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Abstract
Little is known about the COVID-19 pandemic-related disruptions in health services and

the resilience of the health system response in rural low-resource settings. We conducted a



phenomenological qualitative study (October-November 2020) to understand COVID-19-related
influences on the utilisation and delivery of child health services in Monapo district, rural
Mozambique. We interviewed 36 caregivers with children <2.5 years, 21 health providers, and 4
district health services staff using in-person in-depth interviews. Data were analysed using
inductive thematic content analysis. Our findings showed that caregivers, providers, and distgict
health services staff unanimously reported a decrease in child consultations at the'startof the
pandemic. Administrative data from health facilities confirmed persisting deelines#rmonthly
consultations. Respondents explained reductions due to miscommunication about health facility
operations, fear of COVID-19, reduced consultation schedules, @nd reduc¢ed household incomes.
Providers reported several challenges in delivering servicesincluding lack of caregiver
compliance with risk mitigation measures, caregivers,, feamof risk mitigation measures,
perceived lack of caregiver knowledge about COVAD=19, and lack of supplies and protective
equipment. All respondents described how COVAID-19 had increased food insecurity and food
prices, and reduced incomes and liwelithpods. These negative economic consequences were
perceived as the main reasondfor réported increases in cases of child malnutrition. Despite
reductions, child healthfseryice utilisation and delivery has largely continued throughout the
COVID-19 pandemic#indicating an adaptive and resilient primary health system response in
Monapo district. Our findings highlighted the persistent difficulties providers and caregivers face
adheringto COVID-19 prevention and risk mitigation measures. A coordinated multi-sectoral
respomSe 1S needed to address the persistent negative economic impacts of the pandemic for

young children and their families in rural areas.



Introduction

The coronavirus disease 2019 (COVID-19) has affected millions of people and burdened
health systems globally. Pandemic-related social, economic, food, and health system disruptions
are threatening to hinder and even reverse progress towards global health and nutrition targets
(Headey et al., 2020). Early estimates from the beginning of the pandemic (April 2020), projected
that the number of people facing acute food insecurity in low- and middle-incomé&gountries
(LMICs) could double as a result of the pandemic to 270 million in 2020 (Werld Feed
Programme, 2020). Among children in LMICs, projections indicated that the pandemic could
lead to a 14.3% increase in child wasting, translating into ~128,000"additional child deaths in
2020 (Headey et al., 2020), and under more severe scenarios, childéwasting could increase by
50% resulting in 2,313,900 additional child deaths Robetton et al., 2020). In turn, COVID-19-
related consequences on child malnutrition could\feadito future productivity losses of ~$30
billion (Osendarp et al., 2021), and long-term loss of human capital (Fore et al., 2020), with
disproportionate and greater burdens imsubsSaharan Africa (SSA) and South Asia (Headey et al.,
2020; Sumner et al., 2020; O§endarp ¢f al., 2021).

These effects of the pandemic on children are expected to be primarily indirect, as severe
cases of COVID-19 wpaediatric populations are rare, with most children experiencing mild or
no symptoms (ChriStophers et al., 2020). Increased child malnutrition is attributable to reduced
family incomes and limited financial resources, increased food insecurity and poor-quality diets,
and limited or restricted health, nutrition, and sanitation services (Akseer et al., 2020; Fore et al.,
2020), which in turn increase risk of child diarrhoea and fever, and reduce child dietary diversity
(Headey and Ruel, 2020). Emerging evidence has already demonstrated the negative
consequences of pandemic-related lockdowns on household incomes and food security in LMICs

(Amare et al., 2020; BRAC International, 2020; de Brauw et al., 2020; Mobarak et al., 2020,



Population Council, 2020; Wieser et al., 2020; Egger et al., 2021; Janssens et al., 2021,
Kansiime et al., 2021; Mahmud and Riley, 2021).

In addition to economic disruptions, COVID-19 lockdowns have disrupted health services
globally, with some of the most frequent disruptions to child health and nutrition services in
LMICs (PATH, 2020; World Health Organization, 2020). Decreases in outpatient voluie 1ed, to
partial or severe disruptions in routine facility-based immunisation services, sick-¢hild,services,
and management of child malnutrition (PATH, 2020; World Health Organizatien;"2020).
Measles immunisations were delayed in 24 SSA countries and cancelledyin 13 countries
(Govender et al., 2020). Reductions in perinatal health services have als@ been reported
(Pallangyo et al., 2020; Population Council, 2020; Kotlar eéia/$2021). Most of these data come
from rapid phone-based assessments that aimed to quantifyzthe immediate effects of initial
COVID-19 lockdowns on child health services. Howeyer, few studies to date have explored how
COVID-19 has affected caregiver and health preyider experiences with child health services.
Moreover, it is largely unclear whetherdisgiiptions in health facility operations and child health
and nutrition service deliverythavesperSisted since initial lockdowns in LMICs and whether any
ensuing health systema€sponse efforts have been successful.

Pandemic-rélated distuptions in health and nutrition services and the resilience of the
health systemiresponse will affect the short- and long-term impacts of COVID-19 on children. In
this study, we 8ought to understand the nature of these disruptions based on the experiences of
caregivers, health providers, and district health services staff in rural Mozambique. Specifically,
we aimed to understand caregiver utilisation and provider delivery of child health services since

the start of the pandemic, the health system’s ability to respond and adapt child health services to



the ongoing crisis, and the broader COVID-19 influences on caregivers, families, and their

communities.

Materials and methods
Study setting and context

This study took place in Monapo district, Nampula province, Mozambigue;, ImNampula,
50% of children under 5 are stunted, 12% are wasted, 68% are anaemic,@and 52% receive all
basic vaccinations (Secretariado Técnico de Seguranga Alimentar g/Nutrieienal, 2014; Ministério
da Saude (MISAU) et al., 2015). Currently, Nampula province is faciig numerous economic and
public health challenges: 35% of the population have insufficient food consumption, 32% are
using crisis or emergency food coping strategies (WerldEo6d Programme, 2021a), wheat and
rice prices rose in 2020 relative to 2019 (Famine Early Warning System Network, 2020), and
cases of malnutrition among children afidpregnant women have been rising since November
2020 (WFP Mozambique, 2020)¢Tn Aprik2021, ~30% of Mozambicans reported challenges
access health services due to distance or lack of money (World Food Programme, 2021b). A
measles outbreak has béen’ongoing since January 2020 in northern Mozambique (WHO Health
Emergencies Prograinme’ 2021). Another unique challenge is the intensification of violence
between Jslamist inSurgents and government forces in the Cabo Delgado province (Reuters,
2024), whichshas displaced >500,000 people to other provinces, including Nampula (WFP

Mozambique, 2020).

COVID-19 pandemic and response measures



The first COVID-19 case in Mozambique was detected on March 22, 2020 (WHO
Mozambique, 2020). Supplemental Figure 1 shows a timeline of government response
measures (Gentilini et al., 2020, 2021; Hale et al., 2020; Ministério da Saude. Direc¢cdo Nacional
de Saude Publica., 2020). As of April 4, 2021, there were 68,119 confirmed cases and 782 deaths
in Mozambique. Nampula had the lowest provincial case number per 100,000 (Ministécio da
Saude. Direc¢ao Nacional de Saude Publica., 2021). Vaccinations of health providerstin

Nampula began in March 2021.

Study design, data collection, and data analysis

This was a phenomenological sub-study nested in a qualitative implementation evaluation
that assessed the delivery, acceptability, and perceived impacts of a pilot intervention, which
aimed to improve nurturing care for early childhood development in three health facility
catchment areas in Monapo district. We_interviewed 61 respondents sampled from these three
health facilities using random andurpesefutl sampling: 36 caregivers with a child <2.5 years, 15
facility-based providers, 6 coinmunity‘health workers (locally called “Agente Polivalente
Elementar” (APEs)), aid 4 district health services staff. Table 1 shows respondent demographic
and socio-economiic gharacteristics. At each health facility, 6-7 caregivers were randomly
selected froma list pf all caregivers who had attended a well-child or sick-child visit between
September 9 and October 14, 2020, and 5-6 caregivers were interviewed as they exited the health
facility during randomly conducted visits. Facility providers and APEs were randomly selected,
unless a single provider filled the role, from all providers who worked with caregivers of young

children at each of the three health facilities. District health services staff were purposefully



selected. We also conducted three random observation visits at each health facility (nine visits
total) to assess adherence to COVID-19 risk mitigation measures.

Data were collected from October 17 to November 6, 2020 by four Mozambican research
assistants from a local research firm using semi-structured topic guides and an observational
guide. Topic guides were developed by first and last author and translated into Portuguese and
Makua by a local research firm. Each topic guide included sub-questions and probe stiggestions.
Topic guides were pilot tested for three days prior to the start of data collectiongafideadaptions
and refinements were made as needed. Research assistants received a five-day training on
qualitative research methods, ethical conduct of research, and stady-spegific topic guides led by
last author. Interviews were conducted face-to-face in the respondents’ preferred language
(Portuguese or Makua) in a private location. All intesyiews,were audio-recorded, transcribed,
and translated verbatim into English.

Data were analysed using inductiye thematic content analysis (Schreier, 2014). Transcripts
and observational notes were independently coded, annotated, and analysed in NVivo Version 12
by the first, second, and lastduthors, Fhe initial codebook was developed by the last author
based on the research gtiestions, topic guides, and a review of three randomly selected caregiver
transcripts. The c6debOok Was then iteratively refined based on ongoing data analysis and
recurring dis€ussions to resolve any disagreements and discuss emerging themes. Supporting
quotes tQ, contextualise the emerging themes were extracted by the three analysts.

Administrative data on child health consultations at the three health facilities were obtained
from the Nampula Provincial Health Directorate to analyse trends in the number of monthly

consultations from January 2019 to February 2021.



Results

We identified four themes: COVID-19 knowledge, COVID-19 influences on health-
seeking behaviour (five sub-themes), perceived barriers and challenges faced by facility-based
providers (four sub-themes), and COVID-19 influences on families and communities (four sub-
themes).
COVID-19 knowledge

Caregivers heard about COVID-19 at the health facility consultation and #1a"assingle media
source (e.g., TV, radio, or community campaign). COVID-19 knowledge was/limited, with most
caregivers describing transmission methods (e.g., handshaking, huggings kissing) or prevention
measures (e.g., wearing masks, social distancing, and handwashing). A few caregivers correctly
described COVID-19.

“a respiratory disease that is contagious” (Father-01),

“a very dangerous disease that can spread,from person to person” (Mother-01),

“a worldwide disease, whiclfis very lethal, and communicable” (Father-02).
However, most caregivers only deseribed COVID-19 risk mitigation measures and knew little
about the disease itselfz

APEs learnéd about COVID-19 via the radio and demonstrated mixed knowledge. Some
APE:s correctly deséribed COVID-19.

“respiratory disease that attacks the lungs, it causes coughs, muscle pains and diarrhea”
(APE«01)
However, others incorrectly described the disease.

“disease that came from China that attacks animals” (APE-02)



COVID-19 prevention and risk mitigation efforts

Supplemental Table 1 shows a comparison between reported and observed risk mitigation
efforts in facility-based child health services. Although caregivers and facility-based providers
reported adhering to multiple COVID-19 risk mitigation efforts, observation visits revealed
inconsistent and inadequate implementation and non-compliance with prevention measures.
Specifically, many caregivers wore their facial coverings incorrectly (e.g., under igse®@r chin)
and handwashing and temperature screenings were inconsistently implementedsIfiportantly,
there was no compliance with social distancing and facial coverings in the outdoor waiting area
outside of the health facility.

APEs and district health staff described COVID-19-related changes in APE services:
additional training to educate community members @bout €OVID-19 and related prevention
measures, reduced group size at community educational talks, fewer educational talks per month,
and shifts from group educational talks to individual home visits. Additional prevention and risk
mitigation measures implemented#y APEs/included mask wearing, no hugging or handshaking,
handwashing, and social distdncingy lifitial difficulties in adapting APE services to COVID-19
were overcome through capacity building and provision of additional tools and protection

equipment.

COVID=19 influences on facility-based child health services
Most caregivers reported minimal changes in the frequency or quantity of routine and
emergency visits for their child, with some caregivers reporting only going when necessary.

Interviewer: Do you always go to the hospital or rarely, during this time of the pandemic?

10



Respondent: I have been gone a few times due to the Coronavirus and I only go if my
daughter happens to be sick or needs a vaccine. (Mother-02)

Several caregivers noted a reduced child growth monitoring schedule from monthly to once
every three months. COVID-19 affected health facility visits through prevention and risk
mitigation measures, resulting in most caregivers feeling safe attending the health facility. Those
caregivers who felt unsafe going to the health facility expressed that only the elimination of
COVID-19 could make them feel safe.

In contrast, providers and district health services staff reported that COYID-19 decreased
the number of consultations due to miscommunication about he@lth facility operations at the
pandemic’s start (March-June 2020), fear of COVID-19, reduced eonsultation schedule, and
reduced income which prevented caregivers from cemplyiag with some risk mitigation measures
(Table 2). Respondents indicated that consultationwmumbers were starting to return to normal at
the time of the interview. However, they reported rising cases of child malnutrition.
Administrative data confirmed thesteposted/decline in child health consultations, with cases at
the three health facilities dropping by £0% from February to October 2020 (Figure 1, Panel A),
and the reported cases @t malnutrition increasing by 100% from February to October 2020
(Figure 1, Panel B). Furthér, when comparing levels in 2020 to 2019, the administrative data
consistently indicated reduced child health consultations and increased malnutrition cases for all
months between March and December in 2020 versus 2019.

Providers reported four main COVID-19-related challenges in the delivery of child health
services: lack of caregiver compliance with risk mitigation measures, caregiver fear of risk
mitigation measures such as temperature screenings and mask use, lack of caregiver COVID-19

knowledge, and lack of supplies and protective equipment (Table 3). Of note is that three of

11



these challenges pertained to caregivers and how in turn they complicated health service delivery

difficult by providers.

COVID-19 influences on families and communities

In addition to influences on child health services, respondents described other CQVID319
influences on families and communities. Four prominent themes emerged: increaSed food
insecurity, ranging from not eating preferred foods to going a whole day witheut €ating;
increased food prices; reduced or eliminated livelihoods; and decreased‘ehild interactions with
others (Table 4). Spending sufficient time with their children wés a unigue challenge for

providers who continued working during the pandemic.

Future support during the pandemic

When asked what future changes were neeessary to effectively support providers,
caregivers, and children during thefpandemic, facility-based providers unanimously highlighted
the need for educational talks(to sensitise the community about COVID-19, stricter enforcement
of prevention and risk afitigation measures such as correct use of face coverings and
handwashing, and‘continued attendance at child health visits. Likewise, community-based
providers indicatedthat more COVID-19 counselling was needed, more personal protection

equipment for/all health providers, and monetary and food assistance for caregivers.

Discussion
We conducted a qualitative study to understand COVID-19-related disruptions in child

health services utilisation and delivery in rural Mozambique. We found poor knowledge of

12



COVID-19 as a disease among caregivers of young children and mixed knowledge among
community health providers. However, respondents unanimously recognised the primary
COVID-19 prevention measures, which have been the focus of government campaigns. We
observed poor compliance with COVID-19 prevention and risk mitigation measures at health
facilities, specifically incorrect mask wearing, limited handwashing, and few temperature
screenings. Providers attributed this lack of compliance primarily to caregiver fednofthese
measures and lack of financial means to comply with some measures, though\feWw €aregivers
themselves expressed fear of COVID-19 risk mitigation measures.

Our findings confirm global concerns that increased povefty and fear of COVID-19 can
lead to delays in seeking care, increases in severe illness, and lower uptake of childhood
vaccination (Buonsenso ef al., 2020; Laouan, 2020;@Menendez ef al., 2020; Zar et al., 2020). We
found reductions in child health services utilisatigny inyline with evidence from other LMICs and
SSA (PATH, 2020). Our findings extend prior work showing that reductions in child
consultations have persisted sinceshe Start of the pandemic and have yet to fully recover to pre-
pandemic levels. However, s€spondents did not describe disruptions in child immunisation
services. The decreasegn child consultations coupled with the perceived fear of COVID-19 and
risk mitigation méasuscs and lack of financial means to comply with some measures implies that
many caregivers might still be missing child immunisations. More efforts are needed to
encourage carggivers’ return to health facilities for routine immunisations and the continuation of
comminity-based immunisation campaigns. The benefits of sustaining routine child
immunisation in Mozambique outweigh the costs of a resulting COVID-19 infection by a ratio of

98:1 (Abbas et al., 2020).
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Overall, we found that COVID-19 prevention and risk mitigation measures led to some
disruptions of facility- and community-based services. Specifically, fear of facility-based risk
mitigation measures and financial inability to pay associated expenses prevented caregivers from
attending child health visits. At the community-level, the frequency and size of educationaltalks
and home visits were reduced. After initial hurdles were overcome, adaptation appeared
successful and although reduced, no facility- or community-based services halted'gompletely due
to COVID-19. Despite this robust health system response and generally resilignt S€fvice delivery,
our findings indicated an alarming increase in cases of child malnutrition persisting into early
2021, confirming global projections (Headey et al., 2020; Robefton et al, 2020). Most
respondents attributed this increase to reduced family incomes andsincreased food insecurity.
These findings complement early studies showing negative,economic effects of COVID-19
lockdowns in SSA and other LMICs (Amare et al. %2020; BRAC International, 2020; de Brauw
et al., 2020; Mobarak et al., 2020; Population Ceuncil, 2020; Wieser et al., 2020; Egger et al.,
2021; Janssens et al., 2021; Kansiie et al4 2021; Mahmud and Riley, 2021) by demonstrating
that these negative economiefimpactsfave persisted eight months after the start of the pandemic
and are particularly impactfill among caregivers of young children. Persistent food insecurity and
food systems disrfiptions due to COVID-19 will likely continue to disproportionately affect poor
households in,LMICs, restricting their access to food, nutrition, and health services (Swinnen
and McBermott, 2020). Moving forward, reducing food insecurity will be key to curtailing
health#seeking for child malnutrition, which can alleviate the burden on local and national health
systems.

Nevertheless, our findings were based on the experiences of caregivers who had visited the

health facility recently or that day, and they may not be generalisable to other caregivers in the
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community. Other limitations that should be acknowledged are the qualitative nature of the
study, which did not allow us to gauge the magnitude of economic shocks, and the possibility of
respondents overstating their problems. In addition, we only focused on child health services and
caregivers with young children. More research is needed to better understand and quantify the
indirect effects of COVID-19 on other vulnerable groups and to help design effective feasible,
and acceptable governmental and non-governmental response efforts.

Our findings highlight several potential strategies to address the pandemi¢ €ffects in rural
Mozambique. More COVID-19 information and protective equipment iSyneeded to help
caregivers and providers comply with risk mitigation measures. Education talks and information
campaigns could further help promote caregivers’ return tothealth facilities. Alternatively, some
child health services could be shifted to communitysbased¥providers to improve reach of
caregivers who do not currently attend child healthysetyices.

Importantly, many other challenges remain, outside of the health system, including food
insecurity, reduced incomes, and géduced liwelihoods. The current situation could serve as an
opportunity to devise long-tefm solutions for these persistent problems in rural communities.
Lessons learned from z€sponses to past pandemics, economic crises, and natural disasters suggest
that financial assiStanée can help reduce poverty, protect household income, and improve food
security (Tirivayi efal., 2020). Despite the expansion of the Post Emergency Direct Cash
TransferyProgramme to address COVID-19 effects (Ministério do Género, 2020), the number of
new béneficiaries has been low and some of the worst reports of hunger in the study area came
after enrolment was closed. To address the needs of rural households, the two other existing
safety net programmes could be leveraged. For example, the public works programme, limited to

four months in rural areas (Arruda, 2018), could be expanded given evidence that public works
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programmes can be particularly responsive to the newly-poor because of their self-targeting
(Tirivayi et al., 2020). However, the public works programme was discontinued in Nampula
province due to lack of coordination (Gentilini et al., 2021). Leveraging existing social
protection systems requires capacity building and multi-sectoral coordination as much as
financial resources. Lastly, Mozambique can also leverage its experience in rapid respense and
multi-lateral partnerships that helped prevent a cholera outbreak and ensured continuity of child
immunisation and supplementation services following cyclones Idai and Kenneth*#hich hit the
country in March-April 2019 (Dwyer, 2019; Lequechane et al., 2020).

Our study demonstrated a robust health system response ifiwural Mozambique that has, for
the most part, ensured continuity of facility- and communityzbasedschild health services. It also
elucidated persisting negative pandemic effects on heuseheld income, food security, and
livelihoods, which are likely to remain unresolved'er @ven increase in the absence of
interventions or activities to address them. Our findings highlighted potential strategies that can
help promote an equitable, child-céntrie,response to COVID-19 impacts in Mozambique. These
measures may be relevant and adaptable to other rural areas in SSA. They could help strengthen
the health system and sécial protection response to similar types of emergencies and help address

economic, social,@ndshealth inequities in the long-term.
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Table 1 Sample demographic and socio-economic characteristics

Respondents N (%) or
mean £SD
Caregivers
N 36
Relationship to child
Mother 32 (89%)
Father 3 (8%)
Other (i.e., uncle) 1 (3%)
Age (in years) 24 4442
Highest education level
None 3%8%)
Some primary 91(25%)
Completed primary 15 (42%)
Completed secondary 9 (25%)
Occupation
Housewife 21 (58%)
Farmer 9 (25%)
Informal business 4 (11%)
Teacher 1 (3%)
Office clerk 1 (3%)
Child age (in months) 10.7+8.3
Child sex
Male 19 (53%)
Female 17 (47%)
Average number of children 3.4+1.8
Average monthly household inggme (M'T)" 2,482+2.011
Average walking time from household to health facility (minutes) 37421
Average number of times isited hedlth facility in past 10 months 543
Health facility providets
N 15
Type of provider:
Maternalfand child’health nurses 6 (40%)
Well-child consultation providers 3 (20%)
Sick-child ¢enhsultation providers 3 (20%)
Health fagility directors 3 (20%)
Agen years) 32.7+10.0
Sex
Male 3 (20%)
Female 12 (80%)
Highest education level
Some secondary 2 (13%)
Completed secondary 5 (33%)
Professional degree 3 (20%)
University Bachelor’s degree 5(33%)
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Average number of years employed in current role

APE"

N

Age (in years)

Sex
Male
Female

Highest education level
Some primary
Completed primary
Some secondary

Average number of years employed in current role

District health services staff
N
Type of provider
Chief medical officer
District lead - maternal and child health

District focal point - nutrition and early child dev

District APE program coordinator
Age (in years)
Sex

Male
Female

Highest education level
Completed secondary
University Bachelor’s de

Average number of years

C)Q‘ﬁ%

\56

8.449.3

6
35.5+10.5

5 (83%)
1 (179

@/0)
%)
NS

4

1 (25%)
1 (25%)
1 (25%)
1 (25%)
36.3+5.9

3 (75%)
1 (25%)

2 (50%)
2 (50%)
7.445.9

*1 Mozambican metical (MT)_is equivalent to 0.013 US dollars.

" APE stands for “Agente P @ ente Elementar”, the local term for a community health worker.
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Table 2 Supporting quotes for the main themes identified with respect to COVID-19 influences on health-seeking behaviour for
facility-based services®

Themes

Supporting quote

Respondent

Decrease in
consultations —
misconceptions

Decrease in
consultations —
fear of
COVID-19

Decrease in
consultations —
structural
changes

Decrease in
consultations —
reduced
income

I: Has COVID-19 affected your work as a health service provider?

R: I can say that if has affected a little. That was in the beginning some ofthe
caregivers were limited because of the information that was being disseminatéd
that people should not go to the health facilities and as a result we Wad yerysfew
people coming to the health facility. The mothers were not coming for the
consultations. At one point, we health service providers contsibuted,to
misinforming the community, but as time went by, we managed,to sensitize the
community and now they are returning.

I: How has COVID-19 affected the caregivers and the children in Monapo district?
R: COVID-19 has affected because [...] we are aftaid of it. The caregivers reduced
their consultations at the health facilities becausesefithe fear of the unknown. We
are however, investing all the effort to communicate, to inform the community
leaders, to inform the community.

I: Were there changes with thé'garegivers bringing their children to the health
facility as a result of COVI®519?

R: A little, it is a change‘driyen by the health facility. Before, the consultations
were frequent or momthly, currently, consultations such as family planning, post-
natal and pre-natal aredone every three months.

I: How has €OVID affected your role as a provider?

R: There i§ also @ decline in the number of children who are coming for
vaccinationbeeause before, the hospitals used the same weighing pant passing this
from ones€ehild to another child. Presently, we cannot do that because we do not
know what each child has, and each child has to bring his/her own weighing pants.
This has influenced some appointments, because there are some families who

Provider-01

District health services staff-01

Provider-02

Director-01
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Rising cases of
malnutrition

cannot afford to buy or order from a tailor a simple weighing pant and they opt to
staying at home. ...

R: This is because the cases are still growing and the cases of malnutrition are
rising. I think COVID-19 has contributed to malnutrition because we=arcthaving so
many cases of children who have problems of malnutrition.

I: You are registering this?

R: Yes, we are.

I: How many cases have you noted presently that passed via €CD?

R: Monthly?

I: Yes, some numbers that you can recall recently?

R: Well, I do not have the exact numbers in my head, But I think from August till
now, the children that I have registered with malnutrition are to the tune of 10 to
15.

I: Oooh! It is very high.

R: Yes, it is hence, the COVID 19 situation has affected the children as well.

R: In terms of nutrition the situétionichahged, the pandemic affected the whole
economy of our community, ‘markets were closed, very little was produced in the
small farms, because pegple had movement restrictions... a lot of effort was done
last year aiming at redéicing [ malnutrition] cases, but suddenly everything stopped.
The children were the fifst to'be affected by this situation.

Provider-03

District health services staff-02

*In the “Supporting quote” column, “T” stands foginterviewer and “R” stands for respondent.

Table 3 Supporting quotesffor th¢*main perceived barriers and challenges faced by facility-based providers in delivering health
facility-based services duringthe goronavirus pandemic”

Themes

Supporting quote

Respondent
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Lack of caregiver
compliance with
risk mitigation
measures

Caregiver fear of
COVID-19 risk
mitigation
measures

Lack of caregiver
knowledge about
COVID-19

Lack of supplies
and protective
equipment

I: How has COVID-19 affected your work as a health provider?
R: The caregivers do not take seriously the prevention measures against a COVID-19 4xe should
always call their attention on the proper way of wearing masks and social distancing,themselves.

Another thing that was affected is the adherence to the measures for COVID-19 pretection, it has
been very difficult to sensitize the people in the community to implement the’proteéction measures.
If we can go out now, we will see people just going about their busingss without masks, they
convene at places without the proper protection measures, and thissleaves us very susceptible
being at the front line, this is one of the aspects that has a greatef.impaet on our work.

I: In your opinion, how has COVID 19 affected parenting, ‘¢hild nutrition and child development
in this community?

R: Well, that is what I was saying before that COVID-19 brought a very negative impact, because
a mother does not want to go to the hospital becausc'she i$ afraid of using a mask. She is afraid of
the thermometer, we have a lot of children in the,comimunity who are malnourished but do not
come to the hospital [...] because the motheg,is afraid to go to the hospital [...].

I: How has COVID-19 affected your #61&as a provider?

R: [...] one of the main challenges,we,are having is that our communities till now have not
understood [COVID] very wellgthepereeption is not efficient about this disease. The
understanding is not 100% relat1v€ toshis disease. We have given educational talks, house to
house campaigns talking aboutthe usage of masks and washing hands, there is still complacent in
our community and this’is a challenge.

I: How has COVID- 19 affécted your role as health provider?

R: COVID-19s€teated many changes mainly with the consultations, there are no masks or alcohol
for health service ptoviders. There is lack of cleaning material, the education talks sessions under
the tree shade aresShort and there are no conditions for social distancing, the health provider is
required‘to shout so that those standing at the back can hear what is being said.

Provider-04

Director-02

Director-03

Director-03

Provider-05

*In the “Supporting quote” colimn, “P*stands for interviewer and “R” stands for respondent.
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Table 4 Supporting quotes for the main themes identified with respect to COVID-19 influences on families and communities, based
on interviews with caregivers”

Themes Supporting quote Respondent
Increased I: Did the global pandemic affect your way of life as a mother? Mother-03
food R: Yes, because things have been difficult lately. For example, yesterday agiomewe slept without
insecurity dinner because we had nothing to eat.

I: Has Corona virus affected the family life? Mother-04

R: It affected it, because there are days we sleep hungry, we have,a house we used to rent but there are
no clients now, there are days we go hungry.

I: Has the global COVID-19 pandemic affected your life, as"asfather? Father-01
R: Before the Corona virus I used to be able to bring\Semething for my daughter to eat. Now that the

doors have closed during this time of Corona vifu$smy livelihood is very complicated. What I manage

today is not 70% of what I used to get before the pandemic. This disease brought me some losses, life

is so difficult in order to raise the children! Forimy daughter’s food am sacrificing at the moment.

I: And how has it affected nutrition With/the children? Mother-05
R: Many of the caregivers lost théir jobs,and maybe businesses closed, because the market fairs were

closed and that resulted in lowsincome for many families and it became difficult for them to buy food

to feed their children.

I: Has coronavirus affected the nutrition of children? APE-01
R: It has been with difficulties.

[: Why?

R: There is n@ mon@y, only a few went to the fields to cultivate hence there is no produce, in the

markets there aresriot a lot of things and the products prices have gone up.
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Increased
prices

Reduced
livelihoods

Reduced
child
interactions
with others

I: In terms of food that you give [your child]? Did anything change because of corona virus?

R: She does eat, but the prices of products have hiked a lot because of Corona virus [...]. Bgfore
yesterday, I went to buy Danone for my daughter and I saw that the price had change from 25WMeticais
to 30 meticais and I was not able to buy. When I asked, they told me that Corona virusthas blocked all
the money

I: Have you heard about Corona virus?

R: Yes, I have.

I: Has it affected your life as a mother?

R: Yes, it has affected?

I: How?

R: T used to have a small business here at home, my business wéat down because everyone is at home,
I used to make some cookies and leave them at Boa Viagem aréa and'they could sell out within a short
period of time. Today you can make the cookies and no onéwill"buy them because there is no money.

I: Ok, and everything you have heard about Corona®irusyhas it changed your life as a mother?

R: Nowadays, when I go to the fields, at 04:00, lado noticome back at 09:00 but at 06:00. This Corona
virus has reduced our production, because we do ngt spend a lot of time like we used to before. Money
today has disappeared and if we do not prodtieg and sell, we will not have money to buy clothes for
her.

I: Has Corona virus affected the nuftrition of children?

R: There is lack of money nowadays and lack of food. The prices of food products have gone up and
the men are complaining a let that they are not able to buy things for children like before. There are no
jobs [...].

I: Has the global COVIDW 9spandemic affected your life as a father in the life of your son?
R: Yes, with the Coronalvirus, this has obliged us to control more our children very closely. We cannot
allow the babi€s to beshtld by different people.

Mother-06

Mother-04

Mother-07

APE-02

Father-03
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I: What as a mother have you started doing or stopped doing due to Corona virus?
R: I had to separate the children there at home, each now sleeps alone and I bought plastic plates for
everyone. I do not leave them to go out of the compound and play.

I: What about your time management, is it the same?
R: It has changed. Before, we used to take visits with the children but we no losiger do that, we come
from work and stay at home taking care and watching them so that they do aet gé,to areas of risk.

I: How has the COVID-19 affected your work?

R: COVID-19 affected so much our role [...]. One of the first reasons 1s,that we cannot stay at home,
as health workers, we have to be at the frontline to attend to thepopulation or people that are sick. For
me this has affected my personal life, because I cannot manage‘andvedre my children who are at home
during this pandemic. Children are always those ones that you t€ll)please do not leave the compound
but when you come from work, you get the children outside, This is very different for the person who
is at home because he/she is able to control their childreny

Mother-08

Mother-09

Provider-03

*In the “Supporting quote” column, “I” stands for interviewer and “R” stands for tespondent.
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