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ABSTRACT 

The ongoing coronavirus pandemic has reinforced the persistent threat posed by 

respiratory pathogens with pandemic potential to human health and development. 

Different countries’ pandemic responses also demonstrate that no country is fully 

prepared for such events, and some health-systems are at greater risk of being affected 

than others.  

In recent years, Egypt has witnessed recurring outbreaks of avian influenza A (H5N1). 

The World Health Organization classifies H5N1 in the alert phase of a potential pandemic, 

thereby necessitating preparedness. A combination of vulnerabilities make Egypt a 

hotspot for future outbreaks. There is inconclusive evidence on country’s state of 

preparedness, associated barriers and enablers. This mixed-method case-study, using 

health policy and systems research lens, aims to identify such influencing factors and 

make practice recommendations.  

Evidence indicates that preparedness is a common challenge faced by developing 

countries, including Egypt. The World Health Organization’s guidance and lessons from 

the past pandemics are documented. Preparedness research has used theories related 

to either individual behavior or functioning of systems. This study uses a combination of 

grounded theory and theory of change to answer the research question. It analyzes 

documentary evidence and conducted key informant interviews (N=19) at the Egyptian 

Ministry of Health. 

The findings indicate that despite recognition of the threat, the policy planning and system 

readiness for pandemics remains inadequate in Egypt. A complex combination of 

population behavior, organizational issues and health-system-wide factors undermine 

preparedness. Opportunities exist in the form of growing capacity and availability of tools 

in the health-sector, increasing awareness among the masses and support from 

international organizations.  

Pandemic preparedness is complex, resource intensive but necessary. The study 

recommends that the Ministry of Health should set up a high-level coordination 

mechanism, pursue whole-of-Government approach, and proactively engage with non-

Governmental sectors to strengthen preparedness.  

  



xi 
 

LIST OF ABBREVIATIONS 

 

CAPMAS    Central Agency for Public Mobilization and Statistics  

CDC Centers for Disease Control and Prevention, United 

States of America   

COVID-19     Coronavirus disease-19  

ECDC     European Center for Disease Prevention and Control  

FAO Food and Agriculture Organization  

GDP      Gross Domestic Product 

HPSR     Health Policy and Systems Research  

IHR (2005)    International Health Regulations  

IPC     Infection Prevention and Control 

ILI      Influenza like Illness  

JEE     Joint External Evaluation  

LMIC     Lower Middle Income Country 

NAMRU    Naval Medical Research Unit 

NGOs     Non-governmental Organizations  

OIE      Organization for Animal Health  

SARI     Severe Acute Respiratory Infection 

UN     United Nations  

USAID    United States Agency for International Development 

WB     World Bank  

WFP     World Food Programme 

WoG     Whole-of-Government   

WHO     World Health Organization  

 



1 
 

CHAPTER 1. INTRODUCTION: PREPAREDNESS IN A PANDEMIC FLASHPOINT-A 

CASE-STUDY FROM EGYPT   

1.1 Introduction  

This chapter introduces the impending risk of pandemics and the significance of 

preparedness. It discusses the background of this research study and the relevance of 

Egypt as the study setting. The chapter briefly explains the methodology and process of 

case-study developed within the multidisciplinary field of health policy and systems 

research (HPSR) by providing the research aim and objectives, explaining the research 

design and conceptual underpinnings. Finally, the chapter sets the boundary of this study, 

presents thesis structure and a concluding summary. In text box 1 and 4, frequently used 

terms in this chapter have been provided.    

1.2 A world at persistent risk of respiratory pathogen pandemic 

In 2011, a committee of global experts convened by the World Health Organization 

(WHO) to review the functioning of International Health Regulations (2005) (IHR) in 

relation to the H1N1 pandemic of 2009, concluded that “the world is ill-prepared for a 

severe pandemic or for any similar global, sustained and threatening public health 

emergency” (WHO, 2011b). In 2019, eight years later, the Global Preparedness 

Monitoring Board, an independent body comprising leaders and experts, released its first 

annual report and categorically reiterated the same message that the world, despite 

facing acute risks, was not prepared for disease epidemics and pandemics (Global 

Preparedness Monitoring Board, 2019). The collective message of these two global level 

reports is clear: the risk of pandemics is real and global capability to face future 

pandemics is questionable.   

1.3 COVID-19: An embodiment of pandemic threat and reality 

In January 2020, China reported pneumonia cases of unknown cause which quickly 

developed into a raging epidemic of the novel Coronavirus Disease (COVID-19) (Li et al., 

2020, Dong et al., 2020). By end June 2020, as shown in figure 1 below, this infectious 

disease had spread to all continents of the world, with more than 8 million confirmed 

reported cases and more than 455,000 deaths in 208 countries (WHO, 2020c). On March 

11, 2020, the WHO classified COVID-19 as a pandemic (WHO, 2020c). At the time of 

writing of this thesis, the situation of COVID-19 pandemic was rapidly evolving. However, 

the extent of its global spread and the resulting health, social, political and economic 

disruption, corroborates the known impact of previous pandemics caused by respiratory 

pathogens (Madhav et al., 2017).  

New respiratory pathogens like COVID-19 exhibit a combination of qualities that 

contribute to their potential to cause a pandemic, such as a short incubation period and 

asymptomatic spread, making containment challenging  (Johns Hopkins Center for Health 

Security, 2019). The COVID-19 pandemic has reinforced this reality that the risk of 

infectious disease transmission is growing across geographies with the global growth in 
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the movement of people and commodities, restricting countries’ ability to effectively 

prepare and respond to disease outbreaks (World Economic Forum, 2016). Most 

significantly, the COVID-19 pandemic has reinforced that preparation of health-systems 

in all countries is needed to face the ever-present threat of pandemics in today’s 

globalized world (Heymann and Shindo, 2020).    

 

Figure. 1. No. of COVID-19 cases and deaths worldwide by June 2020 (WHO, 2020c) 

1.4 Preparedness as the only risk response to pandemic threat  

The notion of pandemic preparedness is ill-defined (Balen and Caballero Anthony, 2009). 

According to ECDC (2020) “preparing for an influenza pandemic is a continuous process 

of planning, exercising, revising and translating into action national and subnational 

pandemic preparedness and response plans” (see figure 2). Pandemic preparedness 

activities are primarily designed to support reducing morbidity and mortality after the 

pandemic spread. Some activities, however, are also expected to prevent and contain the 

disease spread before it gets out of control (Madhav et al., 2017). According to the Global 

Health Security Index (2019), the first detailed assessment and benchmarking of health 

security capabilities across the 195 countries, “no country is fully prepared for epidemics 

or pandemics, and every country has important gaps to address”. Yet preparedness 

remains a necessary endeavour for Governments to protect human health and societies 

for profound pandemic impact (Global Preparedness Monitoring Board, 2019).  
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Figure 2: Key elements of pandemic preparedness planning cycle (ECDC, 2020) 

According to Balen and Caballero Anthony (2009), urgent action on preparedness by 

countries is necessitated by the fact that “the precise timing, location and overall impact 

of a future pandemic remains speculative at best”. In view of the imminent, high-impact 

threat posed by respiratory pathogens, the preparedness ability of health-systems and 

communities is the only safeguard against pandemic impact (Jonas et al., 2018). The 

need to address pandemic preparedness has been demonstrated in the ongoing COVID-

19 pandemic. In this pandemic, countries, irrespective of status of economic development 

or health-system, are responding differently to the crisis (Al Saidi et al., 2020). Several 

countries have been criticised for taking slow and insufficient actions to contain the 

pandemic (The Lancet, 2020). China, the initial epicentre of the COVID-19 epidemic, was 

praised by the WHO for mounting “the most ambitious, agile and aggressive disease 

containment effort in history” and achieving impressive results (WHO, 2020f). On the 

other hand, countries like US and UK have been criticised for their slow response to the 

pandemic (Time Magazine, 2020, The Guardian, 2020, March). Preparedness is visibly 

appearing as the sensible response to ever present threat of influenza or other respiratory 

pathogen pandemics.  

1.5 Pandemic uncertainty and its reflection in pandemic planning 

Uncertainty is one of the visible features of infectious disease events such as pandemics 

(Morse, 2001, Caballerho-Anthony and Balen, 2009). These events have either limited or 

no precedents (Morens et al., 2004) which makes uncertainty an integral part of the 

epidemic and pandemic preparedness planning as well as response efforts. Nicoll et al. 

(2010) says that there are certain “known knowns” about all influenza pandemics which 

can be assumed along with some significant issues called “unknown unknowns” about 

which assumptions are not possible. In COVID-19 pandemic, a constant struggle against 

uncertainty is being witnessed in the ongoing response. According to Altig et al. (2020), 

immense uncertainties characterize COVID-19 crisis which are of health, social, 

economic and political nature.  In the absence of evidence base on effective interventions, 
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the complexity of science and policymaking in uncertain environments demonstrate the 

nature of a pandemic uncertainty in COVID-19 (Rutter et al., 2020). However, past 

experiences have shown that certain strategies can be used in preparedness planning 

and response to effectively manage pandemic uncertainties.   

The notable approach to manage pandemic uncertainty is acknowledging its significance 

and developing flexible preparedness plans at country level. Holmberg and Lundgren 

(2018) discussing European preparedness plans, highlight acknowledgement of 

uncertainty in pandemic planning in French plan in following words “By their nature, crises 

involve uncertainty. While it is possible to reduce it, it can never be totally eliminated. This 

uncertainty is particularly high in health crises. During an epidemic, a mutation that makes 

the virus more virulent is always possible, for example. It is necessary to accept that there 

are many unknowns and to learn to deal with the crisis in a very uncertain context”. In 

pandemic response, Rutter et al. (2020) emphasize acknowledging complexity, pursuing 

data transparency, acting on available evidence and making use of pragmatic 

interventions. WHO SEARO (2020) identify fear, panic and loss of trust among people as 

an outcome of pandemic uncertainty and encourage certain tactics to promote effective 

communication and engagement with community. The mentioned approaches by WHO 

SEARO (2020) include use of transparent communication, explicit sharing of information 

about uncertainties, maintaining consistency in communication and showing action by 

example. 

Text box 1: Frequently mentioned terms 

 

 

 

 

Preparedness: “The ability of Governments, response organizations, communities and 

individuals to anticipate, detect and respond effectively to, recover from, the impact of likely, 

imminent or current health emergencies, hazards, events or conditions. It means putting in 

place mechanisms that will allow national authorities, multilateral organizations and relief 

organizations to be aware of risks and deploy staff and resources quickly once a crisis strikes”. 

(Global Preparedness Monitoring Board, 2019) 

Epidemic: “The occurrence in a community or region of cases of illness …..clearly in excess 

of normal expectancy” (Porta, 2014). In this thesis, epidemics and outbreaks have been used 

interchangeably.  

Pandemic: “An epidemic occurring over a very wide area, crossing international boundaries, 

and usually affecting a large number of people”. (Porta, 2014) 

Influenza pandemic: “When a new influenza virus emerges and spreads around the world, 

and most people do not have immunity” (WHO, 2010) 
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1.6 Influenza- the “Trojan horse” in pandemic preparedness  

Most of the new pandemics have originated from “zoonotic” transmission of pathogens 

from animals to humans (Murphy, 1998), also the origin of COVID-19 (WHO 2020). 

Zoonosis enters into human populations from both domesticated animals like poultry, and 

from wildlife (Madhav et al., 2017). Influenza is a highly contagious, viral respiratory 

disease (CDC, 2019). The Influenza virus is known to be a virologist’s “Trojan horse” as 

it is the only microbe that causes regular global level epidemics (Gellin and Qadri, 2016). 

According to the WHO (2018d) every year there are around 1 billion new influenza 

infections and 300,000-500,000 associated deaths worldwide. A new influenza virus can 

cause a pandemic anytime, as it has done in the past 100 years on different occasions 

(see table 1), most notably in 1918 when more than 50 million died (Webby and Webster, 

2003).  

Table 1: Past influenza pandemics and their health impact (Van-Tam and Sellwood, 2010) 

Year Pandemic Virus Estimated mortality impact 

1918 Spanish influenza  H1N1 More than 50 million deaths  

1957 Asian influenza  H2N2 More than 1 million deaths  

1968 Hong Kong Influenza  H3N2 More than 3 million deaths  

2009 Swine influenza  H1N1 More than 500,000 deaths 

 

According to WHO (2018c), there are four types of influenza viruses i.e. A, B, C and D. 

For pandemic preparedness, influenza type A viruses are significant due to their potential 

to cause a pandemic. This virus type infects both humans and different animals. Influenza 

A viruses can be divided into avian influenza, swine influenza, or other types of animal 

influenza viruses based on the origin host species.  

1.7 Avian influenza (H5N1) and the future pandemic  

Avian influenza viruses are influenza viruses which infect birds. There are different types 

of avian influenza virus. Most avian influenza viruses rarely infect humans however, those 

which infect people include H5, H7 and H9 virus types (CDC, 2017a). The majority of 

human cases of influenza  (H5N1) and A(H7N9) virus infection have been associated with 

direct or indirect contact with infected live or dead poultry (WHO, 2018c). Therefore, 

controlling this disease in the animal source of birds and poultry is critical to decrease risk 

to humans. However, since there are significantly large silent reservoir of such influenza 

viruses among aquatic birds, it is considered impossible to eradicate them. WHO (2018c) 

considers that zoonotic influenza infection among people will continue to occur. However, 

the need is to minimize public health risk, expand quality surveillance in both animal and 

human populations, thorough investigation of every human infection and ensure 

pandemic planning.  
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The H5N1 influenza virus, part of the avian influenza virus family, is transmitted from 

poultry to humans and considered highly pathogenic (CDC, 2017a). According to CDC 

(2017a), the avian influenza viruses are of both low and high pathogenic nature. The 

H5N1 virus is considered highly pathogenic for poultry and causes severe illness among 

humans as well. The reported fatality rate as a result of the virus infection is 60% among 

humans WHO (2020d). The fatality rate of COVID-19 viral disease has been suggested 

to be in the range of 0.25%-3.0% with highest 3.5 in China alone (Wilson et al., 2020). 

Since the first outbreak of H5N1 virus in Hong Kong in 1997, recurring outbreaks have 

been reported in different countries including Egypt. By June 2019, 17 countries had 

reported 861 cases of human infections of avian influenza with 455 deaths (WHO, 2020a).  

The H5N1 virus has already met two of the three prerequisites (see text box 2) to trigger 

a global pandemic (Lemon et al., 2005, Webster and Govorkova, 2006, WHO, 2005a). 

Avian influenza virus circulation in poultry, continued reporting of outbreaks and number 

of human infections are continuously posing a significant pandemic threat (Sutton, 2018); 

(Breiman et al., 2007); (Van-Tam and Sellwood, 2010); (Christian et al., 2017). Avian 

influenza (H5N1) is the “prime candidate” to cause a pandemic with estimates of about 

60% of the world’s population potentially becoming susceptible as a result of its mutation 

(Cooper et al., 2006).  

Text box 2: Conditions for influenza outbreak to turn into a pandemic  

According to CDC (2017b) occurrence of a pandemic is linked with emergence of a new 

influenza virus for which humans do not have immunity. The emergence of new virus is 

possible through different ways one of which is called “antigenic shift”. In this situation, 

an abrupt and significant change in an influenza A virus happens and can result from 

direct infection of humans with a non-human influenza A virus, such as a virus circulating 

among birds (avian influenza) or pigs (swine influenza). Another possible way is called 

genetic reassortment in which a non-human influenza A virus (such as avian influenza 

virus) exchanges genetic information with other influenza A viruses and is able to infect 

humans. If this new virus causes illness among people and can spread in community 

easily, an influenza pandemic is the likely result. Figure 3 by (Giulio Frigieri, 2011), given 

below, shows pathways to an influenza pandemic caused by avian influenza virus strain. 

 

1. A novel influenza virus must emerge to which the general population has little or no 

immunity and against which no existing vaccine will be effective  

2. The new virus must be able to replicate in man and cause disease  

3. The new virus must be effectively transmitted from one person to another; efficient 

human-to-human transmission is expressed as sustained chains of transmission 

causing community wide outbreaks (Van-Tam and Sellwood, 2010) 
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Figure 3: Pathways to an influenza pandemic caused by avian influenza 

1.8 Egypt as the potential flashpoint of an avian influenza pandemic  

The Arab Republic of Egypt, a lower-middle-income country (LMIC) and the most 

populous country (90+ million population) in the Middle East (World Bank, 2019), has 

been facing the spread of avian influenza in poultry and human population since 2006 

(ECDC, 2015). Figure 4, given below, shows example of an unprecedented increase in 

the number of avian influenza outbreaks in Egypt in the 2014-2015.  
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Figure 4. Outbreaks of H5N1 in poultry reported from different governorates in Egypt in 

2014-2015 (Arafa et al., 2015) 

It is unclear what caused this significant increase in the number of outbreaks and human 

H5N1 infections in 2014–2015. It could be the socioeconomic changes happening in the 

country during this time as a result of political instability or genetic changes in the virus 

(Arafa et al., 2016).  In March 2015, a team of WHO and other international organizations 

working on human and animal health, jointly assessed the increase in outbreaks (WHO, 

2015). The team concluded that there was a persistent risk reflected in an usual increase 

in number of human infections ‘concomitant’ with the ‘dramatic increase’ in outbreaks 

among poultry (WHO, 2015). According to the WHO (2019a) Egypt has so far reported 

the highest number of human infections of H5N1 virus globally (see table 2 and figure 5).  

Table 2: Cumulative number of confirmed human cases for avian influenza A(H5N1) and 

deaths reported to WHO, 2003-2019 by 6 countries (WHO, 2019a) 
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Figure 5. Comparison of reported H5N1 cases and deaths by six high burden countries in 

2003-2009 (WHO, 2019a) 

There are several risk factors which can exacerbate avian influenza outbreaks in Egypt 

potentially turning it into an epicentre of future influenza pandemic. First, avian influenza 

viruses are enzootic in poultry in Egypt (Kayali et al., 2016). The research on H5N1 virus 

circulation in Egypt has identified concerns regarding potential virus mutation which can 

change the virus into a human-to-human-transmissible pathogen and cause a pandemic 

(Arafa et al., 2015, Arafa et al., 2016). Egypt is the largest poultry producer in the Arab 

world (Freiji, 2008). According to El Nagar and Ibrahim (2007), poultry is one of the 

country’s major economic activities, collectively employing 2.5 million workers, and is 

considered “an answer to the high rate of unemployment”. Poultry production in Egypt is 

diverse, from large- and small-scale commercial sectors, to ‘traditional’ household poultry 

keeping (El Masry et al., 2014). Exposure to sick or dead poultry is well known to be a 

major risk factor for human infections of avian influenza (Zhou et al., 2009, WHO, 2020a).   

Second, disease outbreaks and transmission dynamics are known to be influenced by 

political and economic processes rooted in structural relations and interests (Dzingirai et 

al., 2017). Egypt has witnessed political instability since the 2011 revolution, resulting in 

deteriorating socio-economic conditions and a subsequent rise in poverty (World Food 

Programme, 2013). Third, in the absence of a resilient health-system, countries remain 

vulnerable to public-health emergencies (World Economic Forum, 2016) particularly the 

developing countries (Oshitani et al., 2008). The health-system in Egypt is markedly 

compromised, fragile and fragmented. The Egyptian Government spends only 4.7% of 

Gross Domestic Product (GDP) on health (compared to other countries in the Middle East 

and North Africa Region (Ahmed et al., 2020)) and out-of-pocket payments are more than 

60% of the total health expenditure in the country (Gericke et al., 2018).  
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Fourth, the overall ranking of the country for epidemic and pandemic preparedness is low. 

According to the Global Health Security Index (2019), Egypt scored 39.9%, among 195 

countries. Figure 6 given below compares Egypt with Indonesia, Vietnam and China, all 

of which have reported high numbers of avian influenza cases. According to this 

assessment scale, Egypt is the lowest among all four countries in terms of preparedness. 

Finally, geographically, Egypt is located at the crossroads of Europe, Asia, Africa and the 

Arab countries, and is a hub of trade, tourism and travel. An infectious disease originating 

in Egypt can be easily transported to several countries.  

In a recent study, Egypt has been grouped among countries which are considered to be 

more vulnerable to emerging outbreaks – those with Global Health Security Index scores 

under 50 and an annual volume of more than 1 million domestic and international 

travellers (Global Health Security Index, 2019). It is significant to note that countries like 

China and Italy, which faced significant response challenges in the ongoing COVID-19 

pandemic (Wang et al., 2020, Gatto et al., 2020), were also ranked in the group where 

Egypt was placed by the Global Health Security Index (Global Health Security Index, 

2019).  

 

Figure 6. Comparison of overall score of global health security capabilities among four 

high avian influenza burden countries in the world 

1.9 Case-study to analyse pandemic preparedness in Egypt  

According to Morse (2001) ‘no emerging infection or pandemic has ever been predicted’ 

and it is also known that it is not possible to forecast when and where the next influenza 

pandemic would occur (Fineberg, 2014). In view of this unpredictable yet inevitable nature 

of pandemics, the WHO (2019b, 2017b) regards advance planning and preparedness as 

essential to mitigate its expected impact on human health and society. In situations where 

avian influenza is the primary suspect to initiate a pandemic, Lazzari and Stöhr (2004) 

advise adopting a comprehensive public health response to preparedness, which should 

include actions from early warning to improving capacities and infrastructure and multi-

sectoral coordination.  
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In view of the avian influenza situation in Egypt and other factors supporting concerns 

that a pandemic may occur with Egypt as its epicentre, there is a case for researching 

pandemic preparedness in Egypt and how it can be improved. Most of the available 

literature provides epidemiological insights into avian influenza outbreaks and pandemic 

vulnerabilities in Egypt as a result of possible mutation of H5N1 virus (Meleigy, 2007, 

Abdelwhab and Abdel-Moneim, 2015, Kayali et al., 2016, El-Shesheny et al., 2017, 

Hussein, 2015). Pandemic preparedness planning is advised to be kept flexible to 

address any sub-type of influenza or other respiratory pathogen (Van-Tam and Sellwood, 

2010), as is the case of the COVID-19 pandemic.  

The onset of infectious-disease outbreaks is influenced by a combination of political 

actions, economic circumstances, human behaviour and the environment (Salehi and Ali, 

2006). Similarly, the  impact of disease outbreaks and pandemics are usually far-

reaching, beyond the consequences for the healthcare system, and mandate the adoption 

of a multi-sectoral approach to preparedness (Smith et al., 2019). A pandemic is generally 

viewed as a health concern with the potential to mislead Governments into 

misunderstanding and neglecting policies and preparedness actions required to increase 

overall health and society’s resilience to such events (Jonas, 2013). Generally, most of 

the preparedness planning has focused on preparing the health-sector for large numbers 

of influenza-affected cases –there is, however, growing recognition of the need for a 

whole society response planning (Van-Tam and Sellwood, 2010). Text box 3 given below 

provides a brief profile of Egyptian health system.  

Text box 3: Brief health system profile of Egypt   

 Pluralistic health care system, with many different public and private providers and 
financing agents 

 Health services are managed, financed and provided by government, parastatal and 
private sectors 

 The government sector represents activities of ministries that receive funding from the 
Ministry of Finance, led by the Ministry of Health  

 The parastatal sector is composed of quasi-governmental organizations in which 
government ministries have a controlling share of decision making, including the Health 
Insurance Organization, the Curative Care Organization, and the Teaching Hospitals 
and Institutes Organization  

 The private sector includes for-profit and non-profit organizations and covers everything 
from traditional midwives, private pharmacies, private doctors, and private hospitals of 
all sizes. Also in this sector are a large number of nongovernmental organizations 
providing services, including religiously affiliated clinics and other charitable 
organizations 

 The organizational structure of the Ministry of Health consists of two functional 
structures: the administrative structure and the service delivery structure 

 The administrative organization comprises the central headquarters and the 
governorate level health directorates. The main functions of the central headquarters 
include planning, supervision and program management 

 The Ministry of Health is the major provider of primary, preventive, and curative care in 
Egypt. The service delivery units of the Ministry are organized along geographic (rural 



12 
 

and urban), structural (health units, health centers, and hospitals), functional (maternal 
child health centers), and programmatic (immunization, and diarrheal disease control) 
(Gericke et al., 2018) 

 General government expenditure on health as percentage of GDP (2%) 

 Out of pocket expenditure out of total health expenditure (58% plus) 

 Health workforce per 10000 population (7.7 physicians, 13.8 nurses) 

 Primary health care facilities per 10000 population 06 

 Hospital beds per 10000 population 5.2 (WHO EMRO, 2013)  

 Hospital ownership Government (46%) and private (54%)  

 Number of health care facilities with no beds is 154,687, including clinics, clinics, labs, 
health centers, dialysis machines and pharmacies (World Bank, 2018). 

 Ministry of Health in Egypt plans, mobilizes and manages financial resources for health 
besides primarily providing primary, preventive, and curative services. However, the 
national healthcare system is devolved at governorate level. There are 27 governorates 
in the country. The governorate-level health directorates are responsible to the Minister 
of Health for technical functions. However, they also report to Governorate Executive 
Council, for day-to-day management of activities throughout the governorate. The 
governorate level is followed by the final tier of district level health authority. There are 
several districts in one governorate (Gericke et al., 2018). According to the National 
Preparedness Plan for Pandemic Influenza (Ministry of Health and Population Egypt, 
2018), governorates have role in surveillance, coordination among different sectors for 
preparedness at governorate level, distribution of care services and are responsible for 
implementation of the National Preparedness plan at governorate level.  

 

Abdelwhab and Hafez (2011) stated that for the foreseeable future, the situation of avian 

influenza virus and challenges in its prevention and control in Egypt, will continue to pose 

a pandemic threat and increase economic vulnerability.  Pandemic preparedness in Egypt 

needs to be understood from a holistic perspective as an event which may occur due to 

already circulating avian influenza virus or any other influenza or respiratory virus. At 

present there is a scarcity of research providing this holistic perspective on pandemic 

preparedness in Egypt. Preparedness should thus be seen from the perspective of a high-

impact pathogen with the potential to cause sudden, widespread impacts on health, 

society, the political system and the economy (Madhav et al., 2017). The multifaceted 

nature of the high impact COVID-19 pathogen-driven pandemic shows that individuals, 

society, health-systems and economies all suffer as the pandemic unfolds (Anderson et 

al., 2020).     

The WHO, in light of global evidence on the effectiveness of strategies, has developed 

guidance on how to plan and ensure pandemic preparedness. This guidance is widely 

used by countries (Azziz‐ Baumgartner et al., 2009) to structure and implement national 

preparedness and response policies and strategies, including those in Egypt. Evidence 

has also shown that prevention and control activities for avian influenza outbreaks 

contribute preparedness for a pandemic (Martin et al., 2011). Egypt has reportedly 

implemented such measures since the first case of avian influenza was detected in the 

country in 2006 (Kayali et al., 2016).  
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To improve preparedness for future influenza or other respiratory pathogen pandemics in 

Egypt, it is prudent to understand what factors impact preparedness and what can be 

done to address those within the context of Egyptian health system and society. A two 

pronged approach can be adopted to achieve this objective: a) understanding 

preparedness policy planning approach of the Government and b) seeking the 

perspective of stakeholders at the Ministry of Health, a group holding influential positions 

with lived experiences of preparedness and response. As countries struggle to deal with 

the impact of the ongoing COVID-19 pandemic (Al Saidi et al., 2020), it is increasingly 

becoming significant that pandemic preparedness is prioritised particularly in potential 

disease outbreak hotspot countries such as Egypt. It is assumed that such countries are 

not only at risk due to complex epidemiological, socioeconomic and political reasons, but 

possess questionable capability to respond to the challenges of future pandemics. Using 

these arguments, the case-study attempts to answer the following primary and secondary 

research questions: 

Primary research question:  
 
What individual, organizational and system-wide factors influence influenza pandemic 
preparedness in Egypt?  
 
Secondary research questions:  
 

 What insights does the published and grey literature provide regarding avian 
influenza, pandemic preparedness and implementation in Egypt and similar 
settings? 

 How does the policy planning for pandemic preparedness in Egypt compare with 
the global guidance provided by the WHO?    

 What are the views of the Egyptian Ministry of Health officials regarding the status 
of pandemic preparedness, barriers and opportunities?   

 What recommendations can be made to the Egyptian Ministry of Health to enhance 
the status of pandemic preparedness?  
 

1.10 Aim and objectives of the study 

This mixed-method case-study aims to identify individual, organizational and system-

related factors which influenza Egypt’s preparedness for an influenza pandemic using the 

available documentary evidence and the perspectives of stakeholders at the Ministry of 

Health. Text box 4 given below defines frequently mentioned terms (such as what 

individual factors mean) in this and the following chapters.  

The objectives of the study are:   

 To collect and analyze data related to the perspectives of stakeholders at the 
Ministry of Health regarding preparedness for pandemic influenza in Egypt;  
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 To assess compliance of national pandemic preparedness policy planning 
documents with guidance given by the WHO and triangulate emerging information 
with secondary data sources;   

 To identify individual, organizational and system-level factors which hinder or 
facilitate preparedness for the future pandemics in Egypt; and  

 To develop context-specific recommendations for the Egyptian Ministry of Health 
on how to improve preparedness for future pandemics.    

 

Text box 4: Frequently mentioned terms  

 

1.11 Methodology and process of case-study development   

According to the The Alliance for Health Policy and Systems Research (2007), the 

discipline of HPSR provides an opportunity to understand and improve how organizations, 

systems, policies, and upstream aspects of health organize themselves in achieving 

collective health goals. The case of pandemic preparedness in Egypt is an HPSR 

research issue. Its epidemiological aspects, upstream elements of society and economy, 

organizational elements of Ministry of Health with a mandate to coordinate preparedness 

– all can potentially be well understood using the lens of HPSR.  

The case-study research method, with its ability to intensively, systematically study a 

group of people, a contemporary phenomenon or unit with an aim to generalize over 

several units, provides a useful approach to apply the lens of HPSR (Gilson, 2012). 

According to Yin (2009), the case-study method provides a flexible, exploratory enquiry 

 Individual factors: Factors related to 1) perceptions, attitudes and skills of individuals 

involved in preparedness planning and implementation at Ministry of health; and 2) 

knowledge, attitude and practices of population impacting preparedness and response 

activities of Ministry of health and related organizations.   

 Organizational factors:  Factors related to organizational influence such as shared 

values, structures, policies and procedures at Ministry of health, related organizations 

and mechanisms. 

 Stakeholders: Officials, Policymakers, managers, planners, key implementers of 

influenza pandemic preparedness plan working or retired from the Ministry of health  

 Health-system:  “The health-system is ‘more than a pyramid of public-owned facilities 

that deliver personal health services’ and includes state and non-state actors such as 

non-Governmental organizations, civil society organizations, and the private sector” 

(WHO, 2011a). Such systems “are also part of the social fabric in any country, offering 

value beyond health-sector” (Gilson, 2003) 

 Health-sector: Sub component of the health-system in the form of a formal structure 

for a defined population, whose finance, management, scope, and content is defined by 

law and regulations. It provides for services to be delivered to people to contribute to 

their health, delivered in defined settings, such as homes, educational institutions, 

workplaces, public places, communities, hospitals, and clinics (WHO, 2011a).  
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opportunity in research to gain a ‘better understanding of certain situations or to generate 

ideas and concepts for use in follow up work’. The phenomenon of pandemic 

preparedness in Egypt needs to be understood within the context of threat of avian 

influenza and facilitative or obstructive factors need to be identified to bring improvements 

in preparedness for future pandemics.  

In this single intrinsic, exploratory case-study, a qualitative interpretivist approach was 

used to gather and analyze data. Interviews were conducted with key informants among 

a group of officials including policymakers and key implementers.  A desk review of the 

national Preparedness Plan for Pandemic Influenza, a national policy document, was 

conducted to assess its compliance with standard global guidance provided by the WHO. 

Secondary data sources were searched for relevant information to triangulate the 

information emerging from the interviews and the desk review of the national plan. 

Grounded theory, as a qualitative approach, has been embedded in the case-study 

method, using interpretivist assumptions, to develop a theory regarding the phenomenon 

of pandemic preparedness in Egypt. This theory of preparedness was then used as the 

basis of practice recommendations packaged in the form of theory of change.    

The study, acknowledging the complexity of pandemic preparedness process and the 

diversity of stakeholders involved, is restricted to presenting a perceived understanding 

of the preparedness phenomenon and recommended improvements using the 

documentary evidence and perspectives of a group of stakeholders at the Ministry of 

Health.  

1.12 Outcomes of the study  

According to the WHO, a health-research system should be structured around four key 

functions, namely priority setting, increasing research capacity, establishing research 

norms and standards and translating evidence into action (WHO, 2012). This study is 

related to the function of evidence translation into practice. However, translation of 

evidence into health practice is not straightforward. Nutbeam and Milat (2017) highlight 

that policymaking, implementation and change are complex affairs and not necessarily 

based on evidence alone. The authors clarify that policy change is usually dependent on 

three elements, specifically a) the evidence base, b) what is politically acceptable or 

achievable and c) what is practical for implementation.   

This study was conducted to provide evidence on what influences a complex endeavor 

like pandemic preparedness and how it can be improved in Egypt.  It adopted rigorous 

research methods, conducting documentary analysis and speaking to stakeholders who 

shared the lived experiences and suggested practical measures which could be taken 

within the sociopolitical contextual realities of the Egyptian health-system and society. 

Recognizing their “own voice” in the study findings and feasibility of study 

recommendations, it is expected that the Egyptian policymakers and key implementers 

will use this information in improving preparedness policy and practice for the predictably 

unpredictable influenza or other respiratory pathogen pandemics. The study also outlines 
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a research agenda recognizing the multidimensional nature of pandemic preparedness 

and strengths of HPSR discipline.         

1.13 COVID-19 pandemic and this study 

The data in this study had been collected and was being analyzed prior to the start of the 

COVID-19 pandemic crisis. The final draft of the thesis was written in the months of 

pandemic. Therefore, the views of stakeholders and data interpretation reflect pre 

COVID-19 scenario. However, considering the significance and relevance of this real-life 

pandemic situation, emerging relevant information has been reflected in different chapters 

and an attempt has been made to establish linkages between study findings and the 

ongoing pandemic response. Understandably, published academic research was limited 

at that time– therefore several grey-literature citations have been included at different 

instances in following chapters. In study conclusion, it has been recommended that 

further research should be carried out to evaluate Egypt’s response to COVID-19 

pandemic and its linkages with preparedness infrastructure and capacities.   

1.14 Thesis structure   

This thesis is composed of seven chapters (see table 3). Chapter one presents the 

introduction, background and details of the study. The second chapter discusses the 

literature review, its findings and relevance to the research topic. The third chapter 

provides details of the study methodology including study design, methods, analysis 

approach and tools used in the research process. The fourth chapter presents the results 

of documentary analysis of preparedness policy planning. The analysis of interviews with 

main informants has been presented in the fifth chapter. The findings have been 

discussed in the sixth chapter. Finally, the seventh chapter draws the conclusions of this 

study. Each chapter presents a brief introduction of the content in the beginning and a 

summary at the end. In addition to the chapters, references and other necessary 

supporting information has been added to the annexure at the end of the document.   

Table 3: Thesis chapters  

Chapter   Content  

Chapter 1 Introduction: background and details of study  

Chapter 2 Literature review: methods, findings, research gaps  

Chapter 3 Methodology: design, methods, analysis approach, tools and limitations   

Chapter 4 Findings: Documentary analysis of pandemic planning and implementation, 
triangulation with a WHO report  

Chapter 5 Findings: Thematic analysis of interviews of main informants    

Chapter 6 Discussion on study findings and recommendations  

Chapter 7 Conclusions  

References   

Appendices   
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1.15  Peer-reviewed publications and other research activities  
 
During the enrollment years (2015-2020) of this professional doctorate programme, I 

developed collaboration with experts in the field of influenza and other respiratory 

pathogens with pandemic potential. As a result of this collaboration, we produced 18 peer 

reviewed publications. In three of these publications, I was the main author (Khan et al. 

(2019); Wasiq Khan (2020); Khan et al. (2017)) and contributed to 15 others as co-author. 

The publications were related to pandemic influenza preparedness, influenza and other 

respiratory pathogens’ prevention and control. A complete list of these publications is 

given in Appendix I. During this time, I also attended four international conferences where 

I was able to discuss my research and seek expert opinion.  
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Chapter summary 

The COVID-19 pandemic has shown the world that pandemics, particularly caused by 

respiratory pathogens, are unpredictable but imminent events. The enzootic nature of 

avian influenza in Egypt combined with complex socio-economic factors make the country 

one of the hotspots for avian-influenza-like disease outbreaks and potential pandemics. 

However, there are uncertainties regarding the preparedness of Egypt to face such 

events as seen in the case of the sudden upsurge of human infections of avian influenza 

H5N1 in 2014-2015 and the subsequent Government response.   

A mixed-method case-study has been developed, using the lens of HPSR, to develop 

understanding of what factors obstruct or could facilitate preparedness for an influenza 

pandemic in Egypt. The case-study analyzes pandemic policy and perceptions of 

stakeholders at the Ministry of Health, triangulates the information with other available 

documentary evidence and proposes recommendations, long term and immediate, on 

actions to be taken to improve status of preparedness. The study was conducted before 

COVID-19 pandemic started, however, its findings can also be used for preparedness for 

pandemics caused by other respiratory pathogens.  

The next chapter discusses available evidence and identified research gaps around the 

research topic, some of which this study aimed to address.   
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CHAPTER 2: AVIAN INFLUENZA, PANDEMIC PREPAREDNESS AND WHO 

GUIDANCE: INSIGHTS FROM THE EXISTING LITERATURE  

2.1 Introduction  

This chapter presents a survey of scholarly sources, reports and guidance documents by 

the global health organizations and lessons learned on pandemic preparedness in Egypt 

and countries with similar epidemiological or socio-economic contexts. It discusses 

prevention and control efforts for avian influenza as the potential pathogen to cause a 

future pandemic, reports on barriers in preparedness and strategies to address 

challenges. The review summarizes WHO guidance on preparedness and provides an 

overview of key lessons learnt from past influenza pandemics. The chapter ends with a 

summary of the overall literature review and establishes its relevance to this study. Figure 

9 given at the end, provides a visual description of key findings, features of literature 

review and research gap captured in this chapter.      

2.2 Review methods 

The first case of H5N1 avian influenza virus was reported in in Egypt in 2006 (Kayali et 

al., 2016). Using this as the start date of this exercise, the review collects and analyses 

both published and grey literature from 2006 to 2019. The review aims to examine current 

knowledge on the following broad areas related to the study:   

 Avian influenza prevention and control in Egypt and similar countries (i.e. similar 

socio economic status or facing outbreaks of avian influenza)   

 Pandemic influenza preparedness in Egypt and similar countries 

 Stakeholders’ perspectives (e.g. policymakers, managers and implementers) on 

pandemic influenza preparedness in Egypt and similar countries  

 Planning of preparedness for pandemic influenza.   

Five major electronic databases were used in the search (EMBASE, PubMed, Global 

Health, Web of Science and Cochrane Library). Medical Subject Headings (MeSH) terms 

were used in search or other categories specific to each database such as:  

 Pathogen terms: “influenza” [MeSH]; “Bird flu” [MeSH]; “Avian influenza” [Keyword] 

 AND Effect-related terms: “Pandemic” [MeSH]; “epidemic” [MeSH] 

 AND Outcome-related terms: “preparedness” [MeSH]; “perspectives” [Keywords]; 

“perception” [Keywords]; “opinion” [Keywords] 

 AND “Stakeholders” [Keyword] 

 AND “Egypt” [Keyword] AND “Developing countries”  

Studies published in English, using qualitative, quantitative and mixed methods, from 

Egypt and developing countries (LMICs), were included. Publication biographies and 

available recent reviews were examined to search for further articles. Some textbooks 

were also reviewed.  
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Google Scholar and the Index Medicus for the Eastern Mediterranean Region (IMEMR) 

(a database created by the WHO Regional Office for the Eastern Mediterranean), 

websites of the Ministry of Health of Egypt, the WHO Regional Office for the Eastern 

Mediterranean and the WHO Country office in Egypt were reviewed. 

The content of the searched documents was reviewed and clustered together in matrix 

formats as per emerging themes. Although the criteria to include and exclude was 

deliberately kept flexible, the above-mentioned four broad areas of the literature search 

were used to review the content and cluster the documents together. Figure 7 given below 

shows the process of literature search and selection.  

 

Figure 7: Flow chart of literature search and selection 

The WHO and other international organizations provide guidance on effective planning 

for pandemic preparedness. For this literature review, this guidance was analysed 

separately, alongside the published articles, reports and commentaries.  Out of 35 

documents identified and developed by the WHO, CDC and ECDC, 14 documents from 

the WHO were included in this analysis. The WHO guidance is generic, compared to 

other organizations, such as the CDC and ECDC, which provide US- or Europe-specific 

advice on pandemic planning.  

2.3 Review Results 

In total, 121 documents were reviewed, out of which 40 documents were included in the 

final analysis. Table 4 given below provides a summary of the type of document, methods 

used, and period of publication. The majority of the identified documents were research 

articles, followed by reports. Most studies used qualitative methods, followed by 
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quantitative, and mixed methods. Generally, an increasing trend was noticed in the 

number of publications globally between 2006 and 2019. In Egypt, an increase is seen in 

the number of publications since the first case of avian influenza was reported in 2006. 

However, this level has remained more or less the same in the last decade. A similar 

trend has been observed in case of other developing countries, which appears to 

correlate with fluctuations in the global number of avian influenza infections (WHO, 

2019a). Figure 8 given below shows status of published research from Egypt and other 

countries related to this study’s research topic in 2006-2019.   

Table 4: Overall results of the literature search 

Type of document Research Article 30 

Review Article 2 

Research Reports 5 

Commentary 1 

Essays/Chapters 1 

Total  40 

Research methodology Qualitative 16 

Quantitative 12 

Mixed methods  10 

N/A 2 

Publication period  2006-2008 3 

2009-2012 20 

2013-2019 17 

 

 

Figure 8: Publications in 2006-2019 from Egypt and other countries related to this study’s 

research topic  
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*EMR: WHO Eastern Mediterranean Region which includes Egypt and other countries from Middle East, 

North Africa and South West Asia  

The following section provides a summary of information categorised by emerging 

themes in the available literature.   

 Avian influenza prevention and control in Egypt and other developing countries  

 Pandemic preparedness in Egypt and other developing countries  

 Lessons learned in past pandemics and WHO guidance on effective preparedness 

planning 

2.3.1 Avian influenza prevention and control in Egypt and other developing 

countries  

2.3.1.1 Egypt 

The concern for human health, particularly the potential threat of a human influenza 

pandemic, has drawn world attention to a highly pathogenic avian influenza caused by 

the H5N1 virus. Since 2003, 15 countries in Asia, Africa, the Pacific, Europe and the Near 

East have reported human infections of H5N1, with most cases occurring in Indonesia, 

Vietnam and Egypt (CDC, 2015). Egypt has been the most affected country where the 

disease has become enzootic, with the highest number of human cases reported 

worldwide (WHO, 2020b). A sudden surge of cases, however, was recorded in Egypt in 

2014-2015, creating anxiety among national and global-health authorities of a potential 

pandemic originating in Egypt (Morse and Qureshi, 2020). Most of the literature, including 

reports of international organizations and published evidence, has found avian influenza 

prevention and control efforts to be inadequate in Egypt. Meleigy (2007) and Hussein 

(2015), in their commentaries, describe failed strategies of vaccination and culling poultry, 

and draw attention to the economic roots of avian influenza as a problem, particularly for 

rural and poor Egyptians.   

Surveillance reports and epidemiological research studies have identified some peculiar 

epidemiological features of avian influenza cases in Egypt. More infections were found 

among children and women (Fasina et al., 2010) (Kandeel et al., 2010) (Fiebig et al., 

2011). Exposure to dead or living poultry has been identified as a major risk factor for 

human cases (Fasina et al., 2010, Van-Tam and Sellwood, 2010). According to the joint 

investigation report by WHO (2015) and other international organizations, between 

December 2014 and 28 February 2015, 333 outbreaks in poultry were observed versus 

only 44 in a similar duration the previous year. The report noted the risk of a pandemic 

emerging out of such outbreaks, though mutation of the virus, a perquisite for pandemic, 

was not identified. The weaknesses in control strategy were noted to be weak response 

capacity, weak public-private partnerships, sub-optimal vaccination strategies, and low 

biosecurity in the poultry sector. Another report by ECDC (2015) on 2014-2015 outbreaks 

in Egypt made similar observations.  
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In other studies, authors have: commented on Egypt’s prevention and control efforts for 

avian influenza; investigated rural communities’ knowledge, attitudes and practices 

regarding poultry raising; and have explored risk factors and made recommendations for 

behaviour change approaches.  Ismail and Ahmed (2010) emphasize the importance of 

using contextual understanding in the design, implementation and evaluation of health-

education campaigns for avian influenza prevention and control. Radwan et al. (2011) 

reported a good level of knowledge regarding risk factors of avian influenza among rural 

women, and recommended promotion of behaviour change, particularly regarding 

protective measures, such as use of gloves and masks while handling poultry. 

El Lassy and Tawfik (2012) also discussed the knowledge level and practices of rural 

women as the main actor in backyard poultry raising in Egypt. The authors found a good 

level of knowledge throughout the mass media but advised adopting behaviour change 

interventions including public education followed by behavioural counselling. Geerlings 

and Heffernan (2018) call for adopting a holistic approach to the avian influenza problem 

instead of focussing on epidemiological aspects only and considering its social and 

economic influences as well. The authors propose a tool which enables evidence-driven 

decision-making to target vulnerable communities and address the gap between 

knowledge and action in avian influenza practices.  

Most studies of avian influenza are of quantitative design, using cross-sectional surveys. 

The same number of qualitative and mixed-method design studies were found using in-

depth interviews, focus-group discussions and a mix of both surveys and focus groups. 

All except one study were published between 2009 and 2019, reflecting an increasing 

interest in understanding the phenomenon of avian influenza outbreaks in Egypt. Most 

studies were conducted among participants from the rural community. No study was 

found with implementers, managers or decision-makers in human health and animal 

health (such as the poultry sector) as participants, reflecting a gap in the literature. In 

most of the studies, the participant sample size was small and no study discussed avian 

influenza among the urban poor, noting that 42% of the poor among the Egyptian 

population are living in urban and peri-urban areas (Hosny, 2006).      

2.3.1.2 Developing countries 

Most of the countries where human infections of avian influenza (H5N1) have been 

reported are developing countries, including Egypt, Bangladesh, Cambodia, Indonesia, 

Vietnam, Thailand and Turkey WHO (2019a).  In developing countries while the challenge 

of avian influenza presents similar issues, different strategies have been adopted to 

address the problem, with varying results. In Turkey, coordination between animal and 

human health-sectors, communication with communities, and weaknesses in the health-

system, were key issues in outbreak control (Sarikaya and Erbaydar, 2007). In Zambia, 

pursuing global strategies, without considering the local context, proved ineffective in 

avian influenza preparedness (Mwacalimba, 2012). Vietnam, in its response to avian 

influenza outbreaks, has faced challenges in poultry vaccination, public-health 
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communication, regulatory mechanisms, and sustaining political commitment (Guénel 

and Klingberg, 2016).  

China, another developing country, is considered a hotspot country for avian influenza 

viruses and has been keenly observed by public health scientists for possible 

reassortment (Fuller et al., 2013). According to Liu et al. (2020), since 1994 when avian 

influenza virus was first detected in China, different subtypes (i.e. H9N2, H5N1 and H7N9) 

of such viruses have been detected in the country. These sporadic outbreaks have 

caused significant economic losses raising public health concerns regarding potential 

impact. The country is recognized as a geographical area with suitable conditions for the 

emergence of novel influenza viruses (Guan and Smith, 2013) owing to several reasons. 

These include (among others) ecosystem which facilitates movement of wild birds (Kou 

et al., 2009, Gilbert et al., 2010); large scale poultry breeding by low income, inadequately 

educated population in low bio secure environments (Glatz and Pym, 2013) and sale of 

poultry in unsafe live bird markets (Liu et al., 2020).  

Chinese health system and society have been struggling to contain avian influenza 

outbreaks and mitigate its recurring impact. Chinese authorities have adopted three main 

strategies to address the avian influenza problem namely a) culling of infected birds b) 

vaccination and improvement of biosecurity conditions (Liu et al., 2020). According to Li 

et al. (2014), millions of poultry have been culled by the Chinese Government annually to 

reduce the risk of avian influenza. The Government has strengthened biosecurity 

measures and made licensing of farms stringent. Other major actions taken to reduce the 

risk of avian influenza were banning of small farms to reduce poultry density, restrictions 

on live bird markets and mass vaccination which have had satisfactory results (Liu et al., 

2020).  

There are several lessons emerging from Chinese experience of avian influenza 

prevention and control. Government has demonstrated leadership in handling avian 

influenza crisis as reflected in several steps taken at the national and population levels. 

The country has been using multiple strategies such as culling, biosecurity strengthening 

and mass vaccination campaigns. Besides improving biosecurity conditions at points of 

breeding and sale of poultry and other birds, the country has used mass vaccinations 

frequently despite associated limitations of vaccination such as costly vaccines to control 

multiple diseases. Amid these successes, critics have been raising questions regarding 

transparency in country’s approach to acknowledge outbreaks and the abilities of its 

health system to cope with large scale epidemics (Kaufman, 2008). In ongoing COVID-

19 crisis, issues of transparency in Chinese stance have also been highlighted yet again 

(Horsley, 2020). 

In countries where avian influenza is endemic, three broad factors have been identified 

for effective prevention and control programs. These include a) the nature of the poultry 

sector (including the size and overall nature of the sector in the country), b) the quality of 

public, private veterinary and animal production services, and c) the commitment to virus 

elimination at all levels – particularly the agriculture and public-health-sectors  (Sims, 
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2012, FAO, 2011). A common challenge faced by these countries is the importance of 

the economic imperative in guiding policy formulation in the agriculture sector. Similarly, 

literature has shown that in Southeast Asian countries like Vietnam, Thailand and 

Indonesia, agricultural sector policy is not always consistent with good public-health policy 

(Pongcharoensuk et al., 2012). To address the threat posed by avian influenza to the 

poultry industry and human health, it is necessary to recognize its broader agricultural 

and economic implications and to use this knowledge in disease prevention and control 

strategies (Karamat et al.). To address this multisector understanding and working, 

Chattopadhyay et al. (2018) proposes adopting a ‘One Health’ approach to bring together 

human and animal health. The WHO (WHO, 2017a) defines ‘One Health” as an approach 

of “designing and implementing programmes, policies, legislation and research in which 

multiple sectors communicate and work together to achieve better public health 

outcomes” particularly in areas of zoonosis, antimicrobial resistance and food security. 

Preparedness for a future pandemic possibly caused by avian influenza virus requires 

actions from both animal and human health sectors. The source of avian influenza viruses 

is aquatic birds. According to WHO (2018c), it is not possible to eradicate large reservoirs 

of avian influenza viruses among aquatic birds. Therefore, there is a persistent risk of 

zoonotic infections occurring among humans. To reduce public health risks associated 

with avian influenza, a three pronged approach is suggested by WHO (2018c) i.e. a) 

surveillance among animal (avian) and human populations b) rapid and detailed 

investigation of human infection and c) investing in pandemic preparedness planning. As 

no single set of measures seems to be suitable for all countries, country-specific avian 

influenza virus control strategies are needed which are expected to strengthen pandemic 

preparedness as well. For example, vaccination and culling of infected poultry might be 

necessary in some countries but not others. The available evidence (Offeddu et al., 2016, 

Yuan et al., 2014, Leung et al., 2012, Peiris et al., 2016)  suggests several interventions 

to be implemented by animal and human health sectors to reduce the zoonotic and 

pandemic risks from avian influenza. These measures include:  

— Early detection and reporting of outbreaks through an effective disease 
surveillance system. 

— Rigorous measures to ensure the biosecurity of farms and other poultry related 
premises. 

— Control of relocation of infected poultry and virus contaminated products, including 
controls at the boundaries of infected and uninfected areas. 

— Immediate stamping out and disposal of infected and in-contact birds to remove 
the major source of virus in a secure and environmentally safer manner. 

— Tracing and surveillance to locate the source of infection, locate other infected 
premises and determine the extent of the infection. 

— Zoning or compartmentalization to define infected and disease-free areas. 
— Regular vaccination programs of poultry and  
— Revision in poultry industry practices to reduce risk.   
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In understanding the complexity of the problem of avian influenza prevention and control, 

qualitative studies have proven to be useful, including El-Shesheny et al. (2017), 

Mwacalimba (2012), Pongcharoensuk et al. (2012) and Chattopadhyay et al. (2018). The 

qualitative approach was also useful in providing contextual understanding of each 

country these studies discussed and suggesting actions to be taken, while keeping in 

perspective the local context. This shows that qualitative methods are the preferred 

choice of researchers while describing the phenomenon of policymaking, implementation 

or evaluation in developing countries.  

Table 5, given below, provides a summary and critique of selected literature related to 

avian influenza in Egypt and other developing countries.   
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Table 5: Key documents on avian influenza prevention and control in Egypt and other developing countries 

No./Author  Year  Study method/title  Key message/s Critique elements  

1. Meleigy, M. 2007 Commentary. Egypt 
battles with avian 
influenza 
 

Preparedness did not exist for such 
an outbreak as “no previous 
professional experience, or a unified 
national plan” was existing  

A concise and balanced comment 
on public health, socio-economic 
and political aspects of outbreak 
and response. Analyzed 
secondary data and stakeholder 
perspective. Didn’t include 
Government view or mention peer 
review.  

2. Sarikaya O, 
Erbaydar T. 

2007 Qualitative. Avian 
influenza outbreak in 
Turkey through 
health personnel's 
views. 

To effectively prevent and control 
avian influenza, preparedness plans 
of the health and agricultural 
organizations need to be integrated, 
surveillance system revised, and the 
role of the primary healthcare 
services in controlling epidemic 
diseases increased.  

Peer-reviewed study which 
included a sample of Government 
and non-Government 
respondents. Description of 
ethical consideration is vague and 
methods did not mention any 
theoretical foundation. Limitations 
encountered were also absent. 

3. Peyre M, et al. 2009 Qualitative. Avian 
influenza vaccination 
in Egypt limitations of 
the current strategy 

Vaccination during outbreaks is not 
an effective strategy, as it fails to 
stop the infection of birds. Rather, it 
probably contributes to propagating 
the infection, raising human health 
and safety concerns 

Qualitative review study which 
was peer-reviewed and published 
in a journal known for “rapid 
dissemination” of research. It did 
not include methods or 
information on how literature has 
been searched and included. 
Limitations such as publication 
bias were excluded. Difficult to 
differentiate between 
recommendations based on 
authors judgement and those 
emerging from literature.  

4. Ismail NA, 
Ahmed HA. 

2010 Quantitative. 
Knowledge, Attitudes 
and Practices 
Related to Avian 
Influenza among a 
Rural Community in 
Egypt 

Contextual-understanding-driven 
behavior change approach is 
required to design and implement 
health education programs for avian 
influenza prevention and control and 
to measure their effectiveness in 
improving the knowledge and 
practice among communities. 

Peer-reviewed study, concise 
description of methods and 
analysis. Did not include 
limitations. Emphasis on behavior 
change was the key message but 
literature on behavior change was 
not reflected. Formative research 
design would have been more 
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relevant than cross sectional 
design to match the study 
objectives. 

5. Radwan GN, et 
al 

2011 Quantitative. 
Knowledge, 
attitudes, and 
practices of avian 
influenza among 
backyard poultry 
breeders in Fayoum 
governorate, Egypt 

Protective measures used by 
people, which minimize the risk of 
transmission of avian influenza from 
poultry to humans, appear to be 
inadequate to achieve full protection 
against the disease 

Published in peer-reviewed 
journal. Ethical procedures 
adopted were not mentioned. 
Paper was received on 14 August 
and published 28 September 
which indicates a rapid peer-
review process adopted.  

6. Mwacalimba KK 2011 Qualitative. 
Pandemic 
preparedness and 
multi-sectoral 
zoonosis risk 
management. A 
case-study of avian 
and human influenza 
prevention and 
control policy 
development across 
the sectors of animal 
health, public health 
and trade in Zambia. 

Risk assessment and the design of 
zoonotic disease mitigation policies 
should be based on careful 
weighing of both local policy and 
ecological configurations to increase 
the chances of success. 

PhD thesis with detailed 
description of study, methods and 
findings. The setting- Zambia- is 
not a high burden avian influenza 
country or poultry producer. 
Generalizability of findings in case 
of high burden, high risk country 
like Egypt is difficult. This study 
did identify several notable 
features of policy development in 
a low-resource setting.  

7. Lassy R.B., 
Tawfik E.H.  

2012 Quantitative. Avian 
Influenza practices 
among rural 
communities in 
Egypt. 

The level of community knowledge 
and practices about the disease 
was fair. The design and 
implementation of health education 
programs on avian influenza which 
target improvement in community 
practices should use behavior 
change communication and 
counseling approaches.  

Peer-reviewed, well described 
study. Focused on rural female 
respondents which doesn’t match 
with research question, which 
targeted home breeders including 
men and children in Egypt. 
Mention of ethics was limited to 
informing the participants. It is 
unclear who the target of 
recommendations is.   

8. Lohiniva AL, et 
al 

2012 Mixed method. 
Poultry rearing and 
slaughtering 
practices in rural 
Egypt. An exploration 

Development of H5N1 infection-
related education campaign 
strategies should focus on 
perceptions underlying traditional 
practices in order to tailor public 

Peer-reviewed. A good mix of 
Egyptian and non-native authors. 
No mention of encountered 
challenges or limitations of 
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of risk factors for 
H5N1 virus human 
transmission 

awareness messages that are 
meaningful for communities to effect 
behavior change. 

analysis. Ethical procedures were 
duly mentioned.    

9. Aly F A., et al 2012 Quantitative. Study 
of avian flu 
preventive practices 
among home poultry 
breeders in rural 
Egypt 

Interrelated socio-economic factors 
affect the health and increase 
vulnerability of rural populations in 
Egypt for acquiring infection with the 
presence of poultry at their homes. 

Peer-reviewed, study focus was 
one rural governorate only and 
doesn’t match with title “…in rural 
Egypt”. Limitations were not 
mentioned. Sample was all 
female which is a limitation as 
men and children also raise 
backyard poultry in Egypt.   

10. Pongcharoensuk 
P, et al 

2012 Qualitative. Avian 
and pandemic 
human influenza 
policy in South-East 
Asia. The interface 
between economic 
and public-health 
imperatives 

There are disparities among 
affected countries on policies and 
the pursuit of an agreed overarching 
goal, be it eradication or mitigation 
of avian influenza. Economic 
imperatives have been important in 
guiding policy formulation in the 
agriculture sector, however 
agriculture policy is inconsistent with 
public-health policy. 

Peer-reviewed. Well described 
methods including conceptual 
framework. Group of native and 
non-native authors. Variety of 
stakeholders included in the study 
except civil society and 
community leaders. Limitations 
were not mentioned.      

11. El-Amaiem 
WEA, et al 

2013 Quantitative. Risk 
Factors associated 
with highly 
pathogenic avian 
influenza in the 
household sector in 
Egypt 

The risk factors associated with 
highly pathogenic avian influenza in 
the household sector in Egypt 
include the source of chickens in 
backyard poultry raising, the 
presence of nursery farms and 
husbandry practices. 

Peer reviewed. No mention of 
limitations encountered. Limited 
discussion with few references 
and argument. Native authors.  

12. Hussein, I 2015 Commentary. Status 
of avian flu in Egypt. 
Will Egypt unleash 
another flu 
pandemic? 

The Government should develop a 
pandemic preparedness plan that 
brings stakeholders together 
including Government agencies and 
private industries, locally and 
internationally. 

Non-peer-reviewed commentary 
but written by a subject matter 
expert. Concise description. 
Includes references from credible 
sources to make the argument.  

13. Kayali, G et al 2016 Quantitative. Avian 
Influenza A(H5N1) 
virus in Egypt 

The burden of avian influenza in 
Egypt is underestimated, 
vaccination policies are flawed and 
prevention and control needs a 
comprehensive approach of One 

Peer-reviewed. Acknowledged 
limitation of analysis of 
surveillance data used as only 
method. Conclusion that Egypt 
had ineffective control strategy, is 
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health with more responsibility on 
veterinary authorities.  

questionable as no method was 
used other than surveillance data 
which may not be of quality or 
may have other limitations.    

14. Fasanmi OG, et 
al 

2017 Qualitative. Public 
health concerns of 
highly pathogenic 
avian influenza H5N1 
endemicity in Africa. 

The affected countries should 
realistically reassess preparedness 
status, through regular surveillance 
and be transparent with H5N1 
outbreak data. A good 
understanding of avian influenza 
migration dynamics should be 
developed to effectively prepare for 
any outbreak.  

Qualitative review study, peer-
reviewed. Used only laboratory 
reports, posing a limitation in 
generalizability of the overall 
conclusion and recommendations. 
12 countries were compared but 
other than Egypt and Nigeria, the 
number of outbreaks in other 
countries was low, potentially 
raising questions about 
generalizability of conclusion and 
recommendations as contexts of 
countries are different. No 
limitations acknowledged. 

15. Geerlings, 
E.C.L., 
Heffernan, C 

2018 Mixed method. 
Predicting risk of 
avian influenza 
a(H5N1) in Egypt: 
the creation of a 
community-level 
metric. 

Policymakers and practitioners, by 
using socio-economic 
understanding-driven tools, can 
better understand the situation and 
allocate limited resources to those 
communities most vulnerable to the 
negative impact of avian influenza. 

Peer-reviewed. Methods clearly 
explained with ethical 
considerations. Limitations were 
not mentioned. Study setting was 
Egypt and all authors were from 
the UK, potentially missing an 
element of contextualization. Lack 
of clarity on who is the target 
audience for this tool as the study 
concludes that the tool is 
dependent on social, economic, 
epidemiological and psychological 
factors. 

16. Chattopadhyay 
K, et al 

2018 Qualitative. A 
qualitative 
stakeholder analysis 
of avian influenza 
policy in Bangladesh. 

The policy should be based on the 
One health concept, be evidence-
based, sustainable, reviewed and 
updated periodically to effectively 
prevent and control outbreaks. 

Peer-reviewed study conducted in 
an avian influenza-affected 
country. Methods were detailed 
and concise comment provided 
on strengths and weaknesses.  
Govt. officials were among 
authors and recommendations for 
Govt. can be biased. No mention 
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of theoretical framework used in 
this study. 

17. European 
Center for 
Disease 
Prevention and 
Control 

2015 Rapid risk 
assessment. Human 
infections with avian 
influenza A (H5N1) 
virus, Egypt.  

Possibly current increase in human 
infections is because of the spread 
of the virus within the backyard 
poultry population and intensive 
virus circulation. Surveillance in the 
poultry and human health-sectors is 
required. Interventions to reduce 
virus circulation in the country 
should be reinforced. 

Detailed summary report of 
epidemiological, virological and 
environmental elements of avian 
influenza outbreaks. Prepared 
from secondary data for 
information purpose of authorities 
in European Union countries.  
Recommendations are generic. 

18. WHO 2015 Joint high-level 
mission on the 
current H5N1 
situation in Egypt by 
WHO, FAO, OIE, 
US/NAMRU3 and 
UNICEF. 

Despite the unprecedented increase 
in human cases, the risk of H5N1 
pandemic persists. The ability of 
mutation is of concern and requires 
high-level vigilance from the Ministry 
of Health and Agriculture in Egypt. 
Prevention and control efforts are 
needed in the poultry sector. 

A rapid 5-day, field-observation 
mission report. Provided detailed 
short and long term 
recommendations in key areas 
along with comment on overall 
situation. Did not include 
community perspective which is 
important due to backyard poultry 
raising. Did not comment on 
socio-economic and political 
drivers of the avian influenza 
problem. No mention of tools and 
methods used by mission 
members. 
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2.3.2 Pandemic Preparedness in Egypt and other developing countries  

2.3.2.1 Egypt  

Most of the available literature focuses on an epidemiological description of the situation 

of avian influenza in Egypt and mentions its link with potential future influenza pandemics 

caused by virus mutation. Authors such as Abdelwhab and Abdel-Moneim (2015), Kayali 

et al. (2016), El-Shesheny et al. (2017) and (Hussein, 2015) have discussed this risk. 

However, very few studies or reports discuss holistically the status of national level of 

pandemic preparedness in Egypt. Egypt has been described as ill-prepared for a 

pandemic due to the inadequacy of avian influenza prevention strategies employed in 

poultry production (Peyre et al., 2009) (Kayali et al., 2016), gaps in public-health 

measures to prevent and reduce human infections (WHO, 2015); Hussein 2015) and 

complex economic factors (Meleigy, 2007); (Peyre et al., 2009)).   

No published study has specifically discussed the preparedness of the health-sector for 

pandemic influenza in Egypt. Malik et al. (2018), discussing pandemic preparedness 

planning in six countries including Egypt, report overall weaknesses – including absence 

of detailed operational planning, particularly at sub-national level.  Seef and Jeppsson 

(2013) criticized the Egyptian Government’s policy of killing pigs during the H1N1 

pandemic as a strategy. The author questioned the scientific and ethical value of such a 

strategy. El Gaafary et al. (2010) commented on perceptions and preparedness of health 

providers in hospitals in Egypt during the H1N1 pandemic. The authors identified stress 

among health providers, particularly physicians, and called for further training, clarity on 

pandemic management, and balance between personal risks and providing care. The 

study also noted higher vaccination coverage among physicians. Abdel-Fatah et al. 

(2019) discussed preparedness in hospitals and primary-care settings in a city in Egypt. 

The authors found that the majority of health workers were lacking training in personal 

protective equipment and that the weakest area of preparedness was infection control 

among primary health centers. 

Three studies discussed pandemic preparedness among community or student groups. 

Lohiniva et al. (2012) revealed relatively homogenous understanding regarding mild and 

severe respiratory infections among rural communities. The authors consider this a 

positive element for community-level pandemic preparedness planning as it can 

potentially be helpful in enhancing surveillance and development of targeted prevention 

messages through communication campaigns. Kamal and Seedhom (2011) discussed 

university student perceptions regarding H1N1 pandemic. Students who lacked 

information were less likely to adopt protective measures. The study supported the view 

that a communication strategy would significantly increase the students’ willingness to 

comply with recommended containment measures. It also urged universities to invest in 

internet-based learning to reduce disruption of studies for students in the wake of a 

pandemic. Another study with school students found evidence of the effectiveness of 

health education, particularly about handwashing (Kamel et al., 2010).  
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2.3.2.2 Developing countries 

The literature revealed that pandemic preparedness is not a challenge specific to Egypt. 

Similar countries in Asia, Africa and the Americas have been affected by avian influenza 

(WHO, 2019a), and pandemic preparedness gaps have been identified. The WHO 

(2011b), in its report on global responses to the H1N1 pandemic in 2009 , observed that 

the “world was ill-prepared to respond to a severe influenza pandemic”, endorsing the 

universality of complexities in pandemic preparedness. Reports with similar messages 

were issued by the Global Preparedness Monitoring Board in 2019 (Global Preparedness 

Monitoring Board, 2019) and Global Health Security Index (2019). Oshitani et al. (2008) 

while raising concerns about higher mortality in developing countries, explain the unique 

challenges such countries face in preparing for an influenza pandemic including the use 

and delivery of pharmaceutical interventions and implementing non-pharmaceutical ones.  

Text box 5, given below, summarizes major barriers in pandemic preparedness in 

developing countries as identified in the literature. Three multi-country review studies 

based on the assessment of national pandemic preparedness plans have highlighted 

challenges associated with the health-sector, inter-sectoral coordination, operational 

implementation and political commitment in the regions of Asia-Pacific, Africa and Latin 

America, (Mounier-Jack and Coker, 2006a, Ortu et al., 2008, Mensua et al., 2009).   

Text box 5: Cross-cutting reported barriers to preparedness  

 

 

 

 Political commitment [Low domestic financing for preparedness, dependence on 
external funding and advice]  

 Inter-sectoral coordination [weak collaboration and coordination among stakeholders, 
planning excluding well defined communication mechanisms] 

 Weaknesses in public health-systems [inadequate surveillance and response 
capacities, lack of planning for stockpiling/distribution of vaccines/antivirals]  

 Operational implementation [Plans not operationalized/, inadequate/ignore local reality, 
lack of planning for essential health services  

 Lack of institutional capacity (inadequate planning, existence of a national 
policy/guidelines, training of health workers, effective surveillance, information sharing 
mechanisms,) 

 Inadequate inter-sectoral coordination  

 Uncertainty of information and knowledge about pandemic [lack of severity estimates, 
incoherent information] 

 Personal risk and safety perceptions among health workers   

 Level of motivation among health workers [workload, lack of administrative support, 
family obligations, commitment to duty]  

 Vaccination acceptance and coverage among health workers [due to lack of 
information, perceived efficacy issues] 
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Reported barriers in preparedness in developing countries are of both an institutional and 

individual nature. Institutions are perceived to be ill-prepared due to limited capacity, lack 

of adequate pandemic information, and issues of stakeholder coordination (El Gaafary et 

al., 2010, Lipsitch et al., 2011, Wong et al., 2008, Adini et al., 2014). Stakeholders appear 

to be primarily concerned with personal and family safety and protection during a 

pandemic (Shaw et al., 2006, Sarikaya and Erbaydar, 2007, Anikeeva et al., 2008, Baron 

et al., 2009, Draper et al., 2008). Some studies suggest suspicion and reluctance of health 

workers towards vaccination as a protection against pandemic (El Gaafary et al., 2010, 

Etokidem et al., 2012, Wong et al., 2008)  

The literature also identifies measures to enhance institutional readiness and supporting 

protection of health workers to enhance pandemic preparedness (see text box 6). The 

suggestions include effective advance planning for preparedness (El Gaafary et al., 2010, 

Etokidem et al., 2012, Filice et al., 2013, Adini et al., 2014, Damery et al., 2009); 

alleviating safety concerns among health providers and workers (Shaw et al., 2006, 

Draper et al., 2008, Anikeeva et al., 2008); motivation to perform duty (Draper et al., 2008, 

Damery et al., 2009, Wong et al., 2008) and encouraging coordination among 

stakeholders (Sarikaya and Erbaydar, 2007, Hashim et al., 2012) 

Text box 6: Suggested strategies to improve preparedness in literature   

The literature discusses a mix of pharmaceutical and non-pharmaceutical interventions 

as part of pandemic preparedness. Oshitani et al. (2008) and Fedson (2009) alert about 

huge pharmaceutical needs of developing countries in case of pandemic and call for 

adopting a “home grown” approach towards preparedness like local production of antiviral 

agents. Kamel et al. (2010), Kakkar et al. (2010), Lohiniva et al. (2012), ECDC (2020) 

emphasize the importance of non-pharmaceutical interventions such as health education, 

legal frameworks, community engagement and risk communication in preparedness and 

response planning for pandemic.  

The majority of studies reported findings from the Asia Pacific region supporting region-

associated perceived vulnerabilities to an influenza pandemic (Coker and Mounier-Jack, 

2006). Some studies from African countries were also found. Few studies were available 

which specifically focused on stakeholders, such as policymakers, managers or 

implementers of preparedness in developing countries, highlighting a need for more 

research in this area.  Significant use of qualitative methods in available studies is a 

• Effective pandemic planning [developing policies/guidelines, establishing 
communication channels, training of health workers] 

• Adopting inter-disciplinary approaches [integrated human animal 
surveillance/control measures] 

• Strengthening of surveillance and information system in inter-pandemic period  
• Addressing safety concerns of health workers [providing information/supplies, 

training on infection prevention, enhancing vaccination coverage] 
• Motivating health workers [engaging in planning, modifying work conditions, 

promoting sense of duty] 
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reflection of the view that qualitative methods are most suitable when investigating the 

deeper meanings of a causal mechanism (Curry et al., 2009). Most of the studies only 

reported the perspectives of health workers, which provides more information about 

barriers associated with conditions and circumstances surrounding health workers, and 

less about policy issues in preparedness, such as political commitment. In the pandemic 

preparedness context, it would be relevant to understand how overall preparedness can 

be increased by investigating the policy and broader implementation perspective, by 

seeking the views of stakeholders.      

Some of the available literature reviews pandemic plans, in order to comment on the state 

of national preparedness. Pandemic preparedness is a complex process (Lemon et al., 

2005). Reviews of national plans cannot be considered a complete assessment of the 

state of preparedness of a country as “plans are important for preparedness but cannot 

‘make a country prepared” (Nicoll and Kaiser, 2006). Therefore, these reviews should be 

looked at with caution, as the results might be indicative of challenges but may not provide 

an accurate picture of preparedness itself. The context of each country is different, hence 

challenges associated with preparedness might not be rooted in the same causes and 

should be approached differently. In the cases of Egypt, Vietnam, Hong Kong, Turkey 

and Zambia, outbreaks of avian influenza have been cited in the literature, showing gaps 

in pandemic preparedness. However, despite the credible threat from avian influenza, it 

is not possible to predict which type of influenza virus will cause the next pandemic (Van-

Tam and Sellwood, 2010), suggesting that the adoption of an holistic approach towards 

preparedness is required.  

Table 6, given below, summarizes and provides a critique of selected literature related to 

pandemic preparedness in Egypt and other developing countries.  

2.3.3 Applied theory in pandemic preparedness  

Some studies among the available literature have mentioned theories which were applied 

in pandemic preparedness activities. A review by Ejeta et al. (2015) identified 14 studies 

using different theories in disease outbreak preparedness, including the Health Belief 

Model, the Theory of Planned Behaviour and the Multidimensional Locus of Control 

(MLOC) Theory. There was a clear preference for the Health Belief Model in 

preparedness ‘because perceived susceptibility, perceived severity, perceived benefits, 

and perceived barriers were able to predict preparedness for disease outbreaks’. The 

review also revealed that studies from developed countries used more theories and 

models compared to those from developing countries.  

Theories and models mentioned by other studies included IDS’s (Institute of Development 

Studies) Framework by Okello et al. (2015); Framework on Systematic Planning for 

Primary Care Response to Pandemic 2009 by Wong et al. (2012); an analytical model 

which used the concepts of context, process, actors and content in policy analysis by 

Pongcharoensuk et al. (2012); One World, One Health framework to reduce the risks of 

infectious diseases at the animal human health interface by Chattopadhyay et al. (2018); 
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collaborative governance by Ansell and Gash (2008); securitization theory by Brattberg 

and Rhinard (2011); and Actor-Network theory by Dingwall et al. (2013). Most of these 

theories were used in developing understanding of one or more aspects of preparedness, 

but no study used just one theory to assess or discuss pandemic preparedness in its 

totality.  
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Table 6: Key documents on pandemic preparedness in Egypt and other developing countries  

No./Author  Year  Country  Study method/title Findings  Critique elements  

1. Ortu 
G, Mounier-
Jack 
S, Coker R. 

2008 Africa Quantitative. Pandemic 
influenza preparedness in 
Africa is a profound 
challenge for an already 
distressed region. Analysis 
of national preparedness 
plans. 

Several African countries 
have pandemic 
preparedness plans, most 
are developmental in nature 
and lack operational clarity, 
or focus principally on the 
containment of avian 
influenza rather than 
pandemic human influenza. 
Clear, operational strategies 
need to be developed. 

Peer-reviewed. Concise 
assessment of preparedness 
plans. Context of each country 
is different and influences 
preparedness. This paper 
written by all non-native writers, 
looks at the continent as a 
whole and country-contextual 
differences were not taken into 
account. The methodology is 
based on WHO generic 
guidance which itself is a 
limitation as the WHO 
documents are prepared for a 
global audience.  

2. Oshitani H, et 
al. 

2008 Developing 
countries 

Commentary. Major issues 
and challenges of influenza 
pandemic preparedness in 
developing countries. 

Pharmaceutical 
interventions such as 
vaccines and antiviral 
agents are less likely to be 
available in developing 
countries, in case of 
pandemic. The public-health 
and clinical infrastructure of 
developing countries are 
often inadequate to deal 
with a widespread health 
crisis such as an influenza 
pandemic. 

Peer-reviewed commentary on 
developing countries by a group 
of developed-country authors. 
Unclear if the conclusive 
comments are from literature 
findings or personal judgement. 
Focused on avian influenza as 
the pandemic threat. Did not 
acknowledge socio-economic 
vulnerabilities in developing 
countries which could affect 
preparedness and response, as 
COVID-19 has shown.   

3. Fedson DS 2009 Developing 
countries 

Commentary. Meeting the 
challenge of influenza-
pandemic preparedness in 
developing countries. 

The developing countries 
will need abundant supplies 
of effective antiviral agents, 
and abundance will be 
guaranteed only if these 
agents are generic, 
inexpensive, and produced 

Peer-reviewed commentary. 
Several limitations and solutions 
for pandemic preparedness and 
response can be seen in the 
COVID response by developing 
countries, such as controversies 
around production and 
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in developing countries 
themselves. 

distribution of a vaccine. Non-
native author comment on 
developing countries. The 
author didn’t acknowledge the 
limitation of research and 
development in developing 
countries as an obstacle to the 
measures he suggested.  

4. Putthasri W, 
et al. 

2009 Thailand Mixed-method. Capacity of 
Thailand to contain an 
emerging influenza 
pandemic. 

Gaps exist in many 
pandemic preparedness and 
response-resource 
categories. Such gaps are 
likely to be profound if a 
severe pandemic occurs. 
Policymakers must 
determine whether such 
resource gaps can 
realistically be closed, 
ideally before a pandemic 
occurs. 

Peer-reviewed and authored by 
a mix of native and non-native 
authors. Focused on clinical 
aspects of resources. Ignores 
significant influence of 
leadership and political 
structures in discussion on 
preparedness. Major weakness 
is excluding private-sector data 
from this study.  

5. El Gaafary 
MM et al. 

2010 Egypt  Quantitative. Concerns, 
perceived impacts and 
preparedness of 
healthcare workers in a 
referral hospital in Egypt in 
facing an influenza (H1N1) 
epidemic. 

Professional ethical 
guidelines allowing for 
balancing the needs of 
society with personal risks 
are needed to help 
healthcare workers fulfill 
their duties in the case of an 
influenza pandemic. 

Peer-reviewed and authored by 
group of native and non-native 
authors. Focused on one public 
hospital only. Study limitations 
were not mentioned. Results 
show physicians received fewer 
vaccinations than nurses but did 
not elaborate why.  

6. Kamel LM, et 
al 

2010 Egypt Mixed methods. Health–
Related Practices among 
Some Egyptian School 
Children during The H1N1 
Pandemic 

Health education 
interventions, if adequately 
designed, are effective in 
promoting healthy practices 
in schools and among 
students during a pandemic. 

Peer-reviewed. Limited 
discussion with fewer 
references to published 
research. Broad conclusions 
were drawn using a small 
sample-size study.  

7. (Kakkar et 
al., 2010) 

2010 India  Review. Influenza 
Pandemic Preparedness 
and Response: A Review 
of Legal Frameworks in 
India 

Current legal frameworks 
are largely ‘policing’ in 
nature. These provisions 
seem to be adequate to deal 
with small-scale 
emergencies but do not 

Peer-reviewed paper by native 
authors. Discussion lacked 
other than India references to 
complement the argument. 
Limitations of methodology, 
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appear sufficient for large-
scale health crises during 
pandemics. 

data and analysis were not 
discussed.  

8. Syed AM, et 
al. 

2010 22 
countries  

Qualitative. Developing 
policy options for SARS 
and SARS-like diseases - 
a Delphi study. 

The necessity to test plans, 
importance of surveillance 
measures for the swift 
containment of disease 
outbreaks and the inclusion 
of detailed triage plans in 
national pandemic plans 
were highlighted. The need 
to define criteria for testing 
pandemic preparedness 
plans at different regional 
levels for generic plans on 
pandemics and universal 
access to healthcare during 
an outbreak were 
mentioned. 

Peer-reviewed, well-described 
study. Provides generic policy 
options for preparedness. Did 
not acknowledge the 
importance of context and 
socio-economic and political 
influencers which can 
compromise policy options 
during a pandemic as we have 
seen in COVID-19.   

9. Lohiniva AL, 
et al 

2011 Egypt  Qualitative. Acute 
respiratory illness and 
health-seeking behavior in 
Egyptian villages: 
enhancing pandemic 
preparedness by 
understanding local 
realities. 

The socio-cultural research 
for pandemic preparedness 
planning is instrumental for 
developing effective 
surveillance, response 
strategies and meaningful 
risk communication 
strategies surrounding 
pandemic preparedness. 

Peer-reviewed paper by group 
of native and non-native 
authors. Limitations were not 
mentioned. Study was 
conducted in one governorate 
and may not represent the 
perspectives of the rural 
population.  

10. Ear S 2011 Cambodia Qualitative. Avian 
influenza: the political 
economy of disease 
control in Cambodia. 

Pandemic preparedness has 
shown improvements since 
2004, new outbreaks and 
human fatalities have 
accelerated in 2011, and 
more work needs to be done 
to align the specific goals of 
funders with the endemic 
needs of developing nations.  

Peer-reviewed by a non-native 
author. Detailed analysis did not 
include ethical considerations or 
limitations encountered in the 
study.  
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11. Kamal NN & 
Seedhom AE  

2011 Egypt  Quantitative. Knowledge, 
attitude and practice of El-
Minia university students 
towards pandemic H1N1, 
Egypt, 2009 

A communication strategy 
consisting of key messages 
and delivered through 
preferred communication 
channels would significantly 
increase the students’ 
willingness to comply with 
recommended containment 
measures during a 
pandemic.  

Peer-reviewed paper by native 
authors. Limitations were not 
discussed and study setting was 
limited to one university only.  

12. Phommasack 
B, et al 

2012 Lao PDR Qualitative. Capacity 
building in response to 
pandemic influenza 
threats: Lao PDR case-
study. 

The Lao PDR experience 
identifies considerable 
crossover effect of 
investments in system 
building to augment the 
capacity to combat 
emerging and re-emerging 
diseases other than 
influenza. 

Peer-reviewed paper authored 
by a group of native and non-
native authors. Methods of 
developing the case-study were 
not clear. It is assumed that 
qualitative documentary 
analysis was used.  

13. Etokidem, AJ 
et al.  

2012 Nigeria Quantitative. Influenza A 
H1N1 (Pandemic 2009): 
How Prepared Are 
Healthcare Providers in 
Calabar, Nigeria? 

Gaps were found in 
knowledge of health 
providers regarding H1N1 
infection, and their 
preparedness status is low. 
Capacity-building in 
emergency preparedness 
for an infectious disease 
epidemic is recommended. 

Peer-reviewed paper authored 
by a native author. Limitations 
were not discussed. Further 
discussion could have been 
useful on differences, if any, 
between private and public 
health-sector providers.  

14. Huszar AC, 
et al. 

2012 Cambodia Qualitative. Pandemic 
influenza preparedness 
planning: lessons from 
Cambodia 

It is difficult to draw concrete 
conclusions from the current 
evidence on pandemic 
preparedness because it 
has largely been generated 
in high-income countries. 
While high-income countries 
are able to address the 
uncertainties by investing 
across the board, countries 
with limited resources may 

Comment using qualitative 
information, peer-reviewed and 
authored by a group of native 
and non-native authors.  
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invest in less cost-effective 
measures. 

15. Seef S, 
Jeppsson A 

2013 Egypt  Qualitative. Is it a policy 
crisis or it is a health 
crisis? The Egyptian 
context - Analysis of the 
Egyptian health policy for 
the H1N1 flu pandemic 
control 

The killing of pigs in Egypt 
can be framed as example 
of how a health issue can 
create ethical dilemmas and 
Government policies 
become a source of social 
tension in a pandemic.  

Peer-reviewed comment by 
non-native authors. Few 
academic references were 
cited. Broad conclusion was 
drawn from inadequate data.  

16. Mwacalimba 
KK, Green J 

2015 Zambia Qualitative.  
‘One health’ and 

development 
priorities in resource 
constrained countries: 

policy 
lessons from avian and 
pandemic influenza 
preparedness in Zambia 

Effective disease 
governance requires 
alignment with trade and 
development sectors, as 
well as integration of 
veterinary and public health-
sectors. 

Peer-reviewed paper written by 
native and non-native author. 
Concise analysis. Study 
limitations were not mentioned. 
The rich description could have 
benefitted with the addition of a 
recommendations section.  

17. Okello A, et 
al 

2015 Uganda 
and 
Nigeria 

Qualitative. Crossing 
institutional boundaries: 
mapping the policy process 
for improved control of 
endemic and neglected 
zoonosis in sub-Saharan 
Africa. 

The decision-making 
process for zoonotic disease 
control is influenced by 
factors related to the 
external political economy. 
Such processes often 
overlook national and 
regional zoonosis priorities. 

Peer-reviewed, authored by 
group of native and non-native 
authors. Concise description of 
results and analysis. Limitations 
encountered were not reflected. 

18. Sambala EZ, 
Manderson L 

2017 Ghana and 
Malawi 

Qualitative. Policy 
perspectives on post-
pandemic influenza 
vaccination in Ghana and 
Malawi 

The use of vaccination to 
interrupt the pandemic 
influenza was affected by 
delays in the procurement, 
delivery and administration 
of vaccines, suboptimal 
vaccination coverage, 
refusals to be vaccinated, 
and the politics behind 
vaccination strategies. 

Peer-reviewed paper by non-
native authors. No mention of 
theoretical framework used in 
collection or analysis of the 
data.  

19. ECDC 2017 Global  A literature review on 
community and 

The most effective way of 
engaging communities in 
emergency preparedness 

Non-peer-reviewed report. 
Focused on broader emergency 
preparedness and not 
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institutional emergency 
preparedness 
synergies 

depends on the context. 
Given the identified factors 
such as diversity in 
community make-up, the 
types of emergencies that 
could be faced etc., there 
are no set practices to follow 
that will be effective for all 
communities. To be 
successful, engagement 
should be meaningful, taking 
into account community 
inputs. 

pandemic. Examples from US 
and Europe dominated the 
literature, creating a potential 
bias in findings.  

20. Malik MR, et 
al  

2018 6 countries Desk review. Distressed 
setting and profound 
challenges: Pandemic 
influenza preparedness 
plans in the Eastern 
Mediterranean Region 

Preparedness is uneven 
across countries. There is a 
need for multi-method 
assessments to provide a 
clearer picture of influenza 
preparedness as well as 
priority areas to be focused 
on by policymakers for 
effective preparedness for 
the next influenza pandemic. 

Peer-reviewed study. Country 
names are not mentioned, 
making contextual 
understanding difficult. Tools 
were based on WHO guidance 
which is often generic and 
misses country context.   

21. Ahmed Y, 
Dibb R 

2018 Egypt  Mixed method. Pandemic 
preparedness among 
Sudanese migrants in 
Cairo  

National actions must be 
accompanied by 
simultaneous 
communication activities at 
the community level.  
Improving and designing 
well-adapted communication 
strategies is essential for 
raising the awareness level 
among such communities 
like Sudanese in Egypt 
(greater Cairo area). 

Research report. Not peer-
reviewed. Focused on a specific 
community (of Sudanese living 
in Greater Cairo in Egypt).  

22. Abdel-Fatah 
ZF, et al  

2018 Egypt  Quantitative. Evaluation of 
the National Influenza 
Epidemic Preparedness 
Plan in Ismailia City 

The weakest domains of 
preparedness in hospitals 
were health personnel and 
supplies while the weakest 
domain of preparedness in 

Peer-reviewed. Limitations were 
not reflected. 
Recommendations could have 
been added based on some 
very useful findings on hospital-
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Hospitals and Primary 
Healthcare Centers 

primary centers was 
infection-control measures. 

sector preparedness. COVID-19 
has shown the significant role of 
hospital preparedness. 
However, it was not very clear in 
this study how primary-care 
facilities are important in 
pandemic preparedness.   
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2.3.4 Lessons learned in past pandemics and WHO guidance on preparedness 

planning  

2.3.4.1 Lessons from the past pandemics 

Past pandemics can provide a useful historical view to guide pandemic preparedness and 

planning, and several countries have used this information (Horimoto and Kawaoka, 

2005). Different authors have identified lessons from past pandemics such as of influenza 

A (H1N1) pdm09 virus. For pandemic preparedness planning, Mwacalimba (2012) 

emphasized the need for planning to be based on local context and not from the 

perspective of global impact. MacKellar (2007) suggests that preparedness planning is 

linked to governance of health-systems. This is endorsed by the advice that cooperation 

of all Government levels is key to meeting a pandemic challenge (Institute of Medicine 

Committee on the US Commitment to Global Health, 2009) and that national-level 

pandemic plans should engage all levels of Government and other sectors, and be 

subject to periodic review/adaptability exercises (Azziz‐ Baumgartner et al., 2009).  

For avian influenza, like other zoonotic origin diseases, Chien (2013) thinks that pandemic 

preparedness should benefit from the ‘One Health’ approach, as it promotes collaboration 

between the human and animal-health-sectors. Community engagement appears as an 

important element of pandemic and outbreak responses. Public education and community 

engagement are essential to reduce the impact of a pandemic and should be well 

considered in pandemic preparedness planning (Marshall et al., 2009). Suggested 

actions include household-based prevention interventions which should be emphasized 

in national-preparedness plans (Wu et al., 2006). However, it was also highlighted by 

Stern and Markel (2009) that transparency and rapid response of the system is essential 

to effective pandemic preparedness and response.  

Non-government sector engagement, such as private providers, has been mentioned in 

the literature, such as Patel et al. (2008), who argue that engagement of general 

practitioners and primary-care systems in pandemic planning is currently inadequate and 

there is a need to enhance it. Regarding effective preparedness approaches, a 

combination of targeted prophylaxis, social distancing, ensuring stockpiles and efficient 

distribution of antivirals, and diagnosis of clinical cases has been mentioned (Ferguson 

et al., 2005). According to Morens and Fauci (2007) this combination of aggressive public 

health and medical interventions could help reduce the potential impact of a pandemic. 

Air travel, a significant global activity, was mentioned by Cooper et al. (2006), stating that 

air travel restrictions during a pandemic may be less effective than interventions at 

reducing local transmission of influenza. However, Fineberg (2014) reminds us that, as 

was learnt during the H1N1 pandemic, limitations in scientific understanding and technical 

capacity are key constraints to pandemic preparedness. The author further argues for the 

use of technology, as it offers hope in surveillance for early preparation for the pandemic 

such as the intelligence gathered from web-based field reports and analysis of web-based 

search patterns giving a head start on the next pandemic. 
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Lessons from historical pandemics are useful, however, according to Madhav et al. (2017) 

they only offer a “partial view” on pandemic preparedness and response. The likelihood 

of pandemics is increasing because of factors like increased global travel and 

urbanization (Morse, 2001, Jones et al., 2008). New pandemics may not necessarily be 

as mild as the H1N1 pandemic was in 2009. Measures like ‘border screening, school 

closure, widespread anti-viral prophylaxis and a pandemic-specific vaccine were unlikely 

to have been effective during a pandemic which was less severe than anticipated in the 

pandemic plans of many countries’ (Kelly et al., 2011). Therefore, it is important to use 

with caution the available evidence on what works and what does not in case of pandemic 

preparedness. Research on influenza and related topics is limited in countries of the WHO 

Eastern Mediterranean Region, in which Egypt is located (Khan et al., 2017). The context 

of other countries, and the data on which the evidence base is developed, are not 

necessarily compatible with the realities of countries like Egypt.  

2.3.4.2 WHO guidance on preparedness planning   

Pandemic preparedness and advance planning are necessary approaches to mitigate the 

impact of an influenza pandemic (WHO, 2017b). International organizations play an 

important role in providing advice and guidance to countries on preparedness, ranging 

from the design of macro-level policy options to preventive measures taken by countries 

at the micro-level (Liang et al., 2018). Several organizations have developed guidance 

documents on pandemic preparedness within the scope of their organizational mandates, 

such as the WHO, the World Bank, UN system Influenza Coordination, FAO, US CD, 

ECDC and others. However, WHO guidance is of particular importance for country-level 

pandemic preparedness (see text box 7). Being the leading global-health entity, the 

Organization provides leadership, evidence-based technical advice, partnership support 

and builds institutional capacity (WHO, 2014b). Between 2004 and 2019, the WHO has 

produced several useful guidance documents, reports and tools to support pandemic 

preparedness in several countries. Table 7 given below summarizes 14 of these key 

documents used by countries to plan and prepare for an influenza pandemic in future.  

Out of these 14 selected WHO documents, nine are guidance documents (published 

between 2006 and 2018); these are meant to provide generic guidance on specific topics 

such as pandemic preparedness and related themes. Specifically, they provide guidance 

on pandemic planning, risk assessment and management, testing the national-level 

pandemic planning, conducting surveillance, adopting a whole-of-society approach and 

addressing ethical issues in pandemic planning.  Two of the identified documents provide 

details of strategic approaches adopted by the WHO to prevent and control influenza 

(published in 2019) and actions to be taken in case of an influenza pandemic caused by 

avian influenza (H5N1) (published in 2007). One of the documents is a recent survey 

report (published in 2019) on the status of pandemic preparedness in different countries.  

One document summarizes practical information for countries to use in case of avian 

influenza outbreaks (published in 2016). A global consultation report on how to prepare 
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for pandemic influenza in resource-scarce environments (published in 2004) is also 

included in this review.  

A review of these documents reveals that over the years, between the first reported 

outbreak of avian influenza in 1997, in Hong Kong, and 2019, there have been periodic 

updates in WHO guidance on pandemic preparedness. The documents before the H1N1 

pandemic in 2009 highlighted the threat of avian influenza and urged preparedness 

actions accordingly. However, after the H1N1 pandemic, the guidance has been more 

generic, reflecting a shift in focus from a single pathogen threat to a more generic one. 

Another noticeable change in WHO guidance published between 2009 and 2017 is the 

increasing emphasis on roles and responsibilities of non-health Government ministries, 

such as education, animal health, communications, and the business sector (Liang et al., 

2018). More practical guidance, e.g. based on lessons learned, has been seen after the 

2009 H1N1 pandemic, presumably because the last recorded pandemic was in 1968, 

known as Hong Kong flu (Madhav et al., 2017). For example, the Organization produced 

its first comprehensive guidance on testing and validation of national preparedness plans 

through simulation exercises in 2018 (WHO, 2018h).  

The WHO produces guidelines for use by its 194 Member States – but the generic nature 

of guidelines is a limitation in itself. Preparedness for an influenza pandemic can vary 

given different country contexts (Liang et al., 2018). Another critique of WHO 

recommended guidance is that it draws “substantially” from mathematical modelling 

studies which use a complex epidemiological approach as  the  biology  of  the  virus,  

responses  of  a population,  etc.,  are  difficult  to  predict beforehand (Dutta, 2008). In 

the ongoing COVID-19 pandemic response, WHO advice has been criticised at times 

(Tajvar, 2020) against which it has defended itself with by saying that the organization 

processes scientific data with care (Time, 2020, April).  

The robustness of WHO guidance lies in the process undertaken to develop such 

documents. For example, the guidance document “Pandemic influenza preparedness 

and response” published in 2009 mentioned the document development process in the 

following manner: 

“The information and recommendations contained in this guidance document are 

the product of expert opinion obtained in the course of international consultations 

which began in 2007. During the meeting held between 27 and 29 November 2007, 

five task forces were created to prepare draft guidance documents which were 

discussed in subsequent meetings” (WHO, 2009a).  

However, this also indicates a potential weakness of time-delay, which long processes 

often entail, and the possibility that such guidance may not necessarily include the latest 

information obtained from rapidly evolving disease outbreaks or pandemics. 
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Text box 7: Pandemic planning and response: role of the WHO (Lemon et al., 2005) 

  

 

Specific contributions by WHO to influenza pandemic preparedness and response include: 

 Providing model national pandemic plans and self-assessment tools to guide countries 

in planning for pandemic influenza 

 Conducting, coordinating, and supporting surveillance to detect and report emerging 

influenza strains 

 Promoting free and rapid sharing of surveillance information 

 Reporting outbreaks 

 Providing medical support (diagnosis, treatment, personal protective equipment) to 

affected countries 

 Supporting the prompt implementation of non-medical interventions at the international 

level 

 Advocating for equity in vaccine and antiviral drug distribution on behalf of developing 

countries; potentially managing an international antiviral stockpile 

 Coordinating research to characterize possible pandemic strains 

 Promoting the importance of risk communication to public health authorities, 

healthcare providers, and the public 

 Developing a prototype strain vaccine and providing standardizing reagents to 

pharmaceutical companies for vaccine development 

 Assessing the effectiveness of various non-medical interventions (Lemon et al., 2005) 
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Table 7: Summary of selected key WHO guidance documents issued between 2004 and 2019 

No./Title  Year  Content  Critique elements  

1. Global Influenza 
Strategy 2019–
2030 

2019 This strategy is developed for the WHO, 
countries and international organizations. It 
promotes a holistic approach towards influenza 
prevention and control and positions national 
seasonal influenza programs as a foundation for 
pandemic preparedness.  

The first strategy by WHO on influenza. 
Groups all types of influenza including 
seasonal and pandemic. The scope is too 
broad and leaves little value for countries 
other than the key message that seasonal 
influenza prevention and a control program 
are essential elements of pandemic 
preparedness.   

2. Pandemic 
influenza 
preparedness in 
WHO Member 
States: Report of a 
Member States 
survey 

2019 First post-2009-H1N1-pandemic, multi-country 
survey report which comments on level of 
pandemic preparedness. Results show that 
pandemic planning is largely weak, simulation 
needs to be done, non-pharmaceutical 
interventions are not clearly developed and risk 
assessment is not established in countries.   

A good collective view of the preparedness 
status of countries. Shows preparedness is 
a common challenge among countries. 
Used WHO country groupings which don’t 
reflect economic or health-system status. 
Response rate low, particularly in the 
region where Egypt is grouped (7 out of 22 
countries reported).   

3. A checklist for 
pandemic 
influenza risk and 
impact 
management 

2018 A tool for public-health authorities to use in 
development or updating the national pandemic 
preparedness plan. The tool has been updated 
to include lessons from 2009 pandemic, aligns 
with IHR 2005, other key resources to develop 
sub-sections of pandemic plans.  

Detailed checklist of measures to be 
included in pandemic plans. However, this 
tool is focused on public-health elements 
only. Socio-economic elements of 
pandemic preparedness have not been 
reflected or referred to adequately. COVID-
19 has shown the socio-economic and 
political aspects of the pandemic which 
sometimes outweigh public-health issues.  

4. Essential steps for 
developing or 
updating a national 
pandemic 
influenza 
preparedness plan 

2018 This document explains the processes of 
national pandemic preparedness planning. 
Provides step-wise guidance and actions. It is 
expected to be used in conjunction with the 
document “A checklist for pandemic influenza 
risk and impact management”  

Similar to the checklist above, this 
document is also focused on public-health 
elements of planning and excludes any 
advice or linkages with socio-economic 
preparedness measures. 

5. A practical guide 
for developing and 
conducting a 

2018 Testing of pandemic plans and simulation 
exercises is a new area in pandemic planning. 
This document provides practical guidance on 

This is the first document of its kind 
published by the WHO. Provides useful 
guidance on tabletop and operational 
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simulation exercise 
to test and validate 
pandemic 
influenza 
preparedness 
plans 

how to design, implement and evaluate 
simulation exercises. It should be used in 
conjunction with the document “A checklist for 
pandemic influenza risk and impact 
management.” 

exercises. However, it is centered around 
public-health elements and doesn’t discuss 
socio-economic or political aspects of the 
pandemic, leaving a gap in preparedness.  

6. Pandemic 
Influenza Risk 
Management 

2017 This guidance document provides information 
on risk assessment at national level which is 
expected to guide national-level actions. It 
provides a revised approach to global pandemic 
alert phases, adopts flexibility through 
uncoupling of national actions from global 
phases, and includes principles of emergency 
risk management. 

The document is developed on the 
assumption that countries will have the 
necessary system in place for design and 
implementation of pandemic planning and 
response. However, as COVID-19 has 
shown, pandemic preparedness is 
generally weak among countries. 
Assumptions and risks should have been 
clearly documented in this document to 
provide a more practical perspective.  

7. WHO Guidance for 
Surveillance during 
an Influenza 
Pandemic 

2017 This document aims to support countries in 
identifying data requirements and strengthen 
surveillance strategies that can be used 
throughout the course of a pandemic. It is 
expected to assist in making informed risk-
management decisions and build capacity to 
meet IHR 2005 obligations.  

The document appears to have been 
developed with the assumption that 
surveillance infrastructure in countries 
already exists. However, literature reports 
otherwise. The document could have been 
divided into advice for those countries with 
existing surveillance systems and those 
who are developing or should develop one.  

8. Summary of Key 
Information 
Practical to 
Countries 
Experiencing 
Outbreaks of 
A(H5N1) and 
Other Subtypes of 
Avian Influenza 

2016 Guidance document jointly by WHO, FAO and 
OIE on avian influenza that might be relevant to 
a country experiencing outbreaks of influenza in 
poultry or facing suspicion of human infections.  

Good summary of technical information 
combined from three relevant organizations 
on human and animal health. 
Recommendations have not been mapped 
against actors, leaving ambiguity in who 
should do what. Clarity in implementation 
could have been useful for practical use of 
this document in countries.  

9. Pandemic 
Influenza 

2009 A guide for countries and other organizations 
responsible for pandemic influenza 
preparedness activities, providing an update to 

Discusses roles and responsibilities of 
Government and WHO during a six-phase 
pandemic scenario. Excludes private 
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Preparedness And 
Response 

2005 guidance on pandemic planning and 
providing linkages with other available tools on 
planning.  

sector, civil society and communities by 
briefly mentioning them. Several of the 
recommendations are being applied in 
COVID-19 with varying degrees of success 
and identifying clear leadership in the 
process.  

10. Whole-of-society 
Pandemic 
readiness 

2009 Provides an integrated planning framework of 
preparedness and response against an 
influenza pandemic. It provides advice to 
countries on how to include non-health-sector 
mitigation actions and revise their existing 
national pandemic preparedness plans to 
effectively include all sectors of society 

Generic nature of recommendations. Does 
not address private sector adequately. 
Governance element of such multi-sectoral 
endeavor has not been discussed.  

11. WHO strategic 
action plan for 
pandemic 
influenza 

2007 A strategic plan developed by the WHO to 
address potential pandemic caused by H5N1. 
Advice to countries includes: reducing human 
exposure to the H5N1 virus; strengthening the 
early warning system, intensifying rapid 
containment operations; and building and 
sustaining capacity to cope with a pandemic. 

Developed exclusively for H5N1-driven 
pandemic. Does not discuss or relate to 
socio-economic impact of the pandemic. 
Based on a meeting attended by 
participants from the WHO, WB, FAO and 
OIE and likely to exclude non-health 
perspective in preparedness.   

12. Ethical issues in 
pandemic 
influenza planning 

2006 The document guides how countries could 
incorporate ethical considerations and related 
human rights and legal concerns into pandemic 
preparedness plans. It also advises similar 
actions during response to influenza pandemic. 

COVID-19 has shown that the socio-
economic impact of a pandemic can 
compromise ethical elements of pandemic 
preparedness. People lose jobs, are unable 
to attend to work or do so remotely. This 
guidance has only discussed ethics partly 
but not fully. A revision of this document is 
needed in view of COVID-19 needs and 
post-COVID preparedness.    

13. WHO checklist for 
influenza 
pandemic 
preparedness 
planning 

2005 The first ever guidance list by the WHO which 
outlines seven essential elements on how 
countries can plan pandemic preparedness 
activities based on evidence and expert advice. 

This checklist was revised in 2018. It was 
primarily developed in view of threat of 
H5N1 pandemic. However, later experience 
(before and now in COVID-19) has shown 
that a pandemic can be caused by other 
viruses too.   
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14. Informal 
consultation on 
influenza 
pandemic 
preparedness in 
countries with 
limited resources 

2004 Summary of the discussions on how to develop 
a national influenza pandemic preparedness 
plan and address gaps in preparedness in 
resource constrained countries, such as ethical 
issues, surveillance, non-pharmaceutical 
interventions, vaccines and antivirals and 
others.  

The document is developed based on 
inputs from participants who attended a 
WHO meeting. Most of such participants 
were Government officials from the health-
sector or WHO staff. Pandemic 
preparedness being multi-sectoral, the 
perspective of non-Government and non-
health-sector is not reflected in the 
recommendations.  
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  Figure 9: Key findings, features of literature review and research gap   
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Conclusion   

The existing literature shows the significance of avian influenza, with its socio-economic 

impact and pandemic potential, as a public-health challenge for Egypt and several other 

developing countries. Affected countries have been struggling with diverse prevention 

and control approaches to mitigate the impact of avian influenza outbreaks. Pandemic 

preparedness has been documented as a cross-cutting challenge for Egypt and 

developing countries with similar obstacles seen at individual, institutional and system 

levels. The available literature highlights barriers to preparedness and possible remedial 

strategies, however, largely from the perspective of health workers and missing policy-

level stakeholders.   

Most of the available evidence discusses epidemiology, and fewer studies adopt HPSR 

approaches and methods to provide broader socio-economic, political and systems 

perspectives on preparedness. Avian influenza outbreaks and the response in Egypt and 

similar countries shows pandemic preparedness is complex with implementation 

challenges rooted in political commitment, health-systems planning and coordination. The 

availability of WHO guidance on pandemic preparedness along with documented 

evidence and the experiences of past outbreaks and pandemics offer learning 

opportunities. Egypt can benefit from this evidence to develop and implement context 

based effective preparedness measures. The literature pointed out the need for an in-

depth analysis of preparedness issues in Egypt in view of its avian influenza vulnerability 

and using the lens of holistic approaches like HPSR.   

The next chapter discusses in detail the research methodology, which has been used to 

address the knowledge gap and develop this case-study.   
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CHAPTER 3: THE RESEARCH DESIGN, IMPLEMENTATION AND LIMITATIONS OF 

THE CASE-STUDY  

3.1. Introduction  

This chapter describes the research design and methodology used in this mixed-method, 

qualitative-dominant, exploratory case-study relevant to the discipline of HPSR. It 

discusses the study design, elaborates its conceptual underpinning, and provides details 

of how key informant interviews and desk-review methods were used, explains the data-

analysis approach, highlights ethical considerations, comments on reflexivity and finally 

presents some of the limitations encountered.      

3.2 Research design  

3.2.1 Health policy and systems research  

Pandemics are complex events and can cause significant impact on human health, 

economy, societal life and political stress in countries affected (Madhav et al., 2017). 

Pandemic preparedness is therefore a multifaceted endeavor for Governments and 

health-systems to undertake (Webby and Webster, 2003). In Egypt, the preparedness for 

a future influenza pandemic is seen from the perspective of avian influenza epidemiology 

(Kayali et al., 2016). Avian influenza is a health problem with profound socio-economic 

impacts (Epizootics, 2007).  To develop a holistic understanding of the phenomenon of 

pandemic preparedness within the context of avian influenza, and the Egyptian society 

and health-system, this study has used the HPSR approach.        

The Alliance for Health Policy and Systems Research (2007) defines HPSR as a field that 

seeks to understand and improve how different actors interact in the policy and 

implementation processes to contribute to policy outcome. By nature, it is 

interdisciplinary, offering a blend of public health, epidemiology, sociology, economics 

and political science to draw together a comprehensive picture of how health-systems 

respond and adapt to health policies and how health policies can shape or be shaped by 

health-systems and the broader determinants of health.  Remme et al. (2010) provides a 

working definition of HPSR: “this research addresses health-systems and policy 

questions that are not disease specific but concern systems problems that have 

repercussions on the performance of the health-system as a whole”. Parvin et al. (2017) 

sees HPSR playing a pivotal role in understanding the complexity of pandemic 

preparedness and offering strategies and innovative approaches to improve systems and 

enhance emergency preparedness in countries.     

3.2.2 Case-study design 

This study was conducted using a single intrinsic, qualitative-dominant, exploratory case-

study design, which is commonly used in HPSR (Gilson, 2012). Preparedness for 

pandemic influenza is a multifaceted public-health issue and requires bottom-up, context-

specific solutions (Lemon et al., 2005).  According to Yin (2017), a case-study research 

design helps investigate a contemporary phenomenon within its real-life context. There 
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are several advantages of using case-study design to investigate issues in pandemic 

preparedness using an HPSR lens.  Firstly, the ‘health policy and systems are strongly 

influenced by or embedded in contextual factors’ (The Alliance for Health Policy and 

Systems Research, 2007). Secondly, this design offers a flexible option for researching 

unique situations and generating follow up options. Finally, the case-study design is 

useful in analyzing past policy experiences and supporting new policy development 

(Gilson, 2012).    

According to Hollweck (2015) a case-study can be developed using a single case, 

provided the case is unique or revealing. Pandemic preparedness in Egypt presents a 

distinctive case for such a case-study inquiry. A single country case-study is appropriate 

because of the following factors. 

1. The peculiar epidemiological situation of recurring avian influenza outbreaks in 

Egypt in recent years and the related threat of pandemic (Morse and Qureshi, 

2020).  

2. The demography of Egypt, with a population of more than 100 million, and very 

high population density in the cities (World Population Review, 2020), which can 

facilitate the spread of a pandemic.  

3. The geographic location of Egypt being at the crossroads of the Middle East/Asia, 

Europe and Africa, which can potentially enable the spread of a pandemic beyond 

its borders.  

4. There are reported gaps in the health-systems of Egypt, which limit the capacity to 

meet the challenges of a pandemic (WHO, 2015, ECDC, 2015).  

5. There is scarcity of available evidence, (particularly qualitative research) regarding 

status of national preparedness for future pandemics in Egypt.  

Policy development is complex, non-linear process, often conducted in unstable and 

changing environments, and influenced by unpredictable internal and external factors 

(Brugha and Varvasovszky, 2000). To identify opportunities and reform options in current 

policies and processes, stakeholders within an organizational setting can be engaged to 

systematically analyze the context and develop options (Schmeer, 1999, Varvasovszky 

and Brugha, 2000). Stakeholders at the Ministry of Health provide a natural source for the 

investigation of preparedness, as they are responsible for planning and executing national 

preparedness policies and plans for a future pandemic. They can also provide useful 

insights into improving pandemic preparedness. The fundamental goal of case-study 

research is to conduct an in-depth analysis of an issue, within its context with a view to 

understanding the issue from the perspective of participants (Harrison et al., 2017). The 

case-study method is also characterized by the natural setting of the phenomenon and 

the nature of enquiry being holistic (Yin, 2017). In this case-study the participants were 

stakeholders working or retired from the Egyptian Ministry of Health, in policy, planning, 

and key implementation positions, providing the opportunity to have in-depth discussions 

within the natural setting of Ministry and Government.  
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The case-study uses multiple data-collection and documentary review approaches to 

enrich the case. This multi-method combination includes key informant interviews, a desk 

review of the National Preparedness Plan for Pandemic Influenza, and triangulation of 

information from secondary sources. Using a similar approach, Mwacalimba (2012) used 

a case-study design to examine national pandemic preparedness and policy development 

across different sectors for avian and human influenza in Zambia. Shiffman et al. (2004) 

used a case-study design to understand the political dynamics of health-priority 

generation for safe motherhood in Honduras. Rolfe et al. (2008) documented a case-

study on private midwifery and related regulatory policy formulation in Tanzania. Figure 

10 given below provides a visual description of case-study design and used methodology 

in this study.  

 

Figure 10: Visual description of study-research design and methodology (Gilson, 2012, 

Corbin and Strauss, 1990, Sheikh and Porter, 2010, Weiss, 1995) 

3.3. The interpretivist research paradigm in this case-study  

According to Rehman and Alharthi (2016), a research paradigm supports development of 

our understanding about the reality of the world, explaining the belief system and 

theoretical framework for research enquiry. It discusses the assumptions about ontology, 

epistemology, methodology and methods used to understand and explain the 

phenomenon. This case-study used the HPSR lens to understand the phenomenon of 
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pandemic preparedness in Egypt. The HPSR and traditional health research traditions 

are different. Social science perspectives strongly influence the HPSR and thus it includes 

both relativist and critical realism paradigms (Gilson, 2012).  

In this case-study, the aim was to develop an understanding of reality on policy and 

practice around pandemic preparedness in Egypt by seeking the lived experiences and 

understanding of actors/stakeholders. Sheikh and Porter (2010) emphasize the use of an 

interpretive approach in HPSR to understand how policy and system problems are 

defined and addressed by such implementation actors in developing countries. The 

interpretivist paradigm is aligned with postmodern thought and brings in a relativist 

ontology with a subjective epistemology (Levers, 2013). According to Benoliel (1996), 

knowledge is relative to particular circumstances and exists in multiple forms of reality as 

interpreted by the individuals. Recognizing and narrating the meaning of human 

experiences and actions are at the core of the interpretive paradigm (Fossey et al., 2002).  

This research sought the reality of actors to answer the research question: what 

individual, organizational and system-wide factors influence the influenza pandemic 

preparedness in Egypt? For Yanow (2007), in interpretive research, the actors construct 

reality around defining a problem and suggesting solutions using the concept of systems 

of meaning. Another theorist, Beccle (1966) used a similar concept of reality, value and 

action judgment which, when combined, provide explanation of actors’ interpretations of 

the phenomenon. The answers are developed using the notion that “collectives of actors 

belonging to the same groups and organizations may share cognitive mechanisms and 

decision-making processes, and use similar language to discuss a policy problem, hence 

forming ‘communities of meaning’” (Sheikh and Porter, 2010).  

3.3.1 Use of grounded theory in this case-study  

The literature has revealed that theories have largely been used in developing 

understanding of one or more aspects of preparedness. The research in this work has 

uncovered no study which has used one theory to assess or discuss pandemic 

preparedness in a holistic manner. The complexity of preparedness as a phenomenon is 

one possible reason. Another factor could be the nature of HPSR which draws upon a 

range of disciplinary perspectives and involves a further, wider range of understandings 

of social and political realities than traditional research provides (Gilson, 2012).  To 

address this gap, this thesis uses grounded theory to develop a theory of preparedness 

in Egypt in light of the research questions. Proponents of grounded theory have argued 

that existing theories and preconceptions should not limit an inquiry structure, rather new 

concepts should be embraced relevant to the research problem as “unforeseen areas” 

(Charmaz).  

Grounded theory has become an important framework of qualitative-research enquiry by 

using its systematic-inductive methods (Richards and Farrokhnia, 2016) and facilitates a 

systematic way of understanding real-world contexts of both performance and social 

process (Charmaz). According to Corbin and Strauss (1990), grounded theory is defined 
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as “the theory that was derived from data, systematically gathered and analyzed through 

the research process”. The general goal of grounded theory is to generate theories 

derived from data in order to understand the social context (Halaweh et al., 2008). It is a 

“qualitative research method that uses a systematic set of procedures to develop an 

inductively derived grounded theory about a phenomenon” (Corbin and Strauss, 1990). 

My decision to use grounded theory to develop this case-study was also influenced by 

the argument of Hughes and Jones (2003), who stated that grounded theory is consistent 

with interpretive case studies that investigate social and organizational contexts.  

According to Ponelis (2015) a case-study design is popular because it offers the 

opportunity to study a problem, develop in-depth understanding and improve practice. Yin 

(2009) believes in the strength of case-study design to build a theory around complex 

problems. In the case of pandemic preparedness in Egypt, where there are many 

unknowns (i.e. facilitative or hindering factors behind effective preparedness), among 

knowns (i.e. health-systems), I decided to use an interpretivist approach to find an answer 

to the research question posed in this study. Table 8 given below shows similarities 

between the case-study methodology and grounded theory. These similarities provided 

a rationale to use this combination in my study.  

Table 8: Similarities between case-study methodology and Straussian approach to 

grounded theory (Halaweh et al., 2008) 

Case-study method  Grounded theory  

Research questions and propositions are the 
starting point in the case-study method to 
help focus on what to collect. 

The research question in grounded theory 
informs the researcher specifically what to 
focus on and what the researcher wants to 
know about the subject of research. 

Interview is used as a technique for data 
collection and considered to be the main 
source of data. 

Interviews are considered main source and 
approach to data collection. 

The chief characteristic of case-study 
research is the specification of the boundary 
and the scope of the research cases and the 
unit of analysis. 

Theoretical sampling as the criterion for 
selection of the cases and the unit of analysis 
in the case-study is relevance, theoretical 
sampling serves to seek in-depth information 
from the cases, and to discover and develop 
the concepts and theories. 

The results of the research might be 
transferred to another context and situation 
with similar characteristics. 

Grounded theory aims to develop theories 
and concepts that can be generalized and 
applied to other situations. 

 

I wanted to use the perceptions and experiences of stakeholders at the Ministry of Health 

to view the phenomenon of pandemic preparedness in their country from the perspective 

of their lived experience. For this purpose, I used a mixed-method, dominant-qualitative 

approach to collect and analyze data. A smaller quantitative component was included to 

evaluate the completeness of national pandemic policy using standard guidance on 

pandemic preparedness by the WHO. Ultimately the objective was to discover a theory 
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of preparedness in Egypt which is built on the recognition that there is a range of 

mechanisms mediating between cause and effect including those linked to actors 

(Stakeholders at the Ministry of Health) and the contexts (Egyptian society, health-

system) (Gilson, 2012). This theory was also expected to provide new knowledge about 

pandemic preparedness which could possibly be projected to other similar settings like 

developing, resource-limited countries.   

3.3.2 Introducing theory of change in this case-study  

This study was undertaken as part of the Professional Doctorate in Health programme 

and thus expected to have significant component of policy and practice implications of 

research output. I believed that the inductive, theory-discovery approach of grounded 

theory, with its application of empirical observation and evidence (Corbin and Strauss, 

1990), will help develop a hypothesis on what influences preparedness in Egypt. 

However, this will partially help by defining the problem and suggesting solutions 

(Bamford, 2008). Then what? was a natural question that I had to struggle with. If the 

Ministry of Health receives such analysis using grounded-theory methodology, they may 

accept it as methodologically conducted research, but how will they use it in practice if 

they wanted to? Benoliel (1996) also identifies this dilemma while discussing grounded 

theory, nursing knowledge and practice. He identifies the limitations and suggests 

translation of knowledge into frameworks for ongoing research and practice. Based on 

this, I decided to use theory of change as a bridge between the new knowledge 

discovered by the grounded theory and practice actions.   

Theory of change is an approach developed by Weiss and others (Weiss, 1995) and 

provides a pragmatic framework, describing how the interventions affects change (De 

Silva et al., 2014). According to Stein and Valters (2012), theory change can be found in 

“endless variations of style and content. However, there are certain basic elements which 

can be often found in such variations. These include “a big picture analysis of how change 

happens in relation to a specific thematic area; an articulation of an organization or 

programme pathway in relation to this; and an impact assessment framework which is 

designed to test both the pathway and the assumptions made about how change 

happens”. The theory of change is usually used for purposes which can be categorized 

into four broader areas, including strategic planning, monitoring and evaluation, 

description and learning (Stein and Valters, 2012). In this case-study, theory of change 

has been presented as a process or tool with an emphasis on conceptual thinking and an 

ongoing process of reflection, a conceptual tool to explore the changes expected from a 

set of actions and a “thinking-action approach” (James, 2011).  

Preparedness for health emergencies like outbreaks and pandemics is complex. It 

requires a combination of knowledge, capacities and organizational systems to detect 

and respond effectively to a threat created by a novel disease like avian influenza (Global 

Preparedness Monitoring Board, 2019). The complexity, nonlinear implementation and 

unpredictability of pandemic threat requires an ongoing process of reflection and action 

learning within the preparedness system. According to Jonas (2013), inadequate 
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preparedness is a product of under management of pandemic risk. For policymakers and 

implementers, as in the case of Egypt, there is a tradeoff between costly reliance on 

current approaches to dealing with avian influenza outbreaks, in ‘firefighting’ mode, and 

the adoption of a systems thinking and implementation approach to preparedness. The 

theory of change provides a flexible yet implementable thinking and action framework in 

this regard.  

3.4 Research Methods  

This study was conducted using a mixed-method with a major qualitative and minor 

quantitative component. A qualitative interpretivist approach, considered useful in 

developing insights into a potential causal mechanism was used. This was intended to 

gain a detailed understanding of the problem of pandemic preparedness and ways to 

improve this through information gained from key informants and documentary analysis 

(Bryman and Becker, 2012). Qualitative methods are preferred by researchers who use 

interpretivist paradigms to answer research questions (Glesne, 1988, Bauman et al., 

2002, Vivar et al., 2007, Willis et al., 2007) believe that ‘qualitative approaches often give 

rich reports that are necessary for interpretivist to fully understand contexts’. One of the 

strengths of the case-study method is its flexibility and adaptability that allows single or 

multiple methods of data collection to be used to investigate a research problem (Cavaye, 

1996).  

Data in this study were collected using multiple methods, e.g. face-to-face interviews, 

documentary analysis of the national Preparedness Plan using a checklist and analyzing 

secondary data sources. The Preparedness Plan was assessed for completeness using 

a quantitative, numerical-scoring-scheme-based tool. Qualitative methods are said to 

provide insights and explanations behind phenomena which are useful for policy analysis 

and implementation. Qualitative approaches provide a theory of social action grounded 

on the experiences of those likely to be affected by a policy decision or thought to be part 

of the problem (Ritchie and Spencer, 2002). It was expected that this study, using the 

world view of participants, would provide practical recommendations to the policymakers 

and key implementers involved in pandemic planning, preparedness and response.   

3.4.1 Semi-structured interviews with key informants 

Semi-structured interviews with key informants were used as the primary method of data 

collection. Interviews are a popular technique in case-study and grounded theory for data 

collection (Allan, 2003), and both consider the interview to be the main source of data 

(Yin, 2017, Walsham, 1995, Corbin and Strauss, 1990). Such interviews provide a good 

opportunity to explore the perspectives and feelings of the interviewee thereby generating 

rich data. The stakeholders at the Ministry of Health, being involved in details of planning 

and execution of pandemic preparedness, were expected to provide insights into what 

works and what does not in the case of pandemic preparedness through interviews. It 

was thought impractical to use focus group or other methods of data collection as it would 
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not have been possible to bring together such a busy group of professionals for focus 

group. 

3.4.2 Documentary analysis of the preparedness policy planning   

Using multiple sources in a case-study also increases the credibility of the data collected 

(Jick, 1979). In addition to face-to-face interviews, the study also conducted documentary 

analysis of preparedness policy planning documents. The national preparedness policy 

planning in pandemic preparedness is reflected in a country’s national Preparedness Plan 

for Pandemic Influenza and other strategic documents on health and development issued 

by the Government or international organizations which provide support to the 

Government of Egypt.  The national Preparedness Plan for Pandemic Influenza 2018-

2019 is the policy document outlining policy and strategies to prepare and respond to an 

influenza pandemic (Ministry of Health and Population Egypt, 2018). This plan was 

reviewed using a Microsoft Excel-based numerical checklist tool developed using the 

WHO guidance on pandemic preparedness planning.  

Preparedness has the potential to improve public-health capacity and mitigate the impact 

of a pandemic (WHO, 2017b). However, pandemic preparedness is a complex and 

resource-intensive process due to its multisectoral nature (Webby and Webster, 2003).  

Planning is crucial to effectively prepare for pandemics. The WHO has developed 

standard guidance for countries to structure their national pandemic influenza 

preparedness plans to effectively structure strategies and manage resources (WHO, 

2009a). Keeping in view the diversity of context and capacities of health-systems in 

different countries, a checklist of preparedness elements which are considered essential 

to be reflected in a national preparedness plan has been made available to health policy 

planners in countries (WHO, 2005b, WHO, 2009a). The following key elements of 

pandemic planning are included in this checklist:  

1. Preparing for an emergency  

2. Surveillance  

3. Case investigation and treatment  

4. Preventing the spread of the disease in the community  

5. Maintaining essential services  

6. Research and evaluation and  

7. Implementation, testing and revision of the national plan in light of the evidence 

(WHO, 2005b). 

This review of the national Preparedness Plan was also an opportunity to comment on 

how generic guidance by the WHO on preparedness is implemented in countries within 

their contextual realities. 

3.4.3 Secondary data sources  

Document analysis is a popular technique used in qualitative research. According to 

Bowen (2009), document analysis is a systematic procedure for reviewing or evaluating 
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documents in printed or electronic formats to elicit meaning, develop understanding and 

gain empirical knowledge. In this study, in addition to the primary data collection process 

of face-to-face interviews and in-depth reviews of national pandemic plans, secondary 

data sources of preparedness policy were reviewed to triangulate the information 

emerging from the key informant interviews, as well as the review of the national plan, to 

construct a holistic understanding of issues and opportunities to enhance preparedness 

in Egypt. These sources included reports by the WHO and other international 

organizations, Government documents, and published and unpublished research. The 

documents were selected using the following criteria: a) documents which were key 

policy, strategy or plan of the organization, e.g. health policy of the Ministry of Health, 

country strategy of the WHO for Egypt, etc., b) documents specifically discussing avian 

influenza prevention and control, pandemic influenza in Egypt, e.g. reports by ECDC, 

project-support documents of the World Bank, etc., and c) documents providing 

assessment of the functioning of the health-sector in Egypt regarding pandemic, avian 

influenza or infectious-disease threats, e.g. the Joint external Evaluation (JEE) report 

issued by the WHO, etc.  

3.4.4 Population and sample  

Key informant interviews were conducted with a group of 19 stakeholders at the Ministry 

of Health. Text box 8 defines who was considered a “stakeholder”. The group included 

policymakers such as the Health Minister, managers of different sectors in the Ministry of 

Health such as the head of the curative sector, and implementers of preparedness, such 

as the focal point of the national influenza surveillance programme. These stakeholders 

were either employed at the time of data collection or were previously associated with the 

Ministry of Health. Stakeholders included in the interviews were expected to have a role 

in pandemic preparedness policymaking and implementation.  

Text box 8: who is a “stakeholder” adapted from (Crosby, 1992) 

The preparedness implementers included a wide array of staff at national and 

governorate level who had responsibilities related to implementation of pandemic 

preparedness and response activities, such as those from the influenza surveillance 

department, laboratory, hospitals, etc. (e.g., the officer in charge of the influenza 

laboratory, the head of chest diseases department, the person in charge of the 

epidemiologist training program etc.). The participant inclusion and exclusion criteria is 

given in text box 9 below:  

 

A stakeholder in this study was defined as someone at the Ministry of Health, a) who was in a 

position to damage or weaken preparedness, e.g. epidemiologist working in the preventive 

sector, b) someone whose support was expected to benefit or strengthen preparedness e.g. 

Director of the influenza laboratory, and c) someone in a position to influence the direction or 

mix of preparedness activities, e.g. advisor to the Minister on influenza.    
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Text box 9: Participant inclusion, exclusion criteria  

Inclusion: The potential participants to which the inclusion criteria were applied were 

stakeholders that is: policymaker working or retired from a decision-making, influential 

position/role at the Ministry of Health, governorate; OR responsible officers/managers working 

at or retired from the Ministry of Health, governorate with a role in pandemic preparedness and 

response; Fluent in English or Arabic language; provided informed, voluntary consent to be 

interviewed; was available for interview.    

Exclusion. Not meeting the inclusion criteria.   

 

Eight people, among the study sample, were retired from the Ministry of Health. On an 

average they had been separated from Ministry by 5.3 years. The most recent retiree had 

retired 08 months before the interview date while the oldest one was separated 13 years 

ago (a Minister of Health). It is important to note, however, that at least 06 among these 

were still attached with Ministry in different capacities such as a consultant, advisor, free-

lance contributor etc. Among other factors, the experience and relatively open attitude to 

discuss the functioning of Government matters, were the primary reasons behind 

inclusion of these interviewees apart from meeting other sampling criteria.  

In grounded theory, sampling is sequential (Draucker et al., 2007). To provide initial data, 

purposeful sampling approach was used. This was followed by theoretical sampling steps 

in the following manner:  The researcher initiated data collection by using selective 

sampling (criterion sampling), a popular approach in implementation research (Palinkas 

et al., 2015). This purposeful sampling strategy was used with the intention to identify and 

select participants who met the predetermined criteria to provide rich information.    Later, 

when concepts started emerging with open coding and analysis of initial interviews, 

further participants and settings were identified. In the second stage, stratified purposeful 

sampling was used to select cases within sub-groups of stakeholders. In the third stage, 

a deliberate selection of participants was done to determine whether the emerging theory 

held up under a variety of circumstances as per the process defined by Corbin and 

Strauss (1990). This approach was implemented with an aim to identify a core category 

which “accounts for most of the variation in the data” (Corbin and Strauss, 1990). In total, 

19 interviews were conducted between November 2018 and December 2019.  

3.4.5 Setting 

Interviews were conducted at places preferred by the participants. Most interviews were 

done at the workplace of the participants. The researcher requested the participants to 

provide a quiet setting for interview. However, since the interviews were conducted at 

their offices, disruptions were observed during the conversation (interview was paused at 

this stage and resumed later). The study participants were from the governorates of Cairo, 

Alexandria, Giza, Behira and South Sinai. A map of governorates in Egypt is given below 
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in figure 11. Since the Ministry of Health is based in Cairo, the majority of the participants 

were from Cairo. Effort was made to include participants from rural settings such as 

Behira (N=1) and South Sinai governorates (N=1).  

 

Figure 11: Map of governorates in Egypt (Ahram Online, 2012) 

3.4.6 Recruitment 

The identification and recruitment of the participants was done in the following manner:  

 a functional organogram of the Ministry of Health was used to identify key sectors 
related to pandemic preparedness and response  

 a list of key position holders in identified sectors/institutions was developed  

 the initial sample was drawn, based on the role of the person in pandemic 
preparedness and response, using criterion sampling; in the second and third 
stages of sampling, information-rich, relevant participants (based on emerging 
themes from initial coding and analysis) were identified  

 the identified participants were contacted for their availability and willingness to 
participate in the study by telephone, email or face-to-face, and   

 confirmation of availability, and willingness of the participant, was used to decide 
on his/her recruitment. 
 

Pandemic preparedness and response is multifaceted and involves a variety of 

stakeholders. Even within the Ministry of Health, several departments and teams are 

involved in the planning and implementation processes of pandemic preparedness. Every 

effort was made to select a group of participants from a variety of departments and teams, 

thereby capturing varying perspectives, in order to develop an in-depth understanding of 
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the issues and potential solutions. Interview participants included both male and female 

participants to capture gender differences in the data (Male N=13, Female N=6).  

 3.4.7 Data-collection tools 

An interview guide was developed for the key informant interviews. The guide included 

an introduction, key questions, probing questions and closing questions (see text box 10). 

The guide was modified as different interviews were conducted, based on responses 

given by the participants, to gather as rich information as possible. The guide was 

developed in the English language. However, since Arabic is the predominant language 

in Government offices in Egypt, an Arabic version of the guide and other tools were 

developed and used. I maintained a diary in which important notes were taken during the 

interview, and observations were recorded after the interview. According to Alvesson 

(2003) the researcher should consider the impact of the social settings in which interviews 

are held, such as the background of the participant, experience, gender, age, etc. 

Keeping this aspect in mind, I maintained the research diary and recorded useful 

information wherever available or observable.  

Text box 10: Key elements of the Interview Guide 

 

3.4.8 Data collection  

Interviews were conducted in English or Arabic depending on the interviewee’s 

preference. Each participant was asked his/her language preference at the time of 

confirmation of availability for interview. I conducted English-language interviews (N=16) 

while an expert interviewer/data collector conducted the Arabic-language interviews 

(N=3) in my presence. I trained the data collector on tools and a mock-interview exercise 

was conducted to ensure that both the data collector and I agreed on process and 

methodology of interviewing. Later, the data collector transcribed and translated the 

Arabic interviews into the English language for analysis purposes. I reviewed the 

transcripts and clarified issues with the data collector.  

Questions about:  

 Role of the participant, responsibilities related to pandemic preparedness, response  

 Views on avian flu outbreaks, potential of pandemic triggering in Egypt, impact on 

health-system, society 

 Information about the national pandemic preparedness plan; activities of pandemic 

preparedness conducted by Ministry of Health  

 Perspectives on key challenges and opportunities to effectively prepare for future 

pandemics in Egypt  

 Views on recommendations to address the highlighted challenges to be potentially 

addressed by Ministry of Health; and   

 Other opinions. 
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Before each interview, 5 to 10 minutes were spent on rapport-building, in which I, or the 

data collector, discussed the background of the study and its expected outcome, and 

answered any questions the participant asked. All except two interviews were tape-

recorded after securing permission from the participant. All participants were offered, at 

the end of the interview, an opportunity to read the transcript and confirm its accuracy. 

For those interviews in which the participant did not agree to be recorded, written notes 

were taken by the data collector. For documentary analysis, the researcher obtained the 

national Preparedness Plan for Pandemic Influenza 2018-2019 from the Ministry of 

Health (Ministry of Health and Population Egypt, 2018) while secondary data were 

obtained from the WHO and searched through the internet. 

3.5 Ethical considerations 

The study was approved by the Research Ethics Approval Committee for Health 

(REACH) at the University of Bath, UK. Additional approval was also obtained from 

Human Link (http://human-link.org/blog/), a local, registered non-profit research 

organization with an Institutional Review Board (IRB) registration. In the case-study 

method, it is often difficult to predict in advance what kind of ethical issues will arise 

(Haines, 2017) and often qualitative researchers face challenges at different stages of the 

research process (Sanjari et al., 2014). To the best extent possible, I attempted to ensure 

key principles of research ethics were adhered to, specifically informed consent, 

anonymity, confidentiality, potential impact of the researcher’s bias on participants and 

the findings of the study and vice versa.  

3.5.1 Informed and voluntary consent 

Participation in the study was voluntary and uncoerced. No payment was made to any 

participant for contributing to the study. The following steps were taken to inform 

participants about the purpose of the study, their expected role, any risks associated, and 

the likely outcome of the study: 

a) A detailed project-information sheet and a consent form were prepared in English and 

Arabic (Appendix II).  

b) Each participant, when approached to participate in the study, was provided with the 

project-information sheet and given the opportunity to discuss it usually day before 

the interview day. 

c) On the day of the interview, a hard copy of the information sheet was provided to the 

participant along with the consent form for reading and signing. 

d) Before the interview, the participant was briefed about the right to withdraw from the 

study at any point, or to request that recording of the interview was stopped.  

Nevertheless, the informed-consent process does face certain challenges (Sanjari et al., 

2014) and is far from being straightforward (Alderson and Goodey, 1998). For example, 

it was assumed that the participant had fully understood the context, scope, process and 

implications of the study well before the interview. However, language is barrier in this 

assumption as English was not the first language of any participant.  Sometimes 



67 
 

participants may say yes without fully understanding the risks associated in an attempt to 

not to appear non-cooperative, and yet ignore the information provided by the researcher 

(Wiles et al., 2004). 

 3.5.2 Confidentiality 

In small sample-size studies, it is challenging to ensure anonymity, due to the detailed 

and personal information disclosed by participants at interview (Dean and McClement, 

2002, Seymour et al., 2003). However, efforts were made in this study to ensure that 

adequate confidentiality safeguards were in place. Each participant was assigned a code 

and his/her other elements of identity were removed before data coding. I kept the signed 

form and other information secure. All written and digital audio files were stored on a 

password-protected computer, to which only I had access. The data collector was not 

given access to these items after the process of interviewing and transcription was over.   

Anonymized files of transcripts were provided to the second coder, who neither lives in 

Egypt nor is familiar with the study setting and participants. All participants were well 

informed of the nature and potential implications of the study. Participants were reminded 

that they were participating voluntarily and could leave the study at any time. They were 

also informed that the data will be kept for at-least ten years. However, under the UK’s 

Data Protection Act, they can, at any time, ask for access to their information and data, 

and may also request its destruction.  

3.6 Data Management  

All interviewees’ files were stored on a password-protected device file. All data were 

encrypted and only I can access those. Participants; information was anonymized as 

detailed in the research-ethics application and the data-management plan submitted to 

the University and research-approving organization. All electronic data related to this 

study will be protected in accordance with the UK Data Protection Act. The electronic 

research data collected is to be retained for a period of at-least ten years, after which it 

can be destroyed. All interview hard copies will be destroyed upon completion of the 

study.  

3.7 Data analysis  

3.7.1 Analysis of interview data  

This case-study was driven by grounded theory as its theoretical foundation. Grounded 

theory relies on ‘progressive identification and integration of categories of meaning from 

data’ (Halaweh et al., 2008). Coding, therefore, is the critical step in the data analysis 

process to develop a theory using grounded-theory principles (Charmaz and Belgrave, 

2012). According to Glaser, one of the originators of grounded-theory, “the analyst humbly 

allows the data to control him as much as humanly possible, by writing a theory for only 

what emerges through his skilled induction (Melia, 1996). The integration of his 

substantive theory as it emerges through coding and sorting is his verification that the 

hypotheses and concepts fit and work and are relevant enough to suggest. They are not 
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proven; they are theory’. Following this advice, I adopted a three-step coding process 

during the data-analysis phase of this case-study:   

Step 1: Initial coding, in which I and a second coder worked on initial codes, generating 

descriptive labels inductively from the interview transcripts. These labels defined low-level 

categories among the data. The process started as soon as the interviews were 

conducted and transcription was ready. I transcribed the English-language interviews 

(N=16) and the data collector did the Arabic ones (N=3). In this coding exercise, the 

second coder and I intentionally looked for answers to questions such as “what does this 

mean? What is the participant trying to say? What is his/her main concern? What is 

actually happening in the data? The intention behind this open coding was to “constantly 

break down, examine, compare, conceptualize and categorize data” (Corbin and Strauss, 

1990). Initial coding was somewhat tedious and repetitive. However, discussion with the 

second coder assisted greatly in sorting out confusion and agreeing on a set of codes. 

An example of stage 1 is given in Table 9 given below.  

At this stage, simultaneously memo-writing was carried out. In each memo, important 

information related to the interview was recorded e.g. the impressions of the interviewer 

about the participant, setting, comparing/contrasting the pre-interview opinion of the 

researcher with the information provided in the interview. The memos were later also 

helpful in capturing the concerns and point of view of the participants and linking them to 

the overall context of the study. A sample memo is given in the text box 11 below:  

Text box 11: Sample interview memo  

 

 

 

 

 

 

The interview went very well. It was organized in the lobby of a hotel where the participant 

was conducting a meeting and agreed to spare time for this interview. A retired, senior 

person with extensive experience in influenza surveillance and pandemic planning shared 

his frank opinion about successes and challenges of the health-system in the country. He 

was quite articulate in emphasizing that the Government has done its best, however, 

pandemic planning is a complex business and there is no straightforward solution to the 

challenges. He was quite clear on the role of economic factors and its linkages with efforts 

of Government to address avian flu outbreaks in the country. He was less elaborative on 

weaknesses in the system. I realized that he was quite proud of his work on flu planning 

and believed that what he and others did or were still doing is the best they could in the 

circumstances. He was quite fluent and did not need much probing on the points raised 

except on weaknesses or issues with the system where he appeared reserved.   
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Table 9: Example of open coding at stage 1  

 

Stage 2: Axial (or focused) coding was done based on initial codes. This step is 

considered the cornerstone of grounded theory (Corbin and Strauss, 1990). It was done 

with the intention of identifying which codes are more important and most relevant to the 

study analysis. At this stage, relationships between categories and concepts reflected in 

initial codes were investigated and clarified. A coding paradigm, as advised by (Corbin 

and Strauss, 1990), was constructed using three main features: “conditions”, “actions-

interactions” and consequences or outcomes”.  

Stage 3: At the third stage of data analysis, different categories of data were transformed 

into a theory through selective coding. Here, answers to questions such as “what is the 

research all about?, what seems to be going on here” (Vollstedt and Rezat, 2019) were 

Open code  Properties  Example of participants words  

Virus mutation  Threat of 
mutation  

 Unpredictability 
of mutation  

 

 Problem that we may face is from 
the mutation 

 Maybe some of the viruses show 
some mutation that bring a more 
vigorous outbreak 

 When we don’t know the extent 
of virus virulence  

Probability of virus 
mutation  

 Not now but 
probable 
mutation  

 Environment 
factors and 
unpredictability 
favor the chance 
of mutation  

 Until now we have no mutation 
but we don’t know  

 Pandemic potential for the 
emerging viruses cannot be 
guaranteed   

 Environment changes may favor 
the viability and transmissibility of 
virus from human to human 

Virus coinfection   Coinfection of 
viruses exists  

 Coinfections lead 
to virus pandemic   

 So there is coinfection which is 
terrible  

 Coinfection in the same bird, so 
you have two viruses infecting 
the same host, could create new 
virus which could have pandemic 
potential  

Vigilance on 
mutation 

 Proactive 
approach  

 Necessary 
readiness  

 Past, present 
analysis  

 We keep an eye on virus for any 
changes  

 Sometimes mutation happens but 
try to have the primers and 
agents for detection of avian or 
any other influenza  

 When you compared the viruses 
of that specific year in the poultry 
versus a couple of years before, 
there was no difference  
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sought out among the available data categories.  An example of stage 2 and 3 is given in 

table 10 below.  

Data analysis benefitted from two people doing the coding (e.g. me and a second coder).  

Both the second coder and I held several Skype discussions to agree the coding scheme. 

The second coder was a qualitative researcher based in another country and did not have 

any direct link with the study, study participants or their context. The process added more 

accuracy, clarity and improved decision-making on what to include or exclude in the 

analysis. NviVo version 12 computer software was used to facilitate data coding and 

analysis.  

Table 10: Example of axial and selective coding at stages 2 and 3 

 

3.7.2 Analysis of national Preparedness Plan for Pandemic Influenza    

The national Preparedness Plan was reviewed using an Microsoft Excel-based checklist 

tool (snapshot of the tool is given below in table 11), developed from the WHO guidance 

on pandemic preparedness planning (WHO, 2018a) (WHO, 2005b). The tool included 80 

questions, each identifying a binary indicator of level of preparedness, derived from the 

WHO Checklist. Answers were recorded as Yes or No. If the answer was “Yes” (i.e. the 

required information was reflected in the Plan), a score of 1 was assigned, 0.5 was given 

if partial information was available, and 0 if there was no information given in the Plan. 

Later aggregated scoring and a percentage were calculated to develop an overall 

understanding of the completeness of the Plan and its individual key components. Two 

assessors (an external expert and I) used the tool to score the national Plan. The expert 

was an epidemiologist and academician (a PhD) who had experience of research in 

influenza and pandemic preparedness. The expert had more than 10 years of work 

experience in providing technical expertise on influenza and associated issues to different 

organizations. I engaged him to provide technical peer review support in voluntary 

capacity.  

Both of us read the Plan section-by-section and scored the information using the tool. 

Once the scoring was complete, we compared notes. There was an initial difference of 

opinion regarding the level of detail provided in the relevant section and how each of us 

looked at it to answer the Yes, partial or No criteria. This was resolved by discussion and 

developing mutual consensus on scoring in the relevant section.   

Open codes  Axial codes  Selective code   

Virus mutation, 
probability of virus 
mutation, Virus 
coinfection, vigilance 
on mutation  

 Believing that 
virus mutation 
and coinfection 
can cause 
pandemic and 
require alertness  

 Risk of emerging pandemic  
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Table 11: Snapshot of the SCORING tool  

1. Preparing for an emergency  

Yes No 

E
s

s
e

n
ti

a

l 

D
e

s
ir

a
b

l

e
 

S
c

o
ri

n
g

 

1.1 

Is there a national planning committee/structure 
suggested that has a coordinating role for pandemic 
preparedness 

  

X   1 

  
1.1.1 If yes has a list of suggested members included 

  

X   1 

  1.1.2 Does the list include members from other sectors 
 

 

X   1 

  1.1.3 Have roles been identified for the members of 
the committee 

  

  X 1 

1.2 
Does the plan mention in detail sub national plans 

  

X   0 

1.3 

Legal frameworks suggested which is in line with 
international legislation (IHR 2005) 

  

X   1 

 

This scoring tool was peer reviewed by an expert in pandemic preparedness planning 

who was enlisted to provide advice. Similar scoring schemes were used by (Malik et al., 

2018) and (Ortu et al., 2008) to assess the quality and the completeness of pandemic 

preparedness plans of several countries. A comparison of the tool used in this study with 

similar ones used by other researchers is given in table 12 below.  

Table 12: Comparison of tools used to review pandemic preparedness plans by this study 

and previous studies  

Tool used in this study  Tool by Malik et al. (2018) Tool by Ortu et al. (2008)  

Key areas covered:  
Preparing for an 
emergency, Surveillance, 
Case investigation and 
treatment, Preventing 
spread of the disease in 
the community, 
Maintaining essential 
services, Research and 
evaluation, 
Implementation, testing 
and revision of the 
national plan 

Key areas included: preparation, 
surveillance, prevention and 
containment, case investigation and 
treatment, risk communication  
 

Key areas covered: 
planning and 
coordination, surveillance, 
public health 
interventions, case 
management and 
healthcare system 
response, maintenance of 
essential services, and 
communication 

Focus: Egypt only  Focus: 7 countries of the WHO 
Eastern Mediterranean Region 
including Egypt    

Focus: 35 countries of the 
African Region including 
Egypt 

Plan version 2018-2019  Plan version 2015 Plan version 2007 

Total indicators: 80 Total indicators 79 Total indicators 102 

Method used: scoring   Method used: scoring  Method used: scoring  
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The scoring tool was developed using WHO guidance on pandemic preparedness 

planning. However, WHO guidelines and technical advice have sometimes been criticized 

in literature. Despite that this UN organization has a particular focus on the needs of low- 

and middle-income countries and the scope of its guidelines is vast (Norris and Ford, 

2017). Improvements in the guideline-development process, ensuring rigor and criteria 

for monitoring of implementation, have been suggested (Burda et al., 2014). The 

guidance used to develop the scoring tool in this study was developed by WHO in 2005 

(WHO, 2005b). More recently, another document entitled “A checklist for pandemic 

influenza risk and impact management: building capacity for pandemic response 2018 

update” was issued in 2018, mentioned as an “updated” version of this document (WHO, 

2018b). However, since the Preparedness Plan of Egypt (2018/19) was developed using 

the 2005 checklist, we used the older version to develop the scoring tool (Ministry of 

Health and Population Egypt, 2018).  

The WHO guidance document is focused on disease outbreak and public-health 

measures to counter it. However, as the COVID-19 pandemic has shown, pandemics are 

not just public-health events but have significant socio-economic and political impact 

(Nicola et al., 2020) as well. It is understandable that covering a wide range of socio-

economic and political advice may fall outside of the scope of a WHO guidance document. 

However, appropriate referencing can improve the holistic nature of preparedness 

planning advice in this important document. The WHO has been encouraged to evaluate 

its guidelines development process (Norris and Ford, 2017). The 2005 and 2018 WHO 

documents on preparedness planning do not mention any specific evaluations 

undertaken on implementation of this advice in countries.  Mounier-Jack and Coker 

(2006b) used the 2005 WHO guidance to assess pandemic plans of European countries 

and were criticized for their approach (Declan, 2006) being too limited.  

The information collected through the scoring tool was triangulated with a WHO report of 

Joint External Evaluation which was obtained from the WHO office in Egypt. According to 

WHO (2018g), a ‘joint external evaluation (JEE) is a voluntary, collaborative, multisectoral 

process to assess country capacities to prevent, detect and rapidly respond to public 

health risks whether occurring naturally or due to deliberate or accidental events. The 

JEE helps countries identify the most critical gaps within their human and animal health-

systems in order to prioritize opportunities for enhanced preparedness and response’. 

The Report of Joint External Evaluation (JEE) of IHR Core Capacities of Egypt documents 

the findings of a review process conducted by WHO in September-October 2018 (WHO, 

2018f).  
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3.7.3 Analysis of secondary data documents  

Document analysis is often used in the grounded theory approach to complement and 

sometimes as key component of the research process Bowen (2009). According to Glaser 

and Strauss (2017), document analysis can be helpful in theory building, however, the 

author’s “ingenuity” is an important element to achieve this objective. The 35 documents 

analyzed in this study were a mix of policy, strategy and review reports issued by the 

Government, the UN and non-UN organizations. All documents except the JEE report are 

publically available. The JEE report was obtained from the WHO through personal 

communication. The documents were included or excluded based on relevance of topic, 

source of authenticity, date of publication, content quality and completeness of the 

document (Triad, 2016). A theoretical sampling approach was used in the analysis: I 

looked for concepts with theoretical relevance to the evolving theory (Glaser and Strauss, 

2017). Data were coded and clustered around themes, which were later used together 

with themes emerging from key informant interviews to discover the theory on 

preparedness. The analysis, besides contributing to theory development, was also useful 

in informing the interviews. One of these documents, the JEE report, was also used to 

draw a comparison with the outcome of in-depth reviews of the national Preparedness 

Plan. 

According to WHO (2018e), the JEE exercise was conducted in Egypt between 

September and October 2018. The exercise aimed at assessing country’s (Egypt) 

capacities and capabilities relevant to the 19 technical areas of the JEE tool (WHO, 

2018g) for providing baseline data to support country’s efforts to reform and improve their 

public health security. It was a peer review exercise conducted by a group of experts from 

UN and non UN organizations including WHO, FAO, US CDC and independent expert 

consultants hired by WHO. The exercise was largely done based on documents review 

and site visits were limited. The report did acknowledge some limitations including limited 

duration of the exercise (1 week), limited site visits and most documents being in Arabic 

language which was not a common language for most of the JEE team members. The 

report noted that the entire process of this evaluation, “including discussions around the 

scores, the strengths, the areas that need strengthening, best practices, challenges and 

the priority actions should be collaborative, with JEE team members and host country 

experts seeking full agreement on all aspects of the final report findings and 

recommendations”. 

3.8 Study limitations 

3.8.1 Data collection on a sensitive topic 

This study encountered several limitations. Foremost was data collection from 

Government civil servants on a topic perceived as “sensitive”. According to Elmir et al. 

(2011) any topic can be sensitive for a research participant. However, topics with potential 

to cause harm or evoke emotions, anxiety or fear can be classified as “sensitive” research. 

Egyptian public-sector bureaucracy has been reported as slow and corrupt (The 
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Economist, 2016).  In 2013, through a military coup, the current President and former 

military general replaced the democratically elected Government (The Financial Times, 

2016). Both the existing weaknesses in the Government system and the military-

dominated security systems affected the efforts to collect data from Government officials 

during this study. There was a high number of refusals among potential interviewees. 

Some participants openly cited the reason of not participating in such studies to avoid any 

trouble with Government authorities as “Government has forbidden any communication 

with anyone on any Government related matter it being a sensitive topic”. Some 

participants were willing to be interviewed, however, they were reluctant to sign the 

consent form, or to be recorded or identified in any way possible.  

To address this problem, I adopted a multi-pronged approach. Those who were 

interviewed were requested to help identify other willing participants and where possible 

an introduction was requested. I also approached Government officials who had recently 

retired. I found that retired participants were more open to discussion than those who 

remained employed. However, a general sense of anxiety was visible among all of the 

research participants. Since informed consent was mandatory, anyone who refused to 

sign the form was politely thanked for his/her time and the interview was cancelled. Those 

refusing or reluctant to be recorded were offered an option to stop the recording wherever 

they felt it was too sensitive for this to continue.  

Booth and Booth (1994) advise paying more attention to good rapport-building between 

researcher and the participant for good interviewing. Following this advice, I called each 

participant several times prior to interview in order to discuss the background to the study, 

how it would be used, and how confidentiality and anonymity would be protected. 

Sometimes I met the participant before the interview to clarify any questions s/he may 

have. The interview was then scheduled for another day, to give the participant time to 

consider their involvement. I was careful in framing the questions and providing adequate 

time to the participant to think and respond fully, a technique also deemed useful by 

Nieswiadomy (2008).  

3.8.2 Cross-cultural barrier 

I am a foreigner residing in Egypt for work. The interviewees were all Egyptians. Cultural 

and linguistic differences may have limited the degree of rapport and understanding 

between interviewer and interviewee. According to Sands et al. (2007) interviewers of 

“insider status” have advantages over those who are perceived to be outsiders. Due to 

this limitation, I felt that participants were careful in communicating during interviews, 

sometimes avoiding eye contact and communicating, non-verbally, a sense of anxiety.  

To address this barrier, I adopted a transparent approach to providing as much 

information as needed by the interviewee. Sometimes I had to reschedule an interview to 

give the interviewee time to consider the information sheet provided before interview. 

Holstein and Gubrium (1995) emphasize the need to treat the interviewee as an active 

contributor and not a “vessel” in the process. This, according to the authors, helps the 
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interviewee to open up and reveal “deeper layers of her story”. All interviewees were 

offered the opportunity to be interviewed in Arabic, i.e. their native language, or English. 

Those who preferred Arabic were interviewed by an experienced data collector in my 

presence. This was someone “of their own” culture, which helped to address the cross-

cultural issues in interviewing. Key informants who expressed satisfaction with their 

interview experience were requested to help identify other potential interviewees with 

similar criteria, a technique advocated by Shah (2004). 

3.8.3 The linguistic barrier 

Arabic is the language most Egyptians speak and use to conduct day-to-day business. 

This study was conceived and designed in the English language. I am familiar with, but 

not fluent in, Arabic. The participants were given the choice to be interviewed in Arabic or 

English. The majority (N=16) opted for English but their fluency was limited, as most had 

been schooled in the Arabic system and had learnt English later as part of their official 

business or second-language schooling. Use of different languages in interviews is a 

methodological challenge in qualitative research (Squires, 2009).  

An Arabic-speaking, expert data collector was hired to conduct interviews (N=3) in Arabic. 

However, recognizing that use of the data collector might affect the results of the study 

(Temple and Young, 2004, Wallin and Ahlström, 2006), I took the following measures. I 

ensured that data collector was well-versed with cultural context (Yin, 2017) and was 

experienced in using qualitative-interviewing, transcription and translation techniques. 

The data collector was trained by me on study instruments and I ensured that the same 

data collector did all transcription from Arabic to English to reduce the chances of the 

quality of data being affected (Twinn, 1997, Larkin et al., 2007).        

3.9 Reflexivity  

According to Green and Thorogood (2018), reflexivity is the recognition of the fact the 

researcher is part of the process of data generation and giving meanings to data. It is an 

essential element of the research process. Therefore, in qualitative research, the 

researcher as an instrument of data collection can influence the research process and 

outcome, as stated by Bahrami et al. (2015). In this study, the researcher considered 

reflexivity issues in two areas. Firstly, I reflected critically on the research process and 

that why I would ask the research question this study is posing. I am employed by the 

WHO, which works with the Egyptian Ministry of Health. During interactions with the 

Ministry of Health, I felt there were questions on preparedness in Egypt, however the 

literature was scarce and different actors had different opinions about the issues. As a 

public-health professional working on communicable diseases and emergency 

preparedness, I was intrigued by this relative “silence” around pandemic preparedness 

issues in Egypt while avian influenza had been previously documented.  What prompted 

me to do the research was the view that it could possibly uncover information and 

knowledge which will be useful in having a positive impact in case of disease outbreaks 

like avian influenza and a pandemic, both of which are unpredictable. I also found that 
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my public-health knowledge increased the flow of conversation during interviews and 

assisted in secondary-data analysis, thereby increasing the overall credibility of the study.  

The second element of reflexivity pertained to my position as a researcher and individual. 

Since I work for the WHO, which has a close working relationship with the Ministry of 

Health, to address potential conflict of interests, I declared at the start of each interview 

that although I was employed by the WHO, for the purposes of the study, I was acting as 

an independent researcher and not as a WHO staff member. I also endeavored to 

maintain a research diary during the study to record any issues relating to potential biases 

arising from my position, and to reflect on how these could be reflexively managed. The 

use of a diary is considered a valuable tool in research to inform various methodological 

and theoretical decisions (Nadin and Cassell, 2006). After each interview, I recorded 

details of each encounter (for example, the reaction of the participants upon hearing about 

my affiliation to WHO), practical issues as well as significant aspects of the process.  

I took care to provide detailed reporting of data collection and analysis. The objective was 

to strengthen the credibility of the research findings and show that the conclusions derived 

are reliable. Further, the study participants were selected using clearly defined inclusion 

and exclusion criteria, and a theoretical sampling approach was adopted in order to 

reduce selection bias.  

In order to address potential bias, an independent researcher was asked to code some 

of the data, which were then compared with my own coding, as detailed above. In case 

of a difference of opinion, as in certain codes, we discussed and settled on mutually 

understandable codes. The opportunity was provided to the participants to review the 

transcript of their interview. Triangulation was done by comparing the findings with 

proposed activities in the national Plan and secondary data sources, e.g. WHO reports. 

During interviews, I tried to avoid reacting to responses in ways that would imply approval 

or disapproval, and consciously endeavored to create an environment in which 

respondents felt that they could answer questions truthfully. Attention was paid to 

effective rapport building and communication, with an average of 5-10 minutes spent 

before each interview chatting to the participant to set them at ease. Both my academic 

supervisor and practice-based supervisor regularly provided their advice at different 

stages of the research process. Their advice was useful in strengthening the objectivity 

and specificity of the research.  

3.10 Rigor  

To bring rigor to qualitative, inductive research like this study, Gioia et al. (2013) have 

proposed adopting a systematic approach while conducting the study and writing results. 

The study used the approach suggested by these authors, which entails: 

• Adopting a conscious and alert attitude while conducting, interpreting 

interviews which helped adopt the informant`s view but kept the researcher 

aware of a “higher-level perspective” which is necessary for theorizing. I took 
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notes during interviews, in addition to audio recording. I coded each transcript 

and sought help of an independent coder to do the same;  

• Keeping focus in the initial interview protocol on the research question 

and aiming to ensure flexibility in the later stages as the research progresses. 

I adopted criterion sampling, later followed by theoretical sampling, to ensure 

flexibility and diversity of output;   

• Following a data structure approach in the analysis phase where 1st-order 

concepts (many) emerging from initial interviews, second order themes (some) 

and aggregate dimensions (few) (i.e. using open-axial and selective coding 

schemes) helped construct a picture; and 

• Writing a narrative in which the reader can clearly see data structure 

presented in analysis within the grounded theory model.   

The following table 13 adapted from Gilson (2012) provides a summary of the different 

phases of the case-study design adopted in this study, and how rigor was embedded into 

each phase:  

Table 13: Reflection of rigor in different stages of the study  

Criterion for 
trustworthiness  

Case-study approach and actions performed 
to reflect rigor in this study  

Phase of study  

Confirmability  • conducting literature review  
• using multiple sources of data 

collection and analysis 
• triangulation of results 
• providing opportunity to participants to 

read the transcript   

• Research 
protocol 
development 

• Data collection  
• Thesis writing   

Dependability  • Development of case-study protocol  
• Developing data sets and database  

• Data collection  

Credibility  • Pattern matching 
• Explanation building  
• Triangulation 
• Investigation of negative cases  

• Data analysis  

Transferability  • Rich description of data-collection 
process   

• Contrast and comparison of results 
and findings with available literature  

• Thesis writing  
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Chapter Summary 

The discipline of HPSR provides a systems lens to be used to unpack complex issues 

like pandemic preparedness. The study used mixed methods with a dominant qualitative 

component to develop this case-study. An interpretivist approach was undertaken to 

understand the complex causality in pandemic preparedness in Egypt where 

epidemiological, socio-economic and political factors appear to influence health-sector 

and systems preparedness. Egypt’s national policy on pandemic preparedness was 

critically reviewed by using a quantitative-scoring tool. Other key documents of the 

Government and international organizations which provide support to Government of 

Egypt were analyzed.  

Key informant interviews with 19 policymakers and key implementers at the Ministry of 

Health were conducted in Cairo and other governorates. Grounded theory was used to 

conduct the interviews and develop the analysis. Secondary data sources were used, 

including reports from the WHO to triangulate the emerging information. Theory of change 

was used to bridge the grounded theory findings with recommended actions for the 

Ministry of Health to improve preparedness. Several limitations were faced during the 

data-collection phase, such as reluctance of Government officials to discuss weaknesses 

in official policies. Reflexivity and rigor were addressed by providing details of the process 

and outcome.  

The next chapter presents the results of the documentary analysis including a 

completeness review of the national Preparedness Plan for Pandemic Influenza and other 

selected documents of Government of Egypt and international organizations on pandemic 

preparedness in Egypt.  
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CHAPTER 4: A DOCUMENTARY ANALYSIS OF NATIONAL PREPAREDNESS 

POLICY PLANNING: KEY FINDINGS  

4.1 Introduction 

This chapter presents the findings of the documentary analysis, and attempts to 

triangulate the emerging information with a validation report issued by the WHO. The 

policy-planning analysis is divided into three sub-sections:) an in-depth completeness 

review of the national Preparedness Plan for Pandemic influenza; b) a review of key 

policy, strategy and implementation documents; and c) a comparative review of the 

national Preparedness Plan and report of the Joint External Evaluation (JEE) of 

International Health Regulations (IHR) core capacities of Egypt issued by WHO in 2018.  

4.2 In-depth completeness review of the national Preparedness Plan for Pandemic 

Influenza   

The Egyptian Ministry of Health developed its first national plan for prevention and control 

of avian and human influenza in 2007 (Bank, 2014). The second version of this plan was 

introduced in 2009 during the H1N1 influenza pandemic. The third version was published 

in December 2018 (Ministry of Health and Population Egypt, 2018). However, according 

to some of the study participants, there were several iterations of this national plan 

between 2009 and 2018. The following review has been conducted using the third version 

of this plan titled “Preparedness Plan for Pandemic Influenza 2018-2019”. The Plan was 

reportedly developed by the preventive sector (a de facto department) of the Ministry of 

Health with the involvement of other departments and the WHO office in Egypt. There is 

no publically available description of the process undertaken to develop this Plan, or a list 

of contributors other than the preventive sector of the Ministry. 

This completeness review, using an assessment scale, developed based on WHO 

guidance on influenza pandemic preparedness planning, (see text box 12) revealed 

mixed results identifying strengths and deficiencies of the national Preparedness Plan. 

The Plan scored 60% in aggregate, revealing gaps in completeness and compliance with 

the WHO guidance. Four out of six of its key thematic components scored 60% or more, 

one achieved 39% and one scored 0%. Detailed scoring is available in Appendix III. The 

below tables (14, 15) and figures (12, 13) provide the individual and aggregate scoring 

for each of the six thematic areas mentioned in the Plan.   

Among the six thematic areas of pandemic planning, the highest score was for the section 

on prevention and containment of disease in the community (74%), followed by preparing 

for an emergency (72%), case investigation and maintaining essential health services 

(60%). The surveillance section scored 39%, while information regarding implementation 

and revision of the national plan was missing from the document.  
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Text box 12: Essential elements of the WHO Checklist for influenza pandemic 

preparedness planning (WHO, 2005b) 

 

 

Figure 12. Review of Egypt’s national Pandemic Preparedness Plan: overall completeness 

score (%) based on WHO’s guidance   

59%
28%

13%

Yes No Partially

 Preparing for an emergency includes items which should be considered in case of a 

national emergency (e.g. a pandemic), such as political and bureaucratic commitments. 

 Surveillance provides the data for decision-making and evidence-driven interventions. It 

includes items such as: who should be responsible for data collection; how the national 

system coordinates with sub-national systems, etc. 

 Case investigation is dependent on diagnostic capacity to quickly confirm the suspected 

cases.  It includes items such as the system to detect, test and report flu cases. 

 Preventing the spread of the disease in the community addresses non-medical 

interventions which are additionally required to prevent spread of the disease, such as 

voluntary or forced quarantine. 

 Maintaining essential services includes continuity of provision of health services in a 

pandemic, such as contingency plans to cope with shortage of healthcare workers 

 Implementation, testing and revision of the national plan in light of new evidence 

includes benchmarking progress in implementation and keeping the plan updated with 

new information and knowledge. 
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Table 14: Percentage scoring of thematic areas  

Thematic area  % Score  

Preparing for an emergency (Phase 1-5) 72% 

Surveillance (Phase 1-3) 39% 

Case investigation and treatment 60% 

Prevention and containment of disease in the community  74% 

Maintaining essential health services 60% 

Implementation and revision of the national plan in light of 
new evidence  

0 

 

Table 15: Scoring details of indicators under each thematic area  

 

 

Thematic area  Total no. of indicators 
in thematic area 

Scoring of indicators  
(1=fulfilled, 0=unfulfilled, 
0.5=partially fulfilled 

Preparing for an emergency (Phase 1-5) 18 indicators  13 indicators scored “1”; 4 scored 
“0” and 1 scored “0.5”  

Surveillance  19  indicators 7 indicators scored “1”; 8 scored 
“0” and 4 scored “0.5”  

Case investigation and treatment 16  indicators 9 scored “1”; 4 scored “0” and 2 
scored “0.5” 

Prevention and containment of disease in 
the community  

19 indicators   14 scored “1”; 2 scored “0” and 3 
scored “0.5” 

Maintaining essential health services  5  indicators 3 indicators scored “1”; 2 scored 
“0”  

Implementation and revision of the 
national plan in light of new evidence 
  

3  indicators 3 indicators scored “0” 
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Figure 13: Completeness (%) score of each thematic area in the Preparedness Plan  

4.2.1 Preparing for an emergency: This section provides the details of inter-sectoral 

response action by the Government in case of an influenza pandemic. It mentions a 

Supreme National Committee as the highest coordinating body. The Committee is made 

up of representatives from ministries such as Health, Agriculture, Local Development, 

Environment, Defense, Foreign Affairs, etc. However, the Plan does not include detailed 

information regarding four areas which are part of WHO guidance in this section of the 

pandemic planning. These include: 1) preparedness plans at a sub-national level, 2) 

integration of the pandemic plan into broader disaster/emergency-preparedness and 

response plans, 3) details of communication with the health-sector in case of a pandemic, 

and 4) targets and milestones of plan implementation. Each of these areas are important 

for effective preparedness and response to influenza pandemic. For example, sub-

national planning is required to make decisions, deploy resources and deliver a response 

to the rapidly changing situation of a pandemic. 

4.2.2 Surveillance: The surveillance section of the Plan is based on the WHO “pandemic 

phases” classification (i.e. intra-pandemic, alert, pandemic, transition). In addition, the 

plan provides details of vaccination protocols for diverse population groups throughout 

the different stages of a pandemic. Information regarding Infection Prevention and Control 

(IPC) at a health-facility level is also adequately reflected. It does not, however, provide 

details of the surveillance system at sub-national levels, e.g. governorates, or the linkages 

between national and sub-national surveillance systems. Similarly, it is not clearly 

mentioned how surveillance data will be used for decision-making in case of a pandemic. 

For example, it does not mention the endemic line (threshold line) which predicts an 

influenza outbreak, and does not describe the trigger to change from one phase of 

pandemic alert to another, identifying a weakness.   

4.2.3 Case investigation and treatment: This section refers to an existing network of 

both national and regional centers for rapid testing of potential influenza cases through 
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National Influenza Centers (NICs), surveillance sites for Severe Acute Respiratory 

Infections (SARI) and Influenza-like Illness (ILI) in the country. Additionally, dedicated 

treatment protocols after clinical diagnosis are mentioned. Information regarding 

maintaining the stockpiles of antivirals for treatment for outbreak control and the expected 

national and sub-national response mechanisms to potential outbreaks are mentioned. 

The section also aligns case-reporting protocols with the WHO case definition. Biosafety 

and biosecurity measures, however, are not mentioned in detail in the Plan. Such 

measures are important because high threat pathogens like H5N1 influenza viruses are 

being tested in diagnostic centers run by the Ministry of Health.   

4.2.4 Prevention and containment of disease in the community: This is one of the 

well-addressed components of the plan. It elaborates public-health measures to be taken 

in case of the spread of pandemic. It includes information on use of vaccination, early-

treatment options, social-distancing measures, the use of different health workers and 

resources such as NGOs and the private sector. However, there are two elements which 

are either inadequately mentioned or not addressed at all: a) educating the community, 

and b) infection control in animal and bird settings, the latter of which is important in the 

context of the pandemic potential of avian influenza. The role of NGOs and the private 

sector are also nominally mentioned.   

4.2.5 Maintaining essential services: The plan, under this section, elaborates the 

expected services to be provided in case of a pandemic at the primary, secondary and 

tertiary levels of health-service delivery. It provides information regarding expected 

services to be provided by various cadres of health workers, volunteer staff, trainees or 

students from health institutions, retired staff and health community workers (HCWs) in 

the country. However, the sections does not provide details, e.g. the number of existing 

health-care facilities, the size of the health workforce in the country or the number of 

health staff and/or volunteers who could be mobilized during a pandemic, thereby 

identifying a weakness in operational planning.    

4.2.6 Implementation and revision of the national plan in light of new evidence: This 

essential element of pandemic preparedness planning is missing significant details. The 

document does not mention whether there is a plan-review mechanism for its 

implementation or the frequency at which revision of the plan will be carried out. Although 

the document refers to “continuous risk assessment” throughout various phases of a 

pandemic, it does not explain whether there are mechanisms to assess the effectiveness 

of measures proposed to be taken after the risk assessment. Information on monitoring 

or evaluation of the implementation of planned activities is missing, revealing a major 

weakness in both the operationalization of the plan and accountability aspects. The Plan 

did mention research, but only in generic terms and did not specify actions. The Plan also 

mentions that there is a separate Government entity (the “National Organization for 

Research and Control of Biologicals”), which handles all research.  
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4.3 A review of selected policy, strategy and other planning documents of the 

Government and international organizations    

This component of the review analyzed key documents issued by the Government of 

Egypt or international organizations which support Government in pandemic 

preparedness. The review was expected to further improve my understanding of the 

context of influenza and preparedness in Egypt. It was intended to identify information 

which could be investigated as part of the key informant interviews. It was also needed to 

identify and track any change and developments in influenza prevention and control and 

preparedness-approaches in the country over time.   

Thirty-five documents were reviewed in total as part of this analysis. Out of these 35, 11 

were included in the final analysis. Table 16 given below provides a summary of document 

content and emerging key themes in the analysis. The analyzed documents were a mix 

of policy, strategy and implementation review reports. All documents were publically 

available except the report of Joint External Evaluation, which was obtained from the 

WHO office. Either the Government of Egypt or international organizations representing 

a mix of UN, non-UN development partners authored these documents. A detailed 

analysis of the contents of these 11 documents is given in Appendix IV.  The analysis is 

divided into three categories based on emerging themes: a) documents mentioning 

political commitment b) documents referring to health sector preparedness and c) 

documents which include information related to international support and coordination. In 

several documents, one, two or three themes have been discussed. Therefore, same 

document has been mentioned multiple times in the annexed matrix.   

4.3.1 Political commitment 

All analyzed documents mentioned Government leadership and political commitment to 

preparedness. However, this commitment was generic for preparedness regarding 

infectious-disease threats and not specific to pandemic influenza. The national vision for 

development refers to compliance with requirements of IHR (a global legal instrument of 

preparedness against spread of diseases and health risks) as a key performance 

measure. The documents mention enactment of laws and regulations, mostly required by 

IHR. However, implementation measures were not mentioned. None of the documents 

authored by the Government was clear about financing for preparedness activities. 

International organizations, including the World Bank, USAID, CDC and WHO, were 

explicit in mentioning financial support to strengthen preparedness in their documents.   

The White Paper: Framing National Health Policy, issued by the Government of Egypt in 

2014/2015 (EMRO, 2014), states (page no. 03) “The role of the state should be 

fundamental and central to achieving health goals. The Government’s role needs to be 

strengthened both in the provision of public health services and in increasing investment 

to correct market failures. This includes improving the safety and quality of public health 

services with a focus on the key health priorities: Hepatitis C, NCDs, MCH, Influenza, 

Nutrition, etc.” 
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4.3.2 Health-sector preparedness 

Health-sector preparedness – the preparedness activities by the Ministry of Health or 

other organizations – was mentioned in most (8 out of 11) of the analyzed documents. 

Only one Government document “Egypt Vision 2030”, the national vision for development, 

referred to IHR preparedness (Egypt, 2014). Documents produced by the international 

organizations discussed preparedness in different aspects such as planning, 

implementation, monitoring, evaluation and reporting of activities or mechanisms.  The 

2018 report of the Joint External Evaluation provides an exhaustive review of health-

sector ability to prevent, detect and respond to public-health threats such as pandemic 

influenza. This report has been used later in this findings section to present a comparative 

analysis vis-à-vis the national Preparedness Plan.  

Epidemiological and laboratory surveillance, health-worker training, and interventions in 

the animal-health-sector – particularly poultry – were highlighted items among 

preparedness activities mentioned in reports by the WHO, the World Bank, USAID and 

CDC.  A report by the World Bank on the prevention and control of avian-influenza project 

implementation was critical of the Government, identifying weaknesses in 

implementation, particularly lack of prioritization and inadequate capacity (WorldBank, 

2012). It mentioned:   

Initial Government commitment was high, but political support for combatting avian 

influenza declined after the 2009-10 H1N1 influenza pandemic. An Integrated National 

Plan for Avian Influenza was prepared in May 2007 before the project started. But the 

Government failed to implement some critical components of the plan: they did not 

implement a compensation mechanism for farmers, and this undermined disease 

reporting and surveillance efforts. Once it became clear that the vaccination strategy was 

not working, the donor community including the Bank urged a change in strategy, but the 

Government showed a "lack of responsiveness and continued with its ineffective and ad 

hoc approach in attempting to control and manage the disease (page no. 17).  

4.3.3 International support and coordination 

Major UN and non-UN organizations were providing support and coordinating with the 

Government on pandemic preparedness, as reflected in their documents. The WHO had 

prioritized preparedness assistance to the Government in its Country cooperation 

strategy (WHO, 2018i). This global-health coordination agency was mentioned, providing 

financing and technical support through a Pandemic Influenza Preparedness Framework 

mechanism, and also facilitated monitoring and evaluation through the mechanism of the 

Joint External Evaluation exercise (WHO, 2019c).  

The World Bank provided funds for avian influenza control and strengthening of the 

health-sector in primary and secondary care, and institutional-capacity building 

(WorldBank, 2018). Funding for prevention and control or avian and other influenza was 

also discussed in documents of USAID (USAID, 2020) and the CDC (CDC, 2013), both 

entities belonging to the Government of the United States. The United Nations 
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Partnership Development Framework, a strategic agreement between UN and the 

Egyptian Government (UNITEDNATIONS, 2018), however, did not mention support for 

preparedness as an overarching priority for the UN agencies present in the country.         

USAID’s 2019 Global Health brief on Egypt (USAID, 2020) states, “Over the past 13 

years, USAID has invested more than $40 million to support Government efforts to 

prevent and control avian influenza. Although USAID/Egypt’s direct support to prevent 

avian influenza ended in 2015, additional support is currently provided through USAID’s 

Global Health Security and Development program, which seeks to reduce the risk of 

human exposure by reducing infections in poultry”. 
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Table 16: Summary of documents included in review of selected key policy, strategy and other planning documents   

Document No. title, author and 
year  

Content Reflected themes in documents 

Leadership 
and 
political 
commitmen
t 

Health-
sector 
prepared
ness 

Internation
al support 
and 
coordinatio
n 

1. Egypt Vision2030 
Government of Egypt 
(Ministry of Planning and 
Administrative Reform); 
2015 

Sustainable Development Strategy outlining economic, social 
and environmental targets, with key performance indicators 
and a monitoring & evaluation mechanism 

X X 
 

2. Health and SDGs brief 
(Egypt) 
WHO; 2016 

Summary of Egypt’s health status in relation to SDGs, 
outlining key indicators, current health-policy direction and 
partnerships, especially the development of Egypt Vision 
2030 (Sustainable Development Strategy) in line with the 
SDGs 

X 
 

X 

3. UN Partnership 
Development Framework 
UN Egypt and Government 
of Egypt; 2018-2022 

Framework for national development, laying out key strategic 
priority areas, aligned to the Sustainable Development 
Strategy (SDS), national strategies and SDGs 

X 
 

X 

4. White Paper: Framing 
National Health Policy 
Government of Egypt 
(MOHP); 2014 

Principles and strategic directions to frame national health-
policy development, with a focus on equity 

X 
  

5. Country cooperation 
strategy (Egypt) 
WHO; 2018 

Summary of key health indicators, the health situation, 
policies and partnerships, and WHO strategic priorities 

 
X X 

6. Transforming Egypt's 
Healthcare System Project 
World Bank; 2018 

Project-appraisal document on loan to transform healthcare 
with investments in primary healthcare, family planning, 
community activities, secondary healthcare and institutional 
capacity building (2018-2023) 

X X X 

7. Joint External Evaluation of 
International Health 
Regulations Core 

Report assessing country capacity to prevent, detect and 
respond to public-health risks 

X X X 
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Capacities (Egypt) WHO; 
2018 

8. Implementation of the 
Pandemic Influenza 
Preparedness (PIP) 
Framework in the Eastern 
Mediterranean Region 
WHO; 2016 

Report assessing implementation of the PIP framework plan 
(2013-2016), which aims to improve preparedness and 
response for future influenza pandemics 

X X X 

9. Independent Evaluation 
Group Implementation 
Completion and Results 
Report: Project for Avian 
and Human Influenza 
Control and Prevention, 
World Bank; 2013 

Report evaluating project (2007-2011) for influenza 
prevention with focus on animal health interventions, 
including evaluation of objectives, relevance and results 

X X X 

10. CDC in Egypt, CDC; 2013 Summary of key initiatives supported by the CDC in Egypt, 
including disease detection, influenza and field epidemiology 
training programs 

 
X X 

11. USAID Health and 
Population (Egypt), USAID; 
2019 

Introduction to health challenges in Egypt and the context of 
USAID involvement, and summary of key activities currently 
supported by USAID, including a programme for prevention 
and control of avian influenza 

X X X 
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4.4 Comparative review of the national Preparedness Plan for Pandemic Influenza 

and 2018 report of the Joint External Evaluation (JEE) of IHR (2005) core capacities 

in Egypt by the WHO 

This comparative review was done to seek corroboration and convergence of reflected 

information in the two documents: the national Preparedness Plan for Pandemic 

Influenza, and the JEE review report on IHR (2005) core capacities in Egypt conducted 

in 2018 (WHO, 2018f). This comparison looks at the match and divergence of information 

between “what it should be”, mentioned in the national Preparedness Plan, and “what it 

is” given in the JEE report. However, the JEE report also covers areas other than 

pandemic, therefore only matching indicators have been used for this comparison (WHO, 

2018f).  

Thirty-eight indicators, (out of 80 for the Preparedness Plan review, and 48 indicators 

(WHO, 2016b) used in the JEE report), matched, i.e. were used  in both  exercises.  In 

20 common indicators representing different technical areas of preparedness, there is a 

match of assessment between the two exercises, i.e. the positive status of completeness 

of the Plan in those areas is confirmed by the JEE report. Mostly these indicators are in 

the domains of preparing for an emergency and case investigation and treatment 

(diagnostic capacity). Eleven indicators in which the Plan was found lacking in in-depth 

review were reported adequately present by the JEE report. These indicators were 

primarily related to surveillance.  

The real-time surveillance section of the JEE report (WHO, 2018e) commenting on the 

surveillance system in the country stated that “Egypt has stepped up its surveillance 

capabilities since the beginning of the millennium and is still in the process of 

strengthening and integrating its electronic reporting system. The country is in process of 

transitioning from paper to electronic reporting, using an electronic form. In remote areas, 

Android reporting via smart phones has begun to supplement computer based reporting. 

The major limitation in the system is the lack of reporting from other than the public 

services system” (page 28).   

There was a mismatch of assessment in 4 indicators between the two exercises: 

integration of the Preparedness Plan into overall national-emergency planning; 

epidemiological investigation; infection control; and community education. Information 

regarding these was found to be missing in the Plan review. However, in the JEE report, 

these were mentioned as available but at the development stage, meaning 

implementation has started. For three indicators (communication with the public; social 

distancing/quarantine measures, and stockpiling of medical supplies) the scoring of the 

JEE report contradicted national Plan review. The latter found information on these areas 

adequate, while the JEE report found that they were in the developmental stage, meaning 

some achievement had been made in these areas but more work needed to be done. 

Table 17 given below provides the details of this comparative analysis. 
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Table 17: Comparison of status of completeness of preparedness thematic area and its confirmation by the JEE report 

Indicators used to assess the status of completeness of the national preparedness plan for pandemic influenza  Completeness 
status 

JEE 
status 

1. Preparing for an emergency ( Phase 1-5) 
  

1.1 Is there a national planning committee/structure suggested that has a coordinating role for pandemic preparedness?    

  1.1.2 Does the list include members from other sectors?   

1.3 Are there legal frameworks suggested which are in line with international legislation (IHR 2005)? 
  

1.5 Does the plan mention integrating the Pandemic influenza preparedness plan into broader disaster/emergency preparedness and response plans?   
1.6 Is a National command and control structure for managing influenza pandemic included in the plan?   

1.7 Is there a command and control center?    

1.8 Is the command and control center cross sectoral in representation?   

  1.9.1 
 

  

1.1 Is there an option for risk assessment for pandemic influenza in the country?   

1.1 Is there a communication strategy as part of the national influenza plan?   

  1.11.1 If yes does the plan give a detail on communication for the public?   

  1.11.2 Is there a strategy for communication within the health-sector?   

2  Surveillance ( Phase 1-3) 
  

  2.1.3 If yes does it describe the trigger to change from one phase to another   

2.2 Does the plan refer to the establishment of surveillance system at: 
  

  2.2.1 National level?   

  2.2.2 Provincial level?  

 

  2.2.3 District level?  

 

2.3 Does the plan mention use of an already available Disease Early Warning system or if not for the establishment of such a system?    

2.4 Has the country opted for sentinel primary care surveillance across whole of the country?   

2.6 Is there a training plan to train field epidemiologists and other staff?   

2.7 Does the plan specify the development of standard case definitions, standard protocols for case selection, specimen collection, storage and transport and its 
revision? 

  

3 Case investigation and treatment 
  

  Diagnostic capacity 
  

3.2 Does the plan mention a network of provincial or district labs linked to a national lab?   

3.4 Does the plan mention implementation of biosafety measures? The national lab should have a biosecurity levels (BSL) 3 and 4  

 

3.5 Country's capacity for outbreak response 
  

  3.5.1 Does the country have trained teams at national and sub national levels for rapid response to an influenza outbreak? If not, is there a strategy to create 
that?  
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  3.5.2 Does the country have outbreak response equipment available at national and sub-national level for an outbreak response? If not is there a strategy?   

  3.5.3 Does the plan mention in detail maintaining stockpiles of antivirals for outbreak control?   

  3.5.4 Is there a plan to develop a database for gathering information from the first case in the country?   

  Epidemiological investigation and contact management 
  

3.6 Does the plan describe the system of epidemiological investigations and collection of information at one central level?   

3.7 Does the plan mention developing a capacity to carry out epidemiological investigations?   

  Country's capacity on infection control in healthcare settings 
  

3.8 Does the plan mention the development of standards of care for infection control for each level of care starting from community centers to tertiary care hospitals?   

3.9 Does the plan mention the development of national guidelines for infection control or use of already available guidelines?   

3.1 Does the plan mention training of healthcare staff on national standards and guidelines?   

4 Prevention and containment of disease in the community 
  

4.1 Does the plan mention public health measures to be taken in case of the spread of influenza in the country?   

  4.1.1 If yes, does the plan mention educating the community?   

4.2 Does the plan mention the legal aspects of these measures such as forced quarantines and social distancing?   

4.7 Does the plan mention social distancing and quarantine measures to be taken at the community level in case of an outbreak?   

4.8 Does the plan mention travel and trade restrictions to be carried out in case of an outbreak and its coordination mechanisms with Ministries like Foreign affairs, 
transport, tourism and industries? 

  

5.4 Does the plan mention in detail the stockpiles of medical supplies, their types and their placement?   

6 Maintaining essential health services 
  

6.4 Does the plan define the number of healthcare providers by category available in the country and their deployment in a pandemic?   

 

  Completeness status of this thematic area matches with the finding of the JEE report  
  Completeness status of this thematic area does not match with the finding of the JEE report 
 There is no mention of this thematic area in the completeness tool or in the JEE report 
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Key conclusions  

This documentary review has analyzed the national Preparedness Plan for Pandemic 

Influenza and other relevant key documents issued by the Government of Egypt and 

international organizations, and triangulated the emerging information with the on-ground 

capacity validation report of JEE issued by the WHO in 2018.  The analysis identifies 

several enabling factors which can facilitate improvement in pandemic preparedness. A 

national pandemic preparedness plan is available, which addresses governance and 

implementation measures, required capacities and functional modalities of a pandemic 

response. The well-developed components of this Plan are related to health-sector 

infrastructure and capacities. Most of these capacities were corroborated by the JEE 

report. Other policy documents mention influenza and IHR (2005) as recognized issues 

by the Government. International support, in the form of technical guidance and financial 

resources, by the UN and non-UN organizations on avian influenza, pandemic 

preparedness and IHR (2005) was noted in such documents.  

The documentary analysis also identified weaknesses which compromise preparedness 

for future disease outbreaks and pandemic. The national Plan was not found to be fully 

in line with standard guidance by the WHO on effective pandemic preparedness planning. 

Inadequately developed sections of the Plan include details of operational 

implementation, revision and surveillance systems. Despite Government attention to 

influenza and IHR (2005), financing for preparedness was not discussed in these 

documents.  The JEE report identified areas of surveillance, infection control and 

community awareness where more attention was required to strengthen preparedness.  

The next chapter presents the thematic analysis of key informant interviews conducted 

with stakeholders at the Ministry of Health.  
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CHAPTER 5: MAIN INFORMANTS’ PERSPECTIVE ON BARRIERS AND 

OPPORTUNITIES IN PREPAREDNESS: KEY FINDINGS  

5.1 Introduction:  

This chapter presents the findings of interviews conducted with main informants. Face-

to-face interviews were organized with key stakeholders at the Ministry of Health (see 

table 18 for characteristics of participants). The purpose of the interviews was to gather 

a deeper insight into, and information about, the lived experience of leaders, managers 

and key implementers of influenza policy and pandemic preparedness. Five major themes 

emerged in these interviews: 1) perceptions of the disease of avian influenza, and the 

likelihood of an influenza pandemic being triggered in Egypt; 2) the reasons behind the 

significant outbreaks of 2014-2015, and the declining number of cases in later years; 3) 

the current status of pandemic preparedness in the country; 4) the individual, 

organizational and system-wide barriers and enabling factors which impeded, or enabled 

better preparedness; and 5) the participants’ views on what needs to be done to enhance 

the status of preparedness concerning the endemic nature of avian influenza in Egypt 

and its pandemic potential.        

Table 18: Characteristics of study participants  

Total number of participants  N=19 

Participant background  

Policy  9 

Implementation  10 

Preventive sector   

Central   6 

Curative sector   

Central 3 

Sub national  3 

Minister 1 

Minister advisor/cabinet  2 

Training sector  2 

Technical support and project sector  1 

Regional Health Affairs sector  1 

Gender  

Male  13 

Female  6 

Working  11 

Retired  8 

Setting   

Cairo  15 

Alexandria  2 

Behira  1 

South Sinai  1 
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5.2 Avian influenza and the risk of influenza pandemic emerging from Egypt 

 

The study participants shared the view that avian influenza was a serious public-health 

problem in Egypt. Most of them acknowledged the disease as endemic in the country. 

They mentioned circulation of H5N1 and other avian viruses in poultry and the related 

outbreaks of human infections in recent years. Several participants spoke about the 

possibility of such outbreaks exacerbating in future and initiating an influenza pandemic 

from Egypt. The Ministry of Health was mentioned to be aware of the threat posed by 

avian influenza and its potential to cause a pandemic. The participants associated the 

pandemic concern with epidemiological features of the disease, gaps in preparedness 

and other socioeconomic reasons, as exemplified in this quote:  

 

Most of the time it [the risk of potential pandemic] was moderate to high risk [in our risk-

assessment exercises]. [Because] we have many types of avian influenza [viruses 

circulating in Egypt]. Besides wide distribution [of these viruses] over 100% governorates, 

we have been concerned that there is percentage co infection between circulating viruses 

which is terrible. We are vulnerable and it [pandemic] might originate from anywhere [in 

Egypt]. [Male, Policymaker]    

 

Some of the participants did not agree with the view that outbreaks of avian influenza can 

cause a pandemic in the future. They suggested several reasons for this assertion. The 

disease epidemiology of avian influenza had changed in the recent past and the number 

of H5N1-infected human cases declined after the 2014-2015 outbreaks. Awareness 

increased among the general population. Health workers were better trained, healthcare 

facilities better equipped and the surveillance system was functioning to detect such 

events. One of the participants summarized this in the following quote:   

 

No. Now, with the [level of] preparedness and procedures [measures] taken by the 

Ministry of Health, [there] is no possibility that avian influenza outbreaks can get out of 

control and cause a pandemic. [Female, Implementer, Central level] 

 

A consensus emerged among participants regarding the serious negative impact of avian 

influenza outbreaks (and the likelihood of an influenza pandemic occurring in the future), 

on Egyptian society, the economy and the health-system. In terms of the general impact 

on society, fear and panic were seen as likely causes of social disruption. While 

describing the economic impact, participants referred to losses to the commercial poultry 

industry and backyard poultry raising, particularly in poor and rural areas. It was thought 

likely that the economy would suffer as a result of the high number of absentees from 

work. Participants were of the view that the health-system would be burdened with 

sudden overwhelming needs for care facilities and medicine and stress on health workers, 

as the following two participants mentioned:  
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Yes it [pandemic] will have an impact, this will be a burden on economy. [It] will impact 

our work, will create fear, [implications in the form of] huge budget [needs] for the 

healthcare, hospital preparation and isolation. [Male, Policymaker]  

 

…It [pandemic] will affect many sectors from the children in schools to the factories and 

ministries. Everything in the country will be affected by [the] pandemic. [Male, 

Policymaker]   

 
5.3 Avian influenza outbreaks in 2014-15: Perceived reasons behind the upsurge 
and decline in cases  
 
5.3.1 Upsurge in outbreaks and human infections   
 
Between November 2014 and February 2015, there was a significant increase in the 
number of human infections of avian influenza (H5N1) as a result of several outbreaks 
reported from different governorates in Egypt (ECDC, 2015). The study participants 
discussed the reasons behind the increase and later decline in the number of cases. It 
was suggested that the outbreaks were caused by a complex combination of political 
instability, changes in the economic incentive to raise poultry, risky backyard poultry 
practices, and a weaker response by the agriculture (animal-health) and health-sectors. 
One of the participants explained this in the following quote:   
 
All the analysis was pointing to the reason that the poultry breeding was increasing, 
biosafety and biosecurity [measures] were [insufficient] resulting into increasing the viral 
load of the [H5N1] virus in the environment. All this, investment in poultry breeding, 
[particularly] in informal commercial [poultry] farms, commercial sector and bad [risky] 
behaviors regarding the transmission, work and contact with the poultry, I think this is 
actually, is the main cause. [Male, Policymaker]   
  
Some of the participants linked the outbreaks to the impact of the post-2011 uprising in 

the country. They were of the view that political instability and the resulting circumstances 

created an enabling environment for outbreaks. As a result, tourism and other industries 

suffered, diverting investment into formal and informal poultry raising. Weaker 

Government control resulted in non-compliance with regulations regarding backyard 

poultry raising, and weak veterinary surveillance to monitor disease. In addition, in the 

absence of mass awareness, people practiced unsafe poultry raising. The agriculture 

sector, responsible for poultry/veterinary care, was criticized by several participants for 

its ineffective role in prevention and control of outbreaks, and it was suggested that avian 

influenza was primarily an “agricultural disease”. The agriculture sector was blamed for 

not being vigilant about outbreaks in poultry, having inadequate surveillance infrastructure 

and lacking coordination with the human health-sector. One of the participant stated this 

in the following quote:  

Since the revolution [in] 2011, the household and people who worked in tourism, change 

their activities to raising birds [poultry] and projects like bird farm, poultry farm and they 
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use unsafe method of raising these birds. Like no safety [measures] and the virus [as a 

result] increased in the environment and there were many outbreaks in birds. Veterinary 

sector surveillance of birds had dropped because of the revolution. They could not access 

farms, even if [they] detected a positive [H5N1 affected] farm, they could not perform 

procedures of culling because there was no security, commitment [from the Government].   

[Female, Implementer, Central level] 

For most of the participants, an inadequate level of awareness among the masses, 

particularly those living in rural areas, the economic incentives of raising poultry, and fear 

of Government reaction were the noteworthy drivers behind risky behaviors and practices 

contributing to the outbreaks and upsurge in human cases, as one participant explained:  

We are in an agricultural governorate where poultry breeding is one of the traditional 

practices that most people do, not only in rural areas but also in urban ones. They breed 

poultry for several reasons, some have commercial purpose, while others use [poultry] to 

feed their families. Most of these people lack the knowledge about proper way of poultry 

breeding. They lack knowledge about signs and symptoms of infected birds and if they 

have knowledge, they are usually afraid that Ministry [of Agriculture] respond by 

slaughtering these birds. So people prefer not to declare such activity and continue 

denying breeding poultry at homes.  [Male, implementer, regional level] 

5.3.2 Decline in number of outbreaks and human infections    

The participants were divided in their opinion while explaining the decline in the number 

of human infections in the years after 2015 (see table 19 for a summary of mentioned 

reasons). However, four major reasons were highlighted which likely contributed to this 

phenomenon. In the post-2015 period, political stability increased in Egypt. This had an 

impact on several aspects of avian influenza prevention and control efforts. For example, 

there was a change in the Government’s approach towards poultry surveillance, 

vaccination, and inter-sectoral coordination between the human-health and animal-health 

Ministries. The cost of poultry raising increased in the formal and informal sectors 

because of economic inflation in the country and loss of poultry stock due to the disease. 

The Government increased its efforts to promote mass awareness through mass media 

and community healthcare workers. The following quote explains this change:   

After this outbreak that occurred during 2014-2015, poultry breeding had decreased 

because these outbreaks destroyed poultry stocks and many people lost money. They 

[started] shifting their money to investment in other areas. Economic inflation occurred 

during that time which [resulted in] decline in poultry raising [because of the increasing 

price]. [Male, Policymaker] 

Few participants mentioned change in the epidemiological situation of avian influenza in 
the country as a potential factor behind the decrease in human infections. They 
mentioned that H5N1 was not the only virus circulating in Egypt and new viruses like 
H9N2 and H5N8 had emerged which cause mild symptoms in cases of infection and 
which are difficult to detect compared to H5N1. There were only 5 cases of human 
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infection recorded for H9N2 and H5N8 virus-types (4 H9N2 and 1 H5N8). However, it was 
pointed out that the animal-health side was not mentioning epidemiological changes in 
poultry. This stance of the agriculture sector is reflected in the following quote:  
 
There are some suspected human cases [of] avian influenza [infection], but we don’t see 
on the other side, the [reporting of] suspected cases from the animal [health] side, they 
are not reporting. They are saying that we don’t have [cases]. [Female, Implementer, 
Central level] 
 
Some participants said that further research should be conducted to understand the 
factors behind this decline in outbreaks and the number of human infections. They were 
of the view that this phenomenon could be due to a combination of reasons and not one 
or two factors. However, there was a need for further research in order to learn lessons 
for future preparedness, as one emphasized in this quote:   
 
It [the decline in number of outbreaks and human infections] could be due to many things, 
may be some unseen, we don’t know exactly what is the reason. I think there is need for 
more research and we have to study more.  [Female, Implementer, Central level] 
 
Table 19. Summary of participant reported reasons behind the increase and decrease in 

avian influenza outbreaks and human infections in 2014-2019 

Reasons behind increase  Reasons of decline  

 Political instability giving rise to 
unsafe formal and informal poultry 
raising triggered by economic 
incentives  

 Lack of awareness among the 
masses regarding safe poultry 
practices 

 Ineffective Government policies 
regarding poultry vaccination and 
handling of poultry 

 Weak prevention and control 
interventions by the agriculture 
sector 

 Insufficient and ineffective 
coordination between animal- and 
human-health-sectors 

 Lack of resources for surveillance, 
awareness and training of health 
workers in the health-sector 

 Disease epidemiology as wider 
circulation of H5N1 viruses was 
reported globally in that period 

 Growing political stability 

 Decrease in economic incentive to 
raise poultry due to increased prices 

 Change in Government policies 
regarding poultry raising 

 Better vaccination and surveillance 
among poultry 

 Increased coordination among 
sectors, particularly the animal- and 
human-health-sectors 

 Increased human-health surveillance 
through SARI, ILI sites across the 
country, better data sharing for 
analysis purposes 

 Increasing awareness among the 
masses regarding safe poultry 
handling practices 

 Change in disease epidemiology in 
the form of the emergence of new 
viruses (H9) and decline in H5N1 
virus circulation globally 
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5.4 The status of pandemic preparedness in Egypt 
 
5.4.1 Health-sector preparedness  

Participants were of the view that despite challenges, overall preparedness for an 

influenza pandemic in Egypt had seen improvements over the years. These 

improvements were noted particularly in areas related to the preparedness of health-

sector. As a result of awareness campaigns by the Ministry of Health, conducted usually 

during outbreaks, more people were aware about avian influenza. Health workers and 

providers had been trained, new protocols were made available and hospital capacity had 

been increased to accommodate more severe cases requiring hospitalization. 

Improvements were noted in the expansion of influenza surveillance and the reporting 

system in the country. Diagnostic capacity was reportedly enhanced and a national 

Preparedness Plan was developed. This was summarized by one of the participants in 

the following quote, who also referred to the availability of resources behind this increased 

preparedness:  

Over the years, if you go back to 2006 when it [avian influenza outbreaks] first started, 

there was a lot of money coming in for capacity building, laboratory and surveillance 

capacity building. Public health laboratories in Egypt are really good when it comes to 

avian influenza [detection]. The epidemiological [surveillance] system was revamped. It 

includes all influenza [types]. Plus the preparedness plan in Egypt is one of the better 

ones in the region. [Male, Policymaker].     

However, there was also a broadly shared understanding among interviewees that the 

level of preparedness was not enough and more actions were required to strengthen it in 

view of the massive challenge an influenza pandemic can pose to the health-system in 

general and the health-sector in particular. The epidemiology of a pandemic was 

unpredictable as it depended on virus mutation, which was difficult to detect. There was 

reported co-infection among viruses which could also give rise to mutation to cause a 

pandemic. Poultry raising was widely carried out in the country. The population was not 

yet fully aware of risks and did not practice safe backyard poultry raising, predominantly 

in rural areas. One participant shared this opinion:    

There is preparedness but I think it is not enough. It should be improved, because may 

be due to decrease in number of cases [of human infections due to H5N1] the 

preparedness was relaxed in one way or other. It should always be the same [level of 

preparedness] and [should be maintained at] high level. [Male, Policymaker]  

For some participants, the preparedness and response activities conducted for the global 

H1N1 pandemic in 2009-10 proved useful in enhancing the overall preparedness of the 

health-sector. Increased political commitment, high-level coordination among the different 

sectors, and availability of financial resources were quoted as major drivers behind this 

improvement in preparedness capabilities. The following quote reflects the views of a 

participant about this contribution of an H1N1-pandemic experience:   
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The pandemic influenza [H1N1 of 2009] upgraded our capacity all over the country [in 

areas of] detection [of cases], verification [of cases] and response [to pandemic needs]. 

Before the pandemic, we were not confident [about our system], after the pandemic, after 

implementing our preparedness plan in a real situation of pandemic, we [were able to] 

cover most of the gaps [in our preparedness]. [Male, Policymaker] 

5.4.2 Individual, organizational and system-wide barriers to preparedness  

Participants spoke about barriers to enhancing the current level of preparedness for a 
future influenza pandemic. These barriers can be categorized into individual, 
organizational and health-system factors. Individual factors were related to individual 
behavior, skills and the circumstances of the individuals in the community, or working in 
the health-sector. Organizational factors were related to the health-sector, (which 
includes the Ministry of Health), and related organizations. Factors beyond the health-
sector’s mandate or capacity, but which could influence the country’s preparedness, were 
collectively classed as health-system factors.  The following section provides details of 
these factors while a summary is given in table 20 at the end.    
 
According to the participants, individual behaviors and practices in Egyptian society pose 

a significant impediment to enhancing preparedness for a future pandemic.  Home poultry 

raising is widely practiced, particularly among low socioeconomic segments of society 

where the literacy rate is low, possibly resulting in low risk perception regarding infection 

and lack of action on prevention advice provided through public-awareness campaigns. 

People tend to ignore poultry regulations and do not cooperate with authorities on 

surveillance, often fearing the Government will confiscate or slaughter infected poultry. 

People appeared to distrust the Government policies on poultry, as articulated in the 

following quotes:  

People denied that they breed poultry at home or they have farms. Actually there were 

cases [of human infection of H5N1] which denied the presence of poultry at home. A case 

died 3-4 years ago, he was from [name of the place]. He came to the hospital denied 

having poultry at home. But when his home was investigated, they found that his family 

slept with poultry all around them.  [Male, Implementer, Regional level] 

People raising disease [sick] birds are aware of the message [that sick birds cause 

disease among humans also] and they can convey this message to you too. But they are 

not convinced to apply. How to address this through campaigns, this is a big challenge. 

[Female, Implementer, Central level] 

Some participants highlighted that health workers who perform duties in a wide array of 

preparedness-related functions lack motivation and job satisfaction in Egypt. These 

workers work in surveillance, laboratory departments, hospitals, periphery clinics and 

other places of prevention and control efforts for disease outbreaks and pandemic onset. 

Low salaries and lack of incentives were quoted as primary reasons behind this lack of 

motivation, which sometime results in trained staff leaving the public sector to move to 

the private sector, as described in the following quote:  
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Many physicians are escaping from the Ministry of Health and working in private sector 

or traveling outside the country. Hospitals like [name of the hospital] are suffering from a 

shortage of physicians. I hope they can solve this problem by giving some advantage to 

health staff by increasing salaries. Not comparing with [salaries in] private sector but at-

least it will not be far from [what is offered] by the private sector. [Female, Implementer, 

Central level]  

The ability of the health-sector, according to the study participants, to prepare for a 

pandemic was obstructed by resource limitations, issues with its surveillance strategy, 

and engagement with non-Government sectors and between the national and sub-

national levels of Government.  Participants identified scarcity of financial resources to 

conduct preparedness activities, particularly surveillance, public awareness and 

procurement of antiviral drugs, as obstacles. Current surveillance in the human sector 

was limited to hospital-based sites (N=22), and community surveillance reportedly did not 

exist.  Weak surveillance in periphery areas such as far-off districts of the country was 

mentioned as a weakness. Similarly, despite recognizing the need to increase mass-

awareness activities, the health-sector was constrained by lack of financial resources to 

implement long-term awareness campaigns. One participant elaborated on this in the 

following quote:  

Avian influenza is an agricultural disease. Agriculture [sector] is not at the central [level]. 

It is all in periphery [areas]. So we need to have more surveillance systems at the 

peripheral level and also to set up surveillance not only hospital based but more 

community based because hospital based surveillance may not pick up [cases of human 

infections] with mild symptoms. [Male, Policymaker] 

The health-sector, particularly the Ministry of Health, suffers from a limited number of staff 

in surveillance, inadequate staff capacity in areas such as public awareness, and high 

staff turnover in general. This capacity and staff turnover problem is more visible at sub-

national levels of governorates and districts as evident from the below quote:       

The governorate and the district level, they should [be doing] the outbreaks investigation 

and rapid response. These two are important because when any outbreak happens, the 

central team [from Ministry of Health] is going there. They [the peripheral level] are not 

trained and there is big [staff] turnover at the governorate and district level. [Female, 

Implementer, Central level] 

In general, there was consensus among participants about the importance of mass 

awareness for preparedness. However, several of them considered media engagement 

by the Ministry of Health to be inconsistent and ineffective. Similar views were expressed 

about the Ministry’s approach towards non-Governmental organizations and private 

providers, mentioning this as a weakness in their preparedness approach.  One of the 

participants remarked:  

We must talk to people. Awareness is the key challenge. Unfortunately we don’t have 

right message for the people up to now. Social media, talk shows, Facebook, that is the 
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main source of information for people. We need simple, clear message to be delivered to 

the people. [Female, Implementer at central level]  

Some participants also spoke about a lack of trust and ineffective coordination between 

the central level, i.e. the Ministry of Health, and the sub-national level, i.e. the 

governorates and districts. Participants criticized the centralized approach of the Ministry 

of Health towards preparedness and response activities, which was claimed to 

disempower and alienate the sub-national level. One of the participants, in the following 

manner, mentioned this challenge:  

It is a centralized system, so anything [outbreak] that happens in the periphery, has to be 

reported to central. The decisions are taken at central level and not at the peripheral level. 

That is the problem that peripheries are not autonomous [in taking decisions]. They have 

to wait until they communicate to central [level] and then central [level] issues the directive 

on what needs to be done. [Male, policymaker]   

Participants mentioned several significant barriers which negatively impacted 

preparedness and were not under the direct influence, or control, of the health-sector led 

by the Ministry of Health. Population health was claimed to suffer from a lack of political 

prioritization from the Government, while sectors like security received more attention 

from policy-makers, and more resources in turn. Most of the budget allocated to health 

was said to be spent on running general healthcare, and preparedness did not receive 

enough share of resources. It was reported that decision-makers paid attention when 

there was a problem of disease outbreak or pandemic, like H1N1 in 2009. Preparedness 

was thought to be unattractive for decision-makers. One of the participants remarked:    

They [decision-makers] are not respecting the constitution. 5% of the budget, 

constitutionally should be spent on health. [However] I think 2-3% of the budget [is being 

spent on health]. Because they [policymakers] can decrease the budget for education, 

health and move to other priorities [of the] Government like security.  [Male, Policymaker] 

According to the study participants, coordination among sectors for preparedness is ad 

hoc, inconsistent and inadequate. Most cited this as a major barrier to pandemic 

preparedness. This challenge was found to be present in sub-sectors of the health-sector, 

such as preventive and curative services, and between the health and non-health-sectors, 

such as, with animal-health, as described in the quote below:     

Another challenge is coordination and inter-sectoral collaboration. Most of the time, it 

[coordination and collaboration] will be very, very low in quiet situations [when there is no 

outbreak or pandemic] and very high and effective in unusual situations [when there is an 

outbreak or pandemic]. When there is a crisis or a problem, people [from different sectors] 

are committed to communicate and know the rules. But in normal situations [when there 

is no outbreak or pandemic], [there is] very, very weak collaboration and communication.   

[Male, Policymaker] 
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In addition to ineffective coordination with animal-health [the poultry sector], participants 

were also critical of the policies, systems, capacities and attitudes of the poultry sector, 

regarding preparedness and response. The sector was reported to have used ineffective 

vaccination campaigns among poultry, giving a false sense of security. Its surveillance 

system was often quoted to have failed to detect virus circulation among poultry.  Its weak 

checks on biosafety and biosecurity mechanisms in poultry farming were mentioned as 

hindrances in effective preparedness and outbreak response. Participants were of the 

view that due to the enzootic nature of avian influenza in poultry and circulating viruses 

in Egypt, the poultry sector should be more proactive, better equipped, and more 

cooperative with other health-sector agencies. One participant articulated this weakness 

in the following quote:   

The Government was never really on the animal-health side [for preparedness and 
response]. They were never really strict about controlling the infection. At one stage, they 
had 34 different vaccine types used which led to a complex and bad situation because 
virus started mutating and vaccine did not work, giving a false sense of security. [Male, 
Policymaker] 
 
The economic value of poultry-raising appeared as a major obstacle to reducing human 

contact with backyard poultry, which in turn became the key risk factor behind avian-

influenza infections. The poor, living in rural areas and urban centers such as slums, were 

reported to be the main backyard poultry breeders. In addition, the informal and formal 

commercial poultry farms also employed large number of people, as argued by one of the 

participants:   

There are a lot of people working in the poultry trade. The people [general public] are not 

accepting the idea [of reducing contact with poultry]. Anything that affects poultry or any 

message that will affect it, they [the people] can’t accept. They don’t accept because 

poultry is very precious to them [economically]. It’s very difficult to change it. [Female, 

Implementer, Central level] 
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Table 20: Summary of individual, organizational and health-system barriers to pandemic preparedness mentioned by the 

participants 

Individual  Organizational  Health-system  

Population  

 Low risk perception among general 
population regarding backyard 
poultry raising, slaughtering and 
movement    

 Knowledge to action gap among 
general population regarding risky 
behaviors and practices  

 Prevalent health-seeking behavior 
of seeking treatment from informal 
care providers   

 Low literacy among general 
population who raise poultry, 
particularly in rural areas   

 Lack of adherence  to rules and 
regulations regarding backyard 
poultry among general population  

 Public distrust in Government 
system, policies and information 
provided 

Health workers/providers  

 Lack of motivation among health 
workers due to low salaries and 
absence of incentives 

Resources  

 Insufficient budget for influenza 
preparedness activities and high staff 
turnover   

 Insufficient budget, capacity within health-
sector for public awareness campaigns   

 Limited availability of Tamiflu drug-
treatment for human infections 

Surveillance strategy   

 Hospital/facility-based surveillance and 
not community-based  

 Limited surveillance in periphery areas   
Engagement with non-Government sectors     

 Ineffective engagement with media on 
public awareness 

 Lack of engagement with NGOs and 
private sector   

Sub-national engagement  

 Lack of trust, inadequate communication 
and coordination between Central and 
governorate levels  

 Shortage of capacity at sub-national, 
governorate levels and high staff turnover  

 
 

Political and system commitment  

 Inadequate budget allocation 
for health at national level  

 Inconsistent political 
commitment to preparedness  

 Weak collaboration and 
coordination among sectors 
during “calm” time for 
preparedness 

Socio-economic   

 Economic significance of 
poultry sector offering 
employment to millions and 
generating revenue  

 Poverty, difficult economic 
conditions promote poultry 
raising in rural and urban 
areas, mostly rural 

Poultry sector  

 Ineffective policies, practices 
and systems of agriculture 
sector, such as incomplete 
poultry vaccination, 
inadequate surveillance in 
poultry and sharing of data 
with health-sector; lack of 
biosafety and biosecurity 
approaches in poultry sector  
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5.4.3 Individual, organizational and system-related enablers for preparedness  

Despite mentioning several challenges, participants also identified certain enabling 
factors which they thought could facilitate improvement in the current status of 
preparedness. A summary table 21 given below groups these factors into individual, 
organizational and health-system categories.  
 
Participants noted increasing awareness among the general population regarding the 
avian influenza disease as a positive outcome of the recurring outbreaks and response 
measures taken by the Government. This awareness had been possible due to previous 
outbreaks and Government efforts to disseminate information through campaigns. In 
some instances, community-based health workers were engaged to reach out to rural 
communities and spread awareness. Some of the participants considered this enhanced 
awareness as a potential safeguard against future outbreaks and pandemics, as in the 
following quote:   
 
Nowadays the situation has changed, people are keen on their health and they seek 
medical advice once they noticed symptoms that might be diagnosed as avian influenza. 
They come and ask about Tamiflu and its availability. People are now more aware about 
the disease and its treatment and they are afraid of being infected.  [Male, Implementer, 
Regional level] 
 
Most of the participants were of the view that doctors and other care providers are now 
more aware about avian influenza and related medical treatment than before. Some said 
the health-sector was ready to face any outbreak or pandemic owing to previous 
experiences as well as response activities carried out, such as training of healthcare 
workers and providers, along with the necessary increase in healthcare facilities. Training 
activities were mentioned to be carried out in areas of epidemiological surveillance, 
diagnostics and rapid-response teams. One of the participants remarked:  
 
I think we are ready for any event. I have a clear and complete case definition [of avian 
influenza infection], awareness of the physicians and people has been increased. We 
have the plan and the activities and we will apply them. [Male, implementer at regional 
level]. 
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Table 21: Summary of individual, organizational and health-systems enablers for preparedness mentioned by the participants 

 
Individual  Organizational  Health-system  

Population  

 Increasing level of awareness among 
general population regarding the 
disease 

Health workers/providers  

 Increased awareness among doctors 
and care providers regarding the 
disease and treatment measures  

 Positive readiness perception among 
health workers about potential future 
outbreaks or pandemics  

 Perception that more needs to be 
done to enhance the current level of 
preparedness 
 

Capacities and tools  

 Availability of revised protocols to 
deal with outbreaks and pandemics  

 Availability of trained rapid-response 
teams to respond to outbreaks  

 Availability of a national pandemic 
preparedness plan  

 Availability of detection capacity in the 
form of a laboratory network at 
national and sub-national levels  

 Existence of a functional influenza-
surveillance system which produced 
data for decision making  

 Availability of treatment facilities for 
severe cases such as ICUs with 
trained staff at hospitals at national 
and sub-national levels  

 Availability of microplanning for 
hospitals on how to deal with a 
pandemic and the resulting case load   

 Increasing data and information 
sharing between the Ministry of 
Health and other stakeholders 

 Health-education campaigns by the 
Ministry of Health on mass media and 
through community healthcare 
workers    

Mechanisms and laws  

 Availability of ‘One Health’ 
coordination mechanisms to promote 
intra-sectoral coordination and 
collaboration  

 Existing laws and regulations on 
poultry raising, handling and 
movement   

International support  

 Supportive role of international 
organizations such as the WHO 

Socio-economic  

 Increasing political stability  

 Increasing economic cost of poultry-
raising  
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Participants mentioned several organization-level elements of the current preparedness 
system which can be used to elaborate an effective response to future pandemics. These 
included national level pandemic preparedness planning, a functional epidemiological 
and diagnostic surveillance system, the availability of revised detection, treatment and 
case-management protocols and micro-level planning in hospitals, an increase in hospital 
facilities, improved data-sharing systems and mechanisms, and mass-awareness 
campaigns. One of the participants observed that: 
 
Since 2006 Egypt have had problems with H5N1 [virus] which is highly pathogenic. I think 
their preparedness is good. They have a good preparedness plan and a good surveillance 
system. I think Ministry of Health is ready to pick it up as soon as it starts and if you do 
that before major transmission starts to happen, I think there is a good chance for them 
to be able to control it. I think they are prepared enough to cope with it. [Male, 
Policymaker] 
 
There were other supportive factors beyond the influence of the Ministry of Health, 
mentioned by participants, which could contribute to an increasing level of preparedness. 
The increasing economic cost of poultry farming was mentioned to have a positive 
influence by decreasing backyard poultry-raising practices. Laws exist to regulate poultry 
raising, but they need to be effectively implemented to achieve their objective. To address 
the pressing challenge of inter-sectoral coordination, participants mentioned ‘One Health’ 
platforms which could facilitate the joint work among the human-health and animal-health-
sectors. Political stability appeared to drive these enablers for effective preparedness.  
Existing coordination and collaboration with international organizations, particularly the 
WHO, was mentioned by the participants as playing a supportive role in enhancing 
preparedness.  
 
5.5 Participants’ recommendations to enhance preparedness   

Participants shared several recommendations during interviews which can be adopted by 

the Government to increase pandemic preparedness. The following section mentions 

details of such recommendations and table 22 provides a summary.   

5.5.1 Political commitment and funding  

Participants shared their perspectives on what measures could be taken by the Ministry 

of Health or the Government of Egypt to enhance preparedness for pandemic influenza. 

Largely, participants were of the view that influenza disease and pandemic preparedness 

enjoyed political attention. However, there was also a consensus among them that 

despite this attention, this commitment was inconsistent, posing a continuity problem in 

effective preparedness. Scarcity of financial resources for preparedness activities was 

cited as a reflection of the rhetorical nature of the political commitment. A higher-level 

preparedness committee was proposed with representation from different sectors as an 

instrument to strengthen political commitment and translate it into action for enhanced 

preparedness.  
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Some referred to the example of the national campaign to prevent and control Hepatitis 

C, which was receiving a lot of political commitment and resources. They were of the view 

that avian influenza also needed similar commitment and campaigns. One of the 

participants observed that:   

“For example, we need [a] Hepatitis C-like initiative. When we [as Ministry] raised the 

awareness about Hepatitis C before [the] Minister of Health, the then-President mobilized 

resources for Hepatitis C screening. So more physicians, more pharmacists are asked to 

do this screening at [the] intermediate and district level [sub-national levels]. I remember 

some of my colleagues, they did additional work [as commitment] to the Initiative. So if 

we [have a] clear goal and objectives, we can mobilize commitment and resources”. 

[Male, Implementer, central level]   

Inadequate funds for health and preparedness activities was repeatedly mentioned during 

discussions. Participants were of the view that the budget allocated for the Ministry of 

Health and the health-sector in general for preparedness was not enough and should be 

increased, although they did acknowledge that some international organizations provided 

funds for preparedness activities. It was suggested that a cost-benefit analysis of 

preparedness activities was needed in order to demonstrate to decision-makers that more 

funding was justified. One participant explained the funding need in the following quote:  

“The human resource [for preparedness] are paid [for] by the national [Government 

budget]. The national [Government budget] also funds some of the [preparedness] 

activities. The donors or partner [organizations] or agreement partner [organizations] pay 

for other [activities]. But mainly the issue is to ensure funds for activities related to 

technology, for example, like laboratory. Laboratories are costly and they need funds to 

continue activities, both for either starting something [testing for influenza] or upgrading 

the [level of] laboratory”. [Male, Policymaker] 

5.5.2 Action on national Preparedness Plan implementation  

Several participants noted positively the availability of a national plan for pandemic 

preparedness. Most of the participants were of the view that the health-sector should be 

consistently vigilant, rather than being reactive to disease outbreak events, particularly 

regarding influenza pandemics, the timing of which cannot be predicted. They were vocal 

about putting the Plan into action through simulation exercises, training of health workers, 

keeping it updated with the latest epidemiological analysis, and disseminating it beyond 

the central level of the Ministry of Health down to the governorates. Few participants 

thought that the Plan was merely a central-level document. Besides the national 

preparedness Plan, a few participants also mentioned the availability of individual, sector-

specific plans, such as the hospital-sector plan for pandemic response. Simulations were 

thought to increase the practical implementation of the written plan, whereas its periodic 

revision was claimed to be necessary to reflect the changing nature of viruses. One 

participant spoke about the need to update the Plan in the following quote:  
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We know which viruses are there [circulating] in animal health-sector. So you always have 

to keep updating it [preparedness plan]. In the last two years, we have seen a major shift 

in the epidemiology of the virus on the poultry side. The [preparedness] plan has to match 

[include] this information, therefore, they [Ministry of health] need to revise it [the 

preparedness plan].  [Female, Implementer, central level]  

5.5.3 Improving surveillance and healthcare services  

Some participants suggested changes to the current surveillance system, and enhancing 

the preparedness of healthcare services for future disease outbreaks and pandemic. 

They highlighted the need for being alert by strengthening the early warning function of 

the surveillance system. The need was identified to promote surveillance in high-risk, rural 

areas where avian influenza is a visible problem. Community-based surveillance was 

mentioned as a solution to expand surveillance in rural areas instead of the current model 

of hospital-based surveillance. Greater data transparency and sharing of data with non-

health-sectors was another suggestion made by the participants.  

On preparing healthcare services for influenza outbreaks and pandemic, participants 

recommended maintaining the required levels of antiviral stock. A few mentioned the 

shortage of Tamiflu antiviral stocks in hospitals. It was stressed that health workers and 

providers working in the curative sector should continuously be trained on protocols, 

infection-prevention measures and other elements of the national Preparedness Plan. 

Preparedness of Intensive Care Units in hospitals was also highlighted. A few were of the 

opinion that Tamiflu-like antivirals should not be allowed to be sold on the open market 

and should be regulated by the Ministry of Health.  

5.5.4 Enhancing inter-ministerial and sub-national level coordination  

Participants were keen on strengthening collaboration between the Ministry of Health, as 

the key actor, and other ministries and sectors, as contributors to effective pandemic 

preparedness.  They proposed use of existing coordination mechanisms in the country, 

such as ‘One Health’ and ‘Four Way’ linking platforms especially to increase collaboration 

between the human- and animal-health-sectors. Some participants felt that higher-level 

decision-makers, such as Ministers, were more aware of the importance and need for 

collaboration, and that implementers could benefit from this awareness among higher-

ups. A need was identified to continuously promote awareness, regarding roles and 

responsibilities among sectors, and the benefits of collaboration. Coordination and 

collaboration, for some participants, was not exclusively an issue between the Ministry of 

Health and other sectors, emphasizing the need for better coordination within Ministry 

through a whole-of-ministry approach towards pandemic preparedness.  

The discussions also revealed a perceived gap between the central level, where the 

Ministry of Health is based, and sub-national governorates. Such governorates were also 

reported to suffer from limited capacity and disempowerment in decision-making from the 

central level. It was recommended that the Ministry of Health should adopt a horizontal 

rather than vertical style of management, to engage sub-national levels of Government, 
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specifically in geographical areas with high-risk of avian influenza outbreaks. It was 

opined that such sub-national levels should be well staffed, empowered in decision-

making and be engaged in outbreak investigation. One participant stated this need in her 

comments:  

Ideally involved the periphery in planning, also by adopting a horizontal type of 

management instead of vertical one [by the Ministry of health]. [Female, Implementer at 

central level] 

5.5.5 Raising mass awareness  

The importance of awareness raising among the general population was repeatedly 

highlighted during the interviews. Participants mentioned the need for better awareness 

about safe poultry-raising practices. Information about disease signs, symptoms, 

precautionary advice, hygiene, and use of health services in case of infections were 

suggested to be the key topics which should be promoted in the media. Caution was also 

raised regarding the need to evaluate the communication being carried out with the public 

on such topics, to see if it is effective or not. It was recommended that the media should 

be engaged as a partner by the Ministry, to implement long-term campaigns, and that 

adequate funding should be ensured by the Government. Participants suggested 

adopting innovative approaches in awareness raising such as use of social media to 

reach out to the general population.  

Community engagement was mentioned as necessary to encourage behavior change 

regarding poultry practices, which is a major challenge in avian influenza prevention and 

control. Trust building measures, such as increasing transparency in information sharing 

by the Government, and engaging schools in community awareness, were highlighted. 

One of the participants stated:   

Sometimes in the management of big disasters, the solution comes from the community 

itself.  [Female, Implementer at central level] 

5.5.6 Engaging NGOs and the private sector  

Some participants proposed engaging NGOs and private-sector providers to make 

national preparedness more effective and sustainable. The general perception was that 

NGOs and the private sector were not effectively involved by the Ministry of Health. NGOs 

were thought to facilitate access to the masses, while private providers (including 

pharmacists and general practitioners), were mentioned often as the first point of contact 

by communities after developing illness. It was suggested that Physicians’ syndicates 

should be approached by the Ministry of Health to increase engagement with private-

sector providers.   

5.5.7 Benefiting from international support  

Participants mentioned the WHO and other international organizations such as ECDC, 

CDC, for their supportive role in preparedness and response activities. While there was 
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acknowledgment of the assistance provided by these organizations, some participants 

also spoke of the need for more strategic engagement. For example, coordination with 

WHO was mentioned as crucial for achieving more advocacy within Government to 

increase political commitment and benefit from international guidance and expertise. One 

participant highlighted the role of the WHO by stating:  

I think [the] WHO can play a role in [conducting] advocacy [with the Government] about 

the importance of investment in human health, [the] visible role of public health, 

preparedness planning and simulations [of the preparedness plan]. This is very important. 

The decision-maker at the end is worried about his political future and his limited 

resources and he wants to put them in the right way. So I think WHO collaboration and 

advice is needed here. [Male, policymaker].  

5.5.8 Actions by the poultry sector  

Highlighting the need for action from the poultry sector due to its role in prevention and 

control of avian influenza, the participants made several suggestions on activities to be 

implemented by the Ministry of Agriculture, or animal-health officials. Poultry-sector 

workers should be trained on safe poultry-handling practices. Biosafety and biosecurity 

practices should be implemented in commercial poultry farms. The Ministry of Agriculture 

should work on effective implementation of existing regulations on poultry handling. 

Poultry surveillance should be increased and its data should be regularly shared with the 

human-health officials through the Ministry of Health.  
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Table 22: Summary of recommendations by the participants to improve pandemic preparedness  

Focus area  Recommendation  

Political commitment  
 

 Seek support of the WHO to conduct advocacy with policymakers on increasing resource investment in health 
and preparedness and discourage an ad hoc approach to preparedness  

 Conduct a cost-benefit analysis of the use of drugs and vaccines versus lives saved to make a case before 
politicians for investment in preparedness 

 Promote evidence-based decision-making to avoid backlash from outcomes of bad decisions such as culling 
of poultry irrespective of its infection status, causing distrust among people regarding Government actions  

 Constitute a higher-level, multi-sectoral preparedness committee  

 Advocate for reforms in health-worker salary structures and incentive schemes 

 Sustain influenza surveillance and preparedness activities by a) ensuring continuous availability of funds for 
preparedness activities and b) reducing staff turnover in influenza and surveillance departments   

Surveillance, investigation 
and assessment   
 

 Maintain vigilance for virus mutation by collecting and analyzing data of circulating viruses among human and 
poultry populations 

 Increase surveillance in high-risk areas such as rural communities, slums and Nile Delta region   

 Promote data sharing and transparency for a) analysis and expert advice from international organizations and 
2) to inform non-health-sectors aware of the situation  

 Promote community-based surveillance in parallel with the current hospital-based system  

 Further strengthen surveillance at sub-national level through governorates and districts  

Community engagement  
 

 Preparedness should start from the community, and promote community behavior change for better 
preparedness  

 Promote trust between Government and community by increasing transparency, dissemination of information, 
availability of treatment and other health services  

 Engage schools to promote awareness about hygiene and safe poultry practices  

Mass awareness  
 

 Promote knowledge among the general population on safe poultry-raising practices, particularly  
among groups like housewives   

 Promote knowledge about signs and symptoms of sick poultry and actions to be taken, feeding and 
slaughtering by the general population, particularly in rural and poor areas, how to report and where to report 
to authorities  

 Adopt behavioral-change approaches to bridge the gap between knowledge and action expected from the 
community on risky behaviors  

 The media should be engaged as a partner  

 Allocate an adequate budget for media campaigns  

 Build capacity to design and implement media campaigns  
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 Instigate mass media work, particularly TV campaigns, for public awareness on safe poultry-raising practices  

 Use new media, particularly social media, for awareness  

 Learn from mass-awareness campaign conducted by the Government on tuberculosis and Hepatitis C 

Effective empowerment, 
engagement and training at a 
sub-national level 
 

 Empower, train and engage governorate levels in planning and implementation of preparedness activities such 
as outbreak investigation to build sub-national capacity and overcome staff turnover  

 More preparedness efforts should be focused on rural areas where most avian influenza outbreaks originate  

 Train health workers in periphery on rapid response, how to deal with mortality cases and safe burials to avoid 
further spread of infections  

Collaboration and 
coordination  
 

 Promote the concept of whole-of-Ministry preparedness, to counter the current perception of it being the 
responsibility of one or two sectors within the Ministry  

 Promote inter-sectoral collaboration by raising awareness regarding roles, responsibilities and benefits of 
collaborative work among sectors   

 Encourage effective use of existing mechanisms of ‘One health’ and ‘Four Way’ Linking to engage surveillance 
and laboratory teams of health and animal/poultry sectors  

Preparing health services and 
clinical management capacity  
 

 Maintain pharmaceutical stock, e.g. antivirals  

 Continuously raise awareness, skills of health workers and providers regarding protocols, infection-prevention-
control measures and a pandemic-response plan  

 Prepare inpatient and outpatient clinical facilities, particularly Intensive Care Units 

 Regulate availability of Tamiflu-like drugs in the open market to restrict its use in the general population  

Preparedness plan testing 
and revision   
 

 Keep the pandemic preparedness plan updated with inclusion of latest information such as epidemiology of 
circulating viruses  

 Involve governorate level in planning, training and implementation of the national pandemic plan   

 Test the pandemic plan through simulation exercises  

Interventions in poultry sector  
 

 Promote awareness among poultry workers about safe practices  

 Effectively implement regulations related to the poultry business  

 Promote biosafety and biosecurity in the poultry industry through commercial and informal poultry farms  

 Strengthen poultry surveillance and regularly share data with the human health-sector   
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Key conclusions  

This chapter has presented the analysis of key informant interviews with Ministry of Health 

stakeholders. While the next chapter will discuss overall findings of the study in detail, 

this chapter found that there was a recognition among stakeholders of the threat posed 

by avian influenza and its pandemic potential in Egypt. Preparedness was reported to 

have improved since the 2009 H1N1 pandemic. The interviews revealed a complex 

combination of epidemiological, political and socio-economic factors, which exacerbated 

outbreaks and the high number of human infections in 2014-2015. However, the 

outbreaks did highlight the preexisting vulnerabilities, which compromise preparedness 

for disease outbreaks or pandemic in Egypt.  

Stakeholders, including policymakers and key preparedness implementers, called for 

improving preparedness by identifying individual, organizational and system-wide 

barriers. Low-risk perceptions among the general population and lack of motivation 

among health workers were reported as examples of individual-level impediments to 

preparedness improvement.  Health-sector issues included resource constraints, 

surveillance limitations and inadequate engagement with non-Governmental sectors and 

sub-national levels. Political commitment and cross-sectoral collaboration, particularly 

between the human and animal-health-sectors, were health-system-level challenges. The 

interviews also identified opportunities such as existing capacities and infrastructure, 

which reportedly offered potential to enable effective preparedness. Stakeholders made 

recommendations to improve political commitment, building the capacity of the health-

sector, improving coordination between the health-sector and non-health-sector 

agencies, and improving engagement with national and international collaborators.  

The next chapter discusses collective findings of the documentary analysis and 

stakeholder interviews in the light of the existing literature, and proposes a set of 

recommendations to improve pandemic preparedness.  
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CHAPTER 6: UNEVEN PREPAREDNESS AND REQUIRED ACTION ON POLITICAL 

COMMITMENT, GOVERNANCE AND ENGAGEMENT: DISCUSSION OF THE 

FINDINGS  

6.1 Introduction   

The chapter discusses the findings of this mixed-method case-study, investigating the 

phenomenon of pandemic preparedness in Egypt and associated obstructive and 

facilitative factors. It has reinforced the prevailing concern among stakeholders that 

Egypt, with its endemic vulnerability to avian influenza viruses and uneven status of 

preparedness, is at noteworthy risk of future outbreaks, and of becoming an “epicenter” 

of pandemic. It has provided a theory of preparedness in Egypt developed using 

grounded theory, and identifying three different categories of individual, health-sector, 

and system-wide barriers as well as opportunities. A set of recommendations have been 

made, in relation to Government policy, systems, and engagement, to tackle barriers and 

enhance the status of preparedness.  

The following discussion section has been developed from the key findings of the 

interviews with stakeholders, a comparative analysis of key policy and implementation 

documents, and available literature.  An exhaustive literature review suggests there is no 

other comparable published research analyzing the case of pandemic preparedness in 

Egypt in the context of avian influenza. As such, the findings and recommendations of 

this study provide useful, actionable information to policymakers and key implementers 

to increase preparedness for future pandemics.  

The study used the HPSR lens to develop a mixed-method case-study with interpretivist 

conceptual underpinnings. Health policy and systems research provides a 

multidisciplinary approach to answer a well-defined research question (Gilson, 2012). 

Case-study design was used to understand the complexities of phenomenon of pandemic 

preparedness, recognizing its strengths in similar investigations (Gülseçen and Kubat, 

2006). Data collection and interpretation was done using grounded theory, and a theory 

of preparedness specific to Egypt was discovered. Finally the theory of change was 

presented as a bridge between the discovered theory of what affects preparedness and 

what can be done to improve it. This multi-method approach proved useful in 

understanding the multifaceted preparedness policy planning and system readiness. The 

approach is consistent with the notion that in order to bring improvement in policy and 

systems, a holistic view is necessary (Chetty, 2013, Patton, 2014, Stake, 1995).   

Sample adequacy i.e. appropriateness of sample composition and size is considered to 

be an important consideration in determining the quality of qualitative studies (Spencer et 

al., 2004). However, in qualitative studies sample sizes are usually small to be useful in 

assessing depth of case-oriented analysis that is fundamental to this mode of inquiry 

(Sandelowski, 1996). In grounded theory which has been used in this study, the core 

objective is to clearly identify data patterns, categories and properties of the phenomenon 

(Corbin and Strauss, 1990). To find appropriate sample size, the concept of theoretical 
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saturation is used in grounded theory studies (Glaser and Strauss, 2017). Saturation is 

believed to occur when no new data is emerging, the category is already well developed 

and the relationship among different categories is established enough to demonstrate a 

phenomenon (Strauss and Corbin, 1998).   

A total of 19 interviews were included in this study. Characteristics of the study 

participants have been discussed in chapter 5. Theoretical saturation approach was used 

in this study to determine the final number of interviews. The interviews were coded and 

analyzed as these were conducted providing a clarity on emerging patterns, categories 

and their relationships. Strauss and Corbin (1998) and Morse (2000) believe that if the 

researcher is experienced and have strong interview skills, fewer participants can provide 

revealing data. Since I have had prior knowledge of the topic and Egyptian health system, 

I was able to conduct interviews which provided rich information. I also used Thomson 

(2010)’s advice to narrow the focus of the research question as the number of interviews 

progresses. It is also important to mention here that in this study, interviews were part of 

the data collection methodology and not the only method. Other methods included review 

of the National Pandemic Preparedness Plan and other secondary documents.   

The study, however, had some limitations. Pandemic preparedness is a complex 

phenomenon and time-consuming endeavor (Lemon et al., 2005). This study was limited 

to interviewing stakeholders in the Ministry of Health and examining related key 

documents. This limits the scope of inquiry by excluding the views of other stakeholders, 

such as communities and international organizations and other available evidence. Study 

participants were cautious in their responses because of a perceived feeling of enquiry 

and also because of Government restrictions on openly discussing Government 

functioning. This might have led the participants to focus more on positive elements of 

preparedness, rather than weaknesses, during the interviews.  

Several among the identified participants refused to be interviewed citing different 

reasons. Menold and Zuell (2010) recommends investigating reasons of refusals to avoid 

possible bias in study findings. In this case-study, reluctance to speak to a foreigner about 

functioning of Egyptian preparedness system seemed to be a common reason behind 

several refusals. Another important reason was found to be restrictions on Government 

officials on giving interviews. Few potential participants mentioned that they had to seek 

written permission from their superiors to be interviewed. Some said they were unable to 

speak as the topic did not relate to their area of work (which was incorrect as they were 

selected based on a criteria). Three potential participants were candid in saying that they 

were afraid of possible repercussions if they were interviewed without approval of their 

bosses. At the same time, when probed they said even if they applied for clearance, they 

were unlikely to get it. Few potential participants did not have time and declined the 

interview. These refusals would have likely impacted the study as perspective of such 

participants was not obtained. The inclusion of views of such participants would have 

further enriched the findings. However, this limitation was addressed by ensuring diversity 

of interviewees (particularly compensating for the background of interviewees who 
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refused) who were finally included in the study and ensuring that information rich 

interviews were conducted.    

The exploratory nature of this study is itself a limitation. A limited number of participants 

discussed a broad range of topics. Most of the identified issues require more extensive 

investigation in future. Mixed-method approaches are known to combine the strengths of 

individual methods (Ahmed and Sil, 2012). However, there was a risk of creating a 

generalized impression of preparedness as well (Mounier-Jack and Coker, 2006b). It 

should also be noted that there is a difference between the actual status of preparedness 

and perceived preparedness, reflected in discussions with participants and documentary 

analysis. This study, although, has attempted to present a consolidated view of 

preparedness in Egypt by combining documentary evidence and lived experience of 

stakeholders, albeit in an exploratory manner.   

6.2 Government narrative of avian influenza and pandemic threat  

The study findings provide the first formal documentation of the stakeholder perceptions 

at the Ministry of Health that avian influenza poses a persistent public-health threat, and 

it can cause a pandemic with Egypt as its epicenter. This research gap that no previous 

study documented this official perspective, is significant because it has been more than 

a decade since the first case of H5N1 was detected in Egypt in 2006, and it was declared 

enzootic in the country in 2008 (Kayali et al., 2016, Peyre et al., 2009). Review of the 

published literature (Kayali et al., 2016, Hussein, 2015, Fasanmi et al., 2017, El-Shesheny 

et al., 2017) and other documentary evidence suggest that this threat perception is shared 

by the international organizations such as the WHO (WHO, 2015), the World Bank 

(WorldBank, 2012) and CDC (CDC, 2013) which provide support to the Government in 

pandemic preparedness.  

Disease outbreaks have been noted to be on the rise in recent decades owing to four 

major reasons a) travel and connectivity, b) urbanization, c) poverty and d) climate 

change (Smith et al., 2014). In case of Egypt, all four of these causes are visibly present. 

Global Health Security (2020) ranked Egypt alongside China and Italy in an analysis of 

countries most vulnerable to outbreaks like COVID-19, using the total volume of domestic 

and international travel per year as a key indicator of vulnerability. Poverty is increasing 

in Egypt (The Economist, 2019), and the country is facing the dual burden of urbanization 

and climate-change impact, e.g. in the form of severe scarcity of water (Urbannet, 2019). 

Since 2015, the country has been politically stable, however, it remains vulnerable to 

instability due to reasons such as high rates of unemployment among youth and the 

adverse impacts of climate change, such as the water crisis (Blaydes, 2019). If 

epidemiological vulnerability to avian influenza is overlaid onto this risk profile of Egypt, 

the country clearly emerges as one of the hot spots for disease epidemics or even a 

pandemic.  

The official stance of the Egyptian Government regarding the risk of avian influenza, 

however, has not been well articulated and lacks transparency. The 2014 white paper, 
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Framing National Health Policy, lists “influenza” among its health priorities (Ministry of 

Health and Population Egypt, 2014a), whereas the national Preparedness Plan for 

Pandemic Influenza barely mentions avian influenza, implicitly avoiding any reference to 

the risks posed by it. The study findings and existing literature point towards economic 

factors (Artois et al., 2018) such as poultry production and the tourism industry, and the 

perceived global image of the country (Al-Monitor, 2020), as potential reasons behind this 

uncertain stance of the Egyptian Government.   

The ongoing COVID-19 pandemic crisis provided yet another example of this denial of 

risk blanketed by the ambiguous attitude of the Egyptian Government.  Tuite et al. (2020) 

questioned Government data on COVID-19 cases comparing few reported cases by the 

Government to the number of known cases exported to several countries from Egypt. The 

authors raised the concern that “the burden of infection in Egypt may be significantly 

larger than officially reported”. A foreign journalist who wrote a news-story about this 

research was immediately expelled from the country by the Government. The authorities  

reportedly launched a clampdown on the spread of “rumors” about spread of COVID-19 

in the country (DW, 2020, The Guardian, 2020). Doctors and critics were arrested or 

silenced by the Government adopting different aggressive measures to hide 

shortcomings in pandemic response (Associated Press, 2020).  

During data collection for this study, I noticed this contradiction and lack of transparency 

in the Government’s approach. Officials, during interviews, avoided criticism of 

Government policies and did not discuss, despite probing, issues of transparency. The 

COVID-19 pandemic has shown the importance of Government transparency and 

openness around such events as one of the key ingredients of an effective response 

(Kavanagh, 2020). Contradictions in Egyptian Government’s stance on the threat of avian 

influenza and similar health security events undermines its own preparedness agenda for 

future pandemics.  

6.3 Uneven pandemic preparedness  

This study has found that in the wake of avian influenza outbreaks in specific, and 

pandemic vulnerability in general, the current level of preparedness in Egypt is unreliable. 

The spike of human infections in 2014-2015 served as a reminder of the threat and 

consequences of lack of preparedness (Morse and Qureshi, 2020). This study has added 

a policy and systems perspective to the existing epidemiological evidence on uneven 

pandemic preparedness. It highlights that there are barriers in the health-sector, health-

system, and in Egyptian society, which continue to weaken preparedness for future 

outbreaks and pandemics. The study also found that the pandemic of H1N1 and previous 

outbreaks have created enabling conditions which can foster better preparedness 

planning and implementation. The following section discusses these barriers and 

enabling opportunities.  
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6.4 Barriers to pandemic preparedness  

In Egypt, political commitment to preparedness can be summarized as inconsistent and 

largely rhetorical. The Global Preparedness Monitoring Board (2019) defines political 

commitment as a set of actions which include commitment to IHR (2005), dedication of 

domestic financial resources, and prioritization of preparedness as part of the agenda 

comprised of security, universal health coverage, and sustainable development goals. In 

relevant documents of the Egyptian Government, IHR, preparedness and influenza are 

mentioned, however the description does not adequately match with the level of risk 

posed by this public-health threat. None of these documents specifically mentions the 

budget allocation for preparedness for avian influenza outbreaks or a pandemic.  Political 

attention to influenza was found to be problem-specific, i.e. only in case of an outbreak 

or pandemic is the rhetoric translated into resources and other empowering actions.  

Inconsistent political commitment to preparedness, however, as the existing literature 

shows, is not a problem specific to Egypt only (Oshitani et al., 2008, Ortu et al., 2008, 

Sambala et al., 2018, Mounier-Jack and Coker, 2006a). Sustaining vigilance and 

response capacity in the face of diminishing outbreaks and other health priorities is a 

challenge for other countries as well (World Bank, 2010). According to Jonas (2013), the 

enthusiasm and momentum created by the 2005 global spread of H5N1 and resulting 

pandemic alerts eventually waned. Starting in 2008, funding and political attention 

diminished and pandemic “amnesia” set in among the media, Governments, and other 

organizations globally. A recent survey by the WHO (2019c), conducted to assess 

pandemic influenza preparedness in 104 countries, found significant gaps in national 

preparedness levels, indicating that lack of consistent political commitment to 

preparedness is a ubiquitous phenomenon. The ongoing COVID-19 pandemic response 

has shown that in case of an outbreak, when panic and fear grow among the public, 

leaders are quick to respond by paying attention and dedicating time and resources 

(Basu, 2020). However, it is often observed that leaders do not translate these actions 

into long-term commitments in the form of plans and the dedication of sufficient funds, to 

reduce the likelihood of outbreaks expanding and becoming pandemic (Global 

Preparedness Monitoring Board, 2019).  

6.4.1 Key health-sector issues  

A key finding of this study is that in terms of policy rhetoric, the Egyptian health-sector 

appears to possess capacity and infrastructure to tackle disease epidemics. This is 

reflected in the existence of a national Preparedness Plan, validation in the JEE report of 

the health-system’s capacity to detect and respond to disease outbreaks, and in many of 

the perceptions of stakeholders from the Ministry of Health that were expressed at 

interviews. However, a deeper look identifies gaps, which compromise the overall ability 

of the health-sector to respond effectively to outbreaks, or a pandemic. The 2014-15 avian 

influenza outbreaks, and the health-sector response, support this view of a system not 

able to quickly detect, or respond adequately, to large-scale disease threats.  



119 
 

The health-sector, under the stewardship of the Ministry of Health, was found to have 

developed capacities while dealing with influenza outbreaks and the H1N1 pandemic. In 

addition to having a national Preparedness Plan, capacity exists in areas of preparing for 

an emergency, case investigation, and treating severe cases. However, the lessons of 

experience gained from previous outbreaks or pandemics have not been reflected in the 

planning and functioning of the overall health-sector. The review of the national 

Preparedness Plan, and its comparison with the findings of the JEE, confirm this uneven 

preparedness among different organs of the health-sector. The following sections discuss 

such preparedness gaps in detail.   

The national Preparedness Plan for Pandemic Influenza (Ministry of Health and 

Population Egypt, 2018), the key Government-policy document summarizing its vision 

and strategy to address preparedness, was not found to be developed fully in line with 

the standards set by the WHO. It does not include operational details nor provide details 

of how the proposed activities will be monitored. These weaknesses suggest that the Plan 

might be a document prepared for the sake of preparation, and not for actual 

implementation. The sub-national level is visibly missing in pandemic planning, testing 

and implementation. The literature particularly from other developing countries reflects 

similar shortcomings in pandemic planning. Multi-country national preparedness plan 

reviews by Coker and Mounier-Jack (2006), Mounier-Jack and Coker (2006a), Mensua 

et al. (2009) in Asian, African and Latin American countries list weak operational planning, 

absence of specifics and sub-national information as cross-cutting issues in national 

plans.  

The health-sector is known to have a bias towards present disease, and is not focused 

on future threats like pandemics (Jonas, 2013). The findings of this study are consistent 

with assessments of the state of health-sector preparedness in most of the countries 

examined in a WHO survey in 2019 (WHO, 2019c). The survey also ranked capacities as 

high in the categories of ‘preparing for an emergency’, ‘surveillance’, ‘health services’, 

and ‘clinical management’ in countries overall. The low-capacity areas were ‘preventing 

illness in community’ and ‘status of national pandemic plan’. Another study by Khan et al. 

(2017), which commented on the status of pandemic preparedness in several countries 

including Egypt, mentioned that although the H1N1 pandemic provided opportunities to 

strengthen pandemic preparedness and response, overall preparedness in countries 

remained weak. Literature from other countries also identified limited capacity, lack of 

adequate pandemic understanding and stakeholder coordination as problems which 

obstruct the health-sector in its preparedness ambitions (El Gaafary et al., 2010, Lipsitch 

et al., 2011, Wong et al., 2008).   

A significant individual barrier to preparedness is lack of motivation among public-sector 

health workers. These workers are at the forefront of preparedness and response during 

disease outbreaks and pandemics (Seale et al., 2012). The perceived lack of motivation 

among health workers was reported to be due to low salaries, absence of incentives, 

training, higher workload and absence of career paths. Unless these perceptions are 
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understood and concerns addressed, building trust between health workers and overall 

coordination authorities is hard to achieve (Jehn et al., 2011, Imai et al., 2010). The 

existing literature points to the importance of engaging health workers in planning, 

modifying their working conditions and promoting a sense of duty, as measures to 

address motivation issues (Shaw et al., 2006, Anikeeva et al., 2008, Damery et al., 2009, 

Draper et al., 2008). Health workers’ perceptions are important for prevention and the 

control of disease outbreaks (El Gaafary et al., 2010, Draper et al., 2008) as seen in the 

case of the SARS epidemic, when the safety perceptions of health workers had an effect 

on containing the outbreak (Lau et al., 2004, Lau et al., 2005).  

Motivation of health workers is one of the major factors which impact surge capacity of a 

health system during a large scale public health emergency. Surge capacity is usually 

defined as the ability of the health system to maintain a sudden, unexpected increase in 

patient volume and demand for health services that would otherwise severely challenge 

or exceed the present capacity of the system (Kearns et al., 2014). According to Hick et 

al. (2009), sufficient system infrastructure, space, equipment and personnel, together 

shape an effective surge response. Lack of motivation among health workers in Egypt is 

a limitation to building effective surge capacity. WHO (2014a) recommends progressive 

scale-up of activities over several stages to effectively plan for surge capacity with defined 

activation thresholds for all stages. The National Pandemic Preparedness Plan does not 

provide specific details of surge planning, procurement of pharmaceutical necessities or 

equipping hospitals. However, participants did mention preparation of hospitals plans to 

cope with pandemic and increase in infrastructure such as number of beds. In a pandemic 

like COVID-19, planning and preparedness activities such as surge capacity are expected 

to reduce the confusion and loss of life (Kearns et al., 2014). A systemic approach to 

surge capacity planning and building is therefore, necessary for effectively dealing with 

future pandemics in Egypt. 

The current COVID-19 pandemic has also shown the need to be mindful of the importance 

of self-care being at the center of the pandemic response for health workers (Adams and 

Walls, 2020). In this pandemic, policymakers are being called upon to ensure transparent 

and thoughtful communication, as well as supportive systems, so that health workers can 

perform their duties well despite having a high risk of infection themselves (Heymann and 

Shindo, 2020). In COVID-19 response, the measures adopted by the Egyptian 

Government to motivate health workers were insufficient and sometime intimidating as 

announced emergency salary raise was rejected by workers being too low (Middle East 

Eye, 2020) and doctors complaining lack of protective equipment were arrested 

(Associated Press, 2020).     

The poultry-handling behaviors and practices of the Egyptian population, particularly 

those living in rural settings which are also high-risk areas for avian influenza infection, is 

a major challenge in building community-level pandemic preparedness.  In Egypt, rural 

households depend on poultry raising to generate income and meet social and dietary 

needs (FAO, 2006). An estimated 4 to 9.5 million households participate in backyard 
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poultry raising in the country, though the exact number of people practicing this remains 

unknown and the estimated range is wide (ElMasry et al., 2017). This is in addition to a 

large formal and informal commercial-poultry sector (FAO, 2006). Most of the reported 

cases of H5N1 infections among humans have been reported from backyard poultry-

raising households, with a case fatality rate of 36% (Naguib et al., 2017). More infections 

were recorded among women and children, who are often the primary handlers of poultry 

in rural and poor households (Fasina et al., 2010, Kandeel et al., 2010). This study found 

that the Ministry of Health has been implementing awareness campaigns among the 

general population through mass-media and other communication channels. As a result, 

awareness levels have also increased. However, it has been seen that national efforts to 

create awareness and knowledge concerning H5N1-like issues were only moderately 

successful. The campaigns appear to have failed to bridge the gap between people 

knowing what to do and applying this knowledge – particularly behavior change for action, 

a phenomenon seen in other avian-influenza-affected countries such as Thailand and 

Cambodia (Ly et al., 2007, Paul et al., 2015). This inconsistency in Ministry’s awareness 

raising efforts were likely due to a lack of funding, a missing evaluation component, and 

not engaging with the media effectively.  

6.4.2 Key health-system challenges   

In Egypt, as the study indicates, it is the Government that, almost exclusively, drives 

epidemic and pandemic preparedness and response. Effective preparedness requires a 

whole-of-society approach to planning (WHO, 2009b). In Egypt, health-system barriers to 

preparedness were found to be rooted in Government-sector coordination, engagement 

with non-Government sectors, and partnership approaches towards international 

organizations.  

The study found coordination and collaboration among Government sectors to be a 

critical yet challenging element of effective preparedness and response to influenza 

outbreaks and pandemic in Egypt. The coordination and collaboration between animal 

and health-sectors during the 2014-2015 H5N1 outbreaks was reportedly dysfunctional. 

The coordination was mentioned to have improved after the outbreaks, however, it still 

posed a persistent challenge for preparedness (Kayali et al., 2016). The enzootic nature 

of the H5N1 virus in Egypt necessitates stronger inter-sectoral coordination and 

collaboration, especially between the human- and animal-health-sectors.  

Inter-sectoral coordination is an attractive proposition to address complex issues like 

outbreak and pandemic preparation and response. However, it is more cumbersome to 

implement than tasks which are within the mandate of just one Ministry, such as the 

Ministry of Health (Mwacalimba and Green, 2015, Coker et al., 2011). The WHO (1997) 

defines inter-sectoral action on health issues as “a recognized relationship between 

health-sector and another sector to take action on an issue to achieve health outcome to 

be more effective, efficient or sustainable”. However, this gives a one-sided view of a 

health benefit and does not define the benefit from non-health-sector becoming engaged. 

What is in this partnership for the other sectors, e.g. the poultry sector? Herdiana et al. 
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(2018) identified political differences, poor communication, financial constraints, lack of 

commitment and not seeing tangible benefits as factors which negatively impact inter-

sectoral action among sectors with divergent interests.  

The study found the Ministry of Health approach towards inter-sectoral coordination and 

collaboration to be event-oriented and not systematic. The Ministry expects, as reflected 

in the views of the interviewed participants, coordination and collaboration of the other 

sectors during the outbreaks and in preparing for future outbreaks or pandemics. 

However, its own efforts to engage other sectors are limited. The national Preparedness 

Plan for Pandemic Influenza is one example. The plan identifies the need for inter-sectoral 

coordination and proposes a mechanism to monitor this collaboration in the form of a 

national superior committee (Ministry of Health and Population Egypt, 2018). The 

proposed committee would entail the participation of 12 different Ministries and other 

Government bodies. However, the Plan does not mention anything about how these 

entities will be engaged in preparedness, or whether they have been consulted to reflect 

their role in this Plan. According to Hashim et al. (2012), pandemic planning for inter-

sectoral coordination can meet response challenges by ensuring the sharing of the 

preparedness plan with other sectors, frequent interactions, a strong leadership role, and 

having coordination mechanisms.   

The study revealed a centralized approach towards pandemic preparedness at the 

Ministry of Health. Decision-making processes and resources are concentrated at the 

central level in Cairo. The avian-influenza problem, as the study has documented, is 

primarily concentrated in rural areas among marginalized populations. Being away from 

policymaking circles and centers of power where decisions are made and resource 

prioritization exercises are carried out, governorates and districts are reported to be 

marginalized. This gap between the central level occupied by the Ministry of Health and 

in which decision-making is concentrated, and the peripheral areas, where the risk of 

disease is high and corresponding capacity is often limited, is an obstacle to enhancing 

pandemic preparedness. The national Preparedness Plan does not mention any sub-

national plans, even though sub-national planning is an essential part of WHO guidance 

on pandemic preparedness planning (WHO, 2005b). For a large country like Egypt, which 

has densely populated areas, decentralized planning for disease outbreaks and 

pandemic is important, a view shared by the study participants.   

The preparedness plans and strategies of countries often do not include sub-national and 

local involvement in pandemic planning, despite their significance. In African countries, 

Sambala et al. (2018) found a similar pattern. Mensua et al. (2009) reported generally 

poor representation of local and regional planning in Latin American countries. 

Hanvoravongchai et al. (2010), commenting on Southeast Asian countries, observed that 

sub-national planning was linked to governance and the nature of devolution of decision 

making in the country. In Cambodia, Lao PDR, Taiwan and Thailand, pandemic 

preparedness planning and programming was mostly central.  In Indonesia and Vietnam, 

local-level agencies played important roles in decision-making.  
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This study found a lack of meaningful engagement of non-Government sectors such as 

NGOs, private-health providers, and the media in preparedness planning. It was reflected 

in the Government response to the 2014-2015 outbreaks, and also in current pandemic 

planning, that the opportunity to expand preparedness coverage and benefit from well-

connected network of NGOs, local community groups, and the private health-sector, had 

been not been availed.  

The private health-sector is significantly large in Egypt. According to the WHO (WHO, 

2018i), low levels of Government health investment have resulted in 60% of total health 

spending taking the form of out-of-pocket expenditure and an increased reliance on the 

private sector. The Preparedness Plan mentions lack of coordination between 

Government and the private health-sector during the 2009 pandemic, and issuing a 

ministerial decree to strengthen the collaboration. However, it does not mention how this 

lack of involvement will be addressed in future pandemics. The plan uses rather a 

directive tone and states: “private healthcare facilities should be collaborating with the 

MoHP in dealing with influenza patients during the pandemic ………” (Ministry of Health 

and Population Egypt, 2018).   

Some of the study participants considered the non-involvement of NGOs in pandemic 

preparedness to be a missed opportunity. However, the official stance towards NGOs and 

their role in society is somewhat rigid. The Government introduced a new law in 2017 

which required more than 46,000 NGOs in the country to comply with provisions like 

Governmental discretion to decide who can establish an NGO and for what purpose 

(Reuters, 2019). Nominally mentioned in the national preparedness plan, and vulnerable 

to the unsupportive attitude of the present regime (Blaydes, 2019), these NGOs are 

operating in large numbers in the country (Arab.org, 2020), and provide a valuable 

opportunity to the preparedness process and its sustainability.  

Similarly, the study identified weak engagement of the health-sector with the media as a 

partner to raise mass awareness. Funding limitations, capacity issues, and inconsistent 

campaigns were cited as reasons for this ineffective engagement. The JEE report 

validates this apparent weakness. In Egypt, public awareness regarding avian influenza 

has been increasing (El Lassy and Tawfik, 2012, Radwan et al., 2011). However, due to 

the persistent risk of avian influenza, widespread poultry raising, and low risk perceptions 

among the public, media engagement in preparedness needs to be better than the 

findings of this study suggest it is currently.  If not engaged with effectively, there is a risk 

of the media presenting an ill-informed perspective, such as focusing on cases with 

unanticipated complications, or contradictions in public statements eroding public 

confidence in response actions (Vaughan and Tinker, 2009).  

The Global Preparedness Monitoring Board (2019) considers national Governments 

ultimately responsible to prepare for health emergencies. However, it calls for 

international support and coordination as disease outbreaks have the potential to become 

global catastrophes, similar to what we are witnessing in the case of the COVID-19 

pandemic. This study endorses the significance of international support for avian 
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influenza and pandemic preparedness in Egypt. There is a recognition among 

international health and development organizations of Egypt’s position as a risk hot-spot 

for H5N1 outbreaks and pandemic potential. The Government appears to accept this 

support and works with international organizations. However, there are complex interests, 

mandates, and viewpoints associated with this international support.  

International organizations, including the UN and non-UN bilateral and multilateral 

donors, have been working with the Government of Egypt since the emergence of the 

H5N1 problem in the country in 2006. The support has been in the form of technical 

advice, financial support, coordination of information under IHR, facilitating sharing of 

biological material such as influenza viruses, and strengthening of health-sector 

preparedness in general. The WHO appeared to be the leading technical assistance 

provider, and also gave financial support under its Country Cooperation instrument and 

Pandemic Influenza Preparedness Framework mechanism. The animal-health-sector 

was primarily supported by the Organization for Animal Health (OIE) and the Food and 

Agriculture Organization (FAO). The World Bank and USAID were the primary 

contributors to financial assistance in human and animal influenza prevention and control 

efforts. Another US institution, the CDC, provided both technical and financial support 

directly and in collaboration with Naval Medical Research Unit-3 (NAMRU-3).  

Most of the technical and financial support was given directly to the Government (mostly 

to the Ministry of Health, followed by the Ministry of Agriculture). In 2015, during the avian 

influenza outbreaks, several of these organizations joined together to conduct a risk 

assessment and make recommendations to the Government (WHO, 2015). The Joint 

External Evaluation, a collaborative effort by international organizations, was conducted 

in 2018 (WHO, 2018f), providing an example of a joint approach towards assessment of 

risks, preparedness, and the response capacity of Egypt. According to Mwacalimba and 

Green (2015) the avian and pandemic preparedness agenda in a country can become 

vulnerable to donor-defined policy process, in which donors define priorities. Three 

international organizations – the WHO, FAO and OIE – have played a critical role in 

managing the global H5N1 crisis starting in 2005. These organizations, driven by their 

institutional mandates, defined the problem differently into three narratives: a technical-

intervention problem, a livelihood-conservation problem, and a socioeconomic and 

pandemic problem (Mwacalimba and Green, 2015).  

In the case of Egypt, most of the financial support by international organizations was given 

to the Ministry of Health. There are two likely explanations for this. First, most of the 

financial resources for preparedness and response came from health-related donors and 

actors, i.e. USAID, the CDC and the WHO. Secondly, the WHO, being the lead health 

technical agency within the UN, works closely with the Ministry of Health, which is also 

part of its Governing mechanism (i.e. the World Health Assembly and the Executive 

Board), as the representative of the Egyptian Government. The WHO also appears to 

bear a powerful influence on policy in Egypt due to its coordinating and reporting role on 

IHR (2005) to which the Egyptian Government is a signatory. Due to the complex web of 
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interests, it becomes difficult for such international organizations to comment objectively 

on the performance of funding/support for recipient Governments, such as Egypt. This 

reduces the ability of Government in general and the health-sector in particular to hear 

healthy criticism and introduce corrections where needed.        

6.5 Recommendations to enhance preparedness 

The study has identified three broad categories of recommendations to improve 

preparedness for future influenza or other respiratory pathogen pandemics in Egypt:  

a. Strengthening political commitment  

b. Improving health-sector governance and management  

c. Increasing engagement with less-engaged sectors of society and partner 

organizations.  

The suggested recommendations require long-term strategic planning and action by the 

health-sector and system. Therefore, the recommendations have been divided into a 

detailed set of actions, including some immediate ones, to be implemented by the Ministry 

of Health. The following section discusses recommendations in detail while at the end, 

text box 13 provides a summary of key practice recommendations.  

6.5.1 Greater political commitment  

In Egypt, political commitment to tackling influenza as a public-health problem needs to 

be increased, with a consistent effort made to improve the preparedness level. The 

commitment is required to provide an institutional response, (not just from the Ministry of 

Health), and adequate funding for preparedness activities. This commitment can be 

increased by either developing a cost-benefit analysis to demonstrate the investment 

case for preparedness, or prioritizing investment in pandemic preparedness as a national 

health-security issue. A World Bank (2017) report identifies four major challenges at the 

national level in making preparedness a political priority: a) competing needs for 

resources within the health-sector, b) high uncertainty about the reward for investing in 

preparedness, c) competing investment projects in other sectors, and d) multi-sectoral 

coordination efforts needed to implement preparedness. The Bank suggests developing 

an investment case using US$1 per person per year for preparedness, including a political 

and economic rationale, and integrating a costed preparedness plan into the national 

budget (World Bank, 2017).  

Health threats such as infectious diseases are increasingly being seen from the 

perspective of social vulnerability rather than the health impact only and are being labelled 

as security risks (McInnes and Roemer-Mahler, 2017). Pandemic influenza, due to the 

impact and “dread” it causes for leaders and society, is considered a national health-

security problem (Enemark, 2007). The ongoing COVID-19 pandemic has already 

demonstrated the potential of a health problem becoming a socio-economic and security 

issue. National and global leaders have started recognizing this new aspect of national 

and global health (Munich Security Conference, 2020). Well before the COVID-19 



126 
 

pandemic arose, several countries had reframed the pandemic threat as a national 

security issue, such as the US (National Academies Press, 2017), the UK (The Guardian, 

2010), and France (Vanja Rokvić and Zoran Jeftić, 2015).  

The agreement of the International Health Regulations (2005) (IHR (2005)) entered into 

force in June 2007 is a global instrument to strengthen national and global health security 

from threats such as a pandemic (WHO, 2007). IHR (2005) provides a platform to a) 

globally collaborate to address disease threats b) creates obligation among Governments 

to strengthen capacities to detect, prevent and respond to such threats. According to 

WHO (2019d), response capacity of a country to an emergency like infectious disease 

threat depends primarily on two factors a) the strength of its emergency preparedness 

and b) regular testing, updating of the national preparedness plans and relevant 

capacities. IHR (2005) makes it mandatory on signatory Governments to pursue this 

strengthening of capacities and report through WHO which in turn is required to provide 

technical support as well coordinate among countries (WHO, 2007). An influenza or 

respiratory pathogen pandemic is a national as well as global health security problem as 

we are witnessing in case of COVID-19 pandemic. The impact of COVID-19 and the 

possibility of more pandemics in future due to various enabling factors, pandemics can 

be constituted as national security issues (Hamilton Robert, 2020). In case of health 

security threats like pandemics, the formal mechanism of IHR (2005) not only provides a 

formal recognition of the future threat posed by infectious disease events but also offers 

a mechanism of collaboration and preparedness.  

In Egypt, preparedness for disease epidemics and pandemic influenza can potentially 

attract political commitment, and the accompanying benefits, in the form of financial 

resources and institutional back up by making pandemic influenza (particularly avian 

influenza) as a national health-security issue. The Egyptian Government is already a 

signatory to IHR, and as the results of the JEE report reveal, is complying with the 

requirements of this international legal health instrument. IHR offers a powerful 

mechanism to change the status of influenza, or pandemic-like threat, into a national 

security issue of global significance (Kandel et al., 2020). This health security status is 

expected to: result in sustainable financing for preparedness activities; assist the state in 

securing wide recognition and support from stakeholders; and secure the support of some 

of the most powerful institutions in Egypt, such as the army and security agencies. This 

is consistent with the view given by Davies (2013), that linking pandemic preparedness 

with the issue of security has the benefit of both elevating the level of priority and 

delivering results and attracting more attention and investment – the latter of these also 

benefits other health goals, such as universal health coverage. 

Preparedness for emergency events like infectious diseases, despite significance of IHR 

(2005) and obligations it imposes on Member states and their governments, cannot be 

fully ensured due to several factors. A review report of IHR (2005) identifies lack of 

consequences and sanctions if a Member States does not comply with its regulations, as 

a major weaknesses in its effective implementation (WHO, 2011b). According to Gupta 
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et al. (2018), building IHR (2005) capacities is dependent on leadership, investment of 

resources commitment by the Government. The authors view resource constraints and 

competing priorities at national level as major obstacles in meeting IHR (2005) 

commitments by countries. Webby and Webster (2003) and Webster and Govorkova 

(2006) consider pandemic preparedness as a complex endeavor which requires stronger 

commitment, resources and time by a complex group of stakeholders. A study by Tsai 

and Turbat (2020) which investigated the reasons behind gaps between countries’ self 

and external evaluation in national infectious disease control capacity required by IHR 

(2005) found transparency as the major reason indicating countries are not always 

transparent while reporting on IHR (2005). However, COVID-19 pandemic has also raised 

questions about the preparedness levels or reported compliance by countries to building 

IHR (2005) required capacities. For example, according to Global Health Security Index 

(2019), United States was ranked well prepared for a pandemic. On the contrary, 

Nowroozpoor et al. (2020) have identified systemic readiness and real‐time response by 

public health system as major contributors to outcome in the form of large number of 

infections and deaths in the country. 

6.5.2 Improved health-sector governance and management 

A whole-of-Government (WoG) approach towards pandemic preparedness can improve 

governance and management of this complex public-health problem in Egypt. It may also 

add to institutionalization of preparedness and strengthening political commitment. 

According to the WHO (2016a), the “whole-of-Government approach is one in which 

public-service agencies work across portfolio boundaries to achieve a shared goal and 

an integrated Government response to particular issues. This approach is a response to 

departmentalism that focuses not only on policies but also on programme and project 

management”. Incoherent policy is one of the major challenges identified by this study, 

within both the Government sector and international organizations. The institutional, 

mandate-driven, silo approach adopted by different organizations, working for the same 

goal, dilutes the impact of preparedness interventions.  

There are precedents where the Government of Egypt has adopted a WoG approach. 

During the H5N1 crisis in 2006, a National Influenza Pandemic Executive Committee was 

constituted. In H1N1 pandemic in 2009 a committee was set up and mentioned as one of 

the key lessons learnt from the H1N1 pandemic response (Haq et al., 2016). However, 

after the H1N1 pandemic years, the momentum of this WoG approach towards influenza 

outbreaks faded away. Jonas (2013) suggests this “stalled” action arose because of 

“pandemic fatigue”, which undermined the sustainability of pandemic-risk reduction. A 

similar response is now being seen in the COVID-19 pandemic where WoG approach is 

being adopted by Egypt (State Information Service, 2020) and other countries like 

Singapore and Hong Kong (Legido-Quigley et al., 2020).  The Ministry of Health in Egypt 

would miss an opportunity by not building on the momentum created by the COVID-19 

pandemic to strengthen pandemic preparedness through a WoG approach.  
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The concept of WoG, although is not linear, and can be complex to implement. According 

to Hunt (2005) there are four major barriers in the design and implementation of WoG 

approaches: 1) fragmentation, 2) accountability, 3) departmentalism, and 4) relationships. 

Taiwan is one example where epidemic and pandemic preparedness and response is led 

by the Government in WoG manner. Schwartz and Yen (2017) detailed how Taiwan’s 

Government has used political will, established a central role for the Ministry of Health 

and Welfare, defined clear mandates for different entities and invested in building a 

“comprehensive state driven epidemic preparedness and response network”. The system 

worked well in the 2009 pandemic. However, the authors also mention that inconsistent 

funding and issues of public trust in Government afterward negatively affected the 

response. It can be assumed that WoG is a preferred approach to addressing the 

complexities of preparedness, however, it must be seen as a journey, and not an end in 

itself. Indonesia is another example of a country affected by avian influenza, where 

despite having an adequate governance mechanism, stakeholders identified weak 

leadership as a barrier to effective Governance of the pandemic response (Adisasmito et 

al., 2014). In Bangladesh, stakeholders stressed the need to clarify leadership and roles 

and establish a common pool of resources for effective functioning of a collaborative 

mechanism, with representation of competing interests (Chattopadhyay et al., 2018).   

In the form of a national Preparedness Plan, the Egyptian Ministry of Health has an 

opportunity to improve preparedness in a strategic and measurable way. Pandemic 

preparedness planning is also an institutional and systemic capacity-building exercise 

(WHO PAHO, 2020). The national Plan of Egypt provides a vision, strategy and 

implementation approach (though it is not comprehensive), to undertake pandemic 

preparedness and outbreak response. However, the proposed investment in activities, 

systems strengthening, and governance mechanisms reflects a desire on behalf of the 

Government of Egypt to improve preparedness. According to a recent WHO (2019c) 

survey, 92 countries reported having a national pandemic preparedness plan. However, 

44% of these plans were reportedly developed before the 2009 pandemic and have not 

been updated since then. The Government of Egypt released its most recent plan in 2018. 

About 60% of the plan aligns with WHO guidance on pandemic preparedness. A WHO 

survey reported the same percentage of capacities by countries of lower-middle-income 

status like Egypt. The validation results of the JEE report conducted in 2018 is yet another 

reflection of the Government’s commitment to enhancing capacity, as most of the 

capacities reflected in the Preparedness Plan were reported to be available in the health-

sector. This commitment needs to be translated into a form of comprehensive and 

effective implementation of the Preparedness Plan.  

The Ministry of Health can pursue implementation of the Plan in two ways. First, the 

Ministry should follow relevant planned activities and build on existing infrastructure such 

as the influenza surveillance system and the capacities of the rapid-response teams. This 

study suggests these capacities apparently improved after the H1N1 pandemic. Reports 

from the WHO (2015) and ECDC (2015) endorse this view. Surveillance should be 

expanded and prioritized in high-risk areas, pharmaceutical stockpiles should be ensured, 
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and the training of health workers and providers should be a sustained priority for the 

Ministry. A Delphi study reporting experts’ advice on preparedness emphasized the 

importance of surveillance but with the involvement and collaboration of non-health-

sectors, such as veterinary agencies (Syed et al., 2010). Fedson (2009) advised 

developing countries to adopt a bottom-up approach to meet the pandemic preparedness 

challenge such as working on antiviral agents which are generic, inexpensive and 

produced in these countries themselves.   

The implementation of national Preparedness Plan requires well-developed operational 

components within the Plan. Caballerho-Anthony and Balen (2009) labelled as weak such 

plans which did not consider governance constraints or did not draw upon the resource 

reality in a country. The study participants identified the need for testing of the Plan 

components in the field and the involvement of peripheral sectors in improving 

deficiencies. In the past five years, only 42 countries reported to WHO regarding testing 

of their national preparedness plans through simulation exercises (WHO, 2019c). This 

indicates that testing of plans is a relatively new phenomenon being adopted by countries 

worldwide.  

Secondly, the Ministry should adopt a broader consultation process during the revision of 

plans, with sectors such as previously un-consulted Government departments, NGOs, 

and private healthcare providers.  This makes the plan a living document which can be 

updated both in terms of implementation experiences as well as inputs from other 

stakeholders. There is a risk of potential gaps in preparedness, if pandemic preparedness 

plans are not updated periodically, capturing different elements of learning during 

implementation (Kinsman et al., 2018). The ongoing COVID-19 pandemic provides yet 

another opportunity for the Ministry to evaluate the effectiveness of its current plan, as 

this would be a true test of the Plan’s reliability: all aspects of it would be put to test in the 

pandemic. An evaluation study, after the pandemic is over, would provide valuable 

lessons in implementation, and identify any corrective actions.   

For effective preparedness, the health-sector in Egypt needs a motivated health 

workforce. The ongoing COVID-19 pandemic crisis has demonstrated the need to protect 

and support health workers, to enable them deliver on their duties. The Ministry of Health 

should review and revamp its remuneration and career-development approach for health 

workers. Such an endeavor will likely facilitate motivation and participation of health 

workers in effective preparedness and response for future pandemics.   

The problem of demotivating factors, such as low salaries, points towards structural 

issues within the Ministry of Health, and the overall Government system of bureaucracy. 

The total number of physicians practicing in the public sector and affiliated to the Ministry 

of Health was 103,337 in 2016, compared to 97,707 in 2015 (AlSawahli, 2019). 

Physicians practicing in the private sector showed a great imbalance between rural and 

urban areas with more preferring urban centers (AlSawahli, 2019). Attempts to alleviate 

this shortage include delegation of the primary tasks to mid-level cadres, and sparing the 

specialists to manage more complex stages. This is a structural challenge that the health-
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sector is struggling with. However, there are issues which the Ministry of Health can 

manage in the short term while planning for long-term corrections in the national health 

workforce. For example, AlSawahli (2019) mentioned that there was lack of efficient or 

effective human resource policy in the Ministry regarding recruitment, remuneration, and 

career development of health workers. The Ministry can start developing such a policy. 

Another potential area of intervention is training and capacity building of health workers 

by offering support to continuing medical education. 

Most of the available literature from other countries discusses health worker motivation 

issues among those working in hospitals, as there are concerns about staff motivation to 

work during pandemics (Aoyagi et al., 2015). However, existing evidence is also 

applicable to other categories of health workers. Improving communication between 

national authorities and health workers is considered vital to achieving and maintaining 

an effective response to pandemics (Jehn et al., 2011).  Adini et al. (2014) reported that 

“activities which increased knowledge and familiarity with emergency scenarios (e.g. 

dissemination of guidelines etc.) were found to be correlated with preparedness and 

capacity to respond”.  

6.5.3 Enhanced engagement with less-engaged sectors and sub-national levels  

NGOs are a missing link in the current pandemic preparedness approach of the Egyptian 

Government. The Hepatitis C campaign strongly backed by the current President is one 

example of how NGOs can contribute to health programs on a national scale (Ministry of 

Health and Population Egypt, 2014b).  According to Levy (2018), in a pandemic situation, 

civil society (NGOs and other non-profit organizations) are expected “to act independently 

out of responsibility for the community”, whether authorities coordinate their efforts or not. 

While such independent initiatives will be based on good intentions, a lack of coordination 

and professional guidance can result in “more harm than good”. The Ministry of Health 

can use the example of the Hepatitis C campaign, using local and national NGOs, as a 

guide to involve this sector, which has significant potential to support Government efforts 

to reach out to the community and deliver on strategic and sustained mass awareness.  

Private healthcare providers constitute a large component of the Egyptian healthcare 

system (WHO, 2018i). Efforts, albeit limited, have been made to include private providers 

in pandemic response. For example, Ministerial decrees have been issued in order to 

promote collaboration between the public and private sectors (Ministry of Health and 

Population Egypt, 2018). However, the collaboration remains sub-optimal and needs to 

be increased to enhance pandemic preparedness. The private sector consists of private 

hospitals, doctors, and pharmacies (Gericke et al., 2018). There is no effective private-

sector regulation in place and this large sector is often not engaged in health planning 

and strategy setting (Ministry of Health and Population Egypt, 2014b). The Ministry of 

Health can start by engaging private-sector associations like Physicians’ syndicates in 

national Plan implementation, as is done in other countries (Cwik and Witt, 2006). For 

example, these associations can be engaged in testing of a national Plan through 

simulation exercises as well as in consultations about its revision.   
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In order to promote awareness of the risks of avian influenza among the Egyptian 

population, the Ministry of Health should adopt a strategic engagement approach towards 

media. Under the Pandemic Influenza Preparedness Framework (PIP) mechanism 

coordinated by the WHO, strategic risk communication capacities and community-

engagement systems are reportedly being strengthened in several countries, including 

Egypt (WHO, 2020e). This support is provided under the technical, biological material 

sharing and financial mechanism to enhance preparedness in priority countries around 

the world. The Ministry of Health can benefit from this opportunity and develop a long-

term, sustained, capacity-based mass-awareness mechanism to address communication 

challenges during avian influenza and pandemic threats. Haq et al. (2016), evaluating the 

H1N1 pandemic response of Middle East countries in 2009, calls for the adoption of a 

partnership approach towards media. The authors emphasize the need to build in 

evaluation of media campaigns. In order to address the knowledge-action gap among the 

population, Radwan et al. (2011) and El Lassy and Tawfik (2012) advocate adopting a 

behavior-change approach in mass communication efforts by the Ministry.  

Governorates and districts in Egypt should be engaged and empowered by the Ministry 

of Health. This should be done by engaging them in preparedness planning and 

empowering them with decision making and resources to implement planned measures. 

Hashim et al. (2012), reporting on a post-pandemic qualitative study from European 

countries, highlighted the importance of national and sub-national coordination and 

communication. The study found that coordination mechanisms during the preparatory 

phase were useful in reducing panic during the phase of pandemic response. To bridge 

the gap between policy and implementation, the relationship between national and local 

authorities has been considered to be critical by Kinsman et al. (2018), while discussing 

a study on preparedness and response against diseases of epidemic potential in 

European countries. The authors, however, did acknowledge that insufficient financial or 

human resources, structures or policy divisions were to blame for issues between national 

and local levels. Citing Poland as an example, the study mentioned the decentralized 

nature of the system in which district-level authorities had the mandate to implement 

public-health regulations and Ministry of Health provided guidance for uniformity.  

Since disease outbreaks and pandemics have the potential to cross borders; pandemic 

preparedness is a national endeavor with international implications as currently being 

witnessed in COVID-19 pandemic (Al Saidi et al., 2020). The Ministry of Health, to 

optimally benefit from the strengths and resources offered by the international 

organizations, has to adopt a strategic approach towards engagement with these 

organizations.  This study has identified three major roles for international organizations 

in the context of pandemic preparedness in Egypt: a) technical advice and guidance, b) 

acting as a coordinating interface with the international community, and c) financial 

support. 

According to Liang et al. (2018), since the H1N1 pandemic, the guidance from 

international organizations on pandemic preparedness has been modified and improved. 
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For example, by adopting a whole-of-society approach, these organizations have 

encouraged preparedness measures to be taken by different sectors – particularly non-

health-sectors such as Ministries of Education and Agriculture (which is also responsible 

for animal health). International organizations have also the ability to reach out to their 

counterpart ministries and departments within the Government and outside of it. Often 

Governments are not aware of the useful guidance available from international 

organizations such as the WHO (WHO, 2019c). However, the Ministry of Health can 

proactively use this change in guidance and outreach to non-health-sectors to further 

strengthen its collaboration with international organizations and expand partnerships for 

preparedness. This engagement should be built around the individual strengths and 

unique benefits an organization can bring to the pandemic preparedness goal of the 

Ministry.  

The coordinating role of international agencies serves both as a bridge between the 

national Government and international community, and also as an instrument of 

accountability for an international obligation like IHR (2005). The Ministry of Health can 

use these opportunities to enhance preparedness by creating or benefiting from an 

existing national coordination mechanism, such as a committee or forum where dialogue 

can be conducted on avian and pandemic influenza between the Government and 

appropriate international organizations. The study also identified the existing coordination 

mechanism of ‘One Health’ (WHO, 2017a) and encouraged its effective use, as an 

opportunity to bring UN and non-UN organizations into a planning framework for 

pandemic preparedness.   

The Global Preparedness Monitoring Board (2019) in its first annual report acknowledged 

the WHO’s leadership in IHR. However, it also remarked that the “convening and 

coordinating mechanisms are not sufficient to provide fully cohesive support for broad 

capacity strengthening”. In Egypt, the Ministry of Health and WHO co-chair a “Health 

Development Partners’ Group (DPG)” (WHO, 2018i). The degree of this group’s activity 

is unclear. However, keeping in view the risk of avian influenza outbreaks and significance 

of pandemic preparedness, there is a need for a stronger preparedness-specific 

coordination mechanism to advocate and sustain the preparedness agenda in the 

country. The same forum can also provide opportunities to consolidate and strategize the 

financial support being provided by international organizations, like the investment from 

the Pandemic Influenza Preparedness Framework from the WHO (WHO, 2020e).   
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Text box 13: Summary of key practice recommendations  

 

6.5.4 Theory of change to improve preparedness   

This study, using grounded theory, has presented a theory of pandemic preparedness in 

Egypt. It argues that given the vulnerability of Egypt to avian influenza outbreaks, and the 

risk of it becoming the epicenter of a future influenza pandemic, the country’s status of 

preparedness is uneven due a combination of health-sector, systemic and socio-

economic factors.  The study, using findings and available evidence, proposes a “theory-

of-change” approach to the Ministry of Health to implement actions to facilitate desired 

change in the status of preparedness, i.e. moving from uneven to improved 

preparedness. This approach provides a pragmatic framework which describes how the 

interventions affect change (De Silva et al., 2014). In case of enhancing pandemic 

preparedness in Egypt, the following theory of change is proposed:  

If the Ministry of Health, led by the Government of Egypt, addresses the individual, 

organizational and system-level barriers, and promotes enabling factors through 

progressive action on improving political commitment, health-sector governance, 

1. A high-level preparedness coordination committee should be set up with a whole-of-

Government spirit, led by the Prime Minister and coordinated by the Ministry of Health 

2. Once the ongoing COVID-19 pandemic ends, evaluation of the national response 

should be conducted 

3. The current national pandemic preparedness plan should be revised and its 

components should be operationalized. The document should be periodically updated 

with the latest public-health evidence   

4. Health workers’ motivation to participate in preparedness should be enhanced with 

training, providing a safe working environment, recognition of services and improving 

the remuneration system  

5. Sub-national tiers in the health-sector should be empowered with allocation of financial 

and human resources, authority to make decisions and participation in national-level 

decision-making  

6. Non-Governmental organizations and associations of private healthcare providers 

should be given representation in national and sub-national preparedness 

mechanisms; terms of reference of formal engagement should be defined  

7. Strategic partnership with media should be developed to implement evidence-based, 

adequately financed and evaluated awareness campaigns 

8. Partnership with international organizations should be strengthened by constituting a 

preparedness coordination mechanism with representation from Government and 

international organizations, ensuring a transparent exchange of data and expertise  

9. An integrated approach towards disease surveillance and operational research should 

be adopted to detect epidemiological trends in a timely manner as well creating a socio-

economic environment to facilitate evidence-informed decision-making by the 

Government on pandemic preparedness and response.  
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management and engagement, enhanced preparedness against avian influenza 

epidemics and pandemics can be achieved. 

According to Stein and Valters (2012) usually there are two components of a theory of 

change 1) a visual description identifying key variables, stakeholders, and pathways of 

change and 2) accompanying narrative. The narrative provides details about the context 

of the problem and intervention, current state of the problem, the actors to influence 

change, an outcome of desired long-term change, description of change process and 

assumptions. Table 23 and Figure 14 given below provide a summary and visual 

description of the proposed theory of change to enhance preparedness in Egypt. The 

following paragraphs discuss the narrative of proposed theory of change.  

Egypt, the most populous country in the Middle East and geographically located at the 

crossroads of Africa, Europe and Asia, faces a significant risk of avian influenza outbreaks 

and a potential influenza pandemic in the future. The Ministry of Health is mandated to 

prepare the health-sector and support related sectors for effective preparedness and 

response to these potential shocks. Evidence has shown that the current status of 

preparedness is inadequate. In the case of future epidemics or a pandemic, there is a risk 

of loss of human life, disruption to socio-economic life and potential spillover to 

neighboring countries.  

The inadequate preparedness is driven by factors of an individual, organizational and 

systemic nature. The Ministry of Health needs to design and implement interventions with 

a focus on benefiting from enabling opportunities and proactively tackling disabling 

factors. This approach is expected to bring about the desired change, i.e. the 

preparedness level shifting from an uneven to an enhanced level. However, the change 

process is not expected to be linear. Factors of a socio-economic and political nature 

have the ability to compromise this process of change undertaken by the Ministry of 

Health and should be considered in the planning and implementation of interventions. 

Four kinds of actors must be involved in this change process: 1) end users, e.g. the 

population and health workers; 2) implementing actors, e.g. the Ministry of Health 

leadership and bureaucracy; 3) potential spoilers which can negatively influence the 

process, e.g. the Ministry of Finance, and the poultry sector; and 4) external stakeholders, 

e.g. NGOs and the media.  

The implementation of this change process is proposed to be carried out under the 

following three domains of strategic actions:  

1. Greater political commitment for preparedness  

2. Improved health-sector governance and management of preparedness, and  

3. Enhanced engagement with non-Governmental organizations/sectors to broaden 

the coverage of preparedness.  

It is assumed that ongoing political and security stability will be sustained, the national 

economy will continue to grow or at-least will not decline, and no other pressing health 
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issue will emerge in the future which might divert political attention and thus resources 

away from the pandemic preparedness.  

Table 23: Proposed theory of change approach to enhance pandemic preparedness in 

Egypt-adapted from Stein and Valters (2012) 

 

 

 

Summary statement  If individual and organizational disabling factors are addressed and enabling factors 
are promoted through progressive action on political commitment, health-sector 
governance, management and engagement-enhanced preparedness against avian 
influenza epidemics and pandemic can be achieved   

Problem statement  Factors of an individual and organizational nature compromise the ability of the 
Government of Egypt to achieve and sustain preparedness for avian influenza 
epidemics and pandemic, risking losses to the health, development and prosperity of 
Egyptian society 

Overall goal  To achieve and sustain an enhanced level of preparedness against avian influenza 
epidemics and pandemic 

Change process  

Inputs  Long term goal  

Interventions of political commitment (e.g. high-level preparedness coordination committee, 
domestic funding)  

To achieve and 
sustain an 
enhanced level 
of preparedness 
against avian 
influenza 
epidemics and 
pandemic 

Interventions targeting health-sector governance and management (e.g. adopting a WoG 
approach) 

Interventions aiming at engagement with society and partners (e.g. strengthening 
involvement of NGOs in preparedness)  

Change markers   Functioning of the high-level preparedness coordination committee  

 Revision of the national preparedness plan in line with WHO guidance 

 Budget for preparedness earmarked in the national health budget  

 More domestic funds allocation to sub-national level  

 National level reports on status of preparedness 

Meta-theory  Critical realism: “what works for whom in which conditions”? (Pawson and Tilley, 
2004) 

Actors  End users: Population, health workers; Implementing actors: Ministry of Health 
leadership and bureaucracy; spoilers: Ministry of Finance, other sectors; point of 
collaboration with other agencies: Health and economic benefit; political 
engagement; additional external stakeholders:  NGOs, media  

Internal risks  Influenza gets prioritized at the cost of pressing health issues e.g. Hepatitis C  

Assumptions  Political stability is sustained; economy continues to grow; no other health issues 
shift priority status; Ministry of Health sustains influenza priority; security situation 
remains stable  

External risks  Conflict in neighboring countries spreads to Egypt; epidemics of avian influenza in 
neighboring countries 

Obstacles to success  Lack of funding from Ministry of Finance, lack of commitment from Minister of Health 
to the change process, lack of bureaucratic commitment   

Knock-on effects  Sense of security in case no influenza outbreaks are reported in near future; 
preparedness fatigue sets in.  
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Figure 14: Visual description of theory of change to enhance preparedness for future pandemics in Egypt
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Chapter conclusions  

This chapter has discussed contradictions in the Government’s narrative of the avian 

influenza threat and pandemic preparedness. It summarizes the status of pandemic 

preparedness to be uneven due to inconsistent and largely rhetoric-based Governmental 

commitment. Health-sector preparedness was found to be compromised due to 

inadequate pandemic planning, motivational issues with health workers, and low-risk 

perceptions among the general population. The Government’s centralized approach to 

preparedness excludes other health-system contributors, such as NGOs and the private 

health-sector. However, experiences of past outbreaks and pandemics have contributed 

to increasing capacity and awareness among people offering opportunities to enable 

preparedness. Recommendations have been made regarding further commitment to 

pandemic preparedness by using both a health-security narrative and a WoG approach. 

The health-sector has to revise and implement the Preparedness Plan and improve its 

engagement with sub-national levels and non-Governmental stakeholders. A theory of 

change has been proposed to implement the suggested interventions to improve 

preparedness.   

The next chapter provides a conclusion of the study describing how aims of the study 

have been met, its contribution to knowledge, the limitations to be considered while 

reading the findings and a proposed future research agenda.    
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CHAPTER 7: CONCLUSIONS  

7.1 Introduction  

This chapter concludes the study by summarizing the key findings and by providing a way 

forward on pandemic preparedness in Egypt. It highlights the contribution of this study to 

the existing knowledge on pandemic preparedness. The limitations of the study are 

revealed here and a future research agenda has been outlined.  

The study’s aim was to identify the barriers and enablers for influenza pandemic 

preparedness in Egypt. Using a mixed-method approach, the study has analyzed the 

available literature, conducted an in-depth review of the preparedness policy, sought the 

perspective of stakeholders and proposed practice recommendations. It is expected that 

after recognizing their own voices in this study, Government officials and policy 

implementers will pay attention to the issued raised.  

The study was written in the middle of the COVID-19 pandemic. The pandemic on one 

hand provides a real-life scenario to see how preparedness is put to the test. However, 

on the other hand, the unfolding impact on health-system, economies and societies in 

general calls for caution in adopting a linear-thinking approach on pandemic 

preparedness. Different experiences of country responses to the COVID-19 pandemic 

have shown that no country is fully prepared to face the enormous stress a pandemic can 

exert on a health-system and broader society.  

Pandemic preparedness is a multifaceted process involving multiple system actors, 

commitments, resources and contextual implementation approaches. A linear thinking 

which promotes sequential action based on assumption that intake and outflow are 

predictable, is difficult to apply in case of pandemic preparedness. Preparedness can best 

be regarded as a continuous process as a journey and not a destination. The infectious 

disease threats are unpredictable. Persistent efforts to keep health system ready for any 

threat is the only safeguard which can be ensured by Governments and societies against 

future threats like an influenza pandemic.  

The COVID-19 crisis has brought home the realization that irrespective of the economic 

or development status of a country, a pandemic response is significantly dependent on 

how swiftly and early the health-system reacts to a pandemic. Well-thought-out, planned 

and exercised preparedness can provide the necessary foundation to mount an effective 

response to future pandemics caused by influenza or other respiratory pathogens. 

7.2 Research questions and achieving the study’s aim 

This study highlights that the current level of preparedness is not optimal in Egypt. The 

health-system led by the Ministry of Health is not fully ready to face influenza or other 

respiratory disease pandemics. A complex combination of barriers related to avian 

influenza epidemiology, health-sector capacity and the socio-economic and political 

systems drives this inadequacy. The fragility in health-system preparedness has been 

demonstrated by the large-scale outbreaks of avian influenza in 2014-15. However, the 
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results also show that there are existing capacities, mechanisms and opportunities which 

can be leveraged by the Ministry of Health to scale up preparedness. Greater political 

commitment, a whole-of-Government approach and engagement of non-Governmental 

sectors have emerged as key future strategic actions to strengthen preparedness.  

The preparedness weaknesses in a high-risk and low-resource country like Egypt not only 

threaten its population health, economy, and society, but can also compromise global 

health if a pandemic happens. This study, however, found contradictions in the Egyptian 

Government’s approach towards the risk of avian influenza and investment in pandemic 

preparedness. The ongoing COVID-19 pandemic is a living embodiment of a reality in 

which a zoonotic, respiratory outbreak like avian influenza originating from a similar 

outbreak hotspot country (China), rapidly evolved into a pandemic causing irreparable 

loss to human health and economic development globally. This study, by identifying the 

preparedness barriers within an Egyptian society and health-system context, calls to 

attention the fact that the policymakers need to be more vigilant and prepared to face 

future pandemics. However, considering the view that there is a difference between actual 

and perceived preparedness, more research is required in different aspects of pandemic 

preparedness in Egypt.   

7.3 Contribution to knowledge on pandemic preparedness  

The study has several contributions to the existing knowledge on pandemic preparedness 

in Egypt and other similar settings. It has used a multidisciplinary, interpretivist approach 

to look at pandemic preparedness. The study has discussed the epidemiological 

phenomenon of avian influenza which is endemic in Egypt, health and non-health-sector 

readiness and the socioeconomic context of Egypt. This is unlike the available literature 

which often individually interprets epidemiology, health-system or socio-economic 

aspects of preparedness. The multifaceted vulnerabilities in Egypt are documented. 

However, this study complements available knowledge with discussion on what 

influences preparedness in Egypt and what can be done to change the status quo.  

The study has highlighted the gap between WHO guidance and actual preparedness 

policy planning done at the country level. Preparedness planning was found to be 

inconsistent with WHO advice, lacked operational detail and did not elaborate linkages 

with non-health-sectors. This is consistent with findings of the available literature which 

highlights both the generic nature of WHO guidance and its varying use in developing 

countries in preparedness planning. In the case of Egypt, however, this is the first study 

to analyze the adherence of a national pandemic preparedness policy versus WHO 

guidance.  

The other available literature largely discusses preparedness from the perspective of 

health workers. In contrast to this study, it rarely engages with policymakers and 

influencers. The study’s findings provide an important, first account of the perspective of 

Government officials on a sensitive subject. This is a significant knowledge contribution 
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in the military-dominated governance system of Egypt where transparency in Government 

functioning is not a norm.  

The study has also made a methodological contribution to the evidence on pandemic 

preparedness. It has used a mixed-method approach to discover a theory of 

preparedness and propose a change agenda. Available studies often use behavioral or 

system theories in preparedness research. This study combined the flexibility of grounded 

theory to use multiple data sources grounded in context and the action nature of theory 

of change. This combination allowed discovery of a theory of preparedness which not 

only comments what influences preparedness but also proposes action on how to 

address it. However, this innovative approach to combining methods needs further 

research to improve rigor to foster its frequent use in studying a complex phenomenon 

like pandemic preparedness.  

7.4 Potential limitations of this study    

The findings of this study have to been seen in the light of some potential limitations. The 

scope of the study was limited to discussion with stakeholders at the Ministry of Health 

only. Thus it represents primarily the views of the Government officials and implementers 

working in the health-sector on pandemic preparedness. Pandemic preparedness is a 

complex and multidimensional phenomenon which involves Government and non-

Government health and other sectors.  

This study is the first attempt to use HPSR lens with interpretivist conceptual 

underpinnings, to discover a theory of pandemic preparedness in Egypt. The research, 

however, involved a limited sample of stakeholders who shared perspective on diverse 

topics in preparedness. A small sample discussing a vast subject like pandemic 

preparedness poses a generalizability limitation and identifies a need for an in-depth 

enquiry on this research topic.  

Evidence indicates that contextual factors significantly influence pandemic preparedness. 

In this study, the proposed theory of change includes information on what implementers 

should keep in perspective while putting the recommendations into practice. However, 

there is a risk of influence of linear thinking among implementers regarding the 

recommendations. Context can change and there is need to adapt the recommended 

actions to the shifting realities. The study, to reduce the risk of linear thinking, has focused 

on recommending strategic actions and avoided details to allow contextual flexibility in 

preparedness planning and implementation. 

Finally, there were practical limitations in conducting and reporting this study. It was 

challenging to provide a detailed description of the study processes and findings in 

45,000-word thesis limit. I was constrained by the need to balance methodological rigor 

and work on a theory which will be likely put into practice by the Ministry of Health. It is 

challenging to ensure the systematic rigor required by the grounded theory in limited time 

and other restrictions. For example, selective sampling was to be applied to find study 

participants as per grounded theory approach. However, finding a Government official 
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who is willing to provide consent, would freely discuss their opinion and allow recording 

proved to be a daunting task. Several potential participants were not comfortable to give 

a view regarding their employer (their Government) despite their willingness to participate 

in the study. There is, therefore, a potential risk of selection bias in the recruitment of 

participants in the study.   

7.5 Future research agenda  

The study’s findings have pointed towards several gaps in the literature concerning 

pandemic preparedness which will benefit from future research. The scope of this study 

was limited to discussion with the health-sector. However, it has raised questions on the 

preparedness of sectors not related to human health, such as animal-health. In view of 

the opportunity provided by the COVID-19 pandemic, a detailed investigation of 

preparedness and response involving health and non-health-related stakeholders could 

possibly be conducted. This exercise will hopefully provide valuable lessons for future 

preparedness policy, actions and improvement of a national Preparedness Plan. This 

evaluation can be conducted with the technical guidance and support of the WHO and or 

other international organizations. Our study did not find any research which had been 

commissioned by the Government related to previous pandemics or disease outbreaks.   

Our study has highlighted the complex socio-economic aspects of avian influenza 

problem in Egypt and associated pandemic preparedness dilemma. The complexity of 

phenomenon of avian influenza pandemic preparedness calls for more mixed-method 

research. For example, quantitative models can be used to conduct a cost-benefit 

analysis of the financial investment in preparedness and qualitative techniques can be 

used to understand the complexities of health-systems and communities in response. It 

is likely that the interest of donors will increase in preparedness research in a post-

COVID-19 pandemic environment. The Ministry of Health can potentially collaborate with 

appropriate research institutions to conduct such research studies.  

Our study also points towards the need to use a combination of disease-surveillance data 

and a collection of new data on avian influenza epidemiology for research purposes. 

Avian influenza is endemic in Egypt and its presence in poultry poses a constant threat 

of the disease infecting humans. Joint research between human and animal health using 

surveillance information and new data can provide valuable evidence to the Government 

to take further practical actions.  

This study and COVID-19 pandemic together have drawn attention towards health 

workers and their motivation in pandemic preparedness and response. More evidence 

from an individual and system perspective is required on what drives motivation among 

health workers in Egypt. A combined in-depth, interpretivist research with health workers 

and policy analysis can identify the barriers and enablers in their motivation for 

participation in effective pandemic preparedness and response.   
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save human lives. The research is being conducted as a requirement from the University 
of Bath for the Doctor of Health programme in which I’m enrolled. You are invited to 
participate in this research. However, before you decide about your participation, I would 
like to provide the background to this research study, what is the aim and how it will be 
conducted. Please read this information carefully. You can always ask anything not clear 
or missing in the information being provided here. Please also feel free to discuss the 
study with your colleagues, seniors and other relevant people that you think should be 
aware of its objectives, process and outcome. I would like to emphasize here that your 
participation in the study is purely voluntary, you do not have to take part in the process 
unless you desire so. I thank you for your attention to the information provided here.   
………………………………………………………………………………………… 
What is the purpose of the study?  
 
As you are aware Egypt has been facing recurrent outbreaks of avian influenza or bird flu 
with high rates of human infection in recent years. Large scale spread of a novel virus 
such as one of bird flu origin, can trigger an influenza pandemic with potentially 
devastating impacts on human health and the economy not only in Egypt but in other 
countries as well. The Ministry of Health and partner organizations are working to ensure 
there is adequate preparedness to meet such a challenge. However, recurring bird flu 
outbreaks and the subsequent response to control these outbreaks have revealed gaps 
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in effective preparedness of the country for pandemic influenza. Yourself as a health 
leader, planner, worker, what do you think of these challenges associated with pandemic 
preparedness in Egypt and what are your recommendations to overcome these issues to 
ensure adequate readiness of the health-system for the next influenza pandemic. This 
study aims to capture your opinion, in view of your role, experiences and prepare 
recommendations for the Ministry of Health and other organizations to consider for 
inclusion in their preparedness strategies and plans for pandemic influenza.      
 
Why have I been chosen to take part?  
 
You have been selected to participate in this study because of your current role and 
experience in preparedness and response to influenza pandemic, infectious disease 
outbreaks. In this study, 25 to 30 policymakers and managers are expected to participate 
and you are one of them.  
 
Do I have to take part?  
 
Your participation in this study is purely voluntary and you are free to withdraw anytime 
without explanation or facing any disadvantage.   
 
What will happen if I take part?  
 
The study will be conducted through collecting data from participants like yourself in the 
form of in depth interviews. The interviews will then be transcribed from recording. The 
interviews will be recorded on digital tape which will be done with your permission. The 
transcript of recorded interviews in English or Arabic language will be used for the analysis 
and developing a report. Myself and my co data collector will be responsible for 
conducting this research and responding to your queries. Your role is to share the 
information on enquired topics.  
 
Expenses and / or payments:  
 
The study doesn’t involve any expenses on behalf of the participants and you will not be 
required to pay anything and you will not get compensation for your time.  
 
Are there any risks in taking part?  
 
The study is about preparedness for pandemic influenza in Egypt and your opinions and 
experiences. There are no expected risks with this study, however, if you wish to do so, 
it would be appropriate to discuss the study and your participation with your supervisor or 
senior management in confidence. There are no harmful experiences involved in this 
study.   
 
Are there any benefits in taking part?  
 
For participants, there is no compensation or other benefit for participation. 
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What if I am unhappy or if there is a problem?  
If you are unhappy during the study, or if there is a problem in your participation, please 
feel free to let us know by contacting […….] and we will be happy to help. If you remain 
unhappy or have a complaint which you feel you cannot come to us about then you should 
contact the research supervisor ……. You may also contact Research Ethics Approval 
Committee for Health ……through …….or telephone …….  
 
When contacting the research supervisor or REACH, please provide details of the name 
or description of the study (so that it can be identified), the researcher(s) involved, and 
the details of the complaint you wish to make.   
 
Will my participation be kept confidential?  
 
Interview data will be transcribed and also kept in tapes/digital format under lock and key 
by the researcher and will not be shared with anyone outside of the research study team. 
Your identity will not be disclosed during or after the research process. Only myself as 
the researcher and the University of Bath study advisor will have access to your provided 
data.  
 
Disclosure of criminal activity:  
 
Please be informed that I have an obligation to report any malpractice and criminality.  
 
What will happen to the results of the study?  
 
The study report will be submitted to University of Bath for approval, once it is approved, 
it will be shared with the Ministry of Health and may be published depending on the data 
collected and recommendations made. If time and resources allow, the researcher will 
organize a dissemination session with participants. Your name will not appear in the 
submitted report to the Ministry of Health or in any subsequent publications.  
 
What will happen if I want to stop taking part?  
 
You can withdraw from the study at anytime without providing any explanation. Results 
of the study up to the period of withdrawal may be used, if you are happy for this to be 
done.  Otherwise you may request that they are destroyed and no further use will be made 
of them.   
 
Who can I contact if I have further questions?  
 
I will answer your queries and you can reach me at ………… 
 
OPTIONAL SECTION –  
 
Criminal Records Bureau check (CRB) Not applicable to this study  
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Duty of care to research participants:    
 
Not applicable for this study 
 
Please keep this copy of the information booklet.  
 
Thank you very much for taking time to read this information booklet.  
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INFORMED CONSENT PROCESS 

 

Describe the arrangements for gaining informed consent from the research 

participants. 

 

  

b) If participants are to be recruited from any of the potentially 

vulnerable groups listed above, give details of extra steps taken to 

assure their protection, including arrangements to obtain consent 

from a legal, political or other appropriate representative in addition 

to the consent of the participant  

 

 

c) If participants might not adequately understand verbal explanations 

or written information given in English, describe the arrangements 

for those participants (e.g. translation, use of interpreters etc.) 

 

d) Where informed consent is not to be obtained (including the 

deception of participants) please explain why. 

 

 

 

D6) What is the potential for benefit to research participants, if any? 

 

Individual participant information sheet and consent form will be prepared. The 

information sheet will be provided to the participants before meeting with the 

researcher. The researcher, during the meeting, will ask the participants if they 

have any questions or concerns regarding the research or research process. The 

participant will be asked to read through the consent form and sign if they agree. 

N/A 

It is anticipated that participants will be able to read and speak English or Arabic. 

Information on preferred interview language will be obtained in advance from the 

potential participants. In case of interviews in English, the researcher will do the 

interviews himself. In case of Arabic, he will get help from an expert data collector, 

fluent in Arabic, ,to conduct the interview.       

Informed consent will be obtained from each participant  
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Participants of this research are part of the overall pandemic preparedness and 

response process and mechanisms in Egypt as policymakers and managers. 

Their contribution in this research will inform recommendations to improve the 

process of effective preparedness. Improvements in preparedness are expected 

to positively influence the processes and outcomes of the efforts of participants 

who are part of the health-system.  

 

 

D7) State any fees, reimbursements for time and inconvenience, or other forms 

of compensation that individual research participants may receive. Include 

direct payments, reimbursement of expenses or any other benefits of 

taking part in the research? 

 

None   
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Informed Consent Form 

(Arabic translated version will also be available for the participants) 
 

 
          
Participant Name                                              Date                   Signature 

 

Title of Research 
Project: 

Enhancing preparedness for pandemic 
influenza in Egypt: a mixed method case-
study analysing perceptions of stakeholders 
at the Ministry of Health  
 

 
 
 

Please 
initial 
box 

Researcher(s):  …………………………  

1. I confirm that I have read and have understood the information 

sheet for the above study. I have had the opportunity to consider 

the information, ask questions and have had these answered 

satisfactorily.   

 

 

2. I understand that my participation is voluntary and that I am 

free to withdraw at any time without giving any reason, without 

my rights being affected.   

 

3. I understand that, under the UK’s Data Protection Act,  I can 

ask for access to the information I provide and I can also 

request the destruction of that information if I wish within 2 

weeks period.  

 

4. I understand that I will not be identified in any report 

subsequently produced by the researcher. However, sample of 

this study being small, I understand that there may be a 

chance to be identified  

 

5. I accept that taking part in an study intervention is voluntary 

and confirm that any risks associated with this have been 

explained to me  

 

6. I agree to take part in the above study.    

 

 

7. I agree to having the interview/focus group digitally recorded  
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     Name of Person taking consent                         Date                  Signature 
 

 
       
Researcher                                                         Date                   Signature 
 
 
The contact details of the lead researcher (principal investigator).  
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 نموذج موافقة مستنيرة

مفهوم صانعي السياسات  لتحليلدراسة حالة نوعية  :األنفلونزا في مصرجائحة تعزيز التأهب لمواجهة  :عنوان البحث 

 والمديرين في وزارة الصحة

 

المعلومات الخاصة بهذه الدراسة و قد اعطيت الفرصة التفهم المعلومات و ان  أقر انا اني قرات و فهمت.1 
 اسال االسئلة و تم اعطائي اجابات وافية 

اي وقت اريد بدو ابداء  انا اتفهم ان مشاركتي في هذة الدراسة تطوعية و ان لي الحق ان اسحب في-2 
 االسباب و ذلك ال يؤثر علي اي حق من حقوقي

انا اتفهم اه تحت رعايه حماية المملكه المتحده للبيانات استطيع في اي وقت الوصول لمعلوماتي و لي الحق -3 
 في طلب تدمميرها تماما في خالل اسبوعين 

و علي  كشف الهوية في اي تقرير صادر من هذة الدراسةانا افهم جيدا اه لن يتم التعرف علي هويتي او -4 
 الرغم من ذلك عية صغيرة من هذه الدراسة توجد احتمالية للكشف عن الهوية 

لقد تفهمت ان االشتراك في هذة الدراسة تطوعي و اقر ان اي مخاطر قد شرحت لي-5    

انا اوافق علي المشاركة في الدراسة -6   

تسجيل هذا االستبيان  رقميا  انا اوافق علي  -7   

 

----------------------------                           ---------------------------------             ----------------------

---------- 

 إسم المشارك                                                    التاريخ                                             التوقيع 

   

----------------------------                           ----------------------------------              --------------------

----------- 

 اسم الباحث                                                    التاريخ                                          التوقيع 

 بيانات الباحث الرئيسي هي
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 كتيب المعلومات للمشاركين

 

صانعي السياسات والمديرين في دراسة حالة نوعية لتحليل مفهوم : تعزيز التأهب لمواجهة جائحة األنفلونزا في مصر "

 وزارة الصحة

 

 ر هل تشارك أم ال في هذة الدراسة مساعدتك على اتخاذ القرال

 

، لذا يرجى قراءة هذا الكتيب  تستوعب الهدفومع ذلك ، أريد أن أتأكد من أنك  .أود أن أدعوك للمشاركة في هذه الدراسة

 بعناية

 

دراسة بحثية على فهم كيفية تعزيز استعداد مصر على التصدي بفعالية لوباء االنفلونزا القادم  ىوانا إجر.…مرحبا، اسمي 

أنت مدعو للمشاركة في  .الذي التحقت به الدكتوراهيتم إجراء البحث كمتطلب من جامعة باث لبرنامج  .وإنقاذ األرواح البشرية

و كذلك الهدف و كيف هذه الدراسة ا ، بالمعلومات الخاصة ب تزويدكومع ذلك ، قبل أن تقرر مشاركتك ، أود  .هذا البحث

ا أن  ..ستتم اجراء الدراسة غير واضح أو مفقود في تسأل عن أي شىء يرجى قراءة هذه المعلومات بعناية يمكنك دائم 

المعنيين الذين وغيرهم من األشخاص  رؤسائكافي مناقشة زمالئك و و من فضلك ال تتردد  .المعلومات التي يتم تقديمها هنا

ا ، ت أود أن أؤكد هنا أن مشاركتك في الدراسة .و تائج الدراسة تعتقد أنهم يجب أن يكونوا على دراية بأهداف طوعية تمام 

 .معلومات المقدمة هنااالنتباه لل على ك أشكر .ما لم تكن ترغب في ذلكالدراسة وليس عليك المشاركة في 

...................................................................................................... 

 

 من الدراسة؟ الهدفما هو 

 

مع  ألنفلونزا الطيور مع ارتفاع معدالت العدوى البشرية في السنوات األخيرة تفشي متكرركما تعلمون ، فقد شهدت مصر 

اإلنتشار الواسع المجال من الفيروس المستحدث من  انفلونزا الطيور يمكن ان يؤدي الي جائحة ثؤثر علي صحة االنسان و 

 االقتصاد ليس في مصر فقط لكن ايضا في مختلف دول العالم  

، فقد كشفت  ومع ذلك .لمواجهة هذا التحدي ةكافيمكافحة على ضمان وجود االخري تعمل وزارة الصحة والمنظمات 

 .وجود فجوات في التأهب الفعال من أجل جائحة األنفلونزا الناتجة اإلصابة المتكررة بأنفلونزا الطيور واالستجابة 

ومخطط وعامل ، ما رأيك في هذه التحديات المتعلقة بالتأهب للوباء في مصر وما هي أكقائد صحي  و أنت شخصيا   

هذه الدراسة إلى التحضير الستراتيجيات وخطط االستعداد الخاصة بك في منتديات  توصياتك للتغلب على هذه القضايا؟ تهدف

 .وزارة الصحة وغيرها من المنظمات

 

 ماذا تم اختياري للمشاركة؟ل

لقد تم اختيارك للمشاركة في هذه الدراسة بسبب دورك الحالي وخبرتك في التأهب واالستجابة لوباء األنفلونزا ، وتفشي 

.من صناع السياسة والمديرين وأنتم واحد منهم 30إلى  25في هذه الدراسة ، من المتوقع أن يشارك . المعديةاألمراض  . 

 هل يجب علي المشاركة؟

 .إن مشاركتك في هذه الدراسة تطوعية بحتة وأنت حر في االنسحاب في أي وقت دون تفسير أو مواجهة أي عيب

 ماذا سيحدث إذا شاركت؟
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ثم يتم نسخ المقابالت من . تفصيليةسيتم إجراء الدراسة من خالل جمع البيانات من المشاركين مثلك في شكل مقابالت 

سيتم استخدام نسخة المقابالت . سيتم تسجيل المقابالت على الشريط الرقمي الذي سيتم بعد الحصول على إذن منك. التسجيل

سوف أكون نفسي وجمع بياناتي المشارك مسؤوال  عن إجراء هذا . ليل ووضع تقريرالمسجلة باللغة اإلنجليزية أو العربية لتح

 دورك هو مشاركة المعلومات حول الموضوعات المستجوبة. البحث والرد على استفساراتك

 :أو المدفوعات /المصروفات و 

على تعويض عن وقتكال تتضمن الدراسة أي نفقات نيابة عن المشاركين ولن يُطلب منك دفع أي شيء ولن تحصل  . 

 هل هناك أي مخاطر في المشاركة؟

ال توجد مخاطر متوقعة في هذه الدراسة ، ومع . تتناول الدراسة االستعداد لمواجهة وباء األنفلونزا في مصر وآرائك وخبراتك

ال توجد . ةبسري المدير ذلك ، إذا كنت ترغب في ذلك ، سيكون من المناسب مناقشة الدراسة ومشاركتك مع المشرف أو

مشاركة في هذه الدراسةأضرارلل . 

 هل هناك فوائد في المشاركة؟

 .بالنسبة للمشاركين ، ال يوجد أي تعويض أو فائدة أخرى للمشاركة

أو إذا كانت هناك مشكلة؟ راضيماذا لو كنت غير   

واثق أثناء الدراسة ، أو إذا كانت هناك مشكلة في مشاركتك ، فال تتردد في إخبارنا عن طريق االتصال بـ راضيإذا لم تكن 

 خان 

؟هل ستكون مشاركتي سرية  

ا في األشرطة  التنسيق الرقمي تحت القفل والمفتاح من قبل الباحث ولن تتم  /سيتم نسخ بيانات المقابلة ويتم االحتفاظ بها أيض 

لن يتمكن من . لن يتم الكشف عن هويتك أثناء أو بعد عملية البحث. ي شخص خارج فريق الدراسة البحثيةمشاركتها مع أ

 .الوصول إلى البيانات المقدمة إال لنفسي بصفتي الباحث والمستشار الدراسي لجامعة باث

 :الكشف عن النشاط اإلجرامي

يإجرام  سلوكيرجى العلم بأن لدي التزام باإلبالغ عن أي سوء تصرف أو . 

 ماذا سيحدث لنتائج الدراسة؟

سيتم تقديم تقرير الدراسة إلى جامعة باث للموافقة عليه ، بمجرد الموافقة عليه ، سيتم مشاركته مع وزارة الصحة ويمكن 

شر مع إذا سمح الوقت والموارد ، سيقوم الباحث بتنظيم جلسة ن. نشره بناء  على البيانات التي تم جمعها والتوصيات المقدمة

لن يظهر اسمك في التقرير المقدم إلى وزارة الصحة أو في أي منشورات الحقة. المشاركين . 

 ماذا سيحدث إذا كنت أريد التوقف عن المشاركة؟

يمكن استخدام نتائج الدراسة حتى فترة السحب ، إذا كنت . يمكنك االنسحاب من الدراسة في أي وقت دون تقديم أي تفسير

 وإال قد تطلب تدميرها ولن يتم استخدام أي منها. بذلكسعيد ا للقيام 

 بمن يمكنني االتصال إذا كان لدي المزيد من األسئلة

 عن استفساراتك ويمكنك االتصال بيسأجيب 

 - القسم االختياري

 



177 
 

 .ال ينطبق على هذه الدراسة (CRB) مكتب السجالت الجنائية

 واجب الرعاية للمشاركين في البحث

 هذه الدراسةال ينطبق على 

 .يرجى االحتفاظ بهذه النسخة من كتيب المعلومات

 .شكرا جزيال ألخذ الوقت لقراءة كتيب المعلومات هذا
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APPENDIX III 

SCORING SHEET OF COMPLETE REVIEW OF THE NATIONAL PREPAREDNESS 

PLAN FOR PANDEMIC INFLUENZA 

ASSESSMENT INDICATORS NATIONAL PREPAREDNESS PLAN FOR PANDEMIC INFLUENZA      

1. Preparing for an emergency ( Phase 1-5) 

Yes No 

Es
se

n
ti

al
 

D
e

si
ra

b
le

 

Sc
o

ri
n

g 

1.1 

Is there a national planning committee/structure suggested 
that has a coordinating role for pandemic preparedness 

  

x   1 

  
1.1.1 If yes has a list of suggested members included 

  

x   1 

  1.1.2 Does the list include members from other sectors 
 

 

x   1 

  1.1.3 Have roles been identified for the members of the 
committee 

  

  x 1 

1.2 
Does the plan mention in detail sub national plans 

  

x   0 

1.3 

Legal frameworks suggested which is in line with international 
legislation (IHR 2005) 

  

x   1 

1.4 

Ethical framework suggested which is line with international 
legislation 

  

  x 0.5 

1.5 

Does the plan mention integrating the Pandemic influenza 
preparedness plan into broader disaster/emergency 
preparedness and response plans 

 
 

    0 

1.6 

National command and control structure for managing 
influenza pandemic included in the plan 

  

x   1 

1.7 
Command and control center consist of Health-system 

  

x   1 

1.8 

Command and control center is cross sectoral 
  

  x 1 

1.9 

Is the national plan based on WHO pandemic phases. 
  

x   1 

  
1.9.1 If yes have they defined a trigger to change phase 

  

x   1 

1.1 

Is there an option for risk assessment for pandemic influenza 
in the country 

 

 

  x 1 

1.11 

Is there a communication strategy as part of the national 
influenza plan 

  

x   1 

  

1.11.1 If yes does the plan give a detail on 
communication for the public 

 
 

x   1 
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1.11.2 Strategy for Communication within health-sector 
  

x   0 

1.12 

Does the plan mention targets and milestones to achieve with 
timelines 

  

x   0 

Total score 
13.5 

2 

 Surveillance ( Phase 1-3) 

Yes No 

Es
se

n
ti

al
 

D
e

si
ra

b
le

 

Sc
o

ri
n

g 

2.1 

Does the plan define surveillance objectives based on WHO 
pandemic phases         1 

  

2.1.1 If yes does the plan describe the interpandemic 
surveillance of seasonal influenza and use of 
influenza vaccine 

  

    1 

  

2.1.2 If yes does it mention maintaining a influenza 
endemic line (threshold line) that predicts an 
outbreak 

  

    0 

  

2.1.3 If yes does it describe the trigger to change from 
one phase to another 

  

    0 

2.2 
Does the plan contain establishment of Surveillance systems 
at: 

  
        

  2.2.1 National level   x   1 

  2.2.2 Provincial levels x   0 

  2.2.3 District levels     0 

2.3 

Does the plan mention use of already available Disease Early 
Warning system or if not for the establishment of such a 
system 

x   0.5 

2.4 

Has the country opted for sentinel primary care surveillance 
across whole of the country 

 

 

x   1 

  2.4.1 SARI surveillance for all patients 
 

 

x   1 

  2.4.2 ILI surveillance  based on structured sampling x   0 

2.5 
Virological surveillance in country x   0.5 

  2.5.1 Clinical samples from all SARI cases 
 

 

x   0 

  
2.5.2 Structured sampes from ILI cases x   0 

2.6 
Is there a training plan to train field epidemiologist and other 
staff 

  

x   1 

2.7 

Does the plan specify development of standard case 
definitions, standard protocols for case selection, specimen 
collection, storage and transport and its revision 

 
 

  x 0.5 
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2.8 

Does the plan specify in detail the data management sytem 
for both SARI/ILI and Lab results being collated at one central 
point at the national level 

  

x   0.5 

2.9 

Does the plan mention collaboration with Global Influenza 
Surveillance Network and sending newly isolated strains to  
WHO collaborating centers for identification 

 
 

x   1 

Total score 
9 

3 

Case investigation and treatment   
      

  
Diagnostic capacity 

3.1 
National laboratory capacity for influenza typing 

  

x   1 

3.2 

Does the plan mention  a network of provincial or district labs 
linked to national lab 

 

 

  x 1 

3.3 
National laboratory capacity for influenza sub typing 

  

    1 

3.4 

Does the plan mention implementation of biosafety 
measures. The national lab should have a biosecurity levels 
(BSL) 3 and 4 

 

 

x   0.5 

3.5 

 

Country's capacity for outbreak response 
 

    

 

  

3.5.1 Does the country have trained teams at national 
and sub national levels for rapid response to 
influenza outbreak. If not is there a strategy to 
create that.  

  

x   1 

  

3.5.2 Does the country have outbreak response 
equipment available at national and sub-national 
level for an outbreak response. If not is there a 
strategy 

 
 

x   1 

  

3.5.3 Does the plan mention in detail maintaining 
stockpiles of antivirals for outbreak control.  

 
 

x   1 

  

3.5.4 Plan to develop database for gathering 
information from first case in the country 

 
 

x   1 

  

3.5.5 Does the plan mention updating the case 
reporting definition in line with WHO case 
definitions 

  

x   1 

  
Epidemiological investigation and contact management 

3.6 

Does the plan describe the system of epidemiological 
investigations and collection of information at one central 
level 

  

    0 
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3.7 

Does the plan mention developing a capacity to carry out 
epidemiological investigations 

  

    0 

  
Country's capacity on infection control in healthcare settings 

3.8 

Does the plan mention development of standards of care for 
infection control for each level of care starting from 
communithy centers to terriary care hospitals 

 
 

x   0 

3.9 

  Does the plan mention development of national 
guidelines  for infection control or use of already 
available guidelines 

  

x   0 

3.1 

Does the plan mention training of healthcare staff  
on national standards and guidelines.  x   1 

3.11 

  Does the plan mention availability of equipment 
like PPE and incineration of infectious medical 
waste  

 
 

x   0.5 

Total score 10 

                      

4 

Prevention and containment of disease in the community 

Yes No 

Es
se

n
ti

al
 

D
e

si
ra

b
le

 

Sc
o

ri
n

g 

4.1 

Does the plan mention public health measures to be taken in 
case of spread of influenza in the country 

  

x   1 

  
3.1.1 If yes does the plan mention educating the 

community 
x   0 

4.2 

Does the plan mention the legal aspects of these measures 
such as forced quarantines and social distancing x   0.5 

4.3 

Does the plan mention  educating the communities on 
personal hygiene measures such as hand washing, masks and 
respiratory hygiene 

 

 

x   1 

4.4 

Does the plan mention developing guidelines for infection 
control in animal and bird settings  

 

 

x   0 

4.5 

Does the plan mention use of routine influenza vaccines 
during pandemic potential 

 

  
 

    x 1 

4.6 

Does the plan mention use of antivirals for early treatment or 
prophylactic use       x 1 

4.7 

Does the plan  mention social distancing and quarantine 
measures to be taken at the community level in case of an 
outbreak 

 

  
 

  x   1 
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4.8 

Does the plan mention travel and trade restrictions to be 
carried out in case of an outbreak and its coordination 
mechanisms with Minstries like Foreign affairs, transport, 
tourism and industries 

  

x   0.5 

4.9 

Does the plan mention social distancing and quarantine 
measures such as closure of schools, prohibiton of mass 
gatherings 

  

    1 

5 

Does the plan mention in detail the vaccine procurement and 
use in priority groups both seasonal and pandemic strain 

 
 

x   1 

5.1 

Does the plan mention in detail the contingency plan for 
vaccine storage, distribution and administration 

 
 

x   1 

5.2 

Is there a plan for clinical management and treatment for 
influenza patients 

 
 

x   1 

5.2.1 

  If yes does the plan mention management of 
patients at different levels of hospital care such as 
community settings or hospital settings 

 
 

x   1 

5.2.2 

Is there a plan for developing treatment protocols 
including use of antivirals, antibiotics and other 
supporting therapies such as ventilation 

 

 

x   1 

5.2.3 

  If yes does it mention system of triage, use of 
alternative sites for medical care such as schools, 
tents or hospital grounds 

  

x   1 

5.3 

Does the plan mention in detail use of health workforce, 
volunteers and role of NGOs and private sector in an epidemic 

  

  x 0.5 

5.4 

Does the plan mention in detail the stockpiles of medical 
supplies, their types and their placement 

  

x   1 

5.5 

Does the plan mention a strategy for storage and disposal of 
corpses 

  

  x 1 

Total score 
15.5 

6 

Maintaining essential health services 

Yes No 

Es
se

n
ti

al
 

D
e

si
ra

b
le

 

Sc
o

ri
n

g 

6.1 

Does the plan define healthcare facilities and their levels  
(primary, secondary, tertiary) where the patients would be 
treated during a pandemic 

  

    0 

6.2 

Does the plan define types of services to be given at each level  
 

 

    1 



183 
 

6.3 

Does the plan define alternative sites in case of mass 
emergencies such as schools, private hospitals, tents, grounds, 
NGOs such as Red crescent 

  

    1 

6.4 

Does the plan define number of healthcare providers by 
category available in the country and their deployment in 
pandemic 

 

 

    0 

6.5 
Does the plan describe use of volunteers, other health 
workers. 

  

    1 

Total score 
3 

7 

Implementation and revision of the national plan in light of 
new evidence  

 

Yes 

 

 

No 

 

Es
se

n
ti

al
 

D
e

si
ra

b
le

 

0 

7.1 

Does the national plan has targets, benchmarks or milestones 
to measure the progress in its implementation 

  

x   0 

7.2 
Has the national plan been tested through simulation exercise 

 

 

x   0 

7.3 

Does the plan has provision for revision such as specific time 
or after new information comes  in through surveillance or 
research  

 

 

  x 0 
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APPENDIX IV 

ANALYSIS OF KEY POLICY, STRATEGY AND PLANNING DOCUMENTS   

Document No./Title Leadership and political commitment 

1. Egypt Vision2030 
Government of Egypt (Ministry 
of Planning and Administrative 
Reform); 2015 

International Health Regulations (IHR) included as key 
performance indicator in national development vision. 

However Government responsibility for preparedness at 
community level not specified and no reference to 
funding. Nature of proposed plan means implementation 
cannot be gauged.  

2. White Paper: Framing 
National Health Policy 
Government of Egypt 
(MOHP); 2014 

Guiding principles include central role of Government in 
achieving health goals, including provision of public health 
services, with influenza as one of key health priorities. 
Support for harmonization of health policies with national 
development plans (in fact the White Paper provided 
basis for health pillar of Egypt Vision2030). 

Lacking in reference to national or community level 
preparedness, implementation of laws and regulations, or 
availability of funding. 

3. Joint External Evaluation of 
International Health 
Regulations Core Capacities 
(Egypt) 
WHO; 2018 

Laws enacted and intersectoral committees established to 
ensure coordinated IHR prevention efforts. Activities 
include surveillance systems and hotline system with 
monthly analysis. Action implies Government 
responsibility at nation level, supported by funding from  
Ministry of Finance. 

However no reference to comprehensive national 
development vision incorporating preparedness plan, or 
Government responsibility at community level. 

4. Implementation of the 
Pandemic Influenza 
Preparedness (PIP) 
Framework in the Eastern 
Mediterranean Region 
WHO; 2016 

Strong commitment to influenza surveillance systems 
from MOHP and other Government institutions. Initiatives 
include capacity building in technical and human 
resources at district and governorate level. 

Nevertheless no reference to national vision for 
development incorporating preparedness, Government 
responsibility at national level, or funding commitment. 

5. Independent Evaluation Group 
Implementation Completion 
and Results Report: Project 
for Avian and Human 
Influenza Control and 
Prevention  
World Bank; 2013 

Project consistent with Integrated National Plan for Avian 
and Human Influenza (2007), with initiatives implemented 
such as poultry control and improved laboratory capacity 
in surveillance and diagnostics. Government involved in 
discussing weaknesses in preparedness, while financing 
available from various international sources. 

However no reference to national vision for development 
incorporating preparedness or Government responsibility 
at community level. Lack of Government commitment 
implied by no funding contribution and lack of interest in 
H5N1 (avian) influenza after 2009-2010 H1N1 influenza 
pandemic. Implementation delayed despite emergency 
status of project. 

6. Health and SDGs brief (Egypt) 
WHO; 2016 

Commitment to preparedness implied by centrality of UHC 
to national sustainable development strategy (Egypt 
Vision2030). Strategy emphasizes extending coverage of 
quality services and strengthening health-system 
components. 

However responsibility for preparedness not explicitly 
stated at national or community level. No reference to 
implementation of laws and regulations or availability of 
financing. 

7. Transforming Egypt's 
Healthcare System Project 
World Bank; 2018 

Financing available from World Bank. Project aligned with 
MOHP strategy and Vision2030. 

Although financing allocated for improving PHC quality, 
allocation for emergency response specified as zero. 
Nature of proposal means implementation cannot be 
commented on. 
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8. USAID Health and Population 
(Egypt) 
USAID; 2019 

Funding available from USAID. However direct funding ended in 2015; current funding 
through Global health Security and Development 
programme. 

9. UN Partnership Development 
Framework 
UN Egypt and Government of 
Egypt; 2018-2022 

Financing available from UN. However Government responsibility for preparedness not 
specified, and preparedness not explicitly part of national 
vision for development. Financing not specifically 
allocated to preparedness. Proposed plan so 
implementation cannot be assessed.  

  Health-sector preparedness 

10. Joint External Evaluation of 
International Health 
Regulations Core Capacities 
(Egypt) 
WHO; 2018? 

Comprehensive summary of strengths and weaknesses in 
line with IHR, and resulting recommendations on: 
• Prevention: national legislation, policy and financing; IHR 
coordination, communication and advocacy; biosafety and 
biosecurity 
• Detection: national laboratory system; real-time 
surveillance; reporting; workforce development 
• response: preparedness; emergency response 
operations; medical countermeasures and personnel 
deployment; risk communication 

 

11. Country cooperation strategy 
(Egypt) 
WHO; 2018 

Develop prevention plan for zoonotic disease using One 
Health approach. Support detection through indicator- and 
event-based surveillance, and enabling laboratories to 
detect and characterize pathogens. Develop national 
emergency response plans, including risk communication 
and strengthening capacity in the context of SDH. 
Strengthen IHR core capacity at designated country entry 
points. 

 

12. Implementation of the 
Pandemic Influenza 
Preparedness (PIP) 
Framework in the Eastern 
Mediterranean Region 
WHO; 2016 

Strengthen national capacity to detect outbreaks through 
laboratory and epidemiological surveillance, by providing 
laboratory equipment and supplies, and staff training 
sessions. Strengthen national capacity to monitor virus 
trends, by establishing sentinel sites and providing 
laboratory training. 

However no reference to prevention and response 
measures and limited project timeframe (2013-2016). 
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13. Independent Evaluation Group 
Implementation Completion 
and Results Report: Project 
for Avian and Human 
Influenza Control and 
Prevention  
World Bank; 2013 

Emergency operation for disease control through animal 
health interventions, including training for field staff to 
improve surveillance, and training and equipment to 
improve veterinary diagnostic laboratory facilities. Human 
health and awareness raising activities to be supported by 
other groups. 

However no reference to influenza detection in humans or 
response measures. Project weaknesses included 
disconnect between objectives and design, poor M&E 
system, and slow implementation despite emergency 
operation status. 

14. CDC in Egypt 
CDC; 2013 

Initiatives include population based studies on influenza 
burden and effectiveness of prevention measures, as well 
as training programme to prevent and control influenza. 
Strengthen capacity to detect and isolate seasonal and 
novel influenza, including epidemiological and laboratory 
surveillance. Cooperation with WHO to promote 
preparedness and response. 

 

15. USAID Health and Population 
(Egypt) 
USAID; 2019 

Support prevention by reducing poultry infections, and 
reference made to detection and response. 

 

16. Egypt Vision2030 
Government of Egypt (Ministry 
of Planning and Administrative 
Reform); 2015 

Response to International Health Regulations listed as a 
key performance indicator for health. 

However no reference to interventions for prevention, 
detection or response. 

17. Transforming Egypt's 
Healthcare System Project 
World Bank; 2018 

Key objective to improve quality of PHC services and 
increase institutional capacity. Contingency emergency 
and response noted as component but no financial 
allocation made. 

However no reference to prevention, detection, response 
in emergency health situations. 

  International support and coordination 

18. Country cooperation strategy 
(Egypt) 
WHO; 2018 

WHO cooperation with range of Government ministries 
and other UN agencies to support work on strategic 
priorities (outlined in 'Health-sector preparedness'). 
Collaboration contributes to ongoing work and strategic 
development of UNPDF. 

 

19. Joint External Evaluation of 
International Health 
Regulations Core Capacities 
(Egypt) 
WHO; 2018? 

WHO cooperation with range of Government ministries to 
support work on strategic priorities (outlined in 'Health-
sector preparedness'). 
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20. Implementation of the 
Pandemic Influenza 
Preparedness (PIP) 
Framework in the Eastern 
Mediterranean Region 
WHO; 2016 

Strong collaboration between WHO and Government 
bodies such as MOHP in support of preparedness 
measures (outlined in 'Health-sector preparedness'). 

 

21. Independent Evaluation Group 
Implementation Completion 
and Results Report: Project 
for Avian and Human 
Influenza Control and 
Prevention  
World Bank; 2013 

Financial support including complete funding of animal 
health interventions by Avian and Human Influenza 
Facility, human health activities by USAID, and 
awareness raising activities by UNICEF. Donors involved 
in discussing weaknesses and designing initiatives. 

However poor project supervision by World Bank until 
2009, and change of expert recommendations on poultry 
vaccination disrupted implementation. 

22. Transforming Egypt's 
Healthcare System Project 
World Bank; 2018 

Technical and financial support for MOHP (in strategic 
areas outlined in 'Health-sector preparedness').  

However proposal identified low to moderate probability of 
health emergency (such as disease outbreak of high 
public importance), resulting in no provisional funding 
allocation. 

23. CDC in Egypt 
CDC; 2013 

Work with Egyptian Government, WHO, local partners, 
other US agencies, supporting areas such as detection 
(with National Influenza Centre) and response (with 
WHO). 

 

24. USAID Health and Population 
(Egypt) 
USAID; 2019 

Work with MOHP to improve detection and response to 
emerging and infectious disease, and reduce risk of 
human avian influenza exposure by reducing poultry 
infections. Implementation in partnership with FAO. 

 

25. Health and SDGs brief (Egypt) 
WHO; 2016 

WHO collaboration in technical committee to develop 
White Paper which framed health pillar of Vision2030. 
UN agencies support monitoring through technical 
expertise. 

Lack of specific reference to support for preparedness. 

26. UN Partnership Development 
Framework 
UN Egypt and Government of 
Egypt; 2018-2022 

Clear UN support in development and financing of plan, 
with UHC included as key result.  

However support for preparedness not specified. 
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End of document. 


