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Background. Evidence on mask use in the general population is needed to inform SARS-CoV-2 responses.
Objectives. To assess the effectiveness of cloth and medical masks for preventing SARS-CoV-2 transmission in community settings.

Methods. Two rapid reviews were conducted searching three electronic databases (PubMed, Embase, Cochrane Library) and two clinical
trials registries on 30 and 31 March 2020.

Results. We screened 821 records and assessed nine full-text articles for eligibility. One and seven RCTs were included for cloth and medical
mask reviews, respectively. No SARS-CoV-2-specific RCTs and no cloth mask RCTs in community settings were identified. A single
hospital-based RCT provided indirect evidence that, compared with medical masks, cloth masks probably increase clinical respiratory
illnesses (relative risk (RR) 1.56; 95% confidence interval (CI) 0.98 - 2.49) and laboratory-confirmed respiratory virus infections (RR 1.54;
95% CI 0.88 - 2.70). Evidence for influenza-like illnesses (ILI) was uncertain (RR 13.00; 95% CI 1.69 - 100.03). Two RCTs provide low-
certainty evidence that medical masks may make little to no difference to ILI infection risk versus no masks (RR 0.98; 95% CI 0.81 - 1.19)
in the community setting. Five RCTs provide low-certainty evidence that medical masks may slightly reduce infection risk v. no masks
(RR 0.81; 95% CI 0.55 - 1.20) in the household setting.

Conclusions. Direct evidence for cloth and medical mask efficacy and effectiveness in the community is limited. Decision-making for
mask use may consider other factors such as feasibility and SARS-CoV-2 transmission dynamics; however, well-designed comparative
effectiveness studies are required.
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Severe acute respiratory syndrome-coronavirus-2 (SARS-CoV-2) is
spread from person to person, predominantly through respiratory
droplets and contact with contaminated surfaces,"! and possibly
through airborne transmission.”’ Consequently, close contact
with infected people should be avoided. Transmission risk may be
mitigated by wearing personal protective equipment (PPE) such as
face masks.

The pandemic has led to global shortages of PPE, including
masks and respirators. Masks are critical to protecting healthcare
workers from becoming infected and from infecting patients.™
Masks have also been widely promoted for preventing transmission
in community settings. This is particularly relevant for SARS-CoV-2,
since pre-symptomatic transmission may be important.?’

Guidance from global oversight bodies varies. At the start of the
pandemic, the World Health Organization (WHO) noted in April
2020 that there was insufficient evidence to support mask use,
with uncertainties about risks for healthy people in the community
setting.'! The WHO offered advice to decision-makers to consider
the following before using masks in communities: (i) the rationale

and reason for mask use must be clear; (ii) SARS-CoV-2 exposure
risk in the community; (iii) population vulnerability to develop
severe disease or mortality risk; (iv) population setting and ability
to implement social distancing; (v) feasibility in terms of mask use
costs, availability and tolerability; and (vi) mask type. The potential
risks should also be considered, particularly diversion of medical
mask supplies from essential service personnel such as healthcare
providers. Regarding non-medical cloth masks, the WHO advised
in June 2020 that decision-makers apply a risk-based approach and
recommended the use of these masks in some situations such as in
communities with widespread transmission and when there’s limited
space for physical distancing. Cloth masks should be used together
with handwashing, cough and sneezing etiquette, and physical
distancing as key to reducing transmission."

The US Centers for Disease Control and Prevention (CDC)
changed its guidance on 6 April 2020 regarding mask use for the
general public by issuing a directive to ‘cover your mouth and
nose with a cloth face cover when around others’* For healthcare
workers, they recommended the use of homemade masks as a last
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resort, with a warning that their protective capacity is unknown and
homemade masks should not be classified as PPE.! The CDC further
recommended that medical masks or respirators be prioritised for
healthcare providers and not be used by the general public.

Evidence of the effectiveness of the cloth mask arises mainly from
in vitro filtration studies, which showed that cloth masks may offer
some protection from respiratory pathogens, despite substantially
lower filtration ability compared with surgical masks.” Factors that
may affect filtration include cloth type, stretching and the manner of
mask washing.® In a simulation study assessing prevention of airborne
particle expulsion, cloth masks offered marginal protection, with
substantially better protection offered by medical masks.”’ However,
data from another simulation study reported that wearing any face
mask reduces the distance travelled by a person’s breath by more than
90%.1% Further, all face masks without an outlet valve substantially
minimised the ejection of air through a front flow jet. However, both
medical and homemade cloth masks generate backward and sideways
jets that may be hazardous to those behind or beside wearers. "

Widespread wearing of any type of mask has been proposed
to reduce discrimination by limiting the identification of persons
with SARS-CoV-2 infection. It has been further postulated that
wearing a mask will limit face touching and create more general
awareness. '] Researchers have argued that health agencies consider
asking the public to wear masks, even without strong evidence, due
to the urgency of the pandemic and the need to distinguish between
absence of evidence and evidence of absence.!"

At the time of writing this review in early April 2020, guidance
on the use of cloth and medical masks in the South African general
population and households (community settings) was urgently
needed to enable decision-makers to ensure evidence-based policies
about preventing community transmission without depleting
essential PPE stocks for healthcare workers. Since that time, face-
coverings have been mandated for use in public; however, the
need for strong evidence-based measures to prevent community
transmission remains.

We conducted two rapid reviews of the evidence to quantify the
effectiveness of cloth and medical masks in reducing the risk of
SARS-CoV-2 transmission in community settings in April 2020.
These informed evidence-based recommendations produced by the
College of Public Health Medicine of South Africa (http://medat.
samrc.ac.za/index.php/catalog/42).

Methods

We used a prespecified protocol following the Cochrane guidelines
for rapid reviews.!"’!

Eligibility criteria were developed a priori and applied throughout
the screening process. The intervention was masks (cloth or medical)
compared with no mask or other types of masks in community
settings (general populations or households) with the primary
outcomes of clinical or laboratory-confirmed respiratory illness.
RCTs were included and non-controlled observational studies,
editorials, guidelines and public press articles were excluded.

We searched three electronic databases (PubMed, Embase and
the Cochrane Library) and two trials registries (www.clinicaltrials.
gov/ and https://www.who.int/ictrp/en/) without language or date
restrictions and not limited by terms for SARS-CoV-2, as this was
early in the pandemic. The strategy is available on request. The
search strategy was developed and conducted by an experienced
information specialist on 30 and 31 March 2020. All records were
uploaded into EndNote.

Records were screened independently in duplicate to identify
eligible studies and the full-text articles were then obtained. Eligibility

assessment, data extraction and assessment was conducted with
the Cochrane risk of bias 2.0 tool (https://sites.google.com/site/
riskofbiastool/welcome/rob-2-0-tool?authuser=0) were conducted
in duplicate and independently."! Any disagreements were resolved
through discussion or in consultation with a third reviewer (NS).

Where data permitted pooled synthesis, we conducted a meta-
analysis using the generic inverse variance option in REVMAN
(https://training.cochrane.org/online-learning/core-software-
cochrane-reviews/revman) to combine adjusted estimates of effects
using the random-effects model. Where reports of cluster trials did
not include an intra-cluster correlation coefficient, we adjusted the
variance accordingly and conducted a sensitivity analysis of both
the reported and adjusted results to ascertain the robustness of the
meta-analysis.

We conducted a grading of recommendations, assessment,
development and evaluation (GRADE) assessment to establish the
certainty of the evidence across each outcome, taking into account risk
of bias, directness, consistency, precision, and other considerations
such as publication bias to determine whether the confidence in the
overall results was high, moderate, low or very low.!'”!

Results

There were 821 unique articles retrieved and screened from three
databases. Nine studies were assessed for eligibility, from which one
RCT was identified for cloth masks and seven RCTs for medical
masks. No SARS-CoV-2-specific studies were identified and as a
result, we included studies which included other viral respiratory
illnesses (Fig. 1). More detailed study data are available elsewhere
(http://medat.samrc.ac.za/index.php/catalog/42).

No additional studies were identified from www.clinicaltrials.
gov or the dedicated COVID-19 WHO international clinical
trials registry platform (ICTRP) (https://www.who.int/ictrp/en/).
Reference screening from systematic reviews did not yield additional
studies.

Cloth mask review

Characteristics of the included RCT

No eligible studies were identified for cloth mask use in the
community setting or SARS-CoV-2 infection. A cluster RCT
conducted in healthcare workers was included to provide indirect
evidence. Seventy-four wards across 15 hospitals in Hanoi,
Vietnam!!®) were randomised to adopt cloth masks, medical masks,
or usual practice (a mixture of medical, cloth and no masks) for
their healthcare workers. The study compared continuous mask use
in a medical mask group (two new masks per day) with a cloth mask
group (five masks for the entire 4-week period). We do not report
on the control group, which used masks in compliance with existing
hospital protocols as a high proportion of participants donned both
medical and cloth masks (53%; n=245/458). Participants in the
medical mask (1=580) and cloth mask (1=569) arms were required
to wear masks all day.

Clinical respiratory illness (CRI) (two or more respiratory
symptoms or one respiratory symptom and a systemic symptom),
influenza-like illness (ILI) (fever >38°C plus one respiratory
symptom) and laboratory infections were assessed. Viral respiratory
infection was confirmed in the laboratory by detecting nucleic
acids using multiplex reverse transcriptase PCR (RT-PCR) for
17 respiratory viruses: respiratory syncytial virus (RSV) A and B,
human metapneumovirus (hMPV), influenza A (H3N2), (HINI)
pdmo09, influenza B, parainfluenza viruses 1 - 4, influenza C,
rhinoviruses, SARS-CoV, coronaviruses 229E, NL63, OC43 and
HKU]1, adenoviruses and human bocavirus (hBoV).
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Records found in
Cochrane Library (n=16)

Records found in
PubMed (n=541)

Records found in the
Cochrane Central Register of
Controlled Trials (CENTRAL)
(n=388)

Records found in
Embase (n=132)

Duplicates (n=256)

Medical mask review
2 full-text articles excluded as
one trial evaluated cloth masks
and another compared types
of masks (respirator v. medical)

Medical mask review
7 studies included in the quantitative
synthesis for the medical mask review

Records screened (N=821)

Duplicates (n=256)

9 full-text articles
assessed for eligibility

Cloth mask review
8 full-text articles excluded
as all the trials included
surgical or respirator masks
and not cloth masks

Cloth mask review
1 study included in the quantitative and qualitative
synthesis for the cloth mask review

Fig. 1 PRISMA flow diagram of the search.

Healthcare workers kept diary records and monitored their
temperature daily for 5 weeks. Symptomatic participants were
swabbed for infection on the reporting day. Medical masks consisted
of non-woven material, three-layered and locally sourced. Cloth
masks were cotton and two-layered.

We judged the trial to be at low risk of bias. The lack of participant
and researcher intervention blinding was a possible source of
both measurement and detection bias, but this was mitigated by
thermometer measurement and laboratory confirmation for positive
symptoms.

Evidence of effects

Using the GRADE approach, the overall evidence certainty for all
outcomes was marked down for indirectness as the trial randomised
masks in healthcare workers and not the general public. The rhinovirus,
which is airborne and can also be spread in droplets, was identified as
the main virus. We did not deem the lack of coronavirus-specific
infections to warrant for further mark down for indirectness (Table 1).

Clinical respiratory illness

In the crude analysis, there is moderate certainty that participants
wearing cloth masks were probably more likely to exhibit CRI than
those wearing medical masks (relative risk (RR) 1.57; 95% confidence
interval (CI) 0.99 - 2.48). The effect remained similar even after
adjusting for clustering (RR 1.57; 95% CI 0.87 - 2.84) and clustering
and confounders (RR 1.56; 95% CI 0.98 - 2.49).

Influenza-like illness

There is very low certainty that participants wearing cloth masks
may be more likely to exhibit ILI than those wearing medical masks
(RR 13.25; 95% CI 1.74 - 100.96). The very low certainty was caused
by the imprecision in the data due to the very low event rate and

resultant wide confidence interval. The effect remained similar even
after adjusting for clustering (RR 13.25; 95% CI 0.98 - 179.90) and
clustering and confounders (RR 13.00; 95% CI 1.69 - 100.03).

Laboratory-confirmed viruses

Among the 68 laboratory-confirmed cases, 85% (n=58) were
rhinoviruses. There is moderate certainty that participants wearing
cloth masks were more likely to have laboratory-confirmed viral
illness v. medical masks (RR 1.66; 95% CI 0.95 - 2.91). The effect
remained the same even after adjusting for clustering (RR 1.66;
95% CI 0.81 - 3.40), and clustering and confounders (RR 1.54; 95%
CI0.88 - 2.70).

Compliance with wearing masks and adverse effects

There is moderate certainty that compliance in both groups was
probably the same (RR 1.00; 95% CI 0.90 - 1.11). Both groups were
56% compliant. The proportion of participants who complained of
discomfort was 42.6% in the group wearing cloth masks compared
with 40.4% in those wearing surgical masks. There is moderate
certainty that discomfort in both groups was the same (RR 1.05; 95%
CI0.92 - 1.21).

Medical mask review
Seven RCTs met the inclusion criteria for the medical mask review.

Characteristics of the included RCTs

Community settings

Two cluster RCTs evaluated medical mask effectiveness for protection
against ILI in a university student population. Healthy students living
in residence received medical masks and instructions on their use,
and the control group received no masks.”!8! The ILI rate was
evaluated across the student population.
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effectiveness
infection from an infected member.!"*-??!

Four cluster RCTs evaluated medical

mask
household members from acquiring ILI

Household settings

given a mask in two RCTs,”?! the
of the household were provided with
masks in the third trial,?” and the

Only the ill household member was
ill participant and all other members

ill participant and all household
members who became ill during the
masks in the fourth trial.?? The fifth
RCT was conducted among pilgrims
attending Hajj, and both the pilgrims
with ILI symptoms and those sleeping

study follow-up were advised to wear
near them were given masks.

834)

wearing medical masks and those not

735; no mask group n

Community settings
There is low-certainty evidence that

there may be little or no difference in
transmission between participants (mask
wearing medical masks (RR 0.98; 95%
CI 0.81 - 1.19) in two trials (Fig. 2).718
The low certainty is due to the probable
risk of performance bias, as participants
were not blinded and the assessment of

Evidence of effects

group n

the outcome relied on participant self-

reported flu-like symptoms (possible
detection bias). Furthermore, the trials

were conducted by the same investigators
over two seasons using a single protocol

have limited

therefore
generalisability to community settings
other than universities. We downgraded

these trials for indirectness (Table 2).
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Fig. 2. Medical mask review: Forest plot for influenza-like illness in the community setting. (RR = risk ratio; SE = standard error; IV = inverse variance;

CI = confidence interval.)
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A - Random sequence generation (selection bias)

B - Allocation concealment (selection bias)
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Fig. 3. Medical mask review: Forest plot for influenza-like illness in the household setting. (RR = risk ratio; SE = standard error; IV = inverse variance;

CI = confidence interval.)

variance assuming an intraclass correlation coefficient (ICC)
of 0.2 that was informed by the Suess et al.®! trial and an
average cluster size of 6 based on the Barasheed et al'®®! trial.
Based on the aforementioned assumptions, we conducted a
sensitivity analysis with and without the Barasheed et al.l’)
trial in the meta-analysis and found a similar estimate of effect
(RR 0.88; 95% CI 0.57 - 1.36).

Compliance in community settings

One trial reported that those wearing masks did so for an average
(standard deviation (SD)) of 5.04 (2.2) hours per day,"® while no
compliance data were reported in the other trial."”! Neither of the
trials reported adverse effects.

Compliance in household settings

Compliance among trials varied. In the trials where only the ill
household member wore a mask, the index patients reported wearing
masks on average (SD) 3.7 hours (2.7) a day'** and for 4.4 hours (95%
CI 3.9 - 4.9) in the MacIntyre et al.?" trial. Notably, in the latter trial,
patients in the no-mask control arm also wore masks for an average

of 1.4 hours (95% CI 0.9 - 1.8). In the Hajj-based trial, face mask
compliance by pilgrims in the mask group was 76% (n=56/75), and
12% (n=11/89) in the no-mask control group.!

In the trials where both the ill household member and the rest of
the household members were given masks, compliance was low in
one of the trials, with more than 25% of the household contacts in the
face-mask group not wearing a surgical mask at all during the follow-
up period.”®! Moreover, more than 25% of index cases in the control
and hand hygiene intervention arms reported wearing masks at home
on their own accord, possibly contaminating the intervention. In the
other trial where household contacts were advised to wear a mask
only when they became ill, daily adherence was generally moderate
and reached a plateau of over 50%.%

Three trials reported adverse effects. In the trial by Canini et al.!"”!
three-quarters (75%, n=38) of the patients from the intervention
arm reported discomfort with mask use, and the three main causes
of discomfort were warmth (45%), respiratory difficulties (33%) and
humidity (33%). Children wearing masks reported feeling pain more
frequently (n=3/12) than other participants wearing masks (n=1/39).1!")
In a trial by Suess et al.?? adults (35%; n=10/29) and children
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Table 2. Medical mask GRADE evidence for influenza-like illness

Effect
RR (95% CI)

Patients, n

Certainty of assessment

Importance

Certainty

No masks, n

Other considerations  Medical masks, n

Risk of bias  Inconsistency  Indirectness Imprecision

Study design

No. of studies

Community setting

2

Low Critical

0.98

834

735

None

Serious* Not serious Serious’ Not serious

RCT

(0.81 - 1.19)

Household setting

5

Low Critical

0.81

719

690

Not serious Not serious Serious® None

Serious*

RCT

(0.55 -1.20)

randomised control trial.
*Risk of Bias: Blinding of participants was not possible so performance bias is possible across all trials, although this may have been partly offset by clustering. However, the risk of detection bias is high as outcomes relied on self-report of flu-like symptoms.

1.

RR

confidence interval; RCT

relative risk; CI

Indirectness: Both the trials were conducted by the same trial team with the same protocol conducted over a period of two different influenza seasons. As such as we marked down for indirectness as the conditions may not apply to the broader community beyond the university setting.

Imprecision: Downgraded once as the confidence interval includes 1 and appreciable benefit and some harm.

3

(53%; n=18/34) complained about the heat/
humidity, followed by pain and shortness of
breath when wearing a mask. Finally, a trial
conducted by Barasheed et al.®! reported
that the most common reason for not
wearing a face mask was discomfort (15%).

A sensitivity analysis including a more
complete analysis of one of the studies®!
showed no change in the overall findings
(http://medat.samrc.ac.za/index.php/
catalog/42).

Discussion

No RCTs specific for the prevention
of transmission of SARS-CoV-2 in the
community were identified for either
medical or cloth masks. A single cluster
RCT among healthcare workers comparing
medical masks with cloth masks provided
indirect evidence to the general population,
indicating that cloth-mask users were
probably more likely to exhibit CRI or ILI
v. medical masks users with a moderate
and low degree of certainty, respectively.
Furthermore, users wearing cloth masks may
be more likely to have laboratory-confirmed
virus infections compared with wearers of
medical masks.

In the medical-mask review, evidence
from two trials assessing respiratory viral
infections indicated that wearing medical
masks may not be effective in preventing
widespread community transmission of ILI.
Data from five trials indicated that wearing
medical masks may prevent transmission
of ILI from ill to healthy members of the
households. The generalisability of these
results to the current SARS-CoV-2 pandemic
remains unclear but at the onset of the
epidemic in April 2020, they were deemed
to provide reasonable indirect evidence to
inform policy and guidance.

A recent systematic review by Jefferson
et al® updated a previous Cochrane
review assessing the effectiveness of medical
masks,*! included 9 RCTs investigating the
effect of masks in healthcare workers and the
general population, and concluded that there
is a lack of evidence for a protective effect of
medical masks in all populations. However,
their meta-analysis of the effect of masks on
ILI and lab-confirmed influenza included
trials in both the general population and
healthcare settings. The separate effect of
masks on ILI was only presented for the
healthcare setting. Our results differ as we
excluded trials conducted in healthcare
settings, we sub-grouped trials by household
and setting rather than
combining these, adjusted for clustering
where necessary, and conducted sensitivity
analysis due to the assumptions made in

community
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our clustering analyses. Importantly, our
interpretation of the evidence, which
included a GRADE assessment, differs to
their conclusion as we concluded that in
the household setting, medical masks may
provide some protection to other members
of the household.

In a recent systematic review and meta-
analysis of observational studies evaluating
measures to reduce SARS-CoV-2 and
beta coronaviruses, a physical distance of
a minimum 1 m was strongly associated
with reduction of infection risk and a
distance of 2 m was more effective. Data
indicated that disposable surgical masks or
reusable 12 - 16-layer cotton face masks
were associated with protection, even in
non-healthcare settings for the general
public. No intervention,
properly used, was associated with complete
protection from infection.””” Other basic
measures such as hand hygiene are still
needed with physical distancing, face
masks and eye protection. These data also
highlighted a need for further research on
the effectiveness of different combinations of
bundled interventions including variations
in masks, physical distancing, handwashing
and others as SARS-CoV-2 transmission
dynamics are likely to change in different
community settings depending on factors
such as population density and the size of the
population at risk. These interventions need
to also be assessed for their acceptability,
affordability and impact on social, economic
and environmental endpoints in addition to
clinical outcomes.

even when

Our rapid review findings highlight the
urgent need for community-based controlled
studies that compare the effectiveness of
different facial coverings on mitigating the
acquisition of SARS-CoV-2. Furthermore,
given the possibility of subsequent COVID-
19 waves, more comprehensive systematic
reviews need to be conducted as new
evidence becomes available.

There were several limitations in both
rapid reviews. Firstly, only one trial was
identified for the review assessing cloth
masksv. medicalmasksand usual practice.!*!
The RCT was not community-based, provi-
ding only indirect evidence. However, the
RCT design is one of the study strengths
and we assume that the confounders and
effect modifiers were equally distributed
between trial arms. The authors of the
study noted that ‘the finding of a much
higher rate of infection in the cloth mask
group could be interpreted as harm caused
by cloth masks, the efficacy of medical
masks, or most likely a combination of
both’' The trial did not objectively assess


http://medat.samrc.ac.za/index.php/catalog/42
http://medat.samrc.ac.za/index.php/catalog/42

self-contamination through repeated and improper doffing and
handwashing techniques. Prior modelling studies have quantified
the contamination level of face masks® and viruses may survive
on the surface of face masks.” Pathogen transfer from cloth
or medical masks to the bare hands of the wearer is plausible
if doffing techniques in the RCT were inappropriate. Notably,
the study did not have a no-mask control group because it was
deemed unethical to ask participants not to wear a mask, and the
control group followed standard practice, which may or may not
have included mask use.

In the medical-mask review, the two community-based trials
assessing the effectiveness of medical masks v. no masks in preventing
ILI acquisition took place at university residences. This limits
the generalisability of the findings to community settings other
than university residences, so the evidence was downgraded for
indirectness. In the trials of household transmission, mask-wearing
compliance varied, with some participants in the no-mask control
group also wearing masks, signalling contamination and potentially
reducing the estimate of effectiveness.

Wearing of masks has become highly politicised and polarised
and was complicated by concerns that widespread wearing of
medical masks by the general population may result in a shortage
of masks for healthcare workers. To our knowledge, little attention
has been given to considerations around the provision of what is
optimal for individual and population health, rather than what is
currently possible, feasible or necessary. Greenhalgh et al.®® argues
that traditionally designed studies may not be suitable for assessing
the complexity of health services and systems and that there is a
moral argument for applying the ‘precautionary principle’ of acting
in the absence of evidence given the potential protective benefit of
face masks in the face of rising COVID-19 mortality. Traditional
studies should be complemented by studies which account for the
instability and ‘emergent causality’ in a real-world setting allowing for
adaptation to changing contexts."*!

Chu et al.? recommend robust randomised trials of the
effectiveness of several mask types in a community setting
and for healthcare workers’ protection. However, the authors
also acknowledge that scientific uncertainty and contextual
considerations require a more nuanced approach. However,
Greenhalgh et al.® argued that the ‘search for perfect evidence
may be the enemy of good policy’ and they proposed conducting
two natural experiments: one to determine compliance with proper
mask use and the second to overcome mask shortages by repurposing
manufacturing capacity. If research confirms that wearing of
medical masks is more protective than cloth masks in a community
setting, greater advocacy for increasing manufacturing of sufficient
medical masks for widescale distribution is warranted in the context
of the current pandemic. Preparedness for the ongoing spread
of the pandemic and future pandemics should include measures
to scale-up global manufacturing of masks of proven efficacy,
efficient supply chains and mitigation of environmental threats
posed by disposable masks. Improved materials for cloth masks
are therefore also an urgent consideration, but these need to be
tested in comparative effectiveness studies in community settings.
Like with the harmonisation of current SARS-CoV-2 vaccine
and treatment trials,”” studies testing the effectiveness of these
masks will need to consider a harmonised approach to facilitate
evidence synthesis. We believe these are urgently needed in South
Africa to determine the specificities to our setting, the additional
implementation considerations around appropriate contextual
messaging and feasibility.

Conclusions

There is currently no evidence from RCTs demonstrating that the
use of cloth or medical masks prevents the transmission of SARS-
CoV-2 in the community setting. Indirect evidence from a single
trial indicates that wearing cloth masks is associated with a higher
risk of respiratory illness compared with medical masks. Medical
masks may offer some protection to prevent household transmission
of respiratory viral illnesses. The lack of direct evidence supportive
of the efficacy, effectiveness and safety of masks in the community
setting is an obstacle to evidence-based decision-making, particularly
with a possible increase in emergent infectious viruses. There is a
scope for comparative research into better-designed cloth masks
and a need of controlled studies evaluating the efficacy of medical v.
cloth masks conducted in the community setting where effects can be
monitored, and potential harms identified early.
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