfMDA program started in September 2017. We have
corrected this information in the revised manuscript.

b. In the Methods section (Study setting), authors should state the duration of study. That is,
from September 2017 to when, 2018?



Answer: There was also an error in this section about the study period. The correct
information is: the study was conducted between June and September 2017.

3. "...distributed in 5 Administrative Posts: Magude village, Motaze, Mahele,Panjane and
Mapulanguene , and the study covered all these 5 Administrative Posts". In Table 1, some
administrative units lacked participants bearing in mind in study purposive sampling was
employed. Can authors give reasons why some units lacked particpants?

Answer: The study sample size did not cover all participants in all study sites due to unequal
distribution of the study participants’ categories and several constraints to accessing the
eligible participants. Health professionals and CHWSs were not included in some study sites
because they were not in all selected communities, and some community leaders were absent
during the data collection. Additionally, it was not possible to include adolescents from
Mahele and Mapulanguene because the study took place during the school season, and the
eligible participants were at schools in different districts. Furthermore, members of the
community from Mahele were not included in the sample of semi-structured interviews
because they were unavailable due to their agricultural activities. In addition, the lack of
accessibility at the selected study sites during the rainy season constrained the eligible
participants' access. Moreover, the data collection strategy used also contributed to unequal
distribution of the participants in the study setting. The study started by conducting focus
group discussions (FGDs) in all study settings and later carrying semi-structured interview.
While FGDs were conducted during late months of dry season, the semi-structured interviews
were conducted during the start of rainy season, which constrained access to participants in
some study settings (Administractive post of Motaze, Mahele and Mapulanguene). we have
added an explanation of the sample distribution in the revised manuscript (page 10 of the
revised manuscript with track changes).

4. Was the semi-structured interview questionnaire used pre-piloted?

Answer: Yes, all guides were pre-piloted as started in line 205, page 11 of the revised
manuscript with track changes.



