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response

Fadi El-Jardali'*3, Racha Fadlallah™?" and Najla Daher?

Abstract

Background The coronavirus disease 2019 (COVID-19) pandemic has emphasized the importance of multi-sectoral
collaboration to respond effectively to public health emergencies. This study aims to generate evidence on the extent
to which multi-sectoral collaborations have been employed in the macro-level responses to the COVID-19 pandemic
in nine selected countries of the Eastern Mediterranean region (EMR).

Methods The study employed in-depth analytical research design and was conducted in two phases. In the first
phase, data were collected using a comprehensive documentation review. In the second phase, key informant inter-
views were conducted to validate findings from the first phase and gain additional insights into key barriers and facili-
tators. We analysed the macro-level pandemic responses across the following seven components of the analytical
framework for multi-sectoral collaborations: (1) context and trigger; (2) leadership, institutional mechanisms and pro-
cesses; (3) actors; (4) administration, funding and evaluation; (5) degree of multi-sectoral engagement; (6) impact;

and (7) enabling factors.

Results Governments in the EMR have responded differently to the pandemic, with variations in reaction speed
and strictness of implementation. While inter-ministerial committees were identified as the primary mechanism
through which multi-sectoral action was established and implemented in the selected countries, there was a lack

of clarity on how they functioned, particularly regarding the closeness of the cooperation and the working methods.
Coordination structures lacked a clear mandate, joint costed action plan, sufficient resources and regular reporting
on commitments. Furthermore, there was no evidence of robust communication planning both internally, focused
on promoting internal consensual decision-making and managing power dynamics, and externally, concerning com-
munication with the public. Across the selected countries, there was strong representation of different ministries

in the pandemic response. Conversely, the contribution of non-state actors, including non-governmental organiza-
tions, civil society organizations, the private sector, the media and citizens, was relatively modest. Their involvement
was more ad hoc, fragmented and largely self-initiated, particularly within the selected middle- and low income-
countries of the EMR. Moreover, none of the countries incorporated explicit accountability framework or included
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anti-corruption and counter-fraud measures as integral components of their multi-sectoral plans and coordination
mechanisms. Key enablers for the adoption of multi-sectoral collaborations have been identified, paving the way

for more efficient responses in the future.

Discussion Mirroring global efforts, this study demonstrates that the selected countries in the EMR are making
efforts to integrate multi-sectoral action into their pandemic responses. Nevertheless, persistent challenges and gaps
remain, presenting untapped opportunities that governments can leverage to enhance the efficiency of future public

health emergency responses.

Keywords Multi-sectoral collaboration, Multi-sectoral, Inter-sectoral, Collaboration, Coordination, Pandemic, Public

health crisis, COVID-19, Eastern Mediterranean region

Introduction

The coronavirus disease 2019 (COVID-19) pandemic has
challenged health systems and economies around the
world; a public health crisis of such magnitude revealed
that response measures cannot be taken by the health
sector alone. The scope and complexity of the pandemic
proved that no single agency can work alone to effectively
control and mitigate its impact. Therefore, an effective
response requires concerted multi-sectoral efforts that
involve public, private and civil society actors within and
beyond the health sector [1, 2]. In response, countries
around the world have taken unprecedented measures
to combat the spread of the COVID-19 pandemic while
ameliorating its devastating impact on health, society and
the economy.

It has been extensively discussed in the literature that
tackling the multi-sectoral nature of health challenges
requires structured multi-sectoral coordination includ-
ing state and non-state actors, all of which are critical for
shaping a more effective pandemic response, especially a
pandemic of the magnitude of COVID-19. The approach
of multi-sectoral action for health is widely recognized,
with many national and international examples of multi-
sectoral approach applications before the COVID-19
pandemic, such as for malaria elimination, tobacco con-
trol, human immunodeficiency virus/acquired immuno-
deficiency syndrome (HIV/AIDS) prevention, Finland’s
community-based cardiovascular disease prevention
project (North Karelia Project) and Singapore’s Health
Promotion Board [3, 4]. However, successful initiatives
in this area remain a challenge for countries worldwide,
especially during such public health threats and in vul-
nerable settings.

The Eastern Mediterranean region (EMR) is distinctly
affected by ongoing conflicts, political unrest and dis-
placements. This has posed unique vulnerabilities during
the COVID-19 pandemic not experienced in other parts
of the world. Despite its unique characteristics, there is
still a paucity of information concerning the patterns of
multi-sectoral collaborations that exist in this region. It
remains unclear to what extent multi-sectoral policies

and programs have been adopted in the COVID-19 pan-
demic responses, including the mechanisms and govern-
ance arrangements in place to promote multi-sectoral
policies and programs and the key sectors and actors
involved.

This study aims to fill the aforementioned gaps by
examining the extent to which multi-sectoral collabora-
tions have been employed in the macro-level responses
to the COVID-19 pandemic in selected countries of the
EMR. The specific objectives are to [5] assess the extent
to which a ‘multi-sectoral’ element was employed in the
COVID-19 pandemic response in selected EMR coun-
tries and [6] explore enablers (i.e. barriers and facilita-
tors) to multi-sectoral collaborations in responding to
the COVID-19 pandemic. The significance of this study
stems from its examination of whether multi-sectoral
collaboration was an opportunity or missed opportu-
nity for a more effective pandemic response in the EMR,
identification of key gaps and generation of recommen-
dations on how to promote multi-sectoral collaborations
for future public health emergency responses in the EMR
and beyond.

Analytical framework

A multi-sectoral approach refers to deliberate collabo-
ration among various stakeholder groups (e.g. govern-
ment, civil society and private sector) and sectors (e.g.,
health, environment and economy) to jointly achieve a
policy outcome [3]. While the multi-sectoral approach
is advocated as one of the strategies to address complex
health and development challenges, there is limited clar-
ity about the process and execution of multi-sector col-
laboration in practice [7].

To formalize multi-sectoral collaboration for this
study, we constructed an analytical framework, build-
ing on a suite of existing frameworks on multi-sectoral
approaches and action for health, policy analysis and
social development [7-13] and drawing from the litera-
ture on policy responses to the COVID-19 pandemic [1,
14-17]. The framework encompasses key components
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Table 1 Analytical framework for multi-sectoral approach to pandemic response
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Categories

Elements

Indicators

Context and triggers

Leadership, institutional mechanisms and pro-
cesses

Actors

Administration, funding and evaluation

Degree of multi-sectoral engagement

Political, social, economic and health contexts
driving multi-sectoral collaboration on a par-
ticular issue

Leadership structure

Coordination mechanisms

Communication structures

Sectors & stakeholders

Roles and responsibilities

Administration

Funding

Monitoring and evaluation

Spectrum of engagement

« Healthcare system
- Political structure
« Trigger (COVID-19 situation)

« Monarchy versus democracy
- Unified versus fragmented governance struc-
tures

+ Mechanisms for coordination, for example,
inter-ministerial committees, cabinet committee
chaired by the prime minister, etc.)

- Mechanism linked to mandate (law, decree, etc.)
« Processes for conflict management and building
trust

« A communication plan including strategies

to manage power dynamics in conversations

+ Means of engagement of other sectors, such
as consultations, workshops or meetings

- External communication with public (including
infodemics)

- Leadership in charge of response

- Government sectors involved

- Non-state actors involved:

- Multilateral organizations and United Nations
agencies

- Local nongovernmental organizations

- Public health disciplines/experts

- Civil society organizations

- Private entities of citizens and media

« Roles and responsibilities linked to mandate

of collaborative

« Written agreement on roles and responsibilities
- Standard operating procedures (SOPs) defines
rules and norms governing interactions
between members

Level of implementation:
« Centralized versus decentralized approach
- Community engagement

« Amounts and sources of funding for implemen-
tation of multi-sectoral response
« Cost-sharing mechanism/funding arrangements

+ Mechanisms for monitoring and evaluation

- Measurable outcomes or indicators set to meas-
ure the impact

« Accountability framework

- Communication: A one-way relationship

in which information from one sector is shared
with other sectors

- Cooperation: This involves optimizing resources
while establishing formalities in the work relation-
ships. It results in a loss of autonomy for each
sector

- Coordination: Adjusting the policies and pro-
grams of each sector. This leads to increased
horizontal networking among sectors. Shared
financing sources may be used

- Integration: This may entail systematic integra-
tion of objectives and administrative processes
and the sharing of resources, responsibilities

and actions. A formal partnership with shared
responsibilities ensures achievement of a com-
mon goal
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Categories Elements

Indicators

Impact
responses

COVID-19-related outcomes

Enabling factors Barriers and facilitators

Comprehensiveness of policy measures and

- Public health measures
« Socio-economic measures
« Overall pandemic response

« Total cumulative COVID-19 cases

+ 9% of COVID-19 cases

- Total COVID-19 deaths

- Case fatality rate (% of deaths out of total cases)
- Total tests conducted

« Tests/1 million population

« % of positive COVID-19 cases out of tests con-
ducted

« % of population fully vaccinated

- Barriers to multi-sectoral collaboration
« Facilitators of multi-sectoral collaboration

and elements critical in a process of multi-sector collabo-
ration (Table 1).

This framework was used to analyse the macro-level
pandemic response plans in selected EMR countries. For
each component, we assessed the extent to which the
desirable elements were present and the variations within
and across the selected countries.

Methodology

The study employed an in-depth analytical research
design and was conducted in two phases. In the first
phase, data were collected using a comprehensive docu-
mentation review. In the second phase, key informant
interviews were conducted to validate findings from the
first phase and gain additional insights and feedback.

The WHO’s classification of the EMR countries was
adopted, which includes: Afghanistan, Bahrain, Djibouti,
Egypt, the Islamic Republic of Iran, Iraq, Jordan, Kuwait,
Lebanon, Libya, Morocco, Oman, Pakistan, the Occupied
Palestinian Territories, Qatar, Saudi Arabia, Somalia,
South Sudan, Sudan, Syrian Arab Republic, Tunisia, the
United Arab Emirates and Yemen [18]. For the purpose of
this study, we selected the following nine EMR countries:

— High-income countries (group 1 countries): Bahrain,
Saudi Arabia, United Arab Emirates

— Middle-income countries (group 2 countries): Jor-
dan, Lebanon, Tunisia

— Low-income/fragile countries (group 3 countries):
Sudan, Syria, Yemen

The nine selected countries represent different income
groups (i.e. high-income, middle-income and low-income
countries, according to World Bank categorization 2021).
They also reflect the three different groupings of EMR

countries by the WHO (i.e. group 1, group 2 and group
3 countries) on the basis of population health outcomes,
health system performance and level of health expendi-
ture [19].

Data collection
The data collection process for this study employed a mix
of document review and key informant interviews.

Document review
This step involved a review of policy documents, protocols,
guidelines, strategic plans and programs, legislative acts,
national-level reports and research papers to collect data
on the different components of the framework. Documents
were identified and obtained from websites of governmen-
tal bodies, ministries, departments and public agencies of
each country. Additionally, we searched the websites of key
intergovernmental organizations (e.g. UNDP, UNHCR,
WHO, ICRC, UN, World Bank), think tanks, research insti-
tutions and universities for relevant reports and studies.
We also reviewed key media outlets for relevant news arti-
cles on the pandemic response from each selected country.

PubMed and Google Scholar were also searched to
retrieve scholarly and peer-reviewed articles using the
following search strategy for each country: (“novel coro-
navirus” OR COVID-19 OR pandemic OR SARS-COV-2)
AND (response OR government OR intervention* OR
policy OR policies OR national OR “cross-sectoral” OR
program* OR intersectoral OR “multi-sectoral” OR gov-
ernance OR collaboration* OR coordination OR “whole-
of-government”) AND ([country name]).

The data collection through document review spanned
from January 2020, when the first COVID-19 case was
detected in one of the nine countries, to May 2023, when
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the WHO declared the end of COVID-19 as a global
health emergency.

Retrieved documents were reviewed and findings per-
taining to the component (and elements) of the frame-
work were abstracted and summarized in a unified excel
sheet.

Key informant interviews
Key informant interviews were conducted with selected
experts/stakeholders from the included countries. The
interviews served two purposes: to validate the findings
emerging from the documentation review (and fill gaps
identified); and to gain additional insights on key bar-
riers, facilitators and lessons learned from promoting
multi-sectoral collaboration in the COVID-19 pandemic
response. An interview guide was developed, informed
by the conceptual frameworks.

We adopted the following stakeholder sampling frame-
work to ensure the selection of right mix of participants
for the study [20]:

— Senior- and middle-level policymakers from the pub-
lic sector;

— Representatives from professional associations who
are active in trying to shape and influence health pol-
icies

— Researchers who are active in the realm of health sys-
tems research and/representatives from university
departments and faculties that produce public health
and health systems research;

— Representatives of the non-state sector who are
active in trying to shape and influence health poli-
cies.

We purposively mapped stakeholders from the selected
countries against the framework. We targeted those
stakeholders who participated in the COVID-19 policy
process, including policymakers involved in national
pandemic policies and response plans; NGOs involved in
COVID-19 programs; and researchers/academia inform-
ing the COVID-19 response. A total of 24 stakeholders
were initially selected and invited to participate in the
study. Following two reminder emails, eight participants
(three policymakers, two researchers, one public health
expert, one representative from EMR Public Health Net-
work and one senior representative from an intergov-
ernmental organization) agreed to take part in the study.
Participants represented the following low- and middle-
income countries: Jordan, Lebanon, Sudan, Syria, Tunisia
and Yemen.

The meetings were conducted virtually (on Zoom) by
the lead researcher (FE.].) or co-lead researchers (R.F,
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N.D.) and lasted between 40 min and 60 min each.
Responses were documented through note-taking by the
researchers (R.F, F.E.J., N.D.).

The key informant interviews were conducted between
October 2020 and March 2021.

Data analysis and synthesis

The data generated from the documentation review and
key informant interviews were collated and analysed in
aggregate form and categorized according to the seven
components of the analytical framework (Table 1); mean-
ing that findings were analysed according to components
of the framework rather than by source of data. We used
a deductive content analysis approach to synthesize data,
which is appropriate for policy-relevant qualitative data
[9, 21]. This approach uses an analytical framework fea-
turing key constructs and variables as initial coding cat-
egories while leaving room for other emerging themes
outside the framework.

The first stage of data analysis comprised analysing and
coding data obtained from the documentation review
according to each of the seven components of our set
framework. Once the findings from the documentation
review were coded, the interviews with stakeholders were
conducted. The purpose of the interviews was to validate
the findings generated from the first step of analysis and
obtain additional insights about each component of the
analytical framework. Findings from interviews were also
coded according to the analytical framework adopted for
this study. Emerging themes were compared with those
from the documentation review, and information was
added or validated where appropriate.

Data triangulation helped provide a more in-depth
understanding of the issue and increase the reliability and
validity of findings through cross-checking of informa-
tion across different data sources.

The study was conducted following standard ethical
guidelines and protocols. Participation in this study was
voluntary. A verbal consent form was provided to par-
ticipants prior to commencing with the interviews. The
confidentiality and anonymity of responses were ensured
at all times. No names or identifiers were linked to any of
the findings emerging from the study.

Results

Findings are presented according to the components
described in the analytical framework: (1) context and
trigger; (2) leadership, institutional mechanisms and pro-
cesses; (3) actors; (4) administration, funding and evalua-
tion; (5) degree of multi-sectoral engagement; (6) impact;
and (7) enabling factors.
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Context and trigger

Healthcare system

The EMR represents a diverse landscape of healthcare
systems and political structures, each shaped by unique
historical, socio-economic and political factors (Table 2).
Among the nine selected EMR countries, high-income
countries such as Bahrain, Saudi Arabia and the United
Arab Emirates possess robust healthcare systems under-
pinned by strong financial backing and effective govern-
ance [22-24]. In contrast, countries such as Lebanon,
Tunisia and Jordan face a multitude of challenges, includ-
ing political instability, economic uncertainties, a high
influx of refugees and relatively less efficient healthcare
systems [25-27]. Conflict-affected countries such as
Sudan, Syria and Yemen, already burdened by other dis-
ease outbreaks, famine and malnutrition, relied heavily
on humanitarian assistance from donor nations and non-
governmental organizations for resources [28, 29].

Political structures

Table 2 provides an overview of the political structure in
the nine selected countries. Lebanon stands out as a par-
liamentary democracy, distinguishing itself from the oth-
ers. Bahrain, Saudi Arabia, the United Arab Emirates and
Jordan operate under a monarchy system. Tunisia experi-
enced a notable shift from a representative democracy to
an authoritarian state in 2021. Meanwhile, political con-
flicts in Sudan, Yemen and Syria have led to a weakened
political structure and fragmented governance.

Trigger (COVID-19 situation)

The COVID-19 pandemic, with its rapid and perva-
sive spread, exposed the strengths and weaknesses of
healthcare systems across the EMR. The first confirmed
case in the region was reported in the UAE on 29 Janu-
ary 2020, marking the beginning of the pandemic’s
relentless march across the EMR [72]. Within a short
period, all nine selected countries had recorded their first
cases, highlighting the urgent need for immediate and
effective public health responses (Table 2). The sweep-
ing scale, breadth and impact of the pandemic rendered
it of utmost priority. The recognized interdependencies
amongst sectors and the need to work with others trig-
gered the establishment of multi-sectoral collaboration in
response.

The functioning of multi-sectoral collaboration varied
across the region. Saudi Arabia, Bahrain and the United
Arab Emirates, characterized by monarchical govern-
ments and robust healthcare infrastructure, implemented
swift and efficient measures, including widespread test-
ing and early lockdown protocols. Despite its monar-
chical system, Jordan faced challenges in responding to
the pandemic due to limited healthcare preparedness
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and the strain of hosting a large refugee population [73].
On the contrary, countries with political and economic
instability struggled with fragmented and often delayed
responses [55, 59, 66]. Lebanon’s private-sector-domi-
nated healthcare system and persistent political turmoil,
exacerbated by inadequate accountability mechanisms,
contributed to insufficiencies in the healthcare system
and impeded a cohesive response, while Tunisia’s politi-
cal transition from a representative democracy to an
authoritarian state affected its healthcare response and
resource allocation [26, 27, 46]. In countries with frag-
mented governance structures and weak healthcare
systems such as Sudan, Syria and Yemen, the lack of
coordination between government agencies and non-
health sectors weakened the pandemic’s impact, particu-
larly in terms of resource allocation and service delivery.
These disparities were evident in the early phase of the
pandemic, as COVID-19 outcomes diverged significantly
across the EMR [74-76]. UAE and Bahrain recorded
lower case fatality rates (0.32% and 0.38%, respectively)
during the first year of the pandemic. In contrast, Yemen
had the highest case fatality rate (29%), followed by Syria
(6.2%) and Sudan (5.75%) (Table 2).

Leadership, institutional mechanisms and processes
Leadership role

Since the confirmation of the first COVID-19 cases in
the EMR in late January 2020, the nine countries selected
for this study have developed national preparedness and
response plans as part of the multi-sectoral COVID-19
response. In the majority of the high-income (Bahrain,
UAE) and middle-income (Jordan, Tunisia) countries, the
multi-sectoral response has been led by the government
through the engagement of the prime minister’s offices,
high governmental and ministerial councils, or offices
in charge of crises of national concern. In contrast, the
response in low-income countries (Sudan, Syria, Yemen)
has been led by intergovernmental agencies [specifically
United Nations (UN) entities and WHO)] in collaboration
with respective ministries of health, which did not permit
significant interactions among other government depart-
ments (see Table 3).

Coordination mechanisms

In the majority of the selected EMR countries, coordina-
tion mechanisms were established to facilitate interaction
between sectors and actors. Specifically, the formation of
coordination committees at the level of the prime min-
ister’s or president’s office, or cross-ministerial commit-
tees at the ministry level, were identified as the primary
mechanisms through which these forms of multi-sec-
toral action were realized. However, the mandate and



Page 7 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

salbarens

JuswdojaAsp Yijeay [euoneu yim jusaul

-Uubl|e pue S9NIARISUSS [en3Nd ‘suoienbail

%1/ (s9sed  A1oIniels yim sadfideld 1saq [euolleulsiul pue

[P0 JO SY1BDP JO %) D3R4 AYljRIR) DSRD - Spiepuels A19jes Juaiied [eqo|b 01 aduaIaype
€779 syreap 61-dINOD |e1o] - Buidueleq ‘adedspue| diueUAp e sa1ebineu

%E0°L :uol  BupewAdljod yiesH :bunjewhdijod yyjesH -

-ejndod ay1 Jo 1no sased 61L-AINOD JO % - AJeijIu 33 JO Ja1yd

0Z0Z Y2 7+  -UI-ISpUBWILIOD 3Y3 OS|e S| oym ‘Bupy oy Aq

a1doad 00| J2d spag €7 03 sa1e|suel} YdIym
'spaq [eudsoy 000'S/ UBY3} 210W 3I9M 313y}
'1Z0T JO SY "S921AI3S a1edy3eay buipiroid ioy 3|q
-1SUOdsal S JUDUWIUIDAOD Y] :KIDAIIDP IIAIDS -
101235 Y1[eay ay3 Joj uol|

19 76€ SN$ PA1LI0|[2 JUBWUIAACG 341 ‘0Z0T Ul

‘512K M3J 15ed Y3 JIAO J01D3S 24eDYI[eaY Y} UO

Buipuads su pasealdul Apuedyiubis sey pue
WI15AS 21edY1jeay ay1 Jo Japuny Atewld aya si
1USWUWISA0Y) :Juswabuedle bupueul -
SIDINIDS

21eDY}[eY 931 YIM SIUSPISSI pUB SUSZID ||e
saplAoid 1eyl WR1SAS 21edY1|eay Paysi|qelisa
-||oM B Ul P3}NSaI YDIYM SIDIAISS S1eDY3[eaY JO
1uswdojansp ay1 01 Axoud ybiy usAib sey

(VSM)

[og—€€ T 'S] 958D 6 L-AIAOD Pap1033l 151y Jo 3leq - papeay ‘Aydieuoly :adKy JuswiuIdA0D - JUSWIUISAOD :Juswabuelte aueuIIA0D - elgely 1pnes Jo wopbury
uoleindod ayy Jo spasu sy 01
s191eD s1apiroid a1edyijeay a1eAud pue dygnd jo
XIW Y/ "31ed pazIpIsgns Jo 3 ng ay1 buipiroid
J0103S  Y1[eaH JO ANSIUI 2Yl YUM ‘SDIAISS 21edY3jeay
2Jedy1|eay Sulelyeg 9ZIUISPOU 01 SY995 18yl JAII9P S211U3 3|di NI :KIBAI[DP 9DIAIDS -
epuUabe UOIEDYISISAID PUB JUSWdO|oASD uone|ndod ay3 1o} 19u A1a4es buo.s e buned
JIWOUO0D WJS1-BUO| B DEQZ UOISIA JIWOUODT  -Ipul ‘sainiipuadxe yijeay [e101 JO 907 AJUO 10}
ulelyeg oyl Pue ‘SallIAIIDe UOIe}IPaIde pue 1UN0d2e $35UAXD 19%20d-JO-INQ *SIDIAIDS
uonoadsul buiziseydws ‘A621e1S 07-9107 pied Jayo sjendsoy a1eAud 3|Iym siujeiyeg o3
%8€°0 :(S95eD Aioyiny A101e[nbay yijeaH |euolieN oyl aiedyjeay oa4) sopiroid yiesH Jo ANSIUIN
[P0 JO SY1B3P JO %) D34 AYljRIR) BSRD - [Y}|BedH JO |IDUNOD) awaidns ayi Aq paidope 941 "0Z0T Ul 9%/ paydeai ddo JO 24eyS e se
75€:sY1eap 61-AINOD [BIOL - 'SZ-910T UB|d Yi[eaH [euoneN Yl buipnpul  ainiipuadxa yijesH :juawabuelse bupueuld -
%¥€'G uon ‘s;uswnoop Ad1jod pue sa1ba1eils Wis) siapinoid a1eAnd pue dljgnd yioq
-ejndod sy3 Jo 1n0 s3sE 61-AINOD JO % * -buo| pue -piw [essnss Ag pspinb st usw Bunenbas ‘wa1sAs aiedyyjesy suielyeg s99s
0207 Aleniga iz -dojanap aledyijesH :bunjewhdijod yyjesH - -1I9/0 (YYHN) A1oyiny Aloieinbay YiesH
[ce-0¢g ‘€] 9583 6L-QIAOD PapI0d94 151y JO 1@+ AYdIeUOW [BUONNIISUOD) :3dA) JuBWUIBA0YD - [euonen sy :3udwsbuelie 95UBUISAOD - uleiyeg
$a142UN02 2UWOdUI-YbiH
(0Z0T 19qwia3Q L€ Jo se) diwapued ssad04d Bupjewhdijod
sodua49j9y  jo aseyd Kjaes buunp uoneniis 61-AINOD y1|eay pue 2in1onJjs |edl s1s191deIRYD WIS)SAS YljesH Anuno)

S9LIUNOD P1D2J3s Ul UORBNIIS 6 | -IAQD PUE S21N12NJ3s [ed131j0d ‘SW1sAs ylesH g ajqeL



Page 8 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

[Ov—,€ "]

%€’ | :(Sosed

[P1O1 JO SY1B3P JO 0) D3R4 A)1jRIRy BSE)) -

€8¢ 'sylesp 61-AINOD [e10L -

%/8'C -uon

-ejndod ay1 Jo 1n0 sased 61L-AINOD JO % -

0coC Yalew ¢

[r—L¥] 9582 61-AINOD pPap40d31 154y JO 91k -

%CE 0 :(sa5eD

[B101 JO SY1B3P JO %) d3ed AM|eIRy BSe)) -
699 'syiesp 61L-AIAOD |eroL -

%80 -uony

-ejndod ay1 Jo 1no sased 61-AINOD JO % *
020z Aenuer 67

:9sed 6 L-AIAOD PapI0d9i 351y Jo djeq -

Siwapued ayi 03 sasuodsal UMo JIayl
91e[NWIOJ 0} AULIOUOINE OU dARY SIUSWUISACD
[BD0| pUE ‘pazI|r)Iudd A|YBIY SI ueplor Ul bul
SjewAorjod yieaH :bunjewhdijod yyjesH -
pa123)3 Sl asnoy

19MO] S,3usweljied ay] "9durUISA0D pue
sonjjod Ul ajos JueuUIwop e sAeid bupy ays
yoIym ur Aydieuow v :adAy Juswiuisnon -

101235 3y UIYIM JUSWdO[SASP SIDIAIDS
Joud 335 ||Im uone Adjod
o1jgnd ‘uonippe uj ‘sanjiqeded a1AI9S Yijeay
101035 21|gnd pue a1eald ayy buipeibdn pue
Bulneyiano pue ‘sadnoeid 159q UO paseq
Sylomawel) [eba| pue |euolieziuebio bul
-dojaAsp UO $a5ND0J a1edy3|eay Joy Ad1jod
olgnd s3yn ayJ :bunjewAdijod yyjesH -
[IPUNOD aWwalidng [elapad Y3

w0y SI3[NJ Y3 Jay3ab01 pue I9|ni e Aq pauls
-A0D AYd1eUOW S1NjOSQE UE S| 911U Yde]
"S91BJIWUD USASS JO UONIRISP3) B WO PRULIO)
AYdseuow aA1153(7 :9dA) JuUsWIULIDAOD -

WI1SAS UOIPULIOJUI Y1[eay

21enbapeur ue pue Juswabeuew Jood ‘9besn
92IN0Sa1 1UaPYJRU! ‘suielboid Juswasnoidul
Ayenb pajiul| ‘UoIeZI|IIN 103035 1eALId MO 40}
-395 91eAld parenbaiun pue UoNeUIPIO0D J0od
‘uoiiedljdnp 221AI3S ‘SaNss| A1l|IgISsadde apnpdul
sabuajjeyd Aoy ‘siouop pue a1eald dignd
:$103095 JOfew 921Y1 JO wiebjeuwle xa|dwod e S|
WIASAS Y1|eay suepiof :KIaAIap 3IAIDS -
uonendod ay3 Jo A1iofewl 94yl JOA0D SaWBYDS
9dUeINSUl Yi[eay AUSIsAIUN pue a1eald ‘Aiedljiu
2119Nd ddD JO %t S1usIdal ueplor Ul
ainypuadxayljeaH :3uswabuelle bupueuly
sadInDs Allfenb-ybiy pue

9|geunba Joj sued pue 401235 sy sa1enbHai
‘Ao110d Y1[eAY [BUOIIBU 5195 YDIYM ‘|IDUNOD)
yijeaH 12ybiH ay3 Ag pauianob si uaisAs yieay
uelUBPIOf 3] Juswabuelle dueUISA0D -

2In3onAiselul

w1sAs Yieay padojaAap-||am pue [eidueul bul
-pNjoUul S92IN0S3J 91BNbape YlIM PlIoM 3Y3 Ul
0 do1 2y Ul payjuel Ajieinbai si 1eyl WaisAs
2Jedyyjeay Jan-doy e sey 3yn YL S|oAd)
AJe111a1 pue A1epuodas ‘Arewlld 1e WalsAs aied
-Yyijeay buiuonouny-||opn :K19A1[9p DIAISS -
6L0¢ Ul

%€’/ Sem i[eay 01 pa1edo|je 19bpng [elapsy jo
abeuadIad By "S92IAISS [edIpaw Alljenb
opInoid 01 JeaA AI9AS 10103S S1eDY1|eaY DY 10}
19bpNq [eispay 3y JO a1eys Juedylubis e s1ed
-OJ|e JUSWUISAO0D) Juswabuette bupueuld -
Jvn oyt ul

sa11IoyINe A101e|NH3J 1URIYIP AQ PaIaISIUILIPe
3B $3DIAJISS 1eDY1[ERY DI|gNd ‘[9AS] 1BJIWS pue
[eJopa} 9} Y10q 18 paie|nbal i 91edyljeaH ‘uol}
-ejndod ay3 01 asedy3jeay Jo piepueis ybiy e sia
-Al]9pP 1ey1 101095 Y3jeay a1eAud buidojeasp Ajp!
-deJ e pue 321AI3S Y1|eay papunj-1uswiulanob
‘3AISUSYR1dWIOD V/ ;Judwidbuelie 9DURUIDAOD) -

uepior
$311JUN0O2 JUIOJUI-3IPPIY

(3vn) sareswg qely paiun

(0Z0Z 19qwiadaQ L€ Jo se) diwapued

sdUIRRY  jo aseyd Aped Huunp uonenis 6L-gIAOD

ssado4d Bupjewhdijod
y1jeay pue a4n1dnas [edi

sonsusIdRIRYD WS)SAS YjesaH

A13uno>

(panunuod) g ajqey



Page 9 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

059€°¢ (S95eD
[B101 JO SY1B3P JO %) D3ea AN|eIRY BSe)) -
9/9% 'syieap 61-AINOD [erol -

SsoULAISUOdSal JapulY 01 pa1Jodal SI Sa1l|1D.)
y1jeay d1jgnd Jo 1uswsbeuew pazijeliuad syl
'ISASMOH "Y1|eaH J1|qNd JO ANSIUIN 943 JO
uoIsiAIaANS Syl JapUN $31e10123.IP L3jeay
|euolbal Aq payuswalduwi s Ad1j0d yijeay
oiignd jeuonen :bunjewkdijod yyjesHy -
BupewAdijod aandays bulspuly Jusueled
paplAIp A|daap e yum ‘pauswibely s adeds
-pue| [ean1jod s,A3UN0d Sy "L Z0g Ul 92109p Ag

9|GeISUINA 310U SUOIDRI JOLSIUI BUIARD)

‘deb |euoibal Jola1ul-[eISe0d Y s1yoIYbIy uol

-NQUISIP USASUN SIY ] "Sa1edsIp 921n0sal pue

uonnguisip usAsun >Q poziialdeieyo s 2in1donis

-BJjul 4eDY[esY SPISIUN| :KISAIISP DIIAIDS -
Buipuads yijeay [p101 JO 949'9¢ 4O}

Bununode ‘a1nlpuadxe yijeay Jo 931nos [en
-upIsgNs e ujewal syuawiAed 1ox00d-Jo-1no ‘bul
-PuUN} JUSWIUISACH pUEB I\YND JO 3JUSISIXS aY)
audsaq spjoyasnoy Jood sianod weiboid
(DIAY) 21N1BID) 3[BIPIA 9OURISISSY A1oInquy
-U0d-UouU ay3 3|iym ‘uonejndod ay1 Jo 9,08 Ueyl
2I0W SISA0D YN ‘Buipuads a1eaud pue
SINUASI JUSUWIUISA0D [e1aUab ‘9dueInsul yijeay
[PIDOS JO UOIRUIGUIOD B YBNoIy) padueuy si
2iedyjeaH Juawabuelse bupueuld -
uonejndod ayi Jo

uoliod Juedyiubis e 01 96e19A0D aduRINSUI
yijeay sapiaoid yoiym ‘(WYND) pun4 asueinsuj
Yi|eaH [euoneN 2yl sabeuew os|e ANSIUlp

9y "SaDIAIRS aledyjeay Alljenb-ybiy pue 9|q
-e1inba Joj buluue|d pue 401295 a1edy1esy Sy}

%/1°| :uon 3|NJ pue Juswieljed JO uoisUadsNs susp Bunejnbai ‘sadijod yijeay [euolleu bunusw
-ejndod a3y} Jo 1n0 s3SI 61L-AINOD JO % - -Isaid ay1 Buimo||oy 91e3s Uellesoyine ue 03 -ajdwi| pue buidojaAdp 1oy 3|gisuodsal S| yoiym
0207 Yoie ¢ PRUOI1ISURIY ‘ADRIDOWSP SAIIRIUDSII ‘U1eaH JO ANSIUIN SYL AQ UD3SIDAO SI WISAS
[85-56] :3sed 61-dIAOD Pap40d3l 3s4y jo d)e( - -daJ e 9ou0 ‘eIS|UN] :2dA) JusWUIBAOD) - 2Jedy3jeay ay | Juswabuelie 3dUBUISAOL) - elsjun|
suolbal pabajiauciapun ul asedyijeay Atewnd
Buipiroid suoneziuebio eruswuIr0bUOU
snoleA 0} uonippe ui sjeydsoy dlignd gz pue
91eAld € | JO YIOMIDU B AQ U ELISPUN S| UOU
SISO 3Y1 Bul  -ege Ul KISAI9p 21edy)|edH :AID9AIIDp 9IIAIDS -
-Inp AjJejnoiied 410103 21edy1eay sy Ul 2Jed paseq-|eydsoy uo juads s| abe
S9DUIIDLYNSUI 03 PRINGIIUOD dARY SWISIU -1uddiad Juedylubis e 3jiym ‘ied aauanaid pue
-eydaw A1ljigeiunodoe aenbapeu; pue Arewud oy Apendped qusawuISA0D ay) o)
[|m [eantjod Jo 9duasge ay] JuswdojaAsp S92IN0S2J PAMIWI| DAISII SIDIAIS DIEdYlPay
101035 24PDY1[R3Y PAJIPUIY SBY ‘2IN1dNIIS  DI|gNnd "W1SAS Yijeay ay3 JO JaduUBUL ulew 3y si
%80 :(S958D uelle1d9s 1dnIIoD e AQ paziialdeleyd ‘Ua1sAs 101095 91eAlld :Judwabuelse bupueul -
[B101 JO SY1B3P JO %) d3ed AM|eIRy BSe)) - [eonjod suouega :bupjewAdljod YyijesH - 95de||0D SPIEMO] WIAISAS 33
8971 'SY1eap 61L-AINOD [eI0L -  7Z0C Ul ulebe usyl pue gLOg [iun pjay aiam  pajjadoid aney 1se|g 10 InuI9g PUe 1saiun IAD
999°7 :uon SUOIID3I3 JaY1IN) OU ‘U032 600 YL I8 SIS DILIOUOD ‘Sabudjjeyd [einianiis buisixi
-ejndod ay1 Jo 1n0 sased 61-AINOD JO % * "ISASMOH 'S1e3A 17 K1I9AS PIay SUOIDI3IS IRl "PASND0) SAIIRIND PUR ‘PIJRUILIOP J01D9S 21eAld
0207 Aleniga 1z -uswieljied 12a11p Yum dljgndal dleowsp  ‘paruswlbely pue disijedn|d st w1sAs a1edy3eay
[rSs-sv /7] :9sed 61-AIAOD Pap40d31 154y JO d)e( - Kieyuswielled v :2dA) Juswiuadnoo - SUouega] JUdWIBURLIE DDURUIDAOD) - uouegs
(0Z0Z 19qwiad9Q L€ jo se) dlwapued ssado4d Bupjewhdijod
sduUaI9RY  jo aseyd Apes Huunp uonenis 6L-gINOD yjjeay pue aindnajs [edl so1is1Iv1dRIRYD WIASAS YljeaH Anuno>

(panunuod) g ajqey



Page 10 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

%SL’S

(59582 [B101 JO SYIBSP JO 9p) D1RJ A1) 95RD) *

8971 -SY1e9p 61-AINOD [BI0L *

%9500°0

:uonejndod sy JO INO $35€D 6 1-QIAOD JO % *

0c0C Yy €1

[c9-65] 958D 61-AIAQD POpP40331 154y JO d1eQ *

sapljod yieay buideys u ‘sjeuoissajoid
2IeDY3[eay pue suoleziuebio A191D0s [IAID se
4ans ‘siapjoyaxels 1ay1o jo uonedminied ayy
palWI| Sey JUSUWUISA0D 33 JO 2injeu uele)
-lJoyine ay1 12ASMOH ‘saldljod yiesy [euolieu
Bunuaws|dwi pue bueNWIo) 104 3|qIs
-uodsai s yoIym (HoW4) YieaH Jo Ansiuliy
[e19p24 9y1 AQ USALIP Ajuewid S| uepns ul
BupewAoijod yiesH :bunjewhdijod yyjesH -
$9559D

-ou1d BupjewAoijod pue waisAs aledyijeay
5,A11unod ay3 paioedwl Ajpuedyiubis sey
2IN1ONJIS UBLIBILIOYINE SIY] "SIUSUWSdNPUIl pue
uolssaidal JO UoeUIGUIOD B Ybnoiyl

Jamod Bulureiutew (dHN) Aued ssa1buod)
[euolieN siy pue Juapisaid 3yl Yim jni uel
-Ie1lIOYINe UB AQ pazla1deleyd S| Walsks
|eonijod suepns :@dAy Juswuianoo -

Sa1Mj1oe} Yieay paddinba-ispun pue
paje1siapun Aj219A9s pue soisibol pue saiiddns
a1enbapeul ‘sjeuoissajold s1edyijesy Jo sbe
-L0Ys e AQ paulells J1ayuny S| WS1SAS 9y S1usp
-1591 000’001 4od sa11uad a1edyjesy Arewnd
g€ | pue sjeudsoy ¢ | AJuo a1am 219yl ISA0RUON
'SP (NDI) 1UN 318D SAISUS1UI 00S PUNOJe AlUo
pey A1unod ay1 ‘uebaq diwspued 6|

-QIAOD SU1 USYAN “Bu D] A|919ASS S| 21N1dNIS
-BJJUI 21BDY)[B3Y SUBPNS :KIDAIIDP 9IAIDS -
Spjoyasnoy Jo 98/ 10 diys

-paey [eidueuy dlydonseled buisned ‘(9556°99)
sainpuadxe 19350d-jo-1no ybiy 01 ps| sey
Buipunpspun siy] “196png ayi Jo 9| Ajuo bul
-A1933J 'WSSAS Y1jeay paruswIbel) pue papuny
-19pun A|2I9A3S € 1M 1USWUISA0D [euoilisuely
1U21Ind 3y BulAea| ‘aledyijesy JaAo Bulpuads
AJel|iw pazioud JusuwuIaA0b asauepns
JoaulIo) 9y :bupueUY WS)SAS aJedyljesH -
S1UIRJISUOD 92IN0Sal pue Aldeded yeam 0}

anp Adusidyje uoneluswa|dul Moj Ul buninsal
'S|oA3] Jamo| 01 sall|igisuodsal Jo Jajsuel) 918
-lidosddeur ayy 03 snp 219|dwodUl SUlewS
WI2ISAS 93 ‘S1Ioy UoNezIjesusdap a1dsaQg
‘suswLiedsp y1jeay 21e1s pue SaLlsiuiw

19410 UM UONBIOgE||0D Ul UIR1SAS 21eD4)eay
9S2UBPNS B} S99SI9A0 Y1[esH JO ANSIUIN
[pJ9pa4 2y :9dueuIdN06 W1sAs diedy)|esH -

uepns
$3111UN02 AUIOIUI-MOT]

(020T 12qwdd3( L€ Jo se) dsiwapued
sadua49j9y  jo aseyd Kjuea buunp uonenis 61-dIAOD

ssad04d Bunjewhdijod
yijesy pue a4n3dnais [edi

solsuadRIRYD WASAS YijedH

A13uno>

(panunuOd)  3jqey



Page 11 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

957°9 :(S958D

[B101 JO SY1B3P JO %) d3ed AM|eIRy Bse)) -
€/£5'sYyieap 6L-AINOD |e10L -

%%900 ‘uon

-ejndod ay1 Jo 1no sased 61-AINOD JO % *
0c0c Y2e ¢c

uolendod ay3 03 SIDIAISS 34ed

-U3[eay Jo AIaAIjep 1u1dYJ2 pue 3|gelinba ayy
Bunoaye ‘sadijod yijeay [puolleu 1USISYOD JO
uoneuswa|dwi pue JuswdoPAsp ay3
paJapuly sey uoneluswbel) siy| 'suoibal 1us
-134IP UIYIIM [013UOD [BLIOIIIS) PUB SDIWBUAD
Jamod buiyiys ay1 Aq pasuanjjul st bupewAd

-Jjod Ya1ym Ul uopeniis e 01 bujpes)| ‘sainionis

9oueUIaA0b a1edyljeay [euonipely paxdni
-SIP Sy 1DIJU0D SELAS JO ain1eu dIWeUAp pue
xa|dwod ay] :bunjewoijod yyjesH -

uon

-eindod uelAS 3yl 01 S9IAISS 4edY1[eaY JO
AI9AIIBP 2Y1 Buidaye 'sain1dniis pue san
-Ipeded Bulkiea yum yoea ‘swiaisks yijeay Jo
somydied e Ul paynsal sey UOISIAID [edijod
SIY "suoibal [eo1ydesboab JuaIayIp Ul S211UD
Jamod sjdnjnuwi Jo adusbisws syl 01 buipes)
'$9IN10NJ1S 9DURUISACD pajuswbely sey
1Iu0d BUIoBUO 5 A1I3UNOD Y1 JISAIMOH
-uaplisald e Ag papeay ‘Apog an1e|sIba|
Jagquwieyd-suo e yum dijgndal Auedninui

WIS1SAS PaUSPINGISA0 Apealje 81 paulels
Jauung sey ydiym diwspued 6 |-gIA0D Y1 Ag
pa1eqladexs uaaq sey uonenyss siy] “salddns
a1enbapeul pue spag [endsoy 1USPLNSUl Yim
‘BUByDB| SI 21N1DNIISBIUI S4EDYI|BIY ||BISAO S}
‘A|[eUOIIPPY "SSDIAIDS 31EDY3[BaY [BIIUDSSD
apinoid 01 Aypeded ayy Buiwi| A|249A9s
‘leuonouny Ajjny 1o Ajjented Jsyua aie sjeydsoy
2119nd 4o 901 Aj1ewixoiddy ‘pakonsap Jo
pabewep sjeudsoy dignd Auew yim 11y

-U0d a1 Ag paroedull A|919A3S U99Q Sey W1SAS
21edy1[eay UBLIAS 3y :AI9AIIBP SDIAISS -
sjualied 1oj sasuadxa

19¥20d-J0-1N0 ybIy ul paynsal sey buipuny Jo
abenioys sy “euded Jad pue (ddo) 1onpoid
J11$9UWOp $S016 Jo sberuadiad e se yieay uo
2In)Ipuadxa JuswWuISA0b Mo| 01 buipes)
'S9DIAIDS 21eDY1|eay Jof puewap bulmoib ayy
199U 0] JUSIDLYNSUI U330 9ARY 3|qe|IeAR
S92IN0S3I PAYWI| DY IDIPJUOD 31 210J30 USA
SIUIBJISUOD [BIDUBUY JURDYIUBIS paDB) SBY WR1SAS
2ledy1|eay SelAS :juawabuesse bupueul -
JuaWabeURW WR1SAS |[eJaA0 Bupiapuly ‘uoneu
-1PJ00D PUR SSIUSAIDRYD JISY1 Ul AIBA S2IN1DNAS
353y uolsirold a1edyi|eay 1oy 3|gisuodsai
Apoq BuluISAOH UMO S) Yim Yoes ‘pabiaw
aney s2in1on.s Jamod adnnpy “Aiioyine
|BUOIIBU [BJIUSD B JO 9DUISCR 31 PUR 1DIJU0D
Buiobuo ay1 01 anp paruswbel) st WIsAS

[59—£9] :9sed 61-AIAOD Pap40d31 154y Jo 9)e( - AJejun e si elAS :adA) JuswiuIdAoD - 31eDY3|eaY SPIIAS :JusWabuelle uUeUISIAOD) - elAS
(020 19qwada( L€ Jo se) diwapued ssadoad bunjewdijod
sduUIRRY  jo aseyd Apes Huunp uonenis 6L-gINOD yljeay pue aindnijs |edl so1Is1Iv1dRIRYD WASAS YljedaH Anuno>

(panunuod) zajqel



Page 12 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

%6 (5958

[B101 JO SY1B3P JO %) d3ed AM|eIRy Bse)) -
019 'syieap 61-AIAOD |erol -

%000 ‘uon

-ejndod ay1 Jo 1no sased 61-AINOD JO % -

uone|INWIOY A21j0d 9AI1D9YD

Buipaduwil Jay1ny ‘U0IeIO|[e 92IN0SaI pue
BuPWI-UOISIDaP Paseq-aoUapIAR JapUlYy
WIS1SAS UOIPULIOJUI Y1[esy S Ul Sa1DURID
-yap ‘AjJeuoiuppy Suolbai 1uaIayIp ssoide
saydeoidde Jo yiomydied e ul pa1nsal sey
saijod yijeay bunuswajdwi pue buieu
-IpJ00D JO 3|geded Aloyine [eiusd e Jo
9DUISP 3y "USWSA Ul bupjeuAdijod yijeay
PaUIRAISUOD A[219A3S 9ARY AldedED [PUOH
-N111SUI ¥BSM PUE 2IN1NJIS 9DURUISAOD
pajuawbely ay] :bunjewhdijod yyjesH -
sapijod

Y1]eay aAID9ye JO uoneluswa|duwl pue
1uaWdoaAsp ayi palapuly Ajpuedyiubis sey
adedspue| [eonijod pauswibely siy] ‘suoibai
1UIDYIP J2A0 ABMS P|OY S[BIDLJO P13
-aun pue sdnoib pawle snoLieA pue ‘GOz Ul
1M [IAID 941 JO ea1gIn0 2yl duls pask|esed
A|9AID94J2 US3q SeY| JUSWUISAOD [eusd oy

"A10111191 941 JOAO [011U0D [Ny BUISIDIDXD AYIUD

101095

24eDU1{eaY Y1 Ul 9DURUISACD pauayeam pue
sabua|[eyd yijesy pa1ecuadexs 0s|e sey 11juod
oy "uonendod ay1 Jo sia1enb aa1yy 1oy
S9DIAIDS B1EDY1[ESY DISe] 01 S$9208 BUISIU
-01dwod ‘uswdinba pue yeis ‘ssupipaw
[PIUSSSS Ul $96B1I0YS [D11LD 01 P3| Sey SIy |
‘[euonduUNy A||ny Sa11|1D08} JO %05 AJUO YUM ‘W)
-sAs a1edy1|eay SUSWSA paxdnisip Aj21aAss sey
1DIuU0d BulobUO vy :KIdAIIDP DIAIRS -
61-AINOD se

UDNS S1ealy3 01 3|gRJISUINA WIAISAS a1 bulnes|
‘Apuedyiubis paulpap sey bujpuny [eulalxa se
‘sobu|jjeyd pajegladexa sey siauiled Jusw
-dojaAsp uo 2duapuadap-Iano siy] “KIaAlSp
921A35 Ul 9]0) Atewnd e buikeid suoneziuebio
Bunuawa|dwi yum ‘buipuny [pUISIX3 UO S31|21
AJIARSY WIS1SAS 2JeDY1|eay Suswa, A||eqolb
159MO| 3y Buowe s ainpuadxa yijeay e1o)
[ENUUE SUDWISA :Judwabuerte bupueul -
JusW

-obeuew a2Inosal uewny pue bupabpng ‘buiu
-ue(d Bulpn|aul ‘AISAI[9P 9DIAISS abrUBW SIDYJO
y1[eay 10LIISIP PUB 21eI0UISA0D JusWdojaAsp
AB31e43S pue A21]0d $935I9A0 U1|BIH JO ANSIUIN
[BIUSD 31 3|IYAA 1DLISIP pUe S1eIoUIaA0D

0207 |udy 0L 3|BUIS OU YIIM ‘DINIDNJIS 9DURUISACD PRIUSUL  ‘|[RJIUSD :S[9AS] 93JY] 1B PRINIDNIIS S| WUISAS 248D
[1/-99] :9sed 61-AIAOD Pap10d31 154y JO 91k - -beyy pue xa|dwod v :9dK) Juswuianoy - -U3[ey SUSWDA :Juswabuele 9dURUIDAOD - USWISA
(0Z0T 19qwiad3Q L€ Jo se) diwapued ssado4d Bupjewhdijod
sduaI9Ry  jo aseyd Apiea Huunp uonenis 6L-gIAOD yljeay pue ainidnajs |edl so1is1Iv1dRIRYD WISAS YljeaH Anuno>

(panunuod) g ajqey



Page 13 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

SUOIIEPURWIWODRI AQ
POMO||0} 991U UIWIOD 31 JO

0T0T Alenuer 7z paieAindy
‘y1eay Jo Ansiuiw aya Ag
paliey> (DDN) 61-AIAOD 10}

asuodsal pue ssaupaledaid

punoy 10N sbunasw lejnbay 991WWO)) [eUOIEN SOA 1USWUISA0D) |euoleu 61-aIAOD UL uoueqa]
020T Alenuer pajeAndy
{(IWDSDN) JusWwabeuely
SISID pue A1NJ3S 1oy 1uaWabeue sis
121UaD) |eUOneN Y3 JO 3In) -11D) pue A1N23S 10} 123U 0202
sbuyallqg ssaud pue -dN13s BUSIXe 9y UIym [BUOIIEN U3 ybnolyl  ue|d asuodsay pue ssaupa
punoy 10N sbupssw Jejnbay [[9D SISID) SNIIABUOIOD) SOA Juswwianob ay]  -iedald 61-QIAOD |eUOleN uepJor
$211)UN0D UWIODUI-3IPPIN
020T J9qWIaAON U0
plaYy Bunssw 1siy ‘ea1w
VINIDN O} -WOD) 9DURUIIAOD) pue
Ajpoau1p buipodai se 1usWwabeuey A19A0D3Y
||oM se uoddns pue SIS 61-JIAOD [rUOlEN
9ouepInb Humab alom 020z 13q
SaIJOYINE [RIUBWIUIRA0D  -0120 | € UO play bupaaw
|e 43uIged 3y} 03 sjuswdo 151y /007 92uls ade|d ul
-|oA9p uo Lodas ApRam e Apealje (YINIDN) Aloyiny 1uswabeuepy SIS 61-JIAOD Y3
S1U9saId 991HWWOD 3y} JusWabRURY SI91Sesig pue 1915BSIg pUe SISl JO 993 1eqUWIOD) 03 SIANBINU|
punoj 10N ‘sbupaawl Jeinbay  sislD Aduabiawig [euoneN SIA -lwwoD awaldng ay | S, 3USWUISAOD) JYN YL S91eJIWT geIY PaluN
020z Alenige | uo
Bunesw 11y ‘070z Ale
-nuer Aj1es paleAdy
uosJad Ul 9a1IWWod Yi|esH Jo Ansl
dn-mo||04 61-QINOD Y3 JO  -UII 941 Aq paiieyd 3w
punoj 10N sbupesw Jeinbay  -wod dn-moj04 6 1-dIAOD punoj 10N JUSWUISA0D)  ue|d |03U0D Djwapued ay|  BIGRIY IPNES JO Wopbuly
0z0z Atenu
-go4 Gz :bunesw 181410707
A1eNniga4-plud Pa1eAldY
Buyauq pue 11SIUI SWld 9yl AQ
90UaI94u0d ssaud e Ag palieyd (6 1-gIAOD) SUIA J19151Ulw swd pue ue|d asuodsay pue
P3aMO]|0} 22J0SeY Y3 JO -euoi0) bunequiod 1oy 2ound UMOID 3Y) (HYH)  ssaupaledald Aouablaw]
punoj 10N sbunasw Jejnbay 92J0p{se] [euoneN Yy punoj 10N ssauybiH [eAoy SiH yieaH [euonen ayL uleiyeg
$a113UN0> 2WOUI-YbIH
SNy $10)0e/5103}23S me| Aq parepuew

Buipjing pue Juswabeuew
1J1JU0D 10} WisiURYID

uones>iunwwod
10} swisiueyday

U9amilaq uoideisjul

oje; e} 0} wisiueyday

asuodsal
ay3 pa| 1eys Liug

wisiueydaw
uoleuIpI00)

EN 1]e40323s-NIN

A13uno>

UOIRIOCR||0D [I0}I3S-1}NUI 10§ $3553004d pue swsiueydaW [puoiniisul ‘diysiopes € ajqel



Page 14 of 29

(2024) 22:14

El-Jardali et al. Health Research Policy and Systems

papaau se paziuebio
sBudaw doy pe 0} uon
-Ippe Ul siseq Aj¥oam e uo

0¢0T Y24eN 91 pa1eAlndy
‘UI24INos ay3 Ul 911w
-woHAousbiswiy eanw
-woD asuodsay 61-AIAOD

asuodsal ayy

P3J-02 (dHdOW) uone|
-ndod pue YyjeaH dijand Jo
ASIUl 9y3 suodsal sy}
pa| (sosuodsal yijeay uenel
-lUBWINY 91BUIPIO0D O} 43}

ue|d asuodsay pue
ssaupaledald 61

punoj 10N S199W 22104 5] 3Y]  ADUabBIaWS [BlIISIUIL-I]U| puUNOJION  -SN|> Y1eay [euoieu) OHM -QIAQD [RUOIIBN USWIAA USWIDA
elIAS 10} 9A1}
sbuiasaw OHM -BIUDSaIdaY OHM DY} Yim
Ajiep/s|[ed [euoiesado 020z 1snbny (DH/DY) J01eUIPIO0D)
/SDUI93W UONBUIPIOOD  P3IRANDY '9313IWLLIOD) Uoh UelJeljUBWINKH puUe 10} elIAS Ul asuodsas pue
punoj 10N 101295 Y1jeaH APesp\  -BUIPIOOD) SISUD) 6 1-AIAOD PUNOJION  -BUIPIOOD) JUSPISaY NN SYL ssaupaledaid [euonen BUAS
(s31pUabIaWT Y3jeaH oy
0¢0z Yarew 99NIWWOD) YBIH pauLIoy)
Alies pa1eAndy (61-aIAN0D [IPUNOD) UBI2IBA0S BY1 pue
Bunequiod 1oy suoYS SI9)SIUIW JO 12UIqeD
|erusWUISA0b-UOU pue puini — (esuodsal ayy
[BIUSWIUISAOD 31eUIPIOOD P3]) OHM 243 Jo 1iod (d4dD)
papasu se  01) salduabiaW3 YieaH oy -dns ay1 Yum yieaH Jo  ueld asuodsay pue ssaupa
punoj 10N sbupaaw doy py S91IWwo) ybiH a3y punoj 10N AISIUIN [elopa4-  -1edald A1unod 61-dIANOD uepns
$2111UN02 JWO0UJ-MO7]
0C0C Y21y S¢ pue
| 7 U9amiaq paiea
-110B SWSIUeYIIN
1uapisaid syl Aq
papeay [1PUNo)) A
-NJ3G [BUOIIEN 3Y] *
uoneziuebiQ §a119y pue
as5uodsay pue UoUIAIJ
1915851 10§ 931IUIUIO0D)
[EUOIIBN JUSUBWI *
J91siuiw Islunp ul,z-\0D-S4dvs, JO
awd ayy Aq pasiasadns UO[IRUIWSSSIP PUE Uol}
SIAQUUBW 99RO SISUD) Awloyiny asuodsay sni -DNPOoJIUL JO ¥SH DY3 e ue|d
puUNOJION  [BD07 3Y3 Jo sbunaaw Ajleq -IABUOIOD) [BUONEN Y] SaA JUBWIUIBA0D  3suodsay pue uonesedald elsjun |
1sni} $1010e/510139S me| £q pajepuew
Buipjing pue Juswabeuew uoneduNWWod Ud3M)3q UodeIAUI wsjueydaw asuodsau
11U 10} WSIURYIDN 10j swisiueydd|\  d1el|IdR) 0] WISIURYIDN uoieuipioo) ay1 p9| 1ey3 A1nug 1 |e40109s-1} N Anuno>

(panunuod) € ajqel



El-Jardali et al. Health Research Policy and Systems (2024) 22:14

influence of these committees varied, with uncertainties
regarding how they functioned, particularly in terms of
the closeness of the cooperation and the working meth-
ods (Table 3). Coordination structures lacked a clear
mandate, joint costed action plan, adequate resources
and regular reporting on commitments. Additionally,
there were no explicit processes for conflict management
and building trust among stakeholders.

Communication structures

Beyond bringing sectors together, effective collaboration
requires sectors to communicate and engage in meaning-
ful participation, both internally and externally with the
public. In the majority of the selected countries, regular
meetings were reportedly being held (either in person or
online), some of which were followed by press briefings.
However, there was no evidence of robust communica-
tion planning, including strategies for promoting consen-
sual decision-making and managing power dynamics in
conversations (Table 3).

The COVID-19 pandemic also underscored the impor-
tance of knowledge generation and utilization in driv-
ing effective responses. This process, however, faced
significant challenges, such as scientific uncertainties,
the spread of misinformation and weak collaborations
among stakeholders [77]. Various government initiatives
aimed to combat misinformation and disseminate accu-
rate information through hotlines, websites and media
collaborations with health experts [78, 79]. Despite these
efforts, their effectiveness was often compromised by fac-
tors such as limited government capacity, perceived cor-
ruption and non-transparent decision-making processes.
Particularly, in conflict-affected countries such as Sudan,
Syria and Yemen, the national governments’ weak capac-
ity and perceived corruption undermined the legitimacy
and trust in pandemic response authorities [28, 29].
Throughout the pandemic, some of these countries were
still withholding COVID-19 data, influenced by a lack
of political will and underdeveloped digital data collec-
tion systems. This "secrecy” and institutionalized opacity
eroded public trust and hindered a successful multi-sec-
toral response.

Actors

Given the scale and breadth of the COVID-19 pandemic,
a whole-of-government, whole-of-society approach was
needed to respond effectively. Actors from three criti-
cal sectors — public, private and civil society — have been
involved in the response of the nine selected countries,
albeit to varying degrees; furthermore, roles and respon-
sibilities among actors in the collaborative arrangements
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have not been clearly defined nor linked to a mandate for
a more effective multi-sectoral response.

When it comes to state actors, there was a strong
representation of different ministries in the national
responses of the nine selected countries. The prime
minister’s office was also involved in many cases
(Table 4). Conversely, the contribution of non-state
actors, including non-governmental organizations
(NGOs), civil society organizations (CSOs), the private
sector, the media and citizens, was relatively modest in
most of the selected countries, with the exception of
Sudan. The nature of these initiatives varied depending
on the context. In cases in which governments exhib-
ited weakness, such as in Lebanon, non-state actors
often took the lead in initiating and carrying out relief
efforts [80, 81]. Conversely, in contexts in which gov-
ernments maintained a strong presence, such as in Bah-
rain, Saudi Arabia and United Arab Emirates, non-state
actors’ involvement was often prompted or initiated by
government initiatives [82—85].

The involvement of intergovernmental organizations
(e.g. WHO, UN entities) and CSOs was more promi-
nent and proactive in low-income countries (e.g. Sudan,
Syria, Yemen) and countries with a high number of
refugees (e.g. Jordan, Lebanon) where they already had
a strong presence prior to the pandemic. In these set-
tings, non-state actors leveraged their existing presence
and expertise to complement government initiatives
and address gaps in awareness-raising and commu-
nity outreach. In contrast, non-state actors’ involve-
ment in high-income countries were largely prompted
by the government [82-85] (Fig. 1). The United Arab
Emirates provides a notable example of private sector
engagement in the pandemic response. For instance,
the country launched the first United Nations Alliance
for Disaster Resilient Societies (ARISE) initiative in the
region, coordinating and maximizing private sector
involvement in disaster management [86]. Additionally,
government and private sector entities collaborated to
support residents’ mental health needs during the cri-
sis by providing access to free support services, such as
hotlines, webinars and counselling [86].

While COVID-19 has increased the need for experts
in various public health disciplines to plan suitable
programs and responses, the selected countries of
the EMR have registered only modest initiatives from
public health experts, whose engagement has not
been systematically integrated. Similarly, the role of
researchers and academia has not been well integrated
into the national pandemic responses. Only in three of
the countries studied (KSA, UAE and Tunisia) did the



El-Jardali et al. Health Research Policy and Systems (2024) 22:14

Page 16 of 29

Table 4 Sectors and actors involved in the COVID-19 pandemic response

Country Sectors and actors

Bahrain

Ministry of Health; Ministry of Works, Municipal Affairs and Urban Planning; the Bahraini Civil Aviation Affairs; the Bahrain

National Task force; the Bahrain Defense Force Royal Medical Services military hospital

Kingdom of Saudi Arabia

Representatives from 13 ministries: Health, Defense, Energy, Interior, National Guard, Foreign Affairs, Finance, Media, Com-

merce and Investment, Hajj and Umrah, Education and Tourism. Also present was the General Authority of Civil Aviation,
the Saudi Red Crescent Authority, the Saudi Food and Drug Authority, the General Authority of Customs and the Saudi

Center for Disease Prevention and Control
United Arab Emirates

The Ministry of Presidential Affairs; Ministry of Interior; Ministry of Defense; Ministry of Foreign Affairs and International

Cooperation; Ministry of Health and Prevention; Ministry of Economy; Ministry of Finance; Ministry of Education; Ministry

of Human Resources and Emiratization; Ministry of Community Development; Ministry of Energy and Infrastructure; Ministry
of Industry and Advanced Technology; Ministry of Food and Water Security; Prime Minister’s Office; General Secretariat

of the Cabinet; General Secretariat of the Supreme Council for National Security; etc.

Ministry of Health, Ministry of Culture, Ministry of Education, Ministry of Industry, Trade and Supply, the Ministry of Social

Ministry of Public Health, the Ministry of Agriculture, the Ministry of Foreign Affairs, the Ministry of Social Affairs, the Ministry

of Education and Higher Education, the Ministry of Public Works and Transport, the Ministry of Defense, the Ministry of Inte-
rior and Municipalities, the Ministry of Information, and the Disaster Risk Management Unit at the Prime Minister’s Office

Ministry of Interior, Ministry of Finance, Ministry of Planning and Regional Development, Ministry of Agriculture, Ministry

of Equipment and Housing, Ministry of Environment and Territorial Development, Ministry of Transport, Ministry of Com-
munications, Ministry of Public Health, Ministry of justice, Ministry of Defense, Ministry of Foreign Affairs and the Head

The Committee is made of members from the Ministries of Health, Labor and Social Welfare, Foreign Affairs, Internal Affairs,

Ministry of Health, Ministry of Education; Ministry of Interior; Higher Education; Local Administration and Environment; Social

Affairs and Labor; and Ministry of Foreign Affairs; Idleb Health Directorate; WHO; the United Nations High Commissioner

for Refugees (UNHCR); the United Nations International Children’s Emergency Fund (UNICEF); the United Nations Population
Fund (UNFPA); the United Nations Development Programme (UNDP); and the United Nations Office for the Coordination

of Humanitarian Affairs (UNOCHA). In addition, sectors, including Water, Sanitation and Hygiene (WASH), Health, Logistics,

Jordan
Development, the Ministry of Youth, the Ministry of Communication, the Government Coordinator for Human Rights
and the Prime Minister’s office

Lebanon

Tunisia
of the National Intelligence Center

Sudan
Information and Finance, as well as the head of the Central Bank of Sudan and representatives of the army, the police
and the security services. The WHO, UN agencies, the ruling cabinet of ministers and the Sovereign Council

Syria
Protection, Nutrition, Food Security, Shelter and Non-Food Items (NFIs)

Yemen

WHO, Ministry of Public Health and Population, Ministry of Foreign Affairs, Ministry of Education and Higher Education, Minis-

try of Public Works and Transport, Ministry of Interior and Municipalities and Ministry of Information

government allocate funds for COVID-19 research as
part of the national response (Fig. 1).

Administration, funding and evaluation

Every collaborative needs effective administrative prac-
tices, adequate financial resources and a plan for regu-
lar monitoring and evaluation [7]. Below, we elaborate
on each of these elements with respect to the multi-
sectoral response in the selected countries.

Administration of the multi-sectoral response

In the majority of the selected high- and middle-income
countries of the EMR, the organization of the COVID-
19 response was highly centralized, owing largely to the
centralization of health services. Those countries with
centralized governance and strong leadership, such as
Jordan, KSA, Bahrain and the UAE, were able to swiftly

coordinate and mobilize resources across various sectors.
Conversely, in countries with fragmented governance or
weak leadership, such as Syria, Sudan and Yemen, multi-
sectoral collaboration was often hindered by conflicting
priorities, the emergence of multiple power centres and a
lack of clear direction.

While a centralized approach may be logical in address-
ing a crisis of such scale, it is also crucial to harmonize
and integrate the top-down approach with local-level
actions and implementation. This emphasizes the impor-
tance of considering local context and involving com-
munities in the implementation of policy intervention.
Poor governance coherence has been attributed to fac-
tors including a lack of legitimacy of authority and trust
in leadership, and the absence of clear mechanisms to
translate high-level policies and regulations into practical
measures that can be implemented, enforced and moni-
tored at the local level.
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Multilateral loGinen:
organizations governmental | Private sector AL Media Citizens Loz i
& UN 5 . experts’ . . researchers’
= actors involvement | involvement | involvement .
agencies s involvement involvement
. involvement
involvement
Bahrain 1 1 1 1 2 1 1
Jordan 3 1 2 3 3 1 1
KSA 1 1 1 1 1 1 2
Lebanon 3 2 1 2 2 1 2
Sudan 3 2 3 1 2 1 2
Syria 3 2 0 2 1 1 0
Tunisia 3 2 1 1 2 1 2
UAE 1 1 2 2 1 2 2
Yemen 3 3 1 0 0 3 0

0- No clear involvement

1

Minor involvement

2- Moderate involvement
3- Major involvement

Fig. 1 Involvement of non-state actors and their roles in the COVID-19 pandemic response

This metric captures the degree of involvement of non-state actors in the national COVID-19 response

Self-initiated

Prompted by the government

Coordinated with authorities

No clear involvement

Table 5 Overview of funding, monitoring and evaluation and accountability mechanisms in selected countries

Country Sources of funding for implementation

Financing

Mechanism for monitoring and evaluation

Accountability

of the response mechanisms/ (responsible entity) framework
arrangement in place

Bahrain  Government Not found Yes (Bahrain National Task force) Not found

Jordan  Government; Local and foreign donations  Yes Not found Not found

KSA Government Not found Not found Not found

Lebanon Government; local and foreign donations Not found Yes (Ministry of Public health) Not found

Sudan External donors; private sector; government Not found Yes (COVID-19 Working Group with support Not found
from Information Management Working Group)

Syria External donors; government Not found No formal process (UN Country Team and WHO) Not found

Tunisia  Government; local and foreign donations Not found Yes (National COVID-19 Monitoring Authority) Not found

UAE Government Yes Yes (National Emergency Crisis and Disaster Man-  Not found
agement Authority, NCEMA)

Yemen  External donors; government Not found No formal process (various multilateral organiza- ~ Not found

tions and existing emergency operations centres,

EOQ)
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Financial resources

The amount and source of funding dedicated to the
national response differed across the nine selected
countries. Unsurprisingly, governments in high-income
countries (Bahrain, KSA and UAE) invested the high-
est amounts [87-89]. Next were upper-middle-income
countries (Jordan, Lebanon and Tunisia) where, in addi-
tion to government’s dedicated funds and foreign sup-
port, several platforms were established to raise funds
from public donations to support the response. In con-
trast, low-income countries (Sudan, Syria and Yemen)
were reported to have insufficient financial resources to
develop policies and engage multiple sectors in imple-
mentation activities. Consequently, these countries
tended to heavily rely on external funders and donors
(Table 5). With the exceptions of the UAE and Jordan,
none of the selected countries offered clear information
on the cost-sharing mechanisms between sectors for spe-
cific components of the plan.

Across the nine selected countries, it was not clear to
what extent budgeting for activities of the collaborative
was a multi-sectoral activity, undertaken by all sectors
(and stakeholders) involved. And while the budget cov-
ered the policy interventions under the response plan,
there was no explicit reference to the expenses incurred
to run the coordination mechanisms at national and sub-
national levels.

Monitoring and evaluation

Collaborative progress needs to be monitored through
an accountability framework consisting of indicators
related to both process and outcomes, pegged to the
objectives of the joint action plan. With the exceptions
of Syria and Yemen, most countries had mechanisms in
place and designated entities for reporting on progress;
however, only a few countries incorporated explicit indi-
cators for monitoring and evaluation into their national
response plans (Table 5). Furthermore, none of the coun-
tries included indicators to monitor the process of the
collaborative itself. Information on the mechanism and
designated entity for monitoring and evaluation were not
identified for Jordan and KSA. In all cases, it was unclear
to what extent monitoring and evaluation were formally
being conducted on the ground.

While accountability is an essential governance element
in collaboratives, critical for building trust and enhancing
effectiveness, none of the selected countries incorporated
an explicit accountability framework or integrated anti-
corruption and counter-fraud measures into their multi-
sectoral plans or coordination mechanisms. A recent
report conducted in the region highlighted corrup-
tion risks in public procurement and privately donated
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funds, and urged governments to adopt transparency and
accountability measures to provide much-needed anti-
corruption oversight [90].

Degree of multi-sectoral engagement

Multi-sectoral engagement lies on a spectrum, from
more passive to active involvement. It can range from
communication, in which information from one sector is
shared with other sectors; to cooperation, which involves
optimizing resources while establishing formalities in
the work relationship; to coordination, in which there
is increased horizontal networking among sectors with
some sharing of financing sources; and to integration,
which entails systematic integration of objectives and
administrative processes and the sharing of resources,
responsibilities and actions [13].

Across the selected EMR countries (and based on
the findings from the documentation review and stake-
holders’ inputs), the degree of multi-sectoral engage-
ment between sectors and actors spanned the spectrum
from communication to cooperation and coordination;
it rarely went further to integration, which necessitates
formal partnerships and shared policies and practices
to ensure achievement of a common goal. Although
low-income countries witnessed the engagement of sec-
tors outside the health sector, this engagement seemed
mostly limited to providing information or viewpoints
and was not a truly collaborative effort. Across middle-
income countries, the engagement could be classified
as cooperation, involving formal meetings and regular
exchange of staff, information and practices. As for high-
income countries, the engagement went further, to coor-
dination with sharing on regular formal bases and regular
exchanges and specific undertaking on shared projects.
Table 6 provides a visual representation of the degree of
multi-sectoral engagement across the selected countries.

Table 6 Degree of multi-sectoral engagement across selected
countries

Co-existence Communication Cooperation Coordination Collaboration

Bahrain X
KSA X
Jordan X

Lebanon X

Sudan X

Syria X

Tunisia X

UAE X
Yemen X
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Impact

Strong multi-sectoral collaboration has been shown to
yield a more effective pandemic response [1, 91]. Across
the countries selected, those with a stronger degree of
multi-sectoral engagement (see Table 6) seem to adopt
a more comprehensive set of COVID-19 measures or
interventions and achieve better COVID-19-related out-
comes (see section Comprehensiveness of policy meas-
ures and responses and Box 1, respectively). However,
it is important to caution that this study does not claim
any cause—effect relationship. Other factors may also
have contributed to the observed variations, including
population demographics, prevailing political structures,
disparities in health system capacities and cultural fac-
tors ranging from high levels of socialization to distrust
in public institutions, which might influence compliance
with public health measures.

Box 1: Case Study on Active Surveillance and Contact Tracing in
the selected EMR Countries

The varied approaches employed in active surveillance and con-

tact tracing — a cornerstone of public health responses — exemplify

the diverse challenges and capacities among the selected EMR coun-
tries in managing public health crises such as the COVID-19 pandemic
«In high-income countries such as Bahrain, Saudi Arabia

and the United Arab Emirates, robust digital surveillance is exemplified
through the health electronic surveillance network, which significantly
aided in disease detection, response and community health monitor-
ing [5, 6, 103, 104]. The “Tawakkalna"application, developed by the gov-
ernment in Saudi Arabia, played a pivotal role in tracking infections,
saving lives and reducing the strain on health facilities [5, 6]. Similarly,
Bahrain introduced the BeAware Bahrain app, leveraging cloud tech-
nologies and location tracking to identify and alert individuals in con-
tact with COVID-19 cases [104]. The United Arab Emirates implemented
a comprehensive strategy focusing on mass testing, contact tracing
and isolating positive cases. Early adoption of this strategy in April 2020
contributed to a lower-than-expected mortality rate [103]

- Middle-income countries (Lebanon, Jordan and Tunisia) faced
challenges due to limited capacity in detecting, tracing and isolat-

ing COVID-19 cases [45, 105, 106]. Factors such as under-resourced
surveillance systems, delayed diagnostic scale-up, inadequate isola-
tion facilities and the absence of digital contact tracing contributed

to underestimation of community spread and hindered informed
decision-making. Lebanon, for instance, heavily relied on a single hos-
pital for testing, isolating and treating confirmed cases during the early
stages of the pandemic, which undermined the overall response [45]

« Low-income countries such as Sudan, Syria, and Yemen faced signifi-
cant challenges attributed to security concerns and limited accessibility
[107-109]. The absence of a unified, digitalized health information sys-
tem hindered the tracking of the pandemic’s evolution and response.
Sudan, for instance, grappled with a shortage of isolation centres

and testing capacity, underscoring the broader difficulties in managing
the pandemic in such contexts [108]

Comprehensiveness of policy measures and responses

Governments in the EMR have responded differently
to the pandemic, with variations in reaction speed
and strictness of implementation. Collectively, coun-
try responses ranged from public health measures such
as lockdowns, social distancing and contact tracing to
social interventions and broader fiscal policies to restore
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the economy. These responses continued to change over
time as countries experienced second waves of out-
breaks or recovered from major bouts of infection. While
all selected countries implemented a range of public
health measures, variations across income groups were
more pronounced in terms of the comprehensiveness of
adopted social and economic measures (Fig. 2).

Across income groups, policy measures were most
comprehensive in high-income countries, followed by
middle-income countries, with the least number of meas-
ures adopted in low-income countries. Box 1 illustrates
the varied approaches employed in active surveillance
and contact tracing among the selected countries in the
EMR.

The overall pandemic response in the EMR can be
grouped into three broad types:

Early response, proper measures and successful
implementation: KSA, UAE and Bahrain

KSA began taking precautionary actions early in January
even before WHO declared COVID-19 a pandemic. The
whole-of-government approach adopted in KSA at the
national level allowed the right decisions to be taken on
time and to be implemented promptly and in a coordi-
nated manner. The UAE was the first country in the EMR
to report a COVID-19 case; in late January 2020. The
UAE had a clear strategy that relied on communication
and coordination, with no room for rivalry, opposition
or dissonance; this has allowed the country to rise to the
forefront of effective decision-making. In fact, it ranked
among the world’s top 10 for COVID-19 treatment effi-
ciency and among the world’s top 20 for the implemen-
tation of COVID-19 safety measures [92]. Similarly,
the WHO’s Eastern Mediterranean office commended
Bahrain’s swift and effective countermeasures against
COVID-19 as an example that other countries should fol-
low [93, 94].

Successful handling of the first wave, but lost control later:
Jordan, Lebanon and Tunisia

Jordan’s response to the pandemic was one of the strict-
est in the region and among the world in the first months
of the outbreak. Later, after easing lockdown measures,
Jordan witnessed a gradual increase in confirmed cases
of COVID-19 by early August 2020. Similarly, Tunisia
and Lebanon’s initial response highlighted their inabil-
ity to manage a crisis of such severity. Tunisia managed
to successfully control the initial epidemiological threat
posed by the pandemic, with the second-lowest fatality
rate in the region [95]. However, the government was not
as proactive as it could have been, effectively implement-
ing needed measures almost two weeks after the confir-
mation of the first COVID-19 case. As for Lebanon, at
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times
Policy Measures
High-income countries Middle-income countries Low-income countries
Bahrain | KSA UAE Jordan | Tunisia | Lebanon | Sudan | Syria | Yemen
Closure of schools/ v v v v v v v v v
Public universities (All levels) | Feb-Sep | March- | March— | March-Sep | March- | Feb—May | March— | March— | March-
Health Dec July Oct- Dec Sep Nov-Dec Oct Aug Sep
Meas ures Oct - Nov Dec
Workplace closure/ X X X v v v v X X
:vorkllf rom h(:?e policy Required | Required | Required |  March- March- March- March- | Required | Required
or i‘( except key forsome | forsome | forsome April May April July forsome | forsome
workers only only only only only
Cancellation of public v v v v v v X X X
events/ Restrictions on March- April- | March- March- March- | March-July | . erin N
. gs o
gathérmgs (<19 people) Aug June July June June Oct- | Nov-Dec limitedto | Gatherings | restrictions
/Social distancing Dec Sep-Dec Dec 10-100 limited to
measures people 10-100
people
Suspension of sports v v v v v v v v
events, gyms, outdoor Feb-Aug | March- | March- | March-June | March- | March-June | March- | March - March-
sports fields, sports June May Aug-Sep June Aug-Sep Sep Oct Dec
halls, and swimming Oct-Nov
pools
Total suspension of X v v v v v v 4 X
public transport March- | March- March- March- March- March - March-
June April April May April July May
Nov—Dec | Aug-Sep
Restrictions of v v v v v v v v X
recreational activities April-May | March- | March- March- March- March- April- March-
(restaurants, malls, Sep April April April June May July Oct
cinemas, etc.) Oct - Sep-Oct Oct-Dec | Aug-Sep
Nov
Restrictions on internal X v v v v v v v v
movement/ Curfews / March- | March- March- March- March- April - March- | May-July
Stay at home April- April April June Nov- May Sep Dec Sep - Oct
requirements (except June May- June Dec Aug—Nov
for essentials) Oct-Dec Dec
Suspending religious v v v v v v v v v
gatheri.ngs, collective ) March- Feb- March- March- March- March- April- March- | April- Dec
worship, and prayers in Aug May June June June May Aug May
Mosques and Churches Dec Sep-Oct | Oct-Dec | Oct-Dec
Total restrictions on air X v v v v v v v v
travelhand bordersi Ban on March- | March- | March-Sep | March- | March-July | March- April- March-
crossing, suspension of high risk May May June July Aug Oct
all domestic and regions only | July-Sep Dec
international travel Dec

Fig. 2 Overview of public health and socio-economic measures adopted by selected EMR countries during the first year of the pandemic (i.e. year

2020)
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(including
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public areas)
Sterilization campaign/
Disinfection Program of
public spaces

Imposing penalties for
non-compliance (fines,
prison sentencing)

Supporting COVID-19
research

X v
No date
info

Supporting COVID-19
vaccine research, and
engaging in clinical
trials
COVID-19 vaccination X % % %

policy and plan

COVID-19 vaccination
registration and rollout
campaign

First
quarter of No No
2021 specific specific

Second
quarter of
2021

Mid-Feb
2021

Scaling up healthcare
and isolation facilities
and testing centers

Emergency investment

in healthcare No date No date

info info
National Campaign for X v X v
Mental Support No date No date info No date
info info
In-kind support (food v X v v v X
Social and hygiene packages) No date No date No date No date
Measures | to vulnerable population info info info info
(refugees, prisoners and
low-income families)
v

Financial support/ cash
assistance for vulnerable
population and
individuals affected by
Covid-19.

Fig. 2 continued
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and land taxes
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Injection of liquidity
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of reserve requirement
ratio as well as
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International financial
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No date
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v
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Fig. 2 continued
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info info




El-Jardali et al. Health Research Policy and Systems

(2024) 22:14

Page 23 of 29

Total % of COVID-19 Case fatality % of positive % of
Cumulative casesoutof | Total COVID- rate (% of Total tests Tests/ IM | COVID-19 cases | population
COVID-19 cases the . 19 deaths deaths out of conducted population out of tests fully vaccinated
population total cases) conducted
Bahrain 729,405 40.8% 1,574 0.21% 10,944,809 6,135,041 6.6% 83.3%
Jordan 1,746,997 16.9% 14,122 0.8% 17,201,885 1,669,945 10.15% 40.4%
KSA 841,469 2.34% 9,646 1.14% 45,481,735 1,268,848 1.85% 69.9%
Lebanon 1,237,127 18.6% 10,901 0.88% 4,795,578 717,380 25.8% 44%
Sudan 63,993 0.14% 5,046 7.88% 562,941 12,240 11.36% 28.6%
Syria 57,743 0.3% 3,165 5.5% 146,269 7,553 39.5% 10.7%
Tunisia 1,153,361 9.5% 29,423 2.5% 5,013,383 416,164 23% 51.8%
UAE 1,067,030 10.5% 2,349 0.22% 200,732,262 19,910,389 0.53% 100%
Yemen 11,945 0.04% 2,159 18% 329,592 10,579 113% 2.3%
Average 767,674 11% 8,709 4.13% 31,689,828 3,349,793 25.8% 47.9%
Color codes:
Better than average
Same as average
Worse than average
Fig. 3 Covid-19-related outcomes in selected EMR countries (as of 5 May 2023) [74-76,111-113]

the start of the pandemic the government was success-
ful in handling the response; however, after the Beirut
port explosions on 4 August 2020, the response got out
of control and cases began to skyrocket [47, 96, 97]. This
has been attributed to the failure of the government to
develop a long-term strategy and the breakdown of com-
munication across sectors.

Failed response due to crippling war: Yemen, Syria and Sudan
The pandemic has hit Sudan, Syria and Yemen at a criti-
cal time, leaving the authorities in each of these countries
struggling to deal with the newly imposed public health
threat. Yemen was one of the last countries worldwide to
announce the first confirmed case of COVID-19 infec-
tion among its population, and 1 year after the start of
the pandemic, Yemen had the lowest publicly reported
infection rate in the region and the highest case fatality
rate in not only the region but the world [98, 99]. Syria
had no official number of COVID-19 tests conducted
until 16 March 2020, with only 103 tests reported in
government-held areas. Despite the low reporting, many
indicators suggested that Syria already had a considerable
number of COVID-19 cases prior to the announcement
of the first official case on 22 March 2020 [100-102]. The
lack of transparency and weak reporting system in these
three countries has affected the national COVID-19
response and led to confusion and mistrust at different

levels of decision-making, undermining multi-sectoral
action.

Selected COVID-19-related outcomes

As of 5 May 2023, when the WHO declared an end to the
COVID-19 pandemic as a public health emergency [110],
a cumulative total of 7 million confirmed severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) infec-
tions and 78,000 COVID-19 deaths had been reported
across the nine selected countries of the EMR. By the end
of the pandemic, Bahrain had the highest percentage of
COVID-19 cases out of the population (40.8%) followed
by Lebanon (18.6%), then Jordan (16.9%). Yemen had the
highest case fatality rate (CFR) at 18%, followed by Sudan
(7.9%), then Syria (5.5%). In contrast, UAE and Bahrain
registered the lowest CFRs, both at 0.2% (Fig. 3).

UAE and Bahrain also conducted the highest number
of tests per million population, while Syria conducted the
fewest. As for the percentage of positive COVID-19 cases
out of the total tests conducted, Yemen had the highest
percentage (113%) followed by Syria (39.5%), Lebanon
(25.8%) and Tunisia (23%). The WHO recommends a
positivity rate of around 3-12% as a general benchmark
indicating adequate testing [108]. A high positivity rate
indicates that the country is not testing widely enough
to find all cases, and the actual number of circulating
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cases in the community is far higher than the confirmed
numbers.

Regarding vaccination, UAE had the highest percent-
age of its population fully vaccinated (100%), followed
by Bahrain (83.3%) and KSA (69.9%). Yemen, Syria and
Sudan had the lowest vaccination rates, with 2.3%, 10.7%
and 28.6%, respectively (Fig. 3).

It is important to account for the inconsistencies in
methodologies used to report cases among countries due
to internal and external factors. For instance, given the
limited testing activity and capacity across Syria, Sudan
and Yemen, and the lack of credible information shar-
ing and transparency, the actual number of cases likely
exceeds available official figures.

Enabling factors

Key reported barriers

Barriers to multi-sectoral action were more acute in the
fragile countries selected for this study (Syria, Sudan and
Yemen) and to a lesser extent in middle-income countries
(Lebanon, Jordan and Tunisia) where weak institutions,
sectoral bureaucracy and fragmentations have under-
mined coordination. This is in contrast to high-income
countries (KSA, UAE and Bahrain) where health system
infrastructures are more advanced, robust multi-sectoral
structures existed prior to the pandemic and resources
were available to quickly activate the existing multi-
sectoral structures or establish new ones as part of the
response to the newly imposed public health threat.

One of the most recurrent barriers was the fragmenta-
tion of authorities and the multiplicity of actors in charge
of the pandemic response, which created confusion and
undermined public trust in the pandemic response. This
was more pronounced in conflict-affected countries of
the EMR where national governments often suffered
from perceived lack of legitimacy by opposing parties
internally as well as by other governments and inter-
national actors. Key informants raised these concerns
and further highlighted the lack of a mandate defining
the roles and responsibilities of each sector, as well as a
lack of clear ownership. Additionally, amidst the lack of
mechanisms for conflict management and building trust
as part of the national pandemic response, key recur-
rent challenges included competition over resources and
conflicts between sectors and actors at different levels,
especially in fragile countries where political considera-
tion was prioritized over the health of the population.
In many cases, political, personal and financial interests
were reported to be at the core of these conflicts, which
hindered the willingness of different actors to carry out
and sustain inter-sectoral action.

Siloed thinking and resistance to adopting multi-sec-
toral perspectives were also highlighted as challenges
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that apply to the health sector, as well as to other sectors.
This is mainly attributed to the limited understanding of
the importance of multi-sectoral collaboration and how
best to promote and support multi-sectoral action for
health at the national level. As re-iterated by participants,
multi-sectoral action is still a new concept for the major-
ity of governments in the EMR, where working in silos is
still the norm. This is also related to the limited aware-
ness about the wider determinants of health and that
the responsibility of responding to health problems lies
beyond the mandates of the Ministry of Health.

Another main concern raised was the lack of processes
for accountability and monitoring. In fact, 1 year after the
start of the pandemic, some countries in the EMR were
still not making their COVID-19 data public, or were not
sharing the information, models and assumptions upon
which decisions were made. Consequently, this ‘perceived
secrecy’ has undermined public trust in many leaders
and negatively affected the goal of reaching a successful
multi-sectoral response. The implementation of account-
ability mechanisms and monitoring frameworks was seen
to be difficult and sometimes impossible, especially in
countries where entrenched political and administrative
corruption was reported. A lack of accountability within
the same department or ministry was also reported, and
not only across the different ministries involved in the
response (i.e. lack of vertical and horizontal reporting
and accountability). This further hindered the effective
translation and implementation of guidelines and high-
level recommendations into practice at the local levels.

Participants noted that coordination at the beginning
of the pandemic was more robust as compared with
1 year later, hence failure to sustain the multi-sectoral
response for coordinated efforts was one of the main
challenges experienced. As highlighted by some partici-
pants, it was difficult to maintain the active involvement
of all sectors, state and non-state actors in implementing
the policy response over a long period of time, as the per-
ceived threat started to decrease as well as the available
funds, with economic considerations taking precedence
over public health concerns. In fact, it was noted by sev-
eral participants that the inadequate finances and the
over-reliance on external donors to support implementa-
tion capacity meant that policies and responses were not
being implemented in a sustainable way. Furthermore,
inadequate anchoring of the multi-sectoral governance
structure within government in some of the selected
countries undermined their convening power and ability
to secure a budget line item.

The prevailing political context has been another
reported factor influencing multi-sectoral collaboration.
In Lebanon, the unprecedented economic crises and
the more recent Beirut port explosion shifted political
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commitment away from the pandemic, weakening the
collaborative and the overall response. In Yemen, the
COVID-19 crisis has become yet another politicized ele-
ment of the ongoing conflict, a way for the opposing par-
ties to point at each other’s failures or even accuse the
other of helping spread the virus.

Key reported facilitators

Despite the challenges faced, it is important to note that
as a result of the pandemic, progress has been perceived
by study participants in the area of multi-sectoral col-
laboration in the selected countries. When it comes to
facilitators, prior relations between sectors and experi-
ences from dealing with previous emerging infectious
diseases have been reported. For instance, in the UAE,
the pandemic response management was centralized
through the pre-existing National Emergency Crisis and
Disaster Management Authority (NCEMA), established
in 2007. Similarly, the robust preparedness and public
health response capabilities in KSA were strengthened
by the valuable experience gained from previously man-
aging the Middle East respiratory syndrome coronavi-
rus (MERS-CoV) in 2012 and from decades of planning
religious mass gatherings in the face of numerous public
health challenges.

Participants also acknowledged the scale and breadth
of the COVID-19 pandemic and the urgent need to miti-
gate its devastating impact, facilitate political commit-
ment and recognize interdependencies over a common
threat.

Discussion

Mirroring global efforts, this study demonstrates that the
selected nine countries in the EMR are making efforts
to incorporate multi-sectoral action into their pandemic
responses.

Despite these efforts, persistent challenges and gaps
remain, presenting untapped opportunities that can be
leveraged for more efficient public health responses in the
future. Barriers to multi-sectoral responses were more
acute in fragile countries and to a lesser extent in mid-
dle-income countries where weak institutions, sectoral
bureaucracy and fragmentations have undermined coor-
dination. The most frequently reported barriers across
the selected EMR countries were poor multi-sectoral
culture; fragmentation of authorities and multiplicity of
actors in charge; lack of ownership and mandates speci-
fying roles and responsibilities of different sectors and
actors during public health emergencies; competition for
resources and lack of mechanisms for conflict manage-
ment; weak legitimacy of authorities and distrust in gov-
ernment leadership and public institutions; absence of a
process to effectively monitor and evaluate the impact of
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adopted measures and the overall collaborative arrange-
ment; limited resources and funding available for imple-
menting the multi-sectoral response exacerbated by the
lack of sustainable joint financing mechanisms; difficulty
in sustaining priority for collaboration; and the politiciza-
tion of the pandemic.

As health challenges increase in complexity, multi-
level and multi-disciplinary public health interven-
tions will become the norm [114]. In this regard, it will
become increasingly important to capitalize on existing
governance functions, institutional structures, mecha-
nisms and partnerships, as well as on research and data
ecosystems to reduce duplication of efforts and waste of
resources [114]. Governments must continue to build
upon the lessons learned from the COVID-19 pandemic
to improve and institutionalize multi-sectoral efforts
and better be prepared to respond to future crises [91].
Below, we put forward recommendations for strengthen-
ing multi-sectoral collaborations for public health emer-
gency responses in the EMR. We also incorporate wider
considerations on how the current COVID-19 responses
can be used as a window of opportunity to build greater
resilience in health systems in the region. The recom-
mendations are grouped into three broad categories:
governance and leadership functions; institutional struc-
tures, processes and mechanisms; and research and data
ecosystems.

At the governance and leadership level, it is critical to
ensure a shared understanding and alignment of inter-
ests across sectors and actors. Defining a shared vision
and agreeing on specific goals are essential for effective
and impactful multi-sectoral collaboration [115]. The
approach to leadership during public health crises can
vary on the basis of the context, governance structures
and public health systems of different countries. Centrali-
zation and decentralization within and between govern-
ments can change in a pandemic; the politics of credit
and blame shape politicians’ approaches to problems in
complex and context-dependent ways [116]. While there
is no one-size-fits-all approach, countries could opt for
a hybrid approach, where there is a central coordinating
body or leader overseeing the response, but with active
involvement and coordination across different sectors at
various levels (local, regional and national).

To further enhance collaborative sustainability, leader-
ship capacity needs to be developed across sectors and
levels of government, and champions fostered in dif-
ferent sectors that agree on common objectives [117].
Strong coordination is needed to ensure that all sec-
tors are working collaboratively to achieve a whole-of-
government, whole-of-society response for addressing
national challenges and building resilient health systems
[118]. This, in turn, requires a discrete set of governance
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structures as well as stewardship and leadership skills
that broaden collaboration in both horizontal and ver-
tical dimensions [119]. Importantly, there is a need to
mobilize and allocate adequate resources for engaging
multiple sectors to execute the mandate of the collabo-
ration. Budgeting for collaborative activities should be
a joint, multi-sectoral activity [12], and funds should be
earmarked (whether through multi-sectoral co-financing,
joint funding or new financing solutions) to guarantee
the execution of the mandate [120].

At the level of institutional structures, processes and
mechanisms, there is a need to create a central coordinat-
ing structure that includes representatives from various
sectors and actors. While having a multi-sectoral com-
mittee is a good start, it does not guarantee success [115];
permanent multi-sectoral structures and mechanisms
are preferred for their improved chance of sustainability
and longevity; and increased effort should be channelled
towards the dynamics of the structure: its mandate, clar-
ity of goals and clarity of roles [8, 115]. Additionally, for
collaboration to function effectively, the structure needs
to have authority to make decisions and coordinate
actions across sectors as well as legitimacy to hold others
accountable and manage power conflicts [7]. Importantly,
well-implemented communication channels and com-
munity engagement processes can support the design
of context-specific interventions, build trust in public
institutions and provide logistical and administrative
support during public health crises [121]. Measurement
and evaluation systems can also serve as powerful tools
for governing multi-sectoral action [122]. This requires
shared indicators that monitor the health, economic and
social impacts of the multi-sectoral action, as well as the
internal processes and procedures of the collaborative
activity [123]. Gathering these data necessitate a shared
measurement system involving standardized and ongoing
data collection across sectors and actors [123, 124]. There
is also a need to reinforce the value of multi-sectoral col-
laboration, with a focus on competencies for implement-
ing cross-sectoral initiatives.

At the level of research and data ecosystems, govern-
ments should strengthen and institutionalize the use of
research evidence and public health expertise in deci-
sion-making processes. The establishment of a strong
evidence base is critical to complement and supple-
ment good governance, fight infodemics and promote
trust and accountability [12]. The COVID-19 pandemic
can also serve as an impetus to address long-standing
underinvestment and undervaluation in health informa-
tion systems and routine sources of data [125]. Timely
data from information and surveillance systems not only
informs outbreak response but can also generate much-
needed evidence to strengthen the overall health system
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resilience. Having reliable data can also help set indica-
tors and targets that can be monitored across the col-
laborative. Finally, it is important to establish transparent
mechanisms for coordinating and integrating research,
data and expertise across sectors that can enable more
effective, efficient and swift responses to increasingly
complex public health challenges facing the EMR and the
world [77].

Limitations

A limitation of this study is the inclusion of only nine
countries from the region; the findings may thus not be
generalizable to all EMR context. It is important to scale
up the study to other countries in the region. Addition-
ally, while 24 purposively selected stakeholders were
initially invited to participate in the key informant inter-
views, only 8 responded. Nonetheless, these stakehold-
ers represented different sectors including governments,
healthcare organizations, non-governmental organiza-
tions and academia, which enabled diverse perspectives.
In addition, data triangulation helped increase the reli-
ability and validity of findings through cross-checking of
information across different data sources. Finally, despite
our attempt to conduct a comprehensive search of the
literature, we may have missed out on unpublished and
not easily accessible data. This is unlikely to significantly
change our results.

Conclusions

The COVID-19 pandemic has triggered unprecedented
efforts towards multi-sectoral action. Mirroring global
efforts, this study demonstrates that the selected nine
countries in the EMR are making efforts to integrate
multi-sectoral action into their pandemic responses.
Nevertheless, persistent challenges and gaps remain, pre-
senting untapped opportunities that governments in the
selected EMR countries can leverage to enhance the effi-
ciency of future public health emergency responses. The
methodology and framework developed for this study
can be replicated in other settings to assess multi-sec-
toral collaborations and initiatives to respond to public
health crises. Study findings can inform multi-sectoral
initiatives’ improvement efforts in the EMR and beyond,
with a particular emphasis on fragile settings.
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