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ABSTRACT (270/300)
Objective
To explore health care-seeking practices for children during the first two waves of COVID-19 in

Lagos State, Nigeria and to understand context-specific direct and indirect effects of public health

interventions for COVID-19.

Setting and participants

A qualitative explorative study involving 19 semi-structured interviews with healthcare providers
from public and private primary health facilities and 32 interviews with caregivers of under-five
children in Lagos, from December 2020 to March 2021. Participants were purposively selected
from healthcare facilities to include community health workers, nurses, and doctors, and interviews
were conducted in quiet locations at facilities. A data-driven reflexive thematic analysis according

to Braun & Clark 2019 was conducted.

Results

Two themes were developed on appropriating COVID-19 in the belief systems, and ambiguity
about COVID-19 preventive measures. The interpretation of the COVID-19 disease ranged from
fearful to considering it as a ‘scam’ or ‘falsification from the government’. Underlying distrust in
government fueled COVID-19 misperception. Care seeking for children under-five was affected,
as facilities were seen as contagious places for COVID-19. Caregivers resorted to alternative care
and self-management of childhood illnesses. COVID-19 vaccine hesitancy was a major concern
among healthcare providers compared to community members at the time of vaccine roll-out in

Lagos Nigeria. Indirect impacts of COVID-19 lockdown included diminished household income,

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



oNOYTULT D WN =

BMJ Open

worsening food insecurity, mental health challenges for caregivers and reduced clinic visits for

Immunization.

Conclusion: The first wave of the COVID-19 pandemic in Lagos was associated with reductions
in care seeking for children, clinic attendance for childhood immunizations, and household
income. Strengthening health and social support systems with context-specific interventions and
containing misinformation is crucial to building adaptive capacity for response to future

pandemics.
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What is already known on this topic

Data on the impact of COVID-19 prevention measures on childhood illnesses and
hospital admissions are mostly from high-income countries, suggesting reduced health
service utilization and acute morbidity during the early periods of the pandemic.
However, few studies have explored the changes in care-seeking behaviour for children
during this period, especially from low-and-middle-income countries which share a
higher burden of childhood morbidity and mortality.

What this study adds

Underlying distrust in government fuelled misinformation about the virus and shaped the
perception of public health measures including vaccine acceptability.

COVID-19 restrictions affected care-seeking for children in Lagos, Nigeria, through both
direct and indirect mechanisms.

How this study might affect research, practice or policy.

Future outbreak responses should include effective communication strategies to tackle
rumours and misinformation, and when applicable, set up mobile clinics to prevent
reduced healthcare access among children.

COVID-19 global responses should be integrated into the existing health systems to
avoid neglect of other important causes of morbidity and mortality.

The global COVID-19 vaccine programme requires equity and transparency, and more
research-led advocacy is needed to improve vaccine uptake among healthcare providers.
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INTRODUCTION (word count=557)

The COVID-19 pandemic was declared a public health emergency of international concern in January 2020
by the World Health Organization.! Differential negative impacts have been reported across the globe due
to the COVID-19 pandemic. While some countries have reported a high number of deaths due to COVID-
19, others particularly in sub-Sahara Africa have reported low mortality,> but have suffered significant
social and economic impacts with recovery likely to take a protracted course.> As of March 27, 2022, over
eight million cases and 170,000 deaths have been reported in Africa, although estimates of actual cases
(505.6 million) and deaths (439,500) in the region is much higher.*> Within Africa, Nigeria reported the
fourth highest number of COVID-19 cases in 2020-2021, with 215,164 reported cases (3.4% of the African
total) and 92 million estimated actual cases.’Lagos State was the epicentre of the COVID-19 pandemic in
Nigeria during this period, accounting for more than 30% of Nigeria’s reported cases, with the first cases
identified in late February 2020. 78

The pandemic has been a major stressor to health systems, exposing and exacerbating pre-existing fragility
and inequities within the system. *!° Given the absence of effective and widely available COVID-19
treatments during the first and second waves—February-October 2020 and November 2020-April 2021
respectively, !! containment measures were based on public health measures like movement and travel
restrictions (i.e. ‘lockdowns’), physical distancing, personal hygiene and use of personal protective
equipment (PPE). 12 Negative impacts of these containment measures on social life and mental well-being,
education, economy, health service delivery and utilization have been reported, but mostly from non-
empirical data and outside the African context.!*'® Early predictions of Africa being worst hit by the
COVID-19 pandemic did not come to fruition,'” underscoring the need for context-specific empirical data.
While the direct clinical impact of COVID-19 has affected adults more directly to date, children are not
exempt from indirect effects of mitigations, although empirical data from Africa is lacking. 202!

In March 2020, the Nigerian government imposed several public health measures. The initial COVID-19
pandemic wave in Nigeria was characterized by fear, confusion and instability in the existing social
structures, with misinformation fueled by social media reports and lockdown measures imposed by the
government.”?>25 These may have had knock-on effects on healthcare service utilization and delivery.
While multiple studies, largely from high-income contexts, have reported reductions in child illnesses and
hospital admissions during periods of COVID-19 restrictions, fewer have explored the role of changes in
care-seeking behaviour for children during this period and their implications for future public health
responses to disease outbreaks.!-20

In Nigeria, under-five mortality remains high, and the yearly trajectory is not likely to meet the 2030
Sustainable Development Goal global target of having less than 25 deaths per 1000 live births.?’
Pneumonia, malaria and diarrhoea are leading causes of under-five deaths in the country, responsible for
almost 40% of under-five deaths in 2018.28 Nigeria also experiences multiple outbreaks of diseases of public
health significance annually, including meningococcal disease, Yellow fever, and Lassa fever. 2° Given the
existing burden of pneumonia, malaria, and diarrhoea among children, the magnitude of the COVID-19
pandemic and response, and the frequency of disease outbreaks requiring public health response, it is
important to understand how the COVID-19 pandemic affected care-seeking for under-five children. We
therefore aimed to understand care-seeking practices for young children during the first two waves of
COVID-19 in Lagos State, to provide a context-specific understanding of the indirect and direct effects of
COVID-related public health measures.
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METHODS (word count=967)
Study design

This was an exploratory qualitative study, using semi-structured interviews with caregivers of children
under-five and healthcare providers, gathering perspectives on care-seeking practices during the first two
waves of the COVID-19 pandemic in Lagos State, Nigeria (February-October 2020 and November 2020-
April 2021). The study was conducted as part of the process evaluation of the Lagos INSPIRING project,
which is evaluating a child pneumonia health system intervention (study registration:
ACTRN12621001071819). We followed the Consolidated Criteria for Reporting Qualitative Research
(COREQ) guidelines for reporting.3°

Study setting

The study was conducted in Ikorodu Local Government Area (LGA) in Lagos State. Lagos is the most
populous state in Nigeria with an estimated population of 24.6 million people in 2022, 3! and is an economic
hub in West Africa. Ikorodu is one of five administrative divisions of Lagos megacity. It is a peri-urban
area, with fishing as the predominant economic activity in the rural parts of the LGA, and small and medium
scale entrepreneurship as the major economic activity in the urban parts of the LGA. The LGA is served by
two government-owned secondary health facilities (General Hospitals), 28 primary healthcare centers
(PHCs) and over one hundred private facilities. Of the 28 PHCs, seven are designated as ‘flagship’ facilities
by the Lagos State government, because they have more personnel and equipment and run 24-hour services
for children and adults. There is at least one flagship PHC in each of Ikorodu’s six Local Council
Development Areas (LCDAs) and all of them remained open during the first two waves of the pandemic.
The flagship PHCs are COVID-19 vaccination centres, except one facility without a medical doctor.

As part of the public health measures, Lagos was placed on lockdown by the Federal Government of Nigeria
on the 30t March 2020.” The lockdown was a 35-day period characterized by a ban on social and economic
activities, restriction of all non-essential movements, suspension of commuter services, closure of schools
and retail shops and prohibition of mass gatherings except for funeral services.’? Unlike PHCs and private
health facilities, service provisions were limited to emergency cases in the public secondary-level facilities
Thereafter, a gradual easing of the lockdown commenced from the 4" May 2020 with no re-instatement of
movement restrictions during the second wave (see Appendix I).” In addition, there was a period of civil
unrest in Lagos including Ikorodu LGA (the ‘EndSARS’ protests against police brutality 3*) between 8t
and 22" October 2020, when a curfew was imposed.

Study participants and sampling

We purposively selected healthcare providers who attended to sick children from the seven flagship PHCs
and six nearby private facilities (Table 1). To ensure representation of each category of healthcare providers,
the categories of staff (nurse, community health workers, and doctors) was adapted to each facility. We
recruited caregivers of children under-five years presenting at the outpatient departments (i.e. with an
illness) or immunization clinics (i.e. healthy children) of seven flagship PHCs and two secondary hospitals.
Caregivers were recruited by female clinical data collectors (project staff), who screened every child
brought to facility outpatients for pneumonia. In each facility, we conveniently recruited four caregivers of
under-five children at random: two caregivers of an acutely unwell child (from out-patient clinic) and two
caregivers of a child with no current illness episode (from the immunization clinic).
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Table 1 Summary of participants’ characteristics

Caregivers n=32 Healthcare providers n=19

Gender Gender

Male 0(0.0) Male 5(26.0)
Female 32 (100.0) Female 14 (74.0)
Mean age (£SD) 31£5.0 years = Mean age (£SD) 38+8.1 years
Median no of children 2 (1-5) Median year of 11 (2-40)
(range) experience

Educational level Educational level

Primary 2 (6.3) Diploma 9(47.4)
Secondary 13 (40.6) Tertiary 9(474)
Tertiary 17 (53.1) Postgraduate 1(5.2)
Religion Religion

Christianity 25(78.1) Christianity 15 (78.9)
Islam 7(21.9) Islam 4 (21.1)
Occupation/Cadre Occupation/Cadre

Self-employed 21 (64.5) Doctor 7 (36.8)
Employed 5(16.1) Nurse 6 (31.6)
No employment 6 (19.4) CHEW 6 (31.6)

CHEW, Community Health Extension Worker;

Data collection

Interviews were conducted from 10 December 2020 to 18 March 2021. The semi-structured interview
guides were based on the literature on care-seeking practices and knowledge about COVID-19 during the
INSPIRING project formative phase and revised to capture the emerging COVID-19 vaccine programme
roll-out in Nigeria. The interview guide for caregiver interviews had three sections, focused on:
participants’ family and socio-demographic information, their experiences of 2020 in light of COVID-19
including their perception of the illness and economic impacts, and care-seeking practices for children
under-five years. The interview guide for healthcare provider interviews had three sections focusing on:
service provision, facility adaptation to the COVID-19 pandemic, and care seeking for sick under-five
children (Appendices II-IV). The research team was composed by pediatricians, social scientist and
public health specialists.

The interviews were conducted by OEO, a Masters student with experience of the context and based in
Nigeria. A female clinical study staff based at each facility was present in the interviews. Interviews were
conducted in English or Yoruba (the indigenous local language in Ikorodu LGA), depending on the
participant preference. The interviewer lived in Ikorodu before and during the COVID-19 pandemic and
had previously visited the participating health facilities for other data collection activities. 3* Caregivers’
interviews were conducted at the health facility or in another convenient place agreed by the participants.
Providers’ interviews were held at the facility. Each interview lasted between 30-40 minutes. All interviews
were voice-recorded, transcribed and translated into English, before being stored in a secure cloud platform
with access granted to only research team members.
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Data analysis

After cross-check of transcripts, the analysis team (AAB, OEO, HMA and CK) conducted a data-driven
thematic analysis to develop themes and subthemes.>> AAB and OEO independently reviewed all the
transcripts to identify initial codes which were reconciled in NVivo. 3¢ Healthcare provider and caregiver
interviews were initially coded separately, reviewed by the analysis team to identify common themes and
sub-themes, which were refined in subsequent analysis meetings. The process continued till the patterns of
meaning were clear. The unit of analysis was COVID-19 related responses in the interviews.

Patient and Public Involvement

The overarching study was designed through a co-design workshop involving representatives from the
Nigerian governments, community-based organizations, professionals, Save the Children and evaluation
partners. However, patients were not involved in the design of this study. Findings from this study will be
incorporated into the final report that will be disseminated to the relevant stakeholders including healthcare
providers and community-based organizations. 37

RESULTS (2114 excluding table 2)

We identified two overarching themes which were common to caregivers and healthcare workers:
appropriating COVID-19 in the belief systems, and ambiguity towards preventive measures (Table 2).

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



oNOYTULT D WN =

BMJ Open

Table 2: Summary of themes, categories and subcategories

Theme Categories Sub-categories Codes
Political Disbelief in the Covid is a deceit from the Nigerian
Appropriating | placement of | virus’ existence government
COVID-19 in | COVID-19 It’s a lie, a scam and a falsehood
the belief
systems Misinformation Denial of susceptibility
and Seek care in the hospital and be added to the
misconceptions government COVID-19 list
about COVID-19
Socio- Religious A test of faith from God requiring prayers
theological explanation for Strange event portraying end-times
placement of | COVID-19 God’s judgement upon us
COVID-19 Devil’s work
Social placement | COVID-19 is not a poor disease
of COVID-19 COVID-19 is not a black man’s disease
Medical COVID-19 COVID-19 is not good for one’s health
placement of | infection is real COVID-19 is a serious infection
COVID-19 symptomatic diagnosis of COVID-19
Healthcare as a Self-management of infections
source of infection | face masking in hospitals
More cautious in a hospital setting
Visit hospital and contract COVID-19
Healthcare workers are considered to be at
high risk for COVID-19 infection
Delayed care seeking for illnesses
Direct impact of Restriction to a home environment.
Ambiguity Unappealing | lockdown Lack of transportation preventing access to
about lockdown care
COVID-19 experiences Indirect impact of | Diminished household income
preventive and associated | lockdown Mental health challenges during lockdown
measures adaptive Worsening food insecurity
mechanisms Low immunization clinic attendance

Avoidance of social functions

Health system
adaption and its
consequences

Physical distancing and hand washing at health
facilities

Provision of shelter at health facilities
Compulsory use of face mask to gain entry to
the hospital

Transport support for healthcare providers
Reduced manpower at work

Nonchalant attitude to the use of face mask
Care-seeking from an inappropriate person for
lack of face mask

Denial of care
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Theme Categories Sub-categories Codes
Drivers of Misinformation Vaccine is a mark of the beast
COVID-19 and conspiracy A depopulation strategy
vaccine theories about The vaccine has been cloned
hesitancy COVID-19
vaccine
Fear and worries Fear of vaccine side effects
about COVID-19 | Uncertainty about vaccine constituents
vaccines
Distrust in Uncertainty about the quality and effectiveness
government of vaccines sent to Nigeria
efforts regarding
COVID-19
vaccines
Media influence Vaccine rejection from other countries
on COVID-19 Negative media reports promoting fear and
hesitancy
Drivers of Motivation to Perceived higher risk of infection,
COVID-19 accept COVID-19 | Possibility of vaccine scarcity
vaccine vaccine among Sense of responsibility to patients
uptake healthcare Motivation from senior colleagues or health
providers managers

Positive testimonies from recipients (including
via social media platforms)

Trust in government efforts

For protection against COVID-19 infection

Motivation to
accept COVID-19
among community
members or
caregivers

Requirement for overseas travel or pilgrimage,
Health education and counseling

Public awareness from the government

Good attitude from healthcare providers

Trust in the existing routine immunization
programme

Utilization of existing routine immunization
programme

No observed adverse effects in early recipients
Being affordable
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Appropriating COVID-19 in the belief systems

This first theme elucidates plurality in the placement of COVID-19 within the context of existing belief systems.

Caregivers and health care providers ascribed various causes to the emergence of COVID-19 including
political, religious, social and geographical dimensions. The COVID-19 pandemic was framed through a
political lens, with distrust in the government shaping their disbelief in the disease. This distrust in government
provided an opening for misinformation about the virus and control measures with participants describing
COVID-19 as “a lie”, “a deceit from the government”. This distrust also fed into perceptions about COVID-19
surveillance, with some caregivers reportedly delaying care seeking to avoid being automatically added to the
COVID-19 daily government case list. The disbelief of the existence of COVID-19 had social associations with
participants believing that the disease would not affect the poor or black man.

“There were some people that were like nothing is happening, we've not seen someone with it here, none of our relatives
had it so it's just a scam. They don't believe it, most people don't believe it”. (CHEW—female, public facility)

To others, COVID-19 was symbolic and they offered religious explanations, describing it as a test of faith, signs of the ‘end
of time’, a “punishment from God” or the “work of the devil”.

“It's just like God wanted to deliberately punish people for their bad behaviours. Because the leaders of Nigeria can't
understand. Everything is in God's hands now. It's just like it's our sin that God is [punishing us on]. That's what's on
ground now. Because they themselves don't know the next step they'll take again. Before, when one is sick, they'll say they
should carry the individual, if it's our governors, they'll take flight and fly them out of the country. But when COVID-19
came, no one can come inside or go outside. Everyone is static (immobile in lockdown), so it's not COVID-19 again. It's
God's judgement on us.” (Mother—sick child, 1 child)

Others believed that COVID-19 existed as a symptomatic disease caused by a medical germ. Healthcare facilities were
described as a source of infection “contagious” and hospital avoidance during the acute phase of the pandemic was
reported by both caregivers and healthcare providers.

Given health facilities were considered high-risk places, this perception resulted in (i) no care-seeking practices for some
sick under-five children as caregivers resorted to self-treatment of their child’s illness by seeking care from drug sellers
instead, and (ii) delayed presentation at health facilities when the child’s condition had worsened. Similarly, when
caregivers identified COVID-19 signs in their child they avoided hospital for fear of COVID-19 diagnosis or referral to
isolation.

They didn’t come. A lot of people were practicing self-medication. People who had cough for example, they didn’t come
for treatment for fear of being told they had COVID. They kept managing it at home. (CHEW—female, public facility)

“Like one of my neighbours when her baby was running a temperature, she as in, she could not bring the baby to the
hospital because she said when she goes to the hospital - now they will say her baby have this thing high fever, they should
take him to isolation center. Because of that she now went to the pharmacy and brought some (medicine) as in self
medication” (Mother—healthy child, 3 children)

Both caregivers and healthcare workers reported being extra-careful in hospital settings, and sometimes this led to
inaccessibility of care if healthcare providers suspected COVID-19 or had inadequate protective equipment. In contrast, one
healthcare provider noted that service delivery for children did not change, stating that COVID-19 infections in children are
not as severe as that of adults, and it would be unethical to deny children access to healthcare.

Ambiguity about COVID-19 preventive measures

This theme details various responses, experiences, and effects of recommended COVID-19 preventive measures and
associated adaptations.

11
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The lockdown was perceived as an unpleasant and difficult period as participants were restricted to indoor livelihood with
little or no access to transportation.

Caregivers reported indirect effects of lockdown that could affect care-seeking. Caregivers reported diminished household
incomes which necessitated loan acquisition or seeking help from family members. Household food insecurity was
exacerbated, and caregivers started reducing their consumption to save food for their children. There was avoidance of
social functions, mental health challenges and focus on basic needs:

“l have two teachers in my compound, not government teachers but private teachers. When the lockdown started then, the
man is a teacher in private school, the woman is a teacher in a private school. As the school was not open, no salary, no
money, nothing, nothing. For them to feed was problem, talk less of [never mind] if the baby falls sick, and now there is no
money to take the baby to hospital. Sometimes, they will go and do herbal, this thing agbo (herbal concoction)” (Mother—
healthy child, 3 children)

Health facilities made adjustments to ensure continuous service delivery without undermining safety. Face-masking,
physical distancing, and improved personal hygiene were adopted amongst others; however, they created additional
problems such as discomfort (face-masking), denied access to care, or seeking medical advice from people without medical
training. Caregivers complied with the rule although there were reports of anger and verbal assaults with healthcare
providers when they were enforced at the health facilities. There was a continuation of routine vaccination services during
the lockdown, but caregivers’ incorrect assumption of closure of PHC facilities during the lockdown (secondary facilities
were close to non-emergency cases), compliance with the lockdown order and fear of coronavirus partly contributed to
reduced attendance at the immunization clinic as reported by a CHEW:

“If you remember even on social media (mass media), it was broadcasted that if what you want to do at the hospital is not
very important, stay indoors and stay safe? So people adhered to that rule, to the extent that when we go for outreach
services, we ask them why they haven’t been coming for immunization. Then they will say it’s because of the lockdown, and
then corona stopped us from coming out. They would also claim they don’t know that the facility still runs its services”
(CHEW—female, public facility)

When COVID-19 vaccines became available in Nigeria, there were mixed perceptions and ambiguity towards them. Among
some caregivers, the vaccine was regarded as “a mark of the beast”, or a depopulation strategy from Western countries.
Religious belief, misinformation and fear of side effects were reasons identified by caregivers for COVID-19 vaccine
hesitancy. Healthcare providers, in contrast, expressed distrust in the government and were concerned about the vaccine
safety, quality, short timeline for vaccine development and the government’s aggression towards COVID-19. They believed
the vaccines were not tested very well in Nigeria before being approved.

“The health system is at risk. Nobody has ever said this is the vaccine for TB, but look at COVID-19, everybody is rushing
to bring it to us; on what basis? To protect ourselves or to do what? When we have not yet encountered the illness.”
(Nurse—female, private hospital)

“That thing (COVID-19 vaccine) is not well tested that's my point. It’s supposed to go through a series of tests before
allowing it to come into this country. So I can not even advise anyone to take it.” (Nurse—female, private hospital)

Social media (WhatsApp, Facebook, Instagram) was identified as a source of misinformation about the vaccine. One
healthcare provider queried the decision of the government to accept donated vaccines that are being rejected by other
countries, as reported on social media. Similarly, vaccines sent to Nigeria were presumed to be of sub-optimal quality
compared to the ones used abroad but this was linked to distrust in governments.

“Some people (healthcare providers) don't want to take it because of the thing we have seen on social media that if you take
it, it can cause this and that” (CHEW—female, public facility)

However, some healthcare providers and caregivers had positive perceptions of the vaccine, describing it as beneficial to
the recipients, such as preventing sudden death and protecting against the virus. Others also showed trust in the government
believing that the government cannot bring vaccines if they are harmful. Some caregivers also expressed willingness to
receive the vaccine given that they are utilizing an existing routine immunization programme.

“If the vaccine comes, we know there's a reason why the government brought it. It has a work it wants to accomplish, which is
why they want to bring it; we will take it” (Mother—sick child, 4 children)
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Perceived higher risk of infection, the possibility of vaccines becoming scarce, a sense of responsibility to clients, motivation
from senior colleagues or health managers, and later on positive testimonies from recipients were identified as drivers of
uptake among healthcare providers. Being a requirement for overseas travel or pilgrimage, counselling, and public
awareness were reported by healthcare providers as drivers of vaccine uptake among community members. Few healthcare
providers who had taken the vaccine identified self-reflection and personal inquiry as ways they dealt with the
misinformation about the vaccine.

“I heard they were cloning the vaccine in some European countries. That was my fear but when I did my own research. [
found out that there is no issue.” (Doctor—female, public facility)

Despite the fear and negative perceptions, community members turned out en masse to receive the vaccine, and turnout
exceeded expectations, making the supply inadequate.

We were even surprised. I wasn’t expecting people to come out. It was supposed to be a 10 day program, that’s for two
weeks (the initial plan for the first phase of the COVID-19 vaccine roll-out) 10 working days but we extended further for
four weeks or thereabout. People were still coming, we had to tell them that there was no more vaccination. (Doctor—
male, public facility).

DISCUSSION (word count=1427)

It is important to understand both community and healthcare workers’ perceptions and experiences during the initial
COVID-19 waves to adapt the provision of health care services to children during future pandemics. In the Nigerian context,
participants reported both direct and indirect effects on care seeking for children, especially during the acute lockdown
periods. Both groups of participants interpreted the COVID-19 pandemic through medical, political, social and economic
lenses; however religious interpretation of the pandemic was more prominent among caregivers. Care seeking for children
under-five was affected in part due to the perception of healthcare as being contagious, fear of COVID-19 diagnosis, and
limited access to transportation. Adapting to seek care from alternative sources for sick children was reported by both
groups. COVID-19 vaccine hesitancy was a major issue among healthcare providers, but less so among community
members at the time of vaccine roll-out in Lagos. The motivations for vaccine uptake differed for both groups, and social
media seemed to play a crucial role in shaping the acceptability of COVID-19 vaccine.

Our study suggests that COVID-19 related misinformation, rooted in a general distrust of government and cutting across
every aspect of COVID-19 response including vaccine roll-out, had negative influences on care-seeking for children. This
resonates with findings elsewhere in Africa and globally that misinformation and misleading interpretation of health
information (daily reporting of cases and deaths from COVID-19 and fear of being counted as a COVID-19 case,
assumption of facility closure during the lockdown) contributed to hospital avoidance, '¢33° and therefore requires
consideration and active management in future outbreaks. 4° Conversely, the diversity in COVID-19 placement could
conceivably have positive influences on care seeking. For instance, religious beliefs relating to COVID-19 may provide
emotional resilience and motivate caregivers to do everything possible to protect their children.*! Fear of COVID-19 may
similarly motivate caregivers to seek care early and get vaccinated and even disbelief in COVID-19 may motivate caregivers
to go about business as usual.

While there were people who did not believe in COVID-19 and/or did not seek care to avoid being caught up in the response
(e.g. wanting to avoid isolation centres), some took it seriously and many integrated religious interpretations into their
understanding of the disease. A study conducted in Nigeria found that religion and religious institutions, focused on
Christianity, could have a negative influence on illness perception and behaviour, but that most Nigerian Christians
comfortably integrated religious and physical health domains.*?Additionally, some religious organizations actively
encouraged adherence to COVID-19 preventive measures.*? These findings highlight the dynamic process of classifying
new diseases, as seen in the emergence of Ebola disease,* and the need for socio-cultural considerations and community
participation in public health planning and communication, as well as active feedback and management of rumours and
misinformation during the response. 4443
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When caregivers decided to seek care for their children, lack of transportation due to lockdown inhibited access. Our finding
agrees with an online survey conducted in Nigeria,*® but contrasts with a study conducted in the Netherlands which reported
parental non-deterrence in care seeking for a sick child. 4’ Though the nature of illness could have been responsible for this
contrasting finding, given the different epidemiological profiles, differences in health systems, COVID-19 related public
health measures, as well as better health literacy around COVID-19, also have modulating effects. As reported in the UK,
positive experiences from the National Health Service and support from others were positive influencers of care seeking,
whereas fear driven by media and community were barriers to parental care seeking. “ Worsened household income and
food security reported during the acute phase of COVID-19 are in keeping with findings in other African countries, and
these have the potential to exacerbate child malnutrition and mortality. 4>°° Like in other settings,’'* we found evidence
suggesting decreased childhood immunization during the lockdown but the extent is unclear because healthcare providers
reported using outreach services to vaccinate defaulters.

Healthcare services being considered as high-risk settings for infection influenced care seeking practices for children.
Similar to reports in Nigeria and elsewhere, caregivers were avoiding hospitals for fear of contracting COVID-19. 485557
The resultant self-management of childhood illness and decreased healthcare service utilization are in keeping with other
studies from Europe and Africa. 3°° Studies within and outside Nigeria have also reported increased self-medication
practice for the prevention and treatment of COVID-19 related symptoms but did not focus on self-medication for children
during the pandemic.°6> A study conducted in Uganda also found higher neonatal mortality and morbidity during the
lockdown.® Estimating the impacts of reduced hospital visits, seeking care from alternative sources, delayed hospital visits
and increased self-medication for sick children was outside the scope of this study but will be crucial for understanding the
indirect effects of COVID-19 public health measures. Nevertheless, our study supports the need for intelligent health
communication and flexible approaches to increasing service delivery capacity, such as mobile clinic outreaches to maintain
health care access for children. 2% A study conducted in the UK hypothesized that decreased incidence of childhood illness
during the lockdown period contributed to low paediatric admission for common and severe childhood illness during the
lockdown; % however, hospital avoidance, care seeking from alternative sources and delayed presentation should not be
dismissed.

The underlying distrust in government influenced COVID-19 perceptions, and provided the platform for the growing
misinformation about the pandemic and this in turn shaped vaccine hesitancy.®®67 Our findings are in agreement with studies
in Nigeria which found that non-adherence to recommended preventive measures for COVID-19 was centered on political
distrust, stemming from decades of perceived bad governance. % The mixed perception towards COVID-19 in Nigeria
was therefore not surprising and similar controversies have been reported across several regions globally.® In times of
uncertainty, a coping strategy is to use religion to provide explanations for strange events, "?and these may conflict with
emerging scientific evidence (particularly as conclusions change with new data) and frustrate containment measures. ’! Our
findings support the need for inclusive risk communication for epidemic preparedness and control. Moreover, intervention
adaptation to suit local contexts is essential during emergency response to epidemics. * Early reported cases of COVID-19
in the country were among foreigners and high-profile politicians. Linking COVID-19 results to known public officers
could have been responsible for the perception that COVID-19 is a disease of the elite. In addition, limited testing capacity
could have driven the perception that COVID-19 is not real, as up to 80% of infected individuals are mild or asymptomatic.”?

Interestingly, the demand for COVID-19 vaccine was reportedly higher than anticipated among community members
despite negative media reports and conspiracy theories. This finding is consistent with a study conducted by Julio et al.
which found higher willingness to receive COVID-19 vaccine in low-and-middle-income countries compared to high
income countries in which the survey was done.” Our findings support the call for vaccine equity, the need for sustained
global partnership, and continuous post-vaccination surveillance to achieve effective global vaccination for COVID-19.74
The concern about the unprecedented short period to vaccine production and licensing underscores the need for sustained
and increased efforts toward control of other communicable diseases like tuberculosis, HIV/AIDS, and pneumonia—not
neglecting other diseases because of COVID-19. Considering the background mistrust in government, donation of
substandard vaccines, and vaccines with short expiry dates or not valid for travel as well as conditional donation of vaccines
feeds into public narratives of lack of trust in COVID-19 vaccines and reinforces conspiracy theories about COVID-19. 75~
7 Meanwhile, vaccine hesitancy among healthcare providers requires attention for increased and sustained COVID-19
vaccine coverage in the long term. 78
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This study has some limitations. We recruited caregivers from PHCs only and did not gather perspectives from other
community members. This may mean that the perspectives captured here underestimates negative effects on care-seeking.
Review of facility data shows a considerable decrease in out-patient attendance for children (Appendix V). Our findings
have provided context-specific understanding of the indirect and direct effects of COVID-related public health measures
and may inform future public health responses to disease outbreaks. Though the implementation of lockdown is context-
specific, findings from our study may be transferrable to other low and middle-income countries with a similar weak health
system and where distrust of government has been a problem.

CONCLUSIONS

The interpretation of the emergence of a new disease classification is dynamic and multi-faceted. The COVID-19 pandemic
in Lagos had both direct and indirect effects on care-seeking for children. It is plausible that these had negative impacts on
morbidity and mortality. Subsequent disease outbreak response requires active management of misinformation and
intelligent health communication, including context-specific understanding of social-media messaging and the role of
religious institutions. Strengthening health and social support system interventions, notably around ensuring access to
healthcare is not negatively affected, is crucial to building adaptive capacity for future disease outbreaks, pandemics and
building public trust.
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Start date
End date

Land travel
(Interstate)

Land travel
(Intrastate)

Airspace

Movement

Working hours

Workspace

Entertainment

activities

Mass gathering

4t May

15t June
Banned

Appendix I:

Phase 1
2020

2020
except for

essential services and

movement of goods and

services only

Limited to 6 am-6 pm

with a 50% reduction in

bus occupancy

Closed

Opened to cargo and
specially approved
flights only

Curfew
6am
9 am to

50% staff occupancy or

less

Banned

Limited to 20 people or

less

from 8pm to

2 pm

BMJ Open

Phase 2

27 June 2020

18™ October 2020
Opened under strict

conditions:

Allowed for essential
services and movement
of goods and services

only
Opened

Opened for domestic
flights, limited for
essential international
flights until August 26

Curfew from 10pm —

4am

9 am — 2 pm for
Government/other
corporate offices

75% staff occupancy or

less

50% for clients

Banned

Limited to 20 people or

less

Phase 3
19t October
2020

Opened

Opened

Opened
(domestic
and
international
flights)
12am to 4am

All
government
staff on
grade level
12 and
below to
continue
staying at
home

No limit for
private and
other
corporate
bodies

100%

occupancy

Opened

Limited to
50 people or
less

-Ease of COVID — 19 Lockdown in Nigeria

Phase 4
11*h May
2021

Opened

Opened

Opened for
domestic
and
international

Curfew from
12am — 4am
All
government
staff on
grade level
12 and
below to
continue
staying at
home until
11t June
2021

No limit for
private and
other
corporate
bodies

No limits but
virtual
meetings
and work
from home
encouraged
Open with
some
restrictions
(bars, night
clubs, pubs
remained
closed)
Limited to
50 people or
less except
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Phase 5
2nd April
2022

Opened

Opened

Opened

No
restrictions
No limit

No limit

Opened at
50%
capacity

Opened
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Religious
gathering

Schools

Markets

Face masks

Banks and other
financial
institutions

Restricted

Closed

Partial closure, open
only on designated days
weekly between 8.00
am-3.00 pm

Mandatory for all
persons in public spaces

Limit staff physically to
between 30%-50%

BMJ Open

Restricted

Closed, but special
consideration for
graduation exams
Controlled access by
local authorities

Mandatory for all
persons in public spaces

Limit staff physically to
75% or less. To operate
normal working hours

Restricted
(subject to
the protocol
from the
state
government
and the
federal
capital
territory

Opened

Open

Mandatory
for all
persons in
public
spaces

To operate
normal
working
hours

with
permission
from the
state
government
Limited to
less than
50%
capacity

Gathering
more than 50
people must
be held
outdoors
only

Opened

Open

Mandatory
for all
persons in
public
spaces

To operate
normal
working
hours
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Opened

Opened

Open

Mandatory
for indoor
activities
only, but at
individual
discretion
for outdoor
activities
To operate
normal
working
hours

Source: NCDC Coronavirus COVID-19 Microsite. Accessed June 29, 2022. https://covid19.ncdc.gov.ng/guideline/

o There was a total lockdown of economic activities in the FCT, Lagos and Ogun states for 35days
from 30" March 2020. This was coupled with a total ban on non-essential interstate travels

o From the third phase, the end dates were assumed as the onset of the next phase

e Data collection was done during the phase 3
o The second wave of infection and vaccine rollout started during the phase 3
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Appendix II: In-depth interview guide for healthcare provider’s interviews

1.

2.

Tell me about the facility you work in?
a. What type of services do you offer children?
b. Tell me specifically about this week in your clinic
Think about last 8§ months, has things been typical? Why? Why not?
a. When did you first hear about covid?
b. When did you make adaptation or adjustment in your facility as a result of covid?
c. What changes did your facility make?

NOW WE WANT TO FOCUS ON QUESTIONS REGARDING CHILDREN

3.

10.

11.

Tell me how the lockdown in year 2020 affected service provision at your facility
a. How did it affect services you provide for children?
a. How did it affect care seeking for sick under-five?
o Probe severity of illness at presentation/late presentation
o Was the PHC the first point of call?

Thinking about this time last year, before covid/EndSARS, is there any differences? What is different
(numbers, type of presentation, services provided, resources), what is the same?

Now that lockdown is over, have things normalized the way it used to be before COVID-19? What has
normalized? What is yet to normalize. What about number of under-five that you see, any difference
compared to last year in terms of number, type of presentation

Late in last year, there was Endsars protest. How did it affect service delivery in your facility?

Currently, there is second wave of Covid-19 in Nigeria. How has it affected service delivery in your
facility?

What can you say about the care seeking behavior of caregivers of sick children you have attended to in
recent times?

Between Covid-19 lockdown, End-Sars protest and current economic hardship, which one has affected care
seeking for sick children most? Why? Short term consequences? Any long term consequences?

Finally, the federal government is making plans to procure Covid-19 vaccines for Nigerians. How willing
are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not? Will you
tell others to take it? Why?

Do you have any other things to say?
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Appendix III: In — Depth interview guide for caregiver of under-five with recent illness episode
1. Tell me about your family.
Probe to get information on:
a. Who lives with the participant
b. Participant’s job
c. Where participant’s extended family live
d. Involvement in child’s care
2. How will you summarize year 20207
Probe:
a. How did it affect you and your family?
b. Could you say these changes were due to impact of covid-19 pandemic?
1. Ifyes, why? In what other ways have covid-19 affected you and your household
2. Ifno, why not?
c. Have you noticed changes in the price of commodities?
i. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
Now we want to talk about child health services, particularly care seeking for sick under-five

3. Your child was recently sick; I would like to know more about the illness.
a. How did it start? Who first noticed the symptoms?
b. What did you do first? When did you do that?
c. What next did you do?
1. How did you decide?
ii. Why did you do that? Could you have done something else?
iii. What treatment were given? Was your child asked to do some tests? Could you afford all
the test?
iv. Were you referred?
1. Ifyes, did you honour the referral? Why?
2. How did you feel with the referral?
3. Ifno, why? What did you do next? Why did you do that?
4. Was your child asked to do some tests? Could you afford all the test?
5. What about medications? Did you buy all the medication?
v. Like how much did it cost you to treat your child? Would the cost have been cheaper if
not for current situations? How did you cover the cost of treatments for your child?
1. Personal money/savings?
2. Support from father?
3. Support family and friends?
4. Did you have to borrow or sell any items?

4. Opverall, has covid-19 affected your decisions and steps when your child was sick?

1. Ifyes, how?
ii.  Ifno, what affected your decisions and steps?
i. Endsars protest?
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il. Insecurity?

iii. Current economic hardship?

iv. Could you have taken different actions/steps (relate this to previous answers) What
about fears of catching covid at the hospital?

5. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
9 6. Do you have other things to say or bring to my attention? Thank you for your time!
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Appendix IV: IDI guide for No illness episode
1. Tell me about your family.

Probe to get information on:
e. Who lives with the participant.
f. Participant’s job
g. Where participant’s extended family live
h. Involvement in child’s care
2. How will you summarize year 2020?
Probe:
a. How has it affected you and your family?
b. Were these covid-19 related?
i. Ifyes, why and how? In what other ways have covid-19 affected you and your household
ii. If no, what do you think is responsible?
c. Have you noticed changes in the price of commodities?
1. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
4. Fuel price
3. Now we want to talk about care seeking for under-five. What actions do mothers/caregivers take when their
child develops illness?
1. Why do they do that?
1. Could it be because of trust/distrust in health care workers?
2. Could cost have influenced their decision? How?
3. What else could have influenced their action?
ii. Think about the last time your child (or that of someone close to you) fell sick
1. What was wrong? What did you do? How did you decide on what to do? Who did
you talk to? What alternatives were considered? What were your concerns?
Was your child referred?
Did you honour the referral?
If yes, why? If no, why?
5. Ifit happens this period, could you or they have taken different action? Why?
iii. During the covid-pandemic in Nigeria, do you think covid-19 affected decisions taken by
caregivers when their child was sick? if yes, why and how? If no, why?
iv. What about now? Do covid-19 affect actions taken by mothers when their child falls
sick?
v. Between covid-19 and current economic hardship, which one has greater influence on
actions taken by caregivers when their child is sick?
1. Why and how?
4. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
5. Do you have any other thing to tell me?
Thank you for your time!

Rl e
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Appendix V  Outpatient attendance for under-five children in the 7 flagship facilities in Ikorodu LGA ( January-June 2020)*

Flagship PHCs
Year
2020 Ikorodu Igbogbo Odonla Agbede Ipakodo Imota Oke-Eletu¥

Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number
Pneumonia | 9 Pneumonia | 3 Pneumonia 1 Pneumonia | 0 Pneumonia | 3 Pneumonia 19 Pneumonia | -
LRTI 7 LRTI 12 LRTI 1 LRTI 0 LRTI 1 LRTI 2 LRTI -
URTI 133 URTI 290 URTI 89 URTI 0 URTI 102 URTI 47 URTI -
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 5 ARTI 0 ARTI -

- Malaria 511 Malaria 275 Malaria 149 Malaria 129 Malaria 234 Malaria 125 Malaria -

é Sepsis 43 Sepsis 97 Sepsis 243 Sepsis 21 Sepsis 42 Sepsis 33 Sepsis -

|E’ Others 274 Others 374 Others 406 Others 115 Others 211 Others 252 Others -

g Total 977 Total 1051 Total 892 Total 265 Total 589 Total 478 Total -

N Pneumonia | 1 Pneumonia | 0 Pneumonia | 2 Pneumonia | 0 Pneumonia | 0 Pneumonia | 1 Pneumonia | 0
LRTI 3 LRTI 1 LRTI 0 LRTI 0 LRTI 0 LRTI 0 LRTI 0
URTI 10 URTI 55 URTI 5 URTI 1 URTI 25 URTI 2 URTI 34
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0
Malaria 215 Malaria 183 Malaria 64 Malaria 23 Malaria 39 Malaria 52 Malaria 42

. Sepsis 22 Sepsis 26 Sepsis 55 Sepsis 2 Sepsis 9 Sepsis 8 Sepsis 63

% Others 113 Others 39 Others 159 Others 5 Others 99 Others 125 Others 164

'Tg_ Total 364 Total 304 Total 285 Total 31 Total 172 Total 188 Total 303

<

*Lagos placed on lockdown on the 30 March 2020

¥ Facility register not found
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Abstract

Background. Qualitative research explotes complex phenomena encountered by clinicians, health care providers, policy
makers and consumers. Although partial checklists are available, no consolidated reporting framework exists for any type of
qualitative design.

Objective. To develop a checklist for explicit and comprehensive reporting of qualitative studies (indepth interviews and
focus groups).

Methods. We performed a comprehensive search in Cochrane and Campbell Protocols, Medline, CINAHL, systematic teviews
of qualitative studies, author or teviewer guidelines of major medical journals and reference lists of relevant publications for
existing checklists used to assess qualitative studies. Seventy-six items from 22 checklists were compiled into a comprehensive
list. All items wete grouped into three domains: (i) research team and reflexivity, (ii) study design and (iii) data analysis and
reporting. Duplicate items and those that were ambiguous, too broadly defined and impractical to assess wetre removed.

Results. Items most frequently included in the checklists telated to sampling method, setting for data collection, method of data
collection, respondent validation of findings, method of recording data, description of the derivation of themes and inclusion of
supporting quotations. We grouped all items into three domains: (i) tesearch team and reflexivity, (i) study design and (iii) data

analysis and reporting,

Conclusions. The criteria included in COREQ, a 32-item checklist, can help researchers to report important aspects of the
research team, study methods, context of the study, findings, analysis and interpretations.

Keywords: focus groups, interviews, qualitative research, research design

Qualitative research explores complex phenomena encountered
by clinicians, health care providers, policy makers and consu-
mers in health care. Poorly designed studies and inadequate
reporting can lead to inappropriate application of qualitative
research in decision-making, health care, health policy and
future research.

Formal reporting guidelines have been developed for ran-
domized controlled trials (CONSORT) [1], diagnostic test
studies (STARD), meta-analysis of RCTs (QUOROM) [2],
observational studies (STROBE) [3] and meta-analyses of
observational studies (MOOSE) [4]. These aim to improve
the quality of reporting these study types and allow readers to
better understand the design, conduct, analysis and findings of
published studies. This process allows users of published
research to be more fuller informed when they critically
appraise studies relevant to each checklist and decide upon
applicability of research findings to their local settings. Empiric
studies have shown that the use of the CONSORT statement
is associated with improvements in the quality of reports of

randomized controlled trials [5]. Systematic reviews of qualitat-
ive research almost always show that key aspects of study
design are not reported, and so there is a clear need for a
CONSORT-equivalent for qualitative research [0].

The Uniform Requirements for Manuscripts Submitted to
Biomedical Journals published by the International Committee
of Medical Journal Editors ICMJE) do not provide reporting
guidelines for qualitative studies. Of all the mainstream biome-
dical journals (Fig 1), only the British Medical Journal (BM])
has criteria for reviewing qualitative research. However, the
guidelines for authors specifically record that the checklist is
not routinely used. In addition, the checklist is not compre-
hensive and does not provide specific guidance to assess some
of the criteria. Although checklists for critical appraisal are
available for qualitative research, there is no widely endorsed
reporting framework for any type of qualitative research [7].

We have developed a formal reporting checklist for
in-depth interviews and focus groups, the most common
methods for data collection in qualitative health research.
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1
2 Medline Cinahl Major Systematic Other
3 biomedical reviews’ sources*
4 journals*
5 372 citations 166 citations 5 guidelines 6 reviews 2 sources
6 I | [ [ I
- v v

Title and abstract review o 13 sources Excluded n=7
8 Excluded (n = 445) 538 citations
9 No author reviewer 4
10 No appraisal checklist 218 guidelines for
11 Qualitative methods 127 »| qualitative studies

5 Primary fieldwork 58 Duplicate appraisal 3

1 Mixed methods 31 checklist
13 Comment or debate 6
14 Duplicate article or 5
15 checklist v \ 4
16 93 citations 6 sources
17 Full text analysis
18 Excluded (n = 77)
19 No appraisal checklist 33

Comment or debate 25
20 Duplicate article or 11 v
21 checklist v 22

Qualitative methods 8 L
22 16 citations |—p| Tools or guidelines
23 included
24
25 v
26 Items identified from the 22 tools/checklists
27 n =76 items
28 Research team and reflexivity 24
29 Study design 25
30 Data analysis and reporting 27
31

Iltems excluded
32 n=46
33 Reasons for exclusion
34 - Duplicate item or
35 overlapping definition
36 P| - Not specific to qualitative
v studies
37 ) . - Impractical to assess
38 gﬁ(’;cskl?sc;tsfound in existing 't30 - Ambiguous, obscure
items iti
39 n=2 definition
40 Reasons for inclusion
41 - Suitable for assessment
- Clear definition
42 - Key characteristic for qualitative
43 research
44 v
45 COREQ 32-item checklist
Research team and reflexivity 8

46 Study design 15
47 Data analysis and reporting 9
48
49 Figure | Development of the COREQ Checklist. *References [26, 27], TReferences [6, 28—32], ¥Author and reviewer
50 guidelines provided by BMJ, JAMA, Lancet, Annals of Internal Medicine, NEJM.
51
52 These two methods are particularly useful for eliciing Basic definitions
53 patient and consumer priorities and needs to improve the
54 quality of health care [8]. The checklist aims to promote Qualitative studies use non-quantitative methods to contrib-
55 complete and transparent reporting among researchers and  ute new knowledge and to provide new perspectives in
56 indirectly improve the rigor, comprehensiveness and credi-  health care. Although qualitative research encompasses a
57 bility of interview and focus-group studies. broad range of study methods, most qualitative research
58
59
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publications in health care describe the use of interviews and
focus groups [8].

Interviews

In-depth and semi-structured interviews explore the expeti-
ences of participants and the meanings they attribute to
them. Researchers encourage participants to talk about issues
pertinent to the research question by asking open-ended
questions, usually in one-to-one interviews. The interviewer
might re-word, re-order or clarify the questions to further
investigate topics introduced by the respondent. In qualitative
health research, in-depth interviews are often used to study
the experiences and meanings of disease, and to explore pet-
sonal and sensitive themes. They can also help to identify
potentially modifiable factors for improving health care [9].

Focus groups

Focus groups are semi-structured discussions with groups of
4—12 people that aim to explore a specific set of issues [10].
Moderators often commence the focus group by asking
broad questions about the topic of interest, before asking the
focal questions. Although participants individually answer the
facilitator’s questions, they are encouraged to talk and interact
with each other [11]. This technique is built on the notion
that the group interaction encourages respondents to explore
and clarify individual and shared perspectives [12]. Focus
groups are used to explore views on health issues, programs,
interventions and research.

Methods

Development of a checklist

Search straregy. We performed a comprehensive search for
published checklists used to assess or review qualitative
studies, and guidelines for reporting qualitative studies in:
Medline (1966—Week 1 April 2006), CINAHL (1982—
Week 3 April 2006), Cochrane and Campbell protocols,
systematic reviews of qualitative studies, author or reviewer
guidelines of major medical journals and reference lists of
relevant publications. We identified the terms used to index
the relevant articles already in our possession and performed
a broad search using those search terms. The electronic
databases were searched using terms and text words for
research (standards), health services research (standards) and
qualitative studies (evaluation). Duplicate checklists and
detailed instructions for conducting and analysing qualitative
studies were excluded.

Data extraction. From each of the included publications, we
extracted all criteria for assessing or reporting qualitative
studies. Seventy-six items from 22 checklists were compiled
into a comprehensive list. We recorded the frequency of each
item across all the publications. Items most frequently
included in the checklists related to sampling method, setting
for data collection, method of data collection, respondent

BMJ Open

Consolidated criteria for reporting qualitative research

validation of findings, method of recording data, description
of the derivation of themes and inclusion of supporting
quotations. We grouped all items into three domains: (i)
research team and reflexivity, (i) study design and (iii) data
analysis and reporting. (see Tables 2—4)

Within each domain we simplified all relevant items by
removing duplicates and those that were ambiguous, too
broadly defined, not specific to qualitative research, or
impractical to assess. Where necessary, the remaining items
were rephrased for clarity. Based upon consensus among the
authors, two new items that were considered relevant for
reporting qualitative research were added. The two new items
were identifying the authors who conducted the interview or
focus group and reporting the presence of non-participants
during the interview or focus group. The COREQ checklist
for explicit and comprehensive reporting of qualitative
studies consists of 32 criteria, with a descriptor to sup-
plement each item (Table 1).

COREQ: content and rationale
(see Tables 1)

Domain I: research team and reflexivity

(i) Personal characteristics: Qualitative researchers closely
engage with the research process and participants and are
therefore unable to completely avoid personal bias. Instead
researchers should recognize and clarify for readers their
identity, credentials, occupation, gender, experience and train-
ing. Subsequently this improves the credibility of the findings
by giving readers the ability to assess how these factors
might have influenced the researchers’ observations and
interpretations [13—15].

(i) Relationship with participants: The relationship and
extent of interaction between the researcher and their partici-
pants should be described as it can have an effect on the
participants’ responses and also on the researchers’ undet-
standing of the phenomena [16]. For example, a clinician—
researcher may have a deep understanding of patients’ issues
but their involvement in patient care may inhibit frank dis-
cussion with patient—participants when patients believe that
their responses will affect their treatment. For transparency,
the investigator should identify and state their assumptions
and personal interests in the research topic.

Domain 2: study design

(i) Theoretical framework: Researchers should clarify the
theoretical frameworks underpinning their study so readers
can understand how the researchers explored their research
questions and aims. Theoretical frameworks in qualitative
research include: grounded theory, to build theoties from the
data; ethnography, to understand the culture of groups with
shared characteristics; phenomenology, to describe the
meaning and significance of experiences; discourse analysis,
to analyse linguistic expression; and content analysis, to sys-
tematically organize data into a structured format [10].
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1
2 Table | Consolidated critetia for reporting qualitative studies (COREQ): 32-item checklist
3
4 No Item Guide questions/description
5 .............................................................................................................................................................................
6 Domain 1: Research team and reflexivity
7 Personal Characteristics
8 1. Interviewer/facilitator Which authot/s conducted the interview or focus group? Page 7
9 2. Credentials What were the researchet’s credentials? E.g. PhAD, MD Page 7
3. Occupation What was their occupation at the time of the study? page 7
10 p p y* Pag
1 4. Gender Wias the researcher male or female? Page 7
12 5. Experience and training What experience or training did the researcher have? page 7
Relationship with participants
13 p p p
14 6. Relationship established Wias a relationship established prior to study commencement?  Page 7
15 7. Participant knowledge of the ~ What did the participants know about the researcher? e.g. personal goals, reasons for doing the cé?
interviewer research Page 7 =]
1? 8. Interviewer characteristics What characteristics were reported about the interviewer /facilitator? e.g. Bias, assumptions, §
18 reasons and interests in the research topic g
Domain 2: study design 3
19 Theotetical framework 3.
20 9. Methodological orientation and What methodological orientation was stated to underpin the study? e.g. grounded theory, S
21 Theory disconrse analysis, ethnography, phenomenology, content analysis >
22 Partici lectd 3
pant selection 9
23 10. Sampling How were participants selected? eg. purposive, convenience, consecutive, snowball Page 6 g
24 11. Method of approach How were participants approached? e.g. face-to-face, telephone, mail, email  Page 6 g'
25 12. Sample size How many participants were in the study? Page 6 5
26 13. Non-participation How many people refused to participate or dropped out? Reasons? 8
27 Setting %
28 14. Setting of data collection Where was the data collected? e.g. home, clinic, workplace Page 6 g
29 15. Presence of non-participants ~ Was anyone else present besides the participants and researchers? S
30 16. Description of sample What are the important characteristics of the sample? e.g. demographic data, date Pages 6,7 2
31 Data collection ®
32 17. Intervie.w guide Were questio.ns, prompts, ggjdes provided by the authors? Was it pilot tested? Supplemeent%
33 18. Repeat interviews Were repeat interviews carried out? If yes, how many? materials N
34 19. Audio/visual recording Did the research use audio or visual recording to collect the data? Page 7 e
35 20. Field notes Were field notes made during and/or after the interview or focus group? o
36 21. Duration What was the duration of the interviews or focus group? Page 7 9
37 22. Data saturation Was data saturation discussed? &
38 23. Transcripts returned Were transcripts returned to participants for comment and/or correction? °
39 Domain 3: analysis and findingsz §
40 Data analysis g
41 24. Number of data coders How many data coders coded the data?> Page 8 w
25. Description of the coding tree  Did authors provide a description of the coding tree? o
42 26. Derivation of themes Were themes identified in advance or derived from the data? Page 8 S
43 27. Software What software, if applicable, was used to manage the data?  page 8 2
44 28. Participant checking Did participants provide feedback on the findings? %
45 Reporti -
porting
46 29. Quotations presented Were participant quotations presented to illustrate the themes / findings? Was each
47 quotation identified? e.g. participant number Pages 11 and 12
48 30. Data and findings consistent ~ Was there consistency between the data presented and the findings? Pages 11 and 12
49 31. Clarity of major themes Were major themes cleatly presented in the findings? Pages 11 and 12
50 32. Clarity of minor themes Is there a description of diverse cases or discussion of minor themes?
51
52
53 (i) Participant selection: Researchers should report how [13, 17]. Convenience sampling is less optimal because it
54 participants were selected. Usually purposive sampling is may fail to capture important perspectives from difficult-
55 used which involves selecting participants who share particu-  to-reach people [16]. Rigorous attempts to recruit participants
56 lar characteristics and have the potential to provide rich, rele- and reasons for non-participation should be stated to reduce
57 vant and diverse data pertinent to the research question the likelihood of making unsupported statements [18].
58
59
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Table 2 Items included in 22 published checklists: Research team and reflexivity domain

Item

Research team and reflexivity

Nature of relationship between the
researcher and participants
Examination of role, bias, influence
Description of role

Identity of the interviewer

Continued and prolonged engagement
Response to events

Prior assumptions and experience
Professional status

Journal, record of personal experience
Effects of research on researcher
Qualifications

Training of the interviewer/ facilitator
Expertise demonstrated

Perception of research at inception
Age

Gender

Social class

Reasons for conducting study
Sufficient contact

Too close to participants

Empathy

References

Distance between researcher and participants °

Background
Familiarity with setting

*Other publications, "Systematic review of qualitative studies; BM]J, British Medical Journal—editor’s checklist for appraising qualitative research); @, item included in the checklist.
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Table 3 Items included in 22 published checklists: Study design

Item References

Study design

Methodological orientation, ontological or ° ° e o ° e o o °
epistemological basis

Sampling—convenience, purposive ° ° ° ° ° ° e o ° ° ° ° ° ° ° °
Setting ° ° ° ° °

Characteristics and description of sample ° ° ° ° e o

Reasons for participant selection ° ° ° °

Non-participation ° ° °

Inclusion and exclusion, critetia ° ° ° °

Identity of the person responsible for recruitment ° °

Sample size ° ° °
Method of approach ° ° °

Description of explanation of research to participants @ o °

Level and type of participation

Method of data collection, e.g. focus group, ° ° ° ° ° ° e o e o o o ° e o
in-depth interview

Audio and visual recording ° ° ° ° ° ° e o ° ° °
Transcripts

Setting and location ° ° ° ° ° ° ° °

Saturation of data ° ° ° ° ° ° °

Use of a topic guide, tools, questions o ° ° °

Field notes ° ° ° ° ° °
Changes and modifications . ° °
Duration of interview, focus group ° ° ° °

Sensitive to participant language and views ° ° o

Number of interviews, focus groups ° °

Time span °
Time and resources available to the study °

*Other publications, bSystematic review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research; e, item included in the checklist.
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Table 4 Items included in 22 published checklists: Analysis and reporting

Page 36 of 37

Ttem References

Respondent validation °
Limitations and generalizability °
Triangulation °
Original data, quotation °
L]
°
L]

Derivation of themes explicit
Contradictory, diverse, negative cases
Number of data analysts

In-depth description of analysis
Sufficient supporting data presented
Data, interpretation and conclusions ° ° ° ° ° °
linked and integrated

Retain context of data o o o ° °
Explicit findings, presented clearly ° ° e e o

Outside checks e o °

Software used ° o

Discussion both for and against the °
researchers’ arguments

Development of theories, explanations

Numerical data

Coding tree or coding system

Inter-observer reliability

Sufficient insight into meaning/perceptions

of participants

Reasons for selection of data to support findings
New insight ° °

Results interpreted in credible, innovative way °

Eliminate other theories °
Range of views °
Distinguish between researcher and °

participant voices

Proportion of data taken into account o

*Other publications, bSystemaﬁc review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research, e, item included in the checklist.
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Researchers should report the sample size of their study to
enable readers to assess the diversity of perspectives included.

(i) Setting: Researchers should describe the context in
which the data were collected because it illuminates why pat-
ticipants responded in a particular way. For instance, partici-
pants might be more reserved and feel disempowered talking
in a hospital setting. The presence of non-participants during
interviews or focus groups should be reported as this can
also affect the opinions expressed by participants. For
example, parent interviewees might be reluctant to talk on
sensitive topics if their children are present. Participant
characteristics, such as basic demographic data, should be
reported so readers can consider the relevance of the find-
ings and interpretations to their own situation. This also
allows readers to assess whether perspectives from different
groups were explored and compared, such as patients and
health care providers [13, 19].

(iv) Data collection: The questions and prompts used in
data collection should be provided to enhance the readers’
understanding of the researchet’s focus and to give readers the
ability to assess whether participants were encouraged to
openly convey their viewpoints. Researchers should also report
whether repeat interviews were conducted as this can influence
the rapport developed between the researcher and participants
and affect the richness of data obtained. The method of
recording the participants’ words should be reported.
Generally, audio recording and transcription more accurately
reflect the participants’ than contemporaneous
researcher notes, more so if participants checked their own
transcript for accuracy [19—21]. Reasons for not audio record-
ing should be provided. In addition, field notes maintain con-
textual details and non-verbal expressions for data analysis and
interpretation [19, 22]. Duration of the interview or focus
group should be reported as this affects the amount of data
obtained. Researchers should also clarify whether participants
were recruited until no new relevant knowledge was being
obtained from new participants (data saturation) [23, 24].

views

Domain 3: analysis and findings

(i) Data analysis: Specifying the use of multiple coders or
other methods of researcher triangulation can indicate a
broader and more complex understanding of the pheno-
menon. The credibility of the findings can be assessed if the
process of coding (selecting significant sections from partici-
pant statements), and the derivation and identification of
themes are made explicit. Descriptions of coding and
memoing demonstrate how the researchers perceived, exam-
ined and developed their understanding of the data [17, 19].
Researchers sometimes use software packages to assist with
storage, searching and coding of qualitative data. In addition,
obtaining feedback from participants on the research findings
adds validity to the researchet’s interpretations by ensuring
that the participants’ own meanings and perspectives are
represented and not curtailed by the researchers’ own agenda
and knowledge [23].

(i) Reporting: If supporting quotations ate provided,

researchers  should include quotations from different

participants to add transparency and trustworthiness to their
findings and interpretations of the data [17]. Readers should
be able to assess the consistency between the data presented
and the study findings, including the both major and minor
themes. Summary findings, interpretations and theories gen-
erated should be cleatly presented in qualitative research
publications.

Discussion

The COREQ checklist was developed to promote explicit
and comprehensive reporting of qualitative studies (inter-
views and focus groups). The checklist consists of items
specific to reporting qualitative studies and precludes generic
criteria that are applicable to all types of research reports.
COREQ is a comprehensive checklist that covers necessary
components of study design, which should be reported. The
criteria included in the checklist can help researchers to
report important aspects of the research team, study
methods, context of the study, findings, analysis and
interpretations.

At present, we acknowledge there is no empiric basis that
shows that the introduction of COREQ will improve the
quality of reporting of qualitative research. However this is
no different than when CONSORT, QUOROM and other
reporting checklists were introduced. Subsequent research
has shown that these checklists have improved the quality of
reporting of study types relevant to each checklist [5, 25],
and we believe that the effect of COREQ is likely to be
similar. Despite differences in the objectives and methods of
quantitative and qualitative methods, the underlying aim of
transparency in research methods and, at the least, the theor-
ctical possibility of the reader being able to duplicate the
study methods should be the aims of both methodological
approaches. There is a perception among research funding
agencies, clinicians and policy makers, that qualitative
research is ‘second class’ research. Initiatives like COREQ
are designed to encourage improvement in the quality of
reporting of qualitative studies, which will indirectly lead to
improved conduct, and greater recognition of qualitative
research as inherently equal scientific endeavor compared
with quantitative research that is used to assess the quality
and safety of health care. We invite readers to comment on
COREQ to improve the checklist.
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ABSTRACT (279/300)
Objective

To explore health care-seeking practices for children and the context-specific direct and indirect effects of public
health interventions during the first two waves of COVID-19 in Lagos State, Nigeria. We also explored
decision making around vaccine acceptance at the start of COVID-19 vaccine roll-out in Nigeria

Design, setting and participants

A qualitative explorative study involving 19 semi-structured interviews with healthcare providers from
public and private primary health facilities and 32 interviews with caregivers of under-five children in
Lagos, from December 2020 to March 2021. Participants were purposively selected from healthcare
facilities to include community health workers, nurses, and doctors, and interviews were conducted in quiet
locations at facilities. A data-driven reflexive thematic analysis according to Braun & Clark 2019 was
conducted.

Findings

Two themes were developed: appropriating COVID-19 in belief systems, and ambiguity about COVID-19
preventive measures. The interpretation of COVID-19 disease ranged from fearful to considering it as a
‘scam’ or ‘falsification from the government’. Underlying distrust in government fueled COVID-19
misperceptions. Care seeking for children under-five was affected, as facilities were seen as contagious
places for COVID-19. Caregivers resorted to alternative care and self-management of childhood illnesses.
COVID-19 vaccine hesitancy was a major concern among healthcare providers compared to community
members at the time of vaccine roll-out in Lagos, Nigeria. Indirect impacts of COVID-19 lockdown included
diminished household income, worsening food insecurity, mental health challenges for caregivers and
reduced clinic visits for immunization.

Conclusion: The first wave of the COVID-19 pandemic in Lagos was associated with reductions in care
seeking for children, clinic attendance for childhood immunizations, and household income. Strengthening
health and social support systems with context-specific interventions and containing misinformation is
crucial to building adaptive capacity for response to future pandemics.
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Strengths and limitations of this study

A key strength of this study was the inclusion of perspectives from both caregivers and healthcare
providers in private and public health facilities, and the recruitment of various cadres of healthcare
providers

The use of semi-structured interviews, conducted while the pandemic was on-going, provided the
opportunity to understand individual perspectives and experiences

Perspectives captured in this study may have missed some negative impacts of COVID-19 on care
seeking given caregivers were recruited from health facilities, and may therefore differ from the
wider community

Findings from this study may not reflect all aspects considered important to the participants as
communities and healthcare workers were not consulted in the design of the interview guides
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INTRODUCTION

The COVID-19 pandemic was declared a public health emergency of international concern in January 2020
by the World Health Organization.! Differential negative impacts have been reported across the globe due
to the COVID-19 pandemic. While some countries have reported a high number of deaths due to COVID-
19, others particularly in sub-Sahara Africa have reported low mortality,? but have suffered significant social
and economic impacts with recovery, likely to take a protracted course.’ As of March 27, 2022, over eight
million cases and 170,000 deaths had been reported in Africa, although estimates of actual cases (505.6
million) and deaths (439,500) in the region are much higher.*> Within Africa, Nigeria reported the fourth
highest number of COVID-19 cases in 2020-2021, with 215,164 reported cases (3.4% of the African total)
and 92 million estimated cases.’Lagos State was the epicentre of the COVID-19 pandemic in Nigeria during
this period, accounting for more than 30% of Nigeria’s reported cases, with the first cases identified in late
February 2020. 73

The pandemic has been a major stressor to health systems, exposing and exacerbating pre-existing fragility
and inequities within the system. > Given the absence of effective and widely available COVID-19
treatments during the first and second waves—February-October 2020 and November 2020-April 2021
respectively, '! containment measures were based on public health measures like movement and travel
restrictions (i.e. ‘lockdowns’), physical distancing, personal hygiene and use of personal protective
equipment (PPE). 1> Negative impacts of these containment measures on social life and mental well-being,
education, economy, health service delivery and utilization have been reported, but mostly from non-
empirical data and outside the African context.!3!8 Early predictions of Africa being worst hit by the
COVID-19 pandemic did not come to fruition,' underscoring the need for context-specific empirical data.
While the direct clinical impact of COVID-19 has affected adults more directly in this period, children are
not exempt from indirect effects of mitigations, although observed data from Africa is lacking. 202!

In March 2020, the Nigerian government imposed several public health measures. The initial COVID-19
pandemic wave in Nigeria was characterized by fear, confusion and instability in the existing social
structures, with misinformation fueled by social media reports and lockdown measures imposed by the
government.”?>2> These may have had knock-on effects on healthcare service utilization and delivery.
While multiple studies, largely from high-income contexts, have reported reductions in child illnesses and
hospital admissions during periods of COVID-19 restrictions, fewer have explored the role of changes in
care-seeking behaviour for children during this period and their implications for future public health
responses to disease outbreaks.!%-26

In Nigeria, under-five mortality remains high, and is not on-track to meet the 2030 Sustainable Development
Goal global target of having less than 25 deaths per 1000 live births.?” Pneumonia, malaria and diarrhoea
are leading causes of under-five deaths in the country, responsible for almost 40% of under-five deaths in
2018.2% Nigeria also experiences multiple outbreaks of diseases of public health significance annually,
including meningococcal disease, Yellow fever, and Lassa fever. 2° Given the existing burden of pneumonia,
malaria, and diarrhoea among children, the magnitude of the COVID-19 pandemic and response, and the
frequency of disease outbreaks requiring public health response which may require mass vaccination, it is
important to understand how the COVID-19 pandemic affected care-seeking for under-five children as well
as decision making around vaccine introduction for outbreak control. We therefore aimed to understand
care-seeking practices for young children and the context-specific direct and indirect effects of public health
interventions during the first two waves of COVID-19 pandemic and decision making around vaccine
acceptance at the start of COVID-19 vaccine roll-out in Lagos State, Nigeria.
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METHODS
Study design

This was an exploratory qualitative study using reflexive thematic analysis according to Braun & Clark.
3%We conducted semi-structured interviews with caregivers of children under-five and healthcare providers
to gather perspectives on care-seeking practices during the first two waves of the COVID-19 pandemic in
Lagos State, Nigeria (February-October 2020 and November 2020-April 2021). The study was conducted
as part of the process evaluation of the Lagos INSPIRING project, which is evaluating a child pneumonia
health system intervention (study registration: ACTRN12621001071819). We followed the Consolidated
Criteria for Reporting Qualitative Research (COREQ) guidelines for reporting.’!

Study setting

The study was conducted in lkorodu Local Government Area (LGA) in Lagos State. Lagos is the most
populous state in Nigeria with an estimated population of 24.6 million people in 2022, 32 and is an economic
hub in West Africa. Ikorodu is one of five administrative divisions of Lagos. It is a peri-urban area, with
fishing as the predominant economic activity in the rural parts of the LGA, and small and medium scale
entrepreneurship as the major economic activity in the urban parts of the LGA. The LGA is served by two
government-owned secondary health facilities (General Hospitals), 28 primary healthcare centers (PHCs)
and over one hundred private facilities. Of the 28 PHCs, seven are designated as ‘flagship’ facilities by the
Lagos State government, as they have more personnel and equipment and run 24-hour services for children
and adults. There is at least one flagship PHC in each of Ikorodu’s six Local Council Development Areas
(LCDASs) and all of them remained open during the first two waves of the pandemic. The flagship PHCs
also acted as COVID-19 vaccination centres, except one facility which did not have a medical doctor.

As part of the public health measures, Lagos was placed on lockdown by the Federal Government of Nigeria
on the 30" March 2020.” The lockdown lasted 35 days and included a ban on social and economic activities,
restriction of all non-essential movements, suspension of commuter services, closure of schools and retail
shops and prohibition of mass gatherings except for funeral services.>* Unlike PHCs and private health
facilities, service provisions were limited to emergency cases in the public secondary-level facilities A
gradual easing of the lockdown commenced from the 4" May 2020 with no re-instatement of movement
restrictions during the second wave (see Appendix I).” In addition, there was a period of civil unrest in
Lagos, including Ikorodu LGA (the ‘EndSARS’ protests against police brutality 3*), between 8% and 22"
October 2020, when a curfew was imposed.

Study participants and sampling

We purposively selected healthcare providers who attended to sick children from the seven flagship PHCs
and six nearby private facilities (Table 1). To ensure representation of each cadre of healthcare provider, the
categories of staff targeted for recruitment (nurse, community health workers, and doctors) was adapted to
each facility. We recruited caregivers of children under-five years presenting at the outpatient departments
(i.e. with an illness) or immunization clinics (i.e. healthy children) of seven flagship PHCs and one
secondary hospital. Caregivers were recruited by female clinical project staff, who screened every child
brought to outpatient departments of the facilities for pneumonia. In each facility, we used convenience
sampling to recruit four caregivers of under-five children at random (n=32): two caregivers of an acutely
unwell child (from outpatients) and two caregivers of a child with no current illness episode (from the
immunization clinic). This sample size was based on practical considerations of the time needed to recruit
participants and the expectation that it would be sufficient numbers to achieve saturation. All participants
approached for the study agreed to take part.
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Table 1 Summary of participants’ characteristics

Caregivers n=32 Healthcare providers n=19

Gender Gender

Male 0(0.0) Male 5(26.0)
Female 32 (100.0) Female 14 (74.0)
Mean age (+SD) 31+£5.0 years = Mean age (£SD) 38+8.1 years
Median no of children 2 (1-5) Median year of 11 (2-40)
(range) experience

Educational level Educational level

Primary 2 (6.3) Diploma 9(47.4)
Secondary 13 (40.6) Tertiary 9(474)
Tertiary 17 (53.1) Postgraduate 1(5.2)
Religion Religion

Christianity 25 (78.1) = Christianity 15 (78.9)
Islam 7 (21.9)  Islam 4 (21.1)
Occupation/Cadre Occupation/Cadre

Self-employed 21 (64.5) Doctor 7 (36.8)
Employed 5(16.1) Nurse 6 (31.6)
No employment 6 (19.4) CHEW 6 (31.6)

CHEW, Community Health Extension Worker;

Data collection

Interviews were conducted from 10 December 2020 to 18 March 2021. The semi-structured interview
guides were based on the literature on care-seeking practices and knowledge about COVID-19 during the
INSPIRING project formative phase and revised to capture the emerging COVID-19 vaccine programme
roll-out in Nigeria. The interview guide for caregiver interviews had three sections, focused on:
participants’ family and socio-demographic information, their experiences of 2020 in light of COVID-19
including their perception of the illness and economic impacts, and care-seeking practices for children
under-five years. The interview guide for healthcare provider interviews had three sections focusing on:
service provision, facility adaptation to the COVID-19 pandemic, and care seeking for sick under-five
children (Appendices II-IV).

The research team was comprises of pediatricians, social science and public health specialists. The
interviews were conducted by OEO, a male Master’s student from Nigeria with experience of the local
context, with support from the female clinical study staff who recruited participants based at each facility..
Interviews were conducted in English or Yoruba (the indigenous local language in Ikorodu LGA),
depending on the participant preference. The interviewer lived in Ikorodu before and during the COVID-
19 pandemic and had previously visited the participating health facilities for other data collection
activities. 3 Caregivers’ interviews were conducted at the health facility or in another convenient place
agreed by the participants. Providers’ interviews were held at the facility. Each interview lasted between
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30-40 minutes and no repeat interviews were carried out. All interviews were voice-recorded, transcribed
and translated into English, before being stored in a secure cloud platform with access granted to only
research team members. No transcripts were returned to the participants for review.

Data analysis

After cross-checking of the transcripts, the analysis team (AAB, OEO, HMA and CK) conducted a data-
driven thematic analysis to develop themes and subthemes.’®* AAB and OEO independently reviewed all the
transcripts to identify initial codes which were reconciled in NVivo. 37 Healthcare provider and caregiver
interviews were initially coded separately, and then reviewed by the analysis team to identify common
themes and sub-themes, which were refined in subsequent analysis meetings. The process continued till the
patterns of meaning were clear. The unit of analysis was COVID-19 related responses in the interviews.

Patient and Public Involvement

The overarching study was designed through a co-design workshop involving representatives from the
Nigerian governments, community-based organizations, professionals, Save the Children and evaluation
partners. However, patients were not involved in the design of this study. Findings from this study were not
discussed with the participants, but will be incorporated into the final report that will be disseminated to the
relevant stakeholders including healthcare providers and community-based organizations. 3

FINDINGS

We identified two overarching themes which were common to caregivers and healthcare workers:
appropriating COVID-19 in the belief systems, and ambiguity towards preventive measures (Table 2).
When the findings differ between healthcare providers and caregivers, this is specifically noted in the text.

Table 2: Summary of themes and sub-themes

Organizing themes | Themes Sub-themes
Political placement of Disbelief in the virus’ existence
A - COVID-19
ppropriating
COVID-19 in the

. Misinformation and misconceptions about COVID-19
belief systems

Socio-theological Religious explanation for COVID-19
placement of COVID-19 Social placement of COVID-19
Medical placement of COVID-19 infection is real
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Organizing themes

Themes

Sub-themes
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COVID-19

Healthcare as a source of infection

15 Ambiguity about
16 COVID-19
17 preventive measures

Unappealing lockdown
experiences and associated
adaptive mechanisms

Direct impact of lockdown

Indirect impact of lockdown

Health system adaption and its consequences

Drivers of COVID-19
vaccine hesitancy

Misinformation and conspiracy theories about COVID-
19 vaccine

Fear and worries about COVID-19 vaccines

Distrust in government efforts regarding COVID-19
vaccines

Media influence on COVID-19

Drivers of COVID-19
vaccine uptake

Motivation to accept COVID-19 vaccine among
healthcare providers

Motivation to accept COVID-19 among community
members or caregivers
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Appropriating COVID-19 in the belief systems

This first theme elucidates plurality in the placement of COVID-19 within the context of existing belief
systems. Caregivers and healthcare providers ascribed various causes to the emergence of COVID-19
including political, religious, social and geographical dimensions.

From the healthcare providers interviews, social and political placements of COVID-19 emergence were
commonly reported. To some healthcare providers, COVID-19 was not perceived as a public health
problem in Nigeria.

“Except that they would say that [ am a medical practitioner but I still have the impression that there is no
COVID in Nigeria. Don’t mind me, it’s just my own belief. (Doctor—male, public facility)

The COVID-19 pandemic was framed through a political lens, with distrust in the government shaping
disbelief in the disease. This distrust in government provided an opening for misinformation about the
virus and control measures with participants describing COVID-19 as “a lie” and “a deceit from the
government”. The distrust also fed into caregivers’ perceptions about COVID-19 surveillance, with some
caregivers reportedly delaying care seeking to avoid being automatically added to the COVID-19 daily
government case list. The disbelief of the existence of COVID-19 had social associations with participants
believing that the disease would not affect ‘the poor’ or ‘black man’.

“There were some people that were like nothing is happening, we've not seen someone with it here, none of
our relatives had it so it's just a scam. They don't believe it, most people don't believe it”. (CHEW—female,
public facility)

To some caregivers, COVID-19 was symbolic and they offered religious explanations, describing it as a test
of faith, signs of the ‘end of time’, a “punishment from God” or the “work of the devil”, but this was not
apparent among healthcare providers

“It's just like God wanted to deliberately punish people for their bad behaviours [...]. Before, when one is
sick, they'll say they should carry the individual, if it's our governors, they'll take flight and fly them out of
the country. But when COVID-19 came, no one can come inside or go outside. Everyone is static (immobile
in lockdown), so it's not COVID-19 again. It's God's judgement on us.” (Mother—sick child, 1 child)

Other participants believed that COVID-19 existed as a symptomatic disease caused by a medical germ.
Healthcare facilities were described as “contagious” - a source of infection, and hospital avoidance during
the acute phase of the pandemic was reported by both caregivers and healthcare providers. Given health
facilities were considered high-risk places, this perception resulted in (i) no care-seeking practices for
some sick under-five children as caregivers resorted to self-treatment of their child’s illness by seeking
care from drug sellers instead, and (ii) delayed presentation at health facilities when the child’s condition
had worsened. Similarly, when caregivers identified COVID-19 signs in their child they avoided hospital
for fear of COVID-19 diagnosis or referral to isolation.

They didn’t come. A lot of people were practicing self-medication. People who had cough for example,
they didn’t come for treatment for fear of being told they had COVID. They kept managing it at home.
(CHEW—female, public facility)

“Like one of my neighbours when her baby was running a temperature, she could not bring the baby to the
hospital because she said when she goes to the hospital - now they will say her baby have this thing high
fever, they should take him to isolation center. Because of that she now went to the pharmacy and brought
some (medicine)” (Mother—healthy child, 3 children)

Both caregivers and healthcare workers reported being extra-careful in hospital settings, and sometimes this
led to inaccessibility of care if healthcare providers suspected COVID-19 or had inadequate protective
equipment. In contrast, one healthcare provider noted that service delivery for children did not change,
stating that COVID-19 infections in children are not as severe as that of adults, and it would be unethical to
deny children access to healthcare.
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Ambiguity about COVID-19 preventive measures

This theme details various responses, experiences, and effects of recommended COVID-19 preventive
measures and associated adaptations.

The lockdown was perceived as an unpleasant and difficult period as participants were restricted to indoor
livelihoods with little or no access to transportation. Caregivers reported indirect effects of lockdown that
could affect care-seeking, including diminished household incomes which necessitated loan acquisition or
seeking help from family members. Household food insecurity was exacerbated, and caregivers reported
reducing their consumption to save food for their children. There was avoidance of social functions,
mental health challenges and a focus on basic needs:

“l have two teachers in my compound, not government teachers but private teachers. When the lockdown
started then, the man is a teacher in private school, the woman is a teacher in a private school. As the school
was not open, no salary, no money, nothing, nothing. For them to feed was problem, [never mind] if the
baby falls sick, and now there is no money to take the baby to hospital. Sometimes, they will go and do
herbal, this thing agbo (herbal concoction)” (Mother—healthy child, 3 children)

Health facilities made adjustments to ensure continuous service delivery without undermining safety. Face-
masking, physical distancing, and improved personal hygiene were adopted; however, they created
additional problems such as discomfort (face-masking), denied access to care, or seeking medical advice
from people without medical training. Caregivers complied with the rule although there were reports of
anger and verbal assaults on healthcare providers when these measures were enforced at the health facilities.

There was a continuation of routine vaccination services during the lockdown, but caregivers’ incorrect
assumption of PHC closures during the lockdown (secondary facilities were closed to non-emergency
cases), compliance with the lockdown order and fear of COVID-19 partly contributed to reduced attendance
at the immunization clinic as reported by a CHEW:

“If you remember even on social media (mass media), it was broadcasted that if what you want to do at the
hospital is not very important, stay indoors and stay safe. So people adhered to that rule, to the extent that
when we went for outreach services, we asked them why they haven’t been coming for immunization. Then
they will say it’s because of the lockdown, and then “corona” stopped us from coming out. They would also
claim they don’t know that the facility still runs its services” (CHEW—female, public facility)

When COVID-19 vaccines became available in Nigeria, there were mixed perceptions and ambiguity
towards them. Among some caregivers, the vaccine was regarded as “a mark of the beast”, or a depopulation
strategy from Western countries. Religious belief, misinformation and fear of side effects were reasons
identified by caregivers for COVID-19 vaccine hesitancy. Healthcare providers, in contrast, expressed
distrust in the government and were concerned about vaccine safety, quality, short timeline for vaccine
development and the government’s aggression towards COVID-19. They believed the vaccines were not
tested very well in Nigeria before being approved.

“That thing (COVID-19 vaccine) is not well tested that's my point. It’s supposed to go through a series of
tests before allowing it to come into this country. So I cannot even advise anyone to take it.” (Nurse—
female, private hospital)

Social media (WhatsApp, Facebook, Instagram) was identified as a source of misinformation about the
vaccine. One healthcare provider queried the decision of the government to accept donated vaccines that
are being rejected by other countries, as reported on social media. Similarly, vaccines sent to Nigeria were
presumed to be of sub-optimal quality compared to the ones used abroad but this was linked to distrust in
governments.

“Some people (healthcare providers) don't want to take it because of the things we have seen on social
media that if you take it, it can cause this and that” (CHEW—female, public facility)
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However, some healthcare providers and caregivers had positive perceptions of the vaccine, describing it as
beneficial to the recipients, such as preventing sudden death and protecting against the virus. Others also
showed trust in the government believing that the government cannot bring vaccines if they are harmful.
Some caregivers also expressed willingness to receive the vaccine given that they are utilizing an existing
routine immunization programme.

“If the vaccine comes, we know there's a reason why the government brought it. It has a work it wants to
accomplish, which is why they want to bring it; we will take it” (Mother—sick child, 4 children)

Perceived higher risk of infection, the possibility of vaccines becoming scarce, a sense of responsibility to
clients, motivation from senior colleagues or health managers, and later positive testimonies from recipients,
were identified as drivers of uptake among healthcare providers. Being a requirement for overseas travel or
pilgrimage, counselling, and public awareness were reported by healthcare providers as drivers of vaccine
uptake among community members. Few healthcare providers who had taken the vaccine identified self-
reflection and personal inquiry as ways they dealt with the misinformation about the vaccine.

“I heard they were cloning the vaccine in some European countries. That was my fear but when I did my
own research. I found out that there is no issue.” (Doctor—female, public facility)

Despite the fear and negative perceptions, community members turned out en masse to receive the
vaccine, and turnout exceeded expectations, making the supply inadequate.

We were even surprised. [ wasn’t expecting people to come out. It was supposed to be a 10 day program
[...]but we extended further for four weeks or thereabout. People were still coming, we had to tell them
that there was no more vaccination. (Doctor—male, public facility).

DISCUSSION

It is important to understand both community and healthcare workers’ perceptions and experiences during
the initial COVID-19 waves to adapt the provision of health care services to children during future
pandemics. In the Nigerian context, participants reported both direct and indirect effects on care seeking for
children, especially during the acute lockdown periods. Both groups of participants interpreted the COVID-
19 pandemic through medical, political, social and economic lenses; however religious interpretation of the
pandemic was more prominent among caregivers. Care seeking for children under-five was affected in part
due to the perception of healthcare settings being contagious, fear of COVID-19 diagnosis, and limited
access to transportation. Adapting to seek care from alternative sources for sick children was reported by
both groups. COVID-19 vaccine hesitancy was a major issue among healthcare providers, but less so among
community members at the time of vaccine roll-out in Lagos. The motivations for vaccine uptake differed
between the groups, and social media seemed to play a crucial role in shaping acceptability of the COVID-19
vaccine.

Our study suggests that COVID-19 related misinformation, rooted in a general distrust of government and
cutting across every aspect of the COVID-19 response (including vaccine roll-out), had negative influences
on care-seeking for children. This resonates with findings elsewhere in Africa and globally that
misinformation and misleading interpretations of health information (e.g. daily reporting of cases and deaths
from COVID-19 and fear of being counted as a COVID-19 case, assumption of facility closure during the
lockdown) contributed to hospital avoidance, 9340 and therefore requires consideration and active
management in future outbreaks. ' Conversely, the diversity in COVID-19 placement could conceivably
have positive influences on care seeking. For instance, religious beliefs relating to COVID-19 may provide
emotional resilience and motivate caregivers to do everything possible to protect their children.** Fear of
COVID-19 may similarly motivate caregivers to seek care early and get vaccinated, and even a disbelief in
COVID-19 may motivate caregivers to go about business as usual.
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While there were people who did not believe in COVID-19 and/or did not seek care to avoid being caught
up in the response (e.g. wanting to avoid isolation centres), some took it seriously and many integrated
religious interpretations into their understanding of the disease. A study conducted in Nigeria found that
religion and religious institutions, focused on Christianity, could have a negative influence on illness
perception and behaviour, but that most Nigerian Christians comfortably integrated religious and physical
health domains.**Additionally, some religious organizations actively encouraged adherence to COVID-19
preventive measures.* These findings highlight the dynamic process of classifying new diseases, as seen in
the emergence of Ebola disease,* and the need for socio-cultural considerations and community
participation in public health planning and communication, as well as active feedback and management of
rumours and misinformation during the response. 4346

When caregivers decided to seek care for their children, lack of transportation due to lockdown inhibited
access. Our finding agrees with an online survey conducted in Nigeria,*” but contrasts with a study
conducted in the Netherlands which reported parental non-deterrence in care seeking for a sick child. 4
Though the nature of illness could have been responsible for this contrasting finding, given the different
epidemiological profiles, differences in health systems, COVID-19 related public health measures, as well
as better health literacy around COVID-19, also have modulating effects. As reported in the UK, positive
experiences from the National Health Service and support from others were positive influencers of care
seeking, whereas fear driven by media and community were barriers to parental care seeking. *° Worsened
household income and food security reported during the acute phase of COVID-19 are in keeping with
findings in other African countries, and these have the potential to exacerbate child malnutrition and
mortality. 3! Like in other settings,’>>°> we found evidence suggesting decreased childhood immunization
during the lockdown but the extent is unclear as healthcare providers reported using outreach services to
vaccinate defaulters.

Healthcare services being considered as high-risk settings for infection influenced care seeking practices for
children. Similar to reports in Nigeria and elsewhere, caregivers were avoiding hospitals for fear of
contracting COVID-19. 4938 The resultant self-management of childhood illness and decreased healthcare
service utilization are in keeping with other studies from Europe and Africa. >7-%° Studies within and outside
Nigeria have also reported increased self-medication practice for the prevention and treatment of COVID-
19 related symptoms but did not focus on self-medication for children during the pandemic.¢-%> A study
conducted in Uganda also found higher neonatal mortality and morbidity during the lockdown.®* Estimating
the impacts of reduced hospital visits, seeking care from alternative sources, delayed hospital visits and
increased self-medication for sick children was outside the scope of this study but will be crucial for
understanding the indirect effects of COVID-19 public health measures. Nevertheless, our study supports
the need for intelligent health communication and flexible approaches to increasing service delivery
capacity, such as mobile outreach clinics to maintain health care access for children. 209 A study conducted
in the UK hypothesized that decreased incidence of childhood illness during the lockdown period
contributed to low paediatric admission for common and severe childhood illness during the lockdown; %
however, hospital avoidance, care seeking from alternative sources and delayed presentation should not be
dismissed.

The underlying distrust in government influenced COVID-19 perceptions, and provided the platform for the
growing misinformation about the pandemic and this in turn shaped vaccine hesitancy.5”-*8 Our findings are
in agreement with studies in Nigeria which found that non-adherence to recommended preventive measures
for COVID-19 was centered on political distrust, stemming from decades of perceived bad governance. %
The mixed perception towards COVID-19 in Nigeria was therefore not surprising and similar controversies
have been reported across several regions globally.”” In times of uncertainty, a coping strategy is to use
religion to provide explanations for strange events, "'and these may conflict with emerging scientific
evidence (particularly as conclusions change with new data) and frustrate containment measures. > Our
findings support the need for inclusive risk communication for epidemic preparedness and control.
Moreover, intervention adaptation to suit local contexts is essential during emergency response to
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epidemics. 45 Early reported cases of COVID-19 in the country were among foreigners and high-profile
politicians. Linking COVID-19 results to known public officers could have been responsible for the
perception that COVID-19 is a disease of the elite. In addition, limited testing capacity could have driven
the perception that COVID-19 is not real, as up to 80% of infected individuals had been reported as mild or
asymptomatic.”?

Interestingly, the demand for COVID-19 vaccine was reportedly higher than anticipated among community
members despite negative media reports and conspiracy theories. This finding is consistent with a study
conducted by Julio et al. which found higher willingness to receive COVID-19 vaccine in low-and-middle-
income countries compared to high income countries in which the survey was done.” Our findings support
the call for vaccine equity, the need for sustained global partnership, and continuous post-vaccination
surveillance to achieve effective global vaccination for COVID-19.7 The concern about the unprecedented
short period to vaccine production and licensing underscores the need for sustained and increased efforts
toward control of other communicable diseases like tuberculosis, HIV/AIDS, and pneumonia—not
neglecting other diseases because of COVID-19. Considering the background mistrust in government,
donation of substandard vaccines, and vaccines with short expiry dates or not valid for travel as well as
conditional donation of vaccines feeds into public narratives of lack of trust in COVID-19 vaccines and
reinforces conspiracy theories about COVID-19. 7678 Meanwhile, vaccine hesitancy among healthcare
providers requires attention for increased and sustained COVID-19 vaccine coverage in the long term. 7°

This study had limitations, firstly we recruited caregivers from PHCs only and did not gather perspectives
from other community members. This may mean that the perspectives captured here underestimates
negative effects on care-seeking. More so, given that participants were not consulted in the design of the
interview guide, we acknowledge that finding from this study may not reflect all aspects considered
important to the participants. Review of facility data shows a considerable decrease in out-patient attendance
for children (Appendix V). Our findings have provided context-specific understanding of the indirect and
direct effects of COVID-related public health measures and may inform future public health responses to
disease outbreaks. Though the implementation of lockdown is context-specific, findings from our study may
be transferrable to other low and middle-income countries with a similar weak health system and where
distrust of government has been a problem.

CONCLUSION

The interpretation of the emergence of a new disease classification is dynamic and multi-faceted. The
COVID-19 pandemic in Lagos had both direct and indirect effects on care-seeking for children. It is
plausible that these had negative impacts on morbidity and mortality. Subsequent disease outbreak response
requires active management of misinformation and intelligent health communication, including context-
specific understanding of social-media messaging and the role of religious institutions. Strengthening health
and social support system interventions, notably around ensuring access to healthcare is not negatively
affected, is crucial to building adaptive capacity for future disease outbreaks, pandemics and building public
trust.
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Start date
End date

Land travel
(Interstate)

Land travel
(Intrastate)

Airspace

Movement

Working hours

Workspace

Entertainment

activities

Mass gathering

Appendix I:
Phase 1

4™ May 2020

15t June
Banned

2020
except for

essential services and

movement of goods and

services only

Limited to 6 am-6 pm

with a 50% reduction in

bus occupancy

Closed

Opened to cargo and
specially approved
flights only

Curfew
6am
9amto

50% staff occupancy or

less

Banned

Limited to 20 people or

less

from 8pm to

2pm

BMJ Open

2" June 2020

18" October 2020
Opened under strict

conditions:

Allowed for essential
services and movement
of goods and services

only
Opened

Opened for domestic
flights, limited for
essential international
flights until August 26

Curfew from 10pm —

4am

9 am — 2 pm for
Government/other
corporate offices

75% staff occupancy or

less

50% for clients

Banned

Limited to 20 people or

less

Phase 3
19™ October
2020

Opened

Opened

Opened
(domestic
and
international
flights)
12am to 4am

All
government
staff on
grade level
12 and
below to
continue
staying at
home

No limit for
private and
other
corporate
bodies

100%

occupancy

Opened

Limited to
50 people or
less

-Ease of COVID - 19 Lockdown in Nigeria
Phase 2

Phase 4
11" May
2021

Opened

Opened

Opened for
domestic
and
international

Curfew from
12am — 4am
All
government
staff on
grade level
12 and
below to
continue
staying at
home until
11" June
2021

No limit for
private and
other
corporate
bodies

No limits but
virtual
meetings
and work
from home
encouraged
Open with
some
restrictions
(bars, night
clubs, pubs
remained
closed)
Limited to
50 people or
less except
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Phase 5
2" April
2022

Opened

Opened

Opened

No
restrictions
No limit

No limit

Opened at
50%
capacity

Opened
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Religious
gathering

Schools

Markets

Face masks

Banks and other
financial
institutions

Restricted

Closed

Partial closure, open
only on designated days
weekly between 8.00
am-3.00 pm

Mandatory for all
persons in public spaces

Limit staff physically to
between 30%-50%

BMJ Open

Restricted

Closed, but special
consideration for
graduation exams
Controlled access by
local authorities

Mandatory for all
persons in public spaces

Limit staff physically to
75% or less. To operate
normal working hours

Restricted
(subject to
the protocol
from the
state
government
and the
federal
capital
territory

Opened

Open

Mandatory
for all
persons in
public
spaces

To operate
normal
working
hours

with
permission
from the
state
government
Limited to
less than
50%
capacity

Gathering
more than 50
people must
be held
outdoors
only

Opened

Open

Mandatory
for all
persons in
public
spaces

To operate
normal
working
hours

Opened

Opened

Open

Mandatory
for indoor
activities
only, but at
individual
discretion
for outdoor
activities
To operate
normal
working
hours

Source: NCDC Coronavirus COVID-19 Microsite. Accessed June 29, 2022. https://covid19.ncdc.gov.ng/guideline/

e There was a total lockdown of economic activities in the FCT, Lagos and Ogun states for 35days

from 30" March 2020. This was coupled with a total ban on non-essential interstate travels

e From the third phase, the end dates were assumed as the onset of the next phase

e Data collection was done during the phase 3
e The second wave of infection and vaccine rollout started during the phase 3
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Appendix I1: In-depth interview guide for healthcare provider’s interviews

1. Tell me about the facility you work in?
a. What type of services do you offer children?
b. Tell me specifically about this week in your clinic
2. Think about last 8 months, has things been typical? Why? Why not?
a. When did you first hear about covid?
b. When did you make adaptation or adjustment in your facility as a result of covid?
c. What changes did your facility make?

NOW WE WANT TO FOCUS ON QUESTIONS REGARDING CHILDREN

3. Tell me how the lockdown in year 2020 affected service provision at your facility
a. How did it affect services you provide for children?
a. How did it affect care seeking for sick under-five?
o Probe severity of illness at presentation/late presentation
o Was the PHC the first point of call?

4. Thinking about this time last year, before covid/EndSARS, is there any differences? What is different
(numbers, type of presentation, services provided, resources), what is the same?

5. Now that lockdown is over, have things normalized the way it used to be before COVID-19? What has
normalized? What is yet to normalize. What about number of under-five that you see, any difference
compared to last year in terms of number, type of presentation

6. Late in last year, there was Endsars protest. How did it affect service delivery in your facility?

7. Currently, there is second wave of Covid-19 in Nigeria. How has it affected service delivery in your
facility?

8. What can you say about the care seeking behavior of caregivers of sick children you have attended to in
recent times?

9. Between Covid-19 lockdown, End-Sars protest and current economic hardship, which one has affected care
seeking for sick children most? Why? Short term consequences? Any long term consequences?

10. Finally, the federal government is making plans to procure Covid-19 vaccines for Nigerians. How willing
are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not? Will you
tell others to take it? Why?

11. Do you have any other things to say?
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Appendix I11:1n — Depth interview guide for caregiver of under-five with recent illness episode
1. Tell me about your family.
Probe to get information on:
a. Who lives with the participant
b. Participant’s job
€. Where participant’s extended family live
d. Involvement in child’s care
2. How will you summarize year 2020?
Probe:
a. How did it affect you and your family?
b. Could you say these changes were due to impact of covid-19 pandemic?
1. If yes, why? In what other ways have covid-19 affected you and your household
2. If no, why not?
c. Have you noticed changes in the price of commodities?
i. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
Now we want to talk about child health services, particularly care seeking for sick under-five

3. Your child was recently sick; I would like to know more about the illness.
a. How did it start? Who first noticed the symptoms?
b. What did you do first? When did you do that?
c. What next did you do?
i. How did you decide?
ii. Why did you do that? Could you have done something else?
iii. What treatment were given? Was your child asked to do some tests? Could you afford all
the test?
iv. Were you referred?
1. If yes, did you honour the referral? Why?
2. How did you feel with the referral?
3. If no, why? What did you do next? Why did you do that?
4. Was your child asked to do some tests? Could you afford all the test?
5. What about medications? Did you buy all the medication?
v. Like how much did it cost you to treat your child? Would the cost have been cheaper if
not for current situations? How did you cover the cost of treatments for your child?
1. Personal money/savings?
2. Support from father?
3. Support family and friends?
4. Did you have to borrow or sell any items?

4. Overall, has covid-19 affected your decisions and steps when your child was sick?

I.  Ifyes, how?
ii.  If no, what affected your decisions and steps?
i. Endsars protest?

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



oNOYTULT D WN =

BMJ Open Page 26 of 36

ii. Insecurity?

iii. Current economic hardship?

iv. Could you have taken different actions/steps (relate this to previous answers) What
about fears of catching covid at the hospital?

5. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
6. Do you have other things to say or bring to my attention? Thank you for your time!
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Appendix 1V: IDI guide for No illness episode
1. Tell me about your family.

Probe to get information on:
e.  Who lives with the participant.
f. Participant’s job
g. Where participant’s extended family live
h. Involvement in child’s care
2. How will you summarize year 2020?
Probe:
a. How has it affected you and your family?
b. Were these covid-19 related?
i. If yes, why and how? In what other ways have covid-19 affected you and your household
ii. If no, what do you think is responsible?
c. Have you noticed changes in the price of commaodities?
i. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
4. Fuel price
3. Now we want to talk about care seeking for under-five. What actions do mothers/caregivers take when their
child develops illness?
i. Why do they do that?
1. Could it be because of trust/distrust in health care workers?
2. Could cost have influenced their decision? How?
3. What else could have influenced their action?
ii. Think about the last time your child (or that of someone close to you) fell sick
1. What was wrong? What did you do? How did you decide on what to do? Who did
you talk to? What alternatives were considered? What were your concerns?
Was your child referred?
Did you honour the referral?
If yes, why? If no, why?
5. If it happens this period, could you or they have taken different action? Why?
iii. During the covid-pandemic in Nigeria, do you think covid-19 affected decisions taken by
caregivers when their child was sick? if yes, why and how? If no, why?
iv. What about now? Do covid-19 affect actions taken by mothers when their child falls
sick?
v. Between covid-19 and current economic hardship, which one has greater influence on
actions taken by caregivers when their child is sick?
1. Why and how?
4. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
5. Do you have any other thing to tell me?
Thank you for your time!

Mo
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Appendix V  Outpatient attendance for under-five children in the 7 flagship facilities in Ikorodu LGA ( January-June 2020)*

Page 28 of 36

Flagship PHCs
Year
2020 Ikorodu Igbogho Odonla Agbede Ipakodo Imota Oke-Eletu¥

Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number
Pneumonia | 9 Pneumonia | 3 Pneumonia | 1 Pneumonia | O Pneumonia | 3 Pneumonia | 19 Pneumonia | -
LRTI 7 LRTI 12 LRTI 1 LRTI 0 LRTI 1 LRTI 2 LRTI -
URTI 133 URTI 290 URTI 89 URTI 0 URTI 102 URTI 47 URTI -
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 5 ARTI 0 ARTI -

- Malaria 511 Malaria 275 Malaria 149 Malaria 129 Malaria 234 Malaria 125 Malaria -

é Sepsis 43 Sepsis 97 Sepsis 243 Sepsis 21 Sepsis 42 Sepsis 33 Sepsis -

é Others 274 Others 374 Others 406 Others 115 Others 211 Others 252 Others -

é Total 977 Total 1051 Total 892 Total 265 Total 589 Total 478 Total -

B Pneumonia | 1 Pneumonia | 0 Pneumonia | 2 Pneumonia | 0 Pneumonia | 0 Pneumonia | 1 Pneumonia | 0
LRTI 3 LRTI 1 LRTI 0 LRTI 0 LRTI 0 LRTI 0 LRTI 0
URTI 10 URTI 55 URTI 5 URTI 1 URTI 25 URTI 2 URTI 34
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0
Malaria 215 Malaria 183 Malaria 64 Malaria 23 Malaria 39 Malaria 52 Malaria 42

° Sepsis 22 Sepsis 26 Sepsis 55 Sepsis 2 Sepsis 9 Sepsis 8 Sepsis 63

:T Others 113 Others 39 Others 159 Others 5 Others 99 Others 125 Others 164

E_ Total 364 Total 304 Total 285 Total 31 Total 172 Total 188 Total 303

<

*Lagos placed on lockdown on the 30 March 2020

¥ Facility register not found

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



Page 29 of 36

oNOYTULT D WN =

BMJ Open

International Journal for Quality in Health Care; Volume 19, Number 6: pp. 349357
Advance Access Publication: 14 September 2007

10.1093/intghc/mzm042

Consolidated criteria for reporting
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Abstract

Background. Qualitative research explotes complex phenomena encountered by clinicians, health care providers, policy
makers and consumers. Although partial checklists are available, no consolidated reporting framework exists for any type of
qualitative design.

Objective. To develop a checklist for explicit and comprehensive reporting of qualitative studies (indepth interviews and
focus groups).

Methods. We performed a comprehensive search in Cochrane and Campbell Protocols, Medline, CINAHL, systematic teviews
of qualitative studies, author or teviewer guidelines of major medical journals and reference lists of relevant publications for
existing checklists used to assess qualitative studies. Seventy-six items from 22 checklists were compiled into a comprehensive
list. All items wete grouped into three domains: (i) research team and reflexivity, (ii) study design and (iii) data analysis and
reporting. Duplicate items and those that were ambiguous, too broadly defined and impractical to assess wetre removed.

Results. Items most frequently included in the checklists telated to sampling method, setting for data collection, method of data
collection, respondent validation of findings, method of recording data, description of the derivation of themes and inclusion of
supporting quotations. We grouped all items into three domains: (i) tesearch team and reflexivity, (i) study design and (iii) data

analysis and reporting,

Conclusions. The criteria included in COREQ, a 32-item checklist, can help researchers to report important aspects of the
research team, study methods, context of the study, findings, analysis and interpretations.

Keywords: focus groups, interviews, qualitative research, research design

Qualitative research explores complex phenomena encountered
by clinicians, health care providers, policy makers and consu-
mers in health care. Poorly designed studies and inadequate
reporting can lead to inappropriate application of qualitative
research in decision-making, health care, health policy and
future research.

Formal reporting guidelines have been developed for ran-
domized controlled trials (CONSORT) [1], diagnostic test
studies (STARD), meta-analysis of RCTs (QUOROM) [2],
observational studies (STROBE) [3] and meta-analyses of
observational studies (MOOSE) [4]. These aim to improve
the quality of reporting these study types and allow readers to
better understand the design, conduct, analysis and findings of
published studies. This process allows users of published
research to be more fuller informed when they critically
appraise studies relevant to each checklist and decide upon
applicability of research findings to their local settings. Empiric
studies have shown that the use of the CONSORT statement
is associated with improvements in the quality of reports of

randomized controlled trials [5]. Systematic reviews of qualitat-
ive research almost always show that key aspects of study
design are not reported, and so there is a clear need for a
CONSORT-equivalent for qualitative research [0].

The Uniform Requirements for Manuscripts Submitted to
Biomedical Journals published by the International Committee
of Medical Journal Editors ICMJE) do not provide reporting
guidelines for qualitative studies. Of all the mainstream biome-
dical journals (Fig 1), only the British Medical Journal (BM])
has criteria for reviewing qualitative research. However, the
guidelines for authors specifically record that the checklist is
not routinely used. In addition, the checklist is not compre-
hensive and does not provide specific guidance to assess some
of the criteria. Although checklists for critical appraisal are
available for qualitative research, there is no widely endorsed
reporting framework for any type of qualitative research [7].

We have developed a formal reporting checklist for
in-depth interviews and focus groups, the most common
methods for data collection in qualitative health research.

Address reprint requests to: Allison Tong, Centre for Kidney Research, The Children’s Hospital at Westmead, NSW 2145,
Australia. Tel: +61-2-9845-1482; Fax: +61-2-9845-1491; E-mail: allisont@health.usyd.edu.au, allisont@chw.edu.au
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Medline Cinahl Major Systematic Other
biomedical reviews’ sources*
journals?
372 citations 166 citations 5 guidelines 6 reviews 2 sources
I | [ [ I
v v
Title and abstract review o Excluded n=7
Excluded (n = 445) 538 citations 13 sources
No author reviewer

No appraisal checklist 218 guidelines for
Qualitative methods 127 »| qualitative studies
Primary fieldwork 58 Duplicate appraisal
Mixed methods 31 checklist
Comment or debate 6
Duplicate article or 5
checklist v v

93 citations 6 sources
Full text analysis
Excluded (n = 77)
No appraisal checklist 33
Comment or debate 25
Duplicate article or 1 v
checklist v 22
Qualitative methods 8 L

16 citations |—p| Tools or guidelines

included

A 4

Iltems identified from the 22 tools/checklists

n =76 items

Research team and reflexivity 24
Study design 25
Data analysis and reporting 27

Items excluded

n=46

Items not found in existing
checklists

n=2

Reasons for inclusion

Reasons for exclusion

- Duplicate item or
overlapping definition

- Not specific to qualitative
studies

A

- Impractical to assess
; 30 - Ambiguous, obscure
items definition

- Suitable for assessment

- Clear definition

- Key characteristic for qualitative
research

A 4

COREQ 32-item checklist

Research team and reflexivity 8
Study design 15
Data analysis and reporting 9
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Figure | Development of the COREQ Checklist. *References [26, 27], TReferences [6, 28—32], ¥Author and reviewer
guidelines provided by BMJ, JAMA, Lancet, Annals of Internal Medicine, NEJM.

These two methods are particularly useful for eliciting

patient and consumer priorities and needs to improve the

quality of health care [8]. The checklist aims to promote
complete and transparent reporting among researchers and
indirectly improve the rigor, comprehensiveness and credi-
bility of interview and focus-group studies.
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Basic definitions

Qualitative studies use non-quantitative methods to contrib-
ute new knowledge and to provide new perspectives in
health care. Although qualitative research encompasses a
broad range of study methods, most qualitative research
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publications in health care describe the use of interviews and
focus groups [8].

Interviews

In-depth and semi-structured interviews explore the expeti-
ences of participants and the meanings they attribute to
them. Researchers encourage participants to talk about issues
pertinent to the research question by asking open-ended
questions, usually in one-to-one interviews. The interviewer
might re-word, re-order or clarify the questions to further
investigate topics introduced by the respondent. In qualitative
health research, in-depth interviews are often used to study
the experiences and meanings of disease, and to explore pet-
sonal and sensitive themes. They can also help to identify
potentially modifiable factors for improving health care [9].

Focus groups

Focus groups are semi-structured discussions with groups of
4—12 people that aim to explore a specific set of issues [10].
Moderators often commence the focus group by asking
broad questions about the topic of interest, before asking the
focal questions. Although participants individually answer the
facilitator’s questions, they are encouraged to talk and interact
with each other [11]. This technique is built on the notion
that the group interaction encourages respondents to explore
and clarify individual and shared perspectives [12]. Focus
groups are used to explore views on health issues, programs,
interventions and research.

Methods

Development of a checklist

Search straregy. We performed a comprehensive search for
published checklists used to assess or review qualitative
studies, and guidelines for reporting qualitative studies in:
Medline (1966—Week 1 April 2006), CINAHL (1982—
Week 3 April 2006), Cochrane and Campbell protocols,
systematic reviews of qualitative studies, author or reviewer
guidelines of major medical journals and reference lists of
relevant publications. We identified the terms used to index
the relevant articles already in our possession and performed
a broad search using those search terms. The electronic
databases were searched using terms and text words for
research (standards), health services research (standards) and
qualitative studies (evaluation). Duplicate checklists and
detailed instructions for conducting and analysing qualitative
studies were excluded.

Data extraction. From each of the included publications, we
extracted all criteria for assessing or reporting qualitative
studies. Seventy-six items from 22 checklists were compiled
into a comprehensive list. We recorded the frequency of each
item across all the publications. Items most frequently
included in the checklists related to sampling method, setting
for data collection, method of data collection, respondent

BMJ Open

Consolidated criteria for reporting qualitative research

validation of findings, method of recording data, description
of the derivation of themes and inclusion of supporting
quotations. We grouped all items into three domains: (i)
research team and reflexivity, (i) study design and (iii) data
analysis and reporting. (see Tables 2—4)

Within each domain we simplified all relevant items by
removing duplicates and those that were ambiguous, too
broadly defined, not specific to qualitative research, or
impractical to assess. Where necessary, the remaining items
were rephrased for clarity. Based upon consensus among the
authors, two new items that were considered relevant for
reporting qualitative research were added. The two new items
were identifying the authors who conducted the interview or
focus group and reporting the presence of non-participants
during the interview or focus group. The COREQ checklist
for explicit and comprehensive reporting of qualitative
studies consists of 32 criteria, with a descriptor to sup-
plement each item (Table 1).

COREQ: content and rationale
(see Tables 1)

Domain I: research team and reflexivity

(i) Personal characteristics: Qualitative researchers closely
engage with the research process and participants and are
therefore unable to completely avoid personal bias. Instead
researchers should recognize and clarify for readers their
identity, credentials, occupation, gender, experience and train-
ing. Subsequently this improves the credibility of the findings
by giving readers the ability to assess how these factors
might have influenced the researchers’ observations and
interpretations [13—15].

(i) Relationship with participants: The relationship and
extent of interaction between the researcher and their partici-
pants should be described as it can have an effect on the
participants’ responses and also on the researchers’ undet-
standing of the phenomena [16]. For example, a clinician—
researcher may have a deep understanding of patients’ issues
but their involvement in patient care may inhibit frank dis-
cussion with patient—participants when patients believe that
their responses will affect their treatment. For transparency,
the investigator should identify and state their assumptions
and personal interests in the research topic.

Domain 2: study design

(i) Theoretical framework: Researchers should clarify the
theoretical frameworks underpinning their study so readers
can understand how the researchers explored their research
questions and aims. Theoretical frameworks in qualitative
research include: grounded theory, to build theoties from the
data; ethnography, to understand the culture of groups with
shared characteristics; phenomenology, to describe the
meaning and significance of experiences; discourse analysis,
to analyse linguistic expression; and content analysis, to sys-
tematically organize data into a structured format [10].
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Table | Consolidated critetia for reporting qualitative studies (COREQ): 32-item checklist

Guide questions/description

Domain 1: Research team and reflexivity

Personal Characteristics

1. Interviewer/facilitator

2. Credentials

3. Occupation

4.  Gender

5. Experience and training

Relationship with participants

6. Relationship established

7. Participant knowledge of the
interviewer

8. Interviewer characteristics

Domain 2: study design

Theoretical framework

9. Methodological orientation and
Theory

Participant selection

10. Sampling

11. Method of approach

12. Sample size

13. Non-participation

Setting

14. Setting of data collection

15. Presence of non-participants

16. Description of sample

Data collection

17. Interview guide

18. Repeat interviews

19. Audio/visual recording

20. Field notes

21. Duration

22. Data saturation

23. Transcripts returned

Domain 3: analysis and findingsz

Data analysis

24. Number of data coders

25. Description of the coding tree

26. Derivation of themes

27. Software

28. Participant checking

Reporting

29. Quotations presented

30. Data and findings consistent
31. Clarity of major themes
32. Clarity of minor themes

Which authot/s conducted the interview or focus group? Page 7
What were the researchet’s credentials? E.g. PhAD, MD Page 7
What was their occupation at the time of the study? page 7

Was the researcher male or female? Page 7

What experience or training did the researcher have? page 7

Wias a relationship established prior to study commencement?  Page 7

What did the participants know about the researcher? e.g. personal goals, reasons for doing the
research Page 7

What characteristics were reported about the interviewer /facilitator? e.g. Bias, assumptions,
reasons and interests in the research topic Page 7

What methodological orientation was stated to underpin the study? eg. grounded theory,
disconrse analysis, ethnography, phenomenology, content analysis Page 5

How were participants selected? e,g. purposive, convenience, consecutive, snowball Page 6
How were participants approached? e.g. face-to-face, telephone, mail, email  Page 6
How many participants were in the study? Page 6

How many people refused to participate or dropped out? Reasons? Page 7

Where was the data collected? e.g. home, clinic, workplace Page 6
Wias anyone else present besides the participants and researchers? Page 7
What are the important characteristics of the sample? e.g. demographic data, date Pages 6,7

Were questions, prompts, guides provided by the authors? Was it pilot tested? yeg see
Were repeat interviews carried out? If yes, how many? Page 8
Did the research use audio or visual recording to collect the data? Page 7 materials
Were field notes made during and/or after the interview or focus group? Page 7

What was the duration of the interviews or focus group? Page 8

Was data saturation discussed? Page 8

Were transcripts returned to participants for comment and/or correction? Page 8

How many data coders coded the data?> Page 8

Did authors provide a description of the coding tree? page 7

Were themes identified in advance or derived from the data? Page 8
What software, if applicable, was used to manage the data?  page 8
Did participants provide feedback on the findings? Page 8

Were participant quotations presented to illustrate the themes / findings? Was each
quotation identified? e.g. participant number Pages 11 and 12

Wias there consistency between the data presented and the findings? Pages 11 and 12
Were major themes cleatly presented in the findings? Pages 11 and 12

Is there a description of diverse cases or discussion of minor themes? Pages 11 and 12

supplementar

(i) Participant selection: Researchers should report how
participants were selected. Usually purposive sampling is
used which involves selecting participants who share particu-
lar characteristics and have the potential to provide rich, rele-
vant and diverse data pertinent to the research question

[13, 17]. Convenience sampling is less optimal because it
may fail to capture important perspectives from difficult-
to-reach people [16]. Rigorous attempts to recruit participants
and reasons for non-participation should be stated to reduce
the likelihood of making unsupported statements [18].
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Table 2 Items included in 22 published checklists: Research team and reflexivity domain

Item

Research team and reflexivity

Nature of relationship between the
researcher and participants
Examination of role, bias, influence
Description of role

Identity of the interviewer

Continued and prolonged engagement
Response to events

Prior assumptions and experience
Professional status

Journal, record of personal experience
Effects of research on researcher
Qualifications

Training of the interviewer/ facilitator
Expertise demonstrated

Perception of research at inception
Age

Gender

Social class

Reasons for conducting study
Sufficient contact

Too close to participants

Empathy

References

Distance between researcher and participants °

Background
Familiarity with setting

*Other publications, "Systematic review of qualitative studies; BM]J, British Medical Journal—editor’s checklist for appraising qualitative research); @, item included in the checklist.

€9€
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Table 3 Items included in 22 published checklists: Study design

BMJ Open

Page 34 of 36
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Item

References

Study design

Methodological orientation, ontological or
epistemological basis
Sampling—convenience, purposive

Setting

Characteristics and description of sample
Reasons for participant selection
Non-participation

Inclusion and exclusion, critetia

Identity of the person responsible for recruitment
Sample size

Method of approach

Description of explanation of research to participants
Level and type of participation

Method of data collection, e.g. focus group,
in-depth interview

Audio and visual recording

Transcripts

Setting and location

Saturation of data

Use of a topic guide, tools, questions

Field notes

Changes and modifications

Duration of interview, focus group
Sensitive to participant language and views
Number of interviews, focus groups

Time span

Time and resources available to the study

*Other publications, bSystematic review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research; e, item included in the checklist.
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Table 4 Items included in 22 published checklists: Analysis and reporting

1
2
3 Ttem References
;‘ [26]* [27)* [6° [28]° [32]° [13] [15] [14] [17) [33] [34] [35] [16] [19] [36] [7] [37) [23] [38] [39] [22] BMJ
6 Respondent validation ° ° ° ° ° ° ° ° °
7 Limitations and generalizability ° ° ° ° ° ° °
8 Triangulation ° ° ° ° ° ° ° °
9 Original data, quotation ° o ° ° ° o e o °
10 Derivation of themes explicit ° ° ° ° °
1 Contradictory, diverse, negative cases ° ° ° ° ° ° °
12 Number of data analysts ° ° ° ° ° ° ° °
13 In-depth description of analysis ° ° ° ° ° ° °
14 Sufficient supporting data presented ° ° ° °
15 Data, interpretation and conclusions ° ° ° ° ° °
16 linked and integrated
17 Retain context of data ° ° ° ° °
Explicit findings, presented clearly ° ° ° ° °
18 Outside checks ° ° °
19 Software used ° ° ° °
20 Discussion both for and against the ° ° ° °
21 researchers’ arguments
22 Development of theories, explanations ° ° ° °
23 Numerical data ° ° ° °
24 Coding tree or coding system ° ° °
25 Inter-observer reliability ° .
26 Sufficient insight into meaning/perceptions ° °
27 of participants
28 Reasons for selection of data to support findings ° °
29 New insight ° °
30 Results interpreted in credible, innovative way o
31 Eliminate other theories °
32 Range of views °
33 Distinguish between researcher and °
34 participant voices
35 Proportion of data taken into account o
g? *Other publications, bSystemaﬁc review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research, e, item included in the checklist.
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Researchers should report the sample size of their study to
enable readers to assess the diversity of perspectives included.

(i) Setting: Researchers should describe the context in
which the data were collected because it illuminates why pat-
ticipants responded in a particular way. For instance, partici-
pants might be more reserved and feel disempowered talking
in a hospital setting. The presence of non-participants during
interviews or focus groups should be reported as this can
also affect the opinions expressed by participants. For
example, parent interviewees might be reluctant to talk on
sensitive topics if their children are present. Participant
characteristics, such as basic demographic data, should be
reported so readers can consider the relevance of the find-
ings and interpretations to their own situation. This also
allows readers to assess whether perspectives from different
groups were explored and compared, such as patients and
health care providers [13, 19].

(iv) Data collection: The questions and prompts used in
data collection should be provided to enhance the readers’
understanding of the researchet’s focus and to give readers the
ability to assess whether participants were encouraged to
openly convey their viewpoints. Researchers should also report
whether repeat interviews were conducted as this can influence
the rapport developed between the researcher and participants
and affect the richness of data obtained. The method of
recording the participants’ words should be reported.
Generally, audio recording and transcription more accurately
reflect the participants’ views than contemporaneous
researcher notes, more so if participants checked their own
transcript for accuracy [19—21]. Reasons for not audio record-
ing should be provided. In addition, field notes maintain con-
textual details and non-verbal expressions for data analysis and
interpretation [19, 22]. Duration of the interview or focus
group should be reported as this affects the amount of data
obtained. Researchers should also clarify whether participants
were recruited until no new relevant knowledge was being
obtained from new participants (data saturation) [23, 24].

Domain 3: analysis and findings

(i) Data analysis: Specifying the use of multiple coders or
other methods of researcher triangulation can indicate a
broader and more complex understanding of the pheno-
menon. The credibility of the findings can be assessed if the
process of coding (selecting significant sections from partici-
pant statements), and the derivation and identification of
themes are made explicit. Descriptions of coding and
memoing demonstrate how the researchers perceived, exam-
ined and developed their understanding of the data [17, 19].
Researchers sometimes use software packages to assist with
storage, searching and coding of qualitative data. In addition,
obtaining feedback from participants on the research findings
adds validity to the researchet’s interpretations by ensuring
that the participants’ own meanings and perspectives are
represented and not curtailed by the researchers’ own agenda
and knowledge [23].

(i) Reporting: If supporting quotations ate provided,
researchers  should include quotations from different
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participants to add transparency and trustworthiness to their
findings and interpretations of the data [17]. Readers should
be able to assess the consistency between the data presented
and the study findings, including the both major and minor
themes. Summary findings, interpretations and theories gen-
erated should be cleatly presented in qualitative research
publications.

Discussion

The COREQ checklist was developed to promote explicit
and comprehensive reporting of qualitative studies (inter-
views and focus groups). The checklist consists of items
specific to reporting qualitative studies and precludes generic
criteria that are applicable to all types of research reports.
COREQ is a comprehensive checklist that covers necessary
components of study design, which should be reported. The
criteria included in the checklist can help researchers to
report important aspects of the research team, study
methods, context of the study, findings, analysis and
interpretations.

At present, we acknowledge there is no empiric basis that
shows that the introduction of COREQ will improve the
quality of reporting of qualitative research. However this is
no different than when CONSORT, QUOROM and other
reporting checklists were introduced. Subsequent research
has shown that these checklists have improved the quality of
reporting of study types relevant to each checklist [5, 25],
and we believe that the effect of COREQ is likely to be
similar. Despite differences in the objectives and methods of
quantitative and qualitative methods, the underlying aim of
transparency in research methods and, at the least, the theor-
ctical possibility of the reader being able to duplicate the
study methods should be the aims of both methodological
approaches. There is a perception among research funding
agencies, clinicians and policy makers, that qualitative
research is ‘second class’ research. Initiatives like COREQ
are designed to encourage improvement in the quality of
reporting of qualitative studies, which will indirectly lead to
improved conduct, and greater recognition of qualitative
research as inherently equal scientific endeavor compared
with quantitative research that is used to assess the quality
and safety of health care. We invite readers to comment on
COREQ to improve the checklist.
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ABSTRACT
Objective

To explore health care-seeking practices for children and the context-specific direct and indirect effects of public
health interventions during the first two waves of COVID-19 in Lagos State, Nigeria. We also explored
decision making around vaccine acceptance at the start of COVID-19 vaccine roll-out in Nigeria

Design, setting and participants

A qualitative explorative study involving 19 semi-structured interviews with healthcare providers from
public and private primary health facilities and 32 interviews with caregivers of under-five children in
Lagos, from December 2020 to March 2021. Participants were purposively selected from healthcare
facilities to include community health workers, nurses, and doctors, and interviews were conducted in quiet
locations at facilities. A data-driven reflexive thematic analysis according to Braun & Clark 2019 was
conducted.

Findings

Two themes were developed: appropriating COVID-19 in belief systems, and ambiguity about COVID-19
preventive measures. The interpretation of COVID-19 disease ranged from fearful to considering it as a
‘scam’ or ‘falsification from the government’. Underlying distrust in government fueled COVID-19
misperceptions. Care seeking for children under-five was affected, as facilities were seen as contagious
places for COVID-19. Caregivers resorted to alternative care and self-management of childhood illnesses.
COVID-19 vaccine hesitancy was a major concern among healthcare providers compared to community
members at the time of vaccine roll-out in Lagos, Nigeria. Indirect impacts of COVID-19 lockdown included
diminished household income, worsening food insecurity, mental health challenges for caregivers and
reduced clinic visits for immunization.

Conclusion

The first wave of the COVID-19 pandemic in Lagos was associated with reductions in care seeking for
children, clinic attendance for childhood immunizations, and household income. Strengthening health and
social support systems with context-specific interventions and correcting misinformation is crucial to
building adaptive capacity for response to future pandemics.
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Strengths and limitations of this study

A key strength of this study was the inclusion of perspectives from both caregivers and healthcare
providers in private and public health facilities, and the recruitment of various cadres of healthcare
providers.

The use of semi-structured interviews, conducted while the pandemic was on-going, provided the
opportunity to understand individual perspectives and experiences.

Perspectives captured in this study may have missed some negative impacts of COVID-19 on care
seeking given caregivers were recruited from health facilities and may therefore differ from the
wider community.

Findings from this study may not reflect all aspects considered important to the participants as
communities and healthcare workers were not consulted in the design of the interview guides.
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INTRODUCTION

The COVID-19 pandemic was declared a public health emergency of international concern in January 2020
by the World Health Organization.! Differential negative impacts have been reported across the globe due
to the COVID-19 pandemic. While some countries have reported a high number of deaths due to COVID-
19, others particularly in sub-Sahara Africa have reported low mortality,? but have suffered significant social
and economic impacts with recovery, likely to take a protracted course.? As of March 27, 2022, over eight
million cases and 170,000 deaths had been reported in Africa, although estimates of actual cases (505.6
million) and deaths (439,500) in the region are much higher.*> Within Africa, Nigeria reported the fourth
highest number of COVID-19 cases in 2020-2021, with 215,164 reported cases (3.4% of the African total)
and 92 million estimated cases.’Lagos State was the epicentre of the COVID-19 pandemic in Nigeria during
this period, accounting for more than 30% of Nigeria’s reported cases, with the first cases identified in late
February 2020.7%

The pandemic has been a major stressor to health systems, exposing and exacerbating pre-existing fragility
and inequities within the system. > Given the absence of effective and widely available COVID-19
treatments during the first and second waves—February-October 2020 and November 2020-April 2021
respectively, '! containment measures were based on public health measures like movement and travel
restrictions (i.e. ‘lockdowns’), physical distancing, personal hygiene and use of personal protective
equipment (PPE).!? Negative impacts of these containment measures on social life and mental well-being,
education, economy, health service delivery and utilization have been reported, but mostly from non-
empirical data and outside the African context.!3!8 Early predictions of Africa being worst hit by the
COVID-19 pandemic did not come to fruition,'” underscoring the need for context-specific empirical data.
While the direct clinical impact of COVID-19 has affected adults more directly in this period, children are
not exempt from indirect effects of mitigations, although observed data from Africa is lacking.?0!

In March 2020, the Nigerian government imposed several public health measures. The initial COVID-19
pandemic wave in Nigeria was characterized by fear, confusion and instability in the existing social
structures, with misinformation fueled by social media reports and lockdown measures imposed by the
government.”?>2> These may have had knock-on effects on healthcare service utilization and delivery.
While multiple studies, largely from high-income contexts, have reported reductions in child illnesses and
hospital admissions during periods of COVID-19 restrictions, fewer have explored the role of changes in
care-seeking behaviour for children during this period and their implications for future public health
responses to disease outbreaks.!%-26

In Nigeria, under-five mortality remains high, and is not on-track to meet the 2030 Sustainable Development
Goal global target of having less than 25 deaths per 1000 live births.?” Pneumonia, malaria and diarrhoea
are leading causes of under-five deaths in the country, responsible for almost 40% of under-five deaths in
2018.2% Nigeria also experiences multiple outbreaks of diseases of public health significance annually,
including meningococcal disease, Yellow fever, and Lassa fever. 2° Given the existing burden of pneumonia,
malaria, and diarrhoea among children, the magnitude of the COVID-19 pandemic and response, and the
frequency of disease outbreaks requiring public health response which may require mass vaccination, it is
important to understand how the COVID-19 pandemic affected care-seeking for under-five children as well
as decision making around vaccine introduction for outbreak control. We therefore aimed to understand
care-seeking practices for young children and the context-specific direct and indirect effects of public health
interventions during the first two waves of COVID-19 pandemic and decision making around vaccine
acceptance at the start of COVID-19 vaccine roll-out in Lagos State, Nigeria.
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METHODS
Study design

This was an exploratory qualitative study using reflexive thematic analysis according to Braun & Clark.
3%We conducted semi-structured interviews with caregivers of children under-five and healthcare providers
to gather perspectives on care-seeking practices during the first two waves of the COVID-19 pandemic in
Lagos State, Nigeria (February-October 2020 and November 2020-April 2021). The study was conducted
as part of the process evaluation of the Lagos INSPIRING project, which is evaluating a child pneumonia
health system intervention (study registration: ACTRN12621001071819). We followed the Consolidated
Criteria for Reporting Qualitative Research (COREQ) guidelines for reporting.’!

Setting

The study was conducted in lkorodu Local Government Area (LGA) in Lagos State. Lagos is the most
populous state in Nigeria with an estimated population of 24.6 million people in 2022, 32 and is an economic
hub in West Africa. Ikorodu is one of five administrative divisions of Lagos. It is a peri-urban area, with
fishing as the predominant economic activity in the rural parts of the LGA, and small and medium scale
entrepreneurship as the major economic activity in the urban parts of the LGA. The LGA is served by two
government-owned secondary health facilities (General Hospitals), 28 primary healthcare centers (PHCs)
and over one hundred private facilities. Of the 28 PHCs, seven are designated as ‘flagship’ facilities by the
Lagos State government, as they have more personnel and equipment and run 24-hour services for children
and adults. There is at least one flagship PHC in each of Ikorodu’s six Local Council Development Areas
(LCDAs) and all of them remained open during the first two waves of the pandemic. The flagship PHCs
also acted as COVID-19 vaccination centres, except one facility which did not have a medical doctor.

As part of the public health measures, Lagos was placed on lockdown by the Federal Government of Nigeria
on the 30t March 2020.7 The lockdown lasted 35 days and included a ban on social and economic activities,
restriction of all non-essential movements, suspension of commuter services, closure of schools and retail
shops and prohibition of mass gatherings except for funeral services.>* Unlike PHCs and private health
facilities, service provisions were limited to emergency cases in the public secondary-level facilities. A
gradual easing of the lockdown commenced from the 4" May 2020 with no re-instatement of movement
restrictions during the second wave (see Appendix I).” In addition, there was a period of civil unrest in
Lagos, including Ikorodu LGA (the ‘EndSARS’ protests against police brutality 3*), between 8% and 22"
October 2020, when a curfew was imposed.

Participants and sampling

We purposively selected healthcare providers who attended to sick children from the seven flagship PHCs
and six nearby private facilities (Table 1). To ensure representation of each cadre of healthcare provider, the
categories of staff targeted for recruitment (nurse, community health workers, and doctors) was adapted to
each facility. We recruited caregivers of children under-five years presenting at the outpatient departments
(i.e. with an illness) or immunization clinics (i.e. healthy children) of seven flagship PHCs and one
secondary hospital. Caregivers were recruited by female clinical project staff, who screened every child
brought to outpatient departments of the facilities for pneumonia. In each facility, we used convenience
sampling to recruit four caregivers of under-five children at random (n=32): two caregivers of an acutely
unwell child (from outpatients) and two caregivers of a child with no current illness episode (from the
immunization clinic). This sample size was based on practical considerations of the time needed to recruit
participants and the expectation that it would be sufficient numbers to achieve saturation. All participants
approached for the study agreed to take part.
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Table 1. Summary of participants’ characteristics

Caregivers n=32 Healthcare providers n=19

Gender Gender

Male 0(0.0) Male 5(26.0)
Female 32 (100.0) Female 14 (74.0)
Mean age (+SD) 31+£5.0 years = Mean age (£SD) 38+8.1 years
Median no of children 2 (1-5) Median year of 11 (2-40)
(range) experience

Educational level Educational level

Primary 2 (6.3) Diploma 9(47.4)
Secondary 13 (40.6) Tertiary 9(474)
Tertiary 17 (53.1) Postgraduate 1(5.2)
Religion Religion

Christianity 25 (78.1) = Christianity 15 (78.9)
Islam 7 (21.9)  Islam 4 (21.1)
Occupation/Cadre Occupation/Cadre

Self-employed 21 (64.5) Doctor 7 (36.8)
Employed 5(16.1) Nurse 6 (31.6)
No employment 6 (19.4) CHEW 6 (31.6)

CHEW: Community Health Extension Worker.

Data collection

Interviews were conducted from 10 December 2020 to 18 March 2021. The semi-structured interview
guides were based on the literature on care-seeking practices and knowledge about COVID-19 during the
INSPIRING project formative phase and revised to capture the emerging COVID-19 vaccine programme
roll-out in Nigeria. The interview guide for caregiver interviews had three sections, focused on:
participants’ family and socio-demographic information, their experiences of 2020 in light of COVID-19
including their perception of the illness and economic impacts, and care-seeking practices for children
under-five years. The interview guide for healthcare provider interviews had three sections focusing on:
service provision, facility adaptation to the COVID-19 pandemic, and care seeking for sick under-five
children (Appendices II-IV).

The research team was comprises of pediatricians, social science and public health specialists. The
interviews were conducted by OEO, a male Master’s student from Nigeria with experience of the local
context, with support from the female clinical study staff who recruited participants based at each facility..
Interviews were conducted in English or Yoruba (the indigenous local language in Ikorodu LGA),
depending on the participant preference. The interviewer lived in Ikorodu before and during the COVID-
19 pandemic and had previously visited the participating health facilities for other data collection
activities. 3 Caregivers’ interviews were conducted at the health facility or in another convenient place
agreed by the participants. Providers’ interviews were held at the facility. Each interview lasted between
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30-40 minutes and no repeat interviews were carried out. All interviews were voice-recorded, transcribed
and translated into English, before being stored in a secure cloud platform with access granted to only
research team members. No transcripts were returned to the participants for review.

Data analysis

After cross-checking of the transcripts, the analysis team (AAB, OEO, HMA and CK) conducted a data-
driven thematic analysis to develop themes and subthemes.’®* AAB and OEO independently reviewed all the
transcripts to identify initial codes which were reconciled in NVivo.3” Healthcare provider and caregiver
interviews were initially coded separately, and then reviewed by the analysis team to identify common
themes and sub-themes, which were refined in subsequent analysis meetings. The process continued till the
patterns of meaning were clear. The unit of analysis was COVID-19 related responses in the interviews.

Patient and public involvement

The overarching study was designed through a co-design workshop involving representatives from the
Nigerian governments, community-based organizations, professionals, Save the Children and evaluation
partners. However, patients were not involved in the design of this study. Findings from this study were not
discussed with the participants, but will be incorporated into the final report that will be disseminated to the
relevant stakeholders including healthcare providers and community-based organizations.3®

FINDINGS

We identified two overarching themes which were common to caregivers and healthcare workers:
appropriating COVID-19 in the belief systems, and ambiguity towards preventive measures (Table 2). When
the findings differ between healthcare providers and caregivers, this is specifically noted in the text.

Table 2. Summary of themes and sub-themes

Page 8 of 36

Organizing themes | Themes Sub-themes
Political placement of Disbelief in the virus’ existence
A . COVID-19
ppropriating
COVID-19 in th — . : :
belief sys teIEls © Misinformation and misconceptions about COVID-19

Socio-theological Religious explanation for COVID-19

placement of COVID-19 Social placement of COVID-19

Medical placement of COVID-19 infection is real

COVID-19 Healthcare as a source of infection
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Organizing themes | Themes Sub-themes
Direct impact of lockdown
Ambiguity about Unappealing lockdown
COVID-19 experiences and associated

preventive measures

adaptive mechanisms

Indirect impact of lockdown

Health system adaption and its consequences

Drivers of COVID-19
vaccine hesitancy

Misinformation and conspiracy theories about COVID-
19 vaccine

Fear and worries about COVID-19 vaccines

Distrust in government efforts regarding COVID-19
vaccines

Media influence on COVID-19

Drivers of COVID-19
vaccine uptake

Motivation to accept COVID-19 vaccine among
healthcare providers

Motivation to accept COVID-19 among community
members or caregivers
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Appropriating COVID-19 in belief systems

This first theme elucidates plurality in the placement of COVID-19 within the context of existing belief
systems. Caregivers and healthcare providers ascribed various causes to the emergence of COVID-19
including political, religious, social and geographical dimensions.

From the healthcare providers interviews, social and political placements of COVID-19 emergence were
commonly reported. To some healthcare providers, COVID-19 was not perceived as a public health
problem in Nigeria.

“Except that they would say that [ am a medical practitioner but I still have the impression that there is no
COVID in Nigeria. Don’t mind me, it’s just my own belief. (Doctor—male, public facility)

The COVID-19 pandemic was framed through a political lens, with distrust in the government shaping
disbelief in the disease. This distrust in government provided an opening for misinformation about the
virus and control measures with participants describing COVID-19 as “a lie” and “a deceit from the
government”. The distrust also fed into caregivers’ perceptions about COVID-19 surveillance, with some
caregivers reportedly delaying care seeking to avoid being automatically added to the COVID-19 daily
government case list. The disbelief of the existence of COVID-19 had social associations with participants
believing that the disease would not affect ‘the poor’ or ‘black man’.

“There were some people that were like nothing is happening, we've not seen someone with it here, none of
our relatives had it so it's just a scam. They don't believe it, most people don't believe it”. (CHEW—female,
public facility)

To some caregivers, COVID-19 was symbolic and they offered religious explanations, describing it as a test
of faith, signs of the ‘end of time’, a “punishment from God” or the “work of the devil”, but this was not
apparent among healthcare providers

“It's just like God wanted to deliberately punish people for their bad behaviours [...]. Before, when one is
sick, they'll say they should carry the individual, if it's our governors, they'll take flight and fly them out of
the country. But when COVID-19 came, no one can come inside or go outside. Everyone is static (immobile
in lockdown), so it's not COVID-19 again. It's God's judgement on us.” (Mother—sick child, 1 child)

Other participants believed that COVID-19 existed as a symptomatic disease caused by a medical germ.
Healthcare facilities were described as “contagious” - a source of infection, and hospital avoidance during
the acute phase of the pandemic was reported by both caregivers and healthcare providers. Given health
facilities were considered high-risk places, this perception resulted in (i) no care-seeking practices for
some sick under-five children as caregivers resorted to self-treatment of their child’s illness by seeking
care from drug sellers instead, and (ii) delayed presentation at health facilities when the child’s condition
had worsened. Similarly, when caregivers identified COVID-19 signs in their child they avoided hospital
for fear of COVID-19 diagnosis or referral to isolation.

They didn’t come. A lot of people were practicing self-medication. People who had cough for example,
they didn’t come for treatment for fear of being told they had COVID. They kept managing it at home.
(CHEW—female, public facility)

“Like one of my neighbours when her baby was running a temperature, she could not bring the baby to the
hospital because she said when she goes to the hospital - now they will say her baby have this thing high
fever, they should take him to isolation center. Because of that she now went to the pharmacy and brought
some (medicine) ” (Mother—healthy child, 3 children)

Both caregivers and healthcare workers reported being extra-careful in hospital settings, and sometimes this
led to inaccessibility of care if healthcare providers suspected COVID-19 or had inadequate protective
equipment. In contrast, one healthcare provider noted that service delivery for children did not change,
stating that COVID-19 infections in children are not as severe as that of adults, and it would be unethical to
deny children access to healthcare.
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Ambiguity about COVID-19 preventive measures

This theme details various responses, experiences, and effects of recommended COVID-19 preventive
measures and associated adaptations.

The lockdown was perceived as an unpleasant and difficult period as participants were restricted to indoor
livelihoods with little or no access to transportation. Caregivers reported indirect effects of lockdown that
could affect care-seeking, including diminished household incomes which necessitated loan acquisition or
seeking help from family members. Household food insecurity was exacerbated, and caregivers reported
reducing their consumption to save food for their children. There was avoidance of social functions,
mental health challenges and a focus on basic needs:

“l have two teachers in my compound, not government teachers but private teachers. When the lockdown
started then, the man is a teacher in private school, the woman is a teacher in a private school. As the school
was not open, no salary, no money, nothing, nothing. For them to feed was problem, [never mind] if the
baby falls sick, and now there is no money to take the baby to hospital. Sometimes, they will go and do
herbal, this thing agbo (herbal concoction)” (Mother—healthy child, 3 children)

Health facilities made adjustments to ensure continuous service delivery without undermining safety. Face-
masking, physical distancing, and improved personal hygiene were adopted; however, they created
additional problems such as discomfort (face-masking), denied access to care, or seeking medical advice
from people without medical training. Caregivers complied with the rule although there were reports of
anger and verbal assaults on healthcare providers when these measures were enforced at the health facilities.

There was a continuation of routine vaccination services during the lockdown, but caregivers’ incorrect
assumption of PHC closures during the lockdown (secondary facilities were closed to non-emergency
cases), compliance with the lockdown order and fear of COVID-19 partly contributed to reduced attendance
at the immunization clinic as reported by a CHEW:

“If you remember even on social media (mass media), it was broadcasted that if what you want to do at the
hospital is not very important, stay indoors and stay safe. So people adhered to that rule, to the extent that
when we went for outreach services, we asked them why they haven’t been coming for immunization. Then
they will say it’s because of the lockdown, and then “corona” stopped us from coming out. They would also
claim they don’t know that the facility still runs its services” (CHEW—female, public facility)

When COVID-19 vaccines became available in Nigeria, there were mixed perceptions and ambiguity
towards them. Among some caregivers, the vaccine was regarded as “a mark of the beast”, or a depopulation
strategy from Western countries. Religious belief, misinformation and fear of side effects were reasons
identified by caregivers for COVID-19 vaccine hesitancy. Healthcare providers, in contrast, expressed
distrust in the government and were concerned about vaccine safety, quality, short timeline for vaccine
development and the government’s aggression towards COVID-19. They believed the vaccines were not
tested very well in Nigeria before being approved.

“That thing (COVID-19 vaccine) is not well tested that's my point. It’s supposed to go through a series of
tests before allowing it to come into this country. So I cannot even advise anyone to take it.” (Nurse—
female, private hospital)

Social media (WhatsApp, Facebook, Instagram) was identified as a source of misinformation about the
vaccine. One healthcare provider queried the decision of the government to accept donated vaccines that
are being rejected by other countries, as reported on social media. Similarly, vaccines sent to Nigeria were
presumed to be of sub-optimal quality compared to the ones used abroad but this was linked to distrust in
governments.

“Some people (healthcare providers) don't want to take it because of the things we have seen on social
media that if you take it, it can cause this and that” (CHEW—female, public facility)

10
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However, some healthcare providers and caregivers had positive perceptions of the vaccine, describing it as
beneficial to the recipients, such as preventing sudden death and protecting against the virus. Others also
showed trust in the government believing that the government cannot bring vaccines if they are harmful.
Some caregivers also expressed willingness to receive the vaccine given that they are utilizing an existing
routine immunization programme.

“If the vaccine comes, we know there's a reason why the government brought it. It has a work it wants to
accomplish, which is why they want to bring it; we will take it” (Mother—sick child, 4 children)

Perceived higher risk of infection, the possibility of vaccines becoming scarce, a sense of responsibility to
clients, motivation from senior colleagues or health managers, and later positive testimonies from recipients,
were identified as drivers of uptake among healthcare providers. Being a requirement for overseas travel or
pilgrimage, counselling, and public awareness were reported by healthcare providers as drivers of vaccine
uptake among community members. Few healthcare providers who had taken the vaccine identified self-
reflection and personal inquiry as ways they dealt with the misinformation about the vaccine.

“I heard they were cloning the vaccine in some European countries. That was my fear but when I did my
own research. I found out that there is no issue.” (Doctor—female, public facility)

Despite the fear and negative perceptions, community members turned out en masse to receive the
vaccine, and turnout exceeded expectations, making the supply inadequate.

We were even surprised. [ wasn’t expecting people to come out. It was supposed to be a 10 day program
[...]but we extended further for four weeks or thereabout. People were still coming, we had to tell them
that there was no more vaccination. (Doctor—male, public facility).

DISCUSSION

It is important to understand both community and healthcare workers’ perceptions and experiences during
the initial COVID-19 waves to adapt the provision of health care services to children during future
pandemics. In the Nigerian context, participants reported both direct and indirect effects on care seeking for
children, especially during the acute lockdown periods. Both groups of participants interpreted the COVID-
19 pandemic through medical, political, social and economic lenses; however religious interpretation of the
pandemic was more prominent among caregivers. Care seeking for children under-five was affected in part
due to the perception of healthcare settings being contagious, fear of COVID-19 diagnosis, and limited
access to transportation. Adapting to seek care from alternative sources for sick children was reported by
both groups. COVID-19 vaccine hesitancy was a major issue among healthcare providers, but less so among
community members at the time of vaccine roll-out in Lagos. The motivations for vaccine uptake differed
between the groups, and social media seemed to play a crucial role in shaping acceptability of the COVID-19
vaccine.

Our study suggests that COVID-19 related misinformation, rooted in a general distrust of government and
cutting across every aspect of the COVID-19 response (including vaccine roll-out), had negative influences
on care-seeking for children. This resonates with findings elsewhere in Africa and globally that
misinformation and misleading interpretations of health information (e.g. daily reporting of cases and deaths
from COVID-19 and fear of being counted as a COVID-19 case, assumption of facility closure during the
lockdown) contributed to hospital avoidance,!®3%0 and therefore requires consideration and active
management in future outbreaks. ' Conversely, the diversity in COVID-19 placement could conceivably
have positive influences on care seeking. For instance, religious beliefs relating to COVID-19 may provide
emotional resilience and motivate caregivers to do everything possible to protect their children.** Fear of
COVID-19 may similarly motivate caregivers to seek care early and get vaccinated, and even a disbelief in
COVID-19 may motivate caregivers to go about business as usual.
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While there were people who did not believe in COVID-19 and/or did not seek care to avoid being caught
up in the response (e.g. wanting to avoid isolation centres), some took it seriously and many integrated
religious interpretations into their understanding of the disease. A study conducted in Nigeria found that
religion and religious institutions, focused on Christianity, could have a negative influence on illness
perception and behaviour, but that most Nigerian Christians comfortably integrated religious and physical
health domains.**Additionally, some religious organizations actively encouraged adherence to COVID-19
preventive measures.* These findings highlight the dynamic process of classifying new diseases, as seen in
the emergence of Ebola disease,** and the need for socio-cultural considerations and community
participation in public health planning and communication, as well as active feedback and management of
rumours and misinformation during the response.*-4¢

When caregivers decided to seek care for their children, lack of transportation due to lockdown inhibited
access. Our finding agrees with an online survey conducted in Nigeria,*” but contrasts with a study
conducted in the Netherlands which reported parental non-deterrence in care seeking for a sick child. 4
Though the nature of illness could have been responsible for this contrasting finding, given the different
epidemiological profiles, differences in health systems, COVID-19 related public health measures, as well
as better health literacy around COVID-19, also have modulating effects. As reported in the UK, positive
experiences from the National Health Service and support from others were positive influencers of care
seeking, whereas fear driven by media and community were barriers to parental care seeking. *° Worsened
household income and food security reported during the acute phase of COVID-19 are in keeping with
findings in other African countries, and these have the potential to exacerbate child malnutrition and
mortality. 3! Like in other settings,’>>°> we found evidence suggesting decreased childhood immunization
during the lockdown but the extent is unclear as healthcare providers reported using outreach services to
vaccinate defaulters.

Healthcare services being considered as high-risk settings for infection influenced care seeking practices for
children. Similar to reports in Nigeria and elsewhere, caregivers were avoiding hospitals for fear of
contracting COVID-19. 4938 The resultant self-management of childhood illness and decreased healthcare
service utilization are in keeping with other studies from Europe and Africa. >7-%° Studies within and outside
Nigeria have also reported increased self-medication practice for the prevention and treatment of COVID-
19 related symptoms but did not focus on self-medication for children during the pandemic.®'-%3 A study
conducted in Uganda also found higher neonatal mortality and morbidity during the lockdown.®* Estimating
the impacts of reduced hospital visits, seeking care from alternative sources, delayed hospital visits and
increased self-medication for sick children was outside the scope of this study but will be crucial for
understanding the indirect effects of COVID-19 public health measures. Nevertheless, our study supports
the need for intelligent health communication and flexible approaches to increasing service delivery
capacity, such as mobile outreach clinics to maintain health care access for children. 209 A study conducted
in the UK hypothesized that decreased incidence of childhood illness during the lockdown period
contributed to low paediatric admission for common and severe childhood illness during the lockdown; %
however, hospital avoidance, care seeking from alternative sources and delayed presentation should not be
dismissed.

The underlying distrust in government influenced COVID-19 perceptions, and provided the platform for the
growing misinformation about the pandemic and this in turn shaped vaccine hesitancy.5”-*8 Our findings are
in agreement with studies in Nigeria which found that non-adherence to recommended preventive measures
for COVID-19 was centered on political distrust, stemming from decades of perceived bad governance. %
The mixed perception towards COVID-19 in Nigeria was therefore not surprising and similar controversies
have been reported across several regions globally.” In times of uncertainty, a coping strategy is to use
religion to provide explanations for strange events, "'and these may conflict with emerging scientific
evidence (particularly as conclusions change with new data) and frustrate containment measures. > Our
findings support the need for inclusive risk communication for epidemic preparedness and control.
Moreover, intervention adaptation to suit local contexts is essential during emergency response to

12

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



oNOYTULT D WN =

BMJ Open

epidemics. 45 Early reported cases of COVID-19 in the country were among foreigners and high-profile
politicians. Linking COVID-19 results to known public officers could have been responsible for the
perception that COVID-19 is a disease of the elite. In addition, limited testing capacity could have driven
the perception that COVID-19 is not real, as up to 80% of infected individuals had been reported as mild or
asymptomatic.”?

Interestingly, the demand for COVID-19 vaccine was reportedly higher than anticipated among community
members despite negative media reports and conspiracy theories. This finding is consistent with a study
conducted by Julio et al. which found higher willingness to receive COVID-19 vaccine in low-and-middle-
income countries compared to high income countries in which the survey was done.” Our findings support
the call for vaccine equity, the need for sustained global partnership, and continuous post-vaccination
surveillance to achieve effective global vaccination for COVID-19.7 The concern about the unprecedented
short period to vaccine production and licensing underscores the need for sustained and increased efforts
toward control of other communicable diseases like tuberculosis, HIV/AIDS, and pneumonia—not
neglecting other diseases because of COVID-19. Considering the background mistrust in government,
donation of substandard vaccines, and vaccines with short expiry dates or not valid for travel as well as
conditional donation of vaccines feeds into public narratives of lack of trust in COVID-19 vaccines and
reinforces conspiracy theories about COVID-19. 7678 Meanwhile, vaccine hesitancy among healthcare
providers requires attention for increased and sustained COVID-19 vaccine coverage in the long term. 7°

This study had limitations, firstly we recruited caregivers from PHCs only and did not gather perspectives
from other community members. This may mean that the perspectives captured here underestimates
negative effects on care-seeking. More so, given that participants were not consulted in the design of the
interview guide, we acknowledge that finding from this study may not reflect all aspects considered
important to the participants. Review of facility data shows a considerable decrease in out-patient attendance
for children (Appendix V). Our findings have provided context-specific understanding of the indirect and
direct effects of COVID-related public health measures and may inform future public health responses to
disease outbreaks. Though the implementation of lockdown is context-specific, findings from our study may
be transferrable to other low and middle-income countries with a similar weak health system and where
distrust of government has been a problem.

CONCLUSION

The interpretation of the emergence of a new disease classification is dynamic and multi-faceted. The
COVID-19 pandemic in Lagos had both direct and indirect effects on care-seeking for children. It is
plausible that these had negative impacts on morbidity and mortality. Subsequent disease outbreak response
requires active management of misinformation and intelligent health communication, including context-
specific understanding of social-media messaging and the role of religious institutions. Strengthening health
and social support system interventions, notably around ensuring access to healthcare is not negatively
affected, is crucial to building adaptive capacity for future disease outbreaks, pandemics and building public
trust.
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Start date
End date

Land travel
(Interstate)

Land travel
(Intrastate)

Airspace

Movement

Working hours

Workspace

Entertainment

activities

Mass gathering

Appendix I:

Phase 1
4™ May 2020

1%t June 2020

Banned except for
essential services and
movement of goods and
services only

Limited to 6 am-6 pm
with a 50% reduction in
bus occupancy

Closed for most
passenger flights. Open
to cargo and specially
approved flights only

Curfew from 8pm to

6am
9amto 2 pm

50% staff occupancy or
less

Banned

Limited to 20 people or
less

BMJ Open

Phase 2
2" June 2020

18™ October 2020
Open under strict
conditions: Allowed for
essential services and
movement of goods and
services only

Open

Open for domestic
flights, limited for
essential international
flights until August 26

Curfew from 10pm —
4am

9 am -2 pm for
Government/other
corporate offices

75% staff occupancy or
less
50% for clients

Banned

Limited to 20 people or
less

Phase 3
19" October
2020

Open

Open

Open for
domestic and
international
flights

12am to 4am

All
government
staff on
grade level
12 and
below to
continue
staying at
home

No limit for
private and
other
corporate
bodies

100%

occupancy

Open

Limited to
50 people or
less

-Ease of COVID - 19 Lockdown in Nigeria

Phase 4
11" May
2021

Open

Open

Open for
domestic
and
international
flights
Curfew from
12am — 4am
All
government
staff on
grade level
12 and
below to
continue
staying at
home until
11" June
2021

No limit for
private and
other
corporate
bodies

No limits but
virtual
meetings
and work
from home
encouraged
Open with
some
restrictions
(bars, night
clubs, pubs
remained
closed)
Limited to
50 people or
less except
with
permission
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Phase 5
2" April
2022

Open

Open

Open for
domestic
and
international
flights

No
restrictions
No
restrictions

No
restrictions

Open at
50%
capacity

Open
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Religious
gathering

Schools

Markets

Face masks

Banks and other
financial
institutions

Restricted

Closed

Partial closure (opened
only on designated days
weekly between 8.00
am-3.00 pm)
Mandatory for all
persons in public spaces

Limited staff physically
to between 30%-50%

BMJ Open

Restricted

Closed, but special
consideration for
graduation exams
Controlled access by
local authorities

Mandatory for all
persons in public spaces

Limited staff physically
to 75% or less. Operated
for normal working
hours

Restricted
(subject to
the protocol
from the
state
government
and the
federal
capital
territory

Open

Open

Mandatory
for all
persons in
public
spaces

Open

from the
state
government
Limited to
less than
50%
capacity

Gathering
more than 50
people must
be held
outdoors
only

Open

Open

Mandatory
for all
persons in
public
spaces

Open

Open

Open

Open

Mandatory
for indoor
activities
only, but at
individual
discretion
for outdoor
activities
Open

Source: NCDC Coronavirus COVID-19 Microsite. Accessed June 29, 2022. https://covid19.ncdc.gov.ng/guideline/

e There was a total lockdown of economic activities in the FCT, Lagos and Ogun states for 35days

from 30" March 2020. This was coupled with a total ban on non-essential interstate travels

e From the third phase, the end dates were assumed as the onset of the next phase

e Data collection was done during the phase 3
e The second wave of infection and vaccine rollout started during the phase 3
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Appendix I1: In-depth interview guide for healthcare provider’s interviews

1. Tell me about the facility you work in?
a. What type of services do you offer children?
b. Tell me specifically about this week in your clinic
2. Think about last 8 months, has things been typical? Why? Why not?
a. When did you first hear about covid?
b. When did you make adaptation or adjustment in your facility as a result of covid?
c. What changes did your facility make?

NOW WE WANT TO FOCUS ON QUESTIONS REGARDING CHILDREN

3. Tell me how the lockdown in year 2020 affected service provision at your facility
a. How did it affect services you provide for children?
a. How did it affect care seeking for sick under-five?
o Probe severity of illness at presentation/late presentation
o Was the PHC the first point of call?

4. Thinking about this time last year, before covid/EndSARS, is there any differences? What is different
(numbers, type of presentation, services provided, resources), what is the same?

5. Now that lockdown is over, have things normalized the way it used to be before COVID-19? What has
normalized? What is yet to normalize. What about number of under-five that you see, any difference
compared to last year in terms of number, type of presentation

6. Late in last year, there was Endsars protest. How did it affect service delivery in your facility?

7. Currently, there is second wave of Covid-19 in Nigeria. How has it affected service delivery in your
facility?

8. What can you say about the care seeking behavior of caregivers of sick children you have attended to in
recent times?

9. Between Covid-19 lockdown, End-Sars protest and current economic hardship, which one has affected care
seeking for sick children most? Why? Short term consequences? Any long term consequences?

10. Finally, the federal government is making plans to procure Covid-19 vaccines for Nigerians. How willing
are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not? Will you
tell others to take it? Why?

11. Do you have any other things to say?
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Appendix I11:1n — Depth interview guide for caregiver of under-five with recent illness episode
1. Tell me about your family.
Probe to get information on:
a. Who lives with the participant
b. Participant’s job
€. Where participant’s extended family live
d. Involvement in child’s care
2. How will you summarize year 2020?
Probe:
a. How did it affect you and your family?
b. Could you say these changes were due to impact of covid-19 pandemic?
1. If yes, why? In what other ways have covid-19 affected you and your household
2. If no, why not?
c. Have you noticed changes in the price of commodities?
i. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
Now we want to talk about child health services, particularly care seeking for sick under-five

3. Your child was recently sick; I would like to know more about the illness.
a. How did it start? Who first noticed the symptoms?
b. What did you do first? When did you do that?
c. What next did you do?
i. How did you decide?
ii. Why did you do that? Could you have done something else?
iii. What treatment were given? Was your child asked to do some tests? Could you afford all
the test?
iv. Were you referred?
1. If yes, did you honour the referral? Why?
2. How did you feel with the referral?
3. If no, why? What did you do next? Why did you do that?
4. Was your child asked to do some tests? Could you afford all the test?
5. What about medications? Did you buy all the medication?
v. Like how much did it cost you to treat your child? Would the cost have been cheaper if
not for current situations? How did you cover the cost of treatments for your child?
1. Personal money/savings?
2. Support from father?
3. Support family and friends?
4. Did you have to borrow or sell any items?

4. Overall, has covid-19 affected your decisions and steps when your child was sick?

I.  Ifyes, how?
ii.  If no, what affected your decisions and steps?
i. Endsars protest?
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ii. Insecurity?

iii. Current economic hardship?

iv. Could you have taken different actions/steps (relate this to previous answers) What
about fears of catching covid at the hospital?

5. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
6. Do you have other things to say or bring to my attention? Thank you for your time!
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Appendix 1V: IDI guide for No illness episode
1. Tell me about your family.

Probe to get information on:
e.  Who lives with the participant.
f. Participant’s job
g. Where participant’s extended family live
h. Involvement in child’s care
2. How will you summarize year 2020?
Probe:
a. How has it affected you and your family?
b. Were these covid-19 related?
i. If yes, why and how? In what other ways have covid-19 affected you and your household
ii. If no, what do you think is responsible?
c. Have you noticed changes in the price of commodities?
i. How does this affect you and your household?
1. House rent
2. Transport cost
3. Food items
4. Fuel price
3. Now we want to talk about care seeking for under-five. What actions do mothers/caregivers take when their
child develops illness?
i. Why do they do that?
1. Could it be because of trust/distrust in health care workers?
2. Could cost have influenced their decision? How?
3. What else could have influenced their action?
ii. Think about the last time your child (or that of someone close to you) fell sick
1. What was wrong? What did you do? How did you decide on what to do? Who did
you talk to? What alternatives were considered? What were your concerns?
Was your child referred?
Did you honour the referral?
If yes, why? If no, why?
5. If it happens this period, could you or they have taken different action? Why?
iii. During the covid-pandemic in Nigeria, do you think covid-19 affected decisions taken by
caregivers when their child was sick? if yes, why and how? If no, why?
iv. What about now? Do covid-19 affect actions taken by mothers when their child falls
sick?
v. Between covid-19 and current economic hardship, which one has greater influence on
actions taken by caregivers when their child is sick?
1. Why and how?
4. Finally, the federal government has indicated that by Jan 2021 the country will have covid-19 vaccine. How
willing are you to receive the vaccine? Why/why not? What about for your child/children? Why/why not?
5. Do you have any other thing to tell me?
Thank you for your time!

Mo
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Appendix V  Outpatient attendance for under-five children in the 7 flagship facilities in Ikorodu LGA ( January-June 2020)*

Page 28 of 36

Flagship PHCs
Year
2020 Ikorodu Igbogho Odonla Agbede Ipakodo Imota Oke-Eletu¥

Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number | Diagnosis Number
Pneumonia | 9 Pneumonia | 3 Pneumonia | 1 Pneumonia | O Pneumonia | 3 Pneumonia | 19 Pneumonia | -
LRTI 7 LRTI 12 LRTI 1 LRTI 0 LRTI 1 LRTI 2 LRTI -
URTI 133 URTI 290 URTI 89 URTI 0 URTI 102 URTI 47 URTI -
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 5 ARTI 0 ARTI -

- Malaria 511 Malaria 275 Malaria 149 Malaria 129 Malaria 234 Malaria 125 Malaria -

é Sepsis 43 Sepsis 97 Sepsis 243 Sepsis 21 Sepsis 42 Sepsis 33 Sepsis -

é Others 274 Others 374 Others 406 Others 115 Others 211 Others 252 Others -

é Total 977 Total 1051 Total 892 Total 265 Total 589 Total 478 Total -

B Pneumonia | 1 Pneumonia | 0 Pneumonia | 2 Pneumonia | 0 Pneumonia | 0 Pneumonia | 1 Pneumonia | 0
LRTI 3 LRTI 1 LRTI 0 LRTI 0 LRTI 0 LRTI 0 LRTI 0
URTI 10 URTI 55 URTI 5 URTI 1 URTI 25 URTI 2 URTI 34
ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0 ARTI 0
Malaria 215 Malaria 183 Malaria 64 Malaria 23 Malaria 39 Malaria 52 Malaria 42

° Sepsis 22 Sepsis 26 Sepsis 55 Sepsis 2 Sepsis 9 Sepsis 8 Sepsis 63

:T Others 113 Others 39 Others 159 Others 5 Others 99 Others 125 Others 164

E_ Total 364 Total 304 Total 285 Total 31 Total 172 Total 188 Total 303

<

*Lagos placed on lockdown on the 30 March 2020

¥ Facility register not found
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Abstract

Background. Qualitative research explotes complex phenomena encountered by clinicians, health care providers, policy
makers and consumers. Although partial checklists are available, no consolidated reporting framework exists for any type of
qualitative design.

Objective. To develop a checklist for explicit and comprehensive reporting of qualitative studies (indepth interviews and
focus groups).

Methods. We performed a comprehensive search in Cochrane and Campbell Protocols, Medline, CINAHL, systematic teviews
of qualitative studies, author or teviewer guidelines of major medical journals and reference lists of relevant publications for
existing checklists used to assess qualitative studies. Seventy-six items from 22 checklists were compiled into a comprehensive
list. All items wete grouped into three domains: (i) research team and reflexivity, (ii) study design and (iii) data analysis and
reporting. Duplicate items and those that were ambiguous, too broadly defined and impractical to assess wetre removed.

Results. Items most frequently included in the checklists telated to sampling method, setting for data collection, method of data
collection, respondent validation of findings, method of recording data, description of the derivation of themes and inclusion of
supporting quotations. We grouped all items into three domains: (i) tesearch team and reflexivity, (i) study design and (iii) data

analysis and reporting,

Conclusions. The criteria included in COREQ, a 32-item checklist, can help researchers to report important aspects of the
research team, study methods, context of the study, findings, analysis and interpretations.

Keywords: focus groups, interviews, qualitative research, research design

Qualitative research explores complex phenomena encountered
by clinicians, health care providers, policy makers and consu-
mers in health care. Poorly designed studies and inadequate
reporting can lead to inappropriate application of qualitative
research in decision-making, health care, health policy and
future research.

Formal reporting guidelines have been developed for ran-
domized controlled trials (CONSORT) [1], diagnostic test
studies (STARD), meta-analysis of RCTs (QUOROM) [2],
observational studies (STROBE) [3] and meta-analyses of
observational studies (MOOSE) [4]. These aim to improve
the quality of reporting these study types and allow readers to
better understand the design, conduct, analysis and findings of
published studies. This process allows users of published
research to be more fuller informed when they critically
appraise studies relevant to each checklist and decide upon
applicability of research findings to their local settings. Empiric
studies have shown that the use of the CONSORT statement
is associated with improvements in the quality of reports of

randomized controlled trials [5]. Systematic reviews of qualitat-
ive research almost always show that key aspects of study
design are not reported, and so there is a clear need for a
CONSORT-equivalent for qualitative research [0].

The Uniform Requirements for Manuscripts Submitted to
Biomedical Journals published by the International Committee
of Medical Journal Editors ICMJE) do not provide reporting
guidelines for qualitative studies. Of all the mainstream biome-
dical journals (Fig 1), only the British Medical Journal (BM])
has criteria for reviewing qualitative research. However, the
guidelines for authors specifically record that the checklist is
not routinely used. In addition, the checklist is not compre-
hensive and does not provide specific guidance to assess some
of the criteria. Although checklists for critical appraisal are
available for qualitative research, there is no widely endorsed
reporting framework for any type of qualitative research [7].

We have developed a formal reporting checklist for
in-depth interviews and focus groups, the most common
methods for data collection in qualitative health research.

Address reprint requests to: Allison Tong, Centre for Kidney Research, The Children’s Hospital at Westmead, NSW 2145,
Australia. Tel: +61-2-9845-1482; Fax: +61-2-9845-1491; E-mail: allisont@health.usyd.edu.au, allisont@chw.edu.au
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Medline Cinahl Major Systematic Other
biomedical reviews’ sources*
journals?
372 citations 166 citations 5 guidelines 6 reviews 2 sources
I | [ [ I
v v
Title and abstract review o Excluded n=7
Excluded (n = 445) 538 citations 13 sources
No author reviewer

No appraisal checklist 218 guidelines for
Qualitative methods 127 »| qualitative studies
Primary fieldwork 58 Duplicate appraisal
Mixed methods 31 checklist
Comment or debate 6
Duplicate article or 5
checklist v v

93 citations 6 sources
Full text analysis
Excluded (n = 77)
No appraisal checklist 33
Comment or debate 25
Duplicate article or 1 v
checklist v 22
Qualitative methods 8 L

16 citations |—p| Tools or guidelines

included

A 4

Iltems identified from the 22 tools/checklists

n =76 items

Research team and reflexivity 24
Study design 25
Data analysis and reporting 27

Items excluded

n=46

Items not found in existing
checklists

n=2

Reasons for inclusion

Reasons for exclusion

- Duplicate item or
overlapping definition

- Not specific to qualitative
studies

A

- Impractical to assess
; 30 - Ambiguous, obscure
items definition

- Suitable for assessment

- Clear definition

- Key characteristic for qualitative
research

A 4

COREQ 32-item checklist

Research team and reflexivity 8
Study design 15
Data analysis and reporting 9
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Figure | Development of the COREQ Checklist. *References [26, 27], TReferences [6, 28—32], ¥Author and reviewer
guidelines provided by BMJ, JAMA, Lancet, Annals of Internal Medicine, NEJM.

These two methods are particularly useful for eliciting

patient and consumer priorities and needs to improve the

quality of health care [8]. The checklist aims to promote
complete and transparent reporting among researchers and
indirectly improve the rigor, comprehensiveness and credi-
bility of interview and focus-group studies.
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Basic definitions

Qualitative studies use non-quantitative methods to contrib-
ute new knowledge and to provide new perspectives in
health care. Although qualitative research encompasses a
broad range of study methods, most qualitative research
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publications in health care describe the use of interviews and
focus groups [8].

Interviews

In-depth and semi-structured interviews explore the expeti-
ences of participants and the meanings they attribute to
them. Researchers encourage participants to talk about issues
pertinent to the research question by asking open-ended
questions, usually in one-to-one interviews. The interviewer
might re-word, re-order or clarify the questions to further
investigate topics introduced by the respondent. In qualitative
health research, in-depth interviews are often used to study
the experiences and meanings of disease, and to explore pet-
sonal and sensitive themes. They can also help to identify
potentially modifiable factors for improving health care [9].

Focus groups

Focus groups are semi-structured discussions with groups of
4—12 people that aim to explore a specific set of issues [10].
Moderators often commence the focus group by asking
broad questions about the topic of interest, before asking the
focal questions. Although participants individually answer the
facilitator’s questions, they are encouraged to talk and interact
with each other [11]. This technique is built on the notion
that the group interaction encourages respondents to explore
and clarify individual and shared perspectives [12]. Focus
groups are used to explore views on health issues, programs,
interventions and research.

Methods

Development of a checklist

Search straregy. We performed a comprehensive search for
published checklists used to assess or review qualitative
studies, and guidelines for reporting qualitative studies in:
Medline (1966—Week 1 April 2006), CINAHL (1982—
Week 3 April 2006), Cochrane and Campbell protocols,
systematic reviews of qualitative studies, author or reviewer
guidelines of major medical journals and reference lists of
relevant publications. We identified the terms used to index
the relevant articles already in our possession and performed
a broad search using those search terms. The electronic
databases were searched using terms and text words for
research (standards), health services research (standards) and
qualitative studies (evaluation). Duplicate checklists and
detailed instructions for conducting and analysing qualitative
studies were excluded.

Data extraction. From each of the included publications, we
extracted all criteria for assessing or reporting qualitative
studies. Seventy-six items from 22 checklists were compiled
into a comprehensive list. We recorded the frequency of each
item across all the publications. Items most frequently
included in the checklists related to sampling method, setting
for data collection, method of data collection, respondent

BMJ Open

Consolidated criteria for reporting qualitative research

validation of findings, method of recording data, description
of the derivation of themes and inclusion of supporting
quotations. We grouped all items into three domains: (i)
research team and reflexivity, (i) study design and (iii) data
analysis and reporting. (see Tables 2—4)

Within each domain we simplified all relevant items by
removing duplicates and those that were ambiguous, too
broadly defined, not specific to qualitative research, or
impractical to assess. Where necessary, the remaining items
were rephrased for clarity. Based upon consensus among the
authors, two new items that were considered relevant for
reporting qualitative research were added. The two new items
were identifying the authors who conducted the interview or
focus group and reporting the presence of non-participants
during the interview or focus group. The COREQ checklist
for explicit and comprehensive reporting of qualitative
studies consists of 32 criteria, with a descriptor to sup-
plement each item (Table 1).

COREQ: content and rationale
(see Tables 1)

Domain I: research team and reflexivity

(i) Personal characteristics: Qualitative researchers closely
engage with the research process and participants and are
therefore unable to completely avoid personal bias. Instead
researchers should recognize and clarify for readers their
identity, credentials, occupation, gender, experience and train-
ing. Subsequently this improves the credibility of the findings
by giving readers the ability to assess how these factors
might have influenced the researchers’ observations and
interpretations [13—15].

(i) Relationship with participants: The relationship and
extent of interaction between the researcher and their partici-
pants should be described as it can have an effect on the
participants’ responses and also on the researchers’ undet-
standing of the phenomena [16]. For example, a clinician—
researcher may have a deep understanding of patients’ issues
but their involvement in patient care may inhibit frank dis-
cussion with patient—participants when patients believe that
their responses will affect their treatment. For transparency,
the investigator should identify and state their assumptions
and personal interests in the research topic.

Domain 2: study design

(i) Theoretical framework: Researchers should clarify the
theoretical frameworks underpinning their study so readers
can understand how the researchers explored their research
questions and aims. Theoretical frameworks in qualitative
research include: grounded theory, to build theoties from the
data; ethnography, to understand the culture of groups with
shared characteristics; phenomenology, to describe the
meaning and significance of experiences; discourse analysis,
to analyse linguistic expression; and content analysis, to sys-
tematically organize data into a structured format [10].
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Table | Consolidated critetia for reporting qualitative studies (COREQ): 32-item checklist

Guide questions/description

Domain 1: Research team and reflexivity

Personal Characteristics

1. Interviewer/facilitator

2. Credentials

3. Occupation

4.  Gender

5. Experience and training

Relationship with participants

6. Relationship established

7. Participant knowledge of the
interviewer

8. Interviewer characteristics

Domain 2: study design

Theoretical framework

9. Methodological orientation and
Theory

Participant selection

10. Sampling

11. Method of approach

12. Sample size

13. Non-participation

Setting

14. Setting of data collection

15. Presence of non-participants

16. Description of sample

Data collection

17. Interview guide

18. Repeat interviews

19. Audio/visual recording

20. Field notes

21. Duration

22. Data saturation

23. Transcripts returned

Domain 3: analysis and findingsz

Data analysis

24. Number of data coders

25. Description of the coding tree

26. Derivation of themes

27. Software

28. Participant checking

Reporting

29. Quotations presented

30. Data and findings consistent
31. Clarity of major themes
32. Clarity of minor themes

Which authot/s conducted the interview or focus group? Page 7
What were the researchet’s credentials? E.g. PhAD, MD Page 7
What was their occupation at the time of the study? page 7

Was the researcher male or female? Page 7

What experience or training did the researcher have? page 7

Wias a relationship established prior to study commencement?  Page 7

What did the participants know about the researcher? e.g. personal goals, reasons for doing the
research Page 7

What characteristics were reported about the interviewer /facilitator? e.g. Bias, assumptions,
reasons and interests in the research topic Page 7

What methodological orientation was stated to underpin the study? eg. grounded theory,
disconrse analysis, ethnography, phenomenology, content analysis Page 5

How were participants selected? e,g. purposive, convenience, consecutive, snowball Page 6
How were participants approached? e.g. face-to-face, telephone, mail, email  Page 6
How many participants were in the study? Page 6

How many people refused to participate or dropped out? Reasons? Page 7

Where was the data collected? e.g. home, clinic, workplace Page 6
Wias anyone else present besides the participants and researchers? Page 7
What are the important characteristics of the sample? e.g. demographic data, date Pages 6,7

Were questions, prompts, guides provided by the authors? Was it pilot tested? yeg see
Were repeat interviews carried out? If yes, how many? Page 8
Did the research use audio or visual recording to collect the data? Page 7 materials
Were field notes made during and/or after the interview or focus group? Page 7

What was the duration of the interviews or focus group? Page 8

Was data saturation discussed? Page 8

Were transcripts returned to participants for comment and/or correction? Page 8

How many data coders coded the data?> Page 8

Did authors provide a description of the coding tree? page 7

Were themes identified in advance or derived from the data? Page 8
What software, if applicable, was used to manage the data?  page 8
Did participants provide feedback on the findings? Page 8

Were participant quotations presented to illustrate the themes / findings? Was each
quotation identified? e.g. participant number Pages 11 and 12

Wias there consistency between the data presented and the findings? Pages 11 and 12
Were major themes cleatly presented in the findings? Pages 11 and 12

Is there a description of diverse cases or discussion of minor themes? Pages 11 and 12

supplementar

(i) Participant selection: Researchers should report how
participants were selected. Usually purposive sampling is
used which involves selecting participants who share particu-
lar characteristics and have the potential to provide rich, rele-
vant and diverse data pertinent to the research question

[13, 17]. Convenience sampling is less optimal because it
may fail to capture important perspectives from difficult-
to-reach people [16]. Rigorous attempts to recruit participants
and reasons for non-participation should be stated to reduce
the likelihood of making unsupported statements [18].
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Table 2 Items included in 22 published checklists: Research team and reflexivity domain

Item

Research team and reflexivity

Nature of relationship between the
researcher and participants
Examination of role, bias, influence
Description of role

Identity of the interviewer

Continued and prolonged engagement
Response to events

Prior assumptions and experience
Professional status

Journal, record of personal experience
Effects of research on researcher
Qualifications

Training of the interviewer/ facilitator
Expertise demonstrated

Perception of research at inception
Age

Gender

Social class

Reasons for conducting study
Sufficient contact

Too close to participants

Empathy

References

Distance between researcher and participants °

Background
Familiarity with setting

*Other publications, "Systematic review of qualitative studies; BM]J, British Medical Journal—editor’s checklist for appraising qualitative research); @, item included in the checklist.

€9€
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Table 3 Items included in 22 published checklists: Study design

BMJ Open

Page 34 of 36

Ip 19 8uo] "y

Item

References

Study design

Methodological orientation, ontological or
epistemological basis
Sampling—convenience, purposive

Setting

Characteristics and description of sample
Reasons for participant selection
Non-participation

Inclusion and exclusion, critetia

Identity of the person responsible for recruitment
Sample size

Method of approach

Description of explanation of research to participants
Level and type of participation

Method of data collection, e.g. focus group,
in-depth interview

Audio and visual recording

Transcripts

Setting and location

Saturation of data

Use of a topic guide, tools, questions

Field notes

Changes and modifications

Duration of interview, focus group
Sensitive to participant language and views
Number of interviews, focus groups

Time span

Time and resources available to the study

*Other publications, bSystematic review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research; e, item included in the checklist.
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Table 4 Items included in 22 published checklists: Analysis and reporting

1
2
3 Ttem References
;‘ [26]* [27)* [6° [28]° [32]° [13] [15] [14] [17) [33] [34] [35] [16] [19] [36] [7] [37) [23] [38] [39] [22] BMJ
6 Respondent validation ° ° ° ° ° ° ° ° °
7 Limitations and generalizability ° ° ° ° ° ° °
8 Triangulation ° ° ° ° ° ° ° °
9 Original data, quotation ° o ° ° ° o e o °
10 Derivation of themes explicit ° ° ° ° °
1 Contradictory, diverse, negative cases ° ° ° ° ° ° °
12 Number of data analysts ° ° ° ° ° ° ° °
13 In-depth description of analysis ° ° ° ° ° ° °
14 Sufficient supporting data presented ° ° ° °
15 Data, interpretation and conclusions ° ° ° ° ° °
16 linked and integrated
17 Retain context of data ° ° ° ° °
Explicit findings, presented clearly ° ° ° ° °
18 Outside checks ° ° °
19 Software used ° ° ° °
20 Discussion both for and against the ° ° ° °
21 researchers’ arguments
22 Development of theories, explanations ° ° ° °
23 Numerical data ° ° ° °
24 Coding tree or coding system ° ° °
25 Inter-observer reliability ° .
26 Sufficient insight into meaning/perceptions ° °
27 of participants
28 Reasons for selection of data to support findings ° °
29 New insight ° °
30 Results interpreted in credible, innovative way o
31 Eliminate other theories °
32 Range of views °
33 Distinguish between researcher and °
34 participant voices
35 Proportion of data taken into account o
g? *Other publications, bSystemaﬁc review of qualitative studies; BM], British Medical Journal—editor’s checklist for appraising qualitative research, e, item included in the checklist.
38
39
40 &
4 7
42
43
44
45 For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml
46
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Researchers should report the sample size of their study to
enable readers to assess the diversity of perspectives included.

(i) Setting: Researchers should describe the context in
which the data were collected because it illuminates why pat-
ticipants responded in a particular way. For instance, partici-
pants might be more reserved and feel disempowered talking
in a hospital setting. The presence of non-participants during
interviews or focus groups should be reported as this can
also affect the opinions expressed by participants. For
example, parent interviewees might be reluctant to talk on
sensitive topics if their children are present. Participant
characteristics, such as basic demographic data, should be
reported so readers can consider the relevance of the find-
ings and interpretations to their own situation. This also
allows readers to assess whether perspectives from different
groups were explored and compared, such as patients and
health care providers [13, 19].

(iv) Data collection: The questions and prompts used in
data collection should be provided to enhance the readers’
understanding of the researchet’s focus and to give readers the
ability to assess whether participants were encouraged to
openly convey their viewpoints. Researchers should also report
whether repeat interviews were conducted as this can influence
the rapport developed between the researcher and participants
and affect the richness of data obtained. The method of
recording the participants’ words should be reported.
Generally, audio recording and transcription more accurately
reflect the participants’ views than contemporaneous
researcher notes, more so if participants checked their own
transcript for accuracy [19—21]. Reasons for not audio record-
ing should be provided. In addition, field notes maintain con-
textual details and non-verbal expressions for data analysis and
interpretation [19, 22]. Duration of the interview or focus
group should be reported as this affects the amount of data
obtained. Researchers should also clarify whether participants
were recruited until no new relevant knowledge was being
obtained from new participants (data saturation) [23, 24].

Domain 3: analysis and findings

(i) Data analysis: Specifying the use of multiple coders or
other methods of researcher triangulation can indicate a
broader and more complex understanding of the pheno-
menon. The credibility of the findings can be assessed if the
process of coding (selecting significant sections from partici-
pant statements), and the derivation and identification of
themes are made explicit. Descriptions of coding and
memoing demonstrate how the researchers perceived, exam-
ined and developed their understanding of the data [17, 19].
Researchers sometimes use software packages to assist with
storage, searching and coding of qualitative data. In addition,
obtaining feedback from participants on the research findings
adds validity to the researchet’s interpretations by ensuring
that the participants’ own meanings and perspectives are
represented and not curtailed by the researchers’ own agenda
and knowledge [23].

(i) Reporting: If supporting quotations ate provided,
researchers  should include quotations from different

Page 36 of 36

participants to add transparency and trustworthiness to their
findings and interpretations of the data [17]. Readers should
be able to assess the consistency between the data presented
and the study findings, including the both major and minor
themes. Summary findings, interpretations and theories gen-
erated should be cleatly presented in qualitative research
publications.

Discussion

The COREQ checklist was developed to promote explicit
and comprehensive reporting of qualitative studies (inter-
views and focus groups). The checklist consists of items
specific to reporting qualitative studies and precludes generic
criteria that are applicable to all types of research reports.
COREQ is a comprehensive checklist that covers necessary
components of study design, which should be reported. The
criteria included in the checklist can help researchers to
report important aspects of the research team, study
methods, context of the study, findings, analysis and
interpretations.

At present, we acknowledge there is no empiric basis that
shows that the introduction of COREQ will improve the
quality of reporting of qualitative research. However this is
no different than when CONSORT, QUOROM and other
reporting checklists were introduced. Subsequent research
has shown that these checklists have improved the quality of
reporting of study types relevant to each checklist [5, 25],
and we believe that the effect of COREQ is likely to be
similar. Despite differences in the objectives and methods of
quantitative and qualitative methods, the underlying aim of
transparency in research methods and, at the least, the theor-
ctical possibility of the reader being able to duplicate the
study methods should be the aims of both methodological
approaches. There is a perception among research funding
agencies, clinicians and policy makers, that qualitative
research is ‘second class’ research. Initiatives like COREQ
are designed to encourage improvement in the quality of
reporting of qualitative studies, which will indirectly lead to
improved conduct, and greater recognition of qualitative
research as inherently equal scientific endeavor compared
with quantitative research that is used to assess the quality
and safety of health care. We invite readers to comment on
COREQ to improve the checklist.

References

1. Moher D, Schulz KE Altman D. The CONSORT statement:
revised recommendations for improving the quality of reports
of parallel-group randomized trials. L4M.A 2001;285:1987—91.

2. Moher D, Cook DJ, Eastwood S ¢ al. Improving the quality of
reports of meta-analyses of randomised controlled trials: the
QUOROM statement. Quality of Reporting of Meta-analyses.
Lancet 1999;354:1896—900.

356 For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

1202 4990120 LE U0 159NB Aq 99616/ L/67E/9/6 L/3[01E/0ybul/Woo"dno-oiwapese/:sdpy Wwolj papeojumoq



Page 37 of 36

oNOYTULT D WN =

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

. STROBE Statement: Strengthening the reporting of observa-

tional studies in epidemiology. http://wwwstrobe-statement.
org/Checkliste.html

. Stroup DE Berlin JA, Morton SC e al. Meta-analysis of obser-

vational studies in epidemiology: a proposal for reporting.
Meta-analysis Of Observational Studies in Epidemiology
(MOOSE) group. [AM.A 2000;283:2008—12.

. Moher D, Jones A, Lepage L. Use of the CONSORT

Statement and quality of reports of randomized trials. A com-
patative before-and-after evaluation. [4M.A 2001;285:1992—5.

. Mills E, Jadad AR, Ross C ez a/. Systematic review of qualitative

studies exploring parental beliefs and attitudes toward child-
hood vaccination identified common barriers to vaccination.

] Clin Epidemiol 2005;58:1081—8.

. Knafl KA, Howard NJ. Interpreting and reporting qualitative

research. Res Nurs Health 1984;7:7—14.

. Sofaer S. Qualitative research methods. [nf | Qual Health Care

2002;14:329—-306.

. Wright EB, Holcombe C, Salmon P. Doctor’s communication

of trust, care, and respect in breast cancer: qualitative study.

BM] 2004;328:864 8.

Liamputtong B, Ezzy D. Qualitative Research Methods. 2nd edn.
Melboutne, Victoria: Oxford University Press, 2005.

Krueger RA, Casey MA. Focus Groups. A Practical Guide for
Applied Research. Thousand Oaks CA: Sage Publications, 2000.

Morgan DL. Focus Groups as Qualitative Research. Newbury Park,
California: Sage, 1988.

Giacomini MK, Cook DJ. Users’ guides to the medical litera-
ture XXIII. Qualitative research in health care. A. Are the
results of the study valid? LAM.A 2000;284:357—62.

Malterud K. Qualitative research:standards challenges guide-
lines. Iancer 2001;358:483 —8.

Mays N, Pope C. Qualitative research in health care: assessing
quality in qualitative research. BM] 2000;320:50—2.

Elder NC, William L. Reading and evaluating qualitative
research studies. | Fam Pract 1995;41:279—85.

Cote L, Turgeon . Appraising qualitative research articles in
medicine and medical education. Med Teach 2005;27:71 5.

Altheide D, Johnson J. Criteria for assessing interpretive validity
in qualitative research. In Denzin N, Lincoln Y (eds). Handbook
of Qualitative Research. Thousand Oaks CA: Sage Publications,
1994.

Fossey E, Harvey C, McDermott F ¢7 a/. Understanding and eval-
uating qualitative research. Aust N Z | Psychiatry 2002;36:717—32.

Seale C, Silverman S. Ensuring rigour in qualitative research.
Eur ] Public Health 1997;7:379—84.

Scheff T. Single case analysis in the health sciences. Ewur | Public
Health 1995;5:72—4.

Bluff R. Evaluating qualitative research. Br | Midwifery
1997;5:232—5.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

BMJ Open

Consolidated criteria for reporting qualitative research

Popay J, Rogers A, Williams G. Rationale and standards for the
systematic review of qualitative literature in health services
research. Oual Health Res 1998;8:341—51.

Blumer H. Critigues  of Research, in  the Social  Sciences.
New Brunswick, NJ: Transaction Books, 1979.

Delaney A, Bagshaw SM, Ferland A ef al. A systematic evalu-
ation of the quality of meta-anlyses in the critical care literature.
Crit Care 2005;9:575—82.

Critical Skills Appraisal Programme (CASP) 10 Questions to
help you make sense of qualitative research: Milton Keynes
Primary Care Trust, 2002.

Spencer L, Ritchie ], Lewis | ez al. Quality in Qualitative Evaluation:
A Framework for Assessing Research Fuvidence. 1ondon: Cabinet
Office. Government Chief Social Researcher’s Office, 2003.

Campbell R, Pound P, Pope C e¢7 a/. Evaluating meta-cthnography:
a synthesis of qualitative research on lay experience of diabetes

and diabetes care. Soc St Med 2003;56:671—84.

Feder GS, Hutson M, Ramsay I ez 2/ Women exposed to inti-
mate partner violence: expectations and experiences when they
encounter health care professionals: a meta-analysis of qualita-
tive studies. Arch Intern Med 2006;166:22—37.

Pound P, Britten N, Morgan M ¢ al. Resisting medicines: a syn-
thesis of qualitative studies of medicine taking. Soc Sei Med
2005;61:133-55.

Smith LK, Pope C, Botha JI.. Patients” help-secking experiences
and delay in cancer presentation: a qualitative synthesis. Lancet
2005;366:825—31.

Walter FM, Emery ], Braithwaite D e a/. Lay understanding of
familial risk of common chronic diseases: a systematic review
and synthesis of qualitative research. Ann Fam Med 2004,
2:583-94.

Inui TS, Frankel RM. Evaluating the quality of qualitative
research: a proposal pro-term. | Gen Intern Med 1991;6:485—06.

Boulton M, Fitzpatrick R, Swinburn C. Qualitative research in
health care: II A structured review and evaluation of studies.
] Eval Clin Pract 1996;2:171-9.

Dixon-Woods M, Shaw RL, Agarwal S ¢ a/. The problem of
appraising  qualitative  research.  Qwal Saf Health — Care
2004;13:223-5.

Hoddinott B, Pill R. A review of recently published qualitative
research in general practice. More methodological questions
than answers? Fam Pract 1997;14:313-9.

Kuzel AJ, Engel JD, Addison RB ¢/ al. Desirable features of
qualitative research. Fam Pract Res | 1994;14:369—78.

Treloar C, Champness S, Simpson PL ef al. Critical appraisal
checklist for qualitative research studies. Indian | Pediatr
2000;67:347-51.

Cesario S, Morin K, Santa-Donato A. Evaluating the level of
evidence in qualitative research. | Obstet Gyneco! Neonatal Nurs
2001;31:708—14.

Accepted for publication 7 July 2007

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml 357

1202 4990120 LE U0 159NB Aq 99616/ L/67E/9/6 L/3[01E/0ybul/Woo"dno-oiwapese/:sdpy Wwolj papeojumoq



