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Abstract 
 

Introduction: A rapid assessment was conducted to determine the preparedness of selected health care 

facilities in Sierra Leone to continue providing maternal health and family planning services during the 

COVID-19 pandemic.  

 

Methods: Fourteen facilities; seven hospitals and seven community health care centres (CHCs), 

representing urban and peri-urban rural settings were assessed between April and May 2020. Data was 

collected through interviews, observations and data extraction using an assessment tool that was 

designed for this assessment.  

 

Results: All the hospitals had conducted COVID-19 training sessions, had written protocols to guide 

screening and procedures for the immediate isolation of suspected COVID-19 cases. However, only one 

CHC had a written protocol, three had conducted staff orientations and two had isolation procedures. 

While all the hospitals (except one) had triage and COVID-19 isolation facilities available only three of the 

seven clinics had an equipped triage station and none of the clinics had an equipped isolation room.  

 

All the clinics had a severe shortage of personal protective equipment (PPE); four CHCs had essentially no 

PPE; gowns and masks were the most common supplies stocked out, with most having zero to less 100 

pieces of gloves, eye protection and body protection. Most health care workers (9/14 facilities) felt that 

they were not protected against COVID-19 due to lack of PPE; while the majority of the in-charges (9/14) 

felt they could protect staff. Often the perceptions of the in-charges conflicted with the health care worker 

perceptions.  

 

Ten of fourteen (71%) health care workers interviewed felt that women were afraid to come to the clinic 

primarily because they thought the facility was the source of the virus. The 2019 and 2020 trends in family 

planning and maternal health data obtained indicated no consistent attendance pattern.  

 

Conclusion: The lack of PPE in the CHCs is alarming and although the hospitals were much better equipped 

with PPE, significant gaps remain. Infection and Prevention Control (IPC) needs to be strengthened in all 

the facilities, including the monitoring of IPC. While most staff interviewed perceived that women were 

afraid to come to the facilities for care, the trends family planning and maternal health data obtained 

indicated no consistent drop in attendance.  
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Introduction 
 

The novel Corona Virus Disease (COVID-19) outbreak was declared a public health emergency of 

international concern by the World Health Organisation (WHO) on 30th January 2020 and on 11 March the 

situation was described as a pandemic (WHO, 2020).  

 

The growing COVID-19 pandemic has stretched health systems around the world as a result of increasing 

demand for care of people with the disease. Previous outbreaks have demonstrated that overwhelmed 

health systems can lead to the population failing to access health care leading to increase in mortality 

directly from an outbreak and indirect from other conditions and endemic diseases such as malaria, 

tuberculosis, and HIV/Aidsi. A systematic review of studies on the magnitude of the indirect health effects 

of the 2014-2015 Ebola outbreak in Liberia, Guinea and Sierra Leone, revealed that access to and 

utilization of maternal health services such as facility deliveries, caesarean sections, antenatal, postnatal, 

and family planning services decreased during the outbreak and followed a similar pattern in the three 

countries.ii Another study reviewed that healthcare workers’ deaths, fear of Ebola and health workers, 

and closure of health facilities severely compromised the health care system leading to a breakdown in 

trust in health systems and consequently causing substantial reductions in healthcare utilization including 

over 80% reductions in access to maternal health services in Ebola-affected areas.iii Most recently, 

modelling estimates indicate that the indirect effects of COVID-19 pandemic could lead to a devastating 

9.8 – 44.7% increase in under-5 child deaths and a 8.3 – 38.6% increase in maternal deaths per month 

across 118 countriesiv 

 

Ensuring availability of essential services and putting in place IPC measures within health facilities could 

promote populations trusting the health system, continuing to seek care and adhering to public health 

guidelines during disease outbreaks. Therefore, it is critical for Sierra Leone to strengthen the health care 

facilities’ ability to respond rapidly to the direct effects of the virus, using effective IPC measures, and 

preparing to respond to the possibility of disruption of other routine essential health services.  

 

In Sierra Leone, following declaration of COVID-19 as a pandemic, HE President Dr. Julius Maada Bio 

announced the first confirmed case of COVID-19 on March 31, 2020, and the country now has evidence 

of community transmission. In response to this, the Government of the Republic of Sierra Leone (GOSL) 

has formed a COVID-19 response task force under the leadership of the President. The task force has 

developed a national response plan with the goal of limiting local transmission of COVID-19 through 

containment strategies and reducing mortality through effective disease surveillance and case 

management. In addition, the MoHS has developed a response plan outlining strategies to ensure 

continuity of health services during the COVID-19 pandemic.  

 

Like many other sub-Saharan Africa countries, Sierra Leone has a relatively weak health system that is 

associated with high out of pocket expenditure. Out of the total health expenditure of approximately $95 

per capita, 13% is from donors, 16% from government, and the rest 71% from private out-of-pocket 

household contributions which has the potential to restrict access to health services. In view of Sierra 
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Leone having one of the highest maternal mortality ratios (MMR) in the world, the government of Sierra 

Leone has introduced free health care for maternal and child health in 2010. Recent estimates of maternal 

mortality indicate that there is a decreasing trend from 1,360 to 717 maternal deaths per 100,000 live 

births in 2013 and 2019 respectivelyv. The COVID-19 outbreak has the potential to reverse the gains made 

by this gesture if efforts are not made to ensure continuity of health services.  

 

Assessing readiness of health facilities to maintain essential health services during this pandemic is a key 

element of outbreak preparedness and responsevi. To bridge the information gap in Sierra Leone, a rapid 

assessment was conducted to determine preparedness of selected UNFPA supported health care facilities 

to continue providing maternal health and family planning services during the COVID-19 pandemic.  

 

This study was conducted to determine the readiness of health care facilities to continue maternal health 

and family planning services during the COVID-19 pandemic and identify ways to support them. The 

objectives of the assessment were to: 

 

 Assess the management systems in place to support dealing with COVID-19, including protocols, 

staffing, and educating patients and staff. 

 Observe the environment of care for equipment and practices to effectively implement IPC standard 

precautions. 

 Assess the availability of maternal health and family planning supplies, including personal protective 

equipment, MH/FP trends and perceptions. 
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Methodology 

Study Design 
A descriptive cross-sectional survey of health facilities was conducted to determine their readiness to 

continue essential MH/FP services during the COVID-19 pandemic. The assessments were conducted in 

14 purposefully selected secondary/tertiary hospitals and CHCs (Panel 1). A sample of urban and peri-

urban hospitals and CHCs was selected to obtain a broad overview of needs. 

 
Panel 1. List of facilities assessed and assessment dates 

 

Data Collection Methods  

Primary data was collected between 30 April and 26 May 2020 using an assessment tool that was designed 

for this assessment. Throughout May and mid-June 2020 several follow ups were conducted to verify the 

data.  

 

For each facility, interviews and observations were conducted; as well as stocktaking of PPE, IPC supplies, 

family planning and lifesaving maternal health medicines; in addition, data on family planning and 

maternal health service utilization data was extracted.  

 

Date of Assessment Name of Facility 
 

                                Hospitals 
30 April 2020         King Harman Maternal Child Health  
1 May 2020   Rokupa  
8 May 2020  Aberdeen Women’s Centre 
18 May 2020  Bo Government  
19 May 2020  Makeni Regional  
23 May 2020  St. John of God 
26 May 2020  Princess Christian Maternity  
 
 

                Community Health Centres 
30 April 2020   Regent 
1 May 2020   Ross Road 
6 May 2020  Lakka Ogoo Farm 
6 May 2020  Waterloo 
7 May 2020  Murray Town 
15 May 2020  Masongbo  
18 May 2020  Panlap  
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Interviews 

Interviews were conducted with the health facility in-charge to obtain insights into the staffing, 

triage/isolation, and resource capabilities in MH/FP services. A MH/FP health care worker was interviewed 

to get their view on the support received to respond to the COVID-19 pandemic, such as, training, 

supervision, and PPE, and to determine their knowledge of the signs and symptoms of the disease and IPC 

practices. Both were asked questions to gain perspectives on the impact of COVID-19 on the uptake of 

MH/FP services. 

 

Observations 

Observations were made in the triage area, six maternal health clinical areas (waiting room, antenatal 

care (ANC), family planning, consultation room, labour and delivery) and the general environment. The 

availability and adequacy of the structures needed for IPC and to reduce the potential for transmitting the 

virus, were assessed. Assessors also observed waste management sites and the general condition of the 

infrastructure and surrounding environment. 

 

Stocktaking and Trend Monitoring 
Assessors conducted an inventory of the available family planning commodities and lifesaving maternal 

health medicines available on the day of the assessment. The availability of contraceptive commodities, 

essential maternal health medications and PPE was determined by counting stock on hand. 

 

Data was collected on use of MH/FP services for the period January through March 2019 and 2020 at each 

facility. However, data from the clinic sources were incomplete, therefore in addition, service trends data 

were extracted from the national Health Management Information System/District Health Information 

Systems (DHIS 2). These data were used to triangulate the data collected, and identify new versus 

continuing clients. The data used for the trend graphs and tables is all taken from the facility visits carried 

out by UNFPA.  

 

Data Process and Analysis 

The assessors recorded the data directly onto the assessment tool. The completed assessment tool was 

reviewed by the data manager for obvious errors and the assessors assisted in providing clarifications. 

The data was exported into an Excel database for analysis and routinely backed up on password-protected 

computers to ensure maximum protection against data loss or corruption.  
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Limitations 
 

Due to the restricted movement imposed because of the COVID-19 pandemic and time constraints, the 

health facilities sampled and visited were limited, hence the information obtained is not representative 

of the entire country.  

 

Although an orientation was done before data collection started, the assessors were not well experienced 

with data collection methodologies and several follow ups needed to be conducted to collate more 

complete information.  

 

Maternal health and family planning service trend data was difficult to collate at the facility level and even 

though several follow ups were done with the facility, some data was still unavailable. Therefore, the data 

on maternal health and family planning was also collected from the HMIS at national level but still 

significant gaps remained.  

 

Despite the above shortcomings, we believe the findings obtained give valuable insights into constraints 

being faced by health facilities in maintaining reproductive health service continuity during the COVID-19 

pandemic. We believe that the results highlight critical issues to inform recommendations and actions to 

improve health facility readiness during this COVID-19 pandemic.  
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Results  
  

Staffing Levels 

As expected, the hospitals had considerably more staff than the CHCs. The hospital staffing shown in Table 

1 focuses only on the professional staff supporting maternal and family planning services. Princess 

Christian Maternity Hospital (PCMH) had the largest number of staff (385), followed by Makeni (97) and 

King Harman Maternal and Child Health Hospitals (95). St. John of God was the smallest hospital and had 

the least number of staff. However, we did not attempt to compare the size or complexity of the services 

provided in these various speciality hospitals. All these hospitals provided referral maternal health 

services however, only PCMH (6), King Harman (3) and Aberdeen (1 foreign obstetrician) had specialist 

obstetrician/gynaecologists on staff.  

  

Table 1:  Hospital Staff by Cadre 

 

 

Type of 

Hospital 

 

Hospital  

Cadre of Staff 

 

 

Specialists 

Medical 

Doctors 
Midwife 

Community 

Health 

Officer 

State 

Registered 

Nurse 

State 

Enrolled 

Community 

Health Nurse 

Maternal 

Child 

Health 

Aide 

Nurse 

Assistant 

Laboratory 

Technician 

Pharmacy

Technician 

Nurse 

Anesthetist 
Other 

Specialized  
King 

Harman 

MCH 

 

 

3 5 24 0 8 22 2 1 15 11 6 1 

Specialized  Rokupa 0 1 12 1 2 3 4b 2 14 9 4 2 

Tertiary PCMH 6 37 79 2 17 84 0 12 8 12 13 116 

Secondary Makeni 0 3 15 2 5 58 3 5 0 0 6 0 

Secondary Bo Govt. 0 0 3 3 0 18 9 0 0 0 0 0 

Private AWC 1 3 17 0 3 2 0 2 5 3 2 1 

Private St. John 

of God 
0 

3 2 0 1 4 0 0 5 1 2 0 
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Midwife CHO SECHN MCHA Volunteer 

Basic Service Package staff compliment 

minimum of 13 total staff members per facility.  

 

 

Most CHCs had a reasonable compliment of staff in comparison to the Basic Package of Essential Services 

2015-2020 (Figure 1). Waterloo had substantially more staff than recommended, as did Ross Road and 

Murray Town. This additional level of staffing was achieved through use of volunteers, most commonly 

State Enrolled Community Health Nurses (SECHNs) and Maternal and Child Health Aides (MCHAs). 

 

Staff members were reported absent during the two weeks previous to the assessment in half of the 

facilities (Rokupa, and Bo Government Hospitals, Aberdeen Women’s Center and Waterloo, Masongbo, 

Panlap, Ross Road, Lakka Oggo Farm CHCs). A 3-day lock down for COVID-19 was the reason identified by 

three facilities (Ross Road, Lakka Oggo Farm, Waterloo). The in charge of Waterloo reported that 

approximately 80% of the staff were not able to come to work during the lockdown. Aberdeen Women’s 

Center (AWC) had one staff member off ill for two days and the other facilities had staff members absent 

with unknown causes or timeframes. 

 

 

Figure 1: Community Health Centre Staff by Cadre 

Volunteer 



COVID-19 Health facilities MH/FP assessment overview 
01 July 2020  Page 13 of 38 

 

Training and Supervision 

Staff in all the hospitals had received COVID-19 training; whole site training was conducted in Rokupa 

Hospital and AWC. Figures 2a and 2b below indicate the percentage of staff trained per facility, broken 

down by cadre. These figures do not include security guards and cleaners, as many of the facilities 

assessed do not have full time cleaners on staff.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2a Percentage of Staff Trained by Cadre – Hospital 
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In the CHCs, training was much more limited. Regent was the only CHC that provided training for the entire 

staff; 71% (15/21) attended, including both midwives. Four of the seven CHCs (Regent, Ross Road, Lakka 

Oggo Farm and Murray Town) trained a community health officer (CHO) and no staff had been trained at 

Masongbo, Panlap or Waterloo CHCs, beyond cleaners trained at Masongbo. Training sessions were 

provided by the district health management teams (DHMT) and non-governmental organization (NGO) 

partners. 

 

During the interviews in four facilities (Regent CHC, St. John of God and Rokupa Hospitals and AWC) the 

integral role that the IPC focal persons played in dealing with the pandemic was outlined. IPC focal persons 

were involved with initial and ongoing training, mentoring, and supervising IPC practices. St. John of God 

hospital described a multidisciplinary IPC committee for which each cadre had assigned duties, e.g. the 

medical director was responsible for post-exposure prophylaxis, the matron oversaw IPC supplies, and 

security maintained crowd control and reinforced use of masks by people entering the hospital.Most in-

charges (9 of the 14 facilities) indicated that they were monitoring hand hygiene practices. They described 

close observation, mentoring, and watching over each other as means of monitoring, rather than taking 

a monitoring and evaluation approach to collecting and analysing data.  Healthcare workers interviewed 

in five facilities (Regent, Lakka Oggo Farm and Murray Town CHCs; Makeni and Bo Hospitals) indicated 

that they had not experienced a national or district supervision visit within the past three months. 

However, health care workers in four facilities (Rokupa Hospital, Ross Road, Masongo and Panlap CHCs) 

reported having more than two such visits.  

 

The healthcare workers at King Harman Hospital and Ross Road CHC said that they had COVID-19 support 

visits from the district; and health care workers in other facilities (AWC, St. John of God, King Harman and 

Rokupa Hospitals; Regent, Ross Road, Murray Town CHCs) indicated that they had received COVID-19 

support visits from a non-governmental organization partner. 

Figure 2b Percentage of Staff Trained by Cadre – Community Healthcare Centres 
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Standard COVID-19 Precautions 

Figure 3 illustrates seven  key standard precautions  in place in hospitals and CHCs: 1) Face masks available 

for patients; 2) COVID-19 protocol in place; 3) COVID-19 staff orientation; 4) a triage centre; 5) an isolation 

facility for COVID-19 cases; 6) immediate isolation of suspected COVID-19 cases; and 7) monitoring of 

healthcare worker hand hygiene.  

Generally, the hospitals had more standard precautions in place than the CHCs. The two private hospitals 

(AWC and St. John of God) had all the seven elements measured in place. 

*note that where figure is blank this indicates that the standard precaution is not in place.  

 

Eight of 14 (57%) facilities had a written COVID-19 protocol for screening patients for suspected cases. 

Complete triage was not available in four of the CHCs (Regent, Waterloo, Masongbo and Panlap); these 

facilities did not have thermometers. All the hospitals had a designated isolation room; but none of the 

CHCs had equipped isolation rooms. Murray Town CHC stated that if a patient needed to be isolated, they 

would set a chair outside for them. 

 

Only four hospitals (Rokupa, AWC, Makeni and St. John of God) provided patients with face masks, none 

of the clinics provided them. The in-charges indicated that patients were expected to purchase their own. 

Although in four facilities (King Harman Hospital, Regent, Waterloo and Murray Town CHCs) the in-charges 

indicated that they directed patients to a place nearby where they could purchase face masks. Patients 

were observed wearing a face mask upon arrival at ten (71%) facilities; in Regent, Lakka Oggo Farm, 

Masongbo, Panlap CHCs patients were observed not wearing face masks. 

Figure 3 - Standard COVID-19 Precautions in Place* 

Triage 
Station 

Isolation 
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Cleaning and Disinfecting 

Less than half (6/14) of the healthcare workers interviewed were aware of a written cleaning and 

disinfecting procedure. Most (11/14) described using chlorine bleach solutions (Clorox or Dettol) for 

disinfecting environmental surfaces. The healthcare workers indicated that nurses use 70% alcohol to 

disinfect stethoscopes and thermometers. Only two facilities (Lakka Oggo Farm and AWC) felt that they 

had sufficient cleaning and disinfecting supplies and 43 percent (6/14) of the facilities did not have rubber 

gloves to protect the cleaners. All but two facilities (Regent and Ross Road CHCs) had a means of managing 

medical waste through either incinerator, burning pit and, or central waste management. 

 

Observations of Clinical Service Areas 

Only two facilities were assessed as having enough space to maintain at least one metre between patients 

for social distancing in all clinical areas. Otherwise, each facility had clinical spaces for which social 

distancing could not be achieved (Figure 4). Labour and deliveries took place in the same room in four of 

the CHCs. Some facilities (Waterloo CHC, Makeni Hospital) had relatively large clinical rooms however, 

multiple nurses consulted, and more than one patient was attended to in a single room. This led to the 

breaching of the social distance rule of more than one meter between people. 

 

Figure 4 – Ability to Maintain Social Distancing* 
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* Social distancing was defined as keeping space the staff and client in the consultation rooms and between patients in the clinical/examination 

areas where it is not possible to maintain space between examining clinician and patient. 
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All facilities had functional handwashing stations in various locations throughout the clinical areas as seen 

in Figure 5. Seven facilities; King Harman, Rokupa, Makeni and St. John of God Hospitals, AWC, Waterloo 

and Regent CHCs had handwashing stations in all locations observed.  

 

Figure 5 - Availability of Functional handwashing stations 

Handwashing Station in Place No Handwashing Station in Place 
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On the day of assessment, staff in Regent CHC were not wearing masks in any of the areas observed 

(Figure 6). In King Harman MCH Hospital, some staff in the general patients waiting room were not 

observed wearing masks. The assessment team noted that cloth masks were being used instead of surgical 

masks in King Harman Hospital and Ross Road CHC. 

 

Figure 6: Staff wearing face masks 
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Figure 7 illustrates the availability of gloves in clinical areas. Waterloo CHC did not have gloves available 

in any of the clinical areas observed. Murray Town, Regent and Ross Road CHCs did not have gloves 

available in 3 out of the 5 areas observed. During the interviews, the assessors elicited that although the 

gloves may not have been available in the clinical area during the assessment, if gloves were available at 

the facility, they were available for use for the staff. The providers interviewed indicated that when a staff 

member needs gloves, they could request them from the in charge or whoever is managing the stocked 

items for supply. However, for most of these facilities, there were not sufficient gloves available. There 

were also instances where a single box of gloves was being shared by multiple clinical areas, so when the 

staff member needed them, they would need to go to where the gloves were being held at the time. 

 

                          Figure 7 – Availability of Gloves  
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Sharps containers were available in service delivery areas observed at all hospitals. However, four CHCs 

did not have the sharps boxes in key service delivery areas such as labour room, ANC, and consultation 

rooms ( Figure 8). 

 

Figure 8- Sharps Containers 
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Medical waste bins were kept in most locations with notable exceptions in PCMH and Makeni hospitals 

as well as Ross Road, Lakka Ogoo Farm and Murray Town CHCs (Figure 9)  

 

Figure-9: Medical Waste Bin 
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Service Trends – Family Planning 

Graphs 10 a – c below show the trends with family planning uptake of a combination of methods, in the 

periods January through March 2019 and 2020 in the facilities.   

 

Family planning uptake was calculated by aggregating per month the total number of clients who received 

the following four most commonly used contraceptive methods; oral contraceptives; DMPA IM, implants 

and IUDs.  

 

DMPA Sub Q was introduced as a method in 2019, but after training only a small number of nurses 

subsequently started offering the method in a few facilities. Our assessment revealed only three facilities 

that had clients taking up the method (Table 2). Regent CHC did not offer the method in Jan-Feb 2019, 

and Waterloo CHC stopped offering this method in 2020. Therefore, DMPA Sub Q was not included in the 

family planning methods trends calculations.  

  
Table 2 DMPA Sub Q Uptake in Community Health Centres 

CHC 
2019 2020 

Jan Feb Mar Jan Feb Mar 

Regent 0 0 0 0 2 5 

Ross Road 17 7 10 43 42 29 

Waterloo 1 6 0 0 0 0 

 

Figure 10a shows an apparent decline in FP uptake between January through March 2020 compared to 

2019 in AWC, the only private hospital offering FP1.   

 

                                                           
1 St John of God Hospital does not offer family planning services. 
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Although no consistent pattern is shown in the FP uptake trends in the hospitals (Figure 10b), it is 

interesting to note that Makeni, PCMH and King Harman all show higher FP uptake in 2020 than in 2019 

between January and March. 2020 uptake was also higher in Rokupa Hospital in January and February but 

declined in March to slightly lower than 2019 levels. Only Bo Hospital had a consistently lower uptake in 

2020 than 2019 levels.  
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Although it is difficult to compare trend data between CHCs; surprisingly, Figure 10c clearly illustrates 

higher FP uptake figures in 2020 compared to 2019 for all the CHCs. It must be noted here that the majority 

of data were missing for Murray Town in 2019, so it has not been included in this graph. As such, there is 

no comparison for Murray Town 2020. Nevertheless, we can see that Murray Town has considerably 

higher FP uptake in 2020 than any of the other facilities but does appear to be on a steep downward trend.  

 

 

 

 

 

 

Figure 10c: FP Uptake Community Health Centres Jan – March 2019/2020 
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The difference between continuing and new clients was also computed, using data obtained from the 

national HMIS DHIS 2 (Figures 11a – c). Three clinics (Ross Road, Regent and Waterloo) were examined as 

they had the most complete data to assess whether there is any noticeable trend in use of three 

contraceptive methods; injectables, implants and oral contraceptives. The uptake of implants and 

injectables was considerably higher than oral contraceptives in all three facilities. As can be seen in the 

below graphs, there is no clear trend for either new or continuing clients for oral contraceptives or 

implants.  
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The one trend that can be seen below in Figure 11c is that uptake for existing clients for injectables 

appears to be considerably higher than new clients, although Regent CHC also shows what appears to be 

a steady decline in the number of existing clients. While Waterloo and Ross Road CHCs show a decline 

from January through March and then uptakes increase again in April; with Waterloo CHC having a very 

sharp increase.  
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Service Trends – Maternal Health 

Like the family planning trends above, there is little noticeable change in service delivery trends for the 

three maternal health indicators recorded; Antenatal Care 1st Visit; Institutional Deliveries; and Postnatal 

Care at 48 hours (Figure 12a).  

 

Regarding ANC visits, Waterloo had the most visits of the CHCs, and had more in January and February of 

2020 compared with the same period of 2019. There is a noticeable decline in March 2020 from January 

and February figures with slightly more visits in March 2019 compared with March 2020. Overall, most 

CHCs have slightly more visits in 2020 compared with 2019, with Ross Road being the other facility with 

more visits in March 2019 compared with March 2020.  

 

 

 

 

 

 

 

Figure 12a - 1st ANC Visit - Community Healthcare Centres, January – March 2019/2020   
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A similar picture can be found in hospitals, with most facilities showing a flat trend line for ANC visits in 

2019 and 2020 (Figure 12b), with no noticeable differences in the periods measured. PCMH shows the 

highest number of visits, with slightly more in 2020 compared with 2019. 

 

 

 

 

Figure 12b - 1st ANC Visit - Hospitals, January – March 2019/2020 
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A similar mixed picture emerged with institutional deliveries (Figures 13a and 13b) and postnatal care 

visits (Figures 14a and 14b).  

 

Figure 13a - Institutional Deliveries - Community Healthcare Centres, January – March 2019/2020  

Figure 13b - Institutional Deliveries – Hospitals, January – March 2019/2020 
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Figure 14a - PNC Visits at 48 Hours - Community Healthcare Centres, January - March 2019/2020 

Figure 14b- PNC Visits at 48 Hours - Hospitals, January - March 2019/2020 
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Perceptions 

The in-charge and health care worker had opposing views on the perceptions of fear in the community; 

majority of the health care workers (71%) felt that women were afraid to come to the facility for services 

compared to only 36% of in-charges (Figures 15 a and b).  

When in-charges were asked if they felt that they could protect their staff from contracting COVID-19, the 

majority in both the hospitals (5/7) and CHCs (4/7) felt that they could, as seen in Figure 16. The health 

care workers in majority of the CHCs (6/7) did not believe they were protected although the staff 

interviewed in the hospitals mostly felt they were protected (5/7). The in-charges and health care workers 

in all the CHCs (7/7) indicated that they did not believe there was enough PPE. Similarly, in all the hospitals 

except St John of God in-charges also felt there was not enough PPEs. This indicates that even though the 

in-charges felt that there was not enough PPE, they still thought that they could protect their staff from 

COVID-19. They identified protective measures such as providing staff training and monitoring staff 

adherence to standard precautions.  

Figure 16: In-Charge and Health Care Worker perceptions on protection 
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Personal Protective Equipment  

Table 3 details the total amount of PPE available in each facility. The hospitals in general had notably more 

PPE available than CHCs. Some facilities had essentially no PPE; gowns and masks being the most common 

supplies stocked out.  

 

We extracted the institutional deliveries for May 2020 for each facility (Table 4) to try and determine the 

sufficiency of PPE. The CHCs clearly did not have sufficient PPE to cover even just the number of deliveries 

for May, not considering all other patient contact services they need PPE for. Although the hospitals were 

better stocked none of the hospitals had sufficient eye or foot protection compared to the number of 

deliveries they conducted. Apart from King Harman and Rokupa, all the other hospitals did not have 

sufficient surgical masks. Gloves were also clearly lacking in PCMH and Bo Hospitals.  

  
Table 3 PPE available in each facility 

 

Table 4 – Total Institutional Deliveries in 2020 in each facility 

3 

Regent
Ross 

Road
Lakka Waterloo

Murray 

Town
Masongbo Panlap Aberdeen St. Johns Makeni

King 

Harman
Rokupa PCMH Bo

Nose and mouth 

protection
(Surgical masks and 

Respirators) 0 0 0 0 0 0 45 450 40 31 1688 18750 20 12

Hand protection 
(Gloves) 0 3090 5 0 200 1 carton 550 300 302 452 1103 42330 751 154

Body protection 
(Gowns and Aprons) 0 0 2 100 0 32 2 650 206 409 481 100 0 30 + 1 roll

Eye protection
(Goggles and Face 

Shields) 0 10 0 0 0 20 2 110 27 9 327 25 25 18
Foot protection
(Rubber boots and 

Shoe Covers) 0 0 0 9 0 0 0 80 14 0 50 0 0 0

Community Healthcare Centre Hospital

PPE Description

Regent
Ross 

Road
Lakka Waterloo

Murray 

Town
Masongbo Panlap Aberdeen St. Johns Makeni

King 

Harman
Rokupa PCMH Bo

Total Institutional 

Deliveries 2020 61 207 69 219 117 57 42 566 142 88 295 592 1024 284

Community Healthcare Centre Hospital
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Medications  

Family Planning 

In general, King Harman, Makeni and Rokupa Hospitals had the most contraceptives supplies and the 

availability of contraceptives ranged widely between facilities (Tables 5a and b) 

 

DMPA IM was stocked out in three facilities (Ross Road CHC, PCMH, and Bo Government Hospitals). 

Almost half of the facilities (Rokupa, Aberdeen and Bo Hospitals; Ross Road, Masongbo, and Panlap CHCs) 

did not have DMPA subq available. This drug was only made available to facilities that had been trained 

on its use. The hospitals where staff had been trained had between 100 and 200 vials on hand. Murray 

town did not have implant sets available. Lakka Oggo Farm and Waterloo were out of emergency 

contraceptives. All facilities had condoms available except St. John of God which does not provide family 

planning services.  

 

 

. 
Commodity 

Hospital 

King 
Harman 

Rokupa Aberdeen Makeni 
 

PCMH 
 

Bo 

Oral contraceptive cycles (pack of 3) 6219 17,535 5 1542 9 45 

DMPA IM vials 400 150 75 247 0 50 

DMPA SubQ vials 196 0 0 200 6 0 

Implant sets 1494 100 27 570   30 

Emergency contraceptives pack of 1 4825 70 8 70 80   

Male condoms/pieces 2016 200 720 776 200   

 

 

 
Table 5b-Availability of Contraceptives in Community Health Centres 

Commodity 

Community Health Centres 

Regent 
Ross 
Road 

Lakka 
Oggo Waterloo 

Murray 
Town Masongbo Panlap 

Oral contraceptive cycles (pack 
of 3) 60 54 40 0 0 189 201 

DMPA IM vials 120 0 100 75 50 199 50 

DMPA SubQ vials 110 0 100 200 100 0 0 

Implant sets 125 50 30 141 0 13 270 

Emergency contraceptives 
pack of 1 30 29 0 0 25 14 5 

Male condoms/pieces 864 5328 2880 4464 432 2592 4440 

 

  

Table 5a – Availability of contraceptives in Hospitals 

3 
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Maternal Health 

Medications deemed essential for maternal health services were counted on the wards. Three facilities 

(Regent, Lakka Oggo Farm and  Waterloo CHCs) were out of oxytocin for at least a month, with Waterloo 

out for approximately five months.  

 

Misoprostol was not available in 50 percent (7/14) of the facilities (Regent, Ross Road, Waterloo, 

Masongbo and Panlap CHCs; King Harman Hospital and AWC). Makeni Hospital had a large supply (27,760 

tablets), Murray Town CHC and St. John of God Hospital had the small amounts (20 and 18 tablets 

respectively) available. 

 

Four facilities had stock outs of magnesium sulfate (AWC, Ross Road, Lakka Oggo Farm and Waterloo 

CHCs). Calcium gluconate was not available in six of the 14 facilities (AWC, Rokupa Hospital, Ross Road, 

Lakka Oggo Farm, Waterloo and Mosongbo CHCs).  

 
Table 6a. Availability of Maternal Health Medications in Hospitals 

Medications 

Hospitals 

King 
Harman Rokupa Aberdeen Makeni 

St. 
Johns PCMH 

Bo 
Hosp 

Oxytocin injection/ 10 vial boxes 487 1920 10 380 12   

Misoprostol tablets/pack of 4 0 720 0 27,760 18   

Magnesium sulfate injection 
ampoules/pack of 10 470 1000 0 100 16   

Calcium gluconate ampoules 500 0 0 25 5   

 
Table 7b. Availability of Maternal Health Medications in Community Health Centres 

Medications 

Community Health Centres 

Regent 
Ross 
Road 

Lakka 
Oggo Waterloo 

Murray 
Town Masongbo Panlap 

Oxytocin Injection/ 10 vial 
boxes 0 130 0 0 10 70 10 

Misoprostol tablets/pack of 4 0 0 91 0 20 0 0 

Magnesium sulfate Injection 
ampoules/pack of 10 9 0 0 0 5 12 10 

Calcium gluconate ampoules 2 0 0 0 2 0 15 
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Discussion 
 

This was a rapid assessment which provides a snapshot of the infection prevention practices, supply 

availability and services that existed on a given day in MH/FP services. It does not provide information on 

why health care practices and processes are used or not used, but this approach does provide objective 

and quantifiable information on the status of health services readiness for responding to the COVID-19 

pandemic. Even though the findings cannot be generalized to facilities within Sierra Leone, this 

assessment clearly indicates that several urgent actions are needed to boost COVID-19 pandemic 

preparedness in health facilities. Our findings indicate that CHCs need support to enable them to urgently 

act to boost their readiness.  

 

The staff identified factors that have impacted patients’ visits at their facility. For instance, staff in PCMH 

and Ola During hospitals were quarantined due to a doctor testing positive for COVID-19, and MH/FP 

patients were being diverted to peripheral healthcare units. Also, there were imposed restrictions on 

movement to avoid spreading the virus, including a three-day lock down of health care facilities. 

 

Training healthcare workers in infection prevention is integral to ensuring the safety of patients, their 

colleagues and themselves. The hospitals had received support to provide more extensive staff training, 

whereas fewer staff in CHCs were trained, thus, there is limited expertise in the clinics to ensure effective 

implementation of measures to limit the spread of the virus. Some facilities had orientated their cleaners 

and security guards on COVID-19 prevention, notably the in-charges of King Harman and PCMH reported 

that they had oriented all of their cleaners and security guards. The presence of an IPC committee and 

focal person in the hospitals enhanced the responsiveness to an outbreak, as they participated in training 

and monitoring IPC practices. 

 

Most facilities indicated that they provided patient education regarding COVID-19 daily and posters were 

seen in the waiting rooms of most facilities. These tools help to reinforce the information and encourage 

behaviour change, informing women of the importance of standard precautions will likely have an 

influence on reducing risk for their families and community.  

 

A standardized process of rapid triage, isolation, and placement of patients with suspected COVID-19 is 

essential to minimize the risk of transmission and exposure of healthcare workers and other patients.vii 

All hospitals assessed had set up procedures to screen patients with suspected COVID-19 infection and 

provide isolation. However, the health centres were not as prepared and did not have the means for 

isolating patients who exhibit signs and symptoms. Thus, patients with symptoms could potentially expose 

other patients and staff to the virus.  

 

Wearing face masks is a key intervention to reduce transmission of the virus.viii Patients and staff had 

limited access to face masks in the facilities studied. Research has shown that homemade and surgical 

masks both reduce the number of microbes expelled, however surgical masks were three times more 

effective in blocking transmission than the homemade masks.ix Researchers have cautioned against the 

https://twitter.com/intent/tweet?&url=http%3A%2F%2Ftinyurl.com%2Ftbclfeo&text=Training+medical+workers+is+integral+to+ensuring+the+safety+of+their+patients%2C+their+colleagues+and+themselves.
https://twitter.com/intent/tweet?&url=http%3A%2F%2Ftinyurl.com%2Ftbclfeo&text=Training+medical+workers+is+integral+to+ensuring+the+safety+of+their+patients%2C+their+colleagues+and+themselves.
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use of cloth masks for healthcare workers, as the protection is much lower than a surgical mask or 

respirator.x This caution does not preclude the value of the public wearing cloth masks, as masks have 

shown to decrease the spread of the virus when compliance is high.xi Any effort to decrease transmission 

can reduce the number of COVID-19 deaths. Providing patients with facemasks may increase healthcare 

attendance, as patients may be deterred from seeking health care if they must purchase their own face 

masks.  

 

There is no way to maintain social distancing or “hands-off” and provide health care. However, using 

masks and finding ways to limit social contacts is necessary. Studies show that transmission of viruses was 

lower with physical distancing of 1 m or more and protection increased as distance was lengthened.xii 

Another study suggested that when social distancing interventions were started early in the epidemic, 

that the intervention would consistently decrease the number of cases and delay the epidemic. xiii Some 

measures have been taken in the clinics. For example, the in-charge at Ross Road CHC adjusted the staffing 

schedules to improve social distancing. However, in other facilities such as Waterloo CHC and Makeni 

hospital several midwives were still consulting together with different patients in one consulting room. 

Reorganizing patient flow for women’s health services is also an option. Placement of sitting areas and 

marking off distances between people standing in line are other ways to manage the situation. 

 

Disinfection practices are important to reduce the potential for COVID-19 virus contamination; thus, it is 

important to wipe down frequently-touched surfaces and make sure that there is reduced exposure. Less 

than half of the facilities had a standing operating procedure with clear delineation of responsibilities (e.g. 

housekeeping or clinical staff), regarding the type of surfaces and frequency of cleaning. And, all but two 

of the fourteen facilities reported having sufficient disinfectants, such that a few were using regular hand 

soap or hand sanitizer to clean the environment and instruments. 

 

The lack of PPE in the healthcare facilities assessed was alarming. Based on data from 30 countries, the 

International Council of Nurses reported that 90,000 health workers were infected with COVID-19 and 

more than 260 nurses had died from the pandemic. On average, 6% of all confirmed cases of COVID-19 in 

these countries are among healthcare workers.xiv The most pressing need in healthcare facilities assessed 

is for adequate supplies of PPE for the health care workers like gloves, gowns, eye protection and masks 

(surgical and N95 masks).xv The situation not only threatens health care worker’s well-being, it could also 

limit Sierra Leone’s health care capacity, as experts warn that we need to scale up to confront the 

expected rise in coronavirus cases. Therefore, there is a need for greater protection and support.  

 

Although the in-charges perceived that service uptake had decreased, the data did not reveal a difference 

in pattern between the first quarter of 2019 and that of 2020. The data also does not show consistent 

declines in service uptake in 2020; antenatal care, institutional deliveries and postnatal care visits showed 

no significant change over the period measured. However, the first case of COVID-19 was not reported 

until the end of March and thus, impact on patient visits may not have been seen based on the January 

to March 2020 data we collected. It is important that patient figures are consistently monitored and all 

efforts are made to get patients to continue to seek reproductive, maternal, newborn and child care.   
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Key Recommendations 

Staffing 

 Track the health of staff regularly and impact of COVID-19 on staffing levels. 

 

Training and Supervision 

 Ensure that current protocols, standard operating procedures are available for triage, isolation and disinfection 

of the environment and instruments. 

 Provide training for all staff on infection prevention, triaging patients and case management. 

 Provide ongoing or “just-in-time” training to maintain staff competence, especially for processes that the staff 

are less familiar, e.g. donning and doffing PPE. 

 Identify IPC focal persons and organize IPC committees in hospitals to guide outbreak management. 

 Implement hand hygiene monitoring to ensure ongoing compliance with procedures. 

 Supervise and enforce all patients and staff to maintain standard precautions, e.g. wearing masks, social 

distancing, and hand washing. 

 Provide patients education on COVID-19 and precautions to take. 

 

Triage and isolation 

 Set up triage and isolation areas and fully equip them handwashing stations, disinfection supplies, thermometer 

and a trained health care worker. 

 Ensure patients can obtain face masks before entering the facility. 

 

Clinical Service Areas 

 Use a daily checklist to ensure that standard precautions are maintained in all clinical areas. 

 

Supplies and Medications 

 Ensure all health facilities have sufficient PPEs for patient care.  

 Assess PPE levels at all facilities, constantly monitor use and resupply. 

 Supply sufficient disinfectants and cleaning supplies to all facilities. 

 

Data  

 Improve the collection, collation and use of data at facility level. Facility data needs to analysed and presented 

to health providers. 

 Monitor impact of the pandemic on women’s uptake of MH/FP services. 

 Regularly monitor service trends and put measures in place to reassure and encourage patients to utilize 

essential RMNCH services.  

 

Social Mobilization 

 Provide ongoing information to health care providers and community regarding the status of the pandemic 

and how the health care facility is prepared for it, as well as what the community can do to reduce transmission 

of the virus. 
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Recommendations 

 

Critical issues regarding the COVID-19 response were identified at the health care facilities that require 

collaborative efforts to address. Support from health authorities at district and national levels, as well as 

from development partners is needed to assist health care providers put appropriate measures in place 

to effectively respond to the pandemic. As the guidance for responding to the pandemic is evolving, it will 

be important for all facilities to follow current recommendations from the MoHS and WHO.  

 

It is critical to balance the demands of responding to COVID-19 while maintaining essential MH/RH service 

delivery. To ensure continuity of service delivery and reduce the potential from spreading the virus, 

standard precautions must be consistently practiced; and, the provision of adequate supplies including 

PPE is essential.  

 

Conclusion 
 

This readiness assessment conducted in MH/FP health care services in Sierra Leone identified areas that 

need to be addressed to better prepare the country to respond to the COVID-19 pandemic and ensure 

continuity of essential reprooductive health services. These findings are intended to guide facility teams, 

with support from the MoHS and partners, to prioritize the gaps and develop plans to make 

improvements.  
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