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Executive Summary

Thenat i onwi de in8ldpa ollowing the declaration of the COVID-19 pandemic from
24th March onwards restricted social and economic activity, movement of people, and access to
services. Response to this health crisis led to resources in the form of qualified medical
professionals and budgets to be redirected to focus on the impact of the virus, thereby raising
fears of detrimental effects on non-COVID-19 related health services such as maternity, family
planning and child health services. Several countries quickly adopted measures to address the
emerging situation, and in Nepal too there were specific measures by the Govt. of Nepal to
ensure continuity of essential reproductive health (RH) services. The Family Welfare Division
led RH cluster, which included then external development partners supported the development
of interim guidelines to continue RMNCAH services during COVID-19 and the subsequent
orientation of health workers and managers. NHSSP supported orientation of health workers on
interim guideline in in eight districts (two in Province 2, two in Province 5 and four in
Sudurpaschim province). This document reports on the learning from the implementation
process of these interim guidelines, from the eight districts that received NHSSP support.

As a part of the ongoing learning process and to strengthen the implementation process, the
FWD and RH sub-cluster agreed to have follow-up interactions with the health-workers via one-
on-one interviews and further support. NHSSP used this opportunity to interact with the health-
workers to also systematically document the learning from the implementation process. The
main source of information for this report was gathered through interviews with 452 health-
workers and health coordinators guided by a quantitative questionnaire, and a small set of
indepth qualitative interviews. Nurses and paramedics were the largest groups of respondents,
and over 50% of the respondents were from facilities that offered provided some level of
maternity services (i.e. birthing centre, BEONC or CEONC).

Findings:

1 About 60% of the health workers from PHCC/HP, and 48% of those from hospitals said
that they were screening and doing a triage for COVID-19 for all patients/visitors who
came to their facility. The 40 - 50% who were not screening, however did show good
knowledge of the main COVID-19 symptoms i fever (98%), cough (86%) and shortness
of breath (61%).

1 The extent of knowledge on five important danger signs during post-partum period for
mothers and for newborns was however not as high as the knowledge on COVID-19.
Whilst most respondents identified heavy bleeding (94%) as key major danger sign,
knowledge on others such as fever or headache amongst mothers, and hypothermia or
umblical cord infection in newborns, was much less.

1 Responses to questions that tested knowledge on the type maternal and newborn health
(MNH) and family planning (FP) care to be provided during the COVID-19 pandemic,
showed that between 50 1 70% of the respondents provided accurate answers on each
guestion, ,but there were a sizeable proportion who did not choose the right answer
indicating that there were some gaps in knowledge.



Results show that nearly 50% of the PHCC/HP respondents report stock outs of
essential MNH drugs such as Misoprostol and Nifedipine, as well as medical abortion
drugs, at the time of interview. Health coordinators reported stock-outs of Nifedipine
(67%), Misoprostol (38%), medical abortion drugs (38%) and a few others at the palika
stores.

A few health coordinators also reported stock outs of materials for infection prevention
and PPE at the palika stores, such as chlorine and soap for cleaning, and surgical
gloves and aprons for protection.

About 61% of PHCC/HP health workers and 76% of hospital health workers reported
that their facility screened and did the triage for COVID-19 for all patients/visitors. The
most frequently done check at PHCC/HP was to ask about fever symptoms, followed by
a temperature check of the patient/visitor.

Almost all respondents at PHCC/HP as well as hospitals reported that they provide hand
sanitizers or hand washing facilities to all patients and visitors at the facility.

Across 390 PHCC/HP respondents, most provide a range of services that potentially
exposes them to COVID-19 infection: OPD (91%), FP (82%), ANC (74%), Immunisation
(63%), PNC home-visits (30%) and SAS (9%).

Although 52% PHCC/HP health workers and 68% hospital health workers felt they are
able to protect themselves from cross-infection, quite crucially 34% of those in PHCC/HP
said they did not feel safe and the remaining said they were unsure of their safety.
When PPE is not adequately available, health-workers at PHCC/HP mostly tend to re-
use the available ones, or provide services without it.

The main improvements within the facility that respondents report are
handwashing/sanitizing amongst staff and clients (75% and 70% respectively), followed
by physical distancing.

About 36% of the health workers at PHCC/HP said that they had started providing ANC
consultations via phone, and of these 48% said they did upto four calls over the last two
weeks.

90% health workers reported that clients came to the facilities for pills/condoms in the
last week. Of these 59% health workers at HP/PHCC gave pills/condoms for 3 months.
However, 41% reported not giving pills/condoms due to lack of adequate stocks.
Quialitative interviews with health-worker clearly highlighted how political commitment
and allocation of adequate resources through sub-national governments were essential
for the health system to deliver services. In palikas where this has been possible, better
implementation of the guidance is seen.

Conclusion

The follow-up interviews conducted with the providers and managers clearly showed that
orientation on the guidelines was timely and well received. In a context where services were
functioning at a minimum capacity or were being delivered within an environment of fear, the
guidelines provide clear direction to facilities, and many took the opportunity to adapt their own
practices as well as how services were delivered to ensure that services were restored to the
best extent possible. Findings show that while restoration of essential services has been
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possible to an extent following the service adaptations, in all likelihood some challenges with
regard to dealing with community-level reactions and responses to accessing services during
the COVID-19 pandemic persist. The full impact of service disruptions still need to be studied. A
clear lesson learnt, however, is that for any emergency situation to be dealt with effectively,
clear communication and adequate HR are crucial.

Some concrete suggestions for the way forward in the short term include:

1

Trainings that are expected to be detailed and lengthy could be delivered better in a
modular form

A clear emphasis on a specific topic (rather than a wider all-in-one approach) can

i mprove staff 6s c bywaertaking focaseddmppovements.i ¢ e s
IPC improvements generally and within the maternity services environment if sustained
can improve quality of care in the long run. The current pool of Skilled Birth Attendant
Clinical mentors could be provided with better knowledge and skills on IPC mentoring,
so that they add this emphasis during their clinical coaching/mentoring sessions
Disseminating new evidence/updates to HWs and communities on COVID-19 can help
address fear. Regular monitoring and virtual discussions should be continued in order to
strengthen health facilities and palika knowledge and capacities, by orienting them to
updated evidence and experience

Governments at all spheres could be supported/facilitated to plan better for PPE/IPC
materials and drugs especially during the 2021/22 fiscal year planning

Addressing human resource shortage especially when staff are in isolation/quarantine is
crucial, and new approaches such as supporting sub-national governments to recruit
6rotatingé st af ftermwsergicespat specifid leealths faalittes could be
considered.



1. Introduction

The Coronavirus Disease 2019 (COVID-199pandemi ¢ has put the wherl| dbés |
test. Faced with an unprecedented challenge, governments across the globe were caught
unawares, and varied strategies have been employed to cope with and manage the pandemic.
Although Nepal had initially registered lower numbers of COVID-19 cases compared to many
other countries, it faced challenges that are typical of a resource-poor nation. Its limited
resources render its health system vulnerable to further strain in a pandemic. Nepal also
recently went through a process of decentralisation, making COVID-19 the first national crisis
that Nepal has faced as a federal state. As decentralised functions, political patterns and
decision-making accountabilities are yet to bed themselves in completely, the country has
grappled with multiple pressures since the onset of the pandemic. N e p anatirsvide lockdown,
following the declaration of the pandemic on 24 March 2020, restricted social and economic
activity, movement of people and access to services. In response to the COVID-19 crisis, health
resources, in the form of budgets and qualified medical professionals, were redirected to focus
on the impact of the virus. Detrimental effects on non-COVID-19 related services were feared as
a result of the lockdown.

The World Health Or g ani z & WH @ délse survey' across 159 countries (to which 105
countries responded) on the impact that the COVID-19 pandemic had on 25 essential health
services between May and July 2020, showed widespread global disruption to essential health
services. The most frequently disrupted services were: immunisation-outreach services (70%),
facility-based immunization services (61%), Non-communicable Disease (NCD) diagnosis and
treatment (69%), Family Planning (FP) (68%), mental health treatment (61%), Antenatal Care
(ANC) (56%), and cancer diagnosis and treatment (55%). In April 2020, the United Nations
Population Fund (UNFPA) undertook a global estimation of the impact of the COVID-19
pandemic on Reproductive Health (RH) services, especially on FP and ending Gender-based
Violence (GBV), female genital mutilation and early child marriage?. UNFPA results estimated
that there would be: 15 million unintended pregnancies globally, if there were high service
disruptions for 12 months; an additional 15 million instances of GBV for every three months of
lockdown; and 13 million additional child marriages by 2030. Adeclineinh e al t h 9gulityvi ces 0
of care was also expected. Evidence from studies on other pandemics, such as the Ebola crisis
in Sierra Leone, also shows that the risk of secondary impacts as a result of diversion of
resources to tackle pandemics, can be high, particularly on the lives of women and children,
where health system resilience is still fairly low®. Similar scenario-based analysis based on the
COVID-19 pandemic showed that coverage reductions in essential health services (including
workforce reductions, supplies reductions, demand reduction and access reduction) would lead

1 WHO (2020) Pulse survey on continuity of essential health services during COVID-19 pandemic
2 UNFPA (2020) Impact of the COVID-19 Pandemic on Family Planning and Ending Gender-based Violence, Female Genital
Mutilation and Child Marriage. https://www.unfpa.org/sites/default/files/resource-pdf/COVID-
19 impact brief for UNFPA 24 April 2020 1.pdf (accessed 2/11/2020)
% Sochas L, Channon AA, Nam S. Counting indirect crisis-related deaths in the context of a low-resilience health system: the case of
maternal and neonatal health during the Ebola epidemic in Sierra Leone. Health Policy Plan. 2017;32(suppl_3):iii32-iii39.
doi:10.1093/heapol/czx108
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to a risk of increase in maternal deaths of between 8.3 and 38.6 per cent across 118 countries
and an increase in under-five child deaths of between 9.8 and 44.7 per cent”.

Evidence on the COVID-19 pandemic from Nepal shows reductions in service availability®®,
service utilisation and quality of care. Simultaneously, a prospective observational study
reported increased stillbirths (from 14 per 1000 total births to 21) and increased neonatal
mortality (from 13 per 1000 live births to 40) during in the initial nine weeks of complete
lockdown in Nepal, in comparison to the months immediately preceding the lockdown period
(12.5 weeks before lockdown)’. This study also reported a decline in institutional births (by
52%), intrapartum foetal monitoring (by 13.4%), breast feeding within 1 hour (by 3.5%);
improved immediate newborn care practices (skin-to-skin by 13.2%) and improved Health
Workersd  (shfivend hygiene practices (by 12.9%).

Several countries quickly adopted measures to address the emerging situation, and an oft-cited
example of a holistic and successful approach is that of Ghana (See Box 1).

Box 1: Ghana COVID-19 response measures for Reproductive, Maternal, Newborn, Child and Adolescent
(RMNCAH) services

Ghana confirmed its first two cases of COVID-19 on 12 March 2020; the following steps

were taken by the government to minimise the impact of COVID-19 on RMNCAH services:

9 Guidelines for RMNCAH service reorganisation and delivery during the COVID-19
outbreak were developed for both providers and clients

9 A series of virtual meetings were held, and the guidelines were disseminated to regional
teams, districts and subdistricts to inform service delivery

9 Personal Protective Equipment (PPE) and essential supplies were made available to
health care
providers and clients to reduce the risk of transmission of the virus to the barest
minimum

9 Onsite coaching and supportive supervision were conducted in HFs to ensure
implementation of the guidelines

9 Various platforms were used to engage communities and communicate the measures
put in place to ensure their safety, e.g. short message service and audio messages by
telecom networks; voices of the Paediatric Society of Ghana, traditional leaders and
other influential persons; community broadcast networks; billboards; and mobile phones

Similarly, Nepal had to be prepared to respond to the expected impact on essential services,
which led to specific measures by the Government of Nepal (GoN). The Federal Ministry of

4 Roberton T et al. Early estimates of the indirect effects of the COVID-19 pandemic on maternal and child mortality in low-income
and middle-income countries: a modelling study. Lancet Volume 8, ISSUE 7, €901-e908, July 01, 2020.
DOl:https://doi.org/10.1016/S2214-109X(20)30229-1

® UNFPA rapid assessment of RH services during lockdown

® NHSSP/FWD ad hoc monitoring of MNH, FP and SAS services

" Asish KC etal. Effect of the COVID-19 pandemic response on intrapartum care, stillbirth, and neonatal mortality outcomes in
Nepal: a prospective observational study. Lancet Volume 8, ISSUE 10, e1273-e1281, October 01, 2020.
DOl:https://doi.org/10.1016/S2214-109X(20)30345-4
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Health and Population (FMoHP) and External Development Partners (EDPs) developed an
Emergency Response Plan (ERP) for preparedness and response to the global pandemic. The
Family Welfare Division (FWD), as the lead Government Division responsible for preparedness
and response to ensure continuity of essential RH services, took charge of this area. The RH
Sub-cluster, which reports to the Health Cluster at FMoHP, developed interim guidance for
continuation of essential RMNCAH services during the COVID-19 pandemic, both for
programme managers and for specific service providers. The guidance covered, among other
areas, infection prevention and personal protective measures related to COVID-19. A number of
documents were reviewed while developing the guidelines®.

A total of eleven partners (UNFPA, the Uni t ed Nations QUNICER),r e n 0 s
Strengthening Systems for Better Health (SSBH), One Health Worldwide (OHW), Care Nepal,
Marie Stopes International (MSI), Ipas Nepal, the Adventist Development and Relief Agency
(ADRA) Nepal, the Family Planning Association of Nepal (FPAN), Su-ahara and the Nepal
Health Sector Support Programme (NHSSP)) supported orientation on the interim guideline to
continue RMNCAH services during COVID-19. NHSSP supported orientation of HWs on the
interim guideline in in eight districts (two in Province 2, two in Province 5 and four in
Sudurpashchim Province)®. This document reports on the learning from the implementation
process from the eight districts that received NHSSP support. Section 2 presents a summary of
the overall government response, followed by the details on the support provided by NHSSP.
Section 3 presents the findings from the follow-up interviews carried out with providers and
managers at Health Facilities (HFs) who had been oriented on the interim guideline. The
concluding section i Section 4 1 presents the discussion and suggestions for the way forward.

8 Continuing essential Sexual, Reproductive, Maternal, Neonatal, Child and Adolescent of health services during the COVID-19
pandemic (WHO/UNFPA/UNICEF, April 2020); COVID-19 Technical Brief for Maternity Services (UNFPA, April 2020); COVID-19
Technical Brief for Antenatal Care Services (UNFPA, April 2020); Initial Assessment of Clients Presenting for Intrapartum Care:
Summary of Key Considerations in the Context of COVID-19 (Jhpiego, March 2020); and various guidelines from FIGO, RCOG,
ACOG and Jhpiego, and later from WHO i maintaining essential health services: operational guidance for the COVID-19 context
(June 2020)

® Dhanusha, Siraha, Gulmi, Pyuthan, Kailali, Kanchanpur, Dhadeldhura and Darchula districts
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2. COVID-19 Response and Support for Continuation of Essential RMNCAH
Services

G o N éesponse

The FMoHP, including all its relevant divisions, developed a Health ERP for COVID-19
preparedness and response in partnership with EDPs such as WHO and the United Kingdom
Foreign, Commonwealth & Development Office (FCDO) British Embassy, Kathmandu (BEK).
Several clusters were constituted to support the strategic response and its implementation on
specific areas such as health, social protection and so on. The RH Sub-cluster, which was
formed under the Health Cluster, was mandated to develop the ERP for RH services, and
broadly supported FWD on the following areas.

1 Coordination of the response development and implementation

T Regular monitoring and assessment of essential health services, in particular RMNCAH
1 Capacity building of government stakeholders and HWs (at national and sub-national
levels) to plan and respond to the needs of essential health services in the COVID-19
context

Continuation of RMNCAH services

Risk communication and community engagement

Supply of infection prevention materials and commodities, and

Commaodities and supplies support to quarantine sites.

The Nutrition Cluster, also formed by FMoHP and led by FWD, was supported by UNICEF and
partners working on food and nutrition issues in Nepal. The Nutrition ERP support to FWD was
mandated to:

= =4 —a -8

1 Protect, promote and support optimal breastfeeding of children less than two years old

1 Prevent and treat malnutrition in under-five-year-old boys and girls, lactating and
pregnant women and vulnerable groups, as well as to prevent severe malnutrition

1 Ensure availability, access to and use of supplementary food to children (6-59 months),
pregnant and lactating women and elderly people (>60 years)

1 Minimise disruption to regular nutrition services.

The response actions so far have included: stock-taking, pre-positioning and enabling supplies
of nutrition commodities; 3Wmoni t ori ng of par t ne inerén guidasce to
deliver nutrition services, such as the Nutrition Rehabilitation Homes, Infant and Young Child
Feeding (IYCF) and breastfeeding; promoting COVID-19-sensitive nutrition messages;
orientation of HWs on these guidelines; and monitoring of programmes and undernourished
children.

FMoHP has developed various other guidelines in order to prevent and mitigate the secondary
impacts of COVID-19 lockdown; these have concentrated on issues around GBV, mental health,
disability, etc. The following guidelines have been developed and are in various stages of
orientation/training and implementation:

3w i Who is doing What, Where?
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Guidelines for delivery of health services for elderly population

Guidelines for health-related rehabilitation of and physiotherapy for persons services in
acute care settings

1 Guidelines for health and rehabilitation services to disabled people in the COVID-19
context

Guidelines for operation of Nutrition Rehabilitation Centres in the COVID-19 context
Guidelines for RMNCH services in the COVID-19 pandemic

Guidelines for Ayurveda and alternative services in the COVID-19 context
Guidelines for delivery of COVID-19 and non-COVID-19 health services.

= =4 = =

NHSSP support to FWD/FMoHP

NHSSP provided embedded Technical Assistance (TA) within the FWD and responded to the
COVID-19 situation across several areas of work.

Coordination: As a core-member of the RH Sub-cluster, NHSSP actively contributed at weekly
meetings from mid-March 2020 and has continued to support activities.

Regular monitoring and assessment: NHSSP TA played a major role this area by regularly
monitoring the effects of the lockdown on Maternal and Newborn Health (MNH), FP and Safe
Abortion Services (SAS), to enable FWD to be informed and strategise accordingly. This has
been performed through regular phone calls to HFs, both to Birthing Centres (BCs)/Basic
Emergency Obstetric and Neonatal Care (BEONC) sites and to Comprehensive Emergency
Obstetric and Neonatal Care (CEONC) sites; after 10 May, CEONC site monitoring was
transitioned to a mobile-phone-based application, while phone calls to BC/NEONC site
continued.

Continuation of RMNCAH services: NHSSP has been closely monitoring CEONC hospitals to
ensure availability and continuity of Caesarean Section (CS) services during the COVID-19
pandemic. NHSSP also supported FWD for staff recruitment, advocacy for appropriate staff
transfers and travel to service sites, which resulted in helping improve provision of CS services.

Risk communication and community engagement: FWD, via the RH-cluster, has also
strongly focused on communicating to communities and women the risks of COVID-19, and the
appropriate measures to be taken by women during their pregnancy, for childbirth and for
Postnatal Care (PNC). NHSSP provided several inputs to the development of these
communication materials meant for radio messaging and posters, which was led by UNFPA.

Capacity building: NHSSP contributed significantly in this area, and this report is based on the
learning from this area of support provided to FWD. Interim guidance on how to continue
providing essential RMNCAH services during the COVID-19 pandemic was developed by the
RH Sub-cluster. This guidance was meant both for programme managers and service providers,
introducing simple adaptations to service delivery (e.g. phone consultations) and placing an
emphasis on infection prevention and personal protective measures related to COVID-19 while
providing RMNCAH services. As a part of the RH-cluster, NHSSP led specifically on the
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development of the guidance for MNH services and subsequently supported its roll-out through
orientations and training. Responsibility for the training was shared by the eleven supporting
partners within the RH Sub-cluster. Training was provided through dedicated virtual sessions to
HWs nationwide, on-site visits or through integration with other existing programmes.

Table 1: Orientation provided by supporting partners

UNFPA Delivered through three partners i MSI,
ADRA Nepal, FPAN

UNICEF 2,7 3 37 400 Delivered through one partner 1
Simulation Society Nepal

OHW 1,3 16 133 3790 Both virtual and on-site

Care Nepal 3 5 14 369 On-site and through integration with
other orientation programmes

SSBH 5,6 13 105 1857 Mainly virtual

Ipas 1,4,7 16 96 338 Mainly virtual

Su-ahara 1, 3, 4, 42 389 389 Orientation provided to 389 palika
Coordinators across 42 districts from 6

56,7 provinces
NHSSP 2,57 8 94 4408 Virtual and phone

Note: orientation is not yet completed in some districts

NHSSP supported this orientation and training across eight districts** of Provinces 2 and 5 and
Sudurpashchim Province. Orientation was provided to provincial staff (Ministry of Social
Development and Provincial Health Directorate) from the three provinces in coordination with
RH Sub-cluster members. NHSSP coordinated with Su-ahara for the orientation of palika-level
staff. Overall, this included staff from the Provincial Health Offices from 8 districts; Health
Coordinators of 94 municipalities; and service providers from 11 secondary hospitals, 26
primary hospitals/Primary Health Care Centres (PHCCs) and approximately 650 lower-level
facilities, including Health Posts (HPs), Basic Health Services Centres, Community Health
Centres and Urban Health Centres.

Between July and September 2020, 4408 HW's received the online orientation/training through
virtual sessions, or phone-calls in a few remote sites where a virtual session was not possible.

This orientation
was Figure 1 HW cadres trained delivered by
22  Health

Others Managers | poctor

0,
Support Staff 4% 7% 2%

12%

Nurses
4%

" Dadeldhura, Darc ANMs

32%

HA/AHW/ PHI
39%



Coordinators/supervisors/ clinical mentors from the eight districts along with NHSSP staff and
some technical consultants. Nearly 40 per cent of those who were trained were Health
Assistants (HAs), Auxiliary HWs (AHWSs) or Public Health Inspectors (PHIS); 32 per cent were
Auxiliary Nurse Midwives (ANMs). Medical doctors formed a small proportion of those trained
(see Figure 1). Siraha and Dhanusha districts provided larger numbers of the HWs than the
others, followed by Gulmi and Kailali districts, reflecting the size of the districts. (Please see
Annex 1 for further details on district-wise and caste-wise distribution of HWs trained.).
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3. Follow-up to the Orientation

The interim guideline for RMNCAH services was developed by FWD and the RH Sub-cluster to
support the continuity of high-quality RMNCAH services during the COVID-19 pandemic and
was based on the approved ERP for RH services. Changes in service delivery modality and
enhanced infection prevention protocols had to be introduced afresh to reduce cross-
transmission of COVID-19 from health service delivery points, in response to the new and
emerging situation. The virtual training/orientation of all HWs i both service providers and
managers i was also a new way of engaging. As a part of the ongoing learning process and to
strengthen the implementation process, the FWD and RH Sub-cluster agreed to provide further
support and have follow-up interactions with HWs via one-on-one interviews.

NHSSP used this opportunity to interact with HWs to systematically document the learning from
the implementation process, from the eight districts that received NHSSP support. It was
important to document the lessons learnt during these processes to further the creation of an
enabling environment for providing high-quality health services. This could also offer lessons on
the processes related to developing guidelines, coordinating with provincial and local
governments, orienting HWs using online platforms and via phone, and follow-up and support
provided by local municipalities to HWs. The aim of the follow-up interactions was therefore
twofold: to seek feedback and understand the extent to which HWs have been able to
implement the interim guideline; and to provide further clarifications and support to HWs as
needed.

For the purposes of the interviews, the specific objectives were to:

1 Understand the extent to which the interim guidance has helped trainees to gain
knowledge, practise skills and have a changed attitude towards service provision

1 Check the extent to which PPE and other commaodities needed for the effective
implementation of the interim guidance were available

1 Understand the support provided by palikas to HFs (management)

T Identify the successes as well as challenges faced by trainees while implementing the
guidelines in supporting their HFs (and distil good practices from the success stories)

1 Gather trainee views and feedback on the process of training/orientation i and feed
back and identify learning for strengthening any future sessions

1 Clarify any gaps in understanding of the contents and in the ways of implementing the
interim guidance .

Methodology

The main source of information for this report was interviews with HWs. These included a
survey-type interviews for all respondents, and a set of in-depth qualitative interviews with a
select number of respondents.

Quantitative data: A randomly selected sample of service providers from the eight districts
were interviewed from across all levels of health service delivery points. Two service providers
from each HF were selected to gain an understanding of the implementation issues in each
palika and to provide a representative sample. A total of 452 interviews were conducted (further
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details of respondents are provided in Section 4). Simple and separate survey tools for the
interviews agreed by the partners were used for Health Coordinators and HWs at lower-level
facilities and hospitals (please see Annex 2). At these follow-up interactions, NHSSP used HW
responses to guide them with any immediate feedback and support on the identified challenges
and gaps, as necessary, at the end of the interview. These interviews were carried out by
NHSSP staff and by a few short-term technical consultants.

Qualitative data: A small number of individual phone-based follow-up interviews/discussions
with service providers, and Health Coordinators of palikas were conducted. These included four
in-depth interviews with service providers at HFs and four with Health Coordinators for learning
about successes/challenges. These respondents were purposively selected based on the
responses given at the quantitative interview to include a mix of those who reported positive
experiences and those who reported significant challenges. It is important to note that the
findings presented therefore draw on the learning from these palikas and may not necessarily
be representative of all those who were trained from these districts. We also held
discussions/consultations with RH Sub-cluster members on their experiences to develop
collective recommendations. A short in-depth interview guide was developed with simple
guidelines that included open-ended questions (please see Annex 3). These interviews were
conducted in Nepali by NHSSP staff.

The quantitative data was entered into Microsoft (MS) Excel, and a simple descriptive analysis
of the quantitative data was undertaken in Statistical Product and Service Solutions (SPSS) and
MS Excel. Extensive notes from the qualitative interviews were typed up in English, and major
themes emerging from them have been presented in the report as case studies and general
findings. The views from the RH Sub-cluster members have also been summarised.
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4. Findings

Results from quantitative interviews

Profile of respondents

The quantitative survey included 452 respondents in total, with almost equal participation of
male and female HWs. Most of the respondents were from PHCCs/HPs, which is a reflection of
the sampling technique and staff to whom the orientation was provided; within facilities selected,
more than 50 per cent were provided some level of maternity services (i.e. BC, BEONC or
CEONC). Nurses and paramedics were the largest groups of respondents (see Figure 5).

Figure 2: Respondents by gender
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Figure 3: Respondents by type of facility
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Figure 4: Facilities by type of services
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Figure 5: HW position (PHCC/HP)
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As all respondents were participants in the orientation programme it was expected for them to
have easy access to the interim guideline. On asking, however, only 11 per cent of the
respondents from HPs/PHCCs and 4 per cent of those at hospitals reported that they had a
printed copy of the guidelines. Another 21 per cent from HPs/PHCCs and 32 per cent from
hospitals said that they had an electronic copy of the guidelines. About 30 per cent of the Health
Coordinators reported that they had provided a printed copy to the facilities under their
jurisdiction.

Extent of knowledge on COVID-19 and RMNCAH care

About 60 per cent of the HWs from PHCCs/HPs and 48 per cent of those from hospitals said
that they were screening and performing triage for COVID-19 for all patients/visitors who came
to their facility. However, it is important to note that a significant 40 per cent or over were not
screening. Those who were not performing screening were probed for their knowledge on
COVID-19 symptoms; the most frequent response as the main COVID-19 symptom was fever,

Figure 6: Knowledge on COVID-19 symptoms (PHCC/HP)
(n=191)
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followed by cough (see Figure 6).

HWs who provide MNH care (nurses and doctors) were questioned on the danger signs of the
post-partum period for mothers and newborns; they were also probed on their knowledge of
provision of MNH and FP care during the COVID-19 context and, specifically, to women testing
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positive for COVID-19. The vast majority of responses from nurses and doctors at PHCCs/HPs

(n=242) pointed that excessive bleeding (94%) was an important danger sign for post-partum

mothers, followed by fever (67%), severe headache (34%), abdominal pain (34%) and other
symptoms in that order. However, responses from nurses and doctors at hospitals were mixed,

wi t hotthheer s66 cat egory bei rfwhichrmolsded reporte af aceial diseasesc i t e d
rather than symptoms), followed by excessive bleeding. However, it is important to note here

that the number of respondents from hospitals was small (n=25). With regard to knowledge on

danger signs in newborns, nurses and doctors at PHCCs/HPs highlighted fever, poor feeding

and hypothermia in that order; those at hospitals highlighted poor feeding and umbilical cord

infections as the major danger signs (see Figures 7 and 8).

Figure 7: Knowledge on five danger signs in post-partum period for mothers
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Figure 8: Knowledge on five danger signs in newborn babies
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To further understand HWs 6 knowl edge on care provision
COVID-19 pandemic, all respondents were asked to answer a series of questions and if they
agreed or disagreed with a series of statements. Responses showed that between 50 and 70
per cent of the respondents provided accurate answers but there was a sizeable proportion who
did not choose the right answer indicating that there were some gaps in knowledge. For
example, 71 per cent of the respondents at PHCCs/HPs and 76 per cent of those in hospitals
correctly responded that a newborn should NOT be separated from the mother soon after
childbirth, but only 23 per cent of those in PHCCs/HPs agreed that trained providers from the
private sector and Non-governmental Organisations (NGOs) were allowed perform Medical
Abortions (MAs) at home (see Figure 9).
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Figure 9: Knowledge on MNH and FP care during COVID-19 (PHCC/HP)
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Figure 10: Knowledge on MNH and FP care during COVID-19 (Hospital)
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Extent of implementation of interim guidance

The interim guidance had oriented HWs on various aspects of the COVID-19 situation to help
them improve and adapt their workplace practices for preventing cross infection between staff
and patients/clients. This included guidelines on: screening at the entrance of the facility;
handwashing/sanitisers at entrances, exits and HWsd&tables; ensuring patients/clients wear a
mask during consultation; which types of PPE should be worn for which services; and how to
use PPE properly, including video demonstrations of donning and doffing, cleaning frequently
touched surfaces, calculation of PPE based on numbers of staff and types of services, and
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waste disposal to minimise spread of infection through facility waste. This section presents the
extent to which it has been possible to implement these guidelines on workplace practices.

Provision of drugs, commodities and equipment

As many COVID-19-related improvements were contingent on the availability of drugs,
commodities and equipment, HWs were asked about the stocks available at their facilities and
their access to them. Results show that nearly 50 per cent of PHCC/HP respondents reported
stockouts of essential MNH drugs such as misoprostol and nifedipine, as well as medical
abortion drugs. Stockouts at hospital level was less severe, and no medical abortion drugs were
reported as unavailable. Health Coordinators reported stockouts of nifedipine (67%),
misoprostol (38%), medical abortion drugs (38%) and a few others at the palika stores.

Figure 11: HWs reporting stockouts (no drugs at present)
at PHCCs/HPs
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A few Health Coordinators also reported stockouts of PPE and materials for infection prevention
at the palika stores. These included items such as chlorine and soap for cleaning, and surgical
gloves and aprons for protection. A few Health Coordinators reported that they did not supply
surgical masks for COVID-19 patients at the facilities because of lack of budget or because
patients did not follow the rules. Most PPE that the Health Coordinators received came from
provincial or district offices (96%), while 44 per cent also received PPE from supporting
partners. Health Coordinators (88%) also said they provided masks to Female Community
Health Volunteers (FCHVs) for monthly motherségroup meetings.

Infection Prevention and Control

The most important aspect for the continuity of essential services in light of COVID-19 has been
Infection Prevention and Control (IPC). This has included a range of activities, such as patient
screening for COVID-19, disinfection, waste management and disposal, that need either
adapting or strengthening at HFs.

a. Screening
22



About 61 per cent of PHCC/HP HWs and 76 per cent of hospital HWs reported that their facility
screened and performed triage for COVID-19 for all patients/visitors. The check most frequently
carried out at PHCCs/HPs was to ask about fever symptoms, followed by a temperature check
of the patient/visitor. Respondents also checked for cough and examined the travel history of
the patient. This showed that a good proportion of HWs were not only aware of, but were also
performing, the requisite checks. However, checks on cough and shortness of breath were less
frequently carried out than checks on fever and temperature, indicating a need for reinforcing
some of the messages on key symptoms. Similar results were seen among hospital HWs.

Figure 12: Checks performed on patients/visitors during screening and trioge at
PHCCs/HPs
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b. Disinfection and cleaning

Almost all respondents at PHCCs/HPs, as well as those at hospitals, reported that they provided

hand sanitisers or handwashing facilities to all patients and visitors at the facility. These were

usually availableat t he entrance door, on t he peseefFigutker 6s
13).

Figure 13: Placement of hand sanitiser/handwashing in the facility
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Most respondents also reported that they regularly cleaned and disinfected the surfaces in the
facility. About 82 per cent of PHCC/HP respondents and 84 per cent of hospital respondents
said that they used chlorine to disinfect surfaces, while 16 per cent of both PHCC/HP and
hospital respondents reported using phenyl. While 81 per cent of HWs from all facilities reported
having chlorine at their facility, 95 per cent of those from BEONCs/BCs had it. Health
Coordinators also confirmed that they provided chlorine or both chlorine and phenyl to their
HFs. Over the past month (at the date of reporting) over 90 per cent of Health Coordinators
reported providing gloves, masks, soap, hand sanitiser and chlorine to the facilities.

Most respondents said that general waste from the hospital was stored for seven days before
being sent to the usual municipal/disposal site. The remainder reported storing waste for up to
three days before disposing of it.

c. Personal protection

Across 390 PHCC/HP respondents, most provide a range of services that potentially exposes
them to COVID-19 infection: Outpatient Department (OPD) (91%), FP (82%), ANC (74%),
immunisation (63%), PNC home visits (30%) and SAS (9%). Similarly, among hospital
respondents: OPD (60%), FP (56%), ANC (88%), immunisation (40%), PNC home visits (12%)
and SAS (36%). Of those who also provided childbirth/delivery services, 69 per cent of those at
PHCCs/HPs and 60 per cent of those at hospitals said that they continued to provide such
services. This also shows that HWs are in contact with a wide range of patients/visitors as they
each provide multiple services.
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About 11 per cent of respondents reported that colleagues at their facility had contracted
COVID-19. Of these, 64 per cent said only one colleague had tested positive, 22 per cent said
that two had tested positive, and 13 per cent said that there were three or more colleagues who
had tested positive at their facility. Given the context, therefore, HWs were probed on their
perceptions of personal protection. Findings show that although 52 per cent of PHCC/HP HWSs
and 68 per cent of hospital HWSs felt they were able to protect themselves from cross infection,
crucially, 34 per cent of those in PHCCs/HPs said that they did not feel safe, with the remainder
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saying they were unsure of their safety. Those who felt unsafe or were unsure, reported that the
lack of adequate PPE was the main reason for feeling this way. Many at PHCCs/HPs felt that
they were at risk of being infected in spite of protection (40%) while those in hospitals felt more
exposed as patients did not wear masks (38%) (see Figures 15 and 16). When PPE is not
adequate or available, HWs at PHCCs/HPs tend to reuse what is available, or provide services
without it. Although the reuse of PPE was less common in hospitals, several reported that they
provided services without PPE (see Figure 14).
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Most HWs at PHCCs/HPs and hospitals reported that they received PPE from the
palika/Provincial Health Office; a small proportion (15%) reported that they received it from
supporting partners. This was also corroborated by Health Coordinators, who reported providing
PPE to the HFs in their jurisdiction. This included providing thermometers (85%), masks (85%),
aprons (77%) and gloves (77%).

d. Facility-level practices

Respondents at PHCCs/HPs were asked if they had observed any changes at the facility
following orientation on the interim guideline. While 65 per cent of HWs reported seeing
changes in IPC practices, 72 per cent of Health Coordinators reported observing these
improvements at facilities. The main improvements that were reported were on
handwashing/sanitising among staff and clients (75% and 70% respectively), followed by
physical distancing (see Figure 17).

Respondents at hospitals were asked what changes they had made to infection prevention
practices and similar results were reported from both hospitals and PHCCs/HPs, with hand
washing for staff being the most frequently made improvement (see Figures 17 and 18).

Figure 17: Infection prevention practices at facility
after orientation (PHCC/HP)
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67 per cent of HWs at PHCCs/HPs felt that their patients had noticed better practices at their
facilities; 82 per cent of them said they had been informed through patient feedback, while 7.8
per cent had heard perceived improvements mentioned by a community person and 5.6 per
cent felt an increase in clients coming to the facility in the last month was evidence of better
practices. While 47 per cent of PHCC/HP HWSs and 72 per cent of hospital workers reported that
their clients came wearing masks, 23 per cent of PHCC/HP and 17 per cent of hospital HWs
said that they provided masks to clients before check-up if they came without masks.
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Figure 18: Infection prevention practices at facility
after orientation (Hospital)
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Service provision

The interim guideline had included suggestions on adaptations to RMNCAH and FP services,
for example: providing routine ANC consultations via phone calls and facility-based ANC for the
first and last visits and for pregnant women with complications or in need of physical or
laboratory examination; contacting all postpartum women by phone and providing home visits if
necessary (for mother or baby); providing three monthsé supplies of Iron Folic Acid
(IFA)/condoms/Oral Contraceptive Pills (OCPs) to ANC/FP clients; giving advice on rooming-in
for mother and baby; providing breastfeeding support to mothers with suspected infection;
allowing NGO/private certified staff to provide home-based MA services; and avoiding a
campaign approach to service delivery.

a. MNH services

About 36 per cent of HWs at PHCCs/HPs said that they had started providing ANC
consultations via phone; of these, the greatest proportion (48%) said they had made up to four
calls over the last two weeks (see Figure 19). Health Coordinators (42%) confirmed that these
services were being provided, but only 13 per cent of them said that they were reimbursing the
phone call costs to the facilities. Over 50 per cent of Health Coordinators said that costs were
not being provided as ANC services were available at the facility, and a few others said they did
not have the budget for calls, or for phone connection. Some planned to adopt it in the future.
HWs who did not provide ANC consultations via phone said that their main reasons for not
doing so were: services were being provided at the facility (37%); issues with phone availability
or not wanting to use personal phone (16%); or thatthe wo ma n 6 s  mvasmdi lenown (5%).
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Figure 19: Number of ANC phone calls made
in last 2 weeks (PHCC/HP)
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Further, regarding ANC provision, 96 per cent of HWs (n=245) reported that women came to the
facility for ANC visits. At these visits, HWs are expected to provide them with enough IFA tablets
for at least three months. However only 24 per cent of the PHCC/HP respondents and 28 per
cent of the hospital respondents said they provided IFA for the required three months as
recommended. The main reason for this was the lack of adequate stocks of IFA at the facilities
(see Figures 20 and 21).
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Figure 20: IFA provision at facility
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Figure 21: HWs' reasons for not providing IFA for 3 months
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Referral, for example, was a key service that had to be provided and 72 per cent of Health
Coordinators reported that they had a functioning ambulance at palika, while 20 per cent used
an ambulance from a nearby palika. Most (80%) also provided free transport for referral of
pregnant women with COVID-19 or suspected to be so.

b. FP & SAS services

FP and SAS were also provided during the COVID-19 period and the interim guideline
encouraged these services to continue. In line with this, 90 per cent of HWs reported that clients
had come to facilities for OCPs/condoms in the last week. Of these, 59 per cent of HWs at
HPs/PHCCs and 35 per cent of HWs at hospitals gave OCPs/condoms for three months.
However, 41 per cent reported not giving out OCPs/condoms because they lacked adequate
stocks; 16 per cent did not know that they had to give enough supplies for three months; seven
per cent said that clients already had some supplies; six per cent said that clients refused; and
30 per cent gave other reasons.

With regard to safe abortion, 29 per cent of HWs at PHCCs/HPs said that their facility was listed
for providing SAS. Of these, 69 per cent said that they had a trained provider at the facility, and
23 per cent said they were certified themselves. SAS information was also meant to be provided
via phone calls; 32 per cent reported receiving phone calls asking for such information, while 78
per cent also said that clients came for SAS during the COVID-19 pandemic. Of these
respondents, 40 per cent had catered for up to five SAS cases within one month, 25 per cent
had had 67 10 cases and 35 had addressed more than 10 cases.

Participant feedback on orientation

About 65 per cent of those who participated in orientation said that the audio and video clarity at
their end was good, and 69 per cent felt that the length of the training session was adequate.
Respondents felt that a good duration for sessions was between one to three hours , with a two-
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hour session being most commonly preferred option. Across respondents from various facilities,
guidelines on IPC and PPE were reported as being most useful. There was a more mixed
response with regard to screening and triage, and case studies (see Figure 22).

Figure 22: Most useful content of orientation
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Although the orientation was well received, participants reported that they faced some
challenges in implementing their recommendations. The most frequently faced challenge,
reported by all respondents, was the lack of availability of adequate IPC and PPE supplies.
Other issues that were reported were around lack of commodities, equipment etc. Health
Coordinators (44 per cent) felt that their workloads were very high, but fewer HWs reported this

Figure 23: Challenges faced in implementation
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as a challenge (see Figure 23).

Results from gqualitative interviews

Findings from HWs
COVID-19 related adaptations

Interviews show that there is widespread awareness of the risks of COVID-19, and adequate
caution being exercised in most contexts with regard to safety of staff and patients to prevent
COVID-19 cross infection. While handwashing practices, physical distancing and masks are
being adopted by HWs in these facilities, there are also significant efforts to encourage patients
to adopt these practices. One HW r e por t e d | 16 ionoadl @atents and visitors regarding
good practices, as well as providing masks to patients who do not have one before check-up, as
additional measures that they were undertaking. But these specific measures were not adopted
universally; among reasons for not providing masks, for example, was that it would lead to
further demands from others in the community. Similarly, there were reports that maintaining
physical distancing among staff presented challenges. Overall, however, the sense was that
there have been significant improvements in service delivery compared to the early months, and
as mentioned by one HW, f o r  nma theystarfing phase of this pandemic situation, it was a
hard time for service providers as [we] all were not aware about this type of situation and we
were worried about our safetya

Improvements, particularly in terms of reaching out to marginalised communities with services,

seem to have been possible for some but challenging in other palikas. Most of those who were
interviewed said that they tried to reach out to communities through FCHVs, 6 Gaun *&Ghar
sessions or immunisation clinics. FCHVs were mobilised in particular to support health
education activities with regard to COVID-19 precautions and care, and to identify migrants from

India or other places who could be COVID-19 suspected cases. But these efforts seem to have

been mainly COVID-19-specific rather than directed towards continuity of MNH essential
services.

Successes

Screening and infection prevention seem to be the main areas around which there has been
significant effort across facilities; this work is seenasa 6 s u c ¢ e s s HWS. Despii® some
challenges and shortfalls in availability of PPE and other equipment, there is generally an
acknowledgement that facilities have been receiving a supply of these materials.

This support has mostly come from the palika health offices to HFs, but some HWs also
mention other sources that have helped them tide over any shortfalls. For example, one HW
said, fi éesides this, the banking sector also helps me out [...] | told them that we have
shortage of gloves then they provide us 1000 pairs gloves. Seeing what they provided, other
people also were impressed and started to helped us a lot. Then we have distributed masks in
each household through the FCHVs.0 Similarly, local youth organisations and NGOs, the Red

2 pHC i Outreach clinics
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Cross Society, and HF Operation and Management Committees (HFOMCs) are some of the
other entities that have been acknowledged for their support.

Referral services were also mentioned as an area to which a few facilities had successfully
ramped up their support. Facilities that had a readily available ambulance on the premises
reported that they referred any complicated maternity cases to higher-level facilities and offered
ambulance services for referral, particularly as their palikas were either remote or were home to
poor/marginalised communities who would not be able to afford transport. Others that did not
have an ambulance faced more challenges, and it was left to the patients to use private
transport services.

Facilities that were less well-resourced also seemed to have other challenges to overcome.
Achieving a level of success with any of the service adaptations or efforts to tackle COVID-19
was frequently associated with receiving support from the palikas, ward offices and health
offices 7 in terms of smooth budget flows, joined-up approaches to addressing quarantine
issues, provision of free referral support, etc. Supportive colleagues and staff members who
were committed to providing services was also reported as an enabling factor.

Challenges

Addressing the fear factor among staff and clients seems to be a significant challenge in many
facilities, which needed the facility In-charge to step in and counsel staff members. In the words
of one HW: Atithe time of initial period of COVID, our staff were very scared. Everyone of our
staff said that we also may die with COVID and our job is not a bigger than our life. After that we
held a staff meeting and counseled to the all staffs and asked them we all are government
employees and government providing us salary. At this difficult time, it cannot be said that
service will not be given. | counselled that we should not back down at this moment when
government has paid us money which comes from people& blood and sweat. Then after we
started service even though we were scared that we would have or transmit Coronaa

Some HWs felt that their work meant they could not provide time for their families, as well as
fearing passing on the infection to them. This fear factor also become apparent through another
challenge the HWs faced, which was to manage quarantine centres, where they were posted for
eight-hour shifts. This not only exposed them directly to COVID-19 patients but also provided
further challenges to service provision as there was a lot of fear among clients. For example,
those who were traced as contacts refused to be tested, or would not report if they had any
symptoms, for fear of isolation and hospitalisation.

Most of the severe challenges reported at the facility level tallied with those that they had faced
in the initial days of the lockdown, such as lack of resources, drugs and supplies. While this
situation has eased for some facilities, others continue to struggle with a lack of adequate
supplies, which relates back to how much support was possible from the palika offices.

Views on government roles

Most of the HWSs felt that the main need at the facility level was for the presence of trained
Human Resources (HR). Strengthening HR was seen as a weakening area; this was perceived
to result from a lack of coordination between the Federal and Sub-national Governments. HWs
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felt that capacity at the local level to provide such direct support was weak, without the federal
level investing and taking significant responsibility.

Greater involvement of palika governments in community-based programmes was also felt to be
the need of the hour. Engaging through the FCHVs was seen as important to ensure community
acceptance and participation, particularly on issues such as physical distancing, curtailing
unnecessary visits to facilities, etc.

Discussions with HWs clearly highlighted how political commitment and allocation of adequate
resources through sub-national governments were essential for the health system to deliver.
Two case studies are presented in Boxes 2 and 3 to emphasise this aspect, drawing from the
interviews that were performed with HWs. The identities of the respondents and the locational
details of the facilities are anonymised.

Box 2: Case study 1

Vill age x i serybakwardot ebdy aosneid of t he health
number of poor and marginalised people. Facing the COVID-19 challenge was not
straightforward in this area, which was on the India border and saw an influx of people, and
testing was not easy due to budgetary issues. The community, being marginalised, also had
challenges adhering to any health advice on infection prevention.

In such a context, the Facility In-charge reported several successes with making adaptations
following the COVID-19 pandemic, and accounted almost all of the success to the steady
support provided by the local government:

AWe didnot feel any difficulties as we
Whatever we demand, palika has providedi mme di at el y so we diod

The facility has also benefitted from having been fully staffed, allowing for work to be
delivered more smoothly than it has been in other areas, by allocating work. The In-charge
also reported that the staff have been rewarded for their extra efforts:

AnOur staff never say day or night, t hey
Even if this is a Health Post, we are providing 24-hour services for delivery as well as
emergency services. So we are providing incentives or 75% bonus to all staff who are
doing 24 hoursdduty and who are postedtoCOVI D quar antine/ i sol

The facility followed a clear strategy through clear work allocations and ensuring that
mothers and children who were vulnerable were catered to separately (e.g. in the
dispensary), while others and those who were to be checked for COVID-19 or had to be
qguarantined were in a different location. In terms of infrastructure, access to such space
helped the facility to ensure separation.

Support also flowed in from local people and the private sector at crucial junctures, in terms
of contributions in kind, which clearly indicates an engaged community.
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