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Abstract

Introduction The COVID-19 pandemic has tested the resilience capacities of health systems worldwide and
highlighted the need to understand the concept, pathways, and elements of resilience in different country contexts.
In this study, we assessed the health system response to COVID-19 in Nepal and examined the processes of

policy formulation, communication, and implementation at the three tiers of government, including the dynamic
interactions between tiers. Nepal was experiencing the early stages of federalization reform when COVID-19
pandemic hit the country, and clarity in roles and capacity to implement functions were the prevailing challenges,
especially among the subnational governments.

Methods We adopted a cross-sectional exploratory design, using mixed methods. We conducted a desk-based
review of all policy documents introduced in response to COVID-19 from January to December 2020, and collected
qualitative data through 22 key informant interviews at three tiers of government, during January-March 2021. Two
municipalities were purposively selected for data collection in Lumbini province. Our analysis is based on a resilience
framework that has been developed by our research project, ReBUILD for Resilience, which helps to understand
pathways to health system resilience through absorption, adaptation and transformation.

Results In the newly established federal structure, the existing emergency response structure and plans were
utilized, which were yet to be tested in the decentralized system. The federal government effectively led the policy
formulation process, but with minimal engagement of sub-national governments. Local governments could not
demonstrate resilience capacities due to the novelty of the federal system and their consequent lack of experience,
confusion on roles, insufficient management capacity and governance structures at local level, which was further
aggravated by the limited availability of human, technical and financial resources.

Conclusions The study findings emphasize the importance of strong and flexible governance structures and
strengthened capacity of subnational governments to effectively manage pandemics. The study elaborates on the

*Correspondence:
Shophika Regmi
shophika.regmi@herdint.com

Full list of author information is available at the end of the article

©The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use,
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this

article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available
in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-024-10755-0&domain=pdf&date_stamp=2024-4-4

Regmi et al. BMC Health Services Research (2024) 24:428

Page 2 of 13

key areas and pathways that contribute to the resilience capacities of health systems from the experience of Nepal.
We draw out lessons that can be applied to other fragile and shock-prone settings.

Keywords Health system, Health policy, Resilience, COVID-19, Decentralization, Federalization

Introduction

Resilience has emerged as a key concept for health sys-
tems in the last decade. Catastrophic events such as eco-
nomic crises, infectious disease outbreaks, civil unrest,
and other shocks have highlighted the need to under-
stand the concept of resilience in relation to health sys-
tems and reflect on how to effectively build resilient
health system to cope with shocks and crises [1]. The
relevance of resilience in relation to health systems was
further highlighted globally during the 2020-2021 pan-
demic of coronavirus disease (COVID-19). The concept
and definition of resilience is evolving and gaining greater
interest and attention. Blanchet et al. defined resilience as
the capacity of a health system to prepare and respond
to shocks and to adapt and transform to cope with those,
while ensuring delivery of quality and essential health
services [2, 3]. Recent literature has highlighted that resil-
ience does not always imply a strong health system with
the view that health systems can be strong in stable con-
ditions but may prove vulnerable to shocks or, a health
system can be resilient during emergencies but not per-
forming well in routine conditions [4]. COVID-19 has
tested the resilience capacities of health systems world-
wide to respond to the pandemic while maintaining rou-
tine health functions. While it is agreed that the ability of
the health system to deal with such shocks and remain
resilient depends on the governance and political econ-
omy of the local context [5], more research is needed to
explore the elements and pathways (which we call “resil-
ience capacities”) that can support heath system resil-
ience during shocks and crises, and generalise lessons
learned from case studies. This study explores the health
system response to COVID-19 in the new federal context
of Nepal and examines the processes of policy formula-
tion, policy communication and implementation at the
three tiers of government, including the dynamic inter-
actions between these tiers. It also reflects on how these
processes might have affected the response and the lon-
ger-term resilience capacities of the health system as well
as the role played by resilience capacities of the health
system in allowing effective or suboptimal absorption,
adaptation, and transformation in the face of a shock.

To guide our understanding of health system resilience
and identify core capacities that underlie resilience which
may have been activated and/or supported during the
COVID-19 response, we adopted the resilience frame-
work and hypotheses developed by ReBUILD for Resil-
ience in 2020 [6] (Fig. 1), based on earlier literature on
the topic, including that undertaken by team members

(e.g. Jamal et al. in the analysis of health system resilience
in Syria) [7]. Under this framework, the broader capaci-
ties that the health system must have in place in order
to deploy resilience approaches are depicted as enabling
the core (absorption, adaptation and transformation)
approaches. Resilience capacities refer both to specific
elements, such as the presence of a culture of learning
within the health system, as well as the pathways, strat-
egies and interlinkages between capacities that reinforce
each other (for example, the framework hypothesises that
effectiveness of learning processes is related to inclusivity
and open governance and decision-making) [6].

Study setting
In Nepal, a new constitution was promulgated in Sep-
tember 2015, replacing the unitary government and
declaring the country as a federal democratic republic
comprising of three autonomous governance levels: the
federal, the province (7 provinces) and the local level
(with 753 municipalities). The introduction of this feder-
alised structure was still at an early stage when COVID-
19 pandemic hit the country. Municipalities in the new
structure are responsible for the delivery of basic health
services in addition to other functions related to formu-
lation of local plans and implementation of health pro-
grammes. The functions and responsibilities across the
three tiers of governments were defined, however clar-
ity in terms of implementation of these functions and
the existence of capacity gaps especially at municipality
level were already known before the pandemic [8, 9]. The
chronic stress due to the decentralization processes with
the added acute crisis due to the COVID-19 pandemic
posed a major challenge for the local governments that
had to prepare and respond to the pandemic, while at the
same time keeping basic healthcare delivery intact, which
they were only starting to manage and oversee directly.
Nepal was heavily affected by the COVID-19 pandemic
during the first wave in 2020. Figure 2 presents the dis-
tribution of COVID-19 cases from January— December
2020 by province in Nepal, including Bagmati province
where the capital city Kathmandu lies, which reported
the highest number of cases [10]. However, it should be
noted that data also reflect changing government guide-
lines on testing (for example, from June 2020 no tests
were required for asymptomatic cases in quarantine). The
government’s response to COVID-19 started in January
2020, and a first lockdown was imposed between March
and July 2020, though it was already partially lifted in late
May. A much higher wave of cases occurred from August
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Fig. 1 Resilience framework

onwards, due to the influx of Nepali migrant workers
returning from India and the time of the festivals of Das-
hain, Tihar and Chhath in October, during which the
government had relaxed restriction on transportation.

Methods

This study adopted a cross-sectional design using a mix of
policy review and primary data from key informant inter-
views (KIIs). With the aim of understanding the COVID-
19 policy response mechanisms adopted by the federal,
provincial and local governments to implement basic
health services along with preparedness and response to
COVID-19, we selected the study sites from all three tiers
of the government - Kathmandu (federal level), Lumbini
Province (provincial level) and two municipalities of Kap-
ilvastu district (municipal/local level) which was one of
the districts with highest COVID-19 cases, bordering
with India.

We first conducted a desk-based review of health sec-
tor policies, guidelines, and directives on COVID-19
preparedness and response formulated at national and
subnational levels from January to December 2020. Doc-
ument search was carried out mostly online with fre-
quent and regular visits to governmental websites that
provide all the COVID-19 policies, guidelines, directives
and other relevant documents (Table 1). Out of a total
of 90 policies and other guiding documents and direc-
tions published by the government over the year 2020

regarding COVID-19 preparedness and response, 76 pol-
icies were identified as most relevant and data extracted
from them.

Secondly, we carried out KllIs in January-March 2021,
at federal and sub-national levels to complement and
triangulate the information from the policy review, in
order to better understand the process of policy formu-
lation, communication and implementation at all levels.
In total, 22 KIIs were conducted with participants from
federal, provincial and local levels, purposively selected
considering their roles in COVID-19 response (Table 2).
The interviews took place in Nepali language and lasted
for 60 to 90 min. Topic guide was developed in English
and translated into Nepali prior to data collection and
was further revised and adapted iteratively based on the
field experiences (topic guide in Supplementary File 1).
KIIs were audio-recorded after receiving consent from
the key informants, and then transcribed and translated
into English for analysis.

All data from the document review and KllIs were
extracted to provide a descriptive overview and timeline
of the policy formulation processes, as well as the policy
communication and implementation. At a more analyti-
cal level, data analysis took a thematic framework analysis
approach and was based on a list of themes and sub-
themes derived from components of the resilience frame-
work [6], and emerging themes from the data, in line
with study objectives. Data was coded using a qualitative
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Fig. 2 Distribution of COVID-19 cases by province and total deaths from January to December 2020

Table 1 Sources of documents for policy review

Table 2 Summary of key informant interviews

Sources of documents

1. Government of Nepal, Ministry of Health and Population (MoHP),
Department of Health Services (DoHS), Epidemiology and Disease
Control Division (EDCD)

2. Government of Nepal, MoHP, Health Emergency and Disaster Man-
agement Unit and Health Emergency Operation Center (HEOC)

3. Government of Nepal, Ministry of Federal Affairs & General Adminis-
tration (MoFAGA)

4. Government of Nepal, MoHP, DoHS, National Public Health
Laboratory

5. Government of Nepal, Ministry of Home Affairs

6. Public Health Update

software NVivo and was processed iteratively with regu-
lar discussion among research team members. Thorough
triangulation of information from policy review and KlIs
was also carried out, and data was then summarized and
organized under defined themes and sub-themes.

Level and total
Klls

Informants

No. of informants

Mun1 Mun2

Local (16) — 2
municipalities

Province
(4)—Lumbini
Province

Federal (2)

Total

Health workers

Municipality Health
Coordinators

Mayor
Ward chairs

Female Community Health
Volunteers (FCHVs)

Provincial Ministry of Health
official

Provincial Health Directorate
(PHD) official

External Development Partner
(EDP) representative

District hospital
MoHP official
EDP representative

3 3
(1F2M)  (1F2M)
1 (M) 1 (M)

(M)
(M)
1 (M)
22(6F, 16 M)

Note: Mun1=Municipality 1, Mun2=Municipality 2; F=female, M=male
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Results

Findings from the policy review are presented in terms
of the trajectory of COVID-19 related policy documents
over a one-year period. Moreover, data from policy
review and KlIs are analysed and presented using a struc-
ture of the broader thematic order aligned with the com-
ponents of resilience framework and supported by quotes
extracted from the original transcripts.

Emergency planning and policy development

COVID-19 governance structure and key actors in the policy
formulation process

After the confirmation of first COVID-19 case on 23rd
January 2020 in Nepal, the Government of Nepal started
formulating various policies and directions in response
to COVID-19 pandemic starting from March 2020. Fig-
ure 3 below provides an overview of the timing of main
events and policies that took place or were published in
the period between January and December 2020.

The policy formulation process followed an already
existing governance structure with different committees
and working groups at national and sub-national levels,
and involved engagement of different tiers of govern-
ment as well as across government agencies and sectors
(shown in Fig. 4). After the first COVID-19 case was
diagnosed in Nepal in January 2020, the Government of
Nepal formed a High-Level Coordination Committee, led
by the Prime Minister and the Minister of Defence. Soon
after COVID-19 was declared a pandemic on March 11,
2020 by the WHO, [11] three different committees— the
Direction Committee, the Facilitation Committee, and
the COVID-19 Crisis Management Centre (CCMC)
were formed for rapid and integrated response for the
prevention and management of COVID-19. The Coun-
cil of Ministers formed the CCMC primarily responsible
for managing the responses in an integrated manner,
through its representative units at province, district and
local levels [12].

Likewise, the Incident Command System run under
the MoHP, led by MoHP’s Secretary, was primarily
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responsible for developing and refining policies and
guidelines for COVID-19 management, works in three
different areas— coordination and monitoring, opera-
tion and information/data. Later in May, for conducting
contract tracing effectively, the MoHP issued a directive
for formation and mobilization of Case Investigation and
Contract Tracing Teams (CICTT) in each local govern-
ment [12]. Likewise, the MoFAGA issued a directive for
the formation of the local level coordination commit-
tee and ward level coordination committee for mobiliz-
ing health workers and FCHVs, ensuring health message
communication in accordance with MoHP guidelines,
providing suggestions and establishing immediate refer-
ral systems, monitoring health desks at border entry
points, ensuring self-quarantine and physical distanc-
ing, etc. [13, 14]. However, in our synthesis, we found
that community participation in, and the functionality
of these coordination committees was a challenge which
raises concerns about whether the planning and policy
formulation process was inclusive and participatory.

Participation of subnational government in policy
formulation (vertical collaboration)

With the federalization of the country, the province and
local governments have power to make their own local
policies and plans. At the same time, pandemic or any
emergency management falls under the prime respon-
sibility of the federal government [15]. Therefore, con-
sidering the emergency situation and the limited time
available to respond to the pandemic, the federal gov-
ernment effectively led the overall policy development
process with little or no consultation with province and
local governments, which engaged mostly in implemen-
tation of policies and directions for COVID-19 manage-
ment (for example, quarantine management). Although
there were some exceptions (for example, the HEOC
meetings, which included province level representatives),
most respondents at provincial government level felt they
were insufficiently involved in the policy formulation
processes.

Nationwide Lockdown (24 March 2020 - 21 July 2020)

v

A

May 2020

* 14th May First COVID death
« Policies and guidelines for
HRH management,EMDT

« 4 April-First local
transmission

« Policies and guidelines
on COVID-19 clinical
management, dead

« 23rd January- First
Confirmed COVID -

+ 17th March- Second
confirmed COVID-19
case

19 case

« Policies and guidelines on
isolation management,
IPC (amended), private
lab testing (amended),
logistic support, dead
body management

July 2020

« Guidelines on health
care waste

October 2020

 Guidelines in
terms of home
isolation

* Directives regarding
public health criteria
during feast and

festivals

« Directives and

lockdown management, lab guidelines on

« Policies and guidelines
on screening,
quarantine, CICT, health
message communication
for health workers, and
action plan

body management,
lab testing., IPC,
volunteer
mobilization, relief
packages

April 2020

and of COVID and non-COVID
services, health services in
quarantine, private lab
testing, IPC (amend),
repatriation of Nepali citizens

January,2020

management,
engagement of private
HF for COVID-19
management, HRH
mobilization (amended),
CICT team mobilization

(providing
isolation kits),
volunteer
mobilization

November 2020

airlifting COVID-19
patients, validation
protocol for COVID-
19 diagnostic items,
dead body
management
(amended), lab
testing (amended)

testing (amendment),
non COVID services,
home quarantine

August 2020

June 2020

Fig.3 Timeframe of COVID-19 policies and guidelines. Note: Abbreviations used in the Fig. 3 - CICT (Case Investigation and Contact Tracing), IPC (Infection
Prevention and Control), HRH (Human Resource for Health), HF (Health Facility), EMDT (Emergency Medical Deployment Team)
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Province [government] was less involved in the pol-
icy formulation process at federal level. Some draft
documents were shared [with province] to collect
feedback but nobody has time to review those docu-
ments and hence, finalized [policies and guidelines]
were sent at once, whereas some documents were
developed and circulated without our concern.
(EDP_ Province).

There was no inclusion of local level representatives
such as mayors, deputy mayors, executive officers, health
coordinators and chiefs of health offices in the formula-
tion of COVID-19 related policies and documents at
the province level, who were involved in routine health
policies formulation process in the province in the non-
COVID context.

Provincial CCMC

District CCMC

Ward Level Coordination Committee

Multi-sectoral collaboration and networks

Multi-sectoral collaboration was widely observed in
federal and provincial levels during the policy formu-
lation process. Participation from different ministries
like Ministry of Foreign Affairs and General Adminis-
tration, Ministry of Home Affairs, Ministry of Industry,
Commerce and Supplies, Ministry of Communication
and Information Technology, as well as medical associa-
tions, security forces (Nepal Army, Armed Police Force)
was reported in policy formulation and response activi-
ties. Although there was a delay in decision from the
government to involve the private sector in the COVID-
19 response, from June 2020, the federal government
engaged with the private health sector for testing and
treatment through a reimbursement mechanism [16]. In
addition, consultation with partners, such as the World
Health Organization (WHO), international non-govern-
ment organizations (NGOs) and technical experts were
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regularly held during policy formulation processes at fed-
eral level.

Likewise, province government also coordinated and
collaborated with other departments and ministries and
also with international NGOs and private sectors, WHO,
United Nations Children’s Fund (UNICEF), United
Nations Population Fund, Red Cross Society, represen-
tatives from medical colleges and Association of Private
Health Institution of Nepal, Nepal Commission Drug
Association and other local organizations for technical
assistance while developing policies. Nevertheless, com-
munity level representation was missing in both federal
and provincial policy formulation processes.

While formulating the policies, local problems and
needs have to be addressed. The policies are devel-
oped at the national level, but they do not align with
our local context. Our local level is not developed
enough to implement the policies due to many dif-
ficulties such as lack of human resources, finance.
(Mayor_Municipality2)

Strategic use of evidence

The federal government successfully used global evidence
in policies and guidelines developed at federal level,
despite the lack of a dedicated professional team and
mechanisms for local evidence generation. For example,
it considered WHO interim recommendations in dif-
ferent areas for COVID-19 management, and regularly
adapted them to some extent while developing national
policies and guidelines. Similarly, the province level con-
sidered federal policies and WHO technical guidelines.
However, during the policy formulation at the federal and
provincial levels, identification of local resource needs for
example in terms of health staff, logistics, health infra-
structure, etc. was found to be done on an ad-hoc basis
using assumptions, rather than based on local informa-
tion and monitoring of local environment and population
needs and outcomes.

We developed a concept about how to treat if there
are 5000 critical cases in Lumbini province. Conse-
quently, we formulated a plan including how many
HR and equipment will be required, etc. Thereafter,
we made a contingency plan assuming how to treat
if there are 5000 cases. We made an action plan
accordingly to manage [COVID-19] for six months
as we were unknown about how long will [COVID
19] last for. (Province official).
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Applicability and relevance of national policies to local
context

Local level respondents clearly felt the inapplicability and
often the irrelevance of national level policies at local
level as COVID-19 response and policies were not devel-
oped considering local context and lacked coordination
with local levels. For instance, differences between urban
and rural areas were evident in terms of infrastructure
and human and financial capacity, but the same policy
was applied to both settings.

I did not find the national policy to be appropri-
ate to local context. Moreover, I felt that national
COVID-19 policy was promoting the autocratic style
of enforcing the activities. (Ward Chair_Municipal-
ityl)

This was reiterated by development partners in the prov-
ince who stated that federal policies were vague and too
general. For instance, national guidelines for CICT men-
tioned mobilization of public health professionals, nurse/
paramedics and lab technicians/lab assistants for CICT
which is not possible at province and local levels because
such human resources are not easily available. Local
administrations therefore had to adapt guidelines and
make them specific to their context. This was the case, for
example, of guidelines for isolation centres and operating
procedures regarding CICT.

Gender and equity in policies and response measures

Our policy review revealed that gender and equity con-
siderations were not generally reflected in COVID-19
policies and guidelines. A federal level informant con-
firmed that often gender and equity parameters in poli-
cies and guidelines were overlooked as the focus was
on finding ways to respond to the emergency situation,
rather than considering gender and equity. Similarly, gaps
were observed in consideration of gender and equity in
provincial level policies and guidelines, especially at the
beginning. However, a series of gender related issues
started emerging during implementation, for example
in relation to quarantine management (common bathing
area for males and females, cases of rape etc. occurring
in different parts of the country that appeared quite fre-
quently in media sources). This forced a revision of poli-
cies at the province level, as a reactive management to
inform practices accordingly to the context e.g., separate
living and essential health services for children, elderly,
pregnant and lactating mothers, people with disability
and chronic illnesses in quarantine centres [17], separate
room, toilet and bathroom for males and females along
with sanitary pads for females, and provision of female
security personnel at female isolation centres [18].
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There was no thought about gender [equality and
equity] since it was handled based on case. But there
were some issues during quarantine management
like increased number of people were kept together,
both male and females were kept in the same block,
bathing area was also same for both male and
females in the quarantine centre. However, gender
issue was not addressed in policies. [During quaran-
tine management], we witnessed that problem, so we
addressed it verbally though it was not mentioned
in the policy. Later, the issue had been addressed
by arranging separate rooms for male and female.
(Province official)

Policy communication and information dissemination
approaches

The federal government used several channels for policy
communication and dissemination. These included for
example: daily national press briefings, situation reports,
and notices on official websites, social media platforms
(Facebook, twitter, Viber), newspapers, local radios, and
televisions. Although different mediums were used, the
overall communication process was found to be a one-
way, top-down approach. Targeted communication to
respective audiences was absent as communication to
different levels of government, health workers and public
was done in the same manner. Interaction for communi-
cating policies between the three tiers of government was
largely missing. As a result, provincial and local govern-
ments remained less aware of some policies and updates,
and thus had to rely on their own access to information.

There needs to be targeted audience and focused
communication. We just did general communica-
tion. After making policies, we should have called
ministers of all seven provinces, directors and briefed
them about the policy. We should have explained the
reason for not doing PCR testing after 14 days and
explained them about the evidence on which guide-
lines are based. We did not communicate about it.
(MoHP_Federal).

There was a communication gap. Federal level for-
mulated the guidelines but never informed us about
that. We have to search in Facebook, we knew [about
the guidelines] through other mediums. We only
operated and managed by exploring [the guidelines]
through other mediums and self-search. (Province

official)

In contrast, the provincial government was to some
extent more proactively engaging in communicating and
updating local governments about new policies, via direct
channels such as phone call, email or physical meetings,
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although that was sluggish in the initial phase. Further-
more, ad-hoc meetings were also conducted between
province and local levels for coordination. Later, the pro-
vincial government developed a software application that
gathered relevant COVID-19 information, national poli-
cies and official documents to inform and update local
governments and health workers. At the municipal level,
municipalities were found to communicate information
regarding COVID-19 policies and guidelines to ward
representatives and health workers in a simple and com-
prehensive way, either in person or via phone. They also
discussed ways to implement policies and guidelines.

The federal government did not communicate poli-
cies formally. The province government sent model of
different format through email. It has also mobilized
a responsible person [for communication]. Policies
and guidelines keep on changing but the responsible
person does the coordination. They call formally and
ask us to enter the situation here in that format and
we send the data through email. We also take the
direction from there. That is how the information is
circulated. (Health Coordinator_Municipalityl).

Health workers on the other hand were not officially
informed about policies from the municipality or other
levels. They were informed verbally by municipality offi-
cials but not in any written form or through sharing of
documents which they felt to be ineffective and inhibited
their understanding. They also relied on their own access
to information.

Regarding the urgent matter like providing vitamin-
A during COVID, we got that information through
Facebook only... That information should have been
forwarded to us, but it was not done. My friends
shared it on Facebook and I saw it there. After that,
I printed that and shared with the health workers.
(Male Health Worker_ Municipality2)

Policy implementation

Decision space, capacity, and accountability in policy
implementation at subnational level

Decision space includes authority and choices to make
decisions at the local level, accompanied by strength-
ened capacities and accountability mechanism for bet-
ter decision making [19]. Federalism has meant that
increased power is assigned to subnational governments,
and local governments have de jure decision spaces for
the operational aspect of disease management such as
planning, budgeting, resource allocation for COVID-19
management. In practice, provincial and local govern-
ments were found to be exercising this power mostly at
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the operational level and in terms of policy implementa-
tion (rather than in terms of policy formulation), by allo-
cating budget for COVID-19 management, establishing
isolation and quarantine centres, procuring equipment
and materials (personal protective equipment, masks,
sanitizers, soap) and hiring health workers, among other
activities. Local governments did not always follow fed-
eral guidelines. For example, the guideline for testing was
amended by federal government which required no test-
ing after completion of 14 days of isolation. This guide-
line was not followed by the local governments, and they
continued testing for all COVID-19 infected people com-
pleting a quarantine period. Moreover, the guidance of
the federal government to not allow the migrant popu-
lation to enter the country through border entry points
because of increased risks of transmission of COVID-19
infection was again not followed by local governments.
Instead, both local governments included in our analy-
sis permitted entry for migrants who were stranded on
the India-Nepal border and placed them in quarantine
centres.

However, issues were raised because of the lack of
budget available to local governments due to delay in
allocation from federal level or the absence of emer-
gency budgets to cover for such a pandemic situation.
This highlighted the fact that a large amount of budget
remains with federal government despite the decentral-
ization in the country. In addition, respondents noted
that duplication of budget happened in some places while
budget was insufficient in others. This created confusion
and difficulties in policy implementation.

There was a controversy. Sometimes, federal govern-
ment directly provided budget for quarantine man-
agement to municipal level, whereas sometimes,
budget was sent to province and province sent bud-
get to municipal level for quarantine management.
Federal, provincial and local government separated
budget for quarantine and isolation. It was not
clear who should allocate what amount of budget
and their exact roles, particularly in the context of
COVID 19 response. (EDP_ Province).

As a result, the overall implementation process was not
smooth and, in some instances, resulted in suboptimal
implementation. One clear example concerns the man-
agement of quarantine and isolation centres where the
local governments faced a hard time to establish and
manage them in the community. Most quarantine cen-
tres were established at schools, community halls, hotels
and other spaces, which was not sufficient to quarantine
thousands of people entering Nepal from India and other
countries. Due to the tremendous load of people in quar-
antine centres, municipalities were unable to properly
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manage the quarantine centres and people faced many
difficulties in terms of getting quality food, space, privacy
and safety, which also affected the safety of the health
workforce from the COVID-19 infection.

Policy compliance and mechanism for monitoring

Despite the availability of decision space concerning
operational mechanisms, a number of respondents at
municipal level noted the lack of clarity on the roles and
responsibilities of local governments with regard to fed-
eral policies, which hindered rapid and effective imple-
mentation. This was also confirmed by respondents from
federal government. One example concerned the mobili-
sation of the budget and human resources needed for
CICT, which affected the contact tracing and case inves-
tigation activities.

The CICT structure that was [supposed to be] formed
all-round the nation was not activated adequately.
There was uncertainty regarding who will offer the
budget necessary for training, how the training will
be conducted. Municipalities were not clear how to
manage budget and from where to manage health
personnel to form CICT team. (EDP_Federal).

Policy compliance was challenging due to the sud-
den changes over which local governments seemed to
have no control. For example, respondents at local level
recounted how they had tried to build up structures to
implement a policy on mobilization of volunteers, only to
see it later revised.

We received a national directive on how to form a
volunteer team during the COVID-19 pandemic.
Later, after we took a decision and formed a team,
we again received another letter from the govern-
ment due to which we cancelled the mobilization of
volunteer teams. (Health Coordinator_Municipality

1).

A number of mechanisms were put in place by the dif-
ferent levels to monitor compliance to the COVID-19
policies. The federal government recruited and deployed
provincial coordinators in order to assess the need of
health infrastructures and human resources required for
responding to the pandemic and the MoHP at central
level made visits to the provincial dedicated hospital and
laboratories for monitoring. At provincial level, the Min-
istry of Health (then functioning under Ministry of Social
Development) and PHD along with WHO conducted
monitoring and supervision of COVID-19 hospitals,
quarantine centres and border entry points, mostly on an
ad-hoc basis rather than regularly. Similarly, with support
from WHO and UNICEEF, the province created “isolation
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centre joint monitoring teams” to monitor delivery of
services and maintenance of standards at quarantine and
isolation centres at local levels with the use of a monitor-

ing checklist.

Table 3 Summary of major findings

Response measures

Challenges

Emergency planning and policy
development

+ COVID-19 policy formulation
process commenced from March
2020

« About ninety policies and
guidelines were developed in the
year 2020

Strategic use of evidence

- Policies guided by global evi-
dence and learnings

« Global guidelines actively
reviewed and updated at federal
level

Dedicated leadership and dis-
tributed control; multi-sectoral
collaboration and networks

- Federal government led policy
formulation, with technical leader-
ship from MoHP and CCMC

« Formation of committees and
groups to respond COVID-19 at
different tiers - strong multisec-
toral collaboration and partnership
established at federal level

« Use of decision space by provin-
cial government to manage the
pandemic response in the areas
such as budget allocation, logistics
procurement, human resource
recruitment, etc.

Information dissemination and
policy communication

- Intensive use of various media
channels by federal government
such as press briefing, national
websites, social medias, newspa-
pers, radios and television to com-
municate COVID-19 policies and
COVID-19 information to all

« Use of phone call, email, and
meetings to convey information at
subnational levels

Lack of inclusive and equitable
planning and governance

« Active participation of provincial
and local government during
policy formulation was limited

« Gender and equity not well
considered in policy formulation,
however, reactive management
done when related issues started
to get reported

Inadequate monitoring of the
local context and needs; and
lack of mechanisms to ensure
accountability

- Policies developed at federal level
were not feasible in local contexts
« No established mechanism

to monitor and ensure policy
compliance

Inadequate capacity of system
stakeholders and health
workers

« Local governments mostly reli-
ant on policies from federal and
provincial government

« Local adaptation of policies was
rarely done due to lack of capacity
and experience

- Few examples of reactive adapta-
tion of federal and provincial
policies into local context, at
municipality and health facilities

Information dissemination
approaches not effective and
targeted

« Top-down approach to
communication

- Policy communications not
targeted, same information and
channels to communicate to
diverse audiences- subnational
policy makers, health managers,
health workers and public - which
was found to be ineffective

« Lack of clarity on how to imple-
ment policy decisions among local
government officials and health
workers

« Sudden changes in policies dic-
tated from higher levels without
timely communication
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However, neither federal nor provincial levels were
able to monitor policy implementation and compliance
at community level. The urban municipality included
in this study received only one monitoring visit during
the entire COVID-19 pandemic. The rural municipal-
ity included in this study (but not the urban one) formed
ward committees as directed by federal government to
monitor policy compliance in terms of self-quarantine,
institutional quarantine, and adoption of public health
standards (such as, social distancing, wearing mask and
sanitizing/washing hands).

Discussion
This study explored the health sector policy response
to COVID-19 in the federalised context of Nepal, high-
lighting the critical role of the health system in policy
formulation, communication and implementation across
multiple levels. The study assessed how the response
mobilised potential or existing health system resilience
capacities and how this has affected its effectiveness, and
highlighted areas which require urgent action to build a
resilient health system. The findings also demonstrated
how different components of the resilience framework [6]
interacted that are crucial in building health system resil-
ience. Table 3 provides a summary overview of the main
findings aligning with the components of the framework.

Our findings highlighted that the federal government,
who is mainly responsible for the emergency manage-
ment in the federalised context, effectively handled the
overall policy development process with technical leader-
ship from MoHP and CCMC, and by engaging multi-sec-
toral actors. This fits within the roles in the decentralised
context where federal government sets policy and leads
management in emergency situation, and local govern-
ments translate them into actions with necessary adapta-
tions. However, the participatory and inclusive process of
policy formulation with the involvement of other tiers of
governments (province and municipalities) and the com-
munities was often ignored. Policies developed at federal
level lacked feasibility and applicability in local contexts,
which was also highlighted in another study conducted
in Nepal [20]. The emergency plans and structures that
were established before the federal system in the country
were used in the pandemic response, but proved difficult
to adapt and implement in varied local settings. Further-
more, the existing community structures at local levels,
that are linking communities to the health system were
not properly utilised during pandemic response, and thus
emphasis should be given to community engagement by
sufficiently training and mobilising community health
workers (FCHVs including health workers at peripheral
level) for the emergency response [21].

Effective coordination and communication was another
area for which the federal government was largely
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criticized. Although various channels and media were
used aggressively in communicating COVID-19 policies
and information from federal to subnational govern-
ments, including to the public, they all used a top-down
approach that raised concerns about clarity and under-
standing of the messages at different layers. The policy
communication process, which was not systematic,
timely and targeted, resulted in misunderstanding of the
decisions and confusion in their implementation at the
ground level, where there was no mechanism to moni-
tor and ensure compliance to those policy decisions. Due
to lack of clarity in roles and decisions, further delays in
action and poor implementation were the resulting con-
sequences. Therefore, crucial to health system resilience
is to ensure that the coordination and communication
channels and approaches should be appropriate and
reach targeted audiences on time with clear messages
[22]. Gender and equity was an area that received less
attention in the policy documents, nevertheless, reactive
management during implementation led to adaptations
when issues started to be reported.

Another key area identified in our synthesis was avail-
ability of decision space at the local level and the capac-
ity to use it. Local governments, despite having decision
space to develop local policies and guidelines in the
federalised context, were mainly relying on policies
and decisions communicated by provincial and federal
governments and their contextual tailoring was very
rare. This was due to lack of capacity and experience,
and the absence of mechanisms to develop and moni-
tor accountability. Insufficient capacity of local govern-
ment in decentralised contexts to function appeared
to be a common problem across six countries in fragile
and conflict-affected settings (namely Pakistan, Philip-
pines, Indonesia, Myanmar, Nepal, Sri Lanka, and Papua
New Guinea), as highlighted in a recent study [23]. This
capacity gap and the contexts impact the performance,
equity and ultimately, resilience of the health system [24].
The response mechanisms implemented at local levels
therefore were ad hoc without effective use of evidence
and resources [5, 25]. As a consequence, the issue of low
trust in local governments among the public remained,
which was also highlighted in another study conducted
in Cameroon, Nepal and South Africa, where govern-
ments struggled to build credibility and acceptance of
public during COVID-19 [5]. Moreover, decentralization
was seen in administrative structure and functions, while
financial control was still centralized (the federal govern-
ment holds 82% of the programme budget [26]). In line
with the context in Nepal, the national level in Myan-
mar retains control over financing, legislation and the
formulation of national policies and plans [27]. The cen-
tral government in Indonesia holds 90% of the resources
where districts have control over only one-third of the
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total public expenditure on health [23]. A combination
of centralization, in which the federal government takes
the lead in coordinating and providing policy guidance
for improved performance, along with decentralization,
where local governments have increased flexibility and
decision space to increase equity and resilience [23], is
sometimes argued as an effective model of decentral-
ization. This was highlighted in a study in India, where
lessons from the responses of individual states’ during
COVID-19 suggested that empowering state govern-
ments to handle pandemics, while the central govern-
ment focuses on designing effective strategies, increasing
funding and strengthening monitoring mechanisms, can
be highly effective [28].

By applying the health system resilience framework
[6] to the study findings, our analysis highlights the role
played by the resilience capacities of the health system
and how they were mobilised in supporting the response
to the COVID-19 pandemic. We found that some ele-
ments that might have contributed to the resilience of
the health system and its capacity to absorb, adapt and
transform in the face of the pandemic were already pres-
ent and were effectively exploited. These were found
in particular at federal level and included the rapid and
comprehensive activation of already existing emergency
structure and plans, which was yet to be tested in the fed-
eralised context. In the newly established federal system,
such capacity to formulate response policies were meant
to be transferred to local levels, alongside the skills and
resources necessary to make efficient use of the policy
formulation decision space. However, due to the novelty
of the federal system and the consequent lack of experi-
ence, confusion about roles and responsibilities, insuffi-
cient local health system governance and low availability
of human, technical and financial resources, those same
resilience capacities were not effectively mobilised at
local levels. As a consequence, a rapid response, reverting
to a pre-federalisation, top-down model prevailed over
a participatory approach of inclusive and open gover-
nance in decision making, that would have strengthened
potentially existing resilience capacities at local levels, or
to build them to ensure the longer term resilience of the
local health systems. This approach promoted absorp-
tion strategies in order to cope with the pandemic but did
not generally support adaptive responses of the health
system.

Importantly, this last point does not mean that adap-
tations did not occur at the local level. While policies
formulated at central level were reflecting less on local
contexts and needs and did not build on locally relevant
intelligence and data (rather built on global evidence),
local governments were able to partially take advantage of
the decision space allowed by the federalization process,
at least in terms of policy communication approaches
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and policy implementation. We found a few examples of
local tailoring of policies and guidelines, although often
this was reactive rather than proactive and hampered by
lack of financial, human and material resources, ambigu-
ity in roles and responsibilities, and lack of capacity for
information gathering and implementation monitoring.
For example, the local governments mobilized the CICT
team, adapting to the local context due to the unavailabil-
ity of technical human resources indicated in the guide-
line. Likewise, adaptation was also seen in the operation
of quarantine and isolation centres for management of
COVID-19 cases.

Strengths and limitations of the study

This study aimed to explore health system resilience in
Nepal in responding to COVID-19 pandemic, taking
examples from two municipalities as a case study. The
study offers some important insights on the need for an
inclusive policy formulation process and effective com-
munication strategies which use the right channels and
approaches to reach targeted audiences in a decentral-
ized context. These are crucial components of pandemic
responses but less emphasized in other studies. Moreover,
the study also shares some experiences of the country in
the transition to federalization around coordination and
partnership, translating capacities to local governments
and generating local leadership, accountability and trust,
which are instrumental to strengthen and build resilient
health systems across multiple levels. However, there are
some limitations to our work. The findings of this study
may not be representative of wider contexts, and thus
demand further research of a larger scale. However, the
coping mechanisms adopted and the resilient capacities
shown by the country and the local governments, and the
key lessons learnt, generate important learnings for the
country itself, and for other similar settings to consider
during future shocks and emergencies.

Conclusions

This study has assessed key resilience capacities of
the health system required to manage shocks, such as
COVID-19 pandemic. It is clear that a strong and flexible
command structure is essential in effectively dealing with
an emergency situation. Although the federal government
has a key role in emergency response, there is a need for
decentralized frameworks to be used in emergency situa-
tions, where strengthening capacity of local governments
is one of the key areas of focus, in addition to investment
in infrastructure and equipment. Inclusive, responsive,
evidence- and needs-based, and gender equitable policies
and adoption of a clear and effective approaches to com-
municate the policies are crucial to building resilience
to protect population health in the situation of emer-
gency and changing health needs. Continued learning
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and adaptation from the COVID-19 pandemic, and from
other events of acute and chronic shocks to the health
system in countries undergoing structural transitions will
help build resilience in the long run.
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