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ABSTRACT 
 

Background: The COVID-19 pandemic has inflicted real suffering in many parts of the world and 
is expected to impact different sectors. Lockdown is considered to be an effective measure in 
slowing the spread of coronavirus. The study expects to understand community and healthcare 
providers’ perspectives on COVID-19 and pandemic responses during and after the lockdown in 
Nepal.  
Methods and Materials: Data were collected through telephone interviews with six representatives 
of community-based organizations and nine healthcare providers, and the collation of information 
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about COVID-19 from social media, news outlets and government announcements. Data were 
thematically coded and analyzed according to the themes. 
Results: Although rapid dissemination of educational information through various social media was 
found, people reported an information overload on COVID-19 while questioning the authenticity of 
their sources. Several misbeliefs on the COVID-19 virus are rooted in the Nepalese community. 
Lockdown for a longer period was deemed an unsustainable preventive measure that directly 
impacted the income source of daily-wage workers. The fear of contracting coronavirus among 
healthcare providers at their workplaces was further triggered by the poor working conditions and 
non-availability of personal protective equipment (PPE). In fighting the pandemic, screening and 
management of other health issues were ignored.  
Conclusion: The prevention measures against COVID-19 are important for the local context, 
however, the communities need access of basic commodities and access to reliable information to 
enable them to follow these measures. Availability of  appropriate PPE for the healthcare providers 
is required to reduce the fear of contracting the virus from the patients and workplace. Essential 
health-care services must also be continued to help reduce excess mortality and morbidity. 
 

 
Keywords: COVID-19; perception; healthcare providers; Nepal. 
 

1. INTRODUCTION 
 
After the outbreak originated in Wuhan, China, 
the COVID-19 (also known as the Coronavirus) 
pandemic has been engulfing the entire world 
and threatened to profoundly affect South Asia 
[1]. Many developed countries imposed severe 
restrictions to facilitate physical distancing and 
health system preparedness [2]. Similar policies 
were swiftly implemented in least developed 
countries. However, these control measures 
presented acute challenges for many Asian 
countries where a weakened infrastructure, over-
stretched health systems and limited public 
health surveillance compromised their potential 
efficacy [3,4]. The capacity to respond was 
further limited by the lack of motivation of under-
resourced healthcare providers with inadequate 
personal protective equipment (PPE) and poor 
incentives especially risk allowances [5]. 
 
In many parts of the world, the pandemic has 
inflicted real suffering, with a disproportionate 
impact on the most vulnerable, and it has 
highlighted prevailing inequalities, concerns over 
governance, and the unsustainability of the 
current development pathway [6]. The virus has 
not spread as rapidly as expected across Asian 
countries despite factors like overcrowding and 
large household sizes, high prevalence of pre-
existing comorbidities and insufficient intensive 
care capacity that can increase transmissibility, 
progression to severe diseases and case fatality 
rates [7,8].  

 
The ongoing COVID-19 pandemic has resulted in 
reduction in human mobility due to social 
distancing measures, whereas the effects of 

other illnesses are unknown [9]. Nevertheless, 
specific capacities are required to build resilient 
health systems in the face of infectious disease 
emergencies since, most countries of Asia region 
are epidemic prone to vector-borne [10], and 
other diseases. 
 

The Government of Nepal announced a phase 
wise nationwide lockdown from March 24, 2020, 
following confirmation of the country's two 
coronavirus cases [11]. Initially, all non-essential 
services and manufacture sectors were closed 
and all individuals had been instructed to stay at 
home while the citizens seeking medical 
attention or other defined essential activities 
were allowed to leave their homes [12]. However, 
like other many developing countries, Nepal has 
an under-resourced healthcare system [13], 
densely populated urban areas and shortages of 
basic commodities [14], which made the 
lockdown difficult to adhere to and enforce.  
 

While lockdown is considered to be an effective 
measure in slowing the spread of coronavirus 
across the globe [15,16], it has further led 
specific population into financial pressure [17] 
and psychiatric issues in general [18,19]. People 
who live off of their daily wages have been 
threatened with starvation and poverty due to the 
loss of their source of income. Moreover, while 
the COVID-19 pandemic has affected every facet 
of people’s lives, it is essentially a health 
problem. The financial pressures of losing a job 
or paying exorbitant fees for healthcare will 
ultimately affect people’s ability to afford and 
access good nutrition and healthcare. 
 

The future course of the COVID-19 pandemic 
largely depends on the behaviour of people [20]. 
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With increasing number of researches conducted 
on COVID-19, only little research has been 
carried out on how to adapt COVID-19 pandemic 
responses to local settings in Asian countries like 
Nepal. However, there is still a dearth of relevant 
population level research in the context of Nepal, 
that addresses people’s real experiences of living 
in the pandemic situation [20-22]. We studied 
community and health-care providers’ 
perspectives on COVID-19 and on pandemic 
responses during and after the Nepalese 
lockdown. These findings may help to inform 
decisions on pandemic prevention strategies in 
the country. 
 

2. METHODS  
 
The data was collected through two approaches 
i.e. (i) the phone interviews which were 
conducted with representatives of community-
based organizations and health care providers 
(Table 1), and (ii) the collation of news and 
information about COVID-19 from social media, 
news outlets and government announcements. 
The components of interview schedules were 
adapted from the guidelines of the World Health 
Organization (WHO) [23] and the International 
Federation of Red Cross and Red Crescent 
Societies (IFRC) [24] and other studies [5,25]. 
 

2.1 Community-Based Organizations  
 
Six community-based organizations (CBOs) were 
selected through convenience sampling to 
participate in the study. Selected CBOs were 
approached first to refer a focal point for the 
organization. One representative from each of six 
organizations was interviewed by phone on how 
they and their organizations were affected by, 
and were responding to the COVID-19 
pandemic. Among them two representatives 
were women (age range: 27 to 47 years) and 
four were men (age range: 31 to 58 years). 
Interview topics included: (i) personal 

perceptions on COVID-19 in Nepal; (ii) 
perception of community people and their 
behavior; (iii) organization’s response on COVID 
19; and (iv) perceptions of quarantine and 
isolation policies. Verbal consent to recording the 
interviews was obtained before every interview.  
 

2.2 Healthcare Providers 
 
Healthcare providers in this study have been 
defined as an individual health professionals or 
a health facility organization licensed to 
provide healthcare diagnosis and treatment servi
ces [26]. These include the medical doctors, 
nurses and allied health professionals (called 
them as “health worker”). We conducted phone 
interviews with three of each group. Interviews 
were conducted in the duration between the 
government-mandated lockdown and the first 
three weeks after the end of lockdown. Five of 
the nine healthcare providers were women (age 
range: 22 to 46 years) and four were men (age 
range: 28 to 58 years). Interview topics included: 
(i) changes in health service delivery; (ii) 
healthcare providers’ concerns; (iii) the impact of 
COVID-19 on the provision of other health 
services; and (iv) the impact of COVID-19 on 
their personal lives. Phone interviews were 
recorded and transcribed. 
 

2.3 Information from Social Media 
 
The information about COVID-19 (including 
rumors and myths) was collated via social media 
platforms (Facebook, Viber and YouTube),       
local and international news outlets, and 
government and non-governmental organization 
announcements. The content of the collated 
information was analysed manually in a thorough 
manner to identify common themes. The 
common themes were further coded as  
categories to conduct thematic analysis. A table 
to guide information gathering, summarizing and 
synthesis was developed. 

 
Table 1. Characteristics of study participants 

 

Organization/Group 
of Participants 

Female Male Total 
participants Number Years(Age) Number Years(Age) 

*CBOs 2 27, 47 4 31, 33, 45, 58 6 
Healthcare 
Providers 

     

Medical Doctor 1 42 2 35, 58 3 
Nurses 3 22, 34, 38 0  3 
Health Workers 1 46 2 28, 57 3 
Total 7  8  15 

*CBOs: Community-based Organizations 
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2.4 Data Analysis  
 
The data collector for each data source 
presented a summary of the key analytical 
findings to the research team and four themes 
commonly observed across all the three data 
sources were identified in discussions. Data were 
manually and thematically coded according to 
four themes. Data relating to each theme were 
extracted and compared across different data 
sources to identify sub-themes. In this process, 
subthemes were identified inductively.  
 

3. RESULTS  
 
The study identified four thematic areas: (i) 
reliability of available information on COVID-19; 
(ii) compliance with the preventive measures of 
COVID-19; (iii) perceived personal risk; and (iv) 
neglect of other health problems.  
 

3.1 Reliability of Available Information on 
COVID-19 

 
The participants reported an overwhelming 
sharing of the information regarding COVID-19, 
released through several means of (i) social 
media (mostly Facebook, Viber and YouTube); 
(ii) television; (iii) government announcements; 
and (iv) conversations with relatives and 
neighbors. Nonetheless, many unanswered 
questions were reported to be remained: 
 
One of the participants expressed that people 
are still unclear and require clarification in simple 
language on the true nature of the virus, how the 
virus is spread or how to stop it (female health 
worker aged 46 years).  
 
Although information was perceived as important 
for understanding and practicing preventative 
measures, participants talked about “hearing 
many different myths” (man aged 45 years, 
community-based organization). Many were 
unsure about reliable sources, “people are 
realizing perilous information which might not be 
true sometimes” (female nurse aged 38 years). 
Even some government information was 
considered unreliable as there was a widespread 
view that information was likely to have been 
censored and aimed at maintaining government 
interests.  
 
Some rumors fueled fear among communities 
and healthcare providers. For example, there 
was a perception that COVID-19 was “more 
deadly than any other disease, such as Spanish 

flu, AIDS” (female aged 27 years, community-
based organization). Conversely, other rumors 
encouraged a perception of immunity: “the virus 
cannot affect Nepali people” (male aged 58 
years, community-based organization). There 
was also the view that certain precautions, such 
as taking antibiotics, gargling with mouthwash, 
and eating garlic, could prevent infection. 
Perceptions of immunity or reduced risk may 
have encouraged non-compliance with 
preventive measures in communities. 
 
Some of the prominent rumors include “people in 
Nepal are less likely to contract COVID-19 as a 
large number of the population has undergone 
BCG vaccination” (male aged 58 years, 
community-based organization), “COVID-19 can 
cure by drinking water with turmeric  and 
washing hands with warm water” (female aged 
47 years, community-based organization). Due to 
the lack of prompt response from the government 
and compromises in safety of healthcare workers 
and other vulnerable groups like pregnant 
women, communities have been disenchanted. 
 

3.2 Compliance with the Preventive 
Measures  

 
To combat against the deadly COVID-19, 
Nepal's government announced a phase wise 
nationwide lockdown effective from March 24, 
2020 until 21 July 2020. All individuals had been 
instructed to stay at home while all non-essential 
services and manufacturing will be closed. 
However, the instructions were only followed for 
a few months as most individuals in communities 
continued with their lives and social interactions 
as normal prior to the pandemic.  
 
Rampant violation of the rules pertaining to 
COVID-19 appropriate behavior was noticed. 
Lack of assent of people sought dismissal of the 
safety norms in place and birthed superstitious 
beliefs and their healthy lifestyle as excuses for 
not wearing masks. One of the participants said 
that “people have feeling the virus would not 
affect them as they have healthy lifestyle” 
(female medical doctor aged 42 years).  Lack of 
penal provisions was reported as another reason 
for dismissal of mask use for safety that “no one 
is there neither to tell nor force for wearing a 
mask as well as use the safety measures” (male 
aged 45 years, community-based organization). 
Mental fatigue after dealing with a pandemic for 
several months with no end in sight was also 
pertained to the temptation of returning to 
lifestyles before the pandemic. 
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It has heavily affected the lives of poor who were 
daily-wage workers that lost their source of 
income and employment, with ramifications till 
present day. Their income tended to be 
generated daily that was used to purchase basic 
necessities on a daily basis. Staying at home 
was impossible because it threatened peoples’ 
ability to meet their basic needs. Thus, daily-
wage workers left home and started to work 
available jobs. Because, “neither the government 
has any plan to provide relief to the affected nor 
daily-wage workers have any option of earnings 
to survive” (male aged 33 years, community-
based organization). In addition, staying at home 
may also increase other liabilities, such as 
gender-based violence when individuals were 
“stuck in houses with their abusers, who are 
abusing them” (female aged 27 years, 
community-based organization). 
 
Similarly, businesses were gradually opened, as 
the businessman expressed that they were 
running out their savings and needed income for 
paying bills and salaries. One of the participants 
justified the reopening of businesses after the 
push to pay taxes and non-existing plans from 
government to support them. “How long they can 
wait to over the lockdown, they have not seen 
any scheme for compensation rather pushing to 
pay the taxes from the government” (male aged 
31 years, community-based organization).  
 
After non relenting pressure from the public, 
cabinet decided to open government offices and 
public enterprises with allowing to resume the 
service with a bare minimum number of staff 
working in shifts. However, the government has 
been reinforcing compliance of safety measures, 
particularly wearing mask, using sanitizer and 
ensuring social distancing during business 
conduction. In the initial days, both the clients 
and staff of respective institution were concerned 
on maintaining preventive health security 
measures, based on the protocol designed by 
the government. However, limited availability of 
sanitization facilities and access of clear 
instructions to the clients at the respective 
institutions challenged the conformity to follow 
the preventive measures. A female nurse aged 
22 years expressed that compliance with the 
public health measures like mask use was 
deemed as a hindrance after the few initial days 
as it was difficult to breathe and painful to wear 
them at all times. 
 
The nation-wide lockdown was lifted due to the 
growing pressure and dissatisfaction from people 

regarding the government response against 
COVID-19. The exhausted capacity of individuals 
to stay indoors and practice social distancing has 
been deemed as another reason of failing 
compliance to preventive measures. “In the local 
grocery shops and some enterprises such as 
bank, there’s so much pressure and people are 
on queue. And now the social distancing that you 
are talking about doesn’t become possible 
because people are already crowded in the 
queues” (female aged 47 years, community-
based organization). 
 

3.3 Perceived Personal Risk 
 
Healthcare providers were fearful about the risk 
of contracting the virus and infecting their family 
members and others. The perceived risk when 
exposed to the patients existed due to the limited 
understanding and uncertainty of the virus and 
the risk it bears. However, this reasoning was 
undermined by the heightened risk of 
occupational exposure as workers were 
expected to work with limited or no PPE. A male 
health worker expressed the constant instillation 
of fear in health workers and the inevitable 
requirement to work without PPE. “This is 
something that instils fear in us because at the 
end of the day you have to work, you have no 
option, but we don’t have the essential protective 
equipment required of us to use” (male health 
worker aged 28 years). 
 
On 20 March 2020, Nepal Medical Association 
appealed to the Government of Nepal to create a 
protective working environment for each 
healthcare workers with availability of advanced 
PPEs. The frontline doctors and nurses working 
in the fight against COVID-19, were ill-equipped 
to treat coronavirus patients, as the government 
failed to arrange adequate PPE. A female nurse 
aged 34 years mentioned that she was 
summoned to work in the hospital by the 
manager without any gown, face shield or mask 
as it had not been supplied by the government. 
 
The government had arranged limited PPEs with 
support from the different development partners 
and the government funds. However, they were 
only supplied to the public health facilities while 
private facilities were left to fend for themselves. 
Healthcare providers felt undervalued and 
exposed, which culminated in a lack of trust that 
the healthcare system could protect them from 
COVID-19. The situation was even worse in 
private hospitals, where the staffs were forced to 
work without PPEs or quit their job, despite the 
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directives of Ministry of Health to arrange PPEs 
for their staff. A female nurse aged 38 years 
recalled how the available PPEs were sub-
standard and yet staff were required to work for 
12 hours a day so that only limited number of 
PPEs were used. 
 

3.4 Neglect of Other Health Problems 
 
Participants were concerned that single focus on 
preventing and treating COVID-19 would lead to 
the needs of people with other essential needs 
being overlooked. Several participants noted this 
was already happening as “neither any hospital 
was opened, nor any doctor was ready to check” 
(female aged 47 years, community-based 
organization), which led to “massive queues in 
pharmacies for medicine” (male aged 31 years, 
community-based organization).  
 
Lack of public transport also created difficulties 
for people with chronic diseases and those with 
COVID-19 symptoms who needed urgent care.  
A male health worker aged 57 years mentioned 
that people undergoing treatments like dialysis 
are deprived of their means of transportation and 
cannot access proper treatment.   
 
In response to the COVID-19 pandemic, 
essential medicines were compromised, medical 
procedures were reframed, and many 
procedures were deprioritized. As a result people 
who were already battling with other diseases 
and comordid conditions were left more 
vulnerable to COVID-19. “We already have many 
other problems - maternal and neonatal deaths, 
TB and HIV, however, coronavirus is an 
additional burden when we have to deal with 
other problems. We are forgetting all other 
existing problems to focus on Covid-19, which is 
a mistake” (male medical doctor aged 35 years). 
 
Detection of new tuberculosis cases has declined 
significantly across the country, which could be 
the ramification of the nationwide lockdown that 
deprioritized the other diseases. Undiagnosed  
tuberculosis could lead to rapid increase in new 
infections and deaths . “As, the infection is highly 
contagious, people who have been infected 
knowingly or unknowingly might transfer it to 
other unsuspecting individuals ultimately leading 
to a public health disaster” (male doctor aged 58 
years). 
 

The hindrance in service delivery exceeded the 
diagnosis aspect and was largely felt even in the 
regular supply of the medicines for TB and HIV 

patients. Initiatives have been put in place to 
ensure that the effect of limited medicines is as 
mild as possible. For example, participants 
described efforts to provide few months’ supply 
of antiretroviral treatment in advance to people 
living with an HIV infection. Thus, the healthcare 
system exhibited some agility in responding pre-
emptively to challenges. Nevertheless, despite 
these efforts, people with HIV infections were 
prevented from accessing treatment at clinics by 
a lack of transport, which led to “forced non-
adherence” (female health worker aged 46 
years). 
 

4. DISCUSSION 
 
This study reported social, financial and 
resource-related barriers encountered for 
implementing public health and social measures 
preventing COVID-19 transmission in Nepal 
when the country went into national lockdown in 
March to July 2020, which led to limited mobility, 
inaccessibility of basic essentials in certain 
working groups of people, dampening of 
resources and service delivery for various 
essential healthcare problems and over-
exhaustion of health resources in tackling the 
COVID-19 case surge that ultimately had a 
devastating effect on health care [27] and 
livelihoods [28]. The collateral damage of 
COVID-19 in the country is extensive as the 
weakened health system struggles to manage 
the intertwined threats of limited resources and 
COVID-19 [27]. 
 
The findings confirm that the people were 
overwhelmed by the information on COVID-19. 
The social media have the great advantage of 
rapid dissemination of educational content in the 
COVID-19 era [29], however the major news 
sources are basing their content more on opinion 
than on science. There are still many aspects of 
the virus that haven’t been studied yet, which is 
one of the reasons why this pandemic is so 
frustrating and confusing. Nevertheless, the 
information transmitted through social media 
would not be trustworthy and likely to be 
incorrect, not been subjected to peer review, not 
applicable to our context, or even false [30]. 
Erroneous or exaggerated information can cause 
fear, stress, depression, and anxiety in people 
with or without underlying psychiatric illnesses 
[31]. 
 
The study reports that the people have misbeliefs 
on the COVID-19 virus such as Nepalese are 
immune to this strain and using turmeric power 
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can’t affect them by the virus. Some individuals 
particularly elderly and people with underlying 
health conditions, have elevated risk of severely 
contracting the COVID-19 disease [32], however 
much of the facts are yet to be revealed. The 
study also confirms that people’s misconceptions 
excused themselves from practicing appropriate 
safety measures. The accurate information 
shared through media plays a critical role in 
shaping people’s perceptions towards risk of 
contracting diseases [33], however 
misconceptions rooted in the community became 
a barrier to understanding the science [34]. 
Obviously, these misconceptions might have 
both serious medical and social consequences 
for the people [35], and sustaining or continuing 
with these types of conceptions will go a long 
way for COVID-19 in creating more harms than 
benefits [35,36].  
 
The strict social distancing (e.g., nationwide 
lockdown) and sanitizing measures in response 
to the COVID-19 pandemic are unsustainable in 
the long-term due to knock-on socioeconomic 
and psychological effects especially in low and 
middle-income countries [37] like Nepal. The 
study confirms that the lives of daily-wage 
workers were badly affected by the pandemic. 
They were deprived of their only source of 
income and financial security, meaning that they 
have few to no savings [38]. If found any jobs, 
wage laborers must go to work wherever 
available without ensuring any preventive 
measures are accessible them at the workplace. 
They might be aware on the preventive 
measures, however it could be reflective of the 
fact that they live in small single-room homes 
and social distancing for them may not be 
possible [39]. 
 
Healthcare providers are the first line of defense 
to combat this pandemic, and likely to be 
affected by the pandemic process and the 
adverse conditions they face in patients, both as 
an individual and as a professional [40]. 
Recognizing protective factors that would help 
healthcare provider’s performance and would 
improve their adaptation, given that there is a 
high physical and mental demand for their 
services in times of crisis [41]. Our study 
confirms that the healthcare providers perceived 
themselves to be at risk of being infected by the 
virus while at work, and their fear was further 
reinforced by poor working conditions and 
inadequate or unavailable PPE at the workplace. 
Working in healthcare is unequivocally risky and 
there is always a high chance of contracting 

infections. Therefore, effective infection 
prevention practices are paramount to both 
ensuring safety and combatting fear [42], and 
recognition of their efforts at institutional and 
government levels, can generate a feeling of 
security and motivation to continue working [43].  
 
This study revealed the need of PPEs availability 
in the health care facilities in Nepal to protect 
healthcare providers from the elevated risk of 
infection. As well, with protection, healthcare 
providers feel more valued and have greater trust 
in the national response, as demonstrated in 
recent Ebola virus outbreaks [44]. International 
donors could help resources to the government 
of low- and middle-income countries. The 
provision of additional resources early in the 
pandemic not only help to provide effective 
response to the pandemic but also protect 
essential health-care services and reduce excess 
mortality and morbidity from other diseases [7]. 
 
The pandemic has created more inequalities not 
only to particular country but also worldwide, 
healthcare delayed and health needs unattended 
[45]. The study confirms that other than COVID-
19, healthcare problems have neglected during 
the pandemic. Although, routine care is important 
to managing long-term health conditions, focus 
shifted from other areas in controlling the 
pandemic due to limited health care resources. 
The other reasons might be the limited 
preparation from the country in responding to the 
pandemic [46] and fear of being exposed to 
COVID-19 which has kept many people away 
from visiting the doctors for routine healthcare. 
 
Numerous studies have been carried out across 
Nepal and in the worldwide context regarding 
COVID-19, however the finding of this research 
can help to map out the pandemic prevention 
strategies in the country from the perspectives of 
a healthcare provider. This study showcases the 
initial scenario of the COVID-19 situation to fill in 
the gaps and bring the concerns of healthcare 
providers to focus. It takes note of all the 
experiences and apprehensions faced by the 
frontline healthcare providers during a pandemic 
to advocate for supportive work environment and 
proper working conditions in a challenging 
context of healthcare service delivery amidst a 
pandemic. In addition, the findings help to 
understand the shortcomings of existing health 
care system and prepare for future crisis or any 
pandemic through developing a strategic and 
preparedness plan.   
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However, the study has several limitations. The 
study was conducted in the period of lockdown 
with limited sample size and the views and 
perceptions may not coincide with the current 
scenario of the COVID-19 pandemic but 
nevertheless it remains relevant to the rapidly 
evolving situation. As the study enlisted a 
majority of healthcare providers, who were 
contacted through phone, the responses 
provided is dependent on the honesty and recall 
ability and may result in recall bias [47]. 
Generalization of the findings must be carried out 
precariously as the study may lack 
representation of healthcare providers and 
community based organizations from different 
backgrounds in different geographical scenarios 
and healthcare settings of Nepal [48]. Although, 
the findings may be applicable to the adult 
population of similar social and cultural context, 
an analysis comparing the different sectors of the 
surveyed population can be carried out to 
determine COVID-19 preventive measures. 
 

4.1 Policy Implication 
 

Risk communication aims to provide people with 
the needed, accurate, timely and lifesaving 
information to protect themselves and others 
[49]. The activities related to risk communication 
carried out as part of the COVID-19 response 
reached most of the areas however many 
inconsistencies from the rumors and 
misconceptions about the virus itself were spread 
[50]. The need for better media screening, 
monitoring and consistent reporting would be 
beneficial based on the findings. Further, 
engaging with affected communities allows 
beneficiaries of assistance to actively participate 
in shaping the interventions they receive.  
 

Based on the perceptions of the participants, the 
failure of the lockdown was also owed to the poor 
planning and non-existent relief programs by the 
government that aimed to provide the basic 
essential items for sustenance as the people who 
lived off of daily wages and businesses who had 
lost all their incomes of support and were 
struggling to survive. The added strain of paying 
taxes exponentially made it more difficult to 
comply with lockdown measures and was highly 
criticized. Recommendations to provide food, 
daily living and relief packages and risk 
allowances to vulnerable groups and healthcare 
providers respectively was mentioned. Similarly, 
a careful strategized transition of lockdown 
measures focusing on both socio-economic 
benefit and infection risk would help to ease the 
burden of daily wage workers and businesses. It 

would greatly improve morale of the healthcare 
providers and provide required support to the 
needy population.  
 

The fear of contracting the virus while treating 
the patients without proper PPE or any PPE 
whatsoever in most of the private hospitals was 
also brought to notice by the participants. The 
management of occupational safety will be 
important to ensure protection of healthcare 
providers especially during a pandemic where 
the frontline workers act as a first line of defense 
and as one of the vital workforces required to 
treat and manage patients of the COVID-19 [51]. 
Provision of adequate and appropriate PPE at all 
times is also vital to prevent health care workers 
being infected from a large influx of COVID-19 
patients. 
 

The diversion of resources, services and funds 
from major essential programs has led to the 
danger of reversing the achievements in 
preventing and treating issues in the sectors of 
tuberculosis, HIV/AIDS, maternal and child 
health, reproductive health etc. It has negatively 
impacted the already vulnerable population to be 
under added risk of COVID-19 and mortality due 
to their health conditions and pre-existing co-
morbidities. It would be helpful to keep the 
essential services ongoing even amidst a 
pandemic through incorporation of strong 
qualified health workforce and support from 
government and partners. Proactive involvement 
from all the concerned ministries like education, 
social protection, agriculture, travel and tourism 
would take the burden off of the health sector in 
sole management of COVID-19 response. 
 

The mental strain exhibited by individuals with 
the unending extension of lockdown highlighted 
the need for a shift in the strategies for the 
prevention of COVID-19. Emphasis on increased 
testing and contact tracing was recommended. 
The victims of gender-based and domestic 
violence being stuck with their abusers also 
supported the need for change in strategies. 
Establishment of helplines, volunteer groups, 
counselors catering to these specific concerns 
would greatly help the people in need to seek 
necessary help and protection. 
 

5. CONCLUSION 
 

The resulting impact of COVID-19 pandemic has 
made the disproportionate gaps in the health 
system glaringly apparent. The findings from 
participants of the community-based 
organizations and healthcare providers have 
generalized the risks and consequences of the 
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COVID-19 pandemic and lockdown on the lives 
of Nepalese population. Evidences have 
suggested that risk preparation, rumor monitoring 
and continuation of the essential health services 
is required as the national health system was not 
ready to handle the pandemic. The study 
concluded that access of reliable information to 
the communities and availabilty of PPEs and 
better working conditions for healthcare workers 
is imperative to enable them to follow the 
preventive measures and reduce fear and risk of 
infection from the patients. It was also concluded 
that proper relief measures must be kept in place 
to tackle socio-economic issues that arise with a 
lockdown and essential health services must be 
continued to reduce the risk of already vulnerable 
populations. 
 

DISCLAIMER 
 
The products used for this research are 
commonly and predominantly use products in our 
area of research and country. There is absolutely 
no conflict of interest between the authors and 
producers of the products because we do not 
intend to use these products as an avenue for 
any litigation but for the advancement of 
knowledge. Also, the research was not funded by 
the producing company rather it was funded by 
personal efforts of the authors. 
 

CONSENT 
 
All respondents were informed of the nature of 
the study and verbal consent was sought to 
interviews being conducted. 
 

ETHICAL APPROVAL 
 
The study was approved by the Institutional 
Ethical Committee of Gandaki Medical College 
(GMC-IRC), Tribhuwan University, Nepal (20/77-
78). 
 

COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 
 

REFERENCES 
 

1. All India Disaster Mitigation Institute. 
Perspective on the Pandemic: COVID 19 
in South Asia; 2020. 

2. Han E, Tan MMJ, Turk E, Sridhar D, Leung 
GM, Shibuya K, et al. Lessons learnt from 
easing COVID-19 restrictions: an analysis 

of countries and regions in Asia Pacific and 
Europe. The Lancet; 2020. 

3. Parliament of Australia, Department of 
Parliamentary Services. COVID-19 in 
South and Southeast Asia: A quick guide: 
Parliamentary Library, Information Analysis 
Advice; 2020.  
Available:https://parlinfo.aph.gov.au/parlInf
o/download/library/prspub/7536186/upload
_binary/7536186.pdf 

4. Djalante R, Nurhidayah L, Van                 
Minh H, Phuong NTN, Mahendradhata Y, 
Trias A, et al. COVID-19 and ASEAN 
responses: Comparative policy analysis. 
Progress in Disaster Science. 2020;8: 
100129. 

5. Shrestha N, Mishra SR, Ghimire S, 
Gyawali B, Marahatta SB, Maskey S, et al. 
Health system preparedness in tackling the 
COVID-19 in Nepal: A Qualitative Study 
among Frontline Healthcare Workers and 
Policymakers; 2020. 

6. United Nations. Policy Brief: The Impact of 
COVID-19 on South-East Asia; 2020. 

7. Glassman A, Chalkidou K, Sullivan R. 
Does one size fit all? Realistic alternatives 
for COVID-19 response in low-income 
countries. Center for Global Development. 
2020;2. 

8. Mackworth-Young CR, Chingono R, 
Mavodza C, McHugh G, Tembo M, 
Chikwari CD, et al. Community 
perspectives on the COVID-19 response, 
Zimbabwe. Bulletin of the World Health 
Organization. 2021;99(2):85. 

9. Lim JT, Dickens BSL, Chew LZX, Choo 
ELW, Koo JR, Aik J, et al. Impact of sars-
cov-2 interventions on dengue 
transmission. PLoS Neglected Tropical 
Diseases. 2020;14(10):e0008719. 

10. World Health Organization. Operational 
framework for building climate resilient 
health systems: World Health 
Organization; 2015. 

11. Xinhuanet Net. Nepali gov't ends 4-month 
lockdown as new COVID-19 cases drop. 
Xinhuanet Net; 2020. 

12. Reuters. Sri Lanka imposes curfew as 
South Asia Steps Up Coronavirus Battle; 
2020.  
Available:https://www.reuters.com/article/u
s-health-coronavirus-southasia-
idUSKBN217117 

13. Sharma J, Aryal A, Thapa GK. Envisioning 
a high-quality health system in Nepal: if not 
now, when? The Lancet Global Health. 
2018;6(11):e1146-e8. 



 
 
 
 

Bhandari et al.; JAMPS, 23(7): 18-28, 2021; Article no.JAMPS.73801 
 

 

 
27 

 

14. United Nations Human Settlements 
Programme. Nepal urban housing sector 
profile. Nairobi, Kenya; 2010. 

15. Vibha ANP, Kamath GB, Pai DV. Keeping 
the country positive during the COVID 19 
pandemic: Evidence from India. Asian 
Journal of Psychiatry; 2020. 

16. Flaxman S, Mishra S, Gandy A, Unwin 
HJT, Mellan TA, Coupland H, et al. 
Estimating the effects of non-
pharmaceutical interventions on COVID-19 
in Europe. Nature. 2020;584(7820):257-61. 

17. Poudel K, Subedi P. Impact of COVID-19 
pandemic on socioeconomic and mental 
health aspects in Nepal. International 
Journal of Social Psychiatry. 2020;66(8): 
748-55. 

18. Xiang Y-T, Li W, Zhang Q, Jin Y, Rao W-
W, Zeng L-N, et al. Timely research papers 
about COVID-19 in China. Lancet. 
2020;395(10225):684-5. 

19. Brooks SK, Webster RK, Smith LE, 
Woodland L, Wessely S, Greenberg N, et 
al. The psychological impact of quarantine 
and how to reduce it: rapid review of the 
evidence. The Lancet. 2020;395(10227): 
912-20. 

20. Geldsetzer P. Knowledge and perceptions 
of COVID-19 among the general public in 
the United States and the United Kingdom: 
A cross-sectional online survey. Annals of 
Internal Medicine. 2020;173(2):157-60. 

21. Narayana G, Pradeepkumar B, Ramaiah 
JD, Jayasree T, Yadav DL, Kumar BK. 
Knowledge, perception, and practices 
towards COVID-19 pandemic among 
general public of India: A cross-sectional 
online survey. Current Medicine Research 
and Practice. 2020;10(4):153-9. 

22. Singh DR, Sunuwar DR, Karki K, Ghimire 
S, Shrestha N. Knowledge and perception 
towards universal safety precautions 
during early phase of the COVID-19 
outbreak in Nepal. Journal of Community 
Health. 2020;45:1116-22. 

23. World Health Organization. Survey tool 
and guidance: rapid, simple, flexible 
behavioural insights on COVID-19; 2020. 

24. The International Federation of Red Cross 
and Red Crescent Societies, United 
Nations Childrens Fund. Focus Group 
Discussion Guide for Communities on Risk 
Communication and Community 
Engagement for the New Coronavirus; 
2020.  
Available:https://www.unicef.org/media/659
66/file/COVID-

19%20focus%20group%20discussion%20
guide%20for%20communities.pdf 

25. Singh DR, Sunuwar DR, Shah SK, Karki K, 
Sah LK, Adhikari B, et al. Impact of 
COVID-19 on health services utilization in 
province-2 of Nepal: A Qualitative Study 
among Community Members and 
Stakeholders; 2020. 

26. World Health Organization. The                        
world health report 2006: working together 
for health: World Health Organization; 
2006. 

27. Singh DR, Sunuwar DR, Adhikari B, Szabo 
S, Padmadas SS. The perils of COVID-19 
in Nepal: Implications for population health 
and nutritional status. Journal of Global 
Health. 2020;10(1). 

28. Adhikari J, Timsina J, Khadka SR, Ghale 
Y, Ojha H. COVID-19 impacts on 
agriculture and food systems in Nepal: 
Implications for SDGs. Agricultural 
Systems. 2021;186:102990. 

29. Chan AK, Nickson CP, Rudolph JW, Lee 
A, Joynt GM. Social media for rapid 
knowledge dissemination: early experience 

from the COVID‐19 pandemic. Wiley 
Online Library; 2020. 

30. González-Padilla DA, Tortolero-Blanco L. 
Social media influence in the COVID-19 
pandemic. International Braz J Urol. 2020; 
46:120-4. 

31. Bystritsky A, Khalsa SS, Cameron ME, 
Schiffman J. Current diagnosis and 
treatment of anxiety disorders. Pharmacy 
and Therapeutics. 2013;38(1):30. 

32. Team CC-R, Team CC-R, Team CC-R, 
Chow N, Fleming-Dutra K, Gierke R, et al. 
Preliminary estimates of the prevalence of 
selected underlying health conditions 
among patients with coronavirus disease 
2019—United States, February 12–March 
28, 2020. Morbidity and Mortality Weekly 
Report. 2020;69(13):382-6. 

33. Zegarra A, Chino B, Ames R. Knowledge, 
perception and attitudes in Regard to 
COVID-19. Pandemic in Peruvian 
Population. 2020;10. 

34. Tekkaya C. Misconceptions as barrier to 
understanding biology. Hacettepe 
Üniversitesi Eğitim Fakültesi Dergisi. 2002; 
23(23). 

35. Isah MB, Abdulsalam M, Bello A, Ibrahim 
MI, Usman A, Nasir A, et al. Corona Virus 
Disease 2019 (COVID-19): Knowledge, 
attitudes, practices (KAP) and 
misconceptions in the general population 
of Katsina State, Nigeria. MedRxiv; 2020. 



 
 
 
 

Bhandari et al.; JAMPS, 23(7): 18-28, 2021; Article no.JAMPS.73801 
 

 

 
28 

 

36. Aminu; JA. The Implications of 
Misconceptions about Coronavirus 
Disease (COVID-19) Pandemic in Relation 
to its Daily Increases from Nigerian 
Perspective. J Infect Dis Epidemiol 2020;6: 
156.  
DOI: doi.org/10.23937/2474-3658/1510156 

37. Eyawo O, Viens A, Ugoji UC. Lockdowns 
and low-and middle-income countries: 
Building a feasible, effective, and ethical 
COVID-19 response strategy. 
Globalization and health. 2021;17(1):1-5. 

38. Wasdani KP, Prasad A. The impossibility 
of social distancing among the urban poor: 
the case of an Indian slum in the times of 
COVID-19. Local Environment. 2020;25(5): 
414-8. 

39. American India Foundation. Lockdown 
Survey: How the COVID-19 Crisis has 
affected Daily Wage Workers; 2020.  
Available:https://aif.org/lockdown-survey-
how-the-covid-19-crisis-has-affected-daily-
wage-workers/.= 

40. Seçer I, Ulaş S, Karaman-Özlü Z. The 
Effect of the Fear of COVID-19 on 
healthcare professionals’ psychological 
adjustment skills: Mediating Role of 
Experiential Avoidance and Psychological 
Resilience. Frontiers in Psychology. 2020; 
11. 

41. Carbajal AB, Boluarte AS, Boluarte AR, 
Soto CM. Working conditions and 
emotional impact in healthcare workers 
during COVID-19 pandemic. Journal of 
Healthcare Quality Research; 2020. 

42. Cawcutt KA, Starlin R, Rupp ME. Fighting 
fear in healthcare workers during the 
COVID-19 pandemic. Infection Control & 
Hospital Epidemiology. 2020;41(10):1192-
3. 

43. Cai H, Tu B, Ma J, Chen L, Fu L, Jiang Y, 
et al. Psychological impact and coping 
strategies of frontline medical staff in 
Hunan between January and March 2020 

during the outbreak of coronavirus disease 
2019 (COVID-19) in Hubei, China. Medical 
science monitor: international medical 
journal of experimental and clinical 
research. 2020;26:e924171-1. 

44. Diamond M, Woskie L. COVID-19: 
Protecting frontline healthcare workers—
what lessons can we learn from Ebola? 
The BMJ Opinion; 2020. 

45. Hartnett KP, Kite-Powell A, DeVies J, 
Coletta MA, Boehmer TK, Adjemian J, et 
al. Impact of the COVID-19 pandemic on 
emergency department visits—United 
States, January 1, 2019–May 30, 2020. 
Morbidity and Mortality Weekly Report. 
2020;69(23):699. 

46. Hartmann-Boyce J, Mahtani K. Supporting 
people with long-term conditions (LTCs) 
during national emergencies. CEBM; 2020. 

47. Upadhyaya DP, Paudel R, Bromberg DJ, 
Acharya D, Khoshnood K, Lee K, et al., 
editors. Frontline healthcare workers’ 
knowledge and perception of COVID-19, 
and willingness to work during the 
pandemic in Nepal. Healthcare. 
Multidisciplinary Digital Publishing Institute; 
2020. 

48. Limbu DK, Piryani RM, Sunny AK. 
Healthcare workers’ knowledge, attitude 
and practices during the COVID-19 
pandemic response in a tertiary care 
hospital of Nepal. PloS One. 2020;15(11): 
e0242126. 

49. World Health Organization. COVID-19 
global risk communication and community 
engagement strategy, December 2020-
May 2021; 2020. 

50. Mian A, Khan S. Coronavirus: the spread 
of misinformation. BMC medicine. 2020; 
18(1):1-2. 

51. Mhango M, Dzobo M, Chitungo I, 
Dzinamarira T. COVID-19 risk factors 
among health workers: A rapid review. 
Safety and Health at Work; 2020. 

_________________________________________________________________________________ 
© 2021 Bhandari et al.; This is an Open Access article distributed under the terms of the Creative Commons Attribution License 
(http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 

 
 

 
 

Peer-review history: 
The peer review history for this paper can be accessed here: 

https://www.sdiarticle4.com/review-history/73801 

http://creativecommons.org/licenses/by/4.0

	Journal of Advances in Medical and Pharmaceutical Sciences
	23(7): 18-28, 2021; Article no.JAMPS.73801

	Perceived Risks and Ramifications of the COVID-19 Pandemic by Community and Healthcare Providers in Nepal
	ABSTRACT
	1. INTRODUCTION
	2. METHODS
	2.1 Community-Based Organizations
	2.2 Healthcare Providers
	2.3 Information from Social Media
	2.4 Data Analysis
	3. RESULTS
	3.1 Reliability of Available Information on COVID-19
	3.2 Compliance with the Preventive Measures
	3.3 Perceived Personal Risk
	3.4 Neglect of Other Health Problems
	4. DISCUSSION

	4.1 Policy Implication
	5. CONCLUSION
	DISCLAIMER
	CONSENT
	ETHICAL APPROVAL
	COMPETING INTERESTS
	REFERENCES


