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>>:  It is so amazing that they are on the call.  I hope that works for you guys.
>>:  We do have closed captioning.  It does help the captioner, when we are speaking as articulately as possible.  But also because we have so many people from around the world, I tend to speak quite quickly.  On these calls I try to modulate my speech.  It is just a reminder, to us all.  Thank you for bringing that up point up
>>:  I feel like, even, with traveling, both east Africa and West Africa, no one understands my accent there.  It is a very bland accent.  I don't know what the case is.  I try to speak slowly.
>>:  Good morning.  How are you guys doing?
>>:  Doing fine, you?
>>:  All right.  Hanging in there.  Another week in our strange new normal.
>>:  It is just a minute before we are going to start.  My mine Al comment to all of the speakers, and presenters on the call is:  I want to again thank you in advance and wish you a very good call.  We do like to encourage that you actively participate in the chat box.  We looking forward to the robust discussion.  And you know, we are all part of this call.  Any one who is calling in, all of the speakers.   So, please do act actively respond to questions.  Ask questions.  And just enjoy the call.  So David, Nicole or Barbara before I officially open, is there anything else that would you like to say to the speakers?
>>:  No.  I think just thank you.  And this is going to be great.  I am really excited for you all being here and helping us get to together so quickly.  And making such an awesome presentation.
>>:  Okay.  Great.  Well, thank you so much.  Again, best ‑‑ please every one enjoy the call.  David, we can start the recording now.
>>:  So I would like to now welcome every one on the call.  We will have for the next few minutes, we will somewhere a number of people joining, as we know through the hurdles that you need to do to join the call.   So as we start, I am asking that every one who on the call please put your name an country from where you are calling from on your computer in the chat box.  We like to know who you are.  We welcome you to the call.
Officially, the call is open.  I am Julie DARGIS.  Senior advise rememberer.  CORE Group is a consortium of 195 health organizations, researchers, don't ons ‑‑ around the world.  CORE Group has every two deed decades to world with ‑‑ since early February CORE Group has been coordinating regular calls to address the many emerging aspects of the global 19 pandemic.  For awful you on the call, welcome to CORE Group's biweekly call number 15.  In this call, we will provide overview of the CORE Group home‑based care task force.  How partners are adopting the home‑based care guidelines developed and published by the task force.  In mid ‑‑ convened a group to address the issues around home‑based care.  Our moderator today will be the home‑based care task force co‑chairs, Barbara move let to.  She is program manager of cure America's global.  For the COVID‑19 technical response unit at mercy CORE.  Both CORE Group members.  Provide a presentation of home‑based care task force including overall framing of the home base care task force guidelines.  Two case studies, one global, one country level.  To highlight what is working and innovatively how others are adopting the guidelines.  For those who have just joined the call, welcome.  Please put your name and country from where you are currently based in the chat box.  We will begin with the first polling question asking you what continent you are calling from.  With that I will hand it over to Barbara and Nicole of, who will be the poll moderators.  I wish you a really fantastic call, thank you so much.  I wish you a really fantastic call, thank you so much.
>>:  Thanks, Julie.  David, can you go to the next slide, please, while we wait for that poll to come in.
Great.  Thank yous, maybe just the next one after that.  Thanks so much.  Okay.  So my name is Nicole Grable.  I am a co‑chairs of the home based ‑‑ for those of you who are just joining now.  Barbara and I will be talking through how we created the home‑based care reference guide with the task force team.  Some of them are on the call.   So I would like to welcome our task force team members, if you are on the call.  Please go ahead and you know, if you want to put something in the chat, that way people can be more familiar and also reach out to us individually with specific question.  I know we have ‑‑ for any of those who have joined just in the last minute, please go ahead and say Hell low the chat.  As we go through the discussion, we have the ministry of health and childcare in Zimbabwe.  Community and ‑‑ and discharge accompaniment using the home base care reference guide for those recommendations.  We also have Helen with medic mobile talking about digital use application as well as how they are using it within their work.  Next slide.  Thank you so much.
We also have some special guests from Kenya.  We have Anne and Lynette on the line from LBCT health Kenya who are going to be sharing with us some practical applications during COVID‑19 around sexual and gender base violence and what they are doing at the community level and, as well as the recommendations for ‑‑ we also have Florence on the line.  She senior technical adviser.  Food for the Hungry.  She will be sharing a little bit about what they are using  the reference guide for with their care groups.  Kenya and ‑‑
We also have will have Brian on the line, who is with us from the Zimbabwe Ministry of Health.  Advocacy and communication officer.  Thank you very much.  Everybody for being here.  And looking forward to the discussion.  Next slide, David, thank you.
Okay.  Good morning, every one, my name is Barbara must have let to.  Thank you Nicole for introducing every one on the call today.  We are very excited to be here.  So at the beginning of our call, you know, we first asked where are you calling from in the chat box.  We asked in a poll where you are calling from.  We know that being able to see data aggravated help us.  You can see most people are calling from North America.  Great representation from Africa.  And we are very much lacking in Antarctica and Australia.  We will work on that for our next call.  Thank you guys for tuning in from around the world.
Next slide, please.  And I next poll.  To continue with learning help guide our conversation later on, we will be talking about the contents of the guide.  Rate on a call of one to, with one being very little and five being a lot practically, the next part.  If you would not mind doing that now.  We will return to those later.
Next slide, please.
Okay.  So while you enter those poll results in, I wanted to go ahead and start talking to you about how this guide came about, briefly covering what it includes and then talking to you about the future, what our next steps are before we move onto our case studies.   So in April when the group came together, we could see what was happening in the health systems and Italy and the U.S. and around the world.  We just realized there was going to be a need to provide information and guidance on how many based care.  We knew that the pandemic would spread to many countries where we all work.  We want to provide practical guidance grounded in evidence and global guidance.
Can you go to the next slide, please.
>>:  L
And so the CORE group home‑based care task force convened.  These organizations listed here are the 15 CORE Group member association whose have been just all‑stars through this whole process.  They have been attending weekly meetings, reviewing documents.  Really, bringing the professional experience and insights to help make this guide and you know I wanted to show them here to show that this is, this was really a truly joint effort that was a collaborative effort.  Having all these eyes and expertise on they knowledge, on this guide, helps us you know be sure that it is the best it can be.  I hope to continue to improve it.  We feel pretty confident with all these inputs from these organizations that it will fit many contexts around the world.  It is very comprehensive.
Next slide.  Please.
So again, thinking about April.  It almost feels like a different world from today.  Many countries have gone into lockdown.  There was really still so much that we didn't know about COVID‑19.  As I said earlier we did know that if the virus was going to be as widespread that a lot of work needed to be done to fortify and repair the low resource areas of the world.  Fragile areas.  And you know, we knew that in many areas because of the lack of medical supplies, the lack of staff, equipment, health facilities themselves, we knew that much of the care for those especially those presenting with mild symptoms would be going on in the home.   So this guide was created in order to provide some guidance on that.  And it was really intended at first, we first envisioned it to be used mainly by nonprofit organizations.  We made it for ourselves, those within the group.  Nonprofit organizations that have some sort of community based program often with community health workers.  As we started developing the guide, we saw there could be a lot greater use and could be used by many different audiences.  We also wanted to make sure, very important to us that this guide remained relevant and up‑to‑date with all the new information coming out, you know, felt like every day there for a bit.  We wanted to make sure it was a place that people could come to and always know they are seeing the most up‑to‑date recommendations and information.
Neck slide, please.
So just to go a little bit over our process, we began with a review of the technical documents that were out.  There let me see in April, there were not nearly as many documents throughout as there are now.  It is great to see how to knowledge has grown in this area.  The World Health Organization, the CDC, both in U.S. and Europe.  Not level COVID‑19 guidance.  For those of you who have read through these, you may recall that they are not the easiest to digest and absorb.  Really in no way ready to be copied and pasted into marketing materials, in to trainings, really any sort of public guidance.  So our first step was to review and gather these materials and then bring them to our task force and digest them together, to put them into easy to read and actionable language that could be used in many context around the world.  We wanted to make sure that we could, we thought together as a group, how can we make this a possible.  How can we make hand washing possible in an area where there is no water.  How can we make home isolation where there are 10 people staying in one room.  Really trying to think together as a group what our our options to create and make this guide very usable for low resource context.
Our first version was produced on June 9th.  You can see here in step 3 now.  And this was presented and shared.  We just kind of put it out.  There we really wanted to get some out quickly and you know I think with that it was good.  It was not perfect.  It had everything in there.  And we found that we got a really great response from those who we sent it to and shared it with.  And because of that, we continued with our original commitment to continue to update and improve the guide.  And so moving onto step 4, we worked on started creating the next version of the guide which came out in mid July.  Also worked on creating materials aside in the guide that people could use in their trainings and a short document filled to southbound out to partners.  We will go over those later.
Nicole or Florence did you guys have anything to adhere?
>>:  I think you know what is important to note is that through this process, we have been able to get feedback from community organizations, that have made the information evolve and become even more applicable to community based programming.  And so, as we continue to move forward, we are looking for additional input and additional information.   So thank you for that.  We are really grateful for everybody's contribution.  We have also had request for language translation.  So you will see some materials in the next couple of slides about what is coming.
>>:  Before I move to the next slide, David could you show Tuesday poll results?
>>:
>>:  Okay.  This is going to that question before we began our conversation about how much you feel you know about COVID‑19 prevention and home‑based care.  Being this is a call with public health professionals, I would expect to see most on three or above, which is true.  We also can see here, too, have some people who have are still feeling they have a lot to learn in this area.  I will go through quickly this next slide as most of you are very familiar with what can be involved with home based care and COVID‑19 prevention.
To briefly cover what is covered in the guide, three main sections or three main purposes.  One is to talk about how to support a person whose condition warranted home‑based care.  It should be noted that this guide doesn't tell you when to do home‑based care.  This guide kicks in after a health professional you should be receiving care at the home.   So this it goes through the next steps with that.  You know, recognizing danger signs.  The role of the caregiver.  Room set up in home isolation.  Finally, when home isolation can end, when can they come out of the sick room, when do we feel they are no longer contagious.
Next section is how to prevent the spread of COVID‑19 in the home.  This goes to some of the sanitation, hygiene, practices that we have been hearing about over the last couple of months with cleaning, hand washing, face masks and I think a lot of insights the guide brings in this area is how can these be adjusted to a context where there is no extra money to buy lie sole or lie sole is not available.  How can you use materials in your home to make a cloth face mask.
There is a lot of context specific information in this section.
And then, lastly, how to provide support to family members during COVID‑19.  This covers everything from care and essential services, what should you continue to, what services should you continue to go to a health facility, to emotional support, knowing that you know what R with this increased stress there is some ramifications in.  That there is perhaps increased domestic violence.  Support programs in addressing this.  Lastly, food security and nutrition.  We are seeing this in the U.S. as well.  Which is how to recognizing that COVID is going to stress food supply in many of these homes and how to as a nonprofit try to work with that and recognize that.
Okay.  So we have actually another poll.  If you could go to the next slide, please.
>>:  And this one is for your chat box.  It is not really a poll, necessarily.  Hearing that kind of what is included in the guide, one of the things we are interested in our task force is knowing what is missing, what would you like to see included in our next version?  So this is going to just, these answers are going to be saved and reviewed by us in the task force later on.  Feel free to add them at any point during the call.  Go ahead and take a moment now and Jot some thoughts down.  You can submit more than one thing.  I am now going to pass this onto Nicole to continue.  Thank you.
Paragraph.
>>:  Thanks, Barbara.
David, can you put up the next slide, please.
>>:  We wanted to review with you all the materials that are available and that were working on the produce as mentioned before.  Barbara said that we were trying to create some materials that would make information more accessible at the community level.  We put together a reference guide.  Two sheet page document that is essentially the key messages throughout the whole guide.  All in one place.  It is a great resource.  I know how it is being used in the field for some programs where it is being shared during trainings with providers or being printed and shared with community leaders so that they can convey key messages to their communities.
That's available.  We will be putting up that on the Web site.  We have created a PowerPoint presentation with all of the key messages that can be downloaded and used for your on trainings.  You can take certain sections out or make it applicable to your work.  You can download the PowerPoint presentation.  On the left side we have a list of languages.  Some of them are still in progress.  But some of them are accessible.  We will be, when we send out a followup link related to this webinar we will go ahead and share the link with those resources, as well.
Next slide, David.
When, as Barbara was saying, when we were thinking about how to use the guide and how to make it applicable, a lot of you work with community health workers and at the community level.  We found that there was a huge need for this to do work with providers, you can see here the list of how the guide is being used.   So for example, with Africa CDC we presented as accompaniment to provider discharge orders, if they are sending people home from the facility, if they have a mild condition, all of this is based on national guidelines.  Each country could have their own recommendations for their requiring people with mild cases to be in quarantine or isolation facility or they might send them for home‑based care, depend on how their health system is able to respond.
We presented this for Africa CDC.  Of course cure America is using it.  In their national offices as well as a quick reference guide for their COVID help desk.  At mercy CORE we presented at as well for the ‑‑ hat felt ‑‑ medic mobile which you will hear more about in the case studies, using it for field application, as well as we have been working in collaboration with Hesperian Health Guides.  We will be sharing more about their work as well in the case study to follow.  Related to provider and community based training.
Next slide, David.
Great.  Thank yous.
Speaking of how it is being used, I would like to introduce Florence who is a CORE member of our task force.  She will talk about how Food for the Hungry is using  the quick reference guide and what they are doing over call with their care groups, with their field teams.  So Florence, I will hand it over to you.
>>: Thank you so much Nicole and Barbara for that wonderful introduction.  I hope every one can hear me.  Please tell me, I can elevate my voice.
Again, thanks for the introduction and what you have put into it to this call in, Barbara, really wonderful work you have done here.  I will speak a little bit about how the care groups really benefiting from these tools, obviously many other tools that have been developed by the community health family here at CORE Group.  And thanks for the poll.  Bar bra, asking how much we know about COVID and home‑based care and all that.  I was itching to say five.  Then I realized every time I think I know everything about COVID, something else comes up.
So the 10% that said five, I would love to be your friend.  So I can benefit from that knowledge.  This has been quite challenging disease like any other imagined diseases that have come to us in recent days.
Really, the CORE Group model was developed with food for action with help for action ‑‑ bar bra, my coal and Julie have stated when COVID came around, there was a lot of miss information, a lot of myths, and it was really scary for.  For those of us, us who work with communities around the world.  We felt called to really see what we can do to mitigate all this fear and miss information and myths around COVID, not that we know it all.  We don't.  Even the people at CDC and WHO still don't have all the answers around COVID.  We wanted to try to see how we can support our communities around the world to provide reliable up‑to‑date information as we knew it.
So we developed a peer group module around COVID for our field staff to use.  In passing information onto the communities.  So really, the goal was to inform and strengthen the capacity of our communities and improve their knowledge around COVID.  Just to make sure that that mitigates their, all the evils, the miss information that was going around.
So some of the objectives really to identify ‑‑ explain importance of adopting good practices.  And to also key was to identify what to do, if someone had the virus symptoms.
That is where the home‑based care tool comes in to play.  Is how to identify, what to do, when you have coronavirus.  When do you go to health facility for help, when can you do home‑based care.
So our field staff adopted not necessarily everything in this guide but at least parts and pieces of it that strengthen the CORE Group module they are using in the field.  So we have had talk with Michael leads here in Washington, D.C. and in the field about perhaps beginning to develop a lesson about for this particular care group module around home‑based care.  As we know hopefully, the COVID‑19 will continue to go away.  Or there might be a resurge, we don't know.  We are hoping that things improve for the better.  But we really need to prepare for the worst, also we know.  With that, we always trying to improve this care group module to ensure that in the eventer there is a need for home‑based care, there is a need, as we speak, but in case there is a surge for the need, whether it is a surge in the COVID‑19 or the health facilities are not able to provide services, when and how can you provide home‑based care for people with symptoms  of COVID‑19.  Our teams in the field have done a great job to adapt.  Some of the countries do have home‑based care pro could to colds.  We ‑‑ have noticed I think Kenya, I have had an opportunity to go through the Kenya one.  It is great.  But I so excited about what we have here from this task force.  Is more robust.  A lot of things that I have seen of concern in the field with its mental healthcare or children suffering during the COVID pandemic.  Those are things that I have been included in this the guide, that are not in most of the protocols, home‑based care protocols that have been developed around the world by some of the ministries of health.  So it is ‑‑ it has been a very welcome guide from our teams.  And they have tried to integrate its, pieces of it, into their care group trainings.
So with that, I will end and if you have any questions, I will be answering those.  I think tend of this conversation.  I will past back to Nicole.
>>:  Thanks, Florence.  Just for those of us on the call who maybe aren't working with care groups, Florence, do you mind to just give a quick overview on what the care group is, just so if people are working in that space or maybe they have a different need for it, they could related over to their existing work?  There might be ‑‑ David, can you go to the next slide, please.  David there might be a little bit of information that I added.  I see it.  I don't know ‑‑
>>:  Absolutely.  That is a lesson 3.  Care group has three lessons.  Lesson three talks primarily on what to do, what can we do if we or someone we know has symptoms  of COVID‑19.  I believe many of the people here, especially those who belong to the the CORE Group, do use care groups to some extent.  That is really a breakdown of what is in the lesson plans.  It is game, so games, they do stories.  Stories that are relevant to whatever issue that the module is addressing.  For this case COVID‑19.  Then they go over the current practices.  They talk about prevention.  For this case through hand washing and wearing of the mask.  And then the role play activity for instance visiting a friend during coronavirus outbreak.  You find they have a symptom, what do you do.  This is has bearers and practice in pairs.  Also ask for commitments to do the work, to change behaviors, as we wish.
Just to, for the sake of those who don't know what ma a care group is, this is an approach that engages groups of people, groups of volunteers, usually community based health caters, who meet regularly with project staff for training in the field.  And volunteers are really key in this approach.  They are selected by the committees, they belong to the communities.  Sometimes community leaders who participate if as a care group members.  That selection is really done by the community members themselves.  They select the volunteers that they think can have the capacity to deliver the work.
So it is really just a group of volunteers.  Usually 10 to 15 volunteers.  Each volunteer will be assigned to households to bring whatever messages that we are trying to get to the community level.  We have tremendous organization are represented who the represented in the CORE Group have developed numerous care group modules that address almost any, every issue that affects the communities we serve.
Thanks, Florence.
>>:  I hope that explains, gives more clear picture what a care group is.  Suddenly we have links for more information on that.  Wonderful.  Thanks, so much, Florence, that's really helpful.
David, can you go to the next slide, now.
So now, ministry of health in Zimbabwe.  Health promotion manager on.  The risk communication and community engagement for response pillar for COVID‑19.  She is going to talk about the work that they are doing.  Over to you. 
>>:  Thank you so much, Nicole.  Good day, every one.  I hope you can all hear me.  I am going to present on what we have been doing in Zimbabwe.  For COVID‑19 response, especially using the home‑based care guide.  So in Zimbabwe our so individual 19 cases, increase in community transmission.  We are having cases increasing, unless the rural areas.  And our population in the rural areas is about 70%.  Hence the need to continue engaging the communities in the rural areas.  In COVID‑19 prevention.
So Pangaea trust is supporting us.  With support for community facility based provider trainings.  And these trainings are targeting primarily and secondary.  Facilities.  Which are the clinics ands ‑‑
Next slide, David.
>>:  So I am going to discuss much of the response and how we have used the guide to help us in the trainings that we are conducting for the facility based and community level.  Individuals.  And we used basically this guide because it was spoke more to our COVID‑19 response pillars, which includes the management and coordination, infection prevention and control issues.  Risk communication.  Surveillance, testing, security, supply chain, case management and also the ports of entry.
So this guide has given us a lot of information and details is ‑‑ things that complement our pillar response.
Next slide.
Thank you so much.
So for our training participants, for the facility based teams we had most of our response.  Then for the community teams, we had the community health workers, these are helping us.  They are not especially in risk communication.  And also providing some services.  Especially ‑‑ to the community.  And also, the ambulance and other drivers.  Nurse aids.  Hospital security guard guards.  Cleaners and general hands.
Next slide, David.
So for the facility based team, after the training, they would make sure they set up the facilities so that they are ready for COVID‑19 response.  They would look at issues of management and coordination.  And also, they would create COVID‑19 response team that included community representatives.
So each clinic COVID‑19 team that it helped because it was community representatives, so that's the coordinate response issues in the community.
Also, it would ensure compliance of key pathways.  Where the screen people at the point of entry on the health facility.  And also make sure that they separation of suspects from every one else.  And setting up testing and screening point, when people with suspects may be tested.  And also mobilizing resources.  For example, the PPE equipment and also supplies like drugs and oxygen needed for the response.  And there was use of self assessment where see if the facility is ready for triage.  All resources are available.  If the staff needed is also available for the facility.  Next slide.
Say it please.  Okay.  So sorry, the previous slide.  Yes.
So facility based teams, they provide us six information on this topics.  Provide guidance to if community.   So these are some of the topics that they provide us:  Really needed to know and we, they got most of the information from the guide, when they are using to train.   So they wanted to know how to do isolation at household level.  And how to identify a contact and if so what to do.  With those contacts.  And, also, the type of masks that are okay to use.  In the community.  If you say ‑‑ mask, what type of material and what type of lining that is needed.  Also, how the community coordinates nutritious foods for those in the quarantine.  And also issues to do ‑‑ when people needed more strategies for emotional support, during quarantine or even home isolation.  Next slide, David.
Thank you.
For the community health workers, it was an opportunity where we saw that helping them know about COVID‑19 response in how to increase leakages, where screening for COVID‑19.  Was going to be ‑‑ so I help because mainly provide other services, like treatment of the rare testing of malaria and other stuff.  And during that time, if they could also screen for COVID‑19, that would help to identifications immediately.  And, also, issues of quarantine.  Where held workers doing their activities and providing ‑‑ this could also help us get information across all pillars, when people have, have been identified and screened, issues of miscommunication, activities we have done.  And also this would help to increase our awareness to the communities.  Communities are more let notify communities  of potential cases.
Next slide, please.
So for the role in the community, for the health workers, it is to I did sim nature correct information to the community.   So the guide provided simplified information.  Since information was just loaded, there was much information, even information that is the community members' ‑‑ did not understand.  This guide is providing simplified information that is easy to digest for community members.  And also, this help because community, needs to provide information for community leaders and ‑‑ so they decided that they need two page leaflets so that it provides the key messages, that the community leaders and influencers may choose to ensure their community ‑‑ COVID‑19 information.
Also, ensure compliance with infection prevention.  Not attend funerals.  Other community gatherings.  They need to recommend issues of physical distancing during this gatherings.  Then link facility and referral system to contacts and suspect cases.  So they need to identify contact and suspect and link them to the facility so that the correct response is given for such cases.  And lastly, check if community members are in quarantine, for signs and sims to.  And also get information on when to end isolation.  When it is appropriate to end isolation.  Next slide, please.
So for the challenges, there are health systems constraints, where the main selfish Human Resources.  Prevailing environment.  Especially, how to use whatever is available, available efficiently.  And also how to provide information on preventive issues like hand washing in the absence of water.  There is limited water, especially in the urban areas, where water is mostly spore attic and people have to fetch water from the bowl.  Also, issues of washing cloth mask.  Most people in Zimbabwe are using cloth masks.  Emphasizing triaging.
All right.  Can you hear me now?
>>:  We can hear you now
>>:  All right.  Thank you.   So I was saying issues of triaging.  In the facility based setting.  So that appropriated care is given to each individual.  Then lastly, lessons learned, we need strong community and facility link use to strengthen the facility.  Since the facility is not the only solution, most of the cases have been also identified in the community.  They are being isolated in the community and quarantine is taking place there the community so that linkage needs to be set up so that there is properly ‑‑ and we need simplified information.  Especially for the community members, we would like to know how to prevent, in this scenario.
They also need to take how message is necessary to ‑‑ has been given.
Thank you so much.
>>:  Thank you.  Thanks for share going the great work that you are doing.  I think that your point about the strong linkages between the community and facility is important and hopefully we can continue to make more resources available that will be aspect cable for a greater field use.  At this time, I will hand it over to Helen with medic mobile who is going to share a little bit about the work that they are doing from a mobile application.  So Helen, over to you
>>:  Thank you, so much, Nicole.  David, if you could go to the next slide
>>:  Thank you.
>>:
I am speaking here on behalf of a partnership between medic mobile and ‑‑ I am going to give you a bit of background on the work that we are doing together, before diving into how we use the home reference guide to help guide and shape a shared mobile app design for home‑based care, for use by front line workers, particularly at lower ‑‑
As many of us on the call are aware over the last decade we have made a lot of progress on developing and deploying digital tools with an eye towards front line workers.  A particular focus on equipping community healthcare workers with digital tools.  Med medic mobile and DIM Ag I.  We have done this work both organizations, for almost if not over a decade.  And COVID‑19 and the pandemic really sort of shifted, I think, how we approach this work.  It in March and April both of our organizations pivoted dramatically to building apps for COVID‑19 use cases and working with existing and new partners to rapidly deploy those apps across the world.  We also recognized that this pandemic created an opportunity and really take demand for more collaboration in our field.  Since may, medic and ‑‑ work ‑‑ to align, improve and share didn't am the applications specifically for COVID and we are hoping this will build a further collaborative environment across the organization.  David, if you wouldn't mind going to the next slide.  Paragraph.
>>:  Partnering way.  There is the power of combined scale.  Thinking about the coverage that multiple organizations working on a shared framework can achieve across the world.  There is also really exciting element of using a time of instability to work together and to design tools that have shared applications, but also that draw from available evidence and contribute the global health and digital health community.  Also a feeling and sense of urgency within the context of COVID.  I think we heard that.  I think we will hear that in the discussion that as the pandemic evolves all of our work is being set by the timeline of the pandemic.  We are responding with increasing attention to the needs of communities both for direct and indirect effects of the pandemic.  And finally, we felt that this collaboration gives us an opportunity to think about what some of the standard use cases can be for digital tools, where are there gaps really exciting opportunity to create a shared design.  Next slide, please, David.
Part of the work that we have done together was also to identify a shared conceptual framework where both medic mobile and di Mac Gayla ‑‑ for ‑‑ you will see I won't spend too much time on this slide.  You will see there was quite a robust evaluation that was conducted across our two organizations and the types of digital tools that we have created.  We recognize that there is an opportunity to think more critically about a home‑based care use case.  Particularly in the context of patient care for COVID‑19, as well as adapting primary healthcare delivery mechanisms in the context of the pandemic.  We really felt as part of our partnership that there was an importance to highlight both the direct but also indirect effects of COVID within our work.
Next slide, please, David.
That brings us to our collaboration on developing applications for front line workers during COVID.  As we have been curating this suite, and highlighting opportunities across our organizations for shared design, we felt questions about home‑based care, specifically in the context of caring for patients with COVID‑19 was a clear opportunity for us to think together.  And as we began to do a bit of a landscape analytical review, we found that the CORE Groups home based reference guide was a great starting point thinking through how to translate care protocols rapidly evolving over time into a digital workflow that included care provision and educational components along the way.  We came up with a design for this workflow that really highlighted different elements  of community healthcare workers day‑to‑day care provision, with elements of COVID‑19 screening.  Referral questions.  Then really getting into what does home‑based care look like in terms of a home assessment, caretaker preparation and followup and continuous touch points with the care worker.  What types of targeted educational materials would be required at each point of that care provision?  Workflow, in order to ensure that community healthcare workers and frontline workers  of all types  had the resources they needed to provide care in the best animus equitable way and that household members, household caretakers and patients themselves felt they were getting information they needed from symptom screening to a suggestion to stay at home and receive home‑based care.  And follow through during that time of containment within their home.  We have also worked with Nicole and had a few conversations about the resource in reference guide have been really useful.  Next slide, please, David.
And you know I think within the design of the application and the collaborative work that we have done across medic mobile we wanted to highlight that there, there are opportunities for us to think through remote education and training for front line workers.  Through the information that is contained within the CORE Group's reference guide.  As well, as ongoing support for care provision, that is required to facilitate home‑based care.  Including but not limited to considerations around messaging, touch points with households, and the role of supportive supervision and enabling home‑based care in many communities around the world that are equipped with digital tools.  David, next slide, please.
Within Our Shared design, we wanted to think through different user personas that were likely to be engaging in home‑based care from both the perspective of care providers but also patients and household members who would be receiving education from CHWs to provide care in the home and patients themselves.  We found as we thought through the design of our reference app workflow that we went wanted to center on the community healthcare worker who would be engaging in care provision from symptom screening to the home assessment, followups within the home to ensure that care was being provided and with an acknowledgment that in some cases referrals would be required even though home base care was initiated.  We wanted to for ground, or other facility based supervisors within different health systems.  And highlight that supervisor role really has evolved in the context of COVID, particularly in areas of mobility restrictions, we are hoping that supervisors will assist with and verify training completion, but also support CHWs in their work in terms of additional coaching when needed.  We wanted to highlight the household care provider, within the context home‑based care, there is an emphasis, I think a request for care, from members of households.  And those care providers need to have education and attention given to the labor that is being asked of them.  And within this workflow, we really wanted to have targeted education for those household care providers.  Particularly around the risks and transmissibility of COVID‑19 but also so that those household care providers felt support bid the community healthcare workers and broader health system.  And finely, we wanted to make sure that we for ground the role of the patient themselves, that the patient has an understanding of what is happening.  And that they understand the imperative of both receiving care within the home, a quarantine period for COVID‑19.  But they also understand that the CHW or other front line worker will be a touch point and a facilitator of care during a period of isolation within their family.
Next slide, please, David.
Within our design to get a little bit more detailed, we have a care provision workflow that is complemented by set educational modules.  This care provision workflow begins the patient symptom screening.  There is a flexibility to this design that allows for a COVID specific workflow or for patient symptom screening to be integrated, in into existing primary healthcare protocols for household visits.  You can see a screening workflow being integrated into a broader ICCM assessment, into sort of routine household visits that are provided by community healthcare workers or other front line workers or into a facility based workflow that is enabled by digital tools.  If a patient is showing signs or symptoms  of COVID‑19 and is assessed to be eligible candidate for home‑based care, that includes both evaluation of the patient's residence but also a discussion with the household care provider.  That includes targeted education.  For the care taker, including preparedness for delivering care there the home.  We have home based followups during the 14 day period, as well as the option for a household care provider or a patient in some case toss reach out, if needed, if their symptoms begin to worsen.  Finally, there is in inclusion of facility referrals and followups as needed and specific program referral protocols.  Across each point, there is educational modules including background education for community healthcare workers prior to engaging in home‑based care support bid digital tools.  This includes introduction to COVID as well as introduction to home‑based care.  As well as specifically targeted front line worker home‑based care education that is use case specific.  If we are adapting existing digital workflows, such as ICCM or even in some case anti pay that tall care, there is a walk through for how those workflows have changed within their mobile application or other digital tool.  There is also care taker preparedness education.  And these educational modules I should say are being codeveloped across medic mobile and DMIGA.  Also out of stand Ford.  Next slide, please, David.
>>:  No audio.  As well as create dashboard visualizations.  This is work that is gone going but is important for us to think through community healthcare worker or other front line health worker training and engagement.  Having process indicators that allow us to measure that over time.  As well as allowing us to measure interaction with educational modules and different care provision modules.  Our hope is to have shared analytics that enable similar indicators to be tracked across deployments  of our home‑based care, reference application for both the community health toolkit and comm care.  A standard set of monitoring indicators across the use of these digital tools on multiple platforms.  Next slide, please, David.  Finally, our hope is that Our Shared of design for home‑based care focused on COVID‑19 will allow us to ‑‑ extend beyond to a broader suite of adaptations to primary healthcare workflows that are supported by digital tools.  We believe that this paired design that we have, that looks at both care provision and complementary education will be applied across a broad suite of digital workflows.  And helps us to think through how best to support front line workers, particularly community healthcare workers and strengthen health systems with an eye towards really building out and building upon Our Shared conceptual framework and think about what delivery of primary care looks like in the context of COVID and during the period of recovery.  I am happy to speak about this more during the discussion.  I know I am three minutes over.  I want to save time for robust conversation.  Thank you so much for your time.  Look forward to your questions.  I have ‑‑ chief strategy officer here to help answer questions about our partnership and the work that we are doing on digital tools.
Nicole, over to you.
>>:  Thanks Helen.  Thanks for that great presentation.  It is interesting to hear about all of the great working done in this space.
At this time, we are going to move into the discussion.  David if you could go to the next slide, please.  And Ann is going ‑‑ oops, sorry.  Hold on.  We have Nicole.  Before we get into the discussion, if you could all complete this next poll.  What we would like to know is a little bit more about what the grates need is for your project at this time and the communities that you serve.  If you could complete the poll.  And then we will kick into our discussion.
Ann is senior technical adviser for gender based violence and violence against children.  She is going to share with us a little bit about the work that they are doing related to sexual and gender based violence both from programming perspective, as well as recommendations for what individual consist do at the household level and what recommendations programmers can make for that guidance, as we move forward through COVID‑19 pandemic.
David, that's okay if you take us to the next.
After Ann's discussion, I will bring in some of the other participants that we have for the discussion.  The Ann, over to you.
>>: Thank you Nicole.  I hope you can all hear me loud and clear from wherever we are.  Great.  Thank you, so it is absolutely brilliant what has been done by the rest of the present teres.  Great to be onboard.  I will give a brief introduction to what, who we are at LVCT health.  We are a local nongovernmental organization, NGO registered in 2010 in Kenya.  Primarily we started off on dealing matters related to HIV testing.  Now we have expanded our scope to cover gender based violence programming.  And community health programming, HIV, and sexual and productive health matters particularly amongst the youth.  When we solve a multitude of populations, female section workers, men who have sex with men.  People who inject drugs.  Kenya has 47 counties.  Probably similar to provinces or shires.  And we cover about half of them.  Mostly in service provision and also at the various policy tables now that health has been devolved at the various ‑‑
Imagine data shows that since the breakout of COVID globally and violence against human girls particularly domestic violence has intensified globally.  It has been pre‑existing social norms ‑‑ against women, girls and children.  And also, their previous gender equalities.  Now with COVID economic and social stress.  That has been seen to be triggers for the domestic violence actually occurring in some households.  What I will give a case scenario.  Some of the COVID response ‑‑ these are the same as global response.  I will give Kenyan perspective, that have been put in place such as restricted movement, this is also been seen to increase in Kenya.  This has been seen to increase the violence for household or community level.  Many women, children, are a lot ‑‑ even cities where there are boundaries.  Has been ‑‑ what you are getting back from beneficiaries that I have mentioned actually been in love with their abusers, whereas the been cut off from any normal support services.  Like reaching out the friends and in case your facility is beyond the borderline or the lockdown has brought about social network disrupted.  We found a lot of reports coming to us that during this period particularly, because of the measures that are there, which are there granted and they serve a purpose in curving COVID spread from one to another, but it still had this ripple effects of violence in the community.   So a similar scenario to what was reported globally.  Is also what is going on in Kenya.  For example, in the last, in the two weeks after the government announced the curfew, one of the councils, national council of administration of justice in the judiciary sector, actually announced sexual offenses have shot up significantly during that period.  LVCT, one of the services we offer through our beneficiaries, we sprang into action.  Very mindful to tally the number of GB case ‑‑ the first six weeks since first ‑‑ that was in mar.  And for sure, what you saw was indeed a rise in the number of cases and compared to the period just before COVID and this period last year.   So it was easy for us to follow what the global data was coming up with in terms of a response plan, placing in households for us to make the conclusion that perhaps this definitely a rise in the number of GBV cases, reported number of violence.  Those matters cannot be handled separately.  Not address gender based violence against children, particularly at the community level.  Those two things needed to go hand in hand.  The global data was ‑‑ there needs to actually streamline the services.  As much as you are addressing COVID, you have to address what has come up in the name of GBV.  In order to respond to sexual and gender based violence, within the counties where we work, about 27 counties of the 47 in Kenya.  Came up with dedicated actions and strategies that would work particularly with community health volunteers, as one group.  And this was because they tend to be the fast responders when people experience violence in the community.  Our first target group was community health volunteers.  Second target group was community members.  That is the key population who have an additional, more vulnerable populations.  Girls.  Those living with HIV.  Females sex workers, MSM.  We deliver a few targeted patients.  I will talk briefly on what we actually D strategies we put in place and to try and prevent and respond during COVID.  Start off with community health volunteer, first, they went to training as front line workers in the COVID pandemic, in line with their minister of health guidelines in Kenya.  Minister of health accepted that community health workers have a very key role in mitigating the risk of COVID or E linkage.  The ministry of health developed curriculum that was used to train as front line workers and raise awareness how they should educate community members during household ‑‑ in case if one of them is positive, one of the household members is positive, what to do next, in terms of referring them to appropriate health facility and the measures that they have to put in place at the household level.  Also, just specifically on COVID, the household member were also given the hot line numbers.  '71 9 is the Kenya national number to ring.  Provide them with ‑‑ names of ‑‑ representatives for followup and management.  Aside from the COVID and how to handle it.  We were very deliberate on sense advertising and training them on what should member of public should a community member, should any of the girls or anybody they interact for that matter, what to do when somebody discloses to them that they ‑‑ any form of violence, or if they have a high, how to have a high index of suspicion.  As they are doing their household visits, they are able to pick up the telltale signs of the some amiss in the house.  They suspect violence might have occurred.  We took them through a very deliberate training on what to do.  Some of the companies we covered was how to observe, observe guiding principles.  Things like the best interest of the ‑‑ offering survivor centered care.  Respecting  the wishes of the household member.  For example, disclose that they end up going violence.  And they don't want to seek help from the nearby facility, then we are able to talk to sensitize on what to do in such a scenario, so they don't actually place the survival in additional risk.  Bearing in mind, there are curfews, restricted movements, even seeking services might not be the easiest thing.   So we took the CHVs through how to observe the guiding principles.  How to offer first line support, which is the psychological first aid given to survivors of violence.  By definition, first line support is essentially the minimum level of primary psychological support and validation of household members' experience that should be received.  If there are survivors of violence, if they have disclosed violence to the community health volunteer.  So we took them through steps of how to offer practical survivor centered empathetic counseling approaches that respond to the client's needs at that time that are also weary of the COVID response plans.  These work hand in hand.
The COVID approach and reducing the COVID infection rate in the community, as well as addressing the needs that the surviver might probably have at that point.  So we took them through sessions on how to respect privacy.  And that has been documented to have helped people who have been through various upsetting or stressful events.  Very common again because of the effects of what you are seeing with COVID at community level.  We emphasized, that first line support can be offered by anyone.  Any of the ‑‑ regardless of background, with the right skills, we can actually offer the acronym as given by WHO, the listening, inquiring, validating, and enhancing safety and support.  One of the key points when sharing this information is how to assess immediate risk and safety planning.  Again immediate risk of a ‑‑ violence occurrence and very COVID.  Some of the measures that would tell the survivor.  After they were observed that they are not ‑‑ should they feel like they need to be evacuated at that point.  That is a point that the survive can get in touch with the networks and be able to organize, if there are any places where the survivor can reach to any friends.  It was a survivor led process.  In the safety planning.  We improved or we developed the skills of the CHVs to be able to do the immediate risk.  Even in terms of domestic violence recurring and ad advising  the survivor on what next steps to take.  Reach out to trusted friends.  They need to make sure if they need to evacuate immediately with the children, that they have somewhere they can go, child friendly shelters.  Important documents they have to take with them, like passports.  ID.  Birth certificates.  The typical important documents as part of the safety planning.  Able to take the CHV using appropriate, right questions to ask.  At all‑times we emphasize that the safety of the survivor is para month.  If it means that for example, developing a code word, for some of you would tell them you can use a statement like today is a cold day.  It is July in Kenya.  It is cold.  That was cold for the survivor to know that they are asking me that.  If I say, yes, then it means that I need to be evacuated.  ‑‑ could not ascertain whether that person was the offending perpetrator.  Or the offending caregiver in cases of children.  We were able to take them through that and provided them with job aids that they can work around.  Able to just go in and internalize when they go to the household visits, some of the questions would just come naturally.  Just talking about violence S. a heavy topic.  More often than not to find that people where the facility level living me the household level, they find it hard to disclose and in our culture, it is still one of those see length topics.  We were able to take the CHVs through that intensive training, a lot of clarification for them.  Also how to offer and to proceed mote gender equality.  Needed to take into consideration for women treating women and men when it comes to responding to violence, that might be different the setting.  And considerations that they have to put in place.   So we took them through that.  Also sensitized on observing the guiding principles in handling survivors.  We emphasize respecting  the wishes on the survivor.  But at the same time giving them the information that the survivor will find useful enough to be able to make informed decisions in a manner that would feel empowered, now that they have access to perhaps hot lines or access to shelter numbers.  Call the ‑‑ there to help.  So the is ‑‑ was to emphasize the need of them developing very elaborate comprehensive directories.  These are things that sometimes ‑‑ didn't really ‑‑ they took it for granted with the context they felt that was enough.  Right now, demand for shelters has increased because of gender based violence in this COVID thing.  Need foreclose by facilities, for curfew and lockdowns, one point there were counties restricted.   So for example in pie in robe by.  Is because they are all within their respective areas.  Where they tend to work in those areas.  They need to work around and figure out or map out all the locally available services, that they think the survivor would require.  So beyond held, they were supposed to and actually did, developed a referral directory that had legal service providers and where they were short of services, able to give them links to other implementing partner whose perhaps have programs within the same area.  They did a wonderful job of this work around.  Came up with a list of legal service providers.  Came up with a list of vocational training institutions.  List of shelters the within the area.  Of course the national hot line numbers.  Where they could pass on these number to people who have survivors who have access to mobile phones.  That would not put them at additional risk.  They be able to reach out using those national hot line numbers.  This is something we actually even posted training.  We went back and to the unit where primarily we work in, to check on this directories.  Now we realize more than ever, local service providers were stepping up to serve the communities.  Children were experiencing violence.  We were able to help them develop this elaborate effective functional directory.  Also, other issues and not issues, other details that were needed for example, the opening hours.  The focal point person.  What population they serve.  We find some implementing partners.  Have a bias in terms of populations they serve.  Those who work with people with disabilities.  Those having additional more vulnerable living in terms of getting  the monetary support.  We just make sure that the CHVs have this effective directory and they are sure that any number there is actually functional.  What we always told them was emphasize on how to offer referral.  If they could, they should walk the surviver to the next service delivery point, since it is in their locality anyway.  Especially cases for sexual violence and cases of violence against children, they can link directly with the children of ‑‑ and evacuate them.  For the ones over 18, they can walk them to the facility.  Data shows that referral, there are certain barriers that come up at community level that might hinder.  They need the services.  There is a lot of guilt, shame, a lot of lack of knowledge.   So we actually ask the CHVs if they can accompany the survivor to go on if facility and also explain to them at the facility, when you go there, take your temperature.  Your COVID stages.  Address the COVID.  But primarily they walk to the ‑‑ survive to the clinical officer who would be able to do examination to any violence they may have experienced.  A very deliberate on service directories and offering referral force survivors.
>>:  Ann.  I see there is a lot of interest in the chat box about all of the information that you are presenting.  I think that a lot of interest around additional resources that you might be able to offer.  And connecting with some people in the field that would like to potentially use some resources or just have a conversation with you after the webinar, to learn even more details about your work.  We only have a couple of minutes left.
>>:  Okay.  if you have any final thoughts, then we are going to go into wrap up.  We can make the appropriate connections to you after the call.  Do you have any final thoughts?
>>:  One minute wouldn't be enough.  I share with them materials.  Via what's app.  So I talked to three groups.  The second one was parents.  I think the parents have been captured pretty well in the resource guide itself.  We sent out bulk messages, what to do now during COVID.  Violence themselves as parents, in‑‑ key threat, or they observe other children going through violence.  All our messages had the tagline call 1119.  They receive tele‑counseling and referral to other facilities.  Because our hot line serves the whole nation.  Cognizant of evolving ‑‑
>>:  Messaging could be different.  Community with the parents.  Again even for that to share the same messages.  Any form of violence.  If this has happened to you, do not blame yourself.  Call 1190 for support.  Able to handle those three aspects when it comes ‑‑ particularly during this COVID period.  Thank you Nicole.
>>:  Thank you, Ann.  Thank you so much for that wealth of information.  I think that it is a really important topic right now that we all continue.  That we need to continue to keep top of mind.  With that, I am going ask David for the results of the last poll and then we it looks like what people are most interested in COVID‑19 materials and local languages.  And facilitation guide and training manuals.   So we are working on the local languages.  So we will be able to get those, some of the more recent ones up on the Web site.  We will also post the training power point deck that we have created as well as the TPH reference guide.  With that, I believe, I believe there from one or two last things to wrap up.  If you could just drop a note in the chat box about something that you learned today or a new idea that you plan to take away from the presentation.  We can, if you would like to, if there is a specific present error specific topic that you are interested in, learning more about, please go ahead and put that in the message box.  We can try and followup with you appropriately.  Thank you so much.  I think that there is one last slide, just as a wrap up.  Back to you Julie.
>>:  Thank you Nicole.  I really appreciated everything that was discussed today.  And as usual, it is always difficult to get to all of the questions.  I do thank every one for their active participation.  Before we officially close the call, I would like you all to know we will be sending out a followup e‑mail with highlights from the call, along with a recording and a transcript.  We ask that you all share this e‑mail widely with your networks.  This is a critical issue and with your support.  CORE Groups, global ‑‑ within innovative and trusted information on COVID‑19 for home‑based care.  Future COVID calls will address continuity of care, especially for other infectious diseases such as malaria and HIV.  Another call will look at the issue of stigma.  We got some great inputs from you today on how we should be addressing this.  At both the country level and in the international media.  We hope you will join us for these calls in September.  Many thanks to our very active and committed co‑chairs Barbara and Nicole.  You have done a wonderful job along with Florence and the 12, global partners working on the address this really important issue.  I also want to thank all of the presenters in case study present teres and the guest speakers.  And most importantly, I want to thank all who joined us today for this call, thank you for your inputs, thank you for your thoughts, but most importantly thank you for your support.  This is month five now of this pandemic, which has created this amazing global virtual community.  And we are very appreciative of the time you spent with us today.  The call is now officially closed.  
