APPENDIX SECTION A1.
Sample size.  Initial sample size calculations did not include a clustering factor since the number of participating units was unknown at study outset. A total of 1,437 participants were enrolled, of whom 42 were ineligible, 1 declined or failed to consent, 7 moved and/or withdrew from the university, and 15 withdrew from the study. 
Distribution of supplies.  Mask supplies were provided weekly, with seven masks and storage bags delivered in each packet through student mailboxes or via staffed information tables. If residents needed further supplies they were able to obtain replacement supplies from their study-affiliated residence hall staff, study information tables in each participating residence hall, or by calling the study coordinator. Students were required to sign for supply packets upon receipt. Hand sanitizer was distributed to all participants in the face mask/hand hygiene group at study start and was available for resupply at information tables in the lobby of the face mask/hand hygiene intervention residence hall. 
 Behavioral measures. Hand hygiene behaviors were measured in all study groups by reported average number of times hands were washed per day and average duration of handwashing. Using these two variables, a composite “optimal handwashing” variable was created by categorizing those who reported washing their hands for at least 20 seconds for 5 or more times a day as having optimal hand hygiene habits, while those with less than 20 seconds of handwashing or who washed less than 5 times per day were categorized as “sub-optimal”. This categorization was based on CDC recommendations for washing duration along with the mean number of handwashes per day (5/day) reported at baseline. 
Sleep quality at baseline was self-rated on a 4-point scale that asked participants to rate their overall sleeping quality for the past month and dichotomized into “fairly/very good sleep” versus “fairly/very bad sleep”. Alcohol consumption at baseline was categorized as 0-1 drinks versus 2 or more drinks per week. Current smoker status (cigarettes, cigars, or a pipe) was collected at baseline. Physical activity at baseline was categorized as “high” for participants who reported exercising at a very or extremely hard rate for at least 20 minutes, 3 or more times per week or exercising at any rate for at least 30 minutes, 5 or more times per week; responses not meeting these levels were categorized as “low” physical activity. Levels of perceived stress were measured at baseline using a validated scale [26]. 
Compliance measures. Compliance with face mask and hand hygiene interventions was ascertained via self-report on weekly surveys. Mask compliance was measured as the average number of mask hours per day during the past week. Hand hygiene compliance was assessed by reported use of hand sanitizer in the face mask/hand hygiene intervention group, including both the average number of times the hand sanitizer was used per day in the past week and the amount used. Among participants in the face mask only and control groups who reported having their own alcohol-based hand sanitizer, the same assessments were determined for personal hand sanitizer use.

In addition to reported rates of compliance obtained from survey data, trained study staff conducted residence hall observations to assess compliance. At varying times of the day, staff were stationed throughout public areas in the residence halls to record proper and improper mask use. Staff did not alert students to their task and refrained from communicating with participants during these observation periods.  All participant compliance information was collected anonymously. Participants in the face mask/hand hygiene intervention were also observed for instances of hand sanitizer use.  A total of 68 observation hours were collected in mask use only halls and a total of 72 observation hours were collected in the face mask/hand hygiene intervention arm.
Laboratory methods. Throat samples were refrigerated and processed using standard laboratory methods within 72 hours. At 3-4 days and at one week, the cultures were hemadsorbed using guinea pig red cells. Positives were passed to additional tubes of cell culture. Initial typing was carried out by fluorescent antibody techniques. Subtyping of type A viruses was carried out by hemagglutination-inhibition.  The clinical specimens were also tested by Real time reverse transcriptase polymerase chain reaction (RT-PCR) using the Taqman system (Applied Biosystems); primers and probes were developed by the CDC Influenza Branch and were designed for universal detection of influenza A and B viruses [27]. 
Compliance analyses.  All compliance measures were continuous variables with the exception of the amount of hand sanitizer used, which was dichotomized into greater than or equal to the size of a quarter versus smaller than a quarter. A log transformation was used to normalize skewed outcomes for continuous compliance measures.  Since it was not possible to back transform log values in mixed models, we present all statistical testing in log transformed values. In order to prevent a loss of data when values were equal to zero, the value one was added to the continuous variables before being log-transformed.  Out of range values (n=15) were set to missing if the duration per handwash was > 120 seconds or if the number of washes was ≥120 per day. 

Differences in face mask compliance, number and duration of handwashes per day, and alcohol-based hand sanitizer use between intervention and control groups were assessed using mixed models, which allowed for a level-1 model describing changes in compliance within individuals over the study period and a level-2 model describing changes between individuals [28]. To account for clustering, random intercepts were included for each residence hall. To address multiple comparisons, P value significance was set at ( .025 for comparing differences in intervention groups by each week and rate of compliance over the study period. Cluster adjusted chi-squared tests were used to compare intervention group differences in quantity of hand sanitizer used each week [29]. 
APPENDIX SECTION A2.
Survey-reported compliance.  On average, the mask only group wore their mask 3.92 hours per day (SD, 3.31) versus 2.99 hours per day (SD, 2.40) in the mask and hand hygiene group. To examine whether differences in reported daily mask use compliance were significant, mask hours were transformed to the log scale.  Log mask hours were significantly higher in the mask only group compared to the mask and hand hygiene group at each time period except for week 4. On average, the mask only group washed their hands 8.18 times per day (SD, 9.02) versus 6.11 times per day (SD, 4.83) in the mask and hand hygiene group over the study period. The control group washed their hands on average 8.75 times per day (SD, 9.26) over the study period.  On the log scale, the mask and hand hygiene group washed their hands significantly fewer times per day than the control group from weeks 2 through 4 only. On average, the mask only group washed their hands for 23.15 seconds per day (SD, 17.26) versus 20.65 seconds per day (SD, 12.76) in the mask and hand hygiene group over the study period. The control group washed their hands on average 22.35 seconds per day (SD, 14.54). On the log scale, the mask and hand hygiene group reported a significantly shorter duration of handwashing at week 1 only compared to the control group (P=.0074); however, there were no statistically significant differences between groups at any other time period. On average, the mask only group used alcohol-based hand sanitizer 2.31 times per day (SD, 3.54) versus 5.20 times per day (SD, 5.09) in the mask and hand hygiene group. The control group used alcohol-based hand sanitizer 2.02 times per day (SD, 3.90) over the study period. On the log scale, participants in the mask and hand hygiene group reported a significantly greater use of hand sanitizer compared to the mask only and control groups at each week (all P<.0001). There were no significant differences between the mask only group and control group in the number of hand sanitizer uses per day.  There was a significantly higher proportion of subjects in the mask and hand hygiene group who reported using the proper amount or greater (i.e. quarter size or greater) of the alcohol-based hand sanitizer compared to the mask only and control groups at each week (all P<.0001). (Supplemental data available upon request)  
Observed compliance. Staff observed an average of 2.26 participants residing in the face mask/hand hygiene intervention residence hall properly wearing a mask for each hour of observation over the six week intervention. In residence halls assigned to the face mask only intervention, an average of 1.94 residents were observed properly wearing the mask. (Supplemental data available upon request)
APPENDIX SECTION A3.
Demographic variables. Asian students were less likely to report ILI. There are some data supporting differential symptom responses by Asian versus white race in earlier studies 


[30, 31] ADDIN EN.CITE . The number of Asian students was small (16% of the study population) and therefore larger, more diverse samples are needed to confirm the differences in ILI we observed here. Stress and increased alcohol intake were associated with greater ILI rates.  This supports earlier work suggesting that these risk factors are associated with increased susceptibility to respiratory illnesses, including influenza 


[32-37] ADDIN EN.CITE . 
Appendix Table A1. CONSORT Checklist
	PAPER SECTION and TOPIC 
	Item 
	Descriptor 
	Reported on page # 

	TITLE & ABSTRACT 
	1 
	How participants were allocated to interventions (e.g., "random allocation", "randomized", or "randomly assigned"). 
	1, 3

	INTRODUCTION Background 
	2 
	Scientific background and explanation of rationale. 
	5

	METHODS Participants 
	3 
	Eligibility criteria for participants and the settings and locations where the data were collected. 
	5-6

	Interventions 
	4 
	Precise details of the interventions intended for each group and how and when they were actually administered. 
	6-8

	Objectives 
	5 
	Specific objectives and hypotheses. 
	3, 5

	Outcomes 
	6 
	Clearly defined primary and secondary outcome measures and, when applicable, any methods used to enhance the quality of measurements (e.g., multiple observations, training of assessors). 
	9-10

	Sample size 
	7 
	How sample size was determined and, when applicable, explanation of any interim analyses and stopping rules. 
	5-7

	Randomization --Sequence generation 
	8 
	Method used to generate the random allocation sequence, including details of any restrictions (e.g., blocking, stratification) 
	6

	Randomization --Allocation concealment 
	9 
	Method used to implement the random allocation sequence (e.g., numbered containers or central telephone), clarifying whether the sequence was concealed until interventions were assigned. 
	6-7

	Randomization --Implementation 
	10 
	Who generated the allocation sequence, who enrolled participants, and who assigned participants to their groups. 
	6-7

	Blinding (masking) 
	11 
	Whether or not participants, those administering the interventions, and those assessing the outcomes were blinded to group assignment. If done, how the success of blinding was evaluated. 
	6-7, 16

	Statistical methods 
	12 
	Statistical methods used to compare groups for primary outcome(s); Methods for additional analyses, such as subgroup analyses and adjusted analyses. 
	8-10

	RESULTS 

Participant flow 
	13 
	Flow of participants through each stage (a diagram is strongly recommended). Specifically, for each group report the numbers of participants randomly assigned, receiving intended treatment, completing the study protocol, and analyzed for the primary outcome. Describe protocol deviations from study as planned, together with reasons. 
	10 

	Recruitment 
	14 
	Dates defining the periods of recruitment and follow-up. 
	7, 11

	Baseline data 
	15 
	Baseline demographic and clinical characteristics of each group. 
	10-11, 24-26

	Numbers analyzed 
	16 
	Number of participants (denominator) in each group included in each analysis and whether the analysis was by "intention-to-treat". State the results in absolute numbers when feasible (e.g., 10/20, not 50%). 
	9-11

	Outcomes and estimation 
	17 
	For each primary and secondary outcome, a summary of results for each group, and the estimated effect size and its precision (e.g., 95% confidence interval). 
	10-11, 23, 27-29

	Ancillary analyses 
	18 
	Address multiplicity by reporting any other analyses performed, including subgroup analyses and adjusted analyses, indicating those pre-specified and those exploratory. 
	16

	Adverse events 
	19 
	All important adverse events or side effects in each intervention group. 
	NA

	DISCUSSION Interpretation 
	20 
	Interpretation of the results, taking into account study hypotheses, sources of potential bias or imprecision and the dangers associated with multiplicity of analyses and outcomes. 
	11-16

	Generalizability 
	21 
	Generalizability (external validity) of the trial findings. 
	16

	Overall evidence 
	22 
	General interpretation of the results in the context of current evidence. 
	16
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Appendix Figure A1. Flow of participants through each stage of the study.
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