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Background: The World Health Organization‐ South‐East Asia Region (WHO‐SEARO) accounted for almost
17% of all the confirmed cases and deaths of COVID‐19 worldwide. While the literature has documented a
weak COVID‐19 response in the WHO‐SEARO, there has been no discussion of the degree to which this could
have been influenced/ mitigated with the integration of priority setting (PS) in the region’s COVID‐19
response. The purpose of this paper is to describe the degree to which the COVID‐19 plans from a sample of
WHO‐SEARO countries included priority setting.
Methods: The study was based on an analysis of national COVID‐19 pandemic response and preparedness plan-
ning documents from a sample of seven (of the eleven) countries in WHO‐SEARO. We described the degree to
which the documented priority setting processes adhered to twenty established quality indicators of effective
PS and conducted a cross‐country comparison.
Results: All of the reviewed plans described the required resources during the COVID‐19 pandemic. Most, but
not all of the plans demonstrated political will, and described stakeholder involvement. However, none of the
plans presented a clear description of the PS process including a formal PS framework, and PS criteria. Overall,
most of the plans included only a limited number of quality indicators for effective PS.
Discussion and conclusion: There was wide variation in the parameters of effective PS in the reviewed plans.
However, there were no systematic variations between the parameters presented in the plans and the country’s
economic, health system and pandemic and PS context and experiences. The political nature of the pandemic,
and its high resource demands could have influenced the inclusion of the parameters that were apparent in all
the plans. The finding that the plans did not include most of the evidence‐based parameters of effective PS
highlights the need for further research on how countries operationalize priority setting in their respective con-
texts as well as deeper understanding of the parameters that are deemed relevant. Further research should
explore and describe the experiences of implementing defined priorities and the impact of this decision‐
making on the pandemic outcomes in each country.
1. Introduction

By July 18th, 2022, the World Health Organization‐ South‐East
Asia Region (WHO‐SEARO1) accounted for 11.2 % of all the confirmed
cases of COVID‐19 and 11.9 % of the deaths worldwide [1]. This could
in part be attributed to a couple of contextual factors. First, this region,
which includes India, the country with the second largest population in
the world, is very populous and accounts for one‐fourth of the world´s
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population. Second, despite decades of economic growth and develop-
ment in the region, most of the countries are still faced with high pov-
erty levels, and a double burden of non‐communicable (accounting for
29 % of Disability‐adjusted life years ‐DALYs) and communicable dis-
eases (accounting for 30 % of DALYs), having failed to eradicate
vaccine‐preventable diseases over the last several decades [2]. The
region has been prone to emerging and re‐emerging diseases such as
avian flu, severe acute respiratory syndrome (SARS) and chikungunya
[2]. Initial estimates placed South Asia2 at higher risk than observed
for deaths and disaster because of the high population density, socio‐
economic vulnerabilities, high frequency of comorbidities, combined
with a weaker health system infrastructure including limited human
resources to support optimally effective responses [2–5].

Several countries in the region have been recognized as being inad-
equately prepared for the COVID‐19 pandemic. According to the Glo-
bal Health Security Index (an indicator of the countries’ pandemic
preparedness levels with the highest score at 100), India, with a score
of 46.5, was deemed the best prepared country in the region [3]; how-
ever, this score is low compared to other countries outside the region,
for example Australia or the USA (with a score of 71,1 and 75,9,
respectively) [6]. The low global health security scores in the region
have been attributed to various factors. These include a lack of robust
national pandemic preparedness plans, guidelines or laws to support
surveillance activities, and testing and control for diseases of public
health concern [3]. However, it is becoming clear that this index
was not very helpful in predicting COVID‐19 pandemic preparedness
[7,8]. Various macro‐level and national factors also influenced
national pandemic preparedness [7]. Limited allocation of resources
to health security in several countries [9]; shortage of health workers
and field epidemiologists, and pre‐existing social inequalities also
influenced national COVID‐19 preparedness [3,10]. To make matters
worse, the COVID‐19 pandemic raised poverty levels in a region
already plagued with high levels of inequities, a large informal econ-
omy, and low levels of social protections to offset interruptions to
income generating activities [2,3,11,12]. The complex disease burden,
poverty and weak health infrastructure may have also influenced the
quality of the COVID‐19 response.

While the literature has documented a relatively “weak” COVID‐19
pandemic response in SEARO [12–14], there has been limited discus-
sion of how the countries planned to respond to the pandemic. Of
specific interest to this paper, it is unclear if and how priority setting
was included in the region’s COVID‐19 response plans. Since system-
atic priority setting is thought to contribute to improving the quality
of the resource allocation decisions, making them more evidence
based, participatory and equitable. Understanding the role and use
of PS in the planning process will support a richer understanding of
the impact of the pandemic and pandemic control measures in each
country,[15]. The purpose of this paper is to describe and assess the
degree to which a sample of SEARO countries included priority setting
in the national COVID‐19 pandemic plans and glean insights for future
pandemic planning in the region.
2. Methods

This paper reports from one strand of a study that sought to assess
the degree to which countries from the six WHO regions included
parameters of effective priority setting,(based on Kapiriri & Martin’s
framework) in their COVID‐19 pandemic planning process as evi-
denced in the pandemic plans, methods [15,16].

For this study, we sampled seven of the eleven countries in WHO‐
SEARO. We sampled for maximum variation with respect to regional
representation (South Asia and East Asia subregions), economic status
2 South Asia countries: Brunei, Myanmar, Cambodia, Timor‐Leste, Indonesia, Laos,
Malaysia, the Philippines, Singapore, Thailand, and Vietnam.
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(World Bank 2020–2021 country classification), type of political sys-
tem (presidential republic, parliamentary republic, or monarchy), type
of health system (public, private, mixed; with or without universal
health coverage) and experiences with disease outbreaks and system-
atic priority setting.

We developed a search strategy to identify COVID‐19 pandemic
preparedness and response plans. Searches were carried out between
August 2020 and July 2021 by two members of the research team.
Since the retrieved COVID‐19 plans did not describe the contexts in
detail, the government webpages and the literature were used to
obtain the additional information on the political, social and economic
contexts of the sampled countries. Documents that were not written in
English were reviewed by native language speakers to screen for rele-
vant content, then relevant content was translated to English. Two
researchers performed a preliminary scan of the translated documents
to confirm their relevance and then extracted relevant data guided by
an adapted version of Kapiriri and Martin’s framework [15–17]. This
framework has five domains: the priority setting context; pre‐
requisites; the priority setting process; implementation; and outcomes
and impact [15–18]. Each of these five domains includes a varying
number of parameters (the adapted version has a total of 20 across
all domains) for determining the quality of priority setting for health.
The final list of the quality parameters and a short explanation of how
they were assessed in the retrieved plans is presented in Table 1.

Following a pre‐established approach [15–18], the information
extracted for each parameter was summarised by country. Further
analysis involved synthesizing and comparing the findings by parame-
ters across the sampled countries and a more detailed assessment of
the content of each of the parameters was provided where the data
were available (e.g. description of the stakeholder engagement pro-
cess). Any similarities and differences across the countries were iden-
tified and described.
3. Results

Plans from seven (63 %) of the WHO‐SEARO countries were
retrieved and reviewed. Documents ranged from 32 to 89 pages
(Indonesia and Bhutan, respectively) in length. The study sample
included five countries defined as lower‐middle‐income countries by
World Bank criteria, all of which were in the South Asia region (Ban-
gladesh, Nepal, Sri Lanka, Bhutan, India), and two countries defined as
upper‐middle‐income in East Asia region (Thailand and Indonesia). All
of the COVID‐19 response and preparedness plans were retrieved from
public websites and published between February and August 2020.

The rest of the results section is organized according to the five
domains of priority setting, as identified in Kapiriri & Martin’s frame-
work (see Fig. 1 for details of the assessment of each parameter in
WHHO‐SEARO plans).
3.1. Priority setting context

The political, social and economic context of the sampled countries
is summarised in Table 2. Bangladesh, Bhutan, Nepal and Sri Lanka
have parliamentary governments, Thailand is a constitutional monar-
chy, while India and Indonesia are presidential republics. The GINI
index all the countries sampled is relatively high (over 37), but is
higher in Bangladesh (51.4), India (47.9), and Thailand (43.7).3 All
of the countries sampled have health systems with a mix of public and
private financing, and an increasing participation of the private sector
[19,20]; only Nepal and Thailand are considered to have universal
health coverage. Only Thailand has a long history of a systematic PS pro-
cess [18–24].
3 https://data.worldbank.org/indicator/SI.POV.GINI.
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Table 1
Kapiriri & Martin’s Framework for assessing the quality of priority setting.

Domain Parameter Short definition

Contextual
Factors

Conducive Political, Economic, Social and cultural
context

1 Relevant contextual factors that may impact priority setting

Pre-requisites Political will Degree to which the government manifested support to tackle the pandemic e.g by assuming
leadership in convening the COVID-19 response committees, supporting the development of the plans
e.t.c.

Resources Availability of a budget in the COVID plan, and clear description of resources available or required
(including human resources, ICU beds and equipment, PPE, and other resources)

Legitimate and credible institutions Degree to which the priority setting institutions can set priorities, public confidence in the institution
Incentives for compliance Explicit description of material and financial incentives to comply with the pandemic plan

The Priority
setting
process

Planning for continuity of care across the health
systems

2 Explicit mentions of the continuity of healthcare services during the pandemic

Stakeholder participation Description of stakeholders participating in the development and implementation of the COVID plan
Use of clear priority setting process/tool/methods Documented priority setting process and/or use of priority setting framework
Use of explicit relevant priority setting criteria Documented/articulated criteria for the priority setting in the COVID plan
Use of evidence Explicit mention of the use of evidence to understand the context, the epidemiological situation, or to

identify and assess possible interventions to be implemented
Reflection of public values Explicit mention that the public is represented, or that public values have been considered for the

development or implementation of the plan
Publicity of priorities and criteria Evidence that the plan and criteria for priority-setting have been publicized and documents are

openly accessible
Functional mechanisms for appealing the decision Description of mechanisms for appealing decisions related to the COVID plan, or evidence that the

plan has been revised
Functional mechanisms for enforcement the decision Description of mechanisms for enforcing decisions related to the COVID plan
Efficiency of the priority-setting process 3 Proportion of meeting time spent on priority setting; number of decisions made on time
Decreased dissentions 3 Number of complaints from Stakeholder

Implementation Allocation of resources according to priorities Degree of alignment of resource allocation and agreed upon priorities
Decreased resource wastage / misallocation 3 Proportion of budget unused, drug stock-outs
Improved internal accountability/reduced corruption Description of mechanisms for improving the internal accountability or reduce corruption
Increased stakeholder understanding, satisfaction and
compliance with the Priority setting process

3 Number of SH attending meetings, number of complaints from stakeholder, % stakeholder that can
articulate the concepts used in priority setting and appreciate the need for priority setting

Strengthening of the PS institution 3 Indicators relating to increased efficiency, use of data, quality of decisions and appropriate resource
allocation, % stakeholders with the capacity to set priorities

Impact on institutional goals and objectives 3 % of institutional objectives met that are attributed to the priority setting process
Outcome/

Impact
Impact on swiftness of health policy and practice Changes in health policy to reflect identified priorities, and swiftness of the pandemic response
Impact on population health Description of the expected impact of the COVID plan on the population health
Impact on reducing inequalities Description of the expected impact of the COVID plan on reducing inequalities
Fair financial contribution Description of the expected impact of the COVID plan on fair financial contributions
Increased public confidence in the health sector Description of the expected impact of the COVID plan for increasing public confidence in the

response to the COVID-19 pandemic
Responsive health care system 3 % reduction in DALYs, % reduction of the gap between the lower and upper quintiles, % of poor

populations spending more than 50 % of their income on health care, % users who report satisfaction
with the healthcare system

Improved financial and political accountability 3 Number of publicized financial resource allocation decisions, number of corruption instances
reported, % of the public reporting satisfaction with the process

Increased investment in the health sector and
strengthening of the health care system

3 Proportion increase in the health budget, proportion increase in the retention of health workers, %
of the public reporting satisfaction with the health care system

C.-M. Vélez et al. Health Policy OPEN 3 (2022) 100086
3.2. Pre-requisites

This domain has four parameters namely political will, availability
of resources, (dis) incentives for compliance, and human and financial
resources. Political will refers to the degree to which there is evidence
in the plans that the government supported the pandemic response.
This was determined based on documentation of who commissioned
the report and the stakeholders involved in the process. There was evi-
dence of political will in all the reviewed pandemic plans, since the
Ministries of health (political office) either led or were key stakehold-
ers in their development. Five country plans (i.e., Thailand, Nepal, Sri
Lanka, Bhutan, and India) discussed the important role played by var-
ious types of national and subnational institutions in the development
of the COVID‐19 response plans. For instance, the Nepal plan
described the participation of different committees, task teams. The
plan also described processes that were developed to support appropri-
ate representation of technical experts (e.g. public health experts,
virologist, immunologist, epidemiologist, infectious disease specialist,
pulmonologist, emergency medicine specialist, critical care specialist,
researchers etc.).

All of the national plans described various resources that were
required during the COVID‐19 pandemic (see Fig. 2). All plans
3

described the need for key resources: health human resources; their
training; Personal Protective Equipment (PPE) and other Infection
Prevention and Control (IPC) materials; medical equipment and sup-
plies; laboratory equipment; and healthcare facilities. All country plans
with the exception of Bangladesh also described the necessity of test-
ing kits. Furthermore, Sri Lanka and India identified the need for
ambulances; and, Bangladesh, India and Thailand identified the need
for essential medicines. However, only Bangladesh, Nepal, and Sri
Lanka identified the need for ICU beds and explicitly identified the
need for financial resources to support the implementation of the pan-
demic plan and included a budget. Other resources were identified in
only one nation plan, for instance, life support equipment (Nepal), vac-
cines (Sri Lanka), telemedicine infrastructure (Thailand), and hotels
for accommodating patients (Nepal).

None of the reviewed plans described any (dis) incentives for
compliance.
3.3. The priority setting process

This domain includes nine parameters which we discuss in detail
below, namely: planning for continuity of care across the health sys-
tems, stakeholder participation, use of clear priority setting process,



Fig. 1. Country performance on priority setting parameters according to the plans accessed.

Table 2
Priority setting context by country.

Country Economic
System

Geographical
Region

Political System Health system Financing
(Public, private, mixed)

Universal
Health
Coverage

UHC Service
Coverage Index

GINI Index
(2018)

Previous pandemic
influenza plans

Thailand Upper
middle

East Asia Constitutional
monarchy

Mixed UHC 80 43.7 Yes

Indonesia Upper
middle

East Asia Presidential
republic

Mixed No UHC 72 38.1 Yes

Bangladesh Lower
middle

South Asia Parliamentary
republic

Mixed No UHC 48 39.5 Yes

Nepal Lower
middle

South Asia Parliamentary
republic

Mixed UHC 62 39.5 Yes

Sri Lanka Lower
middle

South Asia Federal
parliamentary
republic

Mixed No UHC 55 51.4 Yes

Bhutan Lower
middle

South Asia Federal
parliamentary
republic

Mixed No UHC 48 37.4 Yes

India Lower
middle

South Asia Presidential
republic

Mixed No UHC 66 47.9 Yes

Fig. 2. Resource gaps identified.
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explicit relevant priority setting criteria, and evidence; reflection of
public values, publicity of priorities and criteria, functional mecha-
4

nisms for appealing the decision; and functional mechanisms for
enforcement the decision.



Table 3
Stakeholders involved in the COVID-19 pandemic plan.

Country Stakeholders involved

Thailand Plan mentions the conformation of a Multi-Sectoral Integrated
Response Plan Cabinet lead by the Ministry of Public Health (MOPH),
with participation of Public Health Emergency Division and
Government Pharmaceutical Organization, besides academics [33]

Indonesia Plan mentions the participation of special staff of the Minister of
Health for Governance Sector, Director of Health Promotion and
Community Empowerment, Directorate General of Public Health,
Head of BTDK Research and Development Center, representatives of
Directorate of Primary Health Care, Directorate General of Health
Services, and the Health Crisis Center; representatives of several
provinces, different hospitals, as well as representatives of the
Indonesian Doctors Association (IDI), the Indonesian Lung Doctors
Association (PDPI), the Association of Internal Medicine Specialists
(PAPDI), the Indonesian Midwives Association (IBI), the Indonesian
National Nurses Association (PPNI), the Indonesian Association of
Epidemiologists (PAEI), the Association of Indonesian Health
Services (ADINKES), and representatives of the Institute for
Molecular Biology (Eijkman) [34]

Bangladesh Ministries of health, finance, international affairs, social welfare, and
environment, had started their own initiatives and suggested actions
to combat the spread of COVID-19 [35]

Nepal The plan stated that different stakeholders participated in giving
feedback to the plan; however, the document does not provide a list
of people or institutions [36]

Sri Lanka This plan is developed by the Ministry of Health in consultation with
the relevant stakeholders. No specification of who the stakeholders
are other than to identify the various committee involved in COVID
response: Disaster Preparedness and Response Division (DPRD) of the
MoH and Presidential Task Force (PTF); The Director General of
Health Services has appointed three committees, namely, National
committee, Technical committee, and an Action committee

Bhutan The plan is published by the Royal Government of Bhutan's MOH.
There is also a statement that the Technical Advisory Group (TAG) for
COVID-19, Ministry of Health formed several committees integrated
by different stakeholders from different institutions and
organizations [37]

India Pandemic plan identified international development partners
including the WHO, the World Bank, United Nations, NGOs,
community groups and religious leaders [38]
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3.4. Stakeholder involvement

Various stakeholders were involved in developing the COVID‐19
pandemic plans (Table 3). All the plans were led by Ministries of
Health and most explicitly identified additional stakeholders, includ-
ing representatives from government non– health sectors, interna-
tional development partners, non– government organizations,
community groups and various academics and technical experts in var-
ious medical disciplines. While a commitment to participatory pro-
cesses of plan development was stated in all plans, only India’s plan
explicitly provided the names of all stakeholders involved, including
representatives of specific Non‐Government Organizations(NGO),
community groups, and religious leaders.

3.5. Use of evidence

Five country plans (Bangladesh, Sri Lanka, Thailand, Indonesia,
and India) had clear indication that their plans were informed by evi-
dence. All five plans explicitly indicated that the WHO guidelines
informed their development. These plans also incorporated evidence
such as [country‐specific] epidemiological data on COVID‐19 related
mortality, morbidity, and testing. Two plans (Bhutan and Nepal) did
not explicitly make reference to any evidence that informed the areas
defined in the plans.

3.6. Explicit criteria and equity considerations

This parameter assesses the degree to which explicit priority setting
criteria, including equity were included in the pandemic plans. While
none of the plans neither explicitly identified any priority setting cri-
teria nor explicitly identified equity as a guiding criterion, several pop-
ulations were identified as priority populations based on their
perceived and experienced vulnerability within the health system. This
suggests efforts to integrate the equity criterion. For example, the
plans from Bangladesh, Nepal, Sri Lanka, Indonesia, Thailand, and
India explicitly prioritized the elderly based on their higher risk for
infection and severe disease. In addition to the elderly, the Bangladesh
and Nepal plans prioritized people with disabilities while the Bangla-
desh and India plans prioritized immigrants (see Table 4).

3.7. Publicity

This parameter requires that both priorities and the rationales for
priority setting be publicly communicated. Since all the plans were
available on the websites of national governments, this parameter
was in part, addressed. Furthermore, all the plans included communi-
cation strategies which focused on measures for mitigate the pan-
demic. For example, India´s plan explicitly mentioned risk
communication to mitigate psycho‐social issues and stigma, while
Thailand’s plan included appropriate communication strategies for dis-
seminating public health and COVID‐19 information to different
audiences.

While the reviewed plans included several communication strate-
gies targeting different audiences, the content was clearly not about
priority setting decisions.

3.8. Appeals and revisions

According to this parameter, there should be explicit mechanisms
foe appealing and revising the priorities based on new evidence. Three
plans (Bangladesh, Nepal and Bhutan) identified explicit mechanisms
for revising the plans. For example, the Bangladesh plan identified
mechanisms for revising and updating the national IPC guidelines
and standard operating procedures, when necessary; while the Nepal
and Bhutan plans mentioned regular updates based on the evolving
scenario. While some plans identified explicit mechanisms for updat-
5

ing and revising the decisions, none articulated any appeals
mechanisms.

3.9. Planning for continuity of services

We examined the national pandemic preparedness and response
plans to understand whether these included strategies to maintain a
continuity of services across the health system in the face of the pan-
demic. Only India, Nepal and Sri Lanka national plans included such
strategies. These explicitly described plans to maintain a continuity
of reproductive, maternal, neonatal, child health and immunization
programmes, and the management and provision of medicines for dif-
ferent communicable and non‐communicable conditions (see Table 4).
Notably, only the Nepal plan prioritized the continuity of post‐rape
management services including access to emergency contraceptive
pills and psychosocial support services.

Four parameters within this domain: clear priority setting process/-
tools, explicit priority setting criteria reflection of public values, and appeals
and enforcement mechanisms; were not addressed in any of the reviewed
pandemic preparedness and response plans.

3.10. Implementation of priorities and priority setting impact

The implementation domain includes two parameters associated
with the allocation of resources according to priorities and if imple-
mentation of priorities improved internal accountability. Since the
study was based on reviewing the pandemic plans, the assessment of
the implementation parameters was limited to identifying whether



Table 4
Summary of prioritized population groups within the country plans.

Population prioritized Thailand Indonesia Bangladesh Nepal Sri Lanka Bhutan India

Prioritized for continuity of services Pregnant women ● ● ●

Young infants ●

People in need of sexual and reproductive services ●

People with pre-existing illnesses
People with HIV

Prioritized for other activities in the plan Immigrants ● ●

Ethnic groups
Population in rural areas
Refugees/ internal displaced ●

Sexual and gender minorities
People with disabilities ● ●

Homeless population
Inmates
Institutionalized
Mentally ill ●

Travellers ● ●

Healthcare workers ● ●

Elderly ● ● ● ● ● ●

People immune-compromised ● ●

People with comorbidities ● ●
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the plans included an implementation plan and/or a budget. The plans
from Bangladesh, Nepal and Sri Lanka were the only ones that pro-
vided budgets with clear resource allocation process and decisions.

Furthermore, the plans from Bangladesh and Nepal described the
establishment of committees and strategies for monitoring and coordi-
nating COVID‐19 information and activities‐ which activities could
promote transparency, improve internal accountability and reduce
corruption.

The domain priority setting impact includes five parameters,
namely: impact on health policy and practice, on population health,
and on reducing inequalities; fair financial contribution and increased
public confidence in the health sector. These parameters were not dis-
cussed explicitly in the reviewed documents given the focus of the
study was on the initial plans developed at the outset of the pandemic
to guide the response.
4. Discussion

This study aimed to assess the degree to which the parameters of
effective priority setting were included in the national COVID‐19 pan-
demic plans from a sample of seven countries from the WHO‐SEA
region. To the best of our knowledge, this is the first study to system-
atically assess the inclusion of priority setting in the pandemic plans in
this region.

Our analysis indicates that some of the quality parameters of the
Kapiriri & Martin´s priority setting framework were adequately
addressed in those plans. Particularly parameters related to the degree
to which the plans reflected political support, credible decision‐
making institutions, clear description of resources available or
required, and the description of stakeholders participating in the
development and implementation of the COVID‐19 plans were present
in all the reviewed plans.

Although not explicitly articulated, we assumed that there was gov-
ernment support and political will since the government commis-
sioned the response committees and government officers led the
development of the plans. This may not be surprising, based on prior
studies in the region [3]. The literature notes that South‐East Asian
countries have faced tremendous challenges during the pandemic
since some of the countries in the region have underdeveloped public
health infrastructure and insufficient human resources [3,13,14]. The
stress of the pandemic, the public and global outcry and pandemic
panic as well as the global declaration of a pandemic (rather than iso-
lated epidemics as typically experienced in the region) may have gal-
6

vanized political will and support; and the swift convening of
institutions to support pandemic planning within the sampled
countries.

All of the country plans reviewed in this study described the
resources required during the COVID‐19 pandemic, including the
necessity of human resources and their training, PPE and other IPC
materials, medical equipment and supplies, and laboratory equipment,
though a minority of countries pre‐specified the financial implications
and resource allocation requirements. These findings are corroborated
by findings from the other WHO regions such as WHO‐ AFRO and
those from Latin America and the Caribbean islands [15,16] as well
as those by other authors; for example two studies mentioned the inad-
equate surgical masks supply and insufficient personal protective
equipment among Thai workers during the pandemic [14,21]; and
another described the need for healthcare equipment and other essen-
tial goods and services in India [3]. In response to the critical need for
human resources, a need identified in other contexts [15], the Indone-
sian government, in addition to mobilizing test kits, budgeted Rp 23.3
trillion for monetary incentives for healthcare workers and the non‐
health sector to sustain services [14]. This recognition of the need
for and mobilization of services in a region whose public healthcare
system has been known to be fragmented highlights the additional
challenges that a pandemic such as COVID‐19 may present to health
systems [14].

Strong priority setting institutions are critical to the effectiveness of
the prioritization processes [22–24]. The reviewed plans identified
several technical stakeholders such as the health ministry, and other
stakeholders with technical knowledge (e.g., medical providers) who
were involved in their development. The technical expertise may have
contributed to the legitimacy of these stakeholders. However, the legit-
imacy and quality of the response decisions made by these committees
may have further been strengthened by their having involved various
actors. Pandemic responses in the region are reported to have com-
prised public–private and co‐governance partnerships between medi-
cal service providers, government agencies, private and corporate
financiers and civil society organizations [14]. Although critical, it
was not possible to assess the capacity of these committees to set pri-
ority setting based on the reviewed plans.

Furthermore, since we reviewed only the national level plans, it
was impossible to conduct sub‐national assessments, which would
have provided additional understanding especially for expansive coun-
tries such as India, which are also decentralized. It is not clear, based
on the reviewed plans, the extent to which countries that are highly
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centralized, were able to prioritize advice from units that were are
already traditionally close to decision‐makers, compared to those fur-
ther away or performing scrutiny functions that could potentially slow
down decision making. It is possible that, by way of their indepen-
dence and mandates, other decentralized entities within these coun-
tries continued to make regulatory decisions without necessarily
coordinating with the central units of the government [13]. Assessing
the legitimacy and capacity of these entities was beyond the scope of
this study.

Since priority setting is both a technical and a political process, the
literature recommends that priority setting should be guided by an
explicit framework, and explicit criteria [23,25]. However, none of
the reviewed plans identified any priority setting framework or crite-
ria. Lack of explicit technical and political process may lead to incon-
sistences in the decision‐making, and, in some cases, introduce other
influences and values [26]. A notable exception would be Thailand,
which has a rich history of systematic priority setting in their health-
care system and have been pioneers among the middle‐income coun-
tries in advancing the use of health technology assessment
frameworks to guide priority setting in the country as well as the
region. Thailand has debated critical health system priority setting
challenges such as PS for patients for kidney transplants and develop-
ing an explicit health care package [21]. Despite this experience with
HTA frameworks more specifically, the plan from Thailand was not
explicit in its description of process or criteria used to make decisions
for the initial response to the pandemic. The need for a rapid response
to the pandemic might have made it impossible for the PS institutions
to ensure that the philosophical underpinnings of priority setting were
integrated into the response plans. Conversely, it as in several other
countries, the traditional PS institution may not have been involved
in the pandemic planning. It is also possible that PS was described in
another document which we could not access online.

The literature on criteria for priority setting supports its use
because criteria help to ensure consistent decision making and to limit
the role of self interest and political actors. Fair priority setting
requires, in particular, that equity is a central criterion to identify pri-
ority populations. For example, the Guidance on priority setting in
health care (GPS‐Health) proposes that:

“….criteria related to the disease an intervention targets (severity
of disease, capacity to benefit, and past health loss); characteristics
of social groups an intervention targets (socioeconomic status, area
of living, gender; race, ethnicity, religion and sexual orientation);
and non‐health consequences of an intervention (financial protec-
tion, economic productivity, and care for others), are considered.”
[27]
The need to consider the equity criterion was highlighted during
the COVID‐19 pandemic which exposed the challenges that vulnerable
groups face. Prior to the pandemic, these populations lacked access to
health services and were left out of formal policy and social protection
measures—these were exacerbated by the pandemic
[17,18,21,28–30]. The United Nations identified vulnerable groups
including migrants, refugees, stateless persons and displaced persons,
indigenous populations, people living in poverty, those without access
to water and sanitation or adequate housing, persons with disabilities,
women, older persons, LGBTI people, children, and people in deten-
tion or other institutions [12]. Ideally, these should have been priori-
tised in the national pandemic plans.

While six plans explicitly identified priority populations, the groups
identified varied tremendously on which populations and communi-
ties to prioritize. For instance, while all countries in WHO‐SEARO have
refugees and immigrants [31], only the Bangladesh plan explicitly pri-
oritised refugees. Bangladesh hosts more than 800,000 Rohingya refu-
gees [12], so it may be that the concentration of, and the special global
attention that has been given to the Rohingya refugees influenced their
7

inclusion. Many illegal immigrants lack health insurance coverage,
and most work and live in conditions where they are highly likely to
be exposed to COVID‐19 infection and transmission [12,21,32].

Our study has several limitations. First, since this was part of a glo-
bal comparative study involving the six WHO regions, for feasibility
purposes, we sampled at least 40 % of the countries from each region.
This meant that for WHO‐SEARO, seven of the eleven countries in this
region, hence the findings may not be generalizable to all the countries
in the region. Second, we purposively identified COVID‐19 prepared-
ness and response plans that were published during the initial stages
of the pandemic. It is highly likely that with the progression of the pan-
demic, countries revised/ amended their plans to reflect the priority
setting parameters. Furthermore, we were unable to assess the param-
eters (e.g. those associated with implementation and impact), since the
study was based on a review of the plans. Furthermore, it is not possi-
ble to assess if the plans were implemented as stipulated. This would
require conducting interviews, which was beyond the scope of the
study.

5. Conclusion

Based on the analysis using the parameters for effective priority set-
ting in Kapiriri and Martin’s (2017) framework. Overall, most of the
plans included specific committees that were designated to set priori-
ties, the participation of civil society actors. However, none of the
plans presented clear priority setting process, or used a formal priority
setting framework and several lacked explicit guiding criteria or prin-
ciples for priority setting.

Systematic priority setting is critical to improving the quality of
COVID‐19 (and future) pandemic preparedness and response, WHO‐
SEARO should be supported to integrate evaluation of actual priority
setting in order to understand the actual impact of the prioritization
process on population health, but more specifically on the most vulner-
able populations in this region.

Since systematic priority setting is decisive for strengthening the
quality of pandemic preparedness and response, there should be syn-
chronized efforts to integrate evaluation of actual priority setting to
understand the concrete impact of the prioritization process on popu-
lation health, but more specifically on the most vulnerable populations
in WHO‐SEARO.
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