AN APPRAISAL OF THE OMICRON VARIANT OF COVID-19 IN NIGERIA
ABSTRACT
This study was carried out on the appraise of omicron variant of covid-19 in Nigeria using Lagos State Ministry Of Health as a case study. To achieve this, the significant research objectives were formulated. The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprises of staff  of Lagos State Ministry Of Health. In determining the sample size, the researcher conveniently selected 56 respondents while 55 were received and 50 were validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables and mean scores. The result of the findings reveals that the prevalence of omicron variant of covid-19 in Nigeria is high. The findings also revealed that Omicron variant of covid-19 significantly affects economic activities in Nigeria, and the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria include; travel bans, movements restriction, enacting strict quarantine laws, and compulsory vaccination. In regard to the findings, the study recommends a deployment of effective PCR kit capable of detecting new B.1.1.529 variant in all laboratories; deployment of a fast testing kit at the entry point that can detect the new B.1.1529 variant for any suspected case; and efficient contact tracing (using technology) for all incoming passengers into the country.
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CHAPTER ONE
INTRODUCTION
1.1    BACKGROUND OF THE STUDY
The coronavirus disease 2019 (covid-19), which was discovered in Wuhan, China, in December 2019, has spread fast to practically every corner of the world Lorfa (2020). The condition is caused by the severe acute respiratory syndrome Coronavirus 2, a novel and severe variant of coronavirus (sarscov-2)[1]. The coronavirus has caused not only interruptions in regular socioeconomic activity, but also disease and mortality due to its high contagiousness. Because there is no commonly accepted pharmacological solution,  except for introduction of vaccines, the greatest method of prophylaxis may be preventative measures that counsel against infections and limit illness transmission [2].
However, though vaccines have been created and distributed, the virus keeps mutating. According to World Health Organization[4] there have been different variants of the virus with the latest being the omicron variant. On November 24, 2021, the World Health Organization received notification of a new variety of SARS-CoV-2, B.1.1.529 (WHO). This new variety was discovered in specimens taken in Botswana on November 11, 2021, and in South Africa on November 14, 2021[4]. 
On the suggestion of who's technical advisory group on virus evolution, WHO recognized the variety b.1.1.529 as a variant of concern, naming it Omicron, on november 26, 2021[7].  This conclusion was made based on data submitted to the tag-ve indicating omicron has many alterations that may affect how it acts, such as how easy it spreads or the degree of sickness it causes. Researchers in South Africa and throughout the world have and are undertaking research to better understand various facets of Omicron, and the results of these studies will be shared when they become available[6]. 
It is however unclear if Omicron is more transmissible than other variations, including Delta. The number of persons testing positive for this new variant is alarming and it has triggered reactions from all over the world, with countries imposing travel bans, restricting movements and enacting strict quarantine laws. Precautionary steps are required during the early stages of the variant to guard against potential harm and to limit transmission[2]. As a result, the Nigerian government has implemented some containment methods like compulsory vaccination before travel, testing and quarantine of international visitors and the limitation of travel. This has interfered with people's everyday lives and resulted in serious economic loss and social disturbance (World Health Organization 2021). 
1.2 STATEMENT OF THE PROBLEM
Although Omicron is more transmissible than other variations, including Delta. The number of persons testing positive for this new variant in Nigeria is alarming and it has triggered reactions from all over the world, with countries imposing travel bans, restricting movements and enacting strict quarantine laws[3].
Consequently, the case in Nigerian is being triggered by poor level of awareness about the infectious illness, which has caused people to behave in ways that may avoid infection[7]. As a result, persons may need to be informed about the possible hazards of this new variant in order to take the necessary precautions. Given the importance of understanding of preventive measures in preventing the spread of COVID-19 and its variants, it is critical to do study on people's health knowledge during this time[3].
1.3 OBJECTIVES OF THE STUDY
The primary objective of this study is to appraise the omicron variant of covid-19 in Nigeria. Other objectives of this study are:
To determine the prevalence of omicron variant of covid-19 in Nigeria.
To determine whether omicron variant of covid-19 significantly affects economic activities in Nigeria.
To ascertain the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria.
1.4 RESEARCH QUESTIONS
The study will be guide by the following questions;
What is the prevalence of omicron variant of covid-19 in Nigeria?
Does omicron variant of covid-19 significantly affects the economic activities in Nigeria.
Iii. What are the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria.
1.5 SIGNIFICANCE OF THE STUDY
This study will be greatly significant to the general public as the findings of this study will show the effects of the omicron variant on citizens lifestyle and social gathering. This study will also be beneficial to the health sector as this study will show the level of awareness the public has about the omicron variant and thus will do more to sensitize the public on the the variant.
1.6 SCOPE OF THE STUDY
This study will be focused on the appraise of omicron variant of covid-19 in Nigeria. The study further narrows to the prevalence of omicron variant of covid-19 in Nigeria, the effect of omicron variant of covid-19 on economic activities in Nigeria, and the measures put in place to curtail the spread of omicron variant of covid-19 in Nigeria. The respondents for the study will be obtained from Lagos State Ministry Of Health.
1.7 LIMITATION OF THE STUDY
Like in every human endeavour, the researcher encountered slight constraints while carrying out the study. Insufficient funds tend to impede the efficiency of the researcher in sourcing for the relevant materials, literature, or information and in the process of data collection, which is why the researcher resorted to a limited choice of sample size. More so, the researcher simultaneously engaged in this study with other academic work. As a result, the amount of time spent on research will be reduced.
1.8 DEFINITION OF TERMS
Omicron variant: The Omicron variant is a variant of SARS-CoV-2, the virus that causes COVID-19. It was first reported to the World Health Organization from South Africa on 24 November 2021. On 26 November 2021, the WHO designated it as a variant of concern and named it after omicron, the fifteenth letter in the Greek alphabet.
CHAPTER TWO
LITERATURE REVIEW
INTRODUCTION
Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.
Precisely, the chapter will be considered in two sub-headings:
Conceptual Framework
Theoretical Framework
Chapter Summary
2.1
CONCEPTUAL FRAMEWORK
Coronavirus
The Corona virus is a large group of viruses that resemble a crown. The word corona is a Latin word meaning crown (12). There are different types of corona viruses and people around the world commonly get infected with human corona viruses 229E, NL63, OC43, and HKU1. The Middle East Respiratory Syndrome or MERS-CoV; Severe Acute Respiratory Syndrome or SARS; and novel Corona virus or SARS-CoV-2 are all caused by corona viruses and result in severe respiratory illnesses[14]. The 2019 novel corona virus (SARS-CoV-2), which causes COVID-19, was first identified in Wuhan, China, among people having pneumonia. These ones were associated with seafood and the live animal market. In China, as of February 14, 2020, there were 51986 confirmed cases in a single province (Hubei); out of which, 1318 cases died [9].
Transmission
The role of the Huanan Seafood Wholesale Market in propagating the disease is unclear. Many initial COVID-19 cases were linked to this market, suggesting that SARS-CoV-2 was transmitted from animals to humans[4]. However, a genomic study has provided evidence that the virus was introduced from another, yet unknown location, into the market where it spread more rapidly, although human-to-human transmission may have occurred earlier. Clusters of infected family members and medical workers have confirmed the presence of person-to-person transmission[11]. After January 1, less than 10% of patients had market exposure and more than 70% of patients had no exposure to the market. Person-to-person transmission is thought to occur among close contacts mainly via respiratory droplets produced when an infected person coughs or sneezes[2]. Fomites may be a large source of transmission, as SARS-CoV has been found to persist on surfaces for up to 96 hours and other coronaviruses for up to 9 days. Whether or not there is asymptomatic transmission of disease is controversial. Findings about disease characteristics are rapidly changing and subject to selection bias. A study indicated the mean incubation period was 5.2 days (95% confidence interval 95%CI). The incubation period has been found to be as long as 19 or 24 days, although case definition typically relies on a 14-day window[22].
General Knowledge Of Covid-19
In a study by Ama, Shaibu and Burnette (2020:147) it was found that 96.96% of study subjects have correct knowledge of the diagnosis of COVID-19. The high level of knowledge observed in that study was attributed to the high level of education of the health workers. About 55% and 75% of community pharmacists had correct knowledge of COVID-19 presentation in a study exploring community pharmacists‘ knowledge, attitudes and practices towards patients with COVID-19 in Italy (25). In another study conducted in Nigeria, Som, Bhattacherjee, Guha, Basu and Datta[20], found that community pharmacists were knowledgeable about the basic COVID-19-related information such as causative agent and modes of transmission. However, these community pharmacists had deficiencies in critical areas of COVID-19 such as voluntary counseling and practices on infant feeding.[18] also reported community pharmacists having a good knowledge of COVID-19. Increased awareness and high scores obtained in their study were attributed to increasing in- service training currently underway in urban areas of Nigeria of late.
In the study of Doda, Negi, Gaur and Harsh (17), though all participants had incomplete knowledge of COVID-19 and its related issues, the nursing staff were reported to have performed poorly with regards to knowledge on COVID-19 preventive issues and post-exposure prophylaxis[11]. In a study conducted in the rural region of India, though, the authors found the nursing staff to have a good knowledge of COVID-19 in relation to the meaning‘, prevalence and vulnerability‘, ‗stigma and discrimination‘ and counseling and testing‘; the community pharmacists, however, had poor knowledge of universal precautions, PEP, symptom management and opportunistic infection and anti-retroviral therapy Pal, Chattopadhyay, Mandal, & Biswas[23] Seventeen percent of the community pharmacists had an ‗excellent‘ knowledge, obtaining a knowledge score of 90%, while about 77% had a moderate level of knowledge (score of 70-90%). Pal et al.[23] like Uyoga et al.[21] linked the good knowledge displayed by participants to training they received a year before their survey. Conclusively, they stated that there was retention of knowledge among community pharmacists, and recommended the need for repeated in-service training for community pharmacists to boost their COVID-19-related knowledge[24].
Knowledge Of Modes Of Covid-19 Transmission
Knowledge and awareness of the modes of transmission of the human immune- deficiency virus is an important step in reducing the fears and anxiety exhibited by community pharmacists caring for people living with the virus and Covid. Lack of knowledge especially on SARS transmission and misconceptions surrounding the spread has been identified by several researchers[18] as the number one reason determining community pharmacists‘ discriminatory attitudes towards PLWHA. Farotimi et al.[24] observed that poor knowledge of COVID-19 was a predictor of stigmatisation towards PLWHA. A study by Iwoi et al.[16] also noted that the lack of COVID-19 related knowledge was linked to the demonstration of fear, stigmatisation, and unwillingness to care for PLWHA.
Studies investigating the levels of knowledge of COVID-19 transmissions among community pharmacists and other health disciplines have revealed varying knowledge levels and scores with others describing their study participants‘ knowledge as high Wu, Xue, Dimpyshah, Zhao, Hwang & Zhuang[10] and moderate (SCOVID-19alli 2020:4). In the Wu et al. [10] study, while the overall covid related knowledge was shown to be inadequate among participants, their knowledge score on transmission was high. However, a worrying trend became evident among study participants scoring high for the transmission of covid-19 through mosquito bites. This lack of COVID-19 transmission knowledge, according to Wu et al[10] may explain health care workers‘ fear of getting infected while working with infected patients. Iwoi et al. (2020:5) found a rather moderate level of knowledge among the study population. A breakdown of their knowledge showed the majority (82.4%) scored moderate and 3.1% scored high. Iwoi et al.[16] operationally defined moderate and high knowledge as a score of 5-9, and above 10, respectively.
Marrazano et al.[13] confirmed the evidence that the strongest area of knowledge among community pharmacists seemed to be modes of COVID-19 transmission, while their weakest area was COVID-19 path physiology. Sixty-five percent of community pharmacists in that study had correct knowledge about COVID-19 modes of transmission. Results of Shahzadi, Kousar, Jabeen, Waqas and Gilani[15] also revealed satisfactory knowledge of COVID-19 transmission among community pharmacists.
In relation to the route or modes of transmission, many HCW believed that COVID-19 is transmitted through unprotected sexual intercourse, and illicit drug use (6). Similar to Ledda et al[11], Iwoi et al.[16] revealed that 96.6% of study participants were aware of the fact that Coronavirus is not transmitted through unprotected sex with an infected person. Two-thirds of the population knew COVID-19 to be transmitted through the placenta of an infected mother. Only a few (3.1%) harboured the erroneous belief that COVID-19 is transmitted through an insect bite. The findings of Iwoi et al.[16] are also identical to the findings of Wu et al.[10].
In a study investigating community pharmacists‘ knowledge and practices of post-exposure prophylaxis (PEP) towards occupational exposure to COVID-19, the majority of the nurse could not correctly identify high-risk bodily fluids for COVID-19 transmission. Only a fifth of the study participants had correct knowledge of high-risk bodily fluids (12). Similar to Arora et al.[19], Faromoti, Fernandes & Chima (2013:6) also reported 54.2% of its participants were not aware of the degree of risk for exposures through blood spillages on an unbroken skin. More than 50% of the participants also had no knowledge of the level of risk imposed on persons exposed to COVID-19 infection through needlestick injuries. However, the overall knowledge of the health workers on COVID-19 was satisfactory.
In the Pal et al.[23] study, 85.3% could correctly identify modes of transmission of COVID-19 while 77.8% had correct knowledge about COVID-19 prevention. With a mean score of (38.05 ± 4.91), the overall knowledge of the majority of nursing students (76.8%) was indicated to be good. However, their knowledge of the modes of transmission of COVID-19 was inadequate and had misconceptions about the spread of COVID-19. This, according to the researchers, was an indication of a huge knowledge gap and suggested the need for training of nursing students in this regard [26]. In Vienna, Lao PDR, less than 50% of the community pharmacists and medical doctors had received formal training on COVID-19-related issues[5]. In Turkey, a study was conducted to assess the knowledge and attitude of community pharmacists in relation to COVID-19. The study also found community pharmacists had misconceptions or incorrect knowledge regarding the modes of transmission (7).
Corona Virus In Nigeria
COVID-19, a deadly illness caused by a corona virus, was first reported in Nigeria on February 27, 2020. The index case was an Italian construction worker who had returned from Milan. Since February 2020, the number of infections has escalated to over 52,000 with over 900 deaths in August[12]. In response to rising infections and deaths, the Nigerian government issued directives for lockdowns and social distancing in the three worst-hit states of Lagos, Ogun, and Abuja, the country’s capital. State governors also issued total or partial lockdowns in their respective regions based on prevailing circumstances. However, lockdowns caused untold hardships for many Nigerians, due to the government’s chaotic and lousy social welfare structures [5]. The Nigeria Center for Disease Control (NCDC) and the Federal Ministry of Health have been at the forefront of efforts to combat COVID-19 in Nigeria. Both organizations have been active in setting up isolation centers, hospitals, and spaces to manage suspected and confirmed cases. The NCDC has also been engaged in training personnel and setting up rapid-response teams across Nigeria’s 36 states[9]. However, despite efforts to combat the spread of COVID-19, both organizations have been seriously challenged by a particular problem-the spread of misinformation or false information about COVID-19. The spread of misinformation has been described as the single biggest danger Nigeria faces in its fight against COVID-19. Misinformation has created public panic and is inhibiting efforts to stop the spread of the corona virus in Nigeria and across Africa, as well as promoting fear and anxiety among the masses about taking the Covid-19 vaccine[11].
The New COVID-19 Variant
As the world grapple with the emergence of the new COVID-19 variant, researchers have equally expressed serious concern about the impact of this new strain. Scientists working at the South African National Institute for Communicable Disease confirmed this new B.1.1.529 variant of SARS-CoV-2 to the World Health Organization, which WHO later named OMICRON and subsequently declared VARIANT OF CONCERN[7]. Omicron presents unique features such as a longer incubation period, multiple mutations at spike proteins this necessitates the need for urgent and critical action to bolster the existing non-pharmaceutical covid measures already in place. Scientists across the globe express worries regarding transmissibility, virulence and evasion of vaccine-induced immunity[3]. World Health Organization has further stressed the need for more research to unravel the needed information on the variant.
A growing number of countries have reported confirmed cases of the Omicron variant as of 29/11/202, 14 countries have confirmed cases. The United Kingdom, which has the largest genomic sequencing and contact tracing capacity, now have nine cases. Though one of the first three index cases in the United Kingdom had previously travelled to Southern African countries, the remaining two have no travel history[8]. Quite a number of cases were reported in England from an individual with no travel history suggesting the strain is highly infectious[12]. The emergence of the Omicron variant overseas reminds us why we need to maintain a careful approach and keep public health measures in place to protect ourselves.
The Emergence of Omicron
The B.1.1.529 (Omicron) variant of SARS-CoV-2 (the virus that causes COVID-19) was first detected in specimens collected on November 11, 2021, in Botswana and on November 14 in South Africa; the first confirmed case of Omicron in the United States was identified in California on December 1, 2021[15]. On November 29, the Nebraska Department of Health and Human Services was notified of six probable cases of COVID-19 in one household, including one case in a man aged 48 years (the index patient) who had recently returned from Nigeria[14. Given the patient’s travel history, Omicron infection was suspected. Specimens from all six persons in the household tested positive for SARS-CoV-2 by reverse transcription–polymerase chain reaction (RT-PCR) testing on December 1, and the following day genomic sequencing by the Nebraska Public Health Laboratory identified an identical Omicron genotype from each specimen (Figure). Phylogenetic analysis was conducted to determine if this cluster represented an independent introduction of Omicron into the United States, and a detailed epidemiologic investigation was conducted[10]. This activity was reviewed by CDC and was conducted consistent with applicable federal law and CDC policy.
The index patient, who was unvaccinated, had a history of domestically acquired symptomatic SARS-CoV-2 infection confirmed by RT-PCR a year prior in November 2020. He reported unmasked close contact with a masked, coughing person on November 20, 2021, during an international conference in Nigeria, which included attendees from multiple African countries. Before his return trip to the United States, he completed required pretravel testing with receipt of a negative antigen test result on November 21. Upon his return on November 23, while still asymptomatic, he had unmasked close contact with five household contacts[22]. One household contact was fully vaccinated (second Pfizer-BioNTech vaccine dose received in August 2021) and had previous symptomatic COVID-19 (RT-PCR confirmed in November 2020), three were unvaccinated and had previous symptomatic COVID-19 (RT-PCR confirmed in November 2020), and one was unvaccinated and had mild upper respiratory symptoms in November 2020, just before illness onset in the other household members, but received a negative SARS-CoV-2 RT-PCR test result at that time[20]. No household members reported underlying medical conditions or immunocompromising conditions known to increase the risk for severe COVID-19 or diminish response to vaccination.
On November 24, 2021, the index patient experienced symptoms consistent with COVID-19§§ and initially received a positive SARS-CoV-2 antigen test result from a local medical center on November 26. All six household members (median age = 18.5 years; range = 11–48 years) experienced symptom onset during November 24–26; median interval between earliest possible exposure to the index patient and symptom onset was 73 hours (range = 33–75 hours)[16]. The index patient and the four household contacts with previous confirmed infections described the symptoms and severity of their recent COVID-19 infection as being similar to or milder than those during their first infection. The five reinfected patients experienced fewer current symptoms, including loss of taste (none), loss of smell (none), and subjective fever (two), compared with symptoms reported during their first infections (four, four, and four, respectively)[19]. The unvaccinated patient without a previous COVID-19 diagnosis experienced cough, joint pain, congestion, fever, and chills. None required hospitalization for either their first or second infections. Twelve close community contacts of the family were identified. Four consented to testing for SARS-CoV-2 (median of 10.5 days postexposure; range = 10–11 days); specimens from these four close contacts tested negative[22].
Epidemiologic and clinical features of Omicron infection are still being described. Observations from this investigation, which included one patient who experienced reinfection after having been fully vaccinated, four patients who experienced reinfection, and one who experienced their first infection, suggest a shorter incubation period and a clinical syndrome similar to or milder than that associated with previously described variants in persons who have been vaccinated or previously infected, and add to existing evidence suggesting an increased potential for reinfection[26]. Whereas the median SARS-CoV-2 incubation period has been described as ≥5 days (2,3), and closer to 4 days for the SARS-CoV-2 B.1.617.2 (Delta) variant, the median incubation period§§§ observed in this cluster was approximately 3 days[24]. Although few clinical descriptions of Omicron infections are available, mild illness among vaccinated patients has been reported(14). It is unknown whether the mild clinical syndromes or differing symptom descriptions are a result of existing immunity or altered clinical features associated with Omicron infection. The five reinfections, including one after full vaccination, might be explained by waning immunity, the potential for partial immune evasion by Omicron, or both. Conclusions drawn from these observations are limited by small sample size[26]. More data will be needed to fully understand the epidemiology of the Omicron variant.
Travel history of the index patient and phylogenetic analysis of the secondary cases indicate an international introduction of the Omicron variant, consistent with other early cases identified in the United States[2] . The recent emergence of Omicron, which is now projected to be the dominant variant in the United States, reinforces the importance of vaccination, in coordination with other prevention strategies (e.g., masking and physical distancing), to protect people from COVID-19, slow transmission, and reduce the likelihood of new variants emerging. In addition, the rapid identification and epidemiologic characterization of this cluster underscore the importance of robust and timely genomic surveillance to detect and respond to emerging SARS-CoV-2 variants of concern.
Announcement of new SARS-CoV-2 Variant of Concern - Omicron
On Friday 26 November 2021, the WHO announced (WHO 2021c) that a new SARS-CoV-2 Variant of Concern, named Omicron (initially named B.1.1.529), appeared to be increasing in almost all of South Africa’s provinces, particularly Gauteng[16]. The rapid spread, especially among the younger age group, in Gauteng, South Africa, has placed WHO and global health systems on high alert. The SARS-COV-2 VOC was first reported to the WHO from South Africa on 24 November, 2021. Cases of VOC Omicron had also been identified in Botswana, Belgium, Hong Kong and Israel[16]. On 29 November, 2021, three days after the announcement by WHO, cases of VOC Omicron have been detected in Austria, Australia, Belgium, Canada, Czech Republic, Denmark, France, Germany, Italy, the Netherlands and the United Kingdom. The global public health community applauds scientists in South Africa and other countries which have reported the new VOC for the speed with which they have identified, sequenced and characterized SARS-CoV-2 strains, and their transparency and openness in reporting quickly to WHO (WHO 2021c). Their SARSCoV-2 sequencing work has been exemplar[17]. As of November 28, 2021, 17:00 CET, 127 viral genomes (VOC Omicron GR/484A) have been entered into the GISAID databases (GSAID 2021). Several receptor binding domains (RBD) and N-terminal domains (NTD) mutations hypothesised to be associated with resistance to neutralizing antibodies and increased transmissibility are of concern[17].
Control And Prevention Strategies
COVID-19 is clearly a serious disease of international concern. By some estimates, it has a higher reproductive number than SARS, and more people have been reported to have been infected or died from it than SARS. Similar to SARS-CoV and MERS-CoV, disrupting the chain of transmission is considered key to stopping the spread of disease[19]. Different strategies should be implemented in health care settings and at the local and global levels. Most governments invoked lock down measures while other personal preventive measures were advised[23].
Thus, to prevent further spread of the virus, civil society and government agencies-initiated awareness programs for promotion of several preventive measures. Body temperature screening was conducted at airports and those returning from countries with a high number of confirmed cases of COVID-19 were advised to self-isolate[20]. The Nigeria Center for Disease Control, in collaboration with state governments, also initiated tracing and tracking of victims and their contacts. In March 2020, the Nigerian government prohibited all gatherings of fifty people or above for four weeks and ordered a stay-at-home (10). Similarly, the Nigerian government, on 30th March 2020, introduced various containment plans, such as the closing of the national borders and airspace, schools, worship centers, and other public places, cancellation of public gathering events, and the complete lockdown of the Federal Capital Territory, Lagos and Ogun states for fourteen days initially (25). Body temperature screening was conducted at airports and those returning from countries with a high number of confirmed cases of COVID-19 were advised to self-isolate.
Some stipulated COVID 19 preventive measures are listed as follows: 
Social distance 
 Self-isolation 
Washing of hands with detergent or use of alcohol based sanitizers 4. Putting on a face mask in public places.
Lockdown
A lockdown is a restriction policy for people or community to stay where they are, usually due to specific risks to themselves or to others if they can move and interact freely. 
Lockdown Strategy By Nations Around The World 
Coronaviruses may be carried among animals however this type of virus does not spread among humans, although with an exception to the SARS and MERS which usually spread through close contact with infected people[26]. This is evident in the later discovery of cases among medical staffs with no linkage with the seafood market thus an indication that there is a human to human transmission of the virus[19]. The Chinese authority resorted to the lockdown strategy to prevent the spread o this virus this is because there are three main routes for transmitting the COVID-19 i.e droplet transmission, contact transmission and aerosol transmission. This method of transmission makes the spread of the virus wild and the situation that accompanies it a pandemic. The transmission through droplets occurs when someone infected with the virus coughs or sneezes and a non-infected person in close environment inhales it[24]. Also, the COVID-19 may be contacted when an infected person touches a surface or comes in contact with a non-infected person who ends up touching their mouth or nose. Thus, it may be contacted when respiratory droplets mix with air and inhaled into the lungs in a closed environment[15]. This transmission method has warranted the restriction of gatherings and close contact, these gatherings which usually occur in places of worship, banks, parties, beach, malls, offices, schools, and airport e.t.c. These activities contribute to the economic activities of countries therefore, their restrictions are an automatic lockdown in affected countries. The lockdown is necessitated due to how fast the virus spreads and because there is no specific antiviral treatment effective against the COVID-19 virus[17]. Apart from the preventive measures such as the use of face mask, avoid contact with infected individuals, using disinfectants, coughing or sneezing into a tissue or a flexed elbow, avoid touching the face or nose. The best way of preventing the virus is to avoid coming in contact with it and this can only be achieved when people are restricted from coming in contact, thus, the lock down[19]. 
The lockdown strategy can be said to be as a result of the need to ensure that people do not come in close contact with each other. Social distancing is efforts made towards reducing the level of transmission of COVID-19 in a country by minimizing the number of contacts between infected and healthy individuals[19]. The unavoidable effect of such social distancing measures is a lockdown of all activities in the country to ensure the COVID-19 transmission is reduced drastically.
Lockdown Strategy In Nigeria 
On the 19 of March 2020, the Federal Government of Nigeria announced a restriction of entry into Nigeria for travellers from the following high incidence countries: China, United States of America, United Kingdom, Italy, Spain, Japan, France, Germany, Iran, Norway, South Korea, Netherlands, and Switzerland which was effective from 21st of March 2020 for an initial period of four weeks[22]. These were countries with over 1,000 cases domestically at the time. On March 29, President Buhari announced a cessation of movement in the Federal Capital Territory and in Lagos and Ogun States to reduce the spread of COVID-19.19 The lockdown went into effect at 11:00 pm on March 30 and remained in place for an initial period of fourteen days, but was however extended for another fourteen days due to increasing cases[13]. Just before the end of the federal government extended lockdown, Nigeria Governors’ Forum (NGF) which held on Wednesday decided to ban inter-state movement for two weeks as part of efforts to curb the spread of the virus. From the initial announcement of March 2020, the lockdown extended to July and gradually the Lockdown ban was lifted.
Covid-19 Vaccine
A vaccine is designed to prevent diseases. All vaccines work by presenting our body with something that looks like an infection so that our immune system can learn how to produce its own natural protection. Vaccines are one of the most reliable and cost-effective public health interventions ever implemented that save millions of lives each year[5]. Following the deciphering of the genome sequence of SARS-CoV-2 in early 2020 and the declaration of the pandemic by WHO in March 2020, scientists and pharmaceutical companies are racing against time in efforts to develop a vaccine. As of December 22, 2020, at least 85 vaccines are in preclinical development in animals and 63 are in clinical development in humans, of which 43 are in phase I, 21 in phase II, 18 in phase III, 6 have been approved for early or limited use, 2 have been approved for full use, and one vaccine has been abandoned[3]. Pfizer-BioNTech’s (BNT162b2) and Moderna (mRNA-1273) mRNA vaccines have been approved for emergency use in the US (Sarah M. 2020).
COVID-19 vaccines tell the human body how to recognize and fight the COVID-19 virus. The COVID-19 vaccine can not protect against COVID-19. According to the UNESCO (2020) manual, the COVID-19 vaccines are very good at protecting you from COVID-19 disease[7]. This natural protection then helps to prevent future illness if you come into contact with the COVID-19 virus in the future. Humans can not get COVID-19 from the vaccine. The Pfizer-BioNTech vaccine has been demonstrated to be highly effective at protecting against COVID-19 for individuals 12 years and over[8]. The COVID-19 vaccine provides strong protection against illness and severe outcomes. All COVID-19 vaccines authorized for use by the World Health Organization (WHO) are effective at protecting against symptomatic, lab-confirmed disease. In large clinical trials/studies where people were given the vaccines, all of the vaccines worked very well to prevent people from becoming sick with symptomatic, lab-confirmed COVID-19[13]. It is important that you receive all the recommended doses of the vaccines. Longer-term protection against COVID-19 is not achieved until after all recommended doses of vaccine are received. All of the COVID-19 vaccines authorized for use in Canada are highly effective at preventing severe outcomes, including hospitalizations, ICU admissions, severe disease and death[24].
According to [27], a complete vaccine series should be offered to individuals without contraindications to the vaccine and in currently identified priority groups. The Pfizer-BioNTech COVID-19 vaccine is currently authorized for individuals 12 years of age and older. o As of August 18th, individuals turning 12 in 2021 (2009 birth year) are eligible to receive the Pfizer-BioNTech COVID-19 vaccine. This age group expansion was decided based on expert opinion and after close review of the experiences of other jurisdictions who have immunized this age cohort and have not seen any safety signals associated with this practice[25]. The Moderna COVID-19 vaccine is currently authorized for individuals 18 years of age and older.The AstraZeneca COVID-19 vaccine and COVISHIELD are currently authorized for individuals 18 years of age and older. At this time, Ontario has paused the rollout and administration of the first doses of AstraZeneca/COVISHIELD COVID-19 vaccines. At present, this vaccine is being offered to individuals 40 years of age and older for second doses or with referral from an allergist/immunologist to individuals with allergies to the mRNA vaccine components[9]. You will be counseled on the benefits and risks of the vaccine you are receiving prior to receiving the vaccine.
2.2 THEORETICAL FRAMEWORK
A theoretical framework includes concepts and, accompanied by their definitions and reference to pertinent scholarly literature, existing theories used for a particular study. This demonstrates an understanding of theories and concepts that are relevant to the topic of a research paper and that relate to the broader areas of knowledge being considered (Labaree, 2009). Research conducted around the use of technology in banking has employed the application of several research models and theories to explain factors that lead to adoption of technology.  The framework theory supporting the study is the Health Belief Model (HBM).
The Health Belief Model (HBM) 
The Health Belief Model (HBM) was developed to help understand why people did or did not use preventive services offered by public health departments in the 1950’s, and has evolved to address newer concerns in prevention and detection (e.g., mammography screening, influenza vaccines) as well as lifestyle behaviors such as sexual risk behaviors and injury prevention. The HBM theorizes that people’s beliefs about whether or not they are at risk for a disease or health problem, and their perceptions of the benefits of taking action to avoid it, influence their readiness to take action. Core constructs of the HBM: 
• Perceived susceptibility and perceived severity 
• Perceived benefits and perceived barriers 
• Cues to action 
• Self-efficacy (added more recently) 
The HBM has been most-often applied for health concerns that are prevention-related and asymptomatic, such as early cancer detection and hypertension screening – where beliefs are as important or more important than overt symptoms. The HBM is also clearly relevant to interventions to reduce risk factors for cardiovascular disease.
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Source: Becker, M. H. & Maiman, L. A., (1975). Socio-behavioral determinants of compliance with health and medical care recommendations. Medical Care, 134(1), 10-24.
2.3 CHAPTER SUMMARY
In this review the researcher has sampled the opinions and views of several authors and scholars on the concept of coronavirus, general knowledge of covid-19, knowledge of modes of covid-19 transmission, and corona virus in Nigeria. The works of scholars who conducted empirical studies have been reviewed also. The chapter has made clear the new COVID-19 variant, the emergence of omicron, announcement of new SARS-CoV-2 Variant of Concern - Omicron etc. In this chapter also, the researcher has been able to review some literature on control and prevention strategies, etc. This chapter is thus fulfilled the conceptual, theoretical and empirical requirements.
CHAPTER THREE
RESEARCH METHODOLOGY
3.1
Introduction
In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.
3.2
Research Design
Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e., mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.3
Population Of The Study
According to Udoyen (2019), a study population is a group of elements or individuals as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitute of individuals or elements that are homogeneous in description. 
This study was carried out on the appraise of omicron variant of covid-19 in Nigeria using Lagos State Ministry Of Health as a case study. Hence, the population of the study comprises of medical staff in Lagos State Ministry Of Health.
3.4
Sample Size Determination
A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size. 
3.5
Sample Size Selection Technique And Procedure
According to Nwana (2005), sampling techniques are procedures adopted to systematically select the chosen sample in a specified away under controls. This research work adopted the convenience sampling technique in selecting the respondents from the total population.
In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of all the entire  medical staff in Lagos State Ministry Of Health, the researcher conveniently selected 56 participants as the sample size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.6 
Research Instrument And Administration
The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.7
Method Of Data Collection
Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.8 Method Of Analysis
3.8
METHOD OF DATA ANALYSIS
Research question the mean scores and simple percentage tables. 
In analyzing the data collected, the four-point rating scale will be given values as follows:
SA = Strongly Agree

4
A = Agree


3
D = Disagree


2
SD = Strongly Disagree
1
Decision Rule:
To ascertain the decision rule; this formular was used
	4+3+2+1 =10
      4           4


Any score that was 2.5 and above was accepted, while any score that was below 2.5 was rejected. Therefore, 2.5 was the cut-off mean score for decision taken.
3.9
Validity Of The Study
Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.10
Reliability Of The Study
The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.11
Ethical Consideration
he study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.
CHAPTER FOUR
DATA PRESENTATION AND ANALYSIS
1 INTRODUCTION
This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of fifty-six (65) questionnaires were administered to respondents of which fifty fifty (55) were returned while 50 were validated. This was due to irregular, incomplete and inappropriate responses to some questionnaire. For this study a total of  50 was validated for the analysis.
4.2
DATA PRESENTATION
The table below shows the summary of the survey. A sample of 65 was calculated for this study. A total of 55 responses were received whiles 50 was validated. For this study a total of 50 was used for the analysis.
Table 4.1: Distribution of Questionnaire
	Questionnaire 
	Frequency
	Percentage 

	Sample size
	56
	100

	Received  
	55
	98

	Validated
	50
	93


Source: Field Survey, 2021
Table 4.2: Demographic data of respondents
	Demographic information
	Frequency
	percent

	Gender
Male
	
	

	
	26
	52%

	Female
	24
	48%

	Age
	
	

	20-30
	10
	20%

	30-40
	22
	44%

	41-50
	10
	20%

	51+
	08
	20%

	Education
	
	

	HND/BSC
	30
	60%

	MASTERS
	12
	24%

	PHD
	08
	16%

	Marital Status
	
	

	Single
	12
	24%

	Married
	26
	32%

	Separated
	00
	00%

	Divorced
	04
	08%

	Widowed
	08
	16%


Source: Field Survey, 2021
4.2
ANSWERING RESEARCH QUESTIONS
Question 1: What is the prevalence of omicron variant of covid-19 in Nigeria?
Table 4.3:  Respondent on question 1
	Options
	Frequency
	Percentage

	High
	20
	40

	Low
	15
	30

	Undecided
	15
	30

	Total
	50
	100


Field Survey, 2021
From the responses obtained as expressed in the table above, 40% of the respondents said high, 30% of the respondents said low, while the remaining 30% were undecided.
Question 2: Does omicron variant of covid-19 significantly affects the economic activities in Nigeria?
Table 4.4:  Respondent on question 2
	Options
	Frequency
	Percentage

	Yes
	31
	62

	No
	11
	22

	Undecided
	08
	16

	Total
	50
	100


Field Survey, 2021
From the responses obtained as expressed in the table above, 62% of the respondents said yes, 22% said no, while the remaining 16% were undecided.
Question 3: What are the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria?
Table 4.5: Mean Responses on  the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria.
	S/N
	ITEM STATEMENT
	SA
4
	A   3
	D   2
	SD  1
	X
	S.D
	DECISION

	1
	Movements Restriction
	21
	22
	04
	03
	3.2
	2.55
	Accepted

	2
	Travel bans
	23
	17
	05
	05
	3.0
	2.57
	Accepted

	3
	Enacting Strict Quarantine Laws
	26
	21
	03
	0
	3.3
	2.55
	Accepted

	4
	Compulsory Vaccination
	22
	22
	06
	0
	3.1
	2.41
	Accepted


Source: Field Survey, 2021
In table 4.5 above, on the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria, the table shows that all the items (item1-item4) are accepted. This is proven as the respective items (item1-item4) have mean scores above 2.50.
CHAPTER FIVE
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS:
5.1 Introduction
This chapter summarizes the findings on the appraise of omicron variant of covid-19 in Nigeria using Lagos State Ministry Of Health as a case study. The chapter consists of summary of the study, conclusions, and recommendations. 
5.2 Summary of the Study
In this study, our focus was on the appraise of omicron variant of covid-19 in Nigeria using Lagos State Ministry Of Health as a case study. The study is was specifically set to; determine the prevalence of omicron variant of covid-19 in Nigeria, determine whether omicron variant of covid-19 significantly affects economic activities in Nigeria, and ascertain the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 50 responses were validated from the enrolled participants where all respondent are staff  of Lagos State Ministry Of Health.
5.3 Conclusions
In the light of the analysis carried out, the following conclusions were drawn.
The prevalence of omicron variant of covid-19 in Nigeria is high.
Omicron variant of covid-19 significantly affects economic activities in Nigeria.
The measures put in place to curtail spread of omicron variant of covid-19 in Nigeria include; travel bans, movements restriction, enacting strict quarantine laws, and compulsory vaccination.
5.4
Recommendation
Based on the responses obtained, the researcher proffers the following recommendations:
Deployment of effective PCR kit capable of detecting new B.1.1.529 variant in all our Laboratories 
Deployment of a fast testing kit at the entry point that can detect the new B.1.1529 variant for any suspected case. 
Continuous genomic sequencing of all positive samples across the country.
Efficient contact tracing (using technology) for all incoming passengers into the country
Compulsory quarantine at designated hotel or accommodation facility for a minimum of 14 days as this strain has a longer incubation period.
Enforce day 2 and day 8 testing, in addition, to fit to fly PCR testing 
Enforce Non-Pharmaceutical Interventions such as compulsory use of face masks in all public gatherings, ensuring adequate ventilation in closed spaces and maintenance of hygiene measures
Collaborate with CSOs, and NGOs to create awareness, especially during the festive period. 
Increase access to COVID-19 vaccines and encourage Nigerians to be vaccinated as soon as possible. 
Conduct Virological Investigation and Vaccine Effective Studies to understand better its escape potential against both vaccination and infection-acquired immunity.
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APPENDIXE
QUESTIONNAIRE
PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.
SECTION A
PERSONAL INFORMATION
Gender
Male [  ]

Female [  ]
Age 
20-30

[  ]
31-40

[  ]
41-50   [  ]
51 and above [  ]
Educational level
HND/BSC
[  ]
MASTERS
[  ]
PHD


[  ]
Others……………………………………………….. (please indicate)
Marital Status
Single

[  ]
Married 
[  ]
Separated 
[  ]
SECTION B
Please indicate the extent to which you are satisfied with the following items by ticking in any of the boxes represented by strongly agree (SA), agree (A), strongly disagree (SD) and disagree (D).
Question 1: What is the prevalence of omicron variant of covid-19 in Nigeria?
	Options
	Please Tick

	High 
	

	Low 
	

	Undecided
	


Question 2: Does omicron variant of covid-19 significantly affects the economic activities in Nigeria?
	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 3: What are the measures put in place to curtail spread of omicron variant of covid-19 in Nigeria?
	
	Statement
	SA
	A
	SD
	D

	1
	Movements Restriction
	
	
	
	

	2
	Travel bans
	
	
	
	

	3
	Enacting Strict Quarantine Laws
	
	
	
	

	4
	Compulsory Vaccination
	
	
	
	


=  2.5








