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EXECUTIVE SUMMARY  

Overarching considerations  

 Many guidelines from low- and middle-income countries (LMICs) recognise the necessity  to support 
home and community-based care for COVID-19 (as deemed clinically appropriate, usually recommended 

only for ‘mild’ disease) for reasons such as to protect capacity in formal health care settings and to 
reduce the risk of infection spread in health facilities. 

 Not all people will be able to access services due to factors such as cost or availability, and in such 

instances will rely heavily on a broader range of services such as from informal providers or drug sellers. 
Local health system realities and resources will require consideration to assure relevance to context and 

to address gaps and provide support as far as is possible. Responses to COVID-19 should not undermine 
health care for other prevalent conditions. 

 Some people may prefer home care for a variety of reasons, including mistrust of formal health services 
borne of historic exclusions and bad experiences. Efforts to create dialogue with people in local settings 

and to build trust is crucial. 

 Guidance for home care should avoid assumptions about people’s resources, capacities and preferences 
and take into account their diverse social, economic and health system settings. Practicable guidance 

tailored to context and easily available materials and support is urgently needed.  

Information and communication about home care for COVID-19  

 Information about basic infection prevention and control (IPC) is strongly emphasised in public 

communication material about COVID-19, but specific guidance and advice for home care is not as visible 

or easily accessible. A variety of communication material focused on home care, in digital and non-digital 
formats and in diverse languages is needed.  

 Two-way communication and dialogue at a local level is crucial to ensure messaging, support and 
resource mobilisation reflects local people’s knowledge, preferences and needs. Infection risks make in-
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person community engagement strategies difficult to implement safely and thus alternative strategies 

for dialogue are needed.  

 Special efforts to reach marginalised groups such as women, illiterate and disabled people with 
appropriate and useful information about home care need to be made. 

 Information and guidance should reflect local understandings of disease, symptoms and health seeking, 
and integrate helpful indigenous practices and approaches to disease prevention and control.  

Housing conditions, personal protective equipment (PPE) and other resources for IPC  

 Much home care guidance for COVID-19 overlooks different types of housing such as dormitories and 

hostels, and conditions such as sharing limited household space, lack of running water and bathrooms. 
Guidance for care and IPC in these settings measures to address lack of sanitation, are urgently needed. 

 Fluid, multi-generational and single-person households are also overlooked in guidance. Options 
including ‘shielding’ in the home or among extended family or neighbours to protect elders and others 

at risk of severe disease, or ‘peer care’ models for single households may be considered.  

 Home care guidance often recommends that caregivers use medical PPE including disposable masks, 
gloves and protective clothing, and assumes that soap, disinfectant and waste services are available, 

while failing to offer advice on alternatives. Support for safe, effective and locally sourced alternatives 
to medical PPE and disinfectants for IPC is needed, as is guidance for waste management in settings that 

lack adequate services.  

Supporting care for COVID-19 at home 

 Communication between home caregivers and health professionals is essential to monitoring COVID-19 
patients’ health, providing advice, and getting patients to critical care if necessary. Where people have 

limited access to communication technology or where response hotlines are not functioning optimally, 
alternative options such as shared phones, and/or regular visits from health care workers or community 

health workers (CHWs) (with attention to IPC, such as staying outside the home at a safe distance and 
with adequate PPE) should be considered.  

 More detailed guidance on how to recognise signs of deteriorating health related to COVID-19, when 

and how to refer for help, and how to care for seriously ill patients at home (as a last resort), including 
symptom management and palliative care are needed. Local palliative care teams with health and 

spiritual expertise and adequate protection should ideally be on hand to assist caregivers. Relatives and 
spiritual leaders should be facilitated to safely visit dying people in person or virtually.  

 Health care workers or CHWs and other local health providers will require training to support home care, 

especially if it might become necessary for moderate and severe illness associated with COVID-19. A 
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range of health workers can play a crucial role not only in providing advice, but also delivering and 

administering therapeutic oxygen at home if hospital admission is not a possibility and if local services 

can support such care. Similarly, health care workers can be supported safely to assist with identifying 
signs of deterioration, for example by measuring patients’ oxygen levels with pulse oximeters to monitor 

for difficult to recognise ‘silent hypoxia’.   

 Caregivers, patients and other household members may require support for food and other necessities 

such as basic medications. Locally appropriate mechanisms for providing such essentials need to be 

established.  

Care in repurposed and temporary community-based facilities 

 Community-based care facilities where people with COVID-19 are isolated for care in existing or 

repurposed spaces should be considered if local conditions make it difficult for people to undertake 
home care safely. In contexts where the number of cases of confirmed COVID-19 is low and testing is 

available, it could still be considered ‘best practice’ to isolate all people with COVID-19 and provide them 

with facility-based care of some kind.  

 People may avoid or ‘escape’ from facilities in contexts where trust in formal health services or 

government is low, and if such sites are poorly managed and unhygienic. Coercion should be avoided 
and efforts should be made to work with locally trusted forms of public authority. 

 Sites should operate transparently, in acceptable buildings, maintain exceptional cleanliness, and 
provide patients with quality food, care, security, privacy, and opportunities to communicate with family 

members.  

Engaging with trusted local actors and community institutions  

 Crucial to the success of community-based care is the involvement, training and empowerment of local 
actors to facilitate and deliver safe care. These vary according to setting but may include CHWs, informal 

and traditional healers, religious networks, NGOs and other community groups.  

 Local actors who ‘know’ their context can help develop and adapt guidance to reflect local culture, 

conditions, capacities, and available resources, and ensure information is disseminated through trusted 

and influential formal and informal channels and networks.  

 Local people can help identify need and deliver resources necessary for home care such as PPE, water 

and sanitation, and mobile phones to communities and households who most need them, as well as help 
establish ‘shielding’ arrangements, select, set up and manage community-based facilities, and support 

formal response in other ways, if provided with support and training.  
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INTRODUCTION 

This review presents considerations for care and infection prevention and control (IPC) for COVID-19 in home 
and community-based care settings. Community-based care generally refers to any care that happens outside 

of hospital settings – such as in private homes, primary care facilities or residential care facilities.a In an 

outbreak, this might also include care provided in small-scale temporary structures or repurposed buildings 
like hotels. Depending on the health system resources available, it is likely that community-based care will be 

provided or supported by people in the state or private sectors, and by a range of lay, professional, informal 
and paid and unpaid health workers with at least some health training.1 They may be nurses, doctors, 

paramedics, community health workers, or others. In this review, home care specifically refers to care 

provided in the private home of a person with a probable or confirmed case of COVID-19, most immediately 
by a caregiver who would not necessarily have formal health care training, but can be supported by people 

who do. They may be a spouse, parent, other household member, friend or peer of the patient. In some 
instances, people might be alone in their home. Caregivers and those doing self-care can have varying levels 

of formal support. Home care can additionally be important in an outbreak for those with pre-existing medical 
or disability-related needs, or underlying health conditions that place them at greater risk of contracting SARS-

COV-2 and experiencing more severe disease. This review considers only home care, and to a lesser extent, 

community-based care in temporary or repurposed facilities for those with a probable or confirmed case of 
COVID-19.b  In contexts where testing for COVID-19 is limited, it will inevitably be difficult to distinguish 

definitively between COVID-19 and other conditions that have similar symptoms and which may be prevalent. 

We explain why home care is important and give an overview of existing guidance and models for home and 

community-based care for COVID-19, with an emphasis on low-and-middle-income countries (LMICs). The 

guidance reviewed includes government documents, websites and briefs as well publicly available information 
from NGOs and community-based organisations.c We then assess the gaps in this guidance and suggest ways 

they might be addressed, including by highlighting innovative examples and drawing on knowledge of past 
outbreaks of disease. Recommendations are aimed at governments, NGOs and community-based 

organisations who are mobilising to provide guidance and support for home care. 

 

a Although care in pre-existing residential care facilities is an important type of community-based care in the context of an outbreak, 
the specific circumstances and needs of these facilities and the high-risk people who reside in them put this scenario outside the 
consideration of this review. That said, it is important that any guidance for care in these settings are context and facility specific. 
b Although the World Health Organisation (WHO) guidelines on home care for people with COVID-19 also include details on the 
isolation of contacts, detailed discussion on this is outside the scope of this review. 
c While we attempted to survey guidance and approaches for a wide array of LMIC contexts currently impacted, or expected to be 
impacted by the COVID-19 pandemic, linguistic and time constraints undoubtedly mean that we have missed some pertinent 
examples and details. For another useful exploration of home care focused more on middle- and high-income settings, see A review 
on implications of home care in a biological hazard: The case of SARS-CoV-2/COVID-19.2 



REVIEW: COVID-19 CONSIDERATIONS FOR HOME AND COMMUNITY-BASED CARE   
     Authors: Hayley MacGregor and Tabitha Hrynick           Corresponding author - h.macgregor@ids.ac.uk 

7 

This review was developed for the Social Science in Humanitarian Action Platform (SSHAP) by Hayley 

MacGregor and Tabitha Hrynick at the Institute of Development Studies (IDS). It aims to provide practical 

considerations for governments and response partners working on the COVID-19 response in the context of 
LMICs and is the responsibility of the SSHAP.
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WHY IS HOME AND COMMUNITY-BASED CARE IMPORTANT? 

Current World Health Organisation (WHO) guidance on home care acknowledges that hospital care or 

isolation and care in a repurposed facility might not be possible in all cases and sanctions home care for 
people with mild symptoms of COVID-19 with no risk factors for severe disease.3 There are several reasons 

why home and community-based care models are increasingly recognised as important, especially as 

sustained levels of community transmission of the SARS-CoV-2 virus occurs in many national settings and as 
case numbers increase. 

MILD ILLNESS  
Epidemiological research has confirmed that most people who acquire a COVID-19 infection are likely to 

experience only mild illness.4 In most situations, mild illness does not require specialist equipment or care, 
and can be safely managed at home as long as people have necessary resources and support, including 

appropriate PPE to protect caregivers. 

LIMITED HEALTH SYSTEM CAPACITY 
 A concern for all countries is the potential for COVID-19 to overwhelm health systems with high numbers of 

patients requiring care at the same time. Critical care capacity in hospitals in resource-rich settings such as 
China, Italy 5 and the United States have strained under the pressure of huge numbers of COVID-19 patients, 

while health systems in LMIC settings such as Iran,6 Indonesia,7 Brazil,8 India9 and elsewhere are currently 

under pressure. Prioritising those with moderate and severe illness for hospital care while supporting home 
and community-based care models can help alleviate this pressure. 

PREVENTING INFECTION 
 Home care as appropriate, such as for those with mild disease, can help mitigate the potential infection of 

health, emergency response and other workers and patients in health facilities, especially in situations where 

setting up COVID-19-specific isolation wards or dedicated isolation facilities is difficult to achieve or where 
there are challenges with triage on entry to health facilities or with the provision of PPE for health care 

workers. One review in China found that 44% of patients with confirmed COVID-19 acquired their infections 
in health care settings.10 Over one fifth of family doctors fell ill in Bergamo, Italy,11 and it is estimated that 

90,000 health workers have been infected worldwide.12 Well-managed care in repurposed or temporary 
facilities for probable or confirmed cases in the community can also help minimise the risk of infection 

spreading in communities and homes, particularly if housing conditions make it difficult for people to practise 

isolation, physical distancing and other infection prevention measures. In some settings, such facilities might 
be prioritised above home care.   

LACK OF ACCESS TO HEALTH SERVICES 
 In some LMICs, access to formal health services may be limited at the best of times, especially for 

marginalised populations or for those who cannot afford care in settings where there is no Universal Health 
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Coverage. Such services may yet fail to reach certain groups, even in the context of scaled up responses to 
COVID-19. In some cases, access may be further curtailed as health facilities close due to an inability to 

operate safely, or are forced to turn away patients for lack of space and capacity.13 National responses to 

COVID-19 such as lockdowns, curfews and transport restrictions can also further curtail access as people are 
not allowed to travel for help. Restrictions on motorbike taxis in Uganda for instance, has meant that people 

who depend on this form of transport for getting to health facilities (workers and patients alike), are unable 
to reach them.14  Without such access, people will have few alternatives but to undertake care at home. 

Anthropologists have documented how communities facing the Ebola crisis in West Africa developed their 
own protocols to screen members for the disease and to undertake home care. This included isolating ill 

persons, and providing them with nutritious foods. 15,16  

PREFERENCES FOR HOME CARE 
 Experiences of health system neglect, compounded by other forms of economic and political exclusion, can 

influence levels of trust people have in official outbreak responses and related health care, and prompt them 
to choose not to seek care, even when available. Poorly conceived and implemented outbreak responses can 

exacerbate this distrust, and deepen people’s resolve to avoid formal care. During Ebola outbreaks in East 

and West Africa, the failure of formal responders to handle the dead with respect, and even to inform 
families of the deaths of their loved ones in some cases, very understandably deterred health seeking 

through formal pathways.16–18  In at least one Sierra Leonean community, the survival rate of patients looked 
after at home may have been better than that among patients who were admitted to the nearest Ebola 

Treatment Centre.16 Local ethics of care can lead communities and families to opt to care for their loved ones 

in ways perceived to offer the best chance of survival. Worries about stigma and social isolation may also 
deter or delay people from seeking formal care, as has been the case in some settings for diseases such as 

HIV and tuberculosis.19,20 It is currently unclear to what extent and in what ways stigma associated with 
COVID-19 in different contexts might link to care seeking in facilities. There have been reports of 

communities refusing the burials of people who have died from COVID-19 within village boundaries.21 
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REVIEW OF EXISTING GUIDANCE ON HOME AND COMMUNITY-BASED 
CARE FOR COVID-19 IN DIFFERENT CONTEXTS 

Several countries have official guidelines in place for caring for people with COVID-19 at home, or have 
incorporated elements of home care principles and guidance into public communications material, or other 

COVID-19 response documents. Many have also incorporated the use of repurposed or temporary facilities 
for isolation and treatment into their case management protocols. This section offers a summarised 

description of the dominant approaches to home care in existing official guidance which we have been able 

to access and review, as well as highlights some of the variation within these approaches. Examples and 
initiatives beyond official guidance, where relevant, are also described. Brief information for specific 

countries’ approaches can be found in the Appendix.  

Summary of existing guidelines for COVID-19 home care  

Most official guidance appears to align with home care guidelines originally produced by the WHO (adapted 

from MERS).3 These, considered to represent ‘best practices’, recommend that all confirmed cases be 
isolated and treated in health facilities, although they also recognise this may not always be possible. In light 

of this, the guidelines acknowledge that people with mild disease might be cared for at home or in a 
repurposed facility outside of their home.d The US Centers for Disease Control and Prevention (CDC) has also 

produced guidance for home care,22,23 which has been referenced by some other national guidelines (e.g. 

Kenya, Bangladesh). Although there is some variation and level of detail between national guidelines, 
recommendations about who is eligible for home care, and what it entails is relatively consistent.   

HOME CARE IS FOR MILD CASES 
The WHO and many countries recommending home care as an option indicate that it is suitable for people 

with mild cases of COVID-19 who are not elderly and do not have other complicating health issues, such as 
lung or heart disease, renal failure, or immunocompromising conditions. Exceptions include Bangladesh 

which specifically states that people with ‘moderate’ illness (defined as uncomplicated pneumonia with no 

need for oxygen),24 and Brazil which suggests that elderly people and people with comorbidities (with mild 
illness) can also be cared for at home, as long as they are in daily contact with health professionals.25 As an 

example of how decisions about who can or should undertake home care are made, in the UK, a National 
Health Service (NHS) helpline for COVID-19 assists in assessing the severity of people’s symptoms and advises 

 

d Some countries, such as Vietnam and Nigeria, maintain that all people with suspected and confirmed COVID-19 infections should 
be isolated in formal health facilities (including community-based facilities in Nigeria) to avoid further infection spread. Such an 
approach is only feasible in contained outbreak situations, where testing and resources are readily available, and where there are 
few cases.   
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them accordingly. GPs and emergency services also judge severity and the case for admission against 
protocols that are aimed at keeping people out of hospital unless they have more severe symptoms.26 

INFECTION PREVENTION CONTROL (IPC) 

 A major emphasis in home care guidelines is placed on IPC in the home environment. The most frequently 
invoked provisions across different sets of guidelines state that infected patients should, ideally, stay in their 

own well-ventilated room, and away from other household members. Where this is not possible, people are 
advised to maintain at least one meter’s distance from the sick person, and to refrain from sleeping in the 

same bed, and sharing eating and drinking utensils, towels, linen and other personal items. Some guidelines 
also recommend that patients use a separate bathroom if available, and if not, to ensure its frequent 

disinfection by a caregiver (in Brazil, it is recommended that patients clean the bathroom, as well as do their 

own laundry). South African guidance suggests that people who live in shared accommodation such as 
residence halls only leave their room when necessary, and wear a surgical mask when they do so.27 Regular 

disinfection of frequently used surfaces with chlorine, bleach, alcohol or other ‘common disinfectants’ is 
recommended, and waste such as used tissues, masks and gloves should be kept in a covered bin when in 

the home. WHO guidelines go on to specify that these waste items should then be picked up by local sanitary 

authorities. Countries which are more specific about waste include Kenya, which suggests it should be 
collected by community health volunteers and taken to the nearest medical facility for safe disposal,28  and 

Bangladesh and India which suggest it should be burnt, or buried deeply.29,30  

PERSONAL PROTECTIVE EQUIPMENT (PPE) 

 To contain secretions, patients are advised to wear medical masks as much as possible, or to practice 

‘rigorous respiratory hygiene’ using disposable tissues, or washable handkerchiefs. Some countries, such as 
Bangladesh and Uganda suggest patients can use regularly washed cloth masks or a ‘clean piece of 

cotton’.29,31 Indeed, some countries, such as South Africa, heavily promote the use of cloth masks among the 
public for general infection prevention purposes,32 but caregivers are almost universally recommended to 

use disposable medical masks when undertaking home care activities. India more specifically recommends 
caregivers use ‘triple-layered medical masks’30 and Kenya recommends N95 masks.28 Even when ‘simple 

masks’ are recommended, as in the case of Peru,33 these, like the former, are to be disposed of and replaced 

frequently. Caregivers are also recommended to use disposable gloves (or regularly disinfected utility gloves) 
when engaging with the patient and items they have touched, as well as to wear ‘protective clothing’ such 

as disposable gowns or cleanable plastic aprons, especially when handling the patient’s laundry or waste. 
With the exception of washable handkerchiefs and cloth masks for patients, none of the guidance we 

assessed offers advice on alternatives to medical PPE for caregivers in the likely scenario that such items are 

not available. South African advice suggests home patients should receive a ‘care pack’, but it is not clear 
what this entails.34  
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HOME ASSESSMENT OF ENVIRONMENT AND RISK OF REST OF HOUSEHOLD 
 Where possible, WHO guidelines indicate that home environments in which patients are to be cared for 

should be assessed by a trained health worker to ensure they are suitable for home care. Many countries 

have established basic criteria for this including that necessary space (ability to isolate and maintain distance 
from others), PPE, food and other essentials are available, and that necessary IPC measures can be followed 

by all household members, none of whom should be at heightened risk for complications from COVID-19 if 
they were to become infected. Many guidelines also specify that a designated carer should be available, 

while fewer imply that self-care can be undertaken (e.g. Scotland).35 Such assessment may be performed 
with the help of a checklist to ensure households have capacity to comply with these provisions. It is not 

always clear whether evaluations are to be conducted in person or by phone, or exactly who might conduct 

these; in some cases, such as South Africa, a call or a visit is specified.36 If patients do not have adequate 
home environments, guidelines imply they should be accommodated in formal facilities if possible. 

LINK TO FORMAL HEALTH SERVICES 
 WHO guidelines also suggest that ‘where feasible’, a communication link between the household in which a 

patient is being cared for and a health professional should be maintained throughout the period of care. In 

many national guidelines, this is also framed as a condition for home care and contact should occur as often 
as once every day (such as in the Philippines, or in Brazil for elderly patients).37,38 Such communication is 

framed as important for monitoring the patients’ health, and for providing on-going advice to caregivers and 
other household members on aspects of IPC. In South Africa, the emphasis is not necessarily on regular 

contact, but on providing the patient or caregiver with information of who they should call if necessary, and 

that they are able to get to a health facility if necessary.27  

CLINICAL CARE 

Home care guidance that includes therapeutic or clinical recommendations emphasises non-pharmacological 
measures including that patients with mild symptoms should rest, consume plenty of fluids and eat nutritious 

food. Some specifies that patients at home can also be treated with paracetamol or other over-the-counter 
medicines for fever and pain. Bangladesh guidelines also suggest steam inhalation and gurgling warm 

water.24 In India, a chatbot which people can interact with on various digital platforms such as WhatsApp, 

offers a recipe for an immune boosting traditional herbal formulation. Some guidance gives indication of 
symptoms that should be cause for concern for caregivers, such as trouble breathing, disorientation, seizures 

etc. Generally, patients and/or caregivers are instructed that they must contact the patient’s doctor, COVID-
19 response hotlines, or other designated personnel if such symptoms appear. None of the guidance 

reviewed (which is directed at caregivers) addresses the challenge of differentiating between different 

potential causes of COVID-like symptoms such as fever or cough if testing for SARS-COV-2 is unavailable. No 
advice about how to manage more serious symptoms at home could be found in official government home 

care guidance, although some material has been produced by non-state actors. In the UK for instance, a 
guide for COVID-19-related palliative and end of life care aimed directly at caregivers, has been developed 

by health professionals.39 A guide on helping people to manage breathlessness at home during the COVID-
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19 pandemic has also been developed in the UK, although not necessarily for COVID-19 (people are advised 
to call the NHS if they think they may have COVID-19) (see Figure 1).40   

 

 

   

Figure 1 Images depicting body positions people experiencing breathlessness can assume to alleviate their symptoms, from the 
Managing Breathlessness guide.  Source: Higginson et al., 2020 https://www.kcl.ac.uk/cicelysaunders/resources/khp-gp-
breathlessness-resource.pdf  

 

ENDING HOME CARE 
 In order for people to be ‘released’ from home care, WHO guidelines recommend that people with 

laboratory confirmed COVID-19 test negative twice using PCR testing, or remain in isolation for 14 days after 

symptoms resolve. Most national guidance similarly suggests that people remain at home for 14 days from 
the resolution of symptoms, although some specify 14 days from the onset of symptoms. The UK stipulates 

only seven days from the onset of symptoms.41 Indian guidelines specify that home isolation can end 17 days 
from the onset of symptoms.42  

ADVICE TO OTHER HOUSEHOLD MEMBERS, VISITORS AND CONTACTS OF THE PATIENT 
 Most guidance specifies that people outside the household should not visit a patient’s home until they are 

no longer in home care and isolation. As for household members and other contacts of a patient (including 

health workers), WHO guidelines suggest they should monitor their health for 14 days from the date of last 
contact,and seek advice and care if they develop symptoms. No requirement for isolation of these individuals 

is explicitly stated in WHO home care guidance. In contrast, some national guidelines, such as in the 
Philippines, Brazil, South Africa and the UK, specify that contacts and household members of a person 

receiving home care also need to isolate at home.38,41,43,44 UK guidance additionally suggests that if anyone 

in the patient’s home is at risk for more severe disease if infected with COVID-19, they should stay elsewhere 
for 14 days if this is possible.41 
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Communicating guidance and advice 

Detailed guidelines for home care in some 

countries appear to be only embedded in more 

general response documents such as manuals for 
clinical management, and are thus directed at 

health managers and professionals rather than 
home caregivers themselves (e.g. Uganda, the 

Philippines). Some exist as guidance documents in 

their own right, usually on government websites , 
and are available to, but again, not necessarily 

directed at the public (e.g. Kenya).28 Although 
varying in detail and accessibility, some countries 

such as South Africa and Peru offer guidance 

tailored more for a public audience on dedicated 
webpages.34 Major national news outlets have also 

published accessible versions of guidance in some 
countries, such as Brazil and Mexico.45,46 

Elsewhere, elements of home care are represented 
in public communication materials including social 

media ‘cards’ and posters which are available for sharing.  Most of this material tends to focus on basic IPC 

in the home and community however, and is relatively basic. Figure 2 from the WHO offers a more 
comprehensive example, explicitly focused on home care. WHO has additionally produced an animated video 

illustrating its home care advice,47 as has the Indian government.30 A UK based charity, Doctors of the World, 
has published videos (and written guidance) communicating information about COVID-19, including UK 

isolation guidance for people with symptoms in 12 different languages.48 Simple home care and isolation 

guidance in infographic form have also been produced in 12 languages by an Indonesian civil society group.49  

REMOTE SUPPORT FOR CARERS AND PATIENTS 

Many countries emphasise that caregivers and/or patients must be in contact with health professionals on a 
regular basis for check-ins by phone. In addition to this, there have been some attempts to establish more 

ambitious and sophisticated telemedicine platforms or other forms of digital health communication. In 

wealthier countries such as the US and UK, existing platforms have been scaled up or switched gears to 
accommodate video-capable telemedicine for COVID-19 care at home, as well as for other medical 

conditions in order to limit inter-personal contact.50 The BMJ has published a ‘best practice’ guide for remote 
consultations,51 including for primary care.52  A private firm in India has developed an app which provides 

advice for COVID-19 home care and connects people to teams of health professionals for free. The firm has 
partnered with several hospitals and four state governments and is seeking further approval.53,54 The 

Algerian government has launched a platform in partnership with a private firm through which people can 

Figure 2 Home care poster designed by the WHO. Source: WHO, 
2020 https://www.who.int/emergencies/diseases/novel-coronavirus-
2019/advice-for-public 
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access free consultations and support with health care workers,55 while a group of doctors in Egypt have 
taken to Facebook to support COVID-19 patients at home.56 A number of automated chatbots aimed at the 

public that operate through SMS, WhatsApp, Facebook and other platforms have also been set up, including 

by the WHO, and some national governments such as India, Bangladesh, South Africa and others,57 through 
which users can get basic information about COVID-19 and its prevention. While these platforms do not 

appear to offer advice for home care, they may direct users to helplines or websites where such information 
might be available. 

Health worker home visits and community health workers 

Some national guidelines suggest that health workers might visit patients at home. Brazilian guidance for 
instance, indicates that if necessary, health workers should ‘perform face-to-face assistance, ideally at 

home’.37 Bangladeshi guidance also suggests patients may be visited at home by health workers.29 There is 
evidence of other types of home visits not necessarily specified in guidelines. In northern Italy where health 

services were overwhelmed by the number of COVID-19 patients requiring critical care, emergency workers 

and doctors delivered oxygen and care to patients at home, suggesting that home care has also been 
sanctioned for more serious cases in this context.58–60 AMREF Health Africa and Avert have recognised the 

value of CHWs, who have played key roles in supporting population health in LMICs, often by going door-to-
door. These organisations have developed COVID-19 training materials for them, accessible through apps 

which be run both on and offline. More specifically, AMREF has added WHO compliant content to its Leap 
platform, which Is accessible even on simple phones through an SMS platform. This training has already 

reached 54 thousand CHWs in Kenya, and is also active in Ethiopia.61,62 Plans to introduce the AMREF 

platform to CHWs in Malawi and South Africa are underway. At present, the apps support CHWs to provide 
basic information about COVID-19, including infection prevention advice and who to contact in case of 

symptoms, but represent opportunities through which more specific and appropriate advice for home care, 
tailored to context and local conditions, might be provided.   

Community-based care in repurposed or temporarily erected facilities  

A range of models for community-based care other than home care for patients with suspected or confirmed 
COVID-19 exists. Some countries, such as China, Vietnam, Malaysia,63 Egypt64 and Nigeria65 appear to imply 

that all people with probable and/or confirmed infections of COVID-19, including mild ones, must be cared 

for in formal health facilities if possible. Such facilities may include repurposed or temporary community-
based spaces, ranging from the large scale and rapidly erected ‘Fangcang shelter hospitals’ constructed by 

the Chinese state,66 to smaller and more local repurposed spaces like hotels, schools, churches and even 
railway cars,67 and temporarily constructed shelters. In countries where home care is sanctioned for mild 

cases, accommodation in such community-based care facilities may also be offered if it is difficult for patients 
and their household members to adhere to all necessary measures at home. The UK has also used hotels to 

temporarily house as well as care for homeless people with probable COVID-19.68 Community-based facilities 
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may be staffed by health workers, as well as trained volunteers, security and logistics personnel who play a 
range of roles. Uganda specifies that for every 100 patients, one nurse and a nursing aid should be available.31 

In India, COVID-19 Care Centres are staffed by doctors registered to the Ministry of Ayurveda, Yoga & 

Naturopathy, Unani, Siddha and Homoeopathy (AYUSH), under the supervision of allopathic physicians.69 In 
the Philippines, COVID Care Centre staff are to include community health volunteers, and are supervised by 

a physician either in person, or via telemedicine arrangements.38 Ugandan guidelines specify that such 
facilities should be within ‘proximity’ of a formal health facility and have adequate emergency transport for 

moving patients. Patients should also be provided with access to running water, toilets and bathrooms, food, 
security and psychosocial support.31 Guidelines from both Malaysia and the Philippines suggest it is ideal if 

patients have their own private rooms and toilets, but where this is not possible, beds should be at least one 

(Malaysia) or two metres from each other, and in the case of the Philippines, with at least a screen or curtain 
available for privacy.38,63  
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KEY ISSUES AND RECOMMENDATIONS FOR ADDRESSING GAPS IN 
HOME AND COMMUNITY-BASED CARE  

A number of assumptions are made in home care guidance. Although many guidelines for home care do 
include caveats in relation to whether a patient has their own room or bathroom, there is still  inadequate 

attention to the material and socio-political realities of many people, particularly in LMICs and low-resource 
settings, but also in high-income countries. Such gaps in guidance can undermine the ability of people to care 

for their loved ones safely and effectively, and to mitigate the spread of COVID-19 in their homes, 

communities and beyond. Across five themes, this section outlines some of these gaps and issues to consider, 
and provides recommendations to address them. Where relevant, specific experience from past disease 

outbreaks and from the current COVID-19 pandemic are also presented.  

1. ACCESSIBILITY AND COMMUNICATION OF HOME CARE GUIDANCE 

There are a number of gaps and assumptions in current models and approaches to communicating guidance 

around home care. Knowing what to do is crucial for home caregivers. Advice and support should be available 

and accessible. 

1.1    Take account of barriers to accessing guidance and support    

ISSUES TO CONSIDER  
There is a dearth of accessible public communication materials focused on home care, both online and off. 

In some countries, detailed guidance for home care can only be found in clinical management protocols or 

other documents on government websites which are not necessarily directed at a public audience. This 
assumes that people with probable COVID-19 will make contact with formal response actors who can provide 

them with the information they need about home care. Indeed, some country guidelines, in line with WHO 
guidance, stipulate that people should be assessed as eligible (or not) for home care. The implication is that 

if home care is deemed appropriate by a health professional, then only after this will they be provided with 

more detailed guidance and ‘linked’ to ongoing support in some settings. People who are unable or unwilling 
to communicate with formal actors for any number of reasons will not be able to access guidance and 

support.  

Additional barriers to access exist for certain groups of people. The design of appropriate and accessible 

communication material may be particularly challenging in contexts with high levels of illiteracy and where 

populations are linguistically diverse. Marginalised groups such as women, migrants, ethnic minorities and 
people with disabilities are particularly at risk of being overlooked by messaging.70–72 
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EXPERIENCE 
 Experiences from the West African Ebola crisis showed that people’s calls to response hotlines often went 

unanswered, or had very long wait times.73,74 There is evidence from Bangladesh and Nigeria that people are 

already struggling to get through on COVID-19 hotlines, or not getting the help they need when they are 
answered.75,76 Efforts of community-based organisations such as Muungano in Kenya are helping to identify 

vulnerable and hard to reach people in already marginalised communities, and using this mapping to target 
messaging and resources.77 Community-based efforts such as this can also help provide information and 

support for home care, as well as identify households where home care would not be possible. Vulnerable 
people might include those with other health conditions which need to be addressed. 

Efforts to produce and provide communications material and information on COVID-19 that reflects linguistic 

diversity have been made in some contexts. In the UK and Indonesia for instance, this includes videos and 
translated guidance with basic home care advice,48,49 while in Thailand, a COVID-19 information hotline for 

linguistically diverse migrant communities has been set up.78   Braille materials have also been produced by 
community groups in Malawi.79 It is unclear to what extent home care advice is offered in this braille material 

or through the hotline, but these approaches represent potential avenues through which such advice might 

reach groups often excluded in messaging. 

Creative ways of communicating with hard to reach and unconnected groups during emergencies has also 

been done in the past with responders emphasising radio, and using megaphones and speaker 
announcements in public spaces such as markets and from bicycles and vehicles. In its COVID-19 

communication efforts in the Middle East and North Africa, UNICEF has taken up some of these strategies, 

as well as emphasised printed materials distributed in pharmacies and trading areas, and attached to 
humanitarian assistance.80 

RECOMMENDATIONS:  
 Recommendation: Ensure that home care advice and support is accessible in a wide variety of forms 

and spaces, and not just made available to people when they make contact with formal health services.  

 Recommendation: Work with local actors and organisations to conduct community mapping exercises 

which can provide an overview of local conditions to anticipate needs, and target support to people 

who might not or are unable to make contact with formal response agencies.  

 Recommendation: Develop communications materials, both printed and digital, focused on home 

care, especially in visual, pictorial, audio and video formats, and make them available in different local 
and indigenous languages, including vernacularised language. Utilise posters, billboards, murals, 

television and social media. Post and broadcast these through trusted and accessible local channels, in 

collaboration with local actors and community-based networks.  
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 Recommendation: Radio is a key medium to reach people where access to other devices is scarce,81 
while loudspeaker and megaphone announcements from churches, mosques or people in vehicles, on 

bicycles or on foot may also provide information to people with limited access. 

 Recommendation: Produce communications material in formats accessible to people with disabilities 
including videos with sign language, and physical braille materials.  

1.2    Account for limitations in mobile phone and communication technology and address exclusions 

ISSUES TO CONSIDER  
Another barrier to people accessing information and on-going support for home care is limited access to 

communication technologies. This persists in many marginalised and poor communities, and even within 

households. Women, who are more likely to be care givers for sick relatives and friends, are at the same 
time less likely to have access to communication technology. In India today, only 33% of women have their 

own mobile phone while 67% of men do.82 Limited access manifests not only as lack of phones, but also as 
lack of network credit, data and Wi-Fi access. Less than half the households in LMI countries have internet 

connections, and one gigabyte of data costs 40% of the average monthly earnings in sub-Saharan Africa.83 
Due to these exclusions, many may be unable to make initial calls to health services or hotlines, to access 

online information about home care, and to communicate on an ongoing basis with health professionals for 

support. Although hotlines may be toll-free and apps free to download, mobile service providers may still 
charge for use of mobile and broadband networks. While providers in some contexts such as India and 

Nigeria have given customers free access to verified websites with information about COVID-19, as well as 
free SMS and data, it is not clear how widespread this is.84,85  

EXPERIENCE  

One recent study has found that older women in the Rohingya camps in Bangladesh, without access to 
phones or radios, knew much less about COVID-19 than their male counterparts.86 Similar gender disparities 

in access to information in disease outbreaks have been documented, including in outbreaks of Ebola and of 
HIV/AIDS.87 However, women can be important sources of information for each other. During the West 

African Ebola crisis, women exchanged information and learning on care in women’s groups.15 

RECOMMENDATIONS 
 Recommendation: If direct phone or digital communication with a household is not possible, it may be 

necessary for health workers such as CHWs to regularly visit homes where care is taking place.  

 Recommendation: Special efforts need to be made to reach women and other people who might be 

excluded from communications with crucial information about home care. Places frequented by 
women such as marketplaces and water collection points could be targeted with messaging on home 

care and helplines to call. Women’s groups and networks may also be good entry points for introducing 

information. Heads of women’s groups should be included in local health taskforces as they likely have 
a means of communicating with women in their communities. 
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 Recommendation: Expand public communications material in non-digital, visual formats to address 
technological and literacy exclusions.  

1.3    Address a lack of publicly available communication materials on practical aspects of home care 

ISSUES TO CONSIDER  

COVID-19 related communications material tends to emphasise basic IPC in the community and home to 
reduce the spread of the virus (such as the use of masks, covering the nose and mouth when coughing, 

maintaining physical distance and frequent handwashing), and instructs people to contact relevant 
authorities if they develop symptoms. While basic IPC measures are important aspects of home care and 

indeed need to be disseminated widely, failure to communicate other useful and more detailed information 

about how to conduct home care (including symptom alleviation and signs of deterioration – see section 4) 
risks leaving people without essential tools to comfort and care for loved ones. Quickly evolving scientific 

understanding of COVID-19 also presents a challenge for messaging in terms of consistency.  

EXPERIENCE  

During the West African Ebola crisis, communities in urban Liberia were frustrated with messaging overly 
focused on what Ebola was and how it spread, and were desperate for more practical and consistent 

information on how to care for, isolate and transport sick people, and to protect themselves and clean their 

homes with available materials. Many also found messaging around whether or not and how to touch people 
infected with Ebola who were receiving care confusing.73 

RECOMMENDATIONS 
 Recommendation: Pay attention to producing a wide range of guidance for home care which includes 

practical dimensions of support, including for IPC, symptom alleviation, signs of deterioration, and local 

avenues to seek further help. This can include for instance, advice on helping weak people to eat and 
move in bed, and to use the toilet (such as by providing them with a chair). Advice should also include 

guidance on when people would no longer be considered infectious with SAR-COV-2 and any national 
stipulations regarding isolation periods for patients and other household members or contacts. 

 Recommendation: Ensure that messaging about home care is accurate and consistent to the extent 

possible in a quickly evolving scientific knowledge landscape around COVID-19, and that changes to 
advice and their rationale, are clearly communicated. 

1.4    Facilitate dialogue for dynamic information flows and appropriate adaptation around home care  

ISSUES TO CONSIDER  
While written, visual and audio format public communications material with guidance for home care is 

important, these more traditional mechanisms for communicating advice may yet fail to reflect people’s 

diverse realities, circumstances, resources and priorities. More dynamic and less top-down modes of 
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community engagement which facilitate two-way information flows have been recognised as important for 
successful disease outbreak response, including for COVID-19.88 This provides opportunities for people not 

only to ask questions, but to articulate their own needs and priorities, and challenge advice when it is not 

practical for them. Furthermore, local people may have useful experiences or advice to share with others, 
and may collectively come up with local solutions if provided with a platform to interact. Indeed, they should 

be proactively asked what kinds of solutions and strategies they may already have as well as what 
communications they prefer (including language), what resources they have available to them, and what 

support they would like to receive.89 In this way, local people can help shape knowledge and practice around 
home care in ways that are more realistic and appropriate for them at the local level, and help response 

actors to adapt further messaging, target resources and support community-led efforts more effectively. As 

infection risks associated with COVID-19 render in-person engagement strategies difficult, alternative 
strategies – both old and new – will need to come to the fore.  

EXPERIENCE  
Radio broadcasting has been an important way not only of providing information to, but of connecting with 

local people, particularly in areas with less access to other forms of communication technology.81 During 

Ebola outbreaks, radio talk shows for instance, proved a valuable source of information and interaction with 
local people.90 Radio is also important in the context of COVID-19. A journalist’s association in Burkina Faso 

is putting out regular broadcasts on aspects of COVID-19, and inviting listeners to call in with their own 
questions and perspectives.91 

RECOMMENDATIONS 

 Recommendation: Engage local radio stations to host call-in Q&A sessions and discussions about home 
care between and amongst local people, influential community members and response actors in 

different languages and local vernaculars.  

 Recommendation: Social media can be a space where Q&A and dynamic discussions about home care 

can also be had. Although not everyone is connected, those who are may themselves be locally 
influential. Existing chatbots tend to provide one-way information. Consider more dynamic platforms 

on Whatsapp, Facebook or other social media to introduce information and discussion about home 

care. Proactively engage with unhelpful information that emerges in these spaces.  

 Recommendation: Depending on the circumstances and setting, engage CHWs and other locally 

trusted actors to make safe  door-to-door visits - remaining at a distance outside the home, and 
protected with adequate PPE (including safe alternatives to medical PPE, see section 2.3) - to offer 

information and, just as importantly, engage in conversation about COVID-19, including about home 

care. Two-way communication between people and CHWs can inform national and local response 
about local people’s knowledge, preferences, needs and strategies as much as it can provide 

information to them. 
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 Recommendation: Engage local actors, including people with disabilities, to ensure messaging 
resonates with people’s material and social realities, and uses words and concepts they understand. 

Symptoms or severity of disease for instance may be understood and described differently by local 

people, and messaging should be adapted accordingly. 

2. PRACTICAL ISSUES AROUND DIVERSE SOCIAL AND MATERIAL CONDITIONS 
AND IPC IN HOMES IN LOW-RESOURCE SETTINGS 

Many national guidelines incorporate the caveat that home care should only be undertaken if patients are 

assessed to have adequate home environments. If they do not, it is implied that they should alternatively be 
cared for in formal facilities. In the likely scenario that health systems are overwhelmed with patients 

requiring urgent care, space in hospitals, clinics and community-based facilities may not be available 
regardless of what patients’ home environments are like. For this reason, it is important to provide additional 

advice and support for people whose homes and capacities do not meet official criteria established for home 
care. This includes advice on how to ensure IPC in less than ideal circumstances. 

2.1    Recognise challenging housing and sanitation settings and adapt IPC accordingly  

ISSUES TO CONSIDER  
In low-resource settings, homes may consist of only one or two poorly ventilated rooms to be shared by 

several family members, making it very difficult to maintain requisite physical distance between a patient, 

caregiver, and other household members. There may be no toilet in the home, with facilities being shared 
by lots of people in the community. This makes it extremely difficult to frequently disinfect toilets as 

prescribed by home care guidance (let alone provide an infected individual with their own toilet as often 
recommended), and to practise strict household isolation. Homes may also lack their own water supplies 

making it difficult to practise frequent and generous handwashing, dish washing and laundry which are 

necessary for infection control at home. A requirement for water to be purchased or collected from outside 
the home may also make adherence to home IPC difficult, due to the need to ration, and/or leave the home 

for collection.  

Other housing types largely unrecognised in the reviewed home care guidance include hostels and 

dormitories, which are often used by migrants, students, or people with no fixed abode. Here too, shared 
toilets, cooking and eating spaces, and frequent contact between residents is likely to make physical 

distancing and safe care extremely difficult. More detailed and practicable advice for IPC in such settings is 

urgently needed. One-size-fits-all criteria for housing conditions in assessments for home care will be 
unhelpful, especially if there is a lack of alternatives to home care. 
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EXPERIENCE  
Community-based organisations are playing a role in supporting community IPC and identifying alternative 

options to home care for people who live in challenging housing situations. Muungano, the Kenyan 

federation of slum dwellers for instance, has worked with informal settlement communities in Nairobi and 
Kisumu to develop maps showing where alternative centres for care could be locally established.92  In 

Bangladesh, BRAC has set up handwashing stations in public areas,93 while in India, women’s Self Help Groups 
have organised to produce 100,000 litres of sanitiser and nearly 50,000 litres of hand wash.94 The 

decentralised nature of the production has meant it gets to people who need it more quickly than top down 
distribution and supply chains.   

RECOMMENDATIONS 

 Recommendation: Especially when home care environments are challenging, consider community-
based care options in repurposed or temporarily erected facilities if such approaches do not already 

exist (see recommendations in section 5 below) and if safe and acceptable implementation is possible. 

 Recommendation: Work with local actors to develop or adapt home care guidance to address diverse 

housing conditions that get beyond the caveat that those who share rooms must maintain distance. 

Alternative housing arrangements within extended families, streets or neighbourhoods can be 
considered to ‘shield’ vulnerable people, and/or to isolate infected people and their caregivers from 

others can be explored.95,96 

 Recommendation: With local actors, bring assessment procedures and associated checklists for 

determining who is eligible for home care in line with adapted guidance for different housing types and 

other local conditions, including whether safe community-based care alternatives are available.    

 Recommendation: Supply sanitation, clean water and soap (or ash) to communities and homes with 

limited access. 97,98,99 This can include provision of hand washing stations, delivering water to homes, 
and constructing or providing additional latrines or other appropriate sewerage management 

arrangements. Ensure services are free or affordable and collaborate with local actors to ensure these 
resources reach those who most need them.  

 Recommendation: If possible, provide and distribute locally available cleaning solutions and hand 

sanitiser, particularly if clean water is scarce. Although hand sanitisers made of locally available 
products such as spirits might not have adequate alcohol content to be completely effective against 

the virus,100 they may be better than nothing.  

2.2    Adapt guidance to accommodate diverse forms of household composition and social arrangements 

ISSUES TO CONSIDER 

In emphasising that all members of a household should isolate at home in order to avoid spreading the virus 

further in the community, some guidance assumes that households are static units with definable 
membership. In some settings, household make-up is more fluid with different people moving between 
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different houses to sleep or eat. Additionally, many guidelines emphasise that care for an infected person 
should not take place in the home if there are other household members at heightened risk for 

complications. The prevalence of multi-generational households in many contexts, with elders living 

alongside and often caring for younger family members including very young children, presents obvious 
risks.101 And yet, if appropriate health facilities for the patient are unavailable, unsafe or untrusted (or 

alternative ‘shielding’ arrangements cannot be made for those at heightened risk), care will nevertheless 
need to be, or will be preferred to be, undertaken at home. In some instances, repurposed facilities might 

need to be considered urgently. Single ‘households’ are also under addressed in guidance, with many 
protocols implying or directly stipulating that home care should not be undertaken if a caregiver is not 

available. The large influx of migrant workers to urban areas in many countries over the last decades has 

swelled the numbers of individual people living in hostels, dormitories and other forms of shared housing, 
often with multiple occupants to a room.102 In addition to obstacles this type of housing presents for physical 

distancing, people in these settings may also lack social relationships with their co-habitants that facilitate a 
sense of obligation for people to provide care for others in their community. They may also be more at risk 

of being stigmatised. 

EXPERIENCE  
It is estimated that 200,000 migrant workers live in 43 dormitories in Singapore, with between 12 and 20 

occupants to a room. The majority of confirmed COVID-19 cases in Singapore have occurred among these 
workers, despite the government’s earlier lauded widespread testing and contract tracing efforts. To address 

this ‘blind spot’ in its response, new strategies, including moving migrant workers into empty public housing 

to alleviate pressure and ramping up testing in these communities, have been taken.103,104 As Singapore 
continues to contend with this challenge, LMICs such as neighbouring Malaysia, are likely to struggle even 

more to handle similar outbreaks,105 as they have less scope for rehousing occupants, and more limited 
testing and health system capacity. 

RECOMMENDATIONS 
 Recommendation: Consider options for ‘shielding’ elderly and other vulnerable household members, 

especially in contexts where home care is a likely pathway of care, and where physical distancing is 

difficult. This can involve establishing ‘green zones’ within homes where multiple rooms are available, 
or alternative housing arrangements organised at the local level among extended family, or 

neighbours.96 This may be more easily facilitated where more ‘fluid’ households and social 
arrangements are already common. Involve community actors to support the organisation of these 

arrangements in safe and locally appropriate ways.  

 Recommendation: If care in health facilities for people residing in hostels, dorms or other shared 
accommodation is not available, consider encouraging ‘peer care’ models in which single people with 

no familial ties may be cared for by a co-habiting peer who ideally, has already recovered from COVID-
19. Involve facility managers to make necessary adaptations.106 This may include designating parts of 
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the building, such as particular toilets and food preparation areas as ‘red’ or ‘green’ zones, and/or 
designating specific times of the day when certain facilities should be used by different groups. 

2.3   Assess access to PPE in low-resource settings and address shortcomings as far as possible  

ISSUES TO CONSIDER 

In addition to infrastructure and crucial resources such as water, most current guidance assumes that those 
undertaking home care will have access to conventional forms of PPE such as disposable medical masks (or 

N95 masks in the case of Kenya), disposable or utility gloves, plastic aprons, soap and disinfectant. Even in 
high-income countries, it has been difficult for people outside of medical settings to access these resources, 

and guidance for proper use and rationing of PPE such as medical masks has been published by the 

WHO.107,108 People caring for sick loved ones or peers at home need to be provided with these resources or 
suitable alternatives if they are unable to source them on their own, or given advice and support to make 

their own effective PPE from available materials in the likely event that medical grade PPE is not available. 
While homemade PPE may not offer the best possible protection, a moral imperative exists to ensure people 

have access to at least basic protection. 

 EXPERIENCE 

Access to PPE in local communities was extremely limited during the 

West African Ebola crisis. This was partially due to hesitance on the 
part of response decision makers to sanction home care for fear of 

dissuading people from seeking treatment in formal facilities, and of 
being unable to provide adequate training and resources to people to 

provide safe and effective care.109 In the absence of material support 

and guidance, stories of health workers and local people devising their 
own PPE have been documented (see Figure 3). Fatu Kekula, a nursing 

student, successfully cared for several family members with Ebola at 
home and protected herself with plastic bags, a rain coat, rubber 

boots, gloves and a standard medical mask.110 UNICEF began training 

others in her ‘trash bag’ method, and other people, having seen her 
story, also took up her methods.73,110  

After acknowledging that care was and would continue to occur at 
home during the Ebola crisis, responders in Sierra Leone eventually 

sanctioned what they framed as support for home care ‘while 
waiting’.109 This recognition led to the eventual – but late – 

distribution of kits including buckets, disinfectant, basic PPE and 

instructions for home care in Sierra Leone and Liberia.114  The opportunity to anticipate similar needs for 
material support and guidance in the context of COVID-19 must not be missed. Examples of existing 

Figure 3 A member of a village burial team in 
Sierra Leone wearing home-made PPE. 
Source: Parker et al., 2019 
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initiatives include a campaign by Islamic Relief to provide ‘hygiene kits’ to vulnerable families, and in South 
Africa, although it is unclear what they include, ‘care packs’ to people in home care.34,115 Hundreds of videos 

showing how to make homemade PPE such as masks, face shields, gloves and gowns out of basic materials 

like fabric, plastic bottles, bags and sheeting have also been uploaded to YouTube in recent months by lay 
people and health workers alike.111–113 

RECOMMENDATIONS 
 Recommendation: If possible, provide caregivers with home care kits that include buckets, sprayers, 

bleach, soap, gloves, masks, gowns, aprons and plastic bags for waste disposal114 or at least materials 
from which PPE might be devised at home, with guidance and support. Work with local actors for 

assembly and distribution. Volunteers and community health workers can play a key role in training 

people how to assemble and safely use PPE by phone or through home visits, following physical 
distancing protocols.  

 Recommendation: If systematic distribution of kits and material resources is not possible, encourage 
local innovation and elevate examples of safe PPE designed with locally available materials through 

media and social networks. 

 Recommendation: Consider how available PPE might be rationed if necessary, and provide guidance 
for this to caregivers and to others involved in supporting home and community-based care such as 

CHWs and others. If only some medical masks are available for example, it may make more sense to 
provide them to patients to minimise the risk of infection via droplets from the patient.  

2.4    Address waste disposal to ensure IPC in low-resource settings  

ISSUES TO CONSIDER 

Waste management is an important aspect of IPC. Home care guidelines tend to address this aspect insofar 
that they recommend waste such as used tissues, masks and gloves be deposited into lidded bins within the 

home. While some guidance further specifies that waste should then be collected by community health 
volunteers and taken to the nearest medical facility or burned or buried outdoors, many guidelines and 

communication materials fail to engage with this next step. WHO guidelines specific to managing and 

handling waste in the context of COVID-19 are currently aimed at formal health facilities and municipal waste 
services.99 Improperly disposed waste can pose infection risks for others, including formal and informal waste 

pickers.116 In many LMIC settings, waste collection services may be inadequate at the best of times. 
Furthermore, researchers have detected the virus which causes COVID-19 in human faecal samples as long 

as 33 days after patients tested negative via respiratory swab tests.117 Although there is not yet evidence of 
human infection via the faecal-oral pathway, this poses a possible risk, particularly in settings which lack 

adequate sanitation.118 Increasingly, gut symptoms including diarrhoea are also recognised as being 

associated with COVID-19 infection.119 More general advice about how to manage all kinds of human waste 
is needed. 



REVIEW: COVID-19 CONSIDERATIONS FOR HOME AND COMMUNITY-BASED CARE  
     Authors: Hayley MacGregor and Tabitha Hrynick           Corresponding author - h.macgregor@ids.ac.uk 

27 

RECOMMENDATIONS 
 Recommendation: Provide additional guidance for in-home solid waste management in situations 

where lidded bins and plastic bags may not be available. Clear protocols for waste collection which do 

not endanger workers or other community members need to be established.  

 Recommendation: Additional guidance and support for handling human waste, particularly in home 

environments where toilets are not available, or in cases where patients are unable to get to one, are 
crucial. This should include providing or facilitating access to diapers and bed pans or alternatives, and 

guidance for how to dispose and use these.  

3. TAKE ACCOUNT OF LOCAL HEALTH SYSTEM REALITIES AND RESOURCES 
AND CONSIDER LOCAL HEALTH SEEKING  

3.1    Engage diverse local health actors, including community health workers, drug sellers, informal 
healers and religious leaders and adapt guidance and implementation to take account of locally 
available health services  

ISSUES TO CONSIDER  

Health systems in LMICs are often patchworks of state and private services, formal and informal, for-profit 
and non-profit, and allopathic and indigenous healers, all of whom can contribute to outbreak response and 

support home and community-based care. Most guidance specifies that caregivers and patients should 

communicate with formal health professionals for support and information. The roles that other important 
local health provided can play in response, however, are un- or at least under-acknowledged.120 CHWs, 

informal drug sellers and healers for instance, may be highly valued and much more accessible in local 
health systems than formal allopathic services,121,122 and could be engaged and trained to provide 

information and support for community-based care for COVID-19. Where the technology exists, they can 
provide support for home care through remote means such as telephones. If provided with adequate 

information and protective equipment so that it is safe, CHWs and others can also visit people at home to 

provide advice and support, help connect families with specialist and emergency health services when 
necessary, and/or help staff and manage community-based repurposed or temporary facilities where care is 

taking place. Trusted community-based organisations and institutions such as NGOs, religious networks and 
informal groups can play similar roles, supporting community cohesion and development of local solutions 

and innovations.  

EXPERIENCE 
Community health workers (CHWs) have long been crucial frontline actors supporting public health in LMICs 

as they are able to reach populations otherwise excluded from health systems. Often going door-to-door in 
communities in which they live, they have provided essential health services including during disease 

outbreaks.123 In addition to surveillance, they can provide information on infection prevention and care for 

COVID-19.124 CHWs are not the only important local health actors however. During the West African Ebola 
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outbreak, the practices of some indigenous healers were initially seen to have exacerbated the outbreak and 
were largely demonised by response.122,125 In many communities in the region however, these healers are 

people’s first recourse, and often the only option for health care. With more meaningful engagement and 

recognition, indigenous healers can and have played key roles in providing people with crucial information, 
and encouraging them to seek biomedical care during outbreaks.126 In countries that have experience of 

responding to HIV, networks of people living with HIV and community based organisations have skills in 
providing home care, as well as counselling and support. With appropriate COVID-19 training, their baseline 

experience could be harnessed also for this outbreak.  

 

 RECOMMENDATIONS 
 Recommendation: Strengthen links between CHWs, informal providers, religious leaders, and formal 

health system actors and outbreak response structures. Provide training and equipment, establish 
communication channels, and integrate these trusted local providers into all aspects of local response, 

including home care support.           

 Recommendation: Local health providers and religious communities can play important roles in 
helping to adapt and communicate home care guidance, keep in touch with patients and families 

undertaking home care, identify needs and support the distribution of resources. They can also support 
repurposed community-based care facilities in a variety of ways. 

 Recommendation: Encourage attention to the continuation of primary health care services for 

immunisation, provision of chronic medication and other health conditions, and encourage people to 
continue to seek medical care for conditions other than COVID-19. Local organisations could assist in 

thinking through ways to ensure continuity of medical care, bearing in mind local health system 
realities.  

3.2    Acknowledge indigenous and hybrid models of disease and health seeking 

ISSUES TO CONSIDER  

Diverse and localised understandings of COVID-19 that do not map onto biomedical models are circulating 
in many places around the world. These will be influenced by past experiences with respiratory illness, one 

of the most common types of infectious disease globally, and febrile illnesses more broadly, as well as 
cultural notions about health and illness, often with religious, spiritual and indigenous foundations. 

Perceptions of severity of disease and symptoms and ideas about when more specialist care should be sought 

may also vary. Although health seeking and treatment for respiratory illnesses varies by context, as does 
responses to the symptom of fever, approaches to care which combine biomedical, traditional and even 

spiritual treatments may be common. Some of these ideas might derive from misinformation whilst others 
might be helpful. Either way, they require consideration when communicating home care guidance. 

Guidance which does not engage people’s models for understanding and treating disease, or worse, 
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disparages or dismisses them outright without engaging with people’s ideas respectfully, is likely to alienate 
caregivers, and cause them to lose trust in formal response and advice. 

EXPERIENCE  

In some settings, very helpful local protocols for responding to outbreaks of disease may already exist. In 
northern Uganda which experienced a large Ebola outbreak in 2000-2001, the Acholi people had protocols 

for isolating sick patients, designating care givers, providing food, and encouraging community cooperation 
and household harmony.17,127 Although certainly not without controversy, some counties, such as China, and 

more recently Madagascar and Tanzania, have been sanctioning the use of herbal treatments for COVID-19, 
although efficacy has not been proven.128,129 

RECOMMENDATIONS 

 Recommendation: Train health workers and others supporting caregivers and patients not to be 
dismissive of beliefs, perceptions and practices that do not map on to public health understandings, 

and to rather identify synergies between local beliefs and practices with public health priorities, and to 
draw connections between them.   

 Recommendation: Engage with local actors to develop home care messaging which incorporates 

indigenous practices proven as helpful for disease control and care, such as isolation, but also social 
imperatives like harmony and cooperation. 

 Recommendation: Do not discourage herbal or other traditional treatments if they are unlikely to 
cause harm, but be clear that such products, as with current allopathic drugs, do not cure COVID-19. 

Formal health actors may also engage in assessing the helpfulness and efficacy of treatments 

promoted, including working with trusted forms of formal and informal local authorities to 
productively engage with unhelpful claims, rumours and anxieties, particularly online.130 

 Recommendation: Strongly advise people supplementing care with herbal or traditional medicines not 
to abandon advised IPC and other care efforts. Again, messaging will be more effective coming from 

trusted sources at the local level.  

4.    SUPPORTING CAREGIVERS AND EXPANDING THE SCOPE OF ADVICE AND 
SUPPORT  

Most current home care guidance for COVID-19 fails to provide advice to caregivers beyond basic care and 

IPC. It also does not necessarily provide for how households undertaking home care might receive essential 
non-medical resources (such as food) and support as necessary, in order to enable effective care. It also does 

not take account of situations where people with more severe forms of COVID-19 might not receive 

hospitalisation and will thus possibly end up requiring care at home. In settings where there is an absence of 
widespread testing, it is relevant to consider that those receiving home care for COVID-19 might be suffering 

from prevalent acute illnesses with overlapping symptoms, such as bacterial respiratory infection or malaria.    
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4.1    Provide context appropriate and realistic mechanisms for communicating with and supporting 
caregivers at home 

ISSUES TO CONSIDER  
Once home care begins, caregivers need on-going communication with health professionals for advice and 

support, and for obtaining more critical care if necessary and available. Many home care guidelines require 
that households have the capacity to maintain such a communication link in order to be eligible to conduct 

home care. This is often implied to be remote, phone-based support with a health professional. However, as 
discussed in section 1, many people do not have access to phones or other communication technologies, 

and will nevertheless be unable to seek care in formal facilities, or prefer not to do so. Over-the-phone 

support may also be inadequate, or difficult to reach, even if caregivers have access to phones. These barriers 
and preferences are not taken into account in home care guidance beyond rendering people ineligible for 

home care, and alternative forms of remote or in-person support which may be more appropriate for under 
such circumstances are not outlined. While some guidance does suggest that in-person visits from health 

workers may be appropriate, exactly what this entails in terms of how such visits could be set up, what kind 

of support they can provide, who would be making these visits and how the people making them can be 
protected – including in situations where medical PPE is not available – is not elaborated. 

RECOMMENDATIONS  
 Recommendation: Models for support for home care, whether via technology or in-person visits need 

to be in line with available health systems resources, and capacities of local people. Telephonic support 

by local health care workers or via national support lines is a means to provide remote support if people 
have access to phones.   

 Recommendation: Efforts to establish communication channels with caregivers need to be fortified in 
areas where there is limited access to phones and other communications technology. This can be done 

in collaboration with local actors who ‘know’ their neighbourhoods, and where additional support is 
needed. One way to do this might be pools of mobile phones managed by community groups which 

are provided on a temporary basis to households as needed, or a set of ‘roving phones’ taken from 

home to home by community health workers (CHWs) or volunteers trained in IPC. 

 Recommendation: If direct phone or digital communication with a household is not possible, it may be 

necessary for health personnel such as CHWs to regularly visit households where home care is taking 
place (particularly for people with more severe illness) to give advice, monitor patients’ conditions, and 

to call for more specialised support if needed. 

 Recommendation: Ensure that visitors to households where home care is taking place are able to visit 
in a way that minimises the risk of spreading infection. Advice and resources for health workers to 

protect themselves when doing home visits – including with non-medical PPE – are crucial.     
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4.2    Provide home care guidance and support not only for mild disease but also for moderate and 
severe disease, and for palliative care, as in certain circumstances, this may be needed by 
caregivers  

ISSUES TO CONSIDER  
While it is ideal that all patients at risk of developing or with severe COVID-19 receive specialised care in well-

equipped facilities with trained medical staff, it is very unlikely that this will be possible in all settings. The 
nature of COVID-19 is resulting in scenarios where the number of people with disease severe enough to 

require oxygen treatment and/or mechanical ventilation outpaces available resources, or such resources are 

completely lacking. Although the need for palliative care in community-based care settings during 
catastrophic disease events has been recognised,131,132 including in the context of COVID-19,133 it is not 

currently acknowledged in existing home care guidance. The onset of serious symptoms and decline in the 
health of patients with seemingly mild COVID-19 can also happen rapidly, even after a period of 

improvement, and has even taken health workers by surprise.134 Some symptoms, such as for example ‘silent 

hypoxia’, in which patients have dangerously low oxygen levels but are lucid and do not struggle to breathe, 
are difficult to notice.135 Caregivers need to be provided with information and could even be given access to 

equipment (such as a pulse oximeter to measure blood oxygen saturation) to recognise and  alleviate a range 
of  symptoms, in conjunction with remote and in-person support from health care workers. They also need 

to be provided with clear information on who to contact if emergency or specialist care is required and 
available.  In the event such contact cannot be swiftly made, caregivers are likely to be left without 

knowledge of what to do, and patients may endure unnecessary physical, emotional and spiritual 

suffering. Home care guidance also recommends that visits, apart from those by health care workers, not be 
made to a patient at home. In the event of severe illness leading to possible death, the inability to be 

attended by family or spiritual leaders may cause significant social, cultural and psychological damage.136 
Remote forms of contact or safe visits with PPE could be considered. The opportunity to provide guidance 

and support for caregivers and people in the community health workforce dealing with severe COVID-19 

cannot now be missed. In situations where care is needed, it is advisable to be transparent about local 
realities and to make available appropriate arrangements and guidance for support, as far as possible. 

EXPERIENCE 
One potential obstacle to the production and dissemination of guidance for community-based care of 

severely ill patients is that it may be perceived to come with political risks as this might be interpreted as an 
admission of failure on the part of duty bearers, or even a breach of ethics. During the West African Ebola 

epidemic, response decision makers hesitated to sanction more decentralised care models, including home 

care, for fear of producing a two-tiered system in which those able to access Ebola Treatment Units (ETUs) 
received better quality care than those who could only access ‘lower tier’ facilities, or none at all. Eventually, 

the realisations that people were not accessing – even actively avoiding ETUs – and that home care was going 
to occur anyway, led to the approval of Community Care Centres. These centres, staffed by a mixture of 

health professionals and lay people from the community, and able to provide palliative care, proved to be 
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popular.109 They also allowed families to visit their loved ones from a safe distance, alleviating social and 
emotional distress.137   

RECOMMENDATIONS 

 Recommendation: Caregivers looking after patients with severe forms of illness, or who are more likely 
to develop severe illness, should be prioritised in terms of communication links with medical 

professionals. They need to be supported to recognise danger signs of deterioration or more severe 
complications, and as far as possible, to safely provide care, including palliative care, for worsening 

conditions if emergency care cannot be accessed. Local level health actors supporting home care, such 
as CHWs, will need similar training. 

 Recommendation: Simple, accessible public communications materials are urgently needed to support 

caregivers looking after people with severe cases of COVID-19 at home. The Managing Breathlessness 
guide developed in the UK (see Figure 1) is an example of a starting point from which to develop more 

locally appropriate material for moderate cases.40 Palliative care information that addresses severe 
symptoms and death are also needed.  

 Recommendation: If possible, consider delivery of free or affordable oxygen or medicines to homes or 

other community-based facilities where people may be struggling to breathe, or may be at the end of 
life. Oxygen monitoring devices called pulse oximeters might also be distributed to homes, or be carried 

around by CHWs on home visits, to be used monitor patient health and triage severity of disease on a 
regular basis.  

 Recommendation: If not already in place, authorities should make plans for care in community-based 

centres that can offer more specialist support to people whose conditions deteriorate at home, and 
who cannot access a hospital. 

 Recommendation: Palliative care teams with a mix of clinical, psychological and spiritual skills should 
in ideal circumstances be prepared respond to homes and community-based facilities when needed, 

communicating with caregivers through technology, or providing support in person.  

4.3    Provide guidance and support that acknowledges that home care might be covering for conditions 
other than COVID-19 

ISSUES TO CONSIDER  
Although not necessarily assuming that all patients will have the ability to get tested, most guidelines do 

tend to assume that patients and their caregivers will be able to know that what they are experiencing is 
indeed COVID-19. In settings where access to testing for COVID-19, or indeed to diagnostic testing more 

generally, is limited, this may be impossible to know for sure. It would be advisable to consider other 

prevalent conditions that have similar symptoms to COVID-19, such as cough, high temperature and general 
malaise. It is conceivable that a proportion of illness that might be attributed to COVID-19 could be bacterial 

respiratory tract infections or malaria, for example. Breathlessness can also be caused by a range of 
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conditions, including chronic conditions like heart disease. Guidelines could include advice on differentiating 
between conditions with COVID-like symptoms and encourage people and caregivers to remain vigilant to 

the possibility that they might have an illness other than COVID-19. They should be advised to seek advice 

from health care workers and get diagnostic confirmation, if available, and also relevant treatment such as 
antibiotics. Guidance should thus not hone in solely on COVID-19 but aim to reduce mortality and suffering, 

and promote health seeking more broadly. With significant information-giving in an outbreak directed at 
COVID-19, it will likely be at the forefront of people’s minds. However, efforts should be made by health 

providers to minimise the danger of under-treatment of or break in the continuity of care for other illnesses. 
This points to the importance of strengthening primary health care, not only care for SARS-COV-2 infection. 

EXPERIENCE  

The subject of indirect deaths related to other medical conditions in outbreaks of COVID-19 is attracting 
significant research attention even in high income settings. In the Ebola outbreak in West Africa, higher than 

usual mortality was noted from other health problems due to reduced access to health services for diagnosis 
and treatment.138 

RECOMMENDATIONS 

 Recommendation: Make testing available for COVID-19 as far as possible, including optimising access 
in community-based settings. In addition, do not neglect diagnostic capacity and treatment availability 

for other prevalent conditions, such as those with overlapping symptoms to COVID-19. 

 Recommendation: Where there is limited COVID-19 testing or diagnostic capacity in general, guidance 

should include advice on differentiating between diseases that have COVID-like symptoms. People 

should be advised to seek advice from health care workers to exclude other prevalent conditions and 
to receive appropriate treatment. As far as is possible given local health care realities, ensure medical 

assessment from a health care worker who can consider differential diagnoses is available. 

4.4    Provide clarity around self-care and robust support for people undertaking it 

ISSUES TO CONSIDER  

Most official guidelines do not directly state that people should not undertake self-care, but in establishing 

the availability of a caregiver as part of the criteria for home care, many do imply that it is not ideal. That 
said, communication from some contexts such as Scotland, does directly imply self-care.35 Other countries, 

although indicating that a caregiver should be available in official guidance, may also appear to contradict 
this through messaging which addresses readers through ‘you should’ statements. This may lead to confusion 

in some cases. Practically speaking, not all people will have a caregiver available, and indeed, many will 
have mild enough cases that they may safely self-isolate without risk of infecting others in the household. 

As far as possible, people who live alone and are elderly or have risk factors for severe disease should be 

cared for in formal care settings. Where this is not possible, it is especially important that such individuals 
are linked to support by phone or through in-person visits ideally by health professionals, CHWs or other 
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trained volunteers, and checked upon regularly. In the event that they cannot be reached, such as not 
answering their phone or not coming to the door, emergency services should be contacted immediately. 

EXPERIENCE 

In New Zealand, a ‘buddy system’ model has been promoted by the government for mutual support between 
people who live alone.139 The model allows for the ‘buddies’ to interact as if they were within the same 

household, including visiting one other in person – so long as they do not visit anyone else. Although these 
relationships are not specified to provide and receive home care for COVID-19 (or for any other condition), 

they might conceivably include checking in by phone or in other ways if one ‘buddy’ becomes ill, and helping 
with access to guidance and additional support. 

RECOMMENDATIONS       

 Recommendation: Where not already policy, advocate for health facility access for single people with 
suspected or confirmed COVID-19, particularly if they are elderly or have other health risk factors for 

severe disease.  

 Recommendation: Make clear in guidance whether self-care is supported, and if so, how people can 

do this safely. Ensure this advice does not contradict other messaging. 

 Recommendation: Work with local actors to identify single households in the community, assessing 
their level of vulnerability, such as whether inhabitants are elderly, have disabilities, or health risk 

factors. This information can be used to plan strategies to ensure safe care should such people develop 
COVID-19.  

 Recommendation: Ensure people undertaking self-care are linked to professional support through 

daily phone calls, texts or in-person visits from health workers or volunteers, and that if unresponsive, 
emergency services are contacted immediately.  

4.5   Address access to food and other material and psychosocial needs for caregivers, households and 
patients 

ISSUES TO CONSIDER 
Many home care guidelines do not address issues beyond IPC and basic therapeutic aspects of care. Although 

some specify that access to adequate food is a condition of home care that should be considered during 

assessment, provisions for how these needs might be met in the absence of the ability of household 
members to obtain them on their own, are usually not specified. If people are unable to meet their basic 

needs such as food and medicine, they will be less capable of caring for loved ones in safe and effective 
ways. Adequate nutrition contributes to immunity and thus ensuring that patients and other family members 

are adequately nourished is important. Fear and worry about the disease, loss of livelihoods and income, 

and stigma from other community or family members arising from COVID-19 can also cause stress and 
anxiety and affect mental health and well-being of patients and caregivers. Home care cannot be separated 

from the imperative to ensure that people have access to nutritious food, and other necessities, including 
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psychosocial support - which has not historically been prioritised in health emergencies.140 The WHO has 
published guidance, independent of home care, on mental health and psychosocial considerations during 

the COVID-19 pandemic.141,142 

 EXPERIENCE  
Community-based organising can help support the provision and delivery of food and other essential items 

to homes where home care is taking place. Mutual Aid communities in Canada, the US and UK, usually 
networks of neighbours organising online, are meeting people’s needs for food (delivering shopping, linking 

people to food banks, and organising peer to peer cooked food initiatives) and other essential resources and 
services.143,144 Avert’s Boost app, aimed at CHWs in Africa, suggests people similarly request neighbours to 

bring them supplies.145  

RECOMMENDATIONS 
 Recommendation: Ensure that households where home care for COVID-19 is taking place are provided 

with an adequate supply of nutritious food. Engage local actors and community-based groups including 
religious networks to coordinate provision and delivery of food and other essentials such as medicines 

for other health conditions, bearing in mind specific dietary needs that some people may have. 

 Recommendation: Home care advice and guidance should include suggestions to limit stress and 
promote wellbeing, such as safely keeping in touch with loved ones (by phone if possible).  

 Recommendation: Ensure additional psychosocial support is available to people providing or receiving 
home care to assuage feelings of stress, anxiety and exclusion. CHWs and other actors supporting home 

care can be trained or encouraged to communicate with families with empathy and compassion, and 

to make referrals to locally appropriate psychosocial support services when necessary. Culturally and 
context appropriate models of community-based mental health support that emerged in the wake of 

the West African Ebola crisis should be adapted to the new challenges posed by COVID-19.146 

4.6    Acknowledge that caregivers - especially women - may need multi-dimensional support  

ISSUES TO CONSIDER 

Caregivers face a number of risks beyond contracting COVID-19 themselves. Home care guidance tends to 

focus on limiting infection risk through prescribing IPC and PPE measures, and does not take full account of 
other dimensions of risk. Although women appear to be slightly less likely to experience severe forms of 

disease and mortality from COVID-19,147 they are likely to be much more heavily burdened by its social and 
economic impacts.148–150 Due to socially prescribed gender roles in many settings, women are more likely to 

take on the role of caregiver in the event a family member or friend becomes ill.151 This will be on top of their 
usual unpaid care responsibilities which are also intensified by the pandemic. These may include the need to 

care for family members with medical conditions other than COVID-19 and for which external sources of 

care may have been retracted, as well as looking after children (who may be unable to attend school) and 
elders. The usual tasks of fetching water, cooking, doing laundry and cleaning at home – the latter task of 
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which is a key part of IPC and home care and must be more intensively practised – also do not go away. This 
heavy burden may lead women and girls to have to leave work or drop out of school. Some guidance 

emphasises that caregivers should also minimise contact with other household members, but social 

expectations around care and gendered power relations at the household level may make it difficult for many 
women to do this. Women are also more likely to be victims of domestic abuse and violence, which is being 

exacerbated as people stay at home due to COVID-19.152,153 Guidance on IPC and home care frequently 
stresses the need to wash patients’ clothing and linens at high temperatures. This will be hard to achieve in 

households with no access to a washing machine and where water is scarce. The stress associated with these 
burdens on women caregivers, including the immense and unexpected challenges that may come in the 

event a loved one becomes seriously ill at home, should not be underestimated. Material, economic, mental 

health and social support must be provided to help ease these burdens and challenges. It is important that 
such support amounts to more than simply ‘subsidising women to do women’s work’, and that deeper 

structural and cultural issues that place undue burden on women’s shoulders are also addressed.148,154   

EXPERIENCE  

Women bore the brunt of the care burden during the West African Ebola crisis,155 and indeed, their free 

labour is underpinning global responses to COVID-19. Women themselves have been organising to support 
households in need of extra help. In India, Women’s Self-Help Groups (SHG) have mobilised to establish 

10,000 community kitchens across the country, delivering prepared food to people who need it, including 
households in isolation at home.94 

RECOMMENDATIONS 

 Recommendation: Promote messaging and frank discussions around care work that needs to be 
undertaken at home during home care, encouraging other household members to take care of children 

or elders so that caregivers can focus on the patient and related IPC. Include women in messaging 
development, discussions, and in decision-making in local response.  

 Recommendation: Promote peer to peer communication and support among women and caregivers 
in ways that minimise infection risks. This might be on the phone, via WhatsApp groups or where phone 

and internet access is limited, through physically distant meetings of small numbers of women.  

 Recommendation: Set up systems to deliver water and food, including precooked meals to homes 
where home care is taking place in order to ease the burden of care on women and other caregivers, 

and to ensure wellbeing of all household members. 

 Recommendation: With attention to IPC, consider setting up a laundry service for households 

undertaking home care which can wash clothing and linens in a washing machine capable of using hot 

water. People involved in providing this service should be provided with IPC training and PPE.     

 Recommendation: If possible, safe and acceptable to families, support alternative care arrangements. 

Children and elders may be able to stay with other relatives while home care is taking place in their 
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usual home, while elders and other vulnerable household members may be looked after in alternative 
community-based ‘shielding’ arrangements.96 

5.   QUALITY AND TRUST IN COMMUNITY-BASED CARE IN REPURPOSED AND 
TEMPORARY FACILITIES  

We did not conduct an exhaustive review of guidance for the operation of non-traditional facilities. However, 
there are a number of important considerations for settings where care is undertaken outside the home in 

such facilities. At the heart of these considerations is trust and confidence on the part of people that they or 

their loved ones will be cared for appropriately and safely. Some of these considerations – informed by past 
disease outbreaks and present experiences of COVID-19 – are presented below.   

In countries where additional facilities have been converted or erected for the isolation and care of patients 
with probable or confirmed COVID-19, assumptions are made about the acceptability of such facilities, and 

the likelihood that people will report to and choose to remain in care there. Like hospitals, people may 
hesitate to report to such facilities in contexts where people have historically been excluded by formal 

health systems or had bad experiences with services such as not being given necessary care, or being 

stigmatised or discriminated against for their socio-economic, religious or ethnic minority status, age, 
gender, sexual orientation and even health status.156 In some contexts, COVID-19 may itself become a 

stigmatising condition, particularly if it becomes associated with taboo behaviours,157 or leads to situations 
in which people are ostracised from social and livelihood networks.  

People may also fear going to such facilities if they are dirty, unhygienic and have poor or inconsistent IPC 

practices, particularly if they do not have a test confirmed case of COVID-19. They may reasonably fear being 
infected at the facility itself. Indeed, the contagious nature of COVID-19 (and the fact that asymptomatic 

carriers can transmit it) presents greater challenges for IPC in community-based facilities than Ebola for 
instance, which is more difficult to contract. This reality presents real risks for community-based care models: 

if facilities become associated with nosocomial transmission, people with non-confirmed but probable 

COVID-19 may forego seeking treatment there, or may ‘escape’. Indeed, although not necessarily probable 
or confirmed COVID-19 patients, ‘escapes’ have been documented from health facilities in Bangladesh,158 

India,159 Nigeria160 and elsewhere with people complaining about unsanitary conditions, and lack of medical 
attention, including for health issues other than COVID-19. Equity of treatment can be an issue in such 

facilities, and there is a danger that discrimination and access based on class, poverty and caste may lead to 
poorer conditions in facilities primarily serving marginalised groups, or poorer treatment of patients in these 

groups. This may disadvantage these groups not only in terms of quality of care, but also in contributing to 

resentment and damaging of trust, and thus disincentivise them to present or stay in these facilities.  

Lack of transparency can also disincentivise care seeking in non-traditional facilities. As already suggested, 

during outbreaks of Ebola in east and west Africa, many people hesitated to present to or admit their family 
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members to Ebola Treatment Centres. Indeed, instances in which families were not informed that their loved 
one had died in an Ebola Treatment Centre, or in which their bodies were not shown or returned to families, 

fuelled resentments and mistrust, including rumours that medical personnel were harvesting body 

parts.16,127 It is important that patients and their families are able to remain connected. Guidelines for 
quarantine facilities in Uganda recommend ensuring patients have plug points to charge phones, or that they 

be provided with means to communicate with family members for at least 10 minutes a day.161  

People with mild or asymptomatic or mild cases may not feel they need to be in such a facility. People in 

treatment facilities in Nigeria have protested being confined there despite feeling healthy, and receiving poor 
care for other conditions. 160,162 This illustrates a failure to communicate effectively that people who do not 

have symptoms, or who have only mild symptoms, can still unknowingly transmit the virus. Lack of clarity 

over who such facilities are for, or failure to adequately separate confirmed or probable patients from 
individuals who are in quarantine due to being a contact of a confirmed patient, can also pose risks for spread 

and damage trust. Framing people who ‘escape’ such facilities as irresponsible and endangering of the health 
of others fails to highlight what may be very rationale reasons for wanting to leave.  Forcing people to attend 

community-based facilities, particularly if they are associated with poor care, can backfire. Coercion can 

exacerbate already bad citizen-state relations, and undermine outbreak response overall by provoking 
resistance, and fomenting distrust. 

RECOMMENDATIONS  
 Recommendation: If possible, designate spaces for care which inspire trust (such as churches or 

community centres) and avoid facilities with ‘prison-like’ conditions. Avoid walling or fencing off 

facilities in ways which make them feel cut off from the outside world. Make every effort to be as 
transparent as possible. Community-based groups can help identify appropriate spaces.92 

 Recommendation: Keep family members informed of their loved one’s condition, including by ensuring 
they have means of communicating with one another. Allow family members and spiritual leaders to 

visit patients at facilities if safely possible, particularly if the patient is receiving palliative care and is 
very unwell. If this is not safely possible, facilitate virtual visits.     

 Recommendation: Keep facilities as clean as possible, ensuring staff take all necessary and possible 

precautions to protect patients, themselves and others from infection with COVID-19, and from other 
health threats.  

 Recommendation: Maintain clear protocols for keeping patients that have confirmed COVID-19 
separate from those that do not, and ensure these are communicated effectively amongst all staff, 

volunteers and patients.  

 Recommendation: Ensure patients are provided with adequate food, clean water and other necessities 
including safety and privacy. Social and cultural norms around gender should be taken into account in 

decisions around room and bathroom allocation.  
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OTHER USEFUL RESOURCES  

Relevant guidance from the WHO  

Home care for patients with COVID-19 presenting with mild symptoms and management of their contacts3 
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-
settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak  
Home care for suspected and mild cases of COVID-19 (video)47 
https://www.youtube.com/watch?v=YZnnnGheZJU&feature=youtu.be 
Rational use of personal protective equipment for coronavirus disease (COVID-19) and considerations during severe shortages108 
https://apps.who.int/iris/bitstream/handle/10665/331695/WHO-2019-nCov-IPC_PPE_use-2020.3-eng.pdf 
Advice on the use of masks in the community, during home care and in healthcare settings in the context of the novel coronavirus 
(COVID-19) outbreak107 
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-
settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak 
Water, sanitation, hygiene, and waste management for the COVID-19 virus: Interim guidance99 
https://apps.who.int/iris/bitstream/handle/10665/331846/WHO-2019-nCoV-IPC_WASH-2020.3-eng.pdf 
 
Accessible home care guidance for public audiences  

Coronavirus video advice (UK)48 
https://www.doctorsoftheworld.org.uk/coronavirus-video-advice/ 
Stay at Home/Self Isolation Guidelines during COVID-19 (in 14 languages) (Indonesia)49 
https://suaka.or.id/2020/04/20/stay-at-home-self-isolation-guidelines-during-covid-19-in-14-languages/ 
Managing breathlessness at home during the COVID-19 outbreak (UK)40 
https://www.kcl.ac.uk/cicelysaunders/resources/khp-gp-breathlessness-resource.pdf 
Caring for your dying relative at home with COVID-19 (UK)39 
https://www.hospiceuk.org/docs/default-source/echo/covid-19-echo/covid-19_care-at-home_guide_final.pdf 
 
Resources for health workers  

COVID-19: remote consultations: a quick guide to assessing patients by video or voice call (BMJ)51 
https://www.nice.org.uk/guidance/ng163/resources/bmj-visual-summary-for-remote-consultations-pdf-8713904797 
Covid-19: a remote assessment in primary care52 
https://www.bmj.com/content/368/bmj.m1182 
COVID-19 rapid guideline: managing symptoms (including at the end of life) in the community 
https://www.nice.org.uk/guidance/ng163 
 

Additional relevant material  

A review on implications of home care in a biological hazard: The case of SARS-CoV-2/COVID-192 
Considerations and principles for shielding people at high risk of severe outcomes from COVID-19 (April 2020)96 
https://opendocs.ids.ac.uk/opendocs/bitstream/handle/20.500.12413/15286/SSHAP%20COVID-
19%20Brief%20Shielding.pdf?sequence=1&isAllowed=y  
Key considerations: COVID-19 in informal urban settlements (March 2020)163 
https://www.socialscienceinaction.org/resources/key-considerations-covid-19-informal-urban-settlements-march-
2020/   
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APPENDIX 

 
The table above describes home and community-based care models and guidance for some LMICs considered 
in this review. We also include the medium in which it exists and the target audience. Brief mention is made 
of how guidance may differ from WHO guidelines and dominant models. The rapid nature of this review has 
meant that some details have been undoubtedly missed. We focused on countries which have already been 
significantly affected by COVID-19, or which appear likely to be significantly affected in the near future, at the 
time of writing. Linguistic barriers, time limitations, and a lack of transparency or online presence on the part 
of some national responses have meant that some countries which we would have liked to include more detail 
for, have only brief information (e.g. Algeria, which has suffered high mortality rates from COVID-19). 

Country Brief description of home and/or community-based care approach 

Africa  

Algeria An app for home-based consultation for patients experiencing COVID-19 has been sanctioned by the government.55 
Egypt Care in repurposed facilities such as hotels, social clubs and university dormitories has been proposed.64 Home care is 

clearly taking place however, as doctors have initiated a Facebook based COVID-19 consultation platform.56 
Kenya Home care guidelines for mild cases very closely mirroring WHO guidance are available.28 N95 masks are recommend 

for caregivers. Community health volunteers should pick up waste to dispose of it at nearest health facilities.  
Nigeria All cases should be treated in formal settings, including repurposed and temporary facilities. Brief section of national 

clinical management guidelines gives very basic home care advice, framed as being for the period prior to admittance to 
a formal facility and after discharge.65 In guidelines and communication material directed at the public, people with 
symptoms are instructed to contact the Nigeria CDC for testing, guidance, and placement in a treatment centre 164,165 

South Africa Home care, including self-care, is sanctioned for mild cases including while waiting for test results, and after confirmed 
results. It is briefly described in clinical management protocols.166 A webpage directed at the public explains home care 
in more detail.34 Regular check-ins by phone or otherwise are not specified, but patients should know who to contact in 
the event of deterioration. Those in home care may receive ‘care packs’, the contents of which ‘may vary’. 

Uganda Basic home care guidance is embedded in broader guidelines for COVID-19 directed at HCWs.31 The ‘responsibilities of 
government’ for supporting people in home quarantine are laid out in separate guidelines.161 Basic plans to set up 
repurposed or temporary facilities for non-severe cases if this becomes necessary, are also outlined in the guidelines.31 

Asia  

Bangladesh 
 

Home care is sanctioned for mild and moderate illness in broader clinical management guidelines directed at HCWs.24 A 
separate but brief document (in Bengali) specific to home care with messages aimed at the public has been published.29 
Regular follow-up by phone is stipulated. People are suggested to burn waste such as used tissues instead of ‘burning it 
openly’, and homes should be near health facilities.  

India A set of home care guidelines exist independently of as well as are embedded in broader clinical management documents 
apparently directed at HCWs.167,168 Waste generated at home should be burned or buried. Community-based care is also 
offered in repurposed facilities including ‘COVID Care Centres’ staffed by doctors of traditional medicine.69 An app to 
support home care for COVID-19 and teleconsultations has been promoted by some states and hospitals.53,54 

Indonesia Due to health system pressure, Indonesia (Jakarta) expanded its policy of home care for people with suspected COVID-
19 to include people with confirmed but mild disease. Care in community-based facilities such as hotels, is also part of 
the country’s model.169 

Malaysia In Malaysia, all suspected and confirmed cases of COVID-19 are specified to receive care in formal facilities, including 
community-based facilities. Brief mention of guidance for home isolation/care is mentioned, and seemingly relevant 
only in the context of discharge from a facility (possibly to be practiced for a time decided by health personnel).63,170  

The Philippines Guidance for home care for mild cases (for those who qualify) and for care in repurposed or temporary facilities are 
available in guidelines for community-based care. The document is aimed at HCWs and response managers.38 Provision 
of food to people and households in home care is specified as a responsibility of the local government.  

Latin 
America 

 

Brazil Home care guidance is embedded in broader protocols for clinical management and response, 37 and in guidance for 
home isolation.43 Although it is implied a caregiver should be available, patients are recommended to do their own 
laundry and clean bathrooms after use.  

Mexico Home care guidelines which largely mirror WHO guidance are embedded in a broader infection prevention manual,171 
but have also been published by a major national news outlet.46  

Peru Home care guidelines mirror WHO guidelines, but are significantly simplified.33 ‘Simple’, yet disposable masks for 
caregivers are prescribed. A government webpage aimed at the public with basic home care guidance is also available.172  
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