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Key Policy Considerations

COVID-19 is a respiratory illness caused by a newly
discovered coronavirus. It has now become a
pandemic affecting 187 countries. Apart from hospital
preparedness, it is essential to ensure frontline health
workers (FLHWs) are prepared too, considering all
possible scenarios. FLHWs like Accredited Social Health
Activists (ASHA) can potentially play a role in COVID-19

prevention and control. Key policy considerations are:
1. FLHWs will be at an increased risk of COVID-19,

even in the course of their normal activities. It is
essential to provide personal protective equipment
(gloves, surgical masks, hand sanitisers; N95 masks
if involved in contact tracing) in adequate quantity.
This should be accompanied by training on proper
usage in the early phase itself.

2. Disruption in supply-chain, logistics and supportive
supervision might be expected and this would
impact routine service delivery. Advice should be
given on which activities are to continue and which
might be postponed. Guidelines and protocols for
conducting additional activities and training is
required.

3. Engaging FLHWs who continue to perform routine
service delivery in additional contact identification
and listing, is not without its risk including that of
transmission of COVID-19. A role focussed on
creating awareness and support for prevention and
countering social stigma is recommended for
FLHWs.

4. FLHWSs might experience stigmatisation, isolation
and been socially ostracised. Providing psychosocial
support, non-performance-based incentives,
additional transport allowance, child-care support
should be planned. Awards and recognition are
required for motivation.

5. Social distancing related measures might not be
appropriate in many contexts like urban slums,
large/joint families, those living in small houses and
the homeless.

What is a rapid evidence
synthesis?

A rapid evidence synthesis is
a rapid review of global
evidence in a systematic
manner to inform decision-
making contextualised to
context. These are on-
demand and with reference to
a specific health policy and
systems decision. This rapid
evidence synthesis goes
beyond research evidence
and integrates multiple
types and levels of
evidence .

Why was this rapid evidence
synthesis conducted?

This was prepared on request
from the National Health
Systems Resource Centre to
inform development of
plans and resources to
ensure preparedness of
frontline health workers
(ASHAs )for COVID-19 .

The review was conducted
in a period of 3 days.
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Frontline health workers in COVID-19 prevention
and control: rapid evidence synthesis

COVID-19 is a respiratory illness caused by a newly discovered coronavirus. The first
reported case was in Wuhan, China in December 2019. Subsequently it has spread to
187 countries. Countries across the world are introducing measures to prevent its
spread, increasing capacity for quarantine and building capacity of hospitals
(particularly intensive care units) to manage positive cases. With efforts to prevent
community transmission of COVID-19 being a top priority, ensuring preparedness of
frontline health workers (FLHWs) is essential.The rapid evidence synthesis team
received a request to support the planning and development of resources for
ensuring preparedness of FLHWSs for COVID-19. Based on discussions and a brief
provided by the requester, the rapid evidence synthesis aimed to:
e understand key roles, issues, barriers and enablers for FLHWs in the
prevention and control of COVID-19.
e develop an inventory of resources that could be used to develop guidance,
training manuals and IEC (information, education and communication)
related to COVID-19 for FLHWs.

I Methodology

The rapid evidence synthesis goes beyond research evidence and integrates multiple
types and levels of evidence to inform decision making to plan and develop
resources and prepare FLWs (i.e. ASHAs) in the prevention and control of COVID-19.
A timeline of three days was provided for its conduct. Based on an initial scoping of
the literature and the fact that COVID-19 is a recent onset, we expanded the scope
to understand what can be learnt from previous pandemics, mainly SARS, Swine Flu,
Ebola Virus Disease (EVD) and Middle East Respiratory Syndrome Coronavirus
(MERS-CoV). A search strategy was developed in PubMed database to identify
studies of interest. No language or date filter was used (apart from English, two
French studies were detected, and they were translated and included). Additional
studies were included by screening references of included studies and thorough
handsearching of 15 websites of different government, multinational agencies and
COVID-19 resource aggregators. More details on search strategies and list of
websites searched are available in Appendices 1 and 2. We used an existing
framework to assess community health worker (CHW) to guide data collection®. The
findings from this rapid evidence synthesis may be used for other low and middle-
income countries (LMICs) with similar contexts and roles of FLHWSs.

1 Agarwal S, Sripad P, Johnson C, et al. A conceptual framework for measuring community health
workforce performance within primary health care systems. Hum Resour Health 2019;17(1):86. doi:
10.1186/s12960-019-0422-0 [published Online First: 2019/11/22]



.V The George Institute :
for Global Health India & RC

A

Key roles, issues, enablers and barriers for
prevention and control of COVID-19 by FLHWSs

Thirty-six documents were identified, which provided information specific to FLHWs
in recent pandemics. The study selection process is presented in Appendix 3. Studies
were conducted in Democratic Republic of Congo (DRC), Ghana, Guinea, Nigeria,
Sierra Leone, Southern Sudan, Uganda, Bangladesh, Cambodia, Iceland, Laos,
Thailand, UK, and Vietnam. Studies examined the role of FLHWs in disease outbreak
situations, in addition to exploring the challenges and experiences of working in
pandemic situations. Most of the included studies were conducted within the
context of Ebola Virus Disease (EVD) in sub-Saharan Africa. In most countries,
FLHWSs had a role with respect to engaging with the communities, especially in rural
areas, in pandemic (during and post outbreaks) situations. More details for included
records including full data extraction is provided in Appendix 4 and a list of included
records is provided in reference section. A summary of potential roles, key issues,
barriers and enablers relevant to FLHWs in prevention and control of COVID-19 is
provided below:

1. Frontline health workers (FLHWSs) like ASHA can potentially play an important
role in COVID-19 prevention and control. In previous pandemic several type
FLHWSs and community health workers working with NGOs, deployed for
several activities, with community sensitization, awareness and promotion of
appropriate preventive practices, being the most common. Other activities
like contact tracing and data collection were also done through community-
based health agents but not FLHWSs. The World Health Organization (WHO) in
its guidance for contact tracing during EVD recommended “that contact
identification and listing, including the process of informing contacts of their
status, should not be done by the by the local surveillance staff or a CHW
performing the daily follow-up. Instead this should be conducted by an
epidemiologist or a surveillance officer." Even in pandemics where FLHWs
were not involved in contact tracing they had been at higher risk.

2. With an increased risk for FLHWs, it is essential to provide personal
protective equipment (PPE) (gloves, surgical masks, hand sanitisers) in
appropriate quantity. This should be accompanied by training on proper
usage in the early phase of the disease outbreak itself. Involving FLHWs in
contact identification, listing or accompanying COVID-19 suspects increases
exposure risk leading to a need for provision of additional PPE (like N95
masks etc), which might be a scarce commodity. As such engaging FLHWSs
who continue to perform routine service delivery in additional contact
identification and listing, (including for the process of informing suspected
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contacts of their status), is not without its risk including that of transmission
of COVID-19.

Disruption in supply-chain, logistics and supportive supervision has been
noted in all previous pandemics and this has impacted routine service
delivery by FLHWs. As such, this might be expected for COVID-19 too. There
is a need for government to provide clear advice on which activities are to
continue and which might be postponed. Guidelines for conducting
additional activities is required along with training for community
sensitisation, awareness and risk communication for COVID-19.

In most contexts, FLHWS experienced stigmatisation, isolation and had been
socially ostracised. During previous pandemics, many health workers were
not being allowed to use the village well for their water, asked to leave their
rented accommodation, and not being allowed to use taxis. Health workers
often isolate from their families to protect them from infection to respond to
their call for duty.

Death or disease of fellow health workers and the consequent economic
hardships to their families led to stress and overload. Like the general public
and owing to disruption of supply chain and logistics they continued to
struggle to get their own supplies.

Providing psychosocial support (individual and peer-group as for example by
creating a WhatsApp group which was used as a platform to share supportive
and encouraging messages only), non-performance-based incentives,
additional transport allowance, child-care support were found to be enablers
in the process along with awards and recognition to maintain motivation.
Common coping strategies of FLHWs included renewed purpose in continuing
to serve their community or country, peer and family support (in some
cases), and religion.

Resources for developing guidance, training

Mman

uals and IEC materials related to COVID-19 for

FLHWS.

This section provides an inventory of different resources that could be used to
develop guidance, training materials and IEC materials for COVID-19 for use by

FLHWSs.
Basics

of COVID-19 inventory

A detailed inventory for resources for COVID-19 guidelines which are relevant to

FLHWSs

Key poi

is presented in Appendix 5 and Appendix 6.

nts to note are:
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The symptoms of COVID-19 are pretty broad and generic (fever, cough,
shortness of breath, sore throat, fatigue, headache, pains being common ). It
is important to communicate risk properly to prevent panic and health systems
burdening but at the same time being vigilant. A relative symptomatology
chart might be useful.

These symptoms are usually mild and begin gradually. Some people become
infected but remain asymptomatic and don’t develop any symptoms.
Important to convey that even with COVID-19 about 80% recover from the
disease but some irrespective of age would become seriously ill and develop
difficulty in breathing.

The virus spreads mainly from person-to-person through two modalities:

o Droplet: Between people who are in close contact with one another
(within about 6 feet), through respiratory droplets produced when an
infected person coughs or sneezes. These droplets could land in the
mouths or noses of people who are nearby or possibly be inhaled into
the lungs.

o Surface: Transmission can occur through touching a surface or an
object that has the virus on it and then touching their own mouth, nose,
or possibly their eyes. Virus could survive in droplets for up to three
hours after being coughed out into the air. Fine droplets between 1-5
micrometres in size —about 30 times smaller than the width of a human
hair — can remain airborne for several hours in still air.

High risk groups for COVID-19 : older people aged 65 years and above, people
of any age with underlying medical problems like high blood pressure, heart
disease, diabetes, renal failure, immunocompromised including cancer
treatment, are at a higher risk for severe illness from COVID-19. Pregnant
females should be monitored since they are known to be at risk with severe
viral illness, however, to date data on COVID-19 has not shown increased risk.

Some of these groups are target groups for FLHWs and as such any training
should focus on specific advice for these high-risk groups.

COVID-19: Self isolation guidelines inventory

The detailed inventory for self-isolation guidelines is provided in Appendix 7.

However, most of them are written from a high-income country perspective (even if

they are sourced from low-and-middle-income country settings and would be
challenging to implement for those living in small houses, urban slums or are
homeless.
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COVID-19: Information Education and Communication Materials
Inventory

An inventory for IEC resources for COVID-19 is provided in Appendix 8. However, it is
important to realise that prevention measures like social distancing might be
impractical for a large population in India. There is a need for developing in situ
guidance for specific population groups which are relevant, practical and feasible to
implement. This is particularly true for urban slums, those with large family sizes,
those living in small houses and the homeless.

A comprehensive strategy for risk communication based on WHO guidance for the
same in public health emergencies is required, instead of just providing IEC
materials®. The key pillars of the risk communication strategy are:

e Building trust and engaging with affected populations

e Integrating risk communication into health and emergency response systems

e Risk communication practice

COVID-19: Myths and facts inventory

An inventory for myths and regarding COVID-19 is provided in Appendix 9. A
summary is provided below. Myths are often contextual in nature and FLHWSs can be
the “ears” for the purpose. Ongoing support to managed myths and facts are
required.

Myths Facts

Everyone should wear a mask Masks should not be used by healthy
persons without any symptoms.
Masks should be worn by

e People who are taking care of a
suspected COVID-19 patient

e If you are coughing or sneezing.

e Masks alone are not protective.
They should be used in
combination with frequent hand-
cleaning with soap and water.

e If you wear a mask, then know how
to use and dispose it properly.

One can get infected by eating certain There is currently NO evidence for COVID-
foods like eggs, chicken and meat 19 transmission due to eating eggs, chicken
and meat. However, like always, itis

2 WHO. Communicating risk in public health emergencies: a WHO guideline for emergency risk
communication (ERC) policy and practice. World Health Organisation 2017. Available online at :
https://apps.who.int/iris/bitstream/handle/10665/259807/9789241550208-
eng.pdf;jsessionid=60B09409C06A6D8AA47721B042455713?sequence=2
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important to follow good hygiene practices
(i.e. wash hands and surfaces often,
separate raw meat from other foods, cook
to the right temperature) when handling or
preparing foods.

The disease is spread from pets

There is NO evidence that companion
animals/pets such as dogs or cats are
spreading disease to humans. However, if
you are sick, avoid them just as you will
avoid other humans.

The novel corona virus cannot survive in
high temperature

Novel Corona virus can be transmitted in
ALL areas including areas with hot and
humid climate

Dead body of an infected person with
Novel corona virus transmit the infection

There is currently NO evidence of
transmission of Novel Corona virus
infection from a dead body to the person.

Taking hot bath can prevent from getting
infected

Taking a hot bath will not prevent you from
catching COVID-19. Your normal body
temperature remains around 36.5°C to
37°C, regardless of the temperature of your
bath or shower.

The new corona virus can be transmitted
through mosquito

Corona virus infection CANNOT be
transmitted by mosquito bite

Eating garlic can help prevent infection with
novel corona virus

There is NO evidence that eating garlic can
protect from COVID-19.

The new corona virus affects older people
and not the younger ones

People of all ages can be infected by the
COVID-19.

Consuming alcohol can protect from corona
virus infection

Use alcohol for sanitising and not for
drinking. Drinking alcohol doesn’t kill the
virus.

It’s a disease of affluence

Anyone can be infected with new corona
virus irrespective of their social status

Antibiotics effective in preventing and
treating the new coronavirus

NO, antibiotics do not work against
viruses.
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