meet the program targets stated in the National Child Health Policy (FMOH, 2006). The results will
provide useful evidence to help development partners and donors make informed decisions about the
best approaches in different regions and settings to support implementation of ICCM as a strategy to
prevent high infant and child mortality resulting from preventable causes such as diarrhea, malaria, and
pneumonia. Furthermore, these results will allow government and donor agencies to use their resources
more effectively to achieve optimally cost-effective interventions.

Figure 1. The Nigeria Integrated Community Case Management Implementation Framework

Source: Nigeria Federal Ministry of Health, 2015
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METHODS

This study was conducted between January and December 2016 by a research team from the International
Health and Development Analysis Center with financial support from MEASURE Evaluation, which is
funded by the United States Agency for International Development (USAID). The study involved an
analysis of the 2008 and 2013 NDHS data and qualitative interviews with members of selected
communities, community leaders, health facility staff, and representatives of the FMOH. This section
presents detailed information about the study’s design, data collection procedure, and data analysis plan.

Study Setting

The study started with a review of the quantitative data for the 2008 and 2013 NHDS, to identify
variables of interest to the research. Qualitative interviews were conducted with community members and
gatekeepers! in two Nigerian states—Benue, in the North Central region, and Sokoto, in the North
West—that are currently implementing ICCM. The objective of the study was to elicit information on
coverage and use of designated ICCM providers in both states and compare the coverage with findings
from the NDHS.

Sampling Strategy

Benue and Sokoto states were purposefully selected for the qualitative interviews. Male and female
participants for the qualitative data were selected across relevant groups—such as community
gatekeepers, health workers, and policymakers at the State Ministry of Health (SMOH)—with equal
representation in rural and urban communities in each state. Mothers and fathers of CU5 were recruited
for FGDs. The cadres of health workers in the FGDs were nurses, midwives, and community health
extension workers (CHEWSs). FGD sessions for all categories of participants were conducted separately.
Two FGD sessions were held for each of the groups that participated in the study. The focus groups
consisted of six to eight participants per group, for a total of 32 participants. Final sample size was guided
by the need to have at least two interview groups in each sublocation to allow comparison of findings

within and between locations, for quality assurance. Four KlIs were conducted with traditional leaders
and six with SMOH staff.

Design of Interview Guides

Both the FGD and KII guides were tailored to address the objective of the study as it applies to the
different types of groups. For instance, the guides for health workers had more technical questions,
pertaining to knowledge, prevention, and treatment of childhood illnesses, whereas the questions for
parents targeted their knowledge and treatment-seeking behavior for childhood illnesses. Questions about
community participation in the prevention and control of childhood illnesses targeted gatekeepers, but
questions on capacity, strategy, and policy issues related to ICCM were directed to participants from the
SMOH. Therefore, each respondent group was asked a specific set of questions, developed through desk
and literature review,? that had been pretested and revised before being administered. Findings from the
qualitative component were triangulated with the quantitative data analysis.

'Gatekeepers are individuals who aid researchers in accessing target communities or groups, especially
communities prone to security challenges or people who are not easily contacted, such as men who have sex with
men, female sex workers, or people who inject drugs.

2 Some of the documents reviewed are 2009-2013 FMOH Strategic Plan, National Guidelines for Diagnosis and
Treatment of Malaria (2015 - Third Version), 2015 WHO Malaria Treatment Guidelines, and The National Integrated
Community Case Management Implementation Framework: A Roadmap to iCCM implementation in Nigeria.
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Selection and Training of Data Collectors

One field coordinator was recruited for each state. The coordinators were experienced in field
organization for qualitative data collection and spoke the local languages of the two states. A training of
trainers was held for the coordinators in Abuja. At the training, the coordinators were introduced to the
study objectives and data collection tools. The tools and questions were discussed to make sure they were
understood and valid. During the training, sessions were held on how to recruit FGD participants, how
to set up the venue, the roles and responsibilities of facilitators and notetakers, how to conduct FGDs
and KllIs, and the importance of making discussions participatory. Step-down trainings were held in each
state for the facilitators and notetakers. Two facilitators and two notetakers were recruited per state. Prior
to data collection, data collectors went through the same training topics as the fieldcoordinators and role-
played their responsibilities.

Translations of the Tool

The tools were translated into the local languages during the training of facilitators and notetakers.
Translations were conducted jointly, and agreement was reached on appropriate translations and the
meanings of all questions. This was to ensure that all facilitators asked the questions in the same way.

Recruitment of Participants

Contact people in each state recruited the participants for the FGDs and KlIs. The contacts were from
the respective states and had local knowledge of the culture and terrain. After introducing the goal and
objectives of the study, the contacts were briefed on the recruitment strategies and the inclusion and
exclusion criteria for the selection of participants. Categories of desired FGD participants were given to
the contacts, who then spoke to the respective gatekeepers to get permission. A list of people who agreed
to participate in the discussions was made, and dates and venues for the sessions were agreed upon.
Interviews with key informants were held in government officials’ offices and opinion leaders” homes at
fixed dates and times.

Analytical Strategy

Data from the NDHS were analyzed using Stata software. Reported cases of childhood fever, diarrhea,
and pneumonia in CU5 were obtained from the 2008 and 2013 NDHS. Data from respondents whose
children never experienced any of the childhood illnesses was filtered out. Further analyses of the data
were based on this subset of childhood illnesses.

Frequencies were generated for study participants’ demographic characteristics (such as age, religion, level
of educational attainment, household wealth index, and place of residence), and these frequencies were
compared with the NDHS 2008 and 2013 datasets. A chi-squared test of association between
demographic characteristics and occurrence of childhood illnesses was conducted to identify statistically
significant determinants. A similar analysis was performed for treatment-seeking for childhood illness.
Because the NDHS did not include questions on treatment-seeking from a trained ICCM provider, a
proxy was generated based on cases of childhood illnesses medically treated by nonfacility-based
providers (filtering out all hospitals, pharmacies, and chemist stores). A logistic regression analysis was
conducted to determine the likelihood of seeking treatment for childhood illnesses and the likelihood of
seeking treatment from a nonfacility-based provider, with respect to significant demographic variables
from the chi-squared test of association. All results were tabulated, and results were analyzed based on the
0.05 significance level.

Responses from the qualitative interviews were captured by audio recording and transcribed for analysis.
Themes were identified through content review. Findings were compared across year of study, level of
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education of caregivers, place of residence, geopolitical zone, wealth index, age group, sex of child, and
sex of household head.

Ethical Consideration

All analyses were based on the 2008 and 2013 Nigeria Demographic and Health Survey data available on
the Monitoring and Evaluation to Assess and Use Results Demographic and Health Surveys website
(2008; 2013). The NDHS datasets received ethical approval from both local and international research
ethics committees. The qualitative aspect of this study was conducted in accordance with the principles of
respect for person, benevolence, and justice (United States Department of Health, Education, and
Welfare, 1978). All responses to interviews were treated with confidentiality. Names of respondents were
neither included in nor tied to responses in the final report. Informed consent was obtained from all
respondents. All study documents were submitted to the national health research ethics committee, and a
waiver of ethical approval was granted before the study began. Approval for collecting the qualitative data
was given by the National Health Ethical Review Committee in Nigeria and by the SMOHs in Benue and
Sokoto.

Quality Assurance

Discussion guides were pretested and revised based on feedback from the pre-test. The facilitators and
notetakers were also trained in the field after the initial field coordinator training, to ensure validity of the
data. Interviews were conducted in the most comfortable language for each respondent. Experienced
research supervisors were engaged and trained for data collection. In addition to note-taking during the
interviews, responses were captured in audio recordings and transcribed.
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RESULTS

Incidence of Childhood llinesses from the 2008 and 2013 Nigeria
Demographic and Health Survey

Data analysis was based on reported cases of diarrhea, pneumonia, and fever in CU5 that had occurred
within the two weeks preceding the survey. The study revealed a downward trend in the incidence of
childhood illness between 2008 and 2013. About 3 percent of CU5 experienced fever, diarrhea, and
pneumonia in 2013, compared with about 4 percent in 2008. Incidence of diarrhea in CU5 remained at 10
percent in 2008 and 2013. There was a higher number of reported cases of diarrhea among caregivers
with no formal education, and the number decreased with increasing levels of education. A similar trend
was observed with the wealth index; caregivers in the poorest wealth category reported more cases of
diarrhea in CU5 than their counterparts in the wealthier category. Furthermore, North West and North
East Nigeria reported a higher incidence of diarrhea than other geopolitical zones, and rural residents
reported more cases of diarrhea than their urban counterparts. Table 1 presents episodes of diarrhea in
CUS5 according to selected sociodemographic characteristics.

Fever is the main symptom for malaria, with more than 70 percent of people with fever testing positive
for malaria, especially in malaria-endemic countries such as Nigeria. About 16 percent of caregivers
reported an episode of fever in CU5 in 2008—a number that declined to 13 percent in 2013. Further
analysis revealed no urban-rural difference or difference in occurrence of fever based on caregivers’
educational level. South East Nigeria reported the highest number of fever cases in 2008, closely followed
by the North East, whereas in 2013, more episodes of diarrhea were reported by the North East than any
other geopolitical zone. We observed slightly more diarrhea cases reported by caregivers in the poorest
and poorer wealth quintiles in 2008, and female-headed households reported more cases of fever than
male-headed houscholds in 2013. Table 2 presents episodes of fever in CU5 according to selected
sociodemographic characteristics.

Pneumonia, diagnosable by a cough and short, rapid breaths, was reported for about 1.2 percent of CU5
in 2008 and 1 percent in 2013. Among CU5 with a cough in urban communities in 2008, 1.2 percent
showed symptoms of pneumonia in 2008, and 0.8 percent in 2013. In 2008 and 2013, incidence of cough
with short, rapid breaths in CU5 reduced with caregivers’ increasing level of education and with
increasing wealth index. The most cases of cough with short, rapid breaths were reported in North East
Nigeria in 2008 and in North Central in 2013. In general, more cases of cough with short, rapid breaths
were reported in Northern Nigeria than Southern Nigeria. Incidence of cough with short, rapid breaths
was similar among male and female CUS5, but more cases were reported among male-headed households
than female-headed households. Table 3 presents episodes of cough with short, rapid breaths among
CUS5, according to selected sociodemographic characteristics.
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