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ABSTRACT
Introduction  Primary healthcare (PHC) can play a critical 
role in disease preparedness and response. The PHC 
approach was not always considered in the COVID-19 
response in the eastern Mediterranean region (EMR). This 
article assesses the extent to which a PHC approach was 
deployed in the pandemic response and identifies barriers, 
enablers and lessons learnt for strengthening PHC for 
disease preparedness and response in EMR.
Methods  A multicountry synthesis of 17 case studies 
from EMR was conducted, using an analytical framework 
building on the three components of PHC framed by 
the 2018 Astana Declaration and adapted to enable the 
analysis of pandemic responses, namely the following. 
(1) How primary care (PC) and essential public health 
functions were employed to respond to COVID-19? (2) 
How multisectoral policy and actions were involved in 
responding to COVID-19? (3) To what extent was engaging 
and communicating with communities to leverage 
community resources effective? Countries were classified 
into three groups based on the level of socioeconomic 
development, representing the EMR diversity. Deductive 
content analysis was conducted.
Results  Findings revealed variations across countries 
in the application of a PHC approach in pandemic 
response, with Group 1 countries (higher socioeconomic 
development) swiftly scaling up PC responses, while 
Groups 2 and 3 countries prioritised secondary and 
tertiary care responses. Multisectoral coordination, digital 
health innovations, cross referrals and expanded disease 
surveillance commonly emerged as new practices in most 
EMR countries. Uneven regulatory capacity, inadequately 
equipped PC workforces and insufficient community 
engagement were key areas requiring further support.
Conclusion  Priority areas for a comprehensive action 
agenda for PHC-oriented disease preparedness and 
response in EMR would benefit from establishing 
comprehensive PHC-oriented models of care; better 
resourcing PC; activating an emergency funding pool and 
strengthening community engagement. Advancing this 
agenda would contribute to ensuring the health security 
goal while progressing towards universal health coverage 
in EMR.

INTRODUCTION
The COVID-19 pandemic posed unprece-
dented challenges to health systems around 
the world. In the eastern Mediterranean 
region (EMR), the first cases of COVID-19 
were reported in the United Arab Emirates 
(UAE) in January 2020.1 Since then, more 
than 23 million confirmed cases of SARS-
CoV-2 and 349 545 918 deaths from COVID-
19, with an average case fatality rate of 1.5%, 
were reported, as of February 2023.2 There 
were notable differences in the impact of the 
pandemic across EMR countries, reflecting 
variations in country-specific demographics 
and capacities for detection, diagnostics, 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Globally, the COVID-19 pandemic highlighted the 
critical role that primary healthcare (PHC) can play 
in managing the unexpected surge of demand on the 
health system during the pandemic while maintain-
ing access to essential health services.

	⇒ A PHC approach, focused on maintaining essential 
health services, promoting multisectoral collabo-
ration and engaging communities, did not always 
feature in national pandemic responses in countries 
across the eastern Mediterranean region (EMR).

WHAT THIS STUDY ADDS
	⇒ Findings revealed variations across EMR countries 
with Group 1 countries (higher socioeconomic de-
velopment) swiftly scaling up primary care (PC) re-
sponses, while Groups 2 and 3 countries prioritised 
secondary and tertiary care responses.

	⇒ Multisectoral coordination, digital health innova-
tions, cross referrals and expanded disease surveil-
lance commonly emerged as new practices across 
most EMR countries.

	⇒ Uneven regulatory capacity, inadequately equipped 
PC workforces and insufficient community engage-
ment are key areas requiring further support.
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reporting and response.3 4 The EMR includes 22 coun-
tries and territories, ranging from countries affected 
by protracted conflicts, political unrest, displacement, 
poverty and fragile health systems to high-income coun-
tries.3 4 Globally, the COVID-19 pandemic highlighted 
the critical role that primary healthcare (PHC) can play 
in managing the unexpected surge of demand during the 
pandemic while maintaining continued access to essen-
tial health services.5–7 Nonetheless, it remains unclear to 
what extent the PHC approach featured in the pandemic 
response in EMR countries, for provision of necessary 
services and in promoting multisectoral collaboration 
and community engagement.

In 2015, the Alliance for Health Policy and Systems 
Research (AHPSR) commissioned a series of PHC 
systems case studies in 20 low- and middle-income coun-
tries (LMICs) globally. Building on these case studies in 
2021 and 2022, the Alliance commissioned nearly 50 case 
studies led by in-country research teams to examine PHC 
in the context of the COVID-19 pandemic and improve 
policy efforts to advance the PHC approach in LMICs. 
These case studies applied the three components of 
PHC informed by the 2018 Astana Declaration, namely 
ensuring strong primary care (PC) and essential public 
health functions (EPHFs) as the core of integrated 
service delivery, addressing multisectoral policies and 
actions and empowering people and communities.8 9

This article presents findings from a synthesis of 17 
case studies from EMR. It aims to (1) assess the extent 
to which PHC shaped national COVID-19 pandemic 
responses; (2) explore barriers and enablers to activating 
PHC to respond to COVID-19 and (3) extract lessons 
learnt on how to strengthen the role of PHC for future 
disease preparedness and response in EMR. It provides 
an agenda for action for EMR policymakers and stake-
holders to support national efforts to strengthen PHC, 
as a central pillar for achieving universal health coverage 
(UHC) by 2030 while ensuring health security.

METHODS
A multicountry case study synthesis was conducted to 
summarise evidence on the role of PHC in the COVID-19 
response in EMR. The case study synthesis approach 
involves synthesising a number of individual cases to 
make the most of the data while making comparisons 
across cases.10–12

First, the AHPSR identified in-country research teams 
through an internal database of existing research part-
ners in countries and supplemented this list in consulta-
tion with the WHO Country Offices. While the AHPSR 
sought to include case studies from all EMR countries, in 
some countries, they were not able to identify in-country 
research partners to conduct the case studies. As such, 
AHPSR commissioned 17 case studies (out of the 22 EMR 
countries and territories), which formed the basis for this 
synthesis. Countries included in the synthesis are listed 
in table 1.

In-country research teams employed qualitative 
research methods to draw on the existing quantitative 
data, desk review and stakeholder insights on plans, 
efforts, achievements and challenges of their country’s 
PHC response to the COVID-19 pandemic from early 
2020 to 2022. A key focus of the case studies was on 
how countries’ PC systems and EPHFs were mobilised 
in responding to the pandemic and what is needed to 
strengthen the resilience of the health system for future 
emergencies. The case studies also examined strategies 
and processes supporting multisectoral policies and 
actions and community engagement. In-country research 
teams reviewed the peer-reviewed and grey literature. 
Additionally, research teams conducted consultations 
with government officials, service managers and PHC 
experts for all country case studies, except Lebanon and 
Pakistan. In-country research teams triangulated data 
sources, analysed data thematically and presented find-
ings against the Astana PHC components. Case studies 
are published on the AHPSR website,8 13–27 except for 
case studies for Libya and Yemen, which are available on 
request from the authors.

To extract, analyse and synthesise data from the indi-
vidual case studies, the synthesis researchers used an 
analytical framework that builds on the 2018 Astana 
Declaration and the PHC operational framework7 9 28 29 
(table  2). The analytical framework examines country 
pandemic responses, enabling factors, barriers and 
lessons learnt under the three Astana PHC components 
adapted to enable the analysis of COVID-19 pandemic 
responses. (1) How PC and EPHFs were employed to 
respond to COVID-19? (ii) How multisectoral policy 
and actions were involved in responding to COVID-
19? (iii) To what extent engaging and communicating 
with communities to leverage community resources was 
effective? We further identified subcomponents from 
the Astana PHC framework and its accompanying vision 
document9 28 or emerged from the analysis of country 
case studies (table 2).

HOW THIS STUDY MIGHT AFFECT RESEARCH, PRACTICE OR 
POLICY

	⇒ We identified three priority areas for a comprehensive agenda for 
action for PHC-oriented disease preparedness and response in 
EMR: (1) prioritise a comprehensive strategy to reinforce the role of 
PHC within health security; (2) improve resourcing of PC systems as 
a part of preparedness and the acute need for an emergency fund-
ing pool for maintaining essential health services and (3) strength-
en community engagement as a critical component of integrated 
community-oriented PC in EMR.

	⇒ To do this, we equally identified critical areas for future research: 
(1) exploring feasibility and acceptability aspects of telemedicine 
and digital risk communication; (2) identifying and responding to 
capacity-building needs; (3) creating new entry points for civil soci-
ety participation and community volunteerism and (4) empowering 
multistakeholder coordination in terms of key stakeholder moti-
vations, engagement platforms, power-sharing arrangements and 
legislative and systems support.
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For the purpose of facilitating comparisons in the 
synthesis, we used WHO classification of EMR countries 
into three groups based on the level of socioeconomic 
development.3 Group 1 countries have the highest level 
of socioeconomic development, followed by Group 
2 countries, while Group 3 countries have the lowest 

level of socioeconomic development.3 Table  1 presents 
country groupings and rankings on the global health 
security index (GHSI), as well as COVID-19 epidemio-
logical situation. The GHSI ranks 195 countries across 
core domains of prevention measures, detection and 
reporting, response capacity, health system infrastructure 

Table 1  EMR country groupings* and overall GHSI rankings and COVID-19 epidemiological status

Country groupings*
Overall GHSI 
ranking†

Total confirmed 
COVID-19 cases‡ Total deaths‡ CFR‡

Group 1

 � KSA 47 829 478 9614 1.2%

 � Kuwait 59 663 456 2570 0.4%

 � Oman 73 399 449 4628 1.2%

 � Qatar 82 494 167 687 0.1%

 � UAE 56 1 052 029 2349 0.2%

Group 2

 � Egypt 87 515 759 24 812 4.8%

 � I.R. of Iran 97 7 567 906 144 845 1.9%

 � Iraq 167 2 465 545 25 375 1.0%

 � Jordan 80 1 746 997 14 122 0.8%

 � Lebanon 73 1 231 840 10 828 0.9%

 � Libya 168 507 174 6437 1.3%

 � Morocco 68 1 272 454 16 296 1.3%

 � Tunisia 122 1 150 962 29 331 2.5%

Group 3

 � Afghanistan 130 209 340 7879 3.8%

 � Pakistan 105 1 576 998 30 643 1.9%

 � Sudan 163 63 809 5013 7.9%

 � Yemen 190 11 945 2159 18.1%

*Countries are grouped based on socioeconomic levels: group 1 countries have the highest level of socioeconomic development, followed 
by group 2 countries, while group 3 countries have the lowest level of socioeconomic development.3

†Overall GHSI rankings are based on GHSI.30

‡Total confirmed COVID-19 cases, total deaths and CFR reported as of February 2023.2

CFR, case fatality rate; EMR, eastern Mediterranean region; GHSI, global health security index; I.R. of Iran, Islamic Republic of Iran; KSA, 
Kingdom of Saudi Arabia; UAE, United Arab Emirates.

Table 2  Analytical framework for the role of a PHC approach in pandemic response

Components of a PHC approach* Subcomponents

How PC and EPHFs were employed to respond to 
COVID-19?

PC preparedness for COVID-19
Policymaking structures leading the COVID-19 response
Scaling up and managing services related to COVID-19
Maintaining essential PC services
EPHFs

How multisectoral policy and actions were involved in 
responding to COVID-19?

Role of PC in multisectoral programmes/initiatives
Collaborations involving donors/development partners

To what extent engaging and communicating with 
communities to leverage community resources was effective?

Role of PC in empowering communities
Community engagement approaches/mechanisms

*PHC approach components are based on the Astana PHC framework9 and its accompanying vision document,28 adapted to enable the 
analysis of COVID-19 pandemic responses.
EPHFs, essential public health functions; PC, primary care; PHC, primary healthcare.
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and compliance with international norms and financing 
commitments, and risk mitigation.30 Data from the case 
studies were extracted by a researcher (NA) to an excel 
spreadsheet based on the components of the analytical 
framework (table 2). Online supplemental file 1 provides 
the excel spreadsheet we used to extract data from the 
case studies, with findings for each case study. The use 
of a single extraction spreadsheet enabled comparisons 
within and across country groupings. Two researchers 
(NA and FE-J) conducted data analysis. We used a deduc-
tive content analysis approach to synthesise the data.4 31 
We categorised findings from the individual case studies 
into predefined themes that correspond to the main 
PHC components of the analytical framework (table 2). 
We further organised the data into specific subcompo-
nents/subthemes that emerged inductively from the 
data analysis. We then coded data into barriers, facilita-
tors and lessons learnt. This approach enabled a struc-
tured analysis, as data were categorised into predefined 
themes while allowing additional subthemes to emerge 
outside the framework.4 31 The researchers (FE-J, NA and 
AE) worked together in person and online to discuss 
and obtain agreement on data analysis and interpreta-
tion. This helped to establish clarity on the data analysis 
process, ensure that relevant data were accounted for, 
and deepen understanding of the themes.

Patient and public involvement
This synthesis draws on published case studies. Patients 
and/or the public were not involved in the design, or 
conduct, or reporting or dissemination plans of our 
research.

RESULTS
Findings are presented below according to the three 
PHC components adapted to enable the analysis of the 
COVID-19 pandemic responses (table  2). Findings for 
each case study are available in online supplemental file 
1.

Component 1: how PC and EPHFs were employed to respond 
to COVID-19?
PC preparedness for the COVID-19 pandemic
Prepandemic EMR countries varied widely in terms of 
disease preparedness capacity. Group 1 countries, as well 
as Morocco, Lebanon, Jordan and Egypt, had compara-
tively higher GHSI ranking at 47–87 positions, followed 
by I. R. of Iran, Pakistan and Tunisia at 97–122 positions, 
whereas remaining countries: Afghanistan, Libya, Iraq, 
Sudan and Yemen at 130–190 positions (table 1). These 
gaps were further exacerbated with varying policy support 
and investment in PC structures. In Group 1 countries, 
there has been strong political commitment and leader-
ship to prioritise PC in recent years (Kingdom of Saudi 
Arabia (KSA), Kuwait, Oman, Qatar and UAE). In Group 
2 countries and in Pakistan, the pandemic occurred in 
a context of political and economic instability (Iraq, 
Islamic Republic of Iran (I.R. of Iran) and Lebanon), PC 

policy fatigue and lack of trust in the public health system 
(Tunisia) and expansion of the private sector’s role in 
diagnosis and treatment services (Lebanon, Morocco, 
Pakistan and Tunisia). There has been insufficient polit-
ical interest and government leadership to prioritise PC 
in these countries prior to the pandemic (Iraq, I.R. of 
Iran, Jordan, Lebanon and Tunisia). For example, in 
Jordan and Tunisia, while past political commitment had 
been critical to improving PC and enhancing health-
care access, in recent years, this commitment has waned 
and the role of PC was limited to prevention. While in 
Group 3 countries, the COVID-19 outbreak occurred in 
a context of conflict and reliance on fragmented health-
care systems provided mainly through international 
support (Afghanistan, Sudan and Yemen). Chronic PC 
underfunding and shortages in resources (financial, 
medical and equipment) were major existing challenges 
in Groups 2 and 3 countries (Afghanistan, Iraq, Jordan, 
Lebanon, Pakistan, Sudan and Yemen).

At the onset of the pandemic, the majority of countries 
reported lacking pre-existing mechanisms, structures and 
national preparedness plans, including PHC targeted 
or wider health system emergency plans (Afghanistan, 
I.R. of Iran, Jordan, KSA, Lebanon, Libya, Sudan and 
Yemen). Among Group 1 countries, Kuwait, Oman, Qatar 
and the UAE had pre-existing structures and prepared-
ness and response plans that facilitated the role of PC in 
responding rapidly to the pandemic. However, in Groups 
2 and 3 countries, efforts to prepare the health system to 
respond to the COVID-19 outbreak were supported by 
international agencies and donor organisations (Jordan, 
Lebanon, Libya and Sudan) and focused on secondary 
and tertiary care (Iraq, Jordan, Lebanon, Pakistan, Sudan 
and Yemen). In yet other cases, emergency taskforces 
were established, and disease outbreak response and 
surveillance plans had been developed but weakly imple-
mented due to low prioritisation of funding (Pakistan).

The case studies reported that the pandemic high-
lighted the importance of a national PHC-targeted 
preparedness and response plan, with clearly defined 
roles and responsibilities, lines of authority and financing 
mechanisms (KSA, Lebanon, Libya, Oman, Pakistan and 
Sudan), as a key facilitator to engaging PC in responding 
to emergencies. Resource mobilisation and coordination 
across stakeholders also emerged as an important func-
tion for pandemic response with leadership provided by 
UN agencies in Group 2 and 3 countries.

Policymaking structures leading the COVID-19 response
Some countries swiftly established structures and/or 
mechanisms to lead the COVID-19 response (Egypt, KSA, 
Lebanon, Oman, Pakistan and UAE). However, there were 
notable variations in the extent to which a PHC approach 
was involved or was represented in national decision-
making structures. For example, in Qatar, the Managing 
Director of PHC centres was assigned to lead the tactical 
leadership team responsible for ensuring continuity and 
sustainability of basic services and implementing isolation 

https://dx.doi.org/10.1136/bmjgh-2024-017700
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facilities. While in Lebanon, there was a lack of recogni-
tion or explicit role for representatives of PHC centres in 
national response mechanisms. In Sudan, PHC has been 
represented in national government-led structures, but 
PHC service delivery was halted during the pandemic. 
Countries reported that strong leadership and stew-
ardship functions by the national health authority can 
harness existing PC resources and capacities to mount an 
effective emergency response (Lebanon, Pakistan, Qatar 
and UAE).

Scaling up and managing services related to COVID-19
Variations in the extent that a PHC approach was deployed 
in the COVID-19 response were noted across countries. 
Early deployment of a PHC approach in the response 
was reported in most Group 1 countries (Kuwait, Oman, 
Qatar and UAE).

Segregating care pathways was also reported in Group 1 
countries (KSA, Kuwait, Oman, Qatar and UAE) and some 
Groups 2 and 3 countries (Egypt, I. R. of Iran, Pakistan 
and Yemen) whereby designated PHC centres screened 
suspected cases and managed confirmed COVID-19 
cases, referred patients to hospital care, followed up 
COVID-19 cases, conducted contact tracing, health 
promotion and education and provided COVID-19 vacci-
nations. In most Groups 2 and 3 countries, priority was 
allocated to secondary and tertiary care in responding 
to the pandemic, reflecting historically disproportionate 
investments in secondary and tertiary care compared with 
PC (Iraq, I.R. of Iran, Jordan, Lebanon and Pakistan).

The role of a PHC approach in the COVID-19 response 
was marginalised, although to different degrees (Afghan-
istan, Egypt, Iraq, Jordan, Lebanon, Pakistan, Sudan, 
Tunisia and Yemen). For example, in Sudan, the role of 
PC was restricted to maintaining essential health services, 
rather than providing COVID-19-related services. In 
Tunisia, PC workers were assigned to COVID-19 immuni-
sation centres or to mobile teams for home screening. In 
Pakistan, large community outreach programmes initially 
struggled to operate in the first wave of COVID-19 and 
were subsequently equipped with personal protective 
equipment, training and risk communication messages 
to respond to subsequent waves. Existing weaknesses 
in the quality of PHC, shortages in healthcare workers, 
equipment and medical supplies and lack of prepared-
ness have reportedly contributed to the limited capacity 
of countries to rapidly scale-up PHC services in response 
to COVID-19 (Iraq, Lebanon, Morocco, Sudan, Tunisia 
and Yemen).

Additionally, weak referral systems were reported in 
Groups 2 and 3 countries (Iraq, I.R. of Iran, Lebanon, 
Libya and Tunisia). For example, in the I.R. of Iran, 
patients were able to bypass the voluntary PHC gate-
keeping system to access higher levels of care. Countries 
echoed the need for strong referral systems, with PHC 
as the first point of contact, supported by an integrated, 
interoperable health information system to facilitate 
information sharing across levels of care and between 

public and private health sectors (Iraq, I.R. of Iran, 
Jordan and Lebanon).

Maintaining essential PC services
Closure of PHC centres (Iraq, Libya, Sudan, Tunisia 
and Yemen) and disruptions to essential health services 
(Afghanistan, Iraq, Jordan, Libya, Sudan, Tunisia and 
Yemen) were reported in Groups 2 and 3 countries, 
along with the reports of decreased healthcare utilisation 
particularly for childhood immunisations, pregnancy 
care visits and management of chronic diseases (Iran, 
Iraq, Morocco, Oman and Pakistan).

While physical visits continued for essential care in 
mostly Group 1 countries (Kuwait, Oman, Qatar and 
UAE) and I.R. of Iran, most countries leveraged tele-
medicine to maintain essential PHC services (Egypt, I.R. 
of Iran, KSA, Kuwait, Lebanon, Morocco, Oman, Paki-
stan, Qatar, Sudan, Tunisia and UAE). Countries iden-
tified the scale-up of telemedicine as a key facilitator 
to addressing the healthcare needs of the population 
during the pandemic. They emphasised the opportunity 
to further expand on digital technology as an accessible 
and cost-effective delivery mechanism to address popu-
lation needs (Egypt, I.R. of Iran, KSA, Kuwait, Oman, 
Pakistan, Qatar, Sudan and UAE). Box 1 presents expe-
riences from Oman and Pakistan in leveraging telemedi-
cine during the pandemic.

Additionally, countries highlighted the need to inte-
grate mental health and social care services, including 
geriatric care, youth-friendly services and sexual and 
reproductive health within the PHC setting to facili-
tate comprehensive and integrated care (Iraq, Jordan, 
Lebanon and Pakistan).

Essential public health functions
Countries reported that PHC centres provided EPHFs, 
including risk communication, surveillance, screening, 

Box 1  Leveraging digital technology during the pandemic

	⇒ In Oman, Tarassud Plus, a web-based phone application, was de-
veloped in collaboration with the Ministry of Telecommunication 
and the Ministry of Health to provide residents with updated infor-
mation on COVID-19 status and direct patients to facilities for treat-
ment. The WHO described the application as among the powerful 
technological solutions deployed in eastern Mediterranean region 
to track COVID-19 spread and ensure compliance with public health 
measures. Several challenges were reported in the implementation 
of this application, including physician dissatisfaction due to the ab-
sence of visual cues, inability to perform physical examination and 
quality of documentation.

	⇒ In Pakistan, the COVID-19 pandemic triggered a shift towards digital 
technology. Telecall helplines supported by virtual triage and tele-
medicine services were set up and were supported by ambulance 
services. Public and private providers established telemedicine 
centres for home-based advice and referrals support. Cell phone 
tracking systems for contact tracing, risk assessment and referrals 
were also implemented, with varying levels of uptake among the 
population due to the fear of quarantine and stigmatisation.
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testing and tracing activities in response to the pandemic 
(Egypt, I.R. of Iran, Kuwait, Lebanon, Libya, Morocco, 
Oman, Qatar, UAE and Yemen). The roll-out of surveil-
lance and mass testing was largely determined by the 
availability of laboratories with capacity and provision 
of digital reporting across facilities, resulting in speedy 
real-time decision-making (I.R. of Iran, Jordan, Lebanon, 
Pakistan and Qatar).

A PHC approach was also deployed in aware-
ness raising, health promotion and education about 
COVID-19 prevention and vaccination (Egypt, I.R. of 
Iran, KSA, Kuwait, Lebanon, Libya, Morocco, Oman, 
Qatar and UAE), with digital advocacy and outreach (ie, 
digital health promotion) used in some countries, such 
as I.R. of Iran, KSA, Pakistan and UAE, to raise awareness 
and encourage communities to seek essential healthcare 
services.

Community-based volunteers in some countries were 
mobilised to strengthen the PHC approach to responding 
to COVID-19 (Iraq, I.R. of Iran, Kuwait, Oman, Pakistan 
and Qatar). For example, in the I.R. of Iran, the PHC 
network recruited and trained volunteers to support 
contact tracing, screening, community education and 
COVID-19 vaccinations. Pakistan’s response drew on 
high level of volunteerism by the civil society, including 
philanthropies, NGOs, medical associations, medical 
students and individual citizens.

Reflecting on lessons learnt, countries called for inte-
grating or strengthening linkages between EPHFs and 
emergency preparedness and response within PHC 
systems, including real-time alert systems and strength-
ening capacity, through staff training and allocation of 
resources to scale-up response to public health emer-
gencies (Afghanistan, Lebanon, Pakistan, Qatar, Sudan, 
Tunisia and UAE).

Component 2: how multisectoral policy and actions were 
involved in responding to COVID-19?
In Group 1, countries’ multisectoral action, including 
PC engagement, reportedly helped mobilise national 
resources in the public and private sectors and across 
national and local levels to address the pandemic 
(Kuwait, Oman, Qatar and UAE). For example, in the 
UAE, existing strategic financial partnerships between 
public and private sectors, standard operating proce-
dures and memoranda of understanding facilitated coor-
dination between the public and private health sectors to 
support workforce supply.

However, in Groups 2 and 3 countries, where the tran-
sition of governments towards stewardship and engaging 
with different actors was hampered by political and 
economic barriers, multisectoral action for COVID-19 
response was weaker (Afghanistan, Iraq, Lebanon, Libya 
and Tunisia) with some exceptions (I.R. of Iran and 
Pakistan). For example, in Libya, multisectoral coordi-
nation at the national level has been inadequate mainly 
due to the lack of a unified national strategy and polit-
ical instability. However, at the local level, multisectoral 

coordination among health offices, municipalities, 
community members and donors was effective in the 
provision of essential equipment for PHC facilities. In 
Pakistan, a high-level multisector national body took 
carefully coordinated decisions across economic, health, 
education and public operations sectors. The avail-
ability of speedy and reliable digital surveillance data was 
also seen to facilitate multisectoral decision-making in 
Pakistan.

Countries from all three groups identified strong lead-
ership (Kuwait, Oman, Pakistan and Qatar), a national 
PHC strategy or emergency response strategy that empha-
sises multisectoral action for health (Kuwait, I.R. of Iran, 
Qatar and UAE) and existing public–private partnerships 
(Pakistan and UAE) as facilitators to multisectoral action. 
In Kuwait, for example, multisectoral collaboration built 
on a pre-existing national emergency plan, which actively 
engaged PHC and identified clear roles, responsibilities, 
lines of accountability and chain of command to guide 
collaboration across PHC and other sectors, such as 
education and social services, with the aim of reaching 
vulnerable populations.

Barriers to multisectoral action included weak formal 
coordination structures lacking clear mandates, roles and 
responsibilities (Libya), absence of systems for communi-
cation and data sharing (Oman) and limited resources 
and competing interests (Libya and Lebanon). Coun-
tries emphasised the need for a coordinated, long-term 
strategy to sustain multisectoral action (Afghanistan, 
Iraq, Jordan, Libya and Oman). They also called for inte-
grating a PHC approach as a part of multisectoral action 
at national and local levels, with clear roles and respon-
sibilities, in times of emergency and non-emergency 
(Lebanon and Qatar).

Component 3: to what extent engaging and communicating 
with communities to leverage community resources was 
effective?
EMR saw several examples of state-led community 
engagement with much fewer instances of civil society 
involvement and volunteerism. Groups 1 and 2 coun-
tries provided examples on engaging communities to 
strengthen the PHC approach to responding to the 
pandemic (I.R. of Iran, KSA, Kuwait, Oman, Qatar and 
UAE). In Kuwait and Oman, pre-existing healthy cities, 
which encourage community engagement for health 
development, supported PHC centres to deliver medi-
cations, raise awareness and organise triage areas and 
patient flow. In some countries, community-based volun-
teers, mobile clinics or community health workers within 
the PHC setting were mobilised to reach vulnerable 
populations and tackle inequities (Egypt, Iraq, I.R. of 
Iran, Kuwait, Libya, Morocco, Oman, Pakistan, Qatar and 
Tunisia). For example, in Qatar, pre-existing channels 
within PHC centres were used to identify and monitor 
vulnerable groups in order to engage them and inform 
surveillance, testing and vaccination policies during the 
pandemic. Box 2 presents the I.R. of Iran’s community 
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engagement efforts to support a PHC approach to 
respond to the pandemic.

However, integrated community engagement in PHC 
delivery and pandemic response was limited. Notable 
examples include community advisory groups in Lebanon 
and local community representation in decision-making 
at the PC level in Port Said in Egypt, which helped iden-
tify vulnerable groups and provide bidirectional commu-
nication during the pandemic.

In Group 3 countries, despite the availability of 
community health workers and the pre-existing role 
of the community in supporting PC in outreach and 
volunteerism, community engagement in the pandemic 
response was limited (Afghanistan, Sudan and Yemen). 
The shifting priorities of funders from providing PHC 
services to the emergency response (Sudan and Yemen) 
and the centralised top-down pandemic response 
limited opportunities for community engagement in the 
pandemic response in these countries (Sudan).

Pre-established community partnerships that are well 
prepared for emergencies and relations of trust between 
PHC centres and the community facilitated community 
engagement in disease preparedness and response (Egypt, 
I.R. of Iran, Kuwait, Pakistan and UAE). Key features of 
effective community engagement were regular and trans-
parent channels of communication with the community 
(Kuwait, Qatar, UAE and Tunisia). For example, govern-
ments in Kuwait and the UAE established long-standing 
bidirectional strategies for communicating with the 
community, including the use of telecommunication 
and media platforms to disseminate information to the 
public, as well as national surveys and public forums to 
garner community input for inclusive and participatory 
decision-making.

Countries highlighted a key opportunity to integrate 
community engagement as a central component of a 
PHC-oriented model of care (Egypt, Iraq and Jordan). 
They reported the need for strengthening coordination 
among local and international NGOs, UN agencies and 
national and local policymakers, communities and govern-
mental organisations, within the PHC setting, as a means 
to reducing fragmentation, increasing responsiveness 

and promoting social inclusion (Afghanistan, Egypt, I.R. 
of Iran, Kuwait, Lebanon, Oman and UAE).

DISCUSSION
This multicountry synthesis reveals the need for a 
comprehensive agenda for action to strengthen PHC in 
EMR. The pandemic commonly triggered new practices 
and innovations that must be sustained, as well as high-
lighted gaps in the existing response requiring capaci-
ties, resources and better integration. Positive practices 
catalysed and accelerated by the COVID-19 response 
include advancing politically championed multisectoral 
coordination, mainstreaming of digital health innova-
tions (telemedicine and electronic risk communication), 
expanding cross referrals and disease surveillance across 
laboratories, hospitals and communities. However, almost 
50 years after Alma-Ata, the lack of resourcing and polit-
ical priority for the PHC approach remains a particular 
challenge and is most evident in the lack of investment 
and prioritisation of PC services and community engage-
ment. Countries able to mobilise PC networks as a part 
of the response provided expanded and quicker access. 
Notably, higher income countries in EMR have been able 
to better implement a PHC approach and strengthen PC 
services, despite it being a cost-effective and best-value 
way for countries to deliver services.28 A distinct feature 
of these countries is leadership prioritisation of PHC as 
a whole-of-government and whole-of-society approach to 
health, as distinct from the discrete service-centric PC. 
Supported by adequate resources, Group 1 countries 
demonstrated commitment to strengthen the three inter-
related PHC components: integrated health services, 
multisectoral policy and action and engaged communi-
ties.28 Findings must be carried forward and linked with 
health security and UHC reforms commencing now in 
many EMR countries. Three practice areas for advancing 
PHC in EMR countries to achieve the goals of UHC and 
health security are identified in the synthesis.

First, establishing comprehensive PHC-oriented 
models of care is a critical priority. Findings demonstrate 
awareness across EMR countries of the centrality of the 
PHC approach for protecting against disease outbreaks 
and achieving UHC whereby governments need to prior-
itise and work towards a comprehensive strategy institu-
tionalising PHC and disease preparedness and response 
into national strategies.32 33 This requires strengthening 
PC workforces and services standardisation and opti-
misation, epidemiological support as well as regulation 
and coordination across levels of care and with the 
private sector.32 34–36 Global health development part-
ners, including global health initiatives (GHIs), bilateral 
development agencies and multilateral organisations, 
can accelerate their commitments to reinforce disease 
preparedness and response as well as institutionalise 
PHC within health security. Countries may also need 
support in managing multisectoral partnerships across 
the private sector and harnessing the support of civil 

Box 2  Community engagement to support a primary 
healthcare (PHC) approach to responding to the pandemic 
in I.R. of Iran

The ‘Each Home, One Health Post’ programme in the I.R. of Iran was 
launched in PHC centres prior to the COVID-19 pandemic, with the 
aim to improve health literacy, healthcare access and emergency 
preparedness and strengthen the health system through public 
participation. The project assigned one member from each household 
to receive health education from PHC centres and educate the family 
on health matters. Health ambassadors currently covering 50% of 
households were leveraged in the COVID-19 response. Additionally, 
volunteers were recruited and trained to support PHC centres with 
contact tracing, screening, community education, home care, referrals 
and care provision to vulnerable groups.
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society.4 33 34 37 Additionally, global health partners can 
also help improve the coordination of aid to reinforce a 
PHC approach within disease preparedness and response 
as well as provide support to strengthen legal frameworks 
and accountability mechanisms.29 35 38 39

Second, providing better resources for PC emerges as 
another priority. Findings showed that EMR countries 
continue to disproportionately focus on secondary and 
tertiary care and neglect PC, contributing to disrup-
tions in essential health services during the pandemic 
and an inadequate PHC response.33 EMR countries lag 
behind in achieving the UHC commitments and public 
spending on health is only 2.5% of the gross domestic 
product (GDP) in the EMR, compared with global esti-
mates of 3.5%, further exacerbating disruptions to essen-
tial services at the time of health emergencies.40–42 While 
several countries (mainly Group 1 and some Group 2 
countries, such as Egypt and the I.R. Iran) report prog-
ress in improving access to vulnerable populations, the 
predominance of disease-oriented and hospital-centric 
financing models continues to deepen health inequi-
ties in the EMR and globally.43 An emergency funding 
pool could improve pandemic and disease outbreak 
response, along with better accountability of health 
spending to ensure spending on under-resourced areas 
of the response.44 Public financial monitoring systems are 
commonly limited across countries to track health secu-
rity spending, have not been digitised and are further 
constrained by separate siloed pools of GHIs and multi-
lateral support.

Third, strengthening community engagement is a crit-
ical component of integrated community-oriented PC. At 
the same time, there needs to be further efforts to enable 
community engagement in disease preparedness and 
response. Involving communities in the design of inter-
ventions and establishing bidirectional communication 
channels and regular feedback mechanisms that demon-
strate how input from communities is used in decision-
making are essential for meaningful engagement and 
trust building.45 The lack of policy prioritisation to 
community engagement, poor outreach infrastructure, 
frontline health workforce shortages and weak involve-
ment of civil society are likely to hamper scale up of 
community engagement. Digital technology and private 
sector engagement are important innovations that 
emerged during COVID-19 and must be sustained for 
future community engagement.4 39

Implications for research and policy
Findings can help inform national reform efforts and the 
WHO Regional Office for the Eastern Mediterranean 
(EMRO) agenda on building resilient health systems 
to advance UHC and health security, prioritising PHC-
oriented models of care supported by enhanced financial 
protection. WHO EMRO can make progress on its aim to 
support countries by engaging in capacity building and 
cross-country lesson sharing and mobilising resources for 

incorporating findings in national health strategies and 
disease preparedness and response plans.33

Country findings also indicate critical areas of the response 
that can be strengthened with further and more focused 
evidence gathering as the basis of a future research agenda 
to strengthen PHC-oriented disease preparedness and 
response systems. Telemedicine and digital risk communi-
cation emerged as important novel innovations, but less is 
known about uptake by health workforce and patients, as well 
as features particularly feasible and acceptable in the local 
context of EMR countries. The pandemic also highlighted 
new needs, such as mental health, and further evidence is 
required on what capacity can be built at the PC tier and how 
as a part of disease preparedness efforts. Civil society partici-
pation and community volunteerism have been traditionally 
less developed in EMR and new entry points for engagement 
as well as new social networks of influence that emerged from 
the pandemic experience must be identified. Multistake-
holder coordination, which was a hallmark of the COVID-19 
response, is worth unpacking in future studies in terms of 
key stakeholder motivations, engagement platforms, power-
sharing arrangements, legislative and systems support for 
effective implementation of PHC, in contrast to the discrete 
service-centric PC.43 46 Despite increasing emphasis in the 
literature on the importance of multisectoral approaches 
in addressing social determinants of health and promoting 
equity,28 43 47 significant knowledge gaps remain on effec-
tive implementation approaches to multisectoral coordina-
tion.43 47

Finally, further research is needed to understand whether 
specific response components introduced in EMR countries 
during the pandemic, including leveraging telemedicine, 
integrating public health functions with PHC and upscaling 
multisectoral coordination and community engagement, 
have been sustained postpandemic. There is a need for a 
better understanding of how the three PHC components 
are interlinked and their impact on equity outcomes. 
Implementing PHC as a comprehensive approach remains 
highly complex. Gaining insight into which implementation 
approaches are effective in different settings to enhance 
equity outcomes can guide PHC implementation efforts, 
ensuring that they are tailored to local contexts and institu-
tionalised to respond to health emergencies.43 46

Strengths and limitations
This synthesis combines learnings and understanding 
from case studies to make the most of the data to produce 
potentially transferable findings to other EMR countries 
and to other similar settings, including LMICs. A key 
strength of this synthesis is its findings on the three main 
components of PHC and the role of PHC in responding 
to the COVID-19 pandemic. The article also presents a 
comprehensive agenda, highlighting three priority areas 
for action for strengthening PHC in EMR.

A limitation of this synthesis is its reliance on the existing 
case studies that may have varied in the amount of data 
and the level of detail on context and the role of PHC in 
the pandemic response, which may limit the findings and 
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their generalisability. To overcome this limitation, individual 
case studies underwent peer review prior to publication to 
ensure sufficient methodological information on how data 
were sourced, collected and analysed. Additionally, all case 
studies used the three components of PHC framed by the 
Astana Declaration to guide data collection and analysis and 
they all provided a background section on the political and 
socioeconomic factors relating to the unique setting in which 
the role of PHC was examined, as well as reflected on lessons 
learnt for strengthening the role of PHC. This has facilitated 
a coherent synthesis on the role of PHC in EMR countries. 
We also acknowledge the potential role of researcher bias 
in the synthesis; however, we aimed to mitigate this through 
regular discussion of data analysis and interpretation among 
the researchers (FE-J, NA and AE). Additionally, the author-
ship team consists of researchers with diverse backgrounds, 
which helped bring multiple perspectives to the discussion of 
findings and minimised potential bias.

CONCLUSION
Findings revealed notable variations across countries in 
the extent of PHC involvement in the pandemic response. 
There is a need for a comprehensive agenda for action and 
research in EMR countries to institutionalise PHC-oriented 
disease preparedness and response supported by adequate 
financing and integrated community-oriented models while 
sustaining key innovations in digital technology and private 
sector engagement. Advancing this agenda is critical for 
achieving UHC and health security, particularly at a time 
when the EMR is facing various hazards, including conflicts 
and humanitarian crises.
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