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ABSTRACT

Introduction With COVID-19, there is urgency for
policymakers to understand and respond to the health
needs of slum communities. Lockdowns for pandemic
control have health, social and economic consequences.
We consider access to healthcare before and during
COVID-19 with those working and living in slum
communities.

Methods In seven slums in Bangladesh, Kenya, Nigeria
and Pakistan, we explored stakeholder perspectives

and experiences of healthcare access for non-COVID-19
conditions in two periods: pre-COVID-19 and during
COVID-19 lockdowns.

Results Between March 2018 and May 2020, we
engaged with 860 community leaders, residents, health
workers and local authority representatives. Perceived
common illnesses in all sites included respiratory,
gastric, waterborne and mosquitoborne illnesses and
hypertension. Pre-COVID, stakeholders described various
preventive, diagnostic and treatment services, including
well-used antenatal and immunisation programmes and
some screening for hypertension, tuberculosis, HIV and
vectorborne disease. In all sites, pharmacists and patent
medicine vendors were key providers of treatment and
advice for minor illnesses. Mental health services and

,' On behalf of the Improving Health in Slums Collaborative

What is already known?

» With COVID-19, tight restrictions on movement have
brought health, social and economic consequences
for slum communities.

» Effective public health strategies must consider the
perspectives, insights and solutions of those who
live and work in slums.

What are the new findings?

» Pre-COVID-19, diagnostic and treatment services
were available for slum dwellers, preventive services
were well used but services for mental health and
gender-based violence were limited or non-existent.

» Stakeholders perceive a reduction in access to all
healthcare services in slums during COVID-19 lock-
downs, with inconsistent and inadequate attention
given to ameliorating this.

» Access barriers include increased cost of healthcare,
reduced household income, increased challenges in
physically reaching healthcare facilities and exacer-
bated reluctance of residents to seek healthcare due
to fear of infection and stigmatisation.
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What do the new findings imply?

» Clear communication with slum communities is needed about
available healthcare services, infection control measures and the
importance of continuing to seek care for non-COVID-19 conditions,
including pregnancy and long-term conditions.

» Policymakers and those planning healthcare services should ensure
that the costs of accessing healthcare do not escalate and further
deter healthcare usage, or unfairly disadvantage slum communities.

» To ease access barriers, remote consulting to reduce face-to-face
contact and the provision of mental health services and gender-
based violence services should be considered.

those addressing gender-based violence were perceived to be limited

or unavailable. With COVID-19, a reduction in access to healthcare
services was reported in all sites, including preventive services. Cost of
healthcare increased while household income reduced. Residents had
difficulty reaching healthcare facilities. Fear of being diagnosed with
COVID-19 discouraged healthcare seeking. Alleviators included provision
of healthcare by phone, pharmacists/drug vendors extending credit and
residents receiving philanthropic or government support; these were
inconsistent and inadequate.

Conclusion Slum residents’ ability to seek healthcare for non-COVID-19
conditions has been reduced during lockdowns. To encourage healthcare
seeking, clear communication is needed about what is available and
whether infection control is in place. Policymakers need to ensure that
costs do not escalate and unfairly disadvantage slum communities.
Remote consulting to reduce face-to-face contact and provision of mental
health and gender-based violence services should be considered.

INTRODUCTION

COVID-19 is an infectious disease that has spread glob-
ally, infecting over 13million people worldwide and
resulting in >570000 deaths by mid-July 2020." Unsur-
prisingly, cities are at the epicentre of the pandemic
and, in the megacities of low-income and middle-income
countries, structural and institutional inadequacies could
enable the virus to spread rapidly with a heightened risk
of community transmission.”™ In slums, ‘closed spaces,
crowded places and close contact’,” coupled with poor
sanitation and lack of running water, amplify barriers to
pandemic control efforts from hand washing to isolation,
quarantining and social distancing.®” While tight restric-
tions on movement may contribute to reduced disease
transmission, there are social and economic conse-
quences of locking down slums and the impact on access
to healthcare.™" It is the latter that we focus on in this
paper. Effective public health strategies in slums cannot
overlook the perspectives, insights and solutions offered
by those who must work and live with them.*"

Our study forms part of the NIHR Global Health
Research Unit on Improving Health in Slums, a multi-
partner, multimethod collaboration'' exploring health-
care and access in seven slums in Bangladesh, Kenya,
Nigeria and Pakistan. Although the term ‘slum’ is widely
debated, for this paper, we define a slum as an area of high

population density that lacks sanitation, clean water, safe
and durable housing, as well as basic services.'? Here, we
present stakeholder perspectives on access and barriers
to healthcare in these sites over two time periods: pre-
COVID-19 and during COVID-19 lockdowns. We ask, how
stakeholders who are seeking, delivering and managing
healthcare in the sites have perceived and experienced
access to healthcare services for non-COVID-19 condi-
tions, both before and during COVID-19.

CONCEPTUALISING ACCESS IN CONTEXT

Healthcare access is a complex notion and there is
no commonly agreed definition or singular ‘access’
approach." '* However, there has been renewed interest
in understanding access as: i) relational and dynamic, a
process that is jointly negotiated and produced between
those seeking (individuals, households, communities)
and providing services (health workers, organisations,
policies) and ii) multidimensional, finding expression in
the affordability (financial access), availability (geograph-
ical/physical access) and acceptability (sociocultural
access) of care.””'* Drawing on the study by Levesque et
al, we define access as ‘the opportunity to identify health-
care needs, to seek healthcare services, to reach, to obtain
or use healthcare services and to actually have the need
for services fulfilled’."” Given the ‘highly contextual’,'””
geographically bound'® nature of our study (table 1) and
the urgency for policymakers to understand and respond
to community needs in addressing COVID-19, we have
focused on experiences and perceptions of stakeholders
living and working in each site, that is, at the micro-level
of the health system where health policies are experi-
enced and ‘tested’.'® We have also engaged with stake-
holders responsible for planning, funding and imple-
menting services locally—those operating at the meso-
level of the system.'® The instrumental and ethical value
of identifying challenges and finding solutions with those
closest to the issue is well recognised.'” '’ Insights from
micro-level and meso-level are important for informing
change at the macro-level where policies are formulated
and decided'’; and for generating community awareness
and ownership of solutions for improving healthcare

ElCCCSS.17

METHODS

Study setting

The seven slums for our study are described in table 1.
We include in the table detail from community mapping,
household and facility survey and fieldnotes collected
pre-COVID as part of the wider study'" in order to provide
the reader with an understanding of what we know about
these sites to assist with interpretation of stakeholder
perceptions. This work indicates a range of healthcare
facilities within each site. Healthcare use rates vary by
site, with rates higher in South Asian sites than those in
sub-Saharan Africa but all are relatively low compared
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Table 1 Study setting: seven slums in Nigeria, Kenya, Pakistan and Bangladesh

Site

Approx.
pop.
Location (000s)*

Approx.
density
(000s/km?)

Description of communityt

BD

PK

KE1

KE2

NG1

Dhaka, 60.0
Bangladesh

Karachi, 33.5
Pakistan

Nairobi, 24.4
Kenya

Nairobi, 449
Kenya

Ibadan, 5.8
Nigeria

171

91

52

83

Centrally located, well-established area, mostly Bengali, Muslim population
working in blue collar jobs (eg, rickshaw pulling, security/house work in
nearby wealthy suburbs), with some seasonal migrants (farmers from

rural villages). Structures are semi-permanent, with regular demolitions,
reconstructions and ongoing site expansion. Residents have variable
access to water, sanitation and other services. Pharmacies (n=92) make
up most of the 160 recorded health facilities, followed by faith healers,
homeopaths/ayurveds and herbalists (n=46). There are only four clinics in
the site: one non-governmental organisation (NGO)-run centre providing
maternal-child services and three donor-funded clinics providing specialist
services for neurodevelopmental disabilities, autism (both child-focused);
and palliative care (run mostly by health volunteers), with primary care
provided 1-2 times/week by a doctor from the nearby state-run academic
hospital. A large research and training centre on the boundary of the site
provides specialised clinical care for infectious and non-communicable
diseases, maternal/neonatal health and malnutrition.

Centrally located, well-established area. Mixed religion and ethnicity, mostly
settled population working in blue collar jobs. Structures are permanent and
multistory, with high levels of new construction underway. Residents have
variable access to basic services and sanitation. Of the 32 recorded health
facilities, most comprise small private clinics run by individuals known as
doctors (regardless of formal t qualification) (n=12) and pharmacies/medical
stores (n=8), followed by traditional and spiritual healers (n=4). There are
two private laboratories in the site and female/polio health workers carry
out home visits.

Located about 12 km from Nairobi Central Business District (CBD). Has

a settled community with ethnically segregated and multigenerational
residents. Dwelling units are mostly in rows and are made up of timber,

mud and tin roofing material. Basic amenities are limited leading to poor
sanitation and frequent disease outbreaks. Of 12 primary health facilities,
one is government-owned and the rest operate as either private-for-profit or
NGO or faith-based primary health facilities. There are also two private-for-
profit maternity homes and one NGO-run secondary hospital accessible to
the residents, as well as 14 pharmacies.

Located about 7 km from the CBD, the site consists of a multiethnic
population with many economic migrants working in the surrounding
industrial area. Structures are mostly made of iron sheet and tin walls

with iron sheet roofs. There are limited basic services and poor sanitation.
The site is prone to frequent episodes of fire outbreaks often linked to
unregulated electricity connections. There are 46 pharmacies and 26
primary health facilities in the site—some operating as stand-alone private-
for-profit clinics, NGOs and only one government owned primary health
facility. Residents also frequent government-owned primary health facilities
and one large subcounty hospital, located nearby (but not in the site).

Resettled community on city edge, built around a long, tarred road and
central food market. Multiethnic population including many migrants from
northern Nigeria. Structures are well-spaced, mostly permanent with
variable energy-access, poor sanitation and refuse-filled drains. Of the 32
health facilities documented in the site, most are patent medicine stores
(n=22) followed by herbalists and spiritual healers (n=5). There is one state-
run primary health clinic, which offers preventive and treatment services,
and a few small private clinics, including a maternity home. Some private
community birth attendants also serve the community.

Continued
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Table 1 Continued

Approx.
pop. density
(000s)* (000s/km?)

Approx.

Site Location

Description of communityt

NG2 Ibadan,

Nigeria

5.5 14

Centrally located in historical area along an old tarred road, with many
residents working as traders in three major markets in the site. Mostly

permanent but run-down structures, poor sanitation and refuse-filled drains.
The area is poorly planned with a limited road network—many health
facilities are not easily accessible during emergencies. Out of 36 recorded
health facilities, most are patent medicine stores (n=15) and herbalists and
spiritual healers (n=14). There are four 1-2 bed private maternity homes and
three state primary health clinics, two of which are affiliated to a university
teaching hospital (dentistry and general care).

NG3 Lagos, 8.1 11

Nigeria

Centrally located with multiethnic population, most of whom are educated
and employed. Structures are mostly temporary, sanitation and basic

services are limited and the site has a higher crime rate than in sites NG1-2.
Of the 14 health facilities documented, most are patent medicine stores
(n=5) and herbalists and spiritual healers (n=5). There is one state primary
health clinic and three private clinics, two of which are maternity homes.

*Estimated from data collected in the wider study.
TFrom fieldnotes and healthcare facility surveys.

with high-income countries. Healthcare costs are high
for residents, particularly drugs.'®

Selection and recruitment of stakeholders

We purposefully selected stakeholders for diversity within
the micro-level and meso-level of each country’s health
system. At a micro-level, health workers included phar-
macists and patent medicine vendors (PMVs), polio
workers, clinical officers, nurses and community health
workers and assistants. Residents were selected for diver-
sity of age, gender and religion, as well as leadership roles
in the community. Pregnant women and women with
children were included in group discussion in all sites
and in Kenya, the team also recruited people identifying
themselves as living with disabilities and members of
youth groups. At a meso-level, we selected district/county
health service managers. We identified stakeholders
through our organisational networks, site contacts and
interactions with community leaders, residents and
health service providers.

Data collection

Pre-COVID-19stakeholder engagementswere conducted
through face-to-face workshops and individual meetings
over three phases: (i) inception meetings to introduce
the project, identify key stakeholders and map out
broad issues raised; (ii) micro-level community engage-
ment using semi-structured guides to explore percep-
tions of common illnesses, health-seeking behaviours,
healthcare service availability, including preventive
services and access challenges and (iii) feedback and
discussion of study results. Each country team read rele-
vant available policy to inform the engagements. Indi-
vidual discussions (20-50 min) and group engagements
(1-8hours) were facilitated by researchers trained
in the methods and ethics of qualitative stakeholder

engagements, in a language common to all participants.
They were audio-recorded, transcribed and translated
into English, and supplemented by notes from regular
team debriefings.

In April 2020, as COVID-19-related lockdowns were
imposed in each country, we initiated a fourth phase of
rapid cycle stakeholder engagement involving weekly
discussions (15-30min each) with stakeholders located
at the micro-level and meso-level of the health system,
namely community leaders, residents, health workers,
volunteers and managers. Based on preliminary find-
ings from our pre-COVID engagements (which directed
us to key stakeholders and their roles in each commu-
nity), discussion with local leaders/community advi-
sors, and our wider contextual knowledge, participants
were selected for their role/expertise, site-familiarity
and involvement with the COVID-19 response. They
were recruited by fieldteam members who lived in the
site (Bangladesh, Nigeria) and/or had been working
there prior to the lockdown (Kenya, Pakistan). For safety
reasons, we switched our mode of engagement to indi-
vidual telephone conversations, each lasting 10-30 min.
We ensured that in each site, at least one stakeholder per
category was engaged each week. We captured percep-
tions on state/community responses to the pandemic,
challenges facing non-COVID patients and service
delivery and access during lockdown. Each team read
websites of media, governments and global agencies (eg,
WHO, International Monetary Fund) throughout data
collection and used these as a resource during stake-
holder conversations to both prompt stakeholders and
act as a check on what they were saying. Detailed notes
were made of each discussion.

All data were encrypted and stored on a secure server
at the University of Warwick for analysis.
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Table 2 llinesses perceived as common by residents/leaders, health workers and local authorities in each country pre-

COVID-19

Disease classification Common health conditions Bangladesh Kenya Nigeria Pakistan

Non-communicable diseases Hypertension/High blood pressure v v v
Gastric problem/Ulcer v v v v
Stroke/Heart-related issues v v/ v
Arthritis/Bone weakness v/ v v
Drug addictions v v v
Obesity v v
Asthma v v v v

Communicable diseases Cough/Tuberculosis v v 4 4
Fever/Malaria v v v v
Food poison/Diarrhoea v v v v
Cholera/Waterborne disease v v v v
Typhoid v v v
Measles/Skin infections v v
Hepatitis v

Source: Stakeholder Engagement 2019; v indicates that the condition was mentioned.

Data analysis

During pre-COVID engagements, stakeholders at micro-
level and meso-level were asked to identify common
illnesses for which community residents frequently sought
care. Lists were compiled for each site and categorised
into communicable and non-communicable diseases
(table 2). From online reports from media, government
and global agencies, we summarised key COVID-19
containment and relief measures instituted in each
country (table 3). With the remaining data we carried
out thematic analysis,' guided by our understanding
of access as dynamic and multidimensional in terms of
availability, affordability, acceptability,'® while staying
open to emergent themes. Four researchers (one per
country-team MA, PK, KA, SAKSA) coded and extracted
the transcripts and notes into an Excel template. Codes
were reviewed in consultation with the broader team
and developed into initial themes, then refined through
further coding. The whole team met frequently to resolve
differences and reach agreement about final themes.
These were compared across countries and overtime
(both before and during the COVID-19 pandemic).

Rapid feedback to policymakers and media

Key messages were identified and developed into policy
briefs” and news articles® for rapid dissemination in
order to inform policy where possible.

Patient and public involvement

As part of the wider study, prior to project initiation, we
consulted with community leaders and residents through
launch events and individual consultations in each site.
Community members were recruited to fieldwork teams
in Nigeria, Kenya and Bangladesh and were involved

in conducting stakeholder engagements. Community
leaders (Bangladesh, Nigeria, Pakistan) and Advisory
Groups (Kenya) are advising on our dissemination plans.

RESULTS

Between March 2018 and May 2020, we engaged with a
total of 860 stakeholders across the seven sites. In the pre-
COVID period, we reached 774 people through 51 work-
shops/meetings and 110 individual discussions. In April—-
May 2020 of the COVID-19 era, we spoke to 86 people via
phone (table 4). First, we present stakeholders’ percep-
tions about the burden of illness and access to care prior
to the declaration of COVID-19 as a pandemic. Then we
share emerging issues in the early COVID-19 period.

Stakeholder perception of illness burden and access to care
before COVID-19 in the slum communities

Building on stakeholder engagements in each site, we
developed a list of 14 common illnesses for which resi-
dents frequentlysought care (table 2). Respiratory, gastric,
waterborne and mosquitoborne illnesses and hyperten-
sion were perceived as common in each country. Hepa-
titis was perceived as common only in Pakistan. Beyond
these common illnesses, health workers in Pakistan and
Kenya mentioned that sensitive or stigmatised conditions,
such as sexually transmitted infections or HIV, were often
ignored or left unaddressed within households until
symptoms were serious. Community leaders and resi-
dents described a range of health providers in each site
providing diagnosis and treatment, which matched the
findings of the facility survey undertaken as part of the
wider study (table 1). They were aware that some clinics
refer emergencies and complicated cases to hospitals

Anmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042 5

1ybuAdoo
Ag paraioid Ausianun ueyy eby 1e 0zoz ‘ST Jaquiadas uo jwod fwq yby//:dny woly papeojumoq "0z0z 1snbny 0z Uo Z0£00-0202-UBlwa/9eTT 0T Se paysiignd 1s1y :yiesH qo|9 rINg


http://gh.bmj.com/

I

BMJ Global Health

Table 3 Country-level COVID-19 status, control measures and relief efforts (April-May 2020)*

Bangladesh Pakistan Kenya Nigeria
April-May 2020 01/04 31/05 01/04 31/05 01/04 31/05 01/04 31/05
Confirmed cases (WHO)' 54 47200 2000 69500 59 1900 139 9900
Recorded deaths (WHO)' 6 650 26 1500 1 63 2 273

08/03: First case detected*’
26/03: lockdown initiated via
10-day nationwide holiday,
then extended to 30/05: with
@ closure of non-essential
services. @ people strongly
advised to stay at home, @
social distancing @places

of worship closed @ public
transport limited @ face-masks
compulsory during travel (only
for work or emergency reasons)
@ law enforcers deployed to
ensure adherence.
Early/Mid-March: Media
reports reveal ‘unethical’
hoarding and price hikes in
masks and hand sanitizers.

In response, law enforcement
raids are carried out on shops
and pharmacies across
Bangladesh.*®

Certain public hospitals are
designated as COVID-19
treatment facilities®', reducing
options of nearby low-cost non-
COVID-19 hospital services for
residents.

End-March: COVID-19
preparedness and response
plan: including expansion

of existing cash transfer
programme, Open Market
Sale (OMS) programme —rice
sales at 33% market price,
district-level distribution of food
supplies.

Protection for home remittances
and garment exports.®®

15/04: Further state relief
announced including housing
scheme for homeless (Tk.
21.3billion), job losses (Tk.

7.6 billion), health insurance for
at-risk government employees
(Tk. 7.5billion) and bonus pay
for health workers treating
patients with COVID-19 (Tk.
1billion).

Containment measures
initiated in all four countries
included lockdowns/
curfews, closure of
non-essential services,
travel restrictions, social
distancing, quarantine and
self-isolation

suspended

areas.

exist.>?

State-led relief efforts in
all four countries included
the development of
COVID-19-related policies
for healthcare, health
infrastructure, increased
testing services, financial
and relief aid programmes
for low-income groups, the
establishment of national
stimulus packages

of study site).

Information and

communication speakers, electronic and print media.

26/02: First case detected
13/03: All educational
institutions closed

17/03: First death recorded
21/03: All international flights

23/03: Lockdown initiated in
Sindh Province (location of
study site), with @ closure of
public transport, market places,
offices, resturants and public

Mid-April: Gradual easing of
lockdown with @ partial restart
of low-risk industries/small retail with movement allowed
shops (limited opening hours)
Lifting of travel restrictions @
Sealing of high-risk areas
Schools remained closed.
Media reports suggest that
many people believe COVID-19
is a conspiracy or does not

24/03: PKR1.2 trillion relief
package: including PKR
75billion in cash transfers to
6.2million daily wage workers;
and PKR 150billion in cash
transfers to over 12million low-
income families (PKR 1.5billion

for Sindh Province® * ((

28/02: First case detected
30/03: Lockdown imposed
in three major cities/states
(site 3) 20:00-06:00 hours
curfew elsewhere (sites 1-2).
Lockdown included: @ ban on
gatherings, @social distancing  travel/movement of persons,
@ closure of most non-essential @ shutdown of all of non-
social spaces @ implementation essential services, including
of COVID-19 19 measures schools, markets @ places

in malls, public transport®* of worship closed @ public
(reduced passenger capacity)  transport highly restricted @
@ sealing of epicentre areas, international/interstate travel
including Nairobi (sites 1-2), restricted @ law enforcement
agencies deployed to ensure
adherence

14/04: Lockdown/curfew

19/02: Government states

its preparedness to handle
COVID-19. Urges people to
observe preventive measures.>
13/03 First case detected.
Government restrictions on

within but not beyond the

city boundaries)®® (movement

allowed within but not beyond  extended for 3weeks @ ban on

boundaries) @ teleworking all interstate movement

where possible @ restrictions on 04/05: Lockdown eased, with

international travel (with 14-day curfew 22:00-04:00 hours

quarantine for those returning ~ compulsory use of facemasks

from abroad) @ establishment  social distancing

of isolation facilities. 21/05: Partial lockdown lifted
in some states, religious
congregation permitted.

27/03: Ksh40 billion relief
package: including social
protection, food relief, cash
transfers, health expenditure
for isolation units, testing

and laboratory services,
communication, equipment and
supplies.®

Early-April: N500 billion
COVID-19 crisis intervention
fund established to upgrade
health facilities.>

Lagos State: granted N10
billion (US$28 million) to
support containment efforts
Contingency funds of N984
million (US$2.7 million) released
by Nigeria’s Center for Disease
Control, and additional N6.5
billion (US$18 million) made
available for training of medical
personnel, test kits, isolation
centres.

16/04: N42.6 billion raised,
including US$50 million grant
from the European Union.®

location

Updates and information disseminated regularly via mobile text/voice messages, television advertisements, radio, leaflets, loud-

*In this table, we have highlighted certain containment measures and elements of relief packages as they might immediately pertain to residents in the study sites. However, we
recognise that all of the countries have adopted wider fiscal and macro-economic plans which will affect the whole society, with long-term implications for equity and health in the

sites and beyond.

outside the site. In all sites, pharmacists and PMVs were
presented as key providers of treatment and advice for
illnesses such as colds and influenza, diarrhoea, stomach
ache and headache, allergies and first aid.

Preventive services in maternal and child health,
including immunisations and antenatal care, were
reported by almost all stakeholders in all sites. They were
perceived to be well-used by residents and supported by
private traditional birth attendants (TBAs) and midwives,
who were said to provide referrals and recommend
immunisations. In Nigeria and Kenya, these are (mostly)

available for free at point of use in public sector services.
Primary-level screening services, delivered through
fixed/mobile primary healthcare clinics, community
health workers or health campaigns, were identified by
health workers, managers and community residents for
hypertension (Kenya, Nigeria), tuberculosis (Nigeria,
Pakistan), HIV (Kenya, Nigeria) and vectorborne
diseases, for example, malaria, dengue fever (routinely
in Bangladesh and more occasionally in Nigeria and
Kenya, via a bednet campaign). In Bangladesh, residents
and health workers, including pharmacists, mentioned
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1ybuAdoo

Aq paaoid Ausianun ueyy efy 1e 0Zoz ‘ST Jaquwaidas uo /wod fug yby/:dny woiy papeojumod "020z ISNBNY 0z U0 Zy0E00-0Z02-UBIWA/9ETT 0T Se paysiand ISy :yIeaH qoj CINg


http://gh.bmj.com/

BMJ Glob Health: first published as 10.1136/bmjgh-2020-003042 on 20 August 2020. Downloaded from http://gh.bmj.com/ on September 15, 2020 at Aga Khan University. Protected by

<
S
©
o
I
©
a
©
o
-
=
o

copyright.
panuniuo)
SJesun|oA
yyeay Ajunwwod gz «
siopinoid yyeay /| «
Meaiqino sJepinoid yyesy 0 <« SOHN 91 <«
61-AINOD Aq SjuapIsal 9jews) 0 <« sJebeuew
paidnuieiul sjuspisal sjew 0| <« Yyesy Alunoogns 9z <« 3esiqino 6L-dINOD (LL1=u)
Ing pauue|ld :doysMiom Jopjoyaxeisinu | :doysyiom Japjoysyelrsiinui | Aqg pardnuiieiul 1ng pauue|d sdoysyiom Japjoyaxelrsiinin
l=u L=u L=u - - - - (g=Uu) sio[eay [euonipel]
(91=u
SENIIY
Yiesy
sews) | «
(81=u)
SJ9XMIOM (Pe=u)
- - - - - olod | « - SJ9MJIOM U}eay Ajunwiwion
AAd L=u NAd L=u AAd L=u - - - (G=u) 1 (8=U) SAINd/sIsIoewIBYd SuoISSNoSIp pue
(e=u)  sdoysyiom sioxIom
asinu |=u asinu |=u asinu |=u - - - — S10}00P/SJI92IYO [BOIUI|9/S8SINN aJeoy}jeay [e007

€ euabIN

¢ euabIN I eLBBIN

elabiIN

2 eAuayy

| eAUS)|

eAuay|

§(0ze=u)

uelspjed Yysope|bueg Juawabebua [aA3]-0401N

ueispjed Yysepe|bueg

Jap|oyaxers/AuAnoy

Il aseyd

oseyd

Anmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042


http://gh.bmj.com/

BMJ Glob Health: first published as 10.1136/bmjgh-2020-003042 on 20 August 2020. Downloaded from http://gh.bmj.com/ on September 15, 2020 at Aga Khan University. Protected by

(€0)

BMJ Global Health

copyright.

"JOPUSA duldipaw juated ANd ‘uonesiueblo [ejuswuidanob-uou ‘OHN

‘A1obareo Japjoysyels yoes ul saaizoadsiad Jo yipealq e ul Buuq

0} pue sJiayJom Yjeay uo sainssaid g-qIAQD 0 uoiubooai Ul ‘suoissnosip sauoyda|s) JO-80U0 play oM ‘SIap|oyaXels Jaylo |je Jo4 ‘(uosiad Jad s|[ed Jnoj 0} om}) siepiroid Yyesy pue sispes)
/SIUBPISal AJUNWWOD SWOS YIM SUOIFeSISAUOD Jeadal pjay am ‘eAuay| pue euabiN Ul 'se1i0b81ed Jop|Oyayels JUsIayip WOy UMEIP S[ENPIAIPUl UM 0202 ABIN Ales pue |udy Ul SYeaMm {7 JOA0
pa1onpuod a1em s|jed sauoydais] *(98=u) olwspued sy} Buunp aiesylesay 0} SS800B pue Spasu Yieay a40|dxa 0} [9AS]-0401W Je SIap|oyayels yum uswabebus ojuoydsel izl oseyd 6 L-QINODLE
6 L-AINOD J0 aousbiswa ay} yum pardnusip aiem sue|d asay) 4YenamoH "uelspied pue yssepe|bueg ul pauue|d aiem SjuaAs Je|iwis Apnis Jepeolq Jno Wwoly

S]INsaJ SSNOSIP pue aJeys 0} ‘sjuswebebus snoinaid wouy Auew Buipnjoul ‘siapjoyayels Jo abuel e Jayiabol Bulbulig ‘eAuay| pue euebIN Ul play a1em sBuieaul UoIeUILISSSIP Jap|oyayelsinuw
‘ojwspued g -gIAOD 8yl 01 Joud Ajd1eipawiw| *(] | |=U) |9AS|-0SBW pUB |[9A3|-0401W Je sdnoib Japjoysyels yum synsas Apnis ayy jo Buiuesw ayy aiojdxs 03 sbuileaw 3oeqpas) ||| 9SBYd..
¢,.eaoyaielp sey pjiyo BunoA e ji uaddey pjnom jeypp, ¢ UoIUSHE [eolpaw juabin spasu Jnoqybiau

JNOA J1 op NoA pjnom jeypn,, ‘ejdwexs Joy ‘syuediorued jo aouspadxe 8y} ul sanss| 8y} punoib o} suonsenb i Jeym, payse s1ayoseasal ‘UoISSNISIP 8y} JO UOII0aJIp pue Mojy 8y} uo Buipuadadlh
(0gE=U) sJayJom aiedyleay pue siapes| ‘Suspisal YIM suonnjos pue sebus|ieyd ‘seonoeld ‘syaljaq yieay alojdxs o3 Juswabebus AHunwwod [9As]-0401W ;|| 9seyd§

'saAjoadsiad a|dijnw Woi) SeNSS| SS00E JO UOISSNISIP

pue uoneoyeo 4o} Ayunuoddo ue papinoid pue uonedioiped pabeinoous Aejd-a|0J SIY] “(S1oXMIOM aieoyleay aweoaq swes} AJUN0D ‘SIasn 92IAI8S/SIaquuiaw AJUNWWOD JO 8|04 8y} UO 400}
sioxJoM aJedyyesy ‘69) sanssi pue sabus|eyod Ji1ayi, Ayiuspl o} dnoub Jayioue Jo ool 8yl pawnsse dnoib Jap|oysyels Yoea YoIym Ul 8SI104aXa }oouw e yoouapun syuedioiped ‘Buiesw siyl ujt
‘(gpg=u) uawabebus Jo} SIep|oyayels [euoilippe Ajuspl pue a)is

yoea Ul Jedy}jeay 0} SS909B INOJE SUJSdU0D Jap|oydxels Ajipuspl ‘10afoid sy} @onpoujul 0} Wa)sAS Yieay sy} JO [9AS]-0SaW Pue [9AS]-0.0IW Je siapjoyayels yium sbuizesw uondaoul 1| aseyd
‘aJay pajos|al sazis a|dwes Jajjews ay} 0} Buipes) ‘(ueisied pue

ysepe|bueg) ||| eseyd pue (ysepe|bueg) || eseyd ul saiAizoe pauueld paie|ap ‘6L-AIAOD SE ||oM Se ‘SallAI}oe Blep Jaylo jo Buiwil ay] "sjoym e se yoeosdde uno aujjwealis 0} sn padjay pue
Bulieys-uoijewIojul 81S-sS0I0 PajgeuUs SIy] "sjuswabebus Jepjoysyels 41y} Jo uolejuswa|dwl 8y} Ul ajgeiawil Juaiayip Ajpybiis B pamo||o) 8)S Yoes ‘sny] "SoIHAIIOE JSY}0 9S8y} WOy Blep Jo
AljIge|ieAR 8y} 0} pall 81om pue a)is yoes ul Ajjelpusnbas uel Aay] "saijaioe 10sfoud Jopim juswa|dwod pue poddns 0} paubisap alom seseyd Juswabebus Japjoyayels 934yl 8y} ‘6 L-AINOD-94d«

(uswom (8=u)

- - - (uswiom) y=u ¢ ‘uew |) p=u - —  sJebeuew yjesy Alunoogng

(g=u) suepuspe

c=u b=u - - - ¢=u Yuiqg pue sisjesy [euonipel]

(8=u) si81UN|IOA

- - - L=u L=u 2=u »=u /siaxJom yjesy Ajunwiwon)
SuoISSNIsIp SUOISSNOSIP  SUOISSNOSIP SUOISSNOSIP
v €10} ‘L =u vlelor‘l=u g eio} ‘g=u - - - p=u (8=U) SAINd/sisIoewIRyd Slebelell
SUOISSNISIp SUOISSNISIP  SUOISSNOSIP (21L=u) pue siayIom
¥ [e30} ‘L=u G [e}0} ‘g=U G [e]0} ‘g=u L=u L=u ¢=u =U $I0]00P/SISJIJ0 [BDIUI[O/S8SINN aJedy}jesy [Bo0T]

SUOISSNOSIp SUOISSNISIP SUOISSNISIP
suoissnosip G 8 [ej0} gl [ejo} ‘(usw g 6 (10}
[e101 (uswl) g=u (uew) L=u ‘(lusw) g=u  ‘UsWOM g) y=u ‘(usw) g=u - (uswi) g=u (7 1L.=u) siopes| Aunwiwon
SUOISSNOSIP

L=u ¥ [B10} ‘L =U I=u - - 0lL=u g=u (Q1=u) usiy SUOISSNOSIP
SUOISSNOSIP SUOISSNOSIP sdnoub Jepjoysyels
G |ej01 ‘z=u 9 |e10} ‘g=U Z2=u - - 9=u Z=u (S 1=Uu) uswiop) /s1udpISal AHUNWIWOD

1H(98=u)
€ euabIN 2 eUabIN | eLISBIN 2 eAuayy | eAua)| ueispjed Yysope|bueg suoissnasip sauoyd gL-AINOD Al @seyd
euabIN eluay ueisijed ysope|bueg Japjoyayers/Aanoy «oseuyd

penunuod ¥ a|qeL

Ahmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042


http://gh.bmj.com/

8 BMJ Global Health

that private pharmacies have facilities for blood sugar-
level testing and blood pressure measurements. In Paki-
stan, community residents, female health workers and
pharmacists explained that screenings for hypertension,
diabetes and HIV are only available at secondary/tertiary
levels in the public sector, or by private providers. Stake-
holders reported limited availability of public sector
mental health services in all countries, except for Paki-
stan, where residents and health workers reported that
there were no such services within the site. However, in
all sites, traditional and spiritual healers were reported to
provide services related to mental health and well-being.
For gender-based violence, limited health services were
identified by residents and local authorities in the two
Kenyan sites but not the others.

CoviD-19

Following the declaration of COVID-19 as a pandemic,
the governments in all four countries instituted a range
of containment and relief measures, including lock-
downs, movement restrictions, curfews and financial
aid packages (table 3). At the community level, stake-
holder accounts reveal disruptions to healthcare service
access as well as interrupted access to basic human needs
like food. Illustrative quotes for each theme from each
country are presented in table 5. Within the results text
we provide additional illustrative quotes. To protect
participant confidentiality, all quotes are attributed using
the following convention: country-site/stakeholder role/
gender.

Perception of access to care with the imposition of COVID-19

lockdown

With the imposition of restrictions due to COVID-19,
stakeholders across all sites and categories reported
disruption to services (table 5). Some facilities, including
some pharmacists/PMVs, were no longer functioning
at all. Others were only providing emergency care (eg,
the non-governmental organisation (NGO)-run mater-
nity centre in Bangladesh). While a few were operating
on reduced or minimal services where opening hours
were limited, stocks of medicines and other supplies
were compromised and staff numbers low (or sometimes
none) as staff could not get to work due to the lockdown:

Outpatient services are reduced because not all members
of staff are able to come to work. Our ambulance goes
round to pick staff who live close by (Nigeria Site 3/Nurse/
Female)

Stakeholders reported reduced availability of some
preventive services, including immunisation and repro-
ductive, maternal and child health preventive services.
In Kenya, routine growth monitoring and health promo-
tion for children under 5 years was suspended. In Bangla-
desh and Pakistan, community-based immunisation and
family planning programmes were suspended. In all sites,
services delivered by community health workers in house-
holds were stopped due to movement restrictions.

In Kenya, a nurse explained that her primary care
centre had diverted its emergency resources to COVID-19
preparedness:

Health facility has been forced to spend its emergency kitty
on COVID preparedness. All money has been diverted to
COVID. (Kenya Site 2/Nurse/Female)

In Nigeria, a health worker reported the arrival of a
variety of resources for COVID-19 preparedness:

Support was provided for primary care health workers
from the local government, Family and Community Devel-
opment Initiative (FCDI) and Aids Prevention Initiative in
Nigeria (APIN). These supports are in form of protection
such as hand sanitizers, hand wash, face masks, gloves and
basin for hand washing (Nigeria Site 1/Nurse/Female)

Health workers and managers reported that their
national governments had issued guidelines for preven-
tion of COVID-19 and for accessing care for COVID-19
cases. However, they were unaware of guidelines for
continuing provision of healthcare for non-COVID-19
illnesses and preventive services in all but Bangladesh,
where some mentioned recommendations for use of tele-
medicine and guidance for hospitals.

The general reduction in availability of healthcare to
access was exacerbated for many residents because of
increased costs of healthcare alongside reduced house-
hold income, increased challenges in physically reaching
healthcare facilities and exacerbated reluctance of resi-
dents to seek healthcare due to fear of infection and
stigmatisation.

Increased cost of healthcare alongside reduced household
income with COVID-19 lockdown

Community leaders and residents explained that most
residents survive through highly insecure employment
in the informal sector, often undertaking multiple jobs
that pay low daily wages. Before the pandemic, the cost
of buying medicine was a problem for many residents.
In Pakistan, health workers mentioned that patients
sometimes reduce the dose of their medication so it lasts
longer. In Nigeria, residents and PMVs described negoti-
ating prices of medicines at the point of sale. Residents
said that they would sell assets or borrow from neigh-
bours or relatives to meet transport and healthcare costs
in an emergency.

Price hike due to lockdown

In all sites, stakeholders across categories noted an
initial increase in the cost of many health-related items,
including facemasks, hand sanitizers, disinfectants,
gloves and drugs, especially those bought from private
providers:

Prices of drugs have increased greatly and this has affected
the ability of people to buy drugs. (Nigeria Site 1/PMV/
Male)

In Bangladesh and Nigeria, private-for-profit pharma-
cists and PMVs identified lockdown-related disruptions

Anmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042 9

1ybuAdoo
Ag paraioid Ausianun ueyy eby 1e 0zoz ‘ST Jaquierdas uo jwod fwq yby/:dny woly papeojumoq "0Z0z 1snBny 0z Uo Z0£00-0202-Ublwa/9eTT 0T Se paysiignd 1s1y :yieaH qo|9 rINg


http://gh.bmj.com/

BMJ Glob Health: first published as 10.1136/bmjgh-2020-003042 on 20 August 2020. Downloaded from http://gh.bmj.com/ on September 15, 2020 at Aga Khan University. Protected by

003042

Ahmed SAKS, et al. BMJ Global Health 2020;5:003042. doi:10.1136/bmjgh-2020

copyright.
panuniuo)
S92I1MI9S pue saljiioe) aiedyjjeay Buissaooe AjjesisAyd ui sabuajjeyo paseaiou]
(erewa
/sINN/g euabiN) Aiessaosu
Aybiy st 3 usym sbnip sys Anq (erewia/10300@/3d) -o1uljo By}
Ajuo pjnom pue jes 01 1l 8sn 0} 1e 9|qe|iene sajdwes 831} Aue aie alay) }
Jaja.d pjnom Aayy ‘sbnip Anqg 01 )SEe OS[e aWos ‘1S09 sBnup asay} yonw
pasn aqg p|noys yaiym Asuow moy yse ajdoad uonduosaid ayy buipzeb
8y "suesw JBY10 pau} aney (orewa4 J9YY "UMOP30| Jaye pajoaye Ajpeq ase
1snw Aay} Joye pue posal ise| /19xIoM YeaH/g BAuayj) “3IoMm JO N0 Aay1 pue sabem Ajiep uo Buiiom ale
se Ajuo sbnip Ang pjnom ajdoad mou aJe ajdoad Auew snuyj ‘pazisumop  sOlulD 8y} 01 Bujwod ajdoad a8y} JO 1SOIN (erewe
(ele/AINd/ L BUabIN) "a10}eq Se 10 UMOP Paso|d OS|e 9ABY S81I0}0B (erem/ANd /i9xiom yyeaH/ysepe|bueg) ‘umopoo| ay}
yonw se 1no Bujob jou ase sidoad (eleyy  Jueisiied) "Ajuo sAep G Jo g 4o} sauldipaw ul siay3o Auew a1 sauloipaw Buiseyoind uj $J991Un|OA
== Aeuow Buiaey 1ou Jo ure|dwod  /1881unjoA YieaH/ | BAuay) umop pasojd Ang Aay 8|ge|ieAe Junowe SS9| 0} enp pue  Sal}ndiyIp BuiAey S| pue selegelp sey jjesiay pUE SI0100Pp ‘SIBDI0
Aay1 se 1paJo uo sbnup Ang 0} 8AeYy saluedwoD JO 10| B puB JO ple| usaq aam | jo uonduosaid e yum awoo ajidoad  ayg "seoinIes aledylesy |essuab Joy Buiked Jo |eolul|o ‘sasinu ‘spING
Bunsenbai usaq aney siawoisn) aney ajdoad 0 10| v "}ynaIlip Ajlpwaiixe 1ey} suaddey 3 sewiBWOS sauloipaw Ang  Buipioye ajgnoJ} Buiney ase ajdoad ‘Umopo0| ‘sysioeweyd Buipnjoul
'91049 8| U9Q 10U OARY SofeS " aW099g Sy UOIEN}iS dIWLIOU0Dd 8y | 0} Aeuow ybBnouas aney jou op sjdoad ay} Ag peresasd swa|qoid [eloueuly 03 enQg ‘SI9MIOM BJedy}esH
(srews4/3uspisay/g euabIN) 'spuny (o[elN/ueWSSBUISNG
asies djay Aew Ajiwey} pue spusiy Aunwiwod/ueisied) ‘Jes 0} pooy aney (ereN/auepisay /ysepe|bueq) "djoy
‘lendsoy ayz 01 buiob saiinbai (eleauspisay 10U Op Aay] "paliom yonw AJsA aie pue Aue Joy sinoqybiau siy Yse 0] passelequia
Jey} 9SEeD SNOLISS B S| 948y} H /2 eAuay) "sjueine}sal pue sjejoy se ueo| sy} Aed o} aney Aayy ‘MON "SUBO| %00} SI 84 "2In3n} 8y} JNOCE PaUIaOUOD S| 8y
**aJeoyljeay pioye 01 JNoIWIp U yons sassauisng [eljuassa-uou Auew Auew ajiym Asuow uses o} sqol ajgnop ‘mou Jo} wiy Buidiay ale sbuines aibeaw
Buipuly a1e siequisw AJUNWWOD 10 8INSO|2 0} 8NP SI2INOQE| [ENSED aJe Bujop a1em sjdoad swog ‘sabem Ajlep sIy ybnoyyy ‘Ajjeroueuls Buayns si ay siapes| pue
puUB SWODUI JO MOJJUl MO| SI 9J8Y]  }SOW 9DUIS SWODUI JI8Y} 1SO| 9ABY AUBI uo Buppom ase aiay Buinl ajdoad 1sop juswow SIyY} Je SsauIsng Ou S| 8JaY} 9oUIS sjuepisal Ayunwwo)
UMOP>20]| 0} 8NP SP|OY3aSNOY WN|S 10} WO Ul JO }oeT
(orews4 (e[ewa4/10100(Q) ) pioye
/8SINN/g BAUSY) "WBY} J0} dAISUSdXa S| ueo ajdoad auyi ||e 10U pue aAlsuadxa
(erewa4/0sINN/Z BUSBIN) "981) J0O) yaiym apisino way} aseyaind sjusiyed a1nb aJe sBnup 8y} a1oym apISINO WO}
paJa)siuiwpe/usAlb aiojeiayl aie 8y} Bupiew paAejsp usaq aney saljddns way} Anq o} aney s|doad pue sbnip jo (e[ewa4/J9340M yeaH,/ysape|buegq)
suoloaful pue sBnip [elefewue [eruassa jsow ybnouyle ‘ewi} sy} ye abepoys Buiney os|e aJe }S0D JO 281} *UMOPINYS SIY} Ul 10U IO Pasealou| aney
a|ge|ileAe " *Asuow ou S| 818y} S99IAJISS S} Jo 90o1d By} 8S[e] Jouued  d|gE|leAR dJe sBnIp alaym sfendsoy olignd s901d 8y} JI MOUy| 10U S80p 8Ys "sAep jo
18y} Bulureldwoo ale ajdoad juswuianob sy} ‘Ayjioey olignd e Buleg (eren /ANd 9|dnod B ulylm 11 %o03sal [[Im Ay} ‘euloipaw
(areIN/AING/E BHUBOIN) ‘AJ1oe) JNo Ul 81y 9o1d ou S| 8J8y]  /UEBISIEd) "SI8YI0 WOJ) SUBO| 9)e} 0} SABY Je|nojued auo aAey jou saop Aoeweyd sy}
‘pauado aJe sajuedwod pue (erewa4 49010 [eOIUIID  ABY} OS pioye Ajises jouued ajdoad yoiym J| "lfewdou se s sauldipaw jo Alddns sy
S901H0 |[e Jou asnedaq abusjieyd /| eAusy) ‘paidnisip usaq aaey saliddns  seoud ybiy Buibieyo ase s|qe|iese sbnip (areN/is1oeWIRYd $J99]UN|OA pue
e s| ojwapued siy} Buunp siopuan  ybnouyye ‘swes sy} paulewsal sey sbulyl  8say} aABY oym sa.10}s Bnip sy “1edew /uysepe|bueg) "dn Bulob s| seuldIpaW JO  SI0}00pP ‘SsasInu ‘(SAIND)
se sbnup BulAng ‘os|y "Mmou  Jayjo 4o} 82lid "seno|b pue sysew ‘Bs ‘dn 8y} ul Joys os|e ale A|ddns pue sAep 9o1d 8y} 8104248y} pue Buisealoap AMO|S  SIOpPUBA [edlpaw jusyed
anIsuadxa aJe sbnup se ‘sbnup Ang  suob sey uonuanaid gL-AIAOD 01 Paie[el  May ised ayj ul ybly suob aney ezusnyul  aJe sajjddns [eoipaw 8y} ‘Wodsued} oljgnd jo ‘sysioewseyd Buipnjoul
0} pioye Jebuo| ou ued ajdoad aJe Jey} s[eolinadewleyd-uou Jo }s0) pue Jansy 0} pajejal sbnup jo seold 2INSO|O PUE UMOPYO0| 8pIMAND BU} 0} anQg ‘SIoXIOM BJedy}esH
(ere/1opes)

Ajunwwon/| eusbiN) "aiowAue :zwog_oo_
sBnip 8y} ploye 0} 8|ge aq jou (e[ewadauspisay/z eAuay)) *(sysew (e[eIN/AuapIsey £_m>w oﬂ__ww_.u_u_
Kew Ajsnonuiuod sBnip asn 0] 0} BulLdal) Way) pJoye O} JapIOo Ul Swa}l /Md) 'sway oiseq Anqg 0} pioye jouued (erewa4 v_ oyesn o_._

pasu oym ajdoad pue aAilsuadxe  pjoyasnoy Jayio uo Buipuads aonpai o} a|doad ‘awooul pjoyasnoy paonpai /uspisey/ysape|bueg) ‘pooy Ang o} ajge Buieq paonpes

mou aJe sbniq **mou ajdoad Joy pey aney ajdoad Jo j0| e ‘uswaiinbai pue umop320| yim pue ‘Aep Aq Aep  jou ale Asy] ‘Ajlddns pooy Buipseba. swajqoid sJopes| pue opisBuoe
pJsey aynb s| a1eoyjeay 0} SS90y B 9pew Sem sysew Bueam aoulg  Buisealoul ale SalIssadau dlseq Jo sadlld  Buiney aie Asy} ‘pasolo aney sdoys sy} 8oulS sjuapisal Ayunwwo) o._moﬁ._mo: 10
uMOP>20] 0} anp ayIy aoud jeriu] 1S09D paseasou|
(e-1 saus) euabiN (2 pue | sayis) eAuayy uejsnjed ysapejbueg siapjoyayers
olwapued g L-AIAOD 8y} Buunp saus Apnis 8y} ul Buppom pue BuiAll siepjoyayels wodj sajonb pue sswsyl A8y G ajqeL

10


http://gh.bmj.com/

BMJ Glob Health: first published as 10.1136/bmjgh-2020-003042 on 20 August 2020. Downloaded from http://gh.bmj.com/ on September 15, 2020 at Aga Khan University. Protected by

panuiluo)

copyright.

(erewa

Auspisay/g eudbIN) "61-AINOD
yum pasoubelp Buiaq jo Jes} ay}
10} Sa1}I|I0B} UY}[EaY USIA Uey} swoy
1e SaA[9SWaY} Jeai} Jaylel pjnom
a|doad ‘os|y ")OIS |[e} 01 SjuBM
Apogou se yjjeay Jiay} Jnoge
Iny21e0 Buleg mou aie a|doad

(orews4

/osINN/| elsbIN) “palos|bau Buleq
oJe SaSEaS|p pue sassau||l Jay1o
‘SNyL "6 +-AINOD Bunredipess

UO Pasno0} S| JusWuIanob ay}
9sneoaq aJ3usd Yjesy sy} ul
a|qe|rene Jabuoj ou ase sbnup
‘(orewa4

/SINN/E BLBBIN) "0IUIID UiEesH
Arewiid oy} HSIA (i3S AHUIDIA sIU}
uiyum sdoad AjuQ " -umopso0|
pasoduwi 8y} Jo 8sneoaq Mo|

s1 Ayj1oe} yiesy 3e no wing

(erew

/NNd/ eUeBIN) 196 o3 8|qe aq
10U Aew awi} sy} Aq sBnip spasu
oym auoAue pue sinoy 00:02 Aq
9s0[0 0} aAeY SAN Buipnjoul
$2.10}S ‘SMaHND 8U} JO }Nsal e sy

(e-1 saus) euabIN

(eren/ruspisay/ | eAuayy)

*SJOUS UOIBUIDOBA JIY} 4O} USIP|IYD

J18y} Bupey Jebuoj ou aie syusied Auepy
(ereWa4/19)10M yljeaH/z BAuSY)) "81ed
Buiyess wouy ajdoad Buibeinoosip sesed
6L-AINOD pa1oadsns Jo} ewbls si 8oy

(oreN /4opinoad

aseoyyesH/| eAuay)) ‘sisoubelp axew o}
Ayoeded Jno ul paywi| ae am uayy ‘Ayjioe;
yieay ay} uj 3sey Aloyeioge| e wiopad
JoUUBD BM J| "Sh WoJj Juswiealy Jadoud
196 10U yBiw sjusied Jno prelje ale

oM pue 00js Jo o Buluun ase yoiym
‘SBUIOIPAW SB YONS Sal}IPOWWOD [BIJUSSSD
jo Aiddns pejdnisip sey 61-AINOD
(erew/sexiom yyeaH

/1 eAuayj) 'susired jo ananb sy} Buionpai
HE)S @M SINoY 0L:G | Inoge Aq 1ey} sueaw
sy} ‘sinoy 00:9| Ag spua } mou Ing sinoy
00:1 ¥e pus pinom yiys Aep ayy ‘Ajfenul
‘Aujioey yireasy ayi jo sunoy bunjessdo

8y} uo joedwi U pey SBY ‘MajNnd ay]

(2 pue | sayus) eAuayj

(erewa/auspisay/uelsived)

‘sainseaw Ajajes Jodoid aye)} Jouued
Aau1 AljIgepioye-uou 0} anp g puiw
JI8Y} Ul 9SESSIP JO Jed) 8y} aney a|doad

(s[ewia4/101000/UBISIEd)

*SOIUI|O 8y} 0} Bulwoo ale swoy e 1
2Ind 0] 8|geun aJe Asy} pue ajgeploAeun
s| wa|go.ud asoym ajdoad asoyy AluQ
(ereIN/AN/UelSEd)

‘pasealosp Os|e Sey a103s siy 0} Bujwoo
juaied 8y} 0s pue pasealosp sey oluljo
By} 03 syuaned Jo Moy} 8y} jeyl pauodal
21UI|D 8Y} 0} 8S0|0 Paleoo| Jaj|8s Bnip v

ueispied

sauoyd Buisn uone}yNsuod ajIqoN

(eren

Jepes| Ajlunwwo),/ysepe|Bueg) "swoy xoeq
aWo9o 0} pamoje Buleq jou pue paufuesenb
Jo pajejos] Buleq Jo Jeay} ay} 1o} pjod pue
ybnoo Yaney aney Asyi Ji sjeudsoy UsIA Jo
2Je0 [e0]paW ¥8aS 0] JUBJON|AI BIE SUSPISaY

(ere|N/48310M yieeH/ysepe|bueg)
‘umopinys podsuel} 8y} 0} anp ‘payey
usaq oOs[e sey 99IAI8s Jey} Ing ‘Aepinjes
K1ane 813uad 8y} JISIA PINOM OYM J0}O0p
SgdIN B 99 0} pasn aidy} ‘6L-AINOD-3id
(areastoewseyd

/usepe|bueg) "mou sadinies Buliayo jou ase
S9|}|10B} U} S Way} 0} sjusled Aue puss 0}
jou sysioeweyd ey} paysenbai eney swin|s
oy} apisul saioeweyd Ypum A[@solo yiom
oYM WN|s 8y} SPISINO SOIUI[O pUe SI0}00Q

ysape|bueg

slopes| pue
sjuapIsal Aqunwwon

SJ199jun|oA
pue SI0}00p ‘SI9d1H0
[eolulo ‘sasinu ‘SANd
‘sysioeweyd Buipnjoul
‘sloyJom aseoyyesH

siapjoyaxels

—
—

Anmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042


http://gh.bmj.com/

BMJ Glob Health: first published as 10.1136/bmjgh-2020-003042 on 20 August 2020. Downloaded from http://gh.bmj.com/ on September 15, 2020 at Aga Khan University. Protected by

003042

copyright.
(ejews4/0sINN
/2 eUabIN) "811ua0 a1edylesy
Arewnd (o11gnd) 8y} 1e usesaid
Ay Useay [euonipes 10 AN 4O
Aujigedes ayy puokeq si wejqoid (erewa4/10100Qq

JUBlSIEd) "UMOPO0| Joye paseaioul
aAeY suOl1Ee}NSU0d suoyd-ay3-1IanQ
(ereN/ANd

Jueisped) uailies paquosald sbnip swes
ay1 Anqg Asy} pue suonduosaid plo J1vy}
yum saioeweyd o} Buiwoo ale ajdoad
(erBIN/AN/UElSEd)

'SauIoIpaW Jo} ¥se pue swoldwAs

J18y} (193 A8y} pue awod ajdoad Auew
‘pasealoul aAey sassau||l 1oy} 4oy sBrup
J91UN09-8y1-1a/0 186 03 Bulwoo sjdoay

(eren

JAUBpIsay/ue)sed) "salpawal awoy Buihiy
aJe Ay} pue Asuow aAes 0} J0}00p dy}

0} 06 0} Buipione ase ajdoad ‘pajoaye si
JAuspisay/g euabiN) -olwspued (eleNauspisay/z eAusy)) “(wede  sjdoad auyi jo }sow jo samod Buiuies ay|
oy} Buunp juswieasy pue sbnip  w G| Aeis 0} pajonsisul Buleq ale ajdoad (ejewa4/3uspisay/uelsiped) "ob
apinoid [|13s Asy) pue Juswieal) aJaym) sal|1o.) yyeay ayil 1e senanb 03 aieym wayy apinb siexom asayy ssau|l
awioy Jayo oym Ayunwwod 8y} Buoj sy} Jo asneoaq si siy] alojeq uey}  Jolew Jo aseo Ul os|e pue sessau||l Jouiw
ul sesinu (AejjIxne) ale aiay]  SISIWBYD Uo Juspuadap alow aJe 8|doad IO} SI9XIOM Y}eay ajews) Jnsuod ajdoad

(ejewa4/19)10M yieaH/ysepe|bueg)
sajoewdeyd jo |njpuey 8y} Joj 1deoxa ‘mou
aJaY S99IAI8S 2Jedy}|eay ou aJe aiay |
(ere/asioewLIBYd/ySepe|bueg)

‘sanss| yjyeay Aue Joy sajoeweyd uo Bulhjel
aJe pue BulbbnJis ale uoisuspadAy ‘selegelp
UHM sjualyed mou 0S “S}ISIA J18Y} paseaioap
aABY SI0}00P puUB Pasolo aAey sieydsoy
arennd Auep Juswiealy sedoid Buineb jou
dJe ssau||l 6 -AIANOD-UoU yim sjusiied
‘sjeydsoy o3 Bujob Jo presje ase sjusiied

yiesy sy §| "sis[esy psseq-yie}
peJ} pue sjeydsoy ayeaud
asn sJ1ayjQ ‘swajgoid yyeay Jiayl
10} S\INd @u3 asiuosied ajdoad
1SOW (UMOP320| 8y} 92UIS)
(ereIN/AINd/2 BUBBIN) “desyo

Kian s yoiym (ogbe) sauay Buisn
mou aJe a|doad "a1eoy}eay sseooe
0} Ajjige sJeagquiaw AHunwwod

Uo 308}y aAlebau panuiuoo e
Buiney st oiwspued 6L-AINOD dYL

SJo9un|oA

pue s10}00p ‘SI9o1o
|ealul|o ‘sesunu ‘SpANd
‘sysioewseyd Buipnjoul
‘sieyJom aleoyyesH

(e1e|N/4983UN|OA UlBaH/2 BAUSY)
'sisiWayo 8y} JIsIA 0} Jojaid aseoyyjesy
$S900E 0] paau oym ajdoad Auely

(eren/4epes| Anunwwon/ysepe|bueg)
‘Allewuoy sauloipaw aquosald 0} swin|s apisul
MOU SI0}00p [euoIssajoid ou ale aiay} ing
SUONIPUOD 8}Ndk U0} SauldIpaw Buljjes pue
Jo} Buisinpe ase pue a|qe|ieAe aJe sewo|dip
/s9sin09o Aoew.eyd wis}-poys uleuad

auop aAeY oym siopuan Aoewueyd AluQ

(erewe

slapes| pue
sjuapIsal Aqunwwon

S9OIAISS d|qejieAe [e20] Jo abeuosied paseasou|

(orews4

/2sINN/g elsbIN) -awoo Asyy usym
0} papusye aq [Im Aoy} Jayreym
pue uado s| 813u8d 8U} §I MOU|

01 DHd 9y} Je uosJad 10eju0d

ay} |[eo Asy} ‘wajgqoid yyesy Aue
aney Aayy Jansusypn "DHJ du} Jo
Jaguinu 10BjU09 8y} aney Aay |
'SI93IOM Y}[eay 8y} ||eo sawiewos
slaquiaw AJuNwWoD ay |

(erew /And/e

BLBBIN) "UonBUILIEXS [BDIPAW IO}
OHd @Y} O} paliajel 1o op 0} Feym

(erein/4ex10m yieeH/ysepe|bueg)
"UOISS|WISUBJ} SNUIA Juanaid o} ojwapued
SIU} Ul S},Uop pue sop 8y} uo sjusnied ay}
wuojul o} wiope|d siyy Buisn osje ale Aay |
‘yyeay swaned Jiayy uo sayepdn Buipeh
Apeinbal ase sy om yieay ‘suoyd sy} JonQ
(areasioewseyd

/ysepe|bueg) "AJunwiwod sy} Ul UMouy|
||oM pue a|ge|ieAe AjspIMm SI** UOIFe}NSUod
196 0} MOY puE JOBJUOD 0} BJ8YM (noge
SSoUaJeMe pue UolewIoul ay] ‘swoydwiAs

SJ93jun|oA

Ahmed SAKS, et al. BMJ Global Health 2020;5:003042. doi:10.1136/bmjgh-2020

P[0} JayHe ate Asy] "uolpuUod (eren
yijeay Jisyl 1noge Ainbus ayew /1931UN|OA Y}BaH/Z BAUSYY) “AHUNWWOD
0] SI9¥JIOM U}eay |[ed uayo 8y} pue SIBJUN|OA Y}eay Ajunwiwod
2JOW sIoquusW AYUNWWOD  USBMIS( S| UOIEDIUNWILIOD S[IqOW 1SON

(eleIN/AINd/UEISEd) 9)1|-SNJIABUOJOD JO SB8SED U| SIoquinu asay}

*JO}00p B }Nsuod 0} suoyd Buisn Jnoge |9 ued A8y} OS ‘OS0U} JO SIEME S| SUOAISAS
yonw mouy| jou op Asy} pue a]eJal|ll PUB A UO pajeulwassip Buleq seolnies pajejl
Ajpsow ate Ayunwwod sy} ul sjdosd -SNJIABUOI0D 10} SISqUINU SUIj}0Y 8Je a1y ]

puE S10}00p ‘SIS210
[eolulo ‘sasinu ‘SAIN
‘sysioewseyd Buipnjoul
‘sIoyIom aseayyesH

(orews4

/AUSPISaY/g BUSBIN) “[011U0D
asees|(] 40} 813us)) uelsBIN Woly

(eren/Jepes| Ajunwiwon/ysape|bueg)
'S90IAI9S 9S8Y} 9sn 0} S||14S [edIB0jouUY0d)
a1enbape aAeY 10U Op JO payeonpaun aie

oym ajdoad jo dno.b siyy os|e si aisy} ‘Usy ]
*SJUSPISal WIN|S 40} }NOIYIP SI YoIYm So8)
abseyo Ajjensn Asay) 1ng s10300p [euoissajoid
UHm suoido Uoije}nsuoo |[e0-08pIA ale alay ]

(ereAuapISaY/ | AUSY) “ISily
Aeyes pue yjesay o1 Bueas  siapinoid aleoylesy ynsuod ueo ajdoad (oren
sobessall 1xa) peaJ 0} }l 8snh os|e 9SNEO9q UONEOIPALL-}|8S 90NPal PUB  /JUSPISSH/UB)ISIEJ) "Way} WoJy souepinb
Aay] "sanssi yyeay Ssnosip 0} Sal|I0e} Yieay au} e saul| Buiiem aonpai oyey} pue [[oM AJSA UONIPUOD JIBY} MOUY|
sJayIom yyeay |[eo o} seuoyd Ued 3 asneodaq Buiyy poob e s| asedyyesy oym awi} Buo| eouls Bulob usag aney
JI9Y} 8N slaquuisw Ayunwiwo) sse00E 0} seuoyd ajigow Buisn Aay1 woym 0} si0300p Jidy} |[eo a|doad

umop20] Buunp

sa1|I9.} Yjeay o}

Slepes| pue  ssad9e padnpal
sjuspisal AJunwwo) ayj 0} sasuodsay

(e-1 saus) euabiN (2 pue | sayis) eAuayy uejsnjed ysape|bueg siapjoyaxers

panupuo) G 3jqeL

12


http://gh.bmj.com/

8 BMJ Global Health

in the supply chain leading to price increases. However,
staff working in public sector services in Nigeria, Kenya
and Pakistan reported no rise in drug prices. Moreover,
in Nigeria (site 2), a nurse mentioned that fees had
been removed for various drugs in response to COVID-
19-induced financial hardship within the community.
However, drug shortages and supply chain issues in the
public sector meant that in some cases, people had to
purchase drugs from private-for-profit pharmacies and
drug stores.

Lack of income for slum households due to lockdown

In all sites, stakeholders reported that, for most, work for
a daily wage was halted during lockdown. Other residents
lost their jobs as companies were shut or went out of busi-
ness. The few on salaries generally had these reduced.
The lack of income caused widespread distress, leaving
residents unable to buy enough food, pay rent or afford
healthcare.

The COVID-19 pandemic has affected the economic ability
of community members to access healthcare ...people do
not have enough money for food, hence, they cannot use
what they have to buy drugs. (Nigeria Site 2/Community
member/Female)

A pharmacist in Bangladesh explained that:

Around 80%-85% of the residents are stuck inside the
slum with no work or mode of income so poverty is be-
coming the main problem. Therefore, people are more at
risk of dying of hunger and poverty at this point than the
disease outbreak. (Bangladesh/Pharmacist/Male)

He said that consequently, pharmacies were extending
credit to their regular customers during lockdown.

There were a few reports that governments, NGOs and
philanthropists were providing some relief:

One NGO is providing financial aid to each family and buy-
ing residents food... Another NGO gave aid to hundreds
of families (rice, pulses, oil, salt) (Bangladesh/Community
leader/Male)

Similarly, table 3 identifies a range of immediate and
long-term government and donor actions intended to
mitigate the economic consequences of COVID-19, many
aimed at low-income communities. Yet, in all sites, there
was general agreement that such aid was ‘not enough’.
(Pakistan/Community member/Female)

Increased challenges in physically accessing healthcare
facilities

Community leaders and residents described pre-
COVID-19 challenges of reaching healthcare facilities
outside of the slum, particularly for emergencies. There
are state-provided ambulances but in all study sites
it was difficult for ambulances to enter due to conges-
tion, narrow streets and haphazardly parked vehicles.
In an emergency, a patient would usually be rushed by
private transport (eg, motorcycle/tricycle) to the nearest
hospital. Healthcare workers and residents in all sites
explained that for pregnancy-related emergencies, a slum

resident might first call a traditional birth attendant who
sometimes, if necessary, would accompany patients to
hospital. However, this practice was reportedly declining
in Bangladesh with residents generally able and prefer-
ring to access the NGO-funded maternity centre in the
site. With COVID-19, stakeholders reported that the lock-
down had reduced the ability of people to move around,
even for emergencies. Furthermore, reduction in local
healthcare provision meant people had to travel further
for their care, but this too was difficult.

People find it difficult to go to the health centers or go to
buy drugs as they may need to trek some distance. (Nigeria
Site 3/Nurse/Female)

In Bangladesh, the public hospital generally used by
slum dwellers was designated for patients with COVID-
19, thereby requiring residents to seek care elsewhere for
other health conditions.

Exacerbated reluctance of residents to seek healthcare due to
fear and stigma

Across sites, it was reported that slum residents were reluc-
tant to go to a hospital outpatient clinic for symptoms
such as cough and fever for fear of being suspected of
having COVID-19. Stakeholders explained that residents
were concerned that if doctors in hospitals, working with
protection, were contracting the infection and some
were dying, how could they hope to avoid infection and if
infected, death? Health workers thought fear of infection
was one reason for a reduction in the number of resi-
dents seeking healthcare from facilities that were open:

About 10 to 15 patients visit the health facility daily. How-
ever, since they became aware of the pandemic, their vis-
itation has reduced especially for general conditions like
malaria etc. (Nigeria Site 1/Nurse/Female).

Fear of being quarantined and stigmatised were also
identified as barriers to care-seeking in all of the sites:

Recently, there were medical teams from the government
visiting the slum to collect samples from people with
COVID-19 like symptoms. However, on the first day, hardly
anyone showed up for testing. This was mostly due to the
fear of stigmatisation. (Bangladesh/Health worker/Male)

Responses to the reduced access to health facilities during
lockdown

Stakeholders identified efforts by health facilities, health
workers and/or residents to overcome access problems
caused by the lockdown.

Mobile consultation using phones

To mitigate the challenge of physical access, some health
workers and residents reported using their phones for
healthcare:

We have given out telephone numbers for the rapid re-
sponse team to help with COVID-related cases. We also
have a health facility telephone numbers for patients to call
and talk to a health worker for non-communicable con-
ditions that need monitoring. That way we can continue
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providing other services besides COVID-19 and ensure
continuity of services. (Kenya /Member of the subcounty
health team/Female)

People call us over the phone for consultation they tell
their symptoms and we try to help them as much as we can.
(Pakistan/Doctor/Female)

In both Kenyan sites, a private-public partnership
provided pregnant women with an emergency number
for a free taxi transfer to a health facility at night during
COVID-19 curfew hours. In Pakistan, female health
workers were reported to be providing maternity-related
advice over the phone or arranging consultations by
appointment.

Healthcare workers were also using their phones to
gain advice from other team members when needed:

When pregnant women visit the centre with cases that can-
not be handled by the nurse on duty, the nurse calls the
matron or other senior staff for help on what to do. (Nige-
ria Site 1/Nurse/Female)

Increased patronage of local available services

Before the pandemic, residents in all sites reported that
for common ailments such as fever or diarrhoea, they
would usually start with home remedies (eg, boiled rice
water in Pakistan) and self-medication (such as oral rehy-
dration solutions or syrup purchased from the nearest
drug store). Only if symptoms persisted, would they then
visit a primary care clinic, doctor’s chamber or hospital
outpatient clinic near to them within or outside the site.
In Pakistan and Nigeria, some mentioned that they might
also visit a faith or traditional healer.

With disrupted healthcare access during the COVID-19
lockdown, stakeholders in all sites said residents were
relying even more on home remedies and locally available
in-site services for all of their health needs. As table 1 shows,
pre-COVID services available in the sites were mostly phar-
macies or PMVs (often staffed by assistants without formal
qualifications), traditional healers and some private health
centres (usually small facilities for specific conditions).
Going to their usual primary care or hospital clinics when
they are not improving or are getting worse would be a last
resort for residents, if a possibility at all.

DISCUSSION
In these slum communities, residents have been hit hard
by societal responses to COVID-19, with reduction in local
services, difficulties reaching healthcare facilities and
increased cost of drugs. Slum residents are avoiding formal
healthcare where it exists for fear of being diagnosed or
becoming infected with COVID-19. Some residents and
health workers are using their mobile phones for health
consultations. Others are turning to locally available
healthcare services, often staffed by providers with minimal
healthcare training, and to traditional healers.

Our stakeholder perceptions of the illnesses common
in the slum communities are broadly similar to the

patterns of communicable and non-communicable
health conditions previously reported in African and
Asian slum settlements.”** Pakistan is known to have
relatively high prevalence of hepatitis.”* Mental health
issues were not perceived as common although there is
evidence that slum dwellers are at higher risk of common
mental disorders than nonslum dwellers.”” Primary
care—both preventive and responsive—was described as
available in the slums pre-COVID-19 but included consid-
erable use of providers who are not part of formal health
systems. There was little provision for mental healthcare
and, in only the Kenyan sites, were services for gender-
based violence mentioned despite its prevalence and
impact on slum dwelling women.*®

The findings of our stakeholder engagement about the
impact on healthcare access of COVID-19 lockdowns are
consistent across all four countries and seven slums and
are similar to the predictions of experts.'"’ * We found
evidence of individual responses to the pandemic from
within healthcare such as health workers providing
remote consulting using their mobile phones. WHO
advises the use of mobile consulting to protect health
workers and patients but gives little detail about how.™
However, there is growing evidence of the potential for
mobile consulting to enhance provision of healthcare to
remote and marginalised populations,” although this
is not without some loss in the quality of the patient-
health worker encounter.'’*' Support from the state and
non-governmental agencies varied with some providing
support to tackle COVID-19 and mitigate the impact
of the lockdown,"” but without mention of meeting the
specific needs of women.” Although some pharmacies
assisted regular customers with credit and medication,
there were reports of low stocks and indications from
the media of stockpiling. The inability to provide for
basic needs, which for many includes medication, is
a factor in increasing stress and mental illness in these
settings.” ** Any reduction in provision of immunisa-
tion, even if temporary, should be avoided because of
the potential for an increase in incidence of infectious
disease such as measles.® Pre-COVID-19, there was little
provision of services for mental health and gender-based
violence and there are no reported new services with the
onset of COVID-19 lockdowns. This is despite the impact
the lockdowns are likely to have on mental well-being®
and the rise in gender-based violence that is beginning to
be reported globally.””

We found little evidence of strategic action on the part of
the communities in the study sites at the current time. This
contrasts with initiatives in other slums, such as in Brazil
where community leaders have used their existing commu-
nity innovation organisation to provide healthcare.*

Strengths and limitations

We have been able to compare the perspectives of stake-
holders experiencing and delivering healthcare pre-
COVID and during COVID-19 lockdown. Our seven slum
sites were in four countries on two continents providing

14 Ahmed SAKS, et al. BMJ Global Health 2020;5:6003042. doi:10.1136/bmjgh-2020-003042
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diversity of context and increasing the transferability of
our findings to other slums. We purposively engaged
diverse stakeholders to ensure we were hearing from
different groupings within the slum communities and
from different types of healthcare provider. The country
teams contextualised the stakeholder engagement find-
ings with available policy and media coverage. However,
what we report is the perspective of stakeholders who may
not, for example, realise an apparently closed health
facility is functioning by providing remote consulting
or that what they experienced was transient as health
services adapted to the lockdown. Yet, perceptions are
important drivers of health-related behaviours." We
focused our engagement with people at the micro-level
and meso-level of the health system as this is where the
effect of policies is experienced.'® This allowed us to
recognise their challenges and solutions and feed them
back to policymakers at the macro-level.'” 7

Participants were recruited by fieldworkers with site
familiarity, working through organisations with expe-
rience of community-level research. However, we only
reached (i) those self-identifying as disabled and (ii)
belonging to formally constituted youth groups in two
research sites and are likely to have missed engaging with
people from other vulnerable groups. The research teams
undertaking stakeholder engagements were trained to
convey to the stakeholders that they were the experts
and we, as researchers, needed to hear from them. We
used facilitation techniques that aim to reduce power
dynamics in groups. Despite this it is likely stakeholders
were influenced by social desirability, their expectations
of the research and researcher positionality.* The shift
from face-to-face interactions to telephone calls reduced
non-verbal cues which can be important in deepening
the conversation.*” However, many stakeholders were
already familiar with the project so rapport was estab-
lished—important for interview quality regardless of
mode.* Telephone calls enabled safe, timely stakeholder
engagement which would not have been possible face-to-
face during COVID-19 lockdowns.

Implications for policy and practice

Our findings suggest that for slum communities, effec-
tive communication is needed about COVID-19 and
about health service provision: what services are avail-
able, what precautions are being taken to prevent virus
transmission and who should continue to seek health-
care? This can build on lessons learnt from the Ebola
outbreak* and COVID-19-related guidance for margin-
alised populations.” It could take the form of an infor-
mation hotline, radio broadcasts and messages on social
media. Communication with pharmacies and PMVs for
onward communication to the community (eg, posters
for their shops and information shared verbally) may be
effective as residents rely on these providers for much of
their healthcare. Traditional healers have a recognised
role in communication about COVID-19.* Where there
are existing good relations between formal healthcare

and traditional healers, they can be called on to direct
patients to formal healthcare when it is in the patient’s
best interest (eg, pregnancy and long-term conditions
such as diabetes). To support these communication initi-
atives, local healthcare providers should plan for remote
consulting® * to reduce patient contact and reserve
personal protective equipment for necessary face-to-face
contact.

Policymakers and those planning healthcare access are
responsible for considering the impact of their COVID-19
containment strategies specifically on slum communities
so these communities are not disadvantaged to a greater
extent than other communities. They need to ensure
that healthcare costs and the costs of reaching health-
care facilities do not escalate and further deter health-
care usage. Provision of additional mental health services
and services targeting gender-based violence should be
considered.

CONCLUSION

In the face of COVID-19, slums pose a challenge. It is
in this arena that we can observe how nations protect
the most vulnerable in their society and, controlling the
pandemic in slums is necessary for the benefit of the
local and wider population. Strengthening their fragile
healthcare provision would both help mitigate the effects
of COVID-19 and future pandemics and contribute
to meeting health-related sustainable development
goals.” ** In the face of COVID-19, slums are a chal-
lenge for controlling the pandemic for the benefit of the
local and wider population and a challenge to nations
to protect the most vulnerable in their society. Strength-
ening their fragile healthcare provision would both help
mitigate the effects of COVID-19 and future pandemics
and contribute to meeting health-related sustainable
development goals.*” **
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