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ABSTRACT
Objective  To explore healthcare 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 semistructured 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 and Clark 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 ranged from fearful to considering it as a ‘scam’ 
or ‘falsification from the government’. Underlying distrust 
in government fuelled 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 
with 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 immunisation.
Conclusion  The first wave of the COVID-19 pandemic in 
Lagos was associated with reductions in care seeking for 
children, clinic attendance for childhood immunisations 
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.
Trial registration number  ACTRN12621001071819.

INTRODUCTION
The COVID-19 pandemic was declared a public 
health emergency of international concern 
in January 2020 by WHO.1 Differential nega-
tive 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 partic-
ularly in sub-Saharan Africa have reported 
low mortality,2 but have suffered significant 
social and economic impacts with recovery, 
likely to take a protracted course.3 As of 27 
March 2022, over 8 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.4 5 Within Africa, Nigeria reported the 
fourth highest number of COVID-19 cases 
in 2020–2021, with 215 164 reported cases 

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 semistructured interviews, conducted 
while the pandemic was ongoing, provided the op-
portunity 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 commu-
nities and healthcare workers were not consulted in 
the design of the interview guides.
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(3.4% of the African total) and 92 million estimated 
cases.6 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 8

The pandemic has been a major stressor to health 
systems, exposing and exacerbating pre-existing fragility 
and inequities within the system.9 10 Given the absence 
of effective and widely available COVID-19 treatments 
during the first and second waves—February to October 
2020, and November 2020 to April 2021, respectively,11 
containment measures were based on public health 
measures like movement and travel restrictions (ie, ‘lock-
downs’), physical distancing, personal hygiene and use 
of personal protective equipment.12 Negative impacts of 
these containment measures on social life and mental 
well-being, education, economy, health service delivery 
and utilisation have been reported, but mostly from non-
empirical data and outside the African context.13–18 Early 
predictions of Africa being hit worst by the COVID-19 
pandemic did not manifest,19 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 are 
lacking.20 21

In March 2020, the Nigerian government imposed 
several public health measures. The initial COVID-19 
pandemic wave in Nigeria was characterised by fear, 
confusion and instability in the existing social structures, 
with misinformation fuelled by social media reports and 
lockdown measures imposed by the government.7 22–25 
These may have had knock-on effects on healthcare 
service utilisation and delivery. While multiple studies, 
largely from high-income contexts, have reported reduc-
tions in child illnesses and hospital admissions during 
periods of COVID-19 restrictions, fewer have explored 
the role of changes in care seeking behaviour for chil-
dren during this period and their implications for future 
public health responses to disease outbreaks.16 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.27 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.29 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.

METHODS
Study design
This was an exploratory qualitative study using reflexive 
thematic analysis according to Braun and Clark.30 We 
conducted semistructured 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 to October 2020, and November 2020 to April 
2021). The study was conducted as part of the process 
evaluation of the Lagos INSPIRING Project, which is eval-
uating a child pneumonia health system intervention. We 
followed the Consolidated Criteria for Reporting Qualita-
tive Research guidelines for reporting.31

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 2022,32 and is an economic hub in West 
Africa. Ikorodu is one of five administrative divisions of 
Lagos. It is a periurban area, with fishing as the predomi-
nant economic activity in the rural parts of the LGA, and 
small-scale and medium-scale entrepreneurship as the 
major economic activity in the urban parts of the LGA. 
The LGA is served by 2 government-owned secondary 
health facilities (general hospitals), 28 primary health-
care centres (PHCs) and over 100 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 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 30 
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 prohi-
bition of mass gatherings except for funeral services.33 
Unlike PHCs and private health facilities, service provi-
sions were limited to emergency cases in the public 
secondary-level facilities. A gradual easing of the lock-
down commenced from 4 May 2020 with no reinstate-
ment of movement restrictions during the second wave 
(see online supplemental appendix I).7 In addition, there 
was a period of civil unrest in Lagos, including Ikorodu 
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LGA (the ‘EndSARS’ protests against police brutality34), 
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) were adapted to 
each facility. We recruited caregivers of children under 5 
years presenting at the outpatient departments (ie, with 
an illness) or immunisation clinics (ie, healthy children) 
of seven flagship PHCs and one secondary hospital. Care-
givers 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 immu-
nisation 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.

Data collection
Interviews were conducted from 10 December 2020 to 
18 March 2021. The semistructured 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 
sociodemographic information, their experiences of 
2020 in light of COVID-19 including their perception of 
the illness and economic impacts, and care seeking prac-
tices for children under 5 years. The interview guide for 
healthcare provider interviews had three sections focused 
on: service provision, facility adaptation to the COVID-19 
pandemic and care seeking for sick under-five children 
(see online supplemental appendices II–IV).

The research team comprised paediatricians, 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 partic-
ipants based at each facility. Interviews were conducted 
in English or Yoruba (the indigenous local language in 
Ikorodu LGA), depending on the participant prefer-
ence. 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.35 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 and 40 min 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.

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 number of children (range) 2 (1–5) Median year of experience 11 (2–40)

Educational level Educational level

 � Primary 2 (6.3)  � Diploma 9 (47.4)

 � Secondary 13 (40.6)  � Tertiary 9 (47.4)

 � 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.
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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.36 
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 subthemes, which were 
refined in subsequent analysis meetings. The process 
continued until 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 codesign 
workshop involving representatives from the Nigerian 
governments, community-based organisations, profes-
sionals, 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 stake-
holders including healthcare providers and community-
based organisations.38

FINDINGS
We identified two overarching themes which were 
common to caregivers and healthcare workers: appro-
priating 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.

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 I am a medical practi-
tioner 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 govern-
ment 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 hap-
pening, 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. (Community 
health extension worker (CHEW)—female, public 
facility)

Table 2  Summary of themes and subthemes

Organising themes Themes Subthemes

Appropriating 
COVID-19 in the belief 
systems

Political placement of 
COVID-19

Disbelief in the virus existence

Misinformation and misconceptions about COVID-19

Sociotheological 
placement of COVID-19

Religious explanation for COVID-19

Social placement of COVID-19

Medical placement of 
COVID-19

COVID-19 infection is real

Healthcare as a source of infection

Ambiguity about 
COVID-19 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 vaccine among community members or caregivers
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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 peo-
ple 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, one 
child)

Other participants believed that COVID-19 existed as a 
symptomatic disease caused by a medical germ. Health-
care 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 consid-
ered high-risk places, this perception resulted in (1) 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 (2) delayed 
presentation at health facilities when the child’s condi-
tion 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 run-
ning 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, 
three 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 equip-
ment. 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.

The lockdown was perceived as an unpleasant and diffi-
cult period as participants were restricted to indoor liveli-
hoods 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 exacer-
bated, and caregivers reported reducing their consump-
tion 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 govern-
ment teachers but private teachers. When the lock-
down 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, noth-
ing, nothing. For them to feed was problem, [never 
mind] if the baby falls sick, and now there is no mon-
ey to take the baby to hospital. Sometimes, they will 
go and do herbal, this thing agbo (herbal concoc-
tion). (Mother—healthy child, three children)

Health facilities made adjustments to ensure contin-
uous 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 assump-
tion of PHC closures during the lockdown (secondary 
facilities were closed to non-emergency cases), compli-
ance with the lockdown order and fear of COVID-19 
partly contributed to reduced attendance at the immuni-
sation 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 immuniza-
tion. 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 
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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—fe-
male, 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 
suboptimal quality compared with 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)

However, some healthcare providers and caregivers had 
positive perceptions of the vaccine, describing it as bene-
ficial 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 using an existing routine immunisation 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, four 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 recipi-
ents were identified as drivers of uptake among health-
care 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. I wasn’t expecting people to 
come out. It was supposed to be a 10-day program 
[…] but we extended further for four weeks or there-
about. 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 
healthcare services to children during future pandemics. 
In the Nigerian context, participants reported both direct 
and indirect effects on care seeking for children, espe-
cially 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 chil-
dren 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 misinfor-
mation, 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 (eg, 
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,16 39 40 and therefore require consid-
eration and active management in future outbreaks.41 
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.42 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.

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 (eg, wanting to avoid isola-
tion centres), some took it seriously and many integrated 
religious interpretations into their understanding of the 
disease. A study conducted in Nigeria found that religion 
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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.43 Addi-
tionally, some religious organisations actively encouraged 
adherence to COVID-19 preventive measures.43 These 
findings highlight the dynamic process of classifying new 
diseases, as seen in the emergence of Ebola disease,44 and 
the need for sociocultural considerations and commu-
nity participation in public health planning and commu-
nication, as well as active feedback and management of 
rumours and misinformation during the response.45 46

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,47 but contrasts with a study conducted in the 
Netherlands which reported parental non-deterrence 
in care seeking for a sick child.48 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 commu-
nity were barriers to parental care seeking.49 Worsened 
household income and food security reported during 
the acute phase of COVID-19 are in keeping with find-
ings in other African countries, and these have the poten-
tial to exacerbate child malnutrition and mortality.50 51 
Like in other settings,52–55 we found evidence suggesting 
decreased childhood immunisation 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-19.49 56–58 The resultant self-management of 
childhood illness and decreased healthcare service util-
isation are in keeping with other studies from Europe 
and Africa.57–60 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.61–63 A study conducted in Uganda also 
found higher neonatal mortality and morbidity during the 
lockdown.64 Estimating the impacts of reduced hospital 
visits, seeking care from alternative sources, delayed 
hospital visits and increased self-medication for sick chil-
dren 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 healthcare access for 
children.20 65 A study conducted in the UK hypothesised 

that decreased incidence of childhood illness during the 
lockdown period contributed to low paediatric admission 
for common and severe childhood illness during the lock-
down;66 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 68 Our findings are 
in agreement with studies in Nigeria which found that 
non-adherence to recommended preventive measures 
for COVID-19 was centred on political distrust, stem-
ming from decades of perceived bad governance.68 69 
The mixed perception towards COVID-19 in Nigeria was 
therefore not surprising and similar controversies have 
been reported across several regions globally.70 In times 
of uncertainty, a coping strategy is to use religion to 
provide explanations for strange events,71and these may 
conflict with emerging scientific evidence (particularly as 
conclusions change with new data) and frustrate contain-
ment measures.72 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.45 Early reported cases of COVID-19 in the 
country were among foreigners and high-profile poli-
ticians. Linking COVID-19 results to known public offi-
cers 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.73

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 Arce et al which found higher willingness to receive 
COVID-19 vaccine in low and middle-income coun-
tries compared with high-income countries in which 
the survey was done.74 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-19.75 The concern 
about the unprecedented short period to vaccine produc-
tion and licensing underscores the need for sustained and 
increased efforts towards 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-19.76–78 Meanwhile, vaccine hesi-
tancy among healthcare providers requires attention for 
increased and sustained COVID-19 vaccine coverage in 
the long term.79
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This study had limitations. First, we recruited care-
givers from PHCs only and did not gather perspectives 
from other community members. This may mean that 
the perspectives captured here underestimate nega-
tive effects on care seeking. More so, given that partici-
pants 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 outpatient attendance for children (online 
supplemental 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 trans-
ferrable to other low and middle-income countries with a 
similar weak health system and where distrust of govern-
ment has been a problem.

CONCLUSION
The interpretation of the emergence of a new disease 
classification is dynamic and multifaceted. 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. Strength-
ening health and social support system interventions, 
notably around ensuring access to healthcare is not nega-
tively affected, is crucial to building adaptive capacity for 
future disease outbreaks, pandemics and building public 
trust.
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Appendix I: -Ease of COVID – 19 Lockdown in Nigeria 

 Phase 1 Phase 2 Phase 3 Phase 4 Phase 5 

Start date 

 

End date 

4th May 2020  

 

1st June 2020 

2nd June 2020 

 

18th October 2020 

19th October 

2020 

11th May 

2021 

2nd April 

2022 

Land travel 

(Interstate) 

Banned except for 

essential services and 

movement of goods and 

services only 

Open under strict 

conditions: Allowed for 

essential services and 

movement of goods and 

services only 

Open Open Open 

Land travel 

(Intrastate) 

Limited to 6 am-6 pm 

with a 50% reduction in 

bus occupancy 

Open Open Open Open 

Airspace Closed for most 

passenger flights. Open 

to cargo and specially 

approved flights only 

Open for domestic 

flights, limited for 

essential international 

flights until August 26 

Open for 

domestic and 

international 

flights 

Open for 

domestic 

and 

international 

flights 

Open for 

domestic 

and 

international 

flights  

Movement Curfew from 8pm to 

6am 

Curfew from 10pm – 

4am 

12am to 4am Curfew from 

12am – 4am  

No 

restrictions 

Working hours 9 am to 2 pm 9 am – 2 pm for 

Government/other 

corporate offices 

All 

government 

staff on 

grade level 

12 and 

below to 

continue 

staying at 

home  

 

No limit for 

private and 

other 

corporate 

bodies 

All 

government 

staff on 

grade level 

12 and 

below to 

continue 

staying at 

home until 

11th June 

2021 

 

No limit for 

private and 

other 

corporate 

bodies 

No 

restrictions 

Workspace 50% staff occupancy or 

less 

75% staff occupancy or 

less 

50% for clients 

100% 

occupancy 

No limits but 

virtual 

meetings 

and work 

from home 

encouraged 

No 

restrictions 

Entertainment 

activities 

Banned Banned Open Open with 

some 

restrictions 

(bars, night 

clubs, pubs 

remained 

closed) 

Open at 

50% 

capacity 

Mass gathering Limited to 20 people or 

less 

Limited to 20 people or 

less 

Limited to 

50 people or 

less 

Limited to 

50 people or 

less except 

with 

permission 

Open 
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from the 

state 

government 

Religious 

gathering 

Restricted Restricted Restricted 

(subject to 

the protocol 

from the 

state 

government 

and the 

federal 

capital 

territory 

Limited to 

less than 

50% 

capacity 

 

Gathering 

more than 50 

people must 

be held 

outdoors 

only 

  Open  

Schools Closed Closed, but special 

consideration for 

graduation exams 

Open Open Open 

Markets Partial closure (opened 

only on designated days 

weekly between 8.00 

am-3.00 pm) 

Controlled access by 

local authorities 

Open  Open Open 

Face masks Mandatory for all 

persons in public spaces 

Mandatory for all 

persons in public spaces 

Mandatory 

for all 

persons in 

public 

spaces 

Mandatory 

for all 

persons in 

public 

spaces 

Mandatory 

for indoor 

activities 

only, but at 

individual 

discretion 

for outdoor 

activities 

Banks and other 

financial 

institutions 

Limited staff physically 

to between 30%-50% 

Limited staff physically 

to 75% or less. Operated 

for normal working 

hours 

Open  Open  Open  

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

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

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

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

• Data collection was done during the phase 3 

• 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. 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 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 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. If yes, 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 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. 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? 

2. Was your child referred?  

3. Did you honour the referral?  

4. 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!
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Appendix V    Outpatient attendance for under-five children in the 7 flagship facilities in Ikorodu LGA ( January-June 2020)* 

*Lagos placed on lockdown on the 30 March 2020 

 ¥ Facility register not found 

Year 
Flagship PHCs 

  

 2020 Ikorodu Igbogbo Odonla Agbede Ipakodo Imota Oke-Eletu¥ 

J
a

n
u

a
ry

—
M

a
rc

h
 

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 -  

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

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

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

A
p

ri
l—

J
u

n
e 

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 

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