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Abstract
Coronavirus disease (COVID-19) has exposed long-standing fragmentation in health systems strengthening efforts for health security and univer-
sal health coverage while these objectives are largely interdependent and complementary. In this prevailing background, we reviewed countries’
COVID-19 Preparedness and Response Plans (CPRPs) to assess the extent of integration of non-COVID-19 essential health service continuity
considerations alongside emergency response activities. We searched for COVID-19 planning documents from governments and ministries of
health, World Health Organization (WHO) country offices and United Nations (UN) country teams. We developed document review protocols
using global guidance from the WHO and UN and the health systems resilience literature. After screening, we analysed 154 CPRPs from 106
countries. The majority of plans had a high degree of alignment with pillars of emergency response such as surveillance (99%), laboratory
systems (96%) and COVID-19-specific case management (97%). Less than half considered maintaining essential health services (47%); 41%
designated a mechanism for health system–wide participation in emergency planning; 34% considered subnational service delivery; 95% con-
tained infection prevention and control (IPC) activities and 29% considered quality of care; and 24% were budgeted for and 7% contained
monitoring and evaluation of essential health services. To improve, ongoing and future emergency planning should proactively include propor-
tionate activities, resources and monitoring for essential health services to reduce excess mortality and morbidity. Specifically, this entails
strengthening subnational health services with local stakeholder engagement in planning; ensuring a dedicated focus in emergency operations
structures to maintain health systems resilience for non-emergency health services; considering all domains of quality in health services along
with IPC; and building resilient monitoring capacity for timely and reliable tracking of health systems functionality including service utilization and
health outcomes. An integrated approach to planning should be pursued as health systems recover from COVID-19 disruptions and take actions
to build back better.
Keywords: Public health, health systems, health systems strengthening, health systems resilience, health policy

Introduction
The health and socioeconomic effects of the pandemic of
coronavirus disease (COVID-19) are being felt globally and
demonstrate that, while some countries are facing more dev-
astating effects than others, no single health system was fully
prepared to meet this challenge. Essential health services such
as those for communicable and noncommunicable disease,
mental health, sexual and reproductive health, maternal and
child health, nutrition and immunization have been disrupted
in countries of all income levels and across all geographic
regions (World Health Organization, 2020a; Woolf et al.,
2020).

A resilient health system is one that can prepare for,
respond and adapt to disruptive public health events while
ensuring the continuity of quality, essential health services at
all levels of the health system (World Health Organization,
2020b; Kruk et al., 2015). This requires aligning health

emergency planning with broader health sector strategy and
vice versa, including appropriate budgets and monitoring
and evaluation (M&E) frameworks for planned as well as
unexpected interventions. Although there has been significant
discourse on the need for health systems resilience (Haldane
et al., 2021), fragmentations between health system strength-
ening, emergency preparedness and response, and disease-
specific efforts continue to hinder progress towards the major
global health objectives of health security and universal health
coverage (Kluge et al., 2018; Spicer et al., 2020). Evidence on
the extent of integration and a resilience perspective within
planning has thus far been limited in the COVID-19 and
broader health systems discourse (Lal et al., 2021; Tumusiime
et al., 2020).

In response to the pandemic, countries developed COVID-
19 Preparedness and Response Plans (CPRPs) to sup-
port national action and resource mobilization. The WHO
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Key messages

• Current emergency response planning does not have ade-
quate coverage to maintain health systems functionality
for essential health service delivery alongside emergency-
specific interventions and healthcare.

• There is a need for greater participation of stakeholders
responsible for non-emergency health service delivery, and
disease-specific and life-course-specific programmes, in
emergency preparedness and response planning and asso-
ciated coordination structures.

• There are country examples with good planning practices
for budgeting and monitoring and evaluation as well as
explicit consideration for maintaining essential health ser-
vices. However, a large proportion of countries do not apply
a systematic and integrated approach to planning, and there
are gaps in strengthening capacities for subnational service
delivery.

• The findings from this study can enable national authorities
and partners including academia, international organizations
and donors to better align health emergency planning with
broader population health needs and consider strength-
ening health systems components for delivery of both
emergency and non-emergency health services in tandem.

Strategic Preparedness and Response Plan (SPRP) (World
Health Organization, 2020c,d,e,f) and operational guid-
ance for maintaining essential health services (World Health
Organization, 2020g,i) and their respective updates outline
measures to plan and address the COVID-19 situation in
countries and its associated disruptions. The SPRP contains
thematic pillars (Box 1) for emergency preparedness and
response and includes maintenance of non-COVID-19 health
services. The COVID-19 Global Humanitarian Response Plan
(GHRP) (United Nations Office for the Coordination of
Humanitarian Affairs, 2020a,b,c) and the UN framework for
the immediate socioeconomic response to COVID-19 (United
Nations, 2020) also serve to inform national COVID-19
planning. These documents set distinct yet complementary
objectives and cover populations’ health needs (includ-
ing maintaining non-COVID-19 essential health services)
under pandemic, humanitarian and development contexts
and highlight the need for integrated planning. Analysing
CPRPs offers useful insights to understand the extent of
integration of health systems resilience considerations into
emergency management planning in the current COVID-19
crisis.

The aim of this study was to evaluate the content of
CPRPs in the context of global planning guidance and assess
the extent of integration of non-COVID-19 essential health
service continuity considerations within the plans alongside
emergency response activities. The specific objectives were as
follows:

1. To assess the alignment of CPRPs with the WHO SPRP
thematic pillars and UN GHRP strategic priorities (for
countries identified in the GHRP).

2. To evaluate considerations for health service continuity
in the context of COVID-19 preparedness and response.

Box 1. Major pillars outlined in WHO COVID-19 SPRP
dated 22 May 2020

Pillar 1: Country-level coordination, planning and monitoring.
Pillar 2: Risk communication and community engagement.
Pillar 3: Surveillance, rapid response teams and case investiga-
tion.
Pillar 4: Points of entry.
Pillar 5: National laboratories.
Pillar 6: Infection prevention and control.
Pillar 7: Case management.
Pillar 8: Operational support and logistics.
Pillar 9: Maintaining essential health services during an out-
break.

UN GHRP Strategic Priorities (SPs)
SP 1: Contain the spread of the COVID-19 pandemic and
decrease morbidity and mortality.
SP 2: Decrease the deterioration of human assets and rights,
social cohesion and livelihoods.
SP 3: Protect, assist and advocate for refugees, internally dis-
placed persons, migrants and host communities particularly
vulnerable to the pandemic.

Specific areas assessed under this objective were as
follows:
a. Inclusion of SPRP Pillar 9 maintaining essential

health services in the CPRPs and triangulation of
findings with data from the WHO’s Pulse Survey
on Continuity of Essential Health Services during
the COVID-19 pandemic;

b. Presence of a dedicated structure or mechanism for
integrating health systems-wide participation and
maintaining essential health services activities in
CPRPs;

c. Considerations for the impact of COVID-19 on
health service disruption at subnational levels and

d. Presence of quality of care considerations for
essential health services alongside infection preven-
tion and control (IPC).

3. To ascertain whether the CPRPs included general cost-
ing and M&E of identified activities and whether
there was a dedicated budget line and M&E compo-
nent within the plans for maintaining essential health
services.

Materials and methods
We searched for COVID-19 planning documents from
national governments and ministries of health, WHO coun-
try offices and UN country teams between 1 January 2020
and 30 September 2020. A total of 248 COVID-19 planning
documents from 125 countries were collected and screened
following defined criteria (Box 2) to include only CPRPs for
analysis.

After initial screening, 211 documents were identified as
CPRPs. CPRPs with the same content but reproduced in
different languages were counted as one CPRP. Different ver-
sions of CPRPs by the same ownership authority were counted
as one CPRP. The most up-to-date version available was
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Box 2. CPRP criteria

A document was considered as a CPRP if:

• It explicitly listed a set of activities to prepare for and
respond to COVID-19;

• The activities had a focus on public health interventions;
• It was developed at the national level or state level and
• It was prepared by national governments, WHO country

offices and/or UN country teams.

included in the analysis, and older versions were reviewed to
understand changes over time. After eligibility screening, 154
CPRPs from 106 countries were included in the final analysis
(Figure 1). There were countries that had more than one plan
from different authorities (e.g. the government or ministry of
health, WHO country office or UN country team) (Table 1).

First-tier review
The 154 CPRPs were analysed using a protocol (Annex 1)
based on the review objectives. This observed alignment of
CPRPs with the WHO SPRP pillars (including maintaining
essential health services) and GHRP strategic priorities (if
CPRPs belonged to priority countries listed in the GHRP). The
protocol further assessed the plans’ coverage of or considera-
tions for:

• A dedicated mechanism for maintaining essential health
services in the national coordination structure for
COVID-19;

• Quality of essential health services (alongside IPC consid-
erations);

• Essential health service delivery at the subnational level
including primary health care and

• A dedicated budget and defined M&E for activities for
maintaining essential health services.

Second-tier review and triangulation of findings
A further detailed review using a second protocol (Annex 2)
was conducted on plans that had considerations for maintain-
ing essential health services. This was based on the 14 key
functions of maintenance of essential health services (Box 3)
as outlined in the WHO operational guidance (World Health
Organization, 2020f). In addition, a crosswalk of countries
with plans published by national authorities that considered
maintaining essential health services was conducted to com-
pare with data from the WHO Pulse Survey on Continuity
of Essential Health Services during the COVID-19 pandemic
(World Health Organization, 2020a). In the survey, infor-
mants from ministries of health or WHO country offices
responded to key performance indicator 9.3, ‘Has your coun-
try identified a core set of essential health services to be
maintained during the COVID-19 pandemic?’.

Global synthesis with income group analysis
The analysis of the plans was conducted using a phased
approach in consultation with WHO regional offices and
respective country offices starting with the African Region
and then Eastern Mediterranean Region, South East Asian
Region, European Region, Western Pacific Region and
Region of the Americas. Following this, the findings
were synthesized globally and analysed by country income
group.

Figure 1. The process of screening CPRPs
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Table 1. Number of countries, territories and areas included in this study by World Bank income group classifications (World Bank, 2020) and CPRPs
identified by ownership authority

CPRPs by ownership authority for the 106 countries

World Bank income
group
(gross national income
per capita)

Total number
of countries,
territories and
areas classified by
World Bank

Total number of
countries, terri-
tories and areas
included in this
study

Government or
ministry of health
(as % of total
CPRPs included
in this study)

UN country team
(as % of total
CPRPs included
in this study)

WHO country
office
(as % of total
CPRPs included
in this study)

Number of
CPRPs (as %
of total CPRPs
included in this
study)

LIC (US$1035 or less) 29 29 29 7 10 46 (30%)
LMIC (US$1036–
$4045)

50 37 33 11 13 57 (37%)

UMIC (US$4046–
$12 535)

56 32 18 11 11 40 (26%)

HIC (US$12 536 or
more)

83 8 6 3 2 11 (7%)

Total 218 106 86 (56%) 31 (20%) 37 (24%) 154 (100%)

Box 3. The 14 key functions of maintenance of essential
health services

1. Context considerations
2. Adjust governance and coordination mechanisms to sup-

port timely action;
3. Prioritize essential health services and adapt to changing

contexts and needs;
4. Optimize service delivery setting and platforms;
5. Establish safe and effective patient flow at all levels;
6. Rapidly optimize health workforce capacity;
7. Maintain the availability of essential medications, equip-

ment and supplies;
8. Fund public health and remove financial barriers to

access;
9. Strengthen communication strategies to support the

appropriate use of essential services;
10. Strengthen the monitoring of essential health services;
11. Use digital platforms to support essential health service

delivery;
12. Life-course stages considerations (maternal and new-

born health; child and adolescent health; older people;
sexual and reproductive services);

13. Nutrition, noncommunicable diseases and mental health
considerations and

14. Communicable diseases considerations (human immu-
nodeficiency virus, viral hepatitis and sexually transmit-
ted infections; tuberculosis; immunization; neglected
tropical diseases; malaria).

Results
Overview
Of the 154 CPRPs reviewed in this study, 7% were from high-
income countries (HICs), 26% from upper-middle-income
countries (UMICs), 37% from lower-middle-income coun-
tries (LMICs) and 30% from low-income countries (LICs)
(Figure 2 and Table 1). A breakdown of the countries, ter-
ritories and areas for which CPRPs were reviewed by the
World Bank income group classification is provided in Table 1
(World Bank, 2020).

Alignment of plans with global guidance
The proportion of CPRPs that aligned with the first eight
SPRP pillars (Box 1) ranged between 88% and 99%. Just
under half (47%) of CPRPs were in alignment with Pillar
9 maintaining essential health services (Figure 3). This con-
stituted 73 CPRPs. Of these, 14% (22) had consideration
for maintenance of essential health services prior to WHO
releasing its first operational guidance dated 25 March 2020
(World Health Organization, 2020g). Between 25 March
2020 and 22 May 2020, when the maintenance of essen-
tial health services was incorporated as a dedicated pillar
(Pillar 9) in the updated version of WHO’s SPRP (World
Health Organization, 2020e), another 20% of CPRPs (31)
were found to have considered the maintenance of essential
health services.

While there were no notable differences in alignment with
the initial eight SPRP pillars across income groups (Figure 4),
differences were observed in the proportion of plans cover-
ing maintaining essential health services (Pillar 9), with higher
proportions observed in both UMICs (68%) and LMICs
(53%) when compared to HICs (36%) and LICs (26%).

Among priority countries identified in the July 2020GHRP,
95% of their plans covered SP 1, 49% incorporated SP 2 and
48% incorporated SP 3 (Figure 5).

Essential health service considerations in plans
The majority of the plans (98%) included ‘country-level
coordination, planning and monitoring’ (Pillar 1) for
COVID-19-specific activities (Figure 3), but less than half
(41%) mentioned dedicated structures or mechanisms for
maintaining non-COVID-19 essential health services within
coordination structures such as a focal person or entity
(Figure 6). No significant difference across income groups was
observed.

Overall, 34% of the plans considered the impact of
COVID-19 on essential health services or contained miti-
gation measures at subnational levels including in primary
health care (Figure 6). This varied widely by income group
from 9% of HICs to 44% of LICs.

While the majority of the plans (95%) considered
IPC (Figure 3), less than one-third (29%) had explicit
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Figure 2. CPRPs included in this review, by World Bank income group (n=154)

Figure 3. Proportion of CPRPs in alignment with each pillar outlined in the WHO SPRP, May 2020 (n=154)

consideration for quality of service delivery (e.g. patient safety
or effectiveness) beyond IPC (Figure 6). This ranged between
18% in HICs and 37% in LMICs.

Although most of the plans (88%) had a budget
component, only 24% identified clear budget lines for main-
taining essential health services activities (Figure 6). UMICs
and LMICs were more likely (45% and 23%, respectively)
than LICs and HICs to do so (11% and 9%, respectively).

Overall, 53% included an M&E framework or had con-
sidered M&E for activities in the plan (e.g. listing indicators
for activities or outlining an approach to M&E). Overall, 7%
of the plans specified M&E for essential health service activi-
ties (Figure 5). Of note, none of the plans fromHICs and LICs
specifiedM&E for maintaining essential health services, while
17% of the plans from UMICs and 7% from LMICs did.

Of the 47% of plans that considered maintaining non-
COVID-19 essential health services, 6% considered fund-
ing public health and removing financial barriers to access,
21% considered using digital platforms to support ser-
vice delivery, 28% considered strengthening communica-
tion strategies to support the appropriate use of essential

services, 31% considered strengthening the monitoring of
essential health services, 37% considered maintaining ser-
vices related to communicable diseases (human immuno-
deficiency virus, viral hepatitis and sexually transmitted
infections; tuberculosis; immunization; neglected tropi-
cal diseases; malaria) and 44% considered adjusting gov-
ernance and coordination mechanisms to support timely
action.

Discussion
The findings in this paper indicate that globally CPRPs were
broadly aligned with global guidance and the associated the-
matic pillars for preparedness and response but with lim-
ited inclusion of explicit activities for maintaining essential
non-COVID-19 health services (examples of good planning
practices observed are provided in Box 4). A number of
factors may have contributed to this including the unprece-
dented and rapid increase in cases and deaths fromCOVID-19
that led planners to focus on acute response and COVID-
19-specific healthcare. Policymakers and health leaders, at
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Figure 4. Proportion of CPRPs in each income group that are in alignment with each pillar of COVID-19 emergency preparedness and response outlined
in the WHO SPRP, May 2020 (n=154)

Figure 5. Alignment of humanitarian context countries’ CPRPs with UN GHRP strategic priorities (n=65) (IDP: internally displaced persons)

the initial stage of the pandemic, failed to anticipate the
extent or duration of health service disruptions and the longer-
term impacts on non-COVID-19 health outcomes indicative
of limited health systems resilience (GAVI, 2020). It has now
become evident that COVID-19 is persisting in most countries
and without appropriate planning for non-COVID-19 service
delivery and recovery from COVID-19 disruptions, excess
morbidity and mortality will increase (Barach et al., 2020;
Kumar and Kumar, 2021). In addition, the initial WHO
COVID-19 preparedness and response guidance released on
4 February 2020 did not explicitly include the maintenance

of essential health services as a distinct pillar. The tempo-
ral analysis conducted in this study highlights that there were
CPRPs under development before the update on 22May 2020
and some incorporatedmaintenance of non-COVID-19 health
services as distinct pillars or within other pillars of emer-
gency response such as case management. Countries that were
found to have updated their plans during and throughout
the pandemic showed improved alignment with updates in
global COVID-19 planning guidance, including for the main-
tenance of routine service delivery. Incorporation of activities
for maintaining essential health services prior to the explicit
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Figure 6. CPRP considerations for maintenance of essential health services: in national coordination structures, at the subnational level and quality
(n=154) (MEHS: maintenance of essential health services; IPC: infection prevention and control)

Figure 7. M&E and budgeting considerations in CPRPs (n=154) (MEHS: maintenance of essential health services; M&E: monitoring and evaluation)

inclusion of Pillar 9 in global guidance can, in many cases, be
related to previous experience of public health, humanitarian
and socioeconomic shocks causing health service disruptions.
For example, declines in outpatient visits, malaria treat-
ment, vaccination and primarymedical consultation that were
observed during the 2014–15 Ebola Virus Disease (EVD) out-
breaks in West Africa led to the early positioning of essential
health service continuity in COVID-19 emergency manage-
ment planning (e.g. in Liberia and Sierra Leone) (Global

Delivery Initiative, 2019; Government of Sierra Leone, 2015;
World Health Organization, 2020j). It is too early to tell
whether countries’ considerations of early planning for health
service continuity had significant impacts on excess mortal-
ity and morbidity in the current context. It is also outside
the scope of this review to determine the impact of the oper-
ationalization of CPRPs on excess mortality and morbidity,
which given the limitations in functional health informa-
tion systems and the quality of epidemiological information
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Box 4. A snapshot of good planning practices

While the findings from this review suggest the majority of
plans have varying degrees of limitations in their considerations
to maintain essential non-COVID-19 health services, there are
examples of good practices.
Pakistan’s CPRP strongly aligned with global planning guidance
incorporating both emergency response and routine service
delivery considerations in tandem. The plan included specific
activities for the continuity of essential health services for non-
COVID-19 high-priority diseases and safe delivery of primary
health care services in the emergency context (Government of
Pakistan, 2020). The plan also contained specific and prioritized
health system–wide activities beyond the scope of immedi-
ate emergency response such as reporting mechanisms for
gender-based violence and ensuring service delivery for com-
municable diseases, vaccination, nutrition, reproductive health
including child health and child vaccination, care of vulnera-
ble populations and provision of essential medical products for
chronic diseases. The plan also clearly identified its relationship
with other multisectoral COVID-19 plans and initiatives such as
those related to humanitarian and/or refugee population needs
and addressing the socioeconomic consequences of COVID-
19. Monitoring, evaluation and reporting arrangements for the
planned activities and subactivities (e.g. with indicators) and
specific funding requirements with activity breakdowns (e.g. by
subactivity linked to indicators) were provided, and responsible
entities for the delivery of the activities were identified.
The Federated States of Micronesia’s Ministry of Health’s CPRP
released in April 2020 incorporated considerations for the iden-
tification and maintenance of non-COVID-19 essential health
services with the pillars of emergency response (Government
of the Federated States of Micronesia, 2020). The plan adopted
a ‘whole-of-government’ approach and clearly identified coordi-
nation structures, across government, to enable the capacities
and resources required to both respond to COVID-19 and pro-
vide routine health services, maintain the operation of hospitals
and health facilities and ensure availability of necessary health
workforce requirements. The plan outlined measures for mov-
ing essential health service delivery to alternative sites out
of hospitals if needed. It also linked its activities with other
plans, for example, the country’s COVID-19 and Vulnerable Pop-
ulation Mitigation Plan, which considered the essential health
services requirement of vulnerable populations including those
with noncommunicable diseases, comorbidities, mental health
conditions, the elderly and people with disabilities. The Feder-
ated States of Micronesia’s CPRP outlined activities to period-
ically assess the adequacy and quality of services provided to
individuals with noncommunicable disease and then address
and resolve any issues identified. Specific budgets with line
items are identified and categorized by national and subnational
regions and by different government departments

available will likely be difficult during the ongoing context
and prioritization of COVID-19 mitigation, preparedness and
response activities.

The findings from this review were, however, triangulated
with available data including results from the WHO’s pulse
survey on continuity of essential health services conducted

in 2020. We found that 53% (n=62 countries) of the sur-
vey responses to the question, ‘Has your country identified a
core set of essential health services to be maintained during
the COVID-19 pandemic?’, were consistent with our findings
from the CPRPs.

This study indicated HICs and LICs were less likely to con-
sider maintaining essential health services when compared to
U/LMICs in CPRP (Figure 5). While the number of HICs
represented in this study is small, growing global evidence
suggests there were limited consideration for maintaining
essential health services in HICs early on in the pandemic
(World Health Organization, 2020a; Mansfield et al., 2021).
Emerging analysis from 29 HICs with available data indicates
that excess mortality substantially exceeded reported deaths
from COVID-19 in 2020 with cited factors including substan-
tial increases in non-COVID-19 deaths, which could be the
result of disruptions to service delivery (Islam et al., 2021).

From the study, it is observed that there are 35 countries
with more than one active CPRP developed by either the gov-
ernment or ministry of health, UN country team and/orWHO
country office. No readily discernible trend was observed
among countries with multiple plans in relation to their
income groups. Plans across different ownership authorities
broadly focused on the priorities highlighted within WHO’s
SPRP guidance. UN country team plans appeared to con-
sider themaintenance of non-COVID-19 health services more,
compared to plans produced by the government or ministry of
health and WHO country office, although the proportion of
UN country team and WHO country office CPRPs reviewed
were small (Table 1). Although there is the perceived risk of
inefficiency in the use of limited resources, the actual effect of
the presence of multiple CPRPs was not clear. In particular,
data extracted from the CPRPs were not adequate to ascertain
the implications for coordination, budgeting, accountabil-
ity and monitoring in the context of multiple active plans
in the same country. This could be an area of interest for
further studies. Moving forward, national authorities should
appraise the utility of multiple CPRPs and consider bringing
them together with operational arrangements that draw on
the comparative advantages from different allied stakeholders
and partners.

Approximately 2 months before the world’s first sus-
pected case of COVID-19 was announced, the Global Health
Security Index broadly ranked HICs highly for prepared-
ness and response. To date, many of the same HICs have
reported the highest numbers of COVID-19 cases and deaths
and service disruptions (Nuclear Threat Initiative and Johns
Hopkins Bloomberg School of Public Health, 2019; World
Health Organization, 2021). An often cited exception is New
Zealand, with its relatively limited COVID-19-related disrup-
tions to essential services and reportedly lower than expected
excess deaths from both COVID-19 and non-COVID-19
causes in 2020 (Islam et al., 2021). Factors that contribute
to limited planning for maintaining essential health services
include the political context in which health systems are gov-
erned, initial misperception of the magnitude of disruptions,
adoption of early mitigation and elimination strategies, abil-
ity to rapidly deploy a whole-of-government approach, and
chronic disinvestment and limited attention to the impor-
tance of essential public health functions and establishing
linkages between public health response and clinical care at



Health Policy and Planning, 2022, Vol. 37, No. 2 263

subnational levels (e.g. local communities and primary care)
(Baker et al., 2020; Wenham, 2021).

The ongoing pandemic also revealed limitations between
and within countries in translating the lessons learned from
past events (SARS in 2002, MERS in 2012 and EVD
in 2014–15) into actions that could have supported the
capacity of health systems to respond to the COVID-19
pandemic. This applies to prepositioning stock and effec-
tive supply chain management for personal and protective
equipment and essential medicines, diagnostics, therapeutics
and medical devices as well as timely sharing of information.
The findings from this study do, however, indicate areas of
good practice in the context of planning. For example, 92%of
CPRPs considered operational support and logistics for essen-
tial medical products and 95% included activities related to
COVID-19 risk communication to communities and strength-
ening national laboratories including sharing of laboratory
information. Further study is warranted to understand the
true impact of these planning considerations, and the appli-
cation of lessons from past experiences of emergencies, on
national and subnational actions and health outcomes.

Country-level response coordination was reflected in
almost all the reviewed CPRPs; however, designation of focal
points for inputs from the broader health system needed for
essential health service delivery was found in less than half.
This is for both individual healthcare service delivery and
population-based public health services such as immuniza-
tion and screening. Plans can be improved by ensuring well-
defined roles and responsibilities for ensuring broader health
services and public health input in emergency coordination
structures (e.g. the incident management systems). Coordina-
tion structures should also promote the participation of other
key actors, including the for-profit and not-for-profit pri-
vate sectors. Such an approach can reduce COVID-19-related
disruptions within and outside the health sector.

The limited reference of CPRPs in ensuring subnational
health services, including primary health care, may be indica-
tive of a limited bottom-up and integrated approach to plan-
ning. This limits the visibility of gaps in capacities that
are present in health systems and public health functions
between capital cities’, subnational and district health admin-
istration and services. This compromises service provision
to hard-to-reach communities and leads to delays in early
surveillance, testing, reporting and contact tracing in the con-
text of COVID-19 and other infectious diseases. Integrated,
whole-of-society approaches at the national level should be
replicated at subnational levels to maximize the contributions
of responsible stakeholders (Tanner, 2005). Improved integra-
tion of HSS efforts focusing on service delivery at all levels into
emergency management planning is key for developing and
sustaining resilient health services as well as timely response.
Improving subnational level capacity can be supported by
service continuity planning in health facilities.

CPRPs widely referred to the IPC measures concerning
COVID-19 response. However, quality of health services
more broadly was less represented, including aspects of safety
(e.g. medication safety), domains of quality beyond safety
(e.g. effectiveness or people-centredness) or quality improve-
ment. Ensuring the quality of health services is as important
as ensuring their availability (World Health Organization,
2018). A resilient health system has the capacity to maintain
quality services to mitigate direct and indirect health impacts

of emergencies (Kruk et al., 2015). During the 2014–15 EVD
outbreaks in West Africa, there was a dearth of attention to
occupational health and safety and quality of services leading
to hundreds of health worker deaths, breakdown in com-
munity trust in health services, and excess morbidity and
mortality (Centers for Disease Control and Prevention, 2016;
Woskie and Fallah, 2019). Planning in the COVID-19 con-
text and beyond can be improved by covering all pertinent
domains of quality in service delivery and strengthening and
ensuring linkages with existing quality improvement struc-
tures.

A core function of the CPRPs, particularly in low resource
settings, was to rapidly mobilize and utilize domestic (whole-
of-government and society) and external financial resources
for COVID-19 preparedness and response activities. The
limited and varied incorporation of dedicated budgets for
maintaining essential health services across CPRPs may be
reflective of the initially perceived limited risk of health sys-
tems in high-resource settings collapsing, while in the LIC con-
text, acute response priorities were the predominant focus to
ensure recovery to baseline health service delivery as quickly
as possible. Other factors may include limited health systems–
wide input in the planning process, including for financing
and administrative structures relating to service delivery and
contingency planning. Improvements in planning can be made
through advocacy and support for amore integrated approach
and resource mobilization that will have proactive considera-
tions for reducing service disruptions rather than being reac-
tive to events. The role of the private sector (both for-profit
and not-for-profit) and allied departments to the ministry
of health (e.g. ministries of finance, defence and/or foreign
affairs) can bring in surge capacity in terms of complemen-
tary infrastructure, funding and services, which was the case
in many countries during the pandemic.

M&E is another critical aspect of planning for the effec-
tive and accountable implementation of activities. It can also
raise the confidence of the public, taxpayers and donors on
planning and response. However, a limited proportion of
plans (53%) considered M&E, with many being indicative
of ongoing developments of an M&E framework rather than
including clearly defined indicators that should be improved
upon in updates to plans.

The findings from this study highlight the need for greater
focus on strengthening subnational level capacities for service
delivery. Consideration for maintaining essential health ser-
vices at the community or primary care level within plans
is limited and predominantly in reference to the provision
of COVID-19-related healthcare or a specific type of service
(e.g. noncommunicable diseases or mental health). National
planning can support local decision-making and enable the
maintenance of essential health services at the subnational
levels incorporating a primary health care approach. These
considerations should be part of the policy process throughout
emergency planning and can enable learning towards health
systems resilience (World Health Organization, 2020h). Local
and participatory decision-making should also feed into
recovery planning and broader health and multisectoral
efforts for building resilience during and beyond COVID-
19. This necessitates continuing multisectoral collaboration,
technical support and investment to address persisting gaps
in capacities at all levels of the public health and healthcare
system.
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Study limitations
While this study provides key perspectives on health sys-
tems strengthening for non-COVID-19 service delivery and
resilience considerations within CPRPs, we recognize the doc-
ument analysis method deployed has limitations. First, there
may be discrepancies between plans and intended actions on
the ground. To evaluate this, findings from the CPRPs were
triangulated with corresponding data from the WHO pulse
survey on continuity of essential health services conducted in
2020, which showed a good degree of consistency with our
findings from the CPRPs. This highlights the need for fur-
ther inquiry and analysis from different sources (e.g. health
service utilization data and morbidity and mortality rates) to
better understand the reasons behind discrepancies in doc-
uments, informants and the impact of planning on health
outcomes. Second, the authorship and quality of CPRPs was
variable. To limit the effects of this, CPRPs from authoritative
sources (i.e. national authorities, WHO country offices and
UN country teams) and their updates were analysed. Third,
there is the potential for biases both within CPRPs and from
the researchers. Where possible, CPRPs were critically evalu-
ated and the subjectivity of the findings tested, for example,
by conducting temporal analysis and comparing findings in
plans of the same country produced by different authorities.
The study protocols were designed to reduce researcher sub-
jectivity, and all findings were verified by at least one other
researcher.

Conclusion
This study provides pertinent findings based on a review of
106 countries’ CPRPs, developed in response to the ongoing
COVID-19 pandemic that has caused significant disruptions
to health services worldwide. Although many CPRPs are
largely aligned with the relevant global guidance, there is
a need to promote operational integration between health
service continuity and emergency response through proac-
tive planning with health systems resilience considerations
in countries across all income groups. This contributes to
reducing health services disruptions and the associated excess
mortality and morbidity during emergencies.

In ongoing and future emergency planning, national
authorities and their partners should consider the following:

1. Embedding context-specific considerations for the
maintenance of quality, routine and essential, health
services within emergency preparedness and response
plans and activities. This should consider the local epi-
demiology, identified gaps and vulnerabilities in health
systems capacity and the severity of disruption based
on lessons learned from past and ongoing public health
emergencies including relevant assessments and mul-
tisectoral reviews. Integrated planning, aligned with
the local context and evidence base, requires effective
implementation at all service delivery levels in order
to reap the benefits. This is an area that should be
explored through further operational research as part
of post-COVID-19 multisectoral reviews.

2. The current practices in planning suggest that the ded-
icated participation of entities and persons responsible
for health systems strengthening in emergency manage-
ment and operations are largely ad-hoc and reactive.

This should be addressed by defining their roles and
mechanisms for engagement in pre-emergency national
planning and in the development of response plans. In
the long term, national policies should be oriented to
build health systems resilience for maintenance of essen-
tial health services in all contexts including disruptive
emergencies.

3. The protection of population health cannot be ensured
if planning does not address prevailing gaps in health
service delivery between national and subnational lev-
els due to variability in investment and public health
infrastructure. This also corroborated with our study
findings that suggested limited explicit planning con-
sideration for subnational health services in CPRPs.
Focused attention is needed to maintain essential health
services at subnational levels including primary health
care and community-based services through equitable
investment and effective participation of local stake-
holders (e.g. communities, civil society and the private
sector—both for-profit and non-profit).

4. Due to the acute infectious nature of COVID-19, the
explicit focus of planning was on IPC. Consideration of
other domains of quality and safety in health services is
necessary to ensure improved community engagement,
trust and utilization of essential health services.

5. Given the severity of the impact of COVID-19, coun-
tries have been limited in their ability to maintain
functional, integrated health information systems and
to monitor excess mortality and morbidity. There is
also reduced demand for and ability to access essential
health services. Moving forward, planning and front-
line activities for maintaining essential health services
should have proportionate considerations and M&E
indicators that will track the maintenance of essential
health services alongside emergency-specific healthcare.

COVID-19 presents both an immense challenge and an
opportunity. National authorities and their partners should
systematically appraise the performance of their policies,
planning, resources and structures in place before, during
and after the COVID-19 pandemic. An integrated approach
to planning should be pursued as health systems recover
from COVID-19 disruptions. Given the anticipated reduc-
tions in funding availability due to widespread economic
downturn, there is a need to bring synergies in investment
and planning so that the health system can effectively serve its
multiple purposes, i.e. progress towards achieving universal
health coverage, improved health security, and better health
and well-being. By using the current political impetus and
the whole-of-society approach to health that COVID-19 has
brought about, there is a window of opportunity for all to
build better, fairer health systems ready for the complex and
diverse health needs of the twenty-first century.
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Annex 1
First-tier review protocol
The protocol was developed to guide the review of countries’
COVID-19 Preparedness and Response Plans (CPRPs). The
guiding questions were used to gather information on the
alignment of CPRPs with SPRP pillars and GHRP strategic
priorities, consideration of maintenance of essential health
services in COVID-19 preparedness and response activities,
including budgeting and monitoring and evaluation in the
plans.

Review based on the questions can be completed by (1)
answering if the main question is addressed; (2) indicat-
ing the details that how the question was addressed in the
plan (if applicable) and (3) providing original text in the
plan that supported the answer for verification by different
reviewers.
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Background information

Review area/question Answer (brief, e.g. Y/N)
Detailed answers (if
applicable)

Supportive text from the
document

Country
WHO region
World Bank income group
Ownership authority/author of the plan
CPRP/document title
Level of plan (if not national)
Date of release
Language
Is this document a CPRP? If not, note the reason

Objective 1. To assess the alignment of CPRPs with the SPRP pillars and GHRP strategic priorities
Review question Answer (brief, e.g. Y/N) Detailed answers (if

applicable)
Supportive text from
CPRP

Are activities in the plan aligned with thematic areas/content of the following SPRP pillars?
1. Country-level coordination, planning and

monitoring
2. Risk communication and community

engagement
3. Surveillance, rapid response teams and case

investigation
4. Points of entry
5. National laboratories
6. Infection, prevention and control
7. Case management
8. Operational support and logistics
9. Maintenance of essential health services
Does the plan belong to a GHRP priority
country?

Are activities in the plan aligned with the following GHRP strategic priorities (SP)?
SP1. Contain spread, decrease mortality and
morbidity

SP2. Decrease deterioration of human assets and
rights, social cohesion and livelihoods

SP3. Protect, assist and advocate for refugees,
internally displaced persons, migrants and
vulnerable groups

Objective 2. To evaluate considerations for health systems strengthening and health service resilience in the context of COVID-19
preparedness and response
1. Is there any clear reference to maintenance of

safe/ quality/ routine/ essential health services?
If yes, please provide further details.

2. Does the plan have a specific quality of care
consideration (e.g. domains of quality or
quality improvement intervention) beyond
the IPC pillar? If yes, please provide further
details.

3. Does the plan have specific reference to
essential health services at the subnational
level including primary care level (e.g. an
activity or budget line)? If yes, please provide
further details.

4. Does the plan designate a mechanism (e.g.
focal person or structure) for health systems
and/or essential health services? If yes, please
provide further details.

5. Does the plan consider monitoring and
evaluation (M&E) of the activities it
prescribes? If yes, does the M&E have
specific consideration for activities related
to maintaining essential health services and, if
so, please provide further details.

6. Has maintenance of essential health services
been given a specific line in the budget?

7. Overall impressions on integration of health
security and health systems (subjective)

8. Other comments
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Annex 2
Second-tier essential health services review
protocol
The protocol was developed to guide the deep dive review of
CPRPs that considered maintenance of essential health ser-
vices. The questions can be used to gather information on the
alignment of CPRPs with the 14 components in ‘Maintaining

Essential Health Services: Operational Guidance for the
COVID-19 Context’.

Review based on the questions can be completed by (1)
answering if the main question is addressed; (2) indicating the
details that how the question was addressed in the plan (if
applicable) and (3) providing original text in the CPRP that
supported the answer for verification by different reviewers.

Background information

Review question Answer (brief, e.g. Y/N) Detailed answers (if applicable) Supportive text from CPRP

Country
WHO region
Ownership authority/ author of the
plan

CPRP/document title
Date of release
Language

Objective. To assess the alignment of CPRPs with the 14 components in ‘Maintaining Essential Health Services: Operational Guidance for the
COVID-19 Context’

Review question Answer (brief, e.g. Y/N) Detailed answers (if applicable) Supportive text from CPRP
Are activities in the plan aligned with the components for maintaining essential health services?
Part 1: Operational strategies for maintaining essential health services
Context considerations
Adjust governance and coordination
mechanisms to support timely action

Prioritize essential health services and
adapt to changing contexts and needs

Optimize service delivery setting and
platforms

Establish safe and effective patient flow
at all levels

Rapidly optimize health workforce
capacity

Maintain the availability of essential
medications, equipment and supplies

Fund public health and remove financial
barriers to access

Strengthen communication strategies
to support the appropriate use of
essential services

Strengthen the monitoring of essential
health services

Use digital platforms to support
essential health service delivery

Part 2 Life course and disease considerations
Life-course stages (maternal and new-
born health; child and adolescent
health; older people; sexual and
reproductive services)

Nutrition, noncommunicable diseases
and mental health

Communicable diseases (HIV, viral hep-
atitis and STIs; TB; immunization;
NTDs; malaria)

Other (e.g. any other disease-specific
areas mentioned) (Y/N and specify
disease/activities in the plan)

Essential health services: General
comments

Other
Essential package of health services (or
equivalent) referenced?




