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AGENDA ITEMS TO BE DISCUSSED IN HEALTH MINISTERS’ MEETING: 
 

PROTECTING HEALTH FACILITIES FROM EMERGENCIES: 
DEVELOPING SAFER HEALTHCARE FACILITIES 

As the World Health Day 2009 theme and the Global Campaign of the UN International Strategy 
for Disaster Reduction are on the same topic of keeping health facilities safe in emergencies; the 
need for further discussions can help take this public health issue forward. This is in line with the 
vulnerability of the Region to various natural and human- generated emergencies. Considering 
that health facilities and their safety from hazards require looking at three main factors: structural, 
non-structural and functional, it requires several disciplines to be involved.  Addressing the issue 
also involves specific challenges to be tackled such as: multisectoral engagement; community 
involvement; political will; integration of risk-reduction measures into development projects; and 
increasing awareness, among others.  

 Global, regional and country efforts have produced positive results and these need to be 
taken to the next level in terms of coverage, type of facilities, methodologies to be applied and 
strategies to be adopted. Being one of the main benchmarks of the SEAR Region for emergency 
preparedness and response, Member states have taken this issue forward. The Regional 
Consultation on Keeping Health Facilities Safe from Disasters, held last in April 2008, outlined 
several recommendations and countries have taken steps in moving in the recommended 
direction.  

 This paper outlines these matters and is presented for discussion by the High-level 
Preparatory (HLP) meeting. 
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Background 

1. This year’s World Health Day is on the theme for health facilities in emergencies, with the 
slogan “Save lives. Make hospitals safe in emergencies”. It is also the theme of the biennial 2008-
2009 global campaign by the International Strategy for Disaster  Reduction, which is being 
implemented with WHO and the World Bank.  

2. The issue of resilience of health facilities in disasters is a public health concern as these are the 
main refuge for populations affected by all types of emergencies, whether natural or human 
generated. The term “safe health facilities” encompasses all health facilities – large or small, urban or 
rural, complex or primary care centres.  Their integrity and functionality at the time they are most 
needed is crucial to the survival and recovery of people affected by emergencies. There are three 
aspects to disaster resilience of health facilities: structural, non- structural and functional.  

• Physical integrity in accordance with the hazards in its environment, allowing the facility to 
remain intact and not collapse in disasters, killing or injuring patients and staff; modern 
engineering and architectural science and design have already provided us with low-cost 
solutions for ensuring structural integrity, so that health facilities do not collapse during 
earthquakes, flash floods or cyclones. 

• There also are non-structural factors that keep a hospital intact and functional - these include 
the utilities that serve them (eg water, electricity) and the equipment inside them. In some 
cases it is seen that although a health facility remains intact, it is rendered non-functional 
because all the equipment has fallen over and lifelines such as water and electricity supplies 
have been cut off. 

• Organizational aspects also play a role. Installed capacities, so that a facility will continue to 
function, providing critical services require contingency plans and a well-trained health 
workforce that is ready and able to deal with the health consequences of emergencies. 

3. The issue of keeping health facilities safe from disasters remains vital to all countries in the 
Region. Health facilities and health services are the community’s lifeline in normal times, but 
especially so in times of crisis. 

4. Regionally, the issue of disaster preparedness and response was never more highlighted than 
after the earthquake and tsunami of 26 December 2004. More importantly from 1996-2005, natural 
disasters killed over 500000 people in the Region, which is 58% of the world’s total deaths from 
disasters. These disasters also affected the health facilities and communities that depended on them 
in a profound way. There are countless examples of health infrastructure—from sophisticated 
hospitals to small but vital health centres—that have suffered this fate. A few of such examples are 
given below:  

2001, Gujarat (India) Earthquake 

• 3812 health facilities were destroyed during the earthquake. There was total collapse of 
the health infrastructure in Kutch district, which was the worst affected. Most of the 
difficulties encountered during the response phase in the Kutch district were due to the 
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collapse of the health infrastructure. The cost of reconstruction for the health sector alone 
was estimated at US$ 60 million.1 

Earthquakes and Tsunami of 26 December 2004  

• Aceh province (Indonesia) Indian Ocean Tsunami 

Of the 240 health clinics 30 were destroyed while 77 were damaged seriously. Forty 
clinics suffered minor damages. As many as 700 health workers (of an estimated 9800 
in the province) died or were reported missing.2 

• Maldives 

One regular hospital, 2 atoll hospitals and 20 health centres were destroyed. As many 
as 5000 people had to be evacuated from 13 islands.3 

• Sri Lanka 

Ninety two health facilities were destroyed. This included 35 hospitals.4 

• India 

Seven district hospitals, 13 primary health centres and 80 subcentres were damaged 
in the southern Indian States of Tamil Nadu, Andhra Pradesh, Kerala, the Union 
Territory of Pondicherry and the Andaman and Nicobar Islands5 

2005 December, Jammu and Kashmir (India) Earthquake 

• Thirty eight health facilities in Kashmir were completely damaged and 14 were 
partially damaged. One such case was the Uri Hospital in the Baramulla district, 
which served a population of 130000. It was totally destroyed. Patients were shifted 
to buildings that were under construction and those who were in a position to be 
carried, were taken to the temporary health-care outlets set up by the Directorate of 
Health Services. 6 

2007 February, Indonesia Floods 

• Forty nine health facilities were damaged by the flood waters. 7  

2007 November, Cyclone SIDR, Bangladesh  

• Seven of 16 district hospitals in Khulna and Barisal division were mildly damaged. 

• Sixty nine of 247 Upazila Health complexes were mildly damaged. 

                                            
1 Joint report of the World Bank and Asian Development Bank (2001) to the Government of India, Gujarat Earthquake Recovery 

Programme Assessment Report.  
2 Carballo M, Daita S, Hernandez M. 2005.Impact of the tsunami on health-care systems. J R Soc Med.Sep;98(9): 390-5 
3 Moving Beyond the Tsunami, The WHO Story 2005 
4 Moving Beyond the Tsunami, The WHO Story 2005 
5 Moving Beyond the Tsunami, The WHO Story 2005     
6 Joint UN-World Bank Health Need Assessment Mission Report, Health Sector, Jammu and Kashmir, December 16-22, 2005    
7 World Health Organization, Regional Office for South-East Asia reports  2007 
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2008 May, Cyclone Nargis, Myanmar 

•  Fifty seven per cent of public health facilities in the affected areas, largely confined to 
Ayeyarwady and Yangon divisions, were destroyed or damaged. It is estimated that 
10% - 15% of these facilities were totally damaged 

5. Civil conflicts have also made it difficult for health facilities to cope with a sudden influx of 
injured people.  In these situations, the problem is usually not the physical or structural integrity of a 
hospital or a clinic, but it is understaffing, and the lack of access to supplies and essential utilities. 
Security issues prevent staff from applying to or accepting an assignment in conflict zones; where 
health staff is present, security problems often prevent them from performing their work efficiently. 
Besides hampering the functionality of health facilities, the impact of long, drawn out conflicts can 
also be devastating.  After years of unrest, the violence of 1999 in Timor-Leste caused the destruction 
of 78% health facilities.  In Sri Lanka, health services for the displaced in the recently-concluded war 
need scaling up.  

Efforts to keep health facilities safe  

6. The tsunami was the turning point for countries in the WHO South-East Asia Region.  Countries 
of the Region, and indeed WHO as a whole, gleaned important lessons from the impact of this 
disaster.  These lessons revealed a number of gaps in emergency preparedness and response that 
must be addressed.  Likewise, they revealed many opportunities to improve disaster management 
and risk reduction at national and regional levels.   

7. Soon after the tsunami, at the January 2005 World Conference on Disaster Reduction (Kobe, 
Japan), 168 nations adopted the Hyogo Framework for Action 2005-2015 (HFA).  Among other 
challenges, the HFA calls on countries to “integrate disaster risk reduction planning into the health 
sector; promote the goal of hospitals safe from disasters by ensuring that all new hospitals are built 
with a level of resilience that strengthens their capacity to remain functional in disaster situations and 
implement mitigation measures to reinforce existing health facilities.”  

8. Later in 2005, disaster health professionals, primarily from countries in the SEA Region and 
experts from other sectors that play a role in disaster management and risk reduction, took initial 
steps towards filling the identified gaps and improving the level of disaster preparedness in the whole 
Region by developing benchmarks against which to measure progress.  One benchmark (Benchmark 
11) calls for health facilities to be built or modified to withstand expected events posed by natural 
hazards.  

9. As a follow-up activity in the South-East Asia Region, a Regional Consultation on Keeping 
Hospitals Safe from Disasters was conducted in 15-17 April 2008. The consultation put together 
several conclusions and recommendations. In summary, these are:  

• The use of existing diagnostic tools (e.g. Hospital Safety Index and others developed in 
countries) appropriately adopted to measure a health facility’s level of safety during disaster 
situations.  
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• The framework of Benchmark 11 is a tool to increase performance in emergency 
preparedness and response in the Member States of the Region.  

• The need for developing an outline of a national plan of action. 

• Establishment of “Safe Hospital Committees” consisting of health system planners, engineers 
and architects, health system financers and health system managers. 

• Identification of new health facilities that are at planning and design stage in order to insulate 
them from the impact of disasters. 

• Developing contingency planning for those health facilities that are already functioning to 
make them safe against disaster situations. 

• Providing capacity-building tools and training to health system managers. 

• Orientation to funding agencies regarding the magnitude of problems. 

• Mobilizing necessary administrative support and political 

10. In this regard, efforts made in countries have been substantial. In Nepal, the goal of activities 
was to keep hospitals in the Kathmandu Valley physically intact and functioning in the scenario of an 
earthquake. Several guidelines on various aspects of safe health facilities8 were thus produced and 
used. These were followed by Vulnerability Assessment of Hospitals in Nepal. Of note was the fact 
that together with WHO and the Ministry of Health, a nongovernmental organization, the National 
Society for Earthquake Technology – Nepal (NSET Nepal), was and continues to be the main partner 
in this endeavour.  However, several steps still need to be taken to complete this work for all 
hospitals in the Kathmandu Valley. It is interesting to note that through advocacy and workshops, this 
initiative was picked up by the Patan Hospital,9 a private health facility in Kathmandu.  

11. The work to keep health facilities safe also entails training and planning. A very good example of 
this is the work of the Emergency and Humanitarian Action programme for training. In Sri Lanka, the 
Director of the Ampara General Hospital attended a training course on Public Health Emergency 
Management in Asia and the Pacific (PHEMAP) in 2004 where he learned mass casualty 
management and contingency planning. He applied this training to his hospital work by formulating a 
plan and training staff accordingly. At the end of the year, when the tsunami struck the coast of 
Ampara, fortunately disaster management elements were already in place at the hospital.10   

12. In Indonesia, several efforts made to develop diagnostic tools, decision-support protocols, and to 
provide training and drills have paid off. Many examples of these were seen in the recent 
emergencies of Yogyakarta Earthquake (2006) and the Bantul Earthquake in 2007.  

                                            
8 Guidelines for Seismic Vulnerability Assessment of Hospitals; A Structural Vulnerability Assessment of Hospitals in 

Kathmandu Valley; Guidelines on Hospital Preparedness and Response Planning; Guidelines on Emergency Preparedness and 
Disaster Management for Hospitals.  

9 Case Study on Patan Hospital in Information Kit for the Regional Consultation for Keeping Health Facilities Safe.  
10 Case Study on Ampara General Hospital in Information Kit for the Regional Consultation for Keeping Health Facilities Safe. 
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Challenges 

13. Despite a degree of success in demonstrating the cost-effectiveness of making health facilities 
safer and capable of delivering health services during and immediately following disasters, progress 
has been hampered by a number of challenges. In the Regional Consultation in April 2008, these 
were identified as follows:  

• A lack of awareness of the issue among decision-makers, other stakeholders and the general 
public about what must and can be accomplished. 

• Many professionals still do not know that information on disaster risks and risk management 
though such information is widely available. 

• Disaster risk reduction is often disconnected from the development process at the national 
level. 

• Risk reduction planning is not always carried through to the implementation phase when 
health facilities are built. 

• Carrying out vulnerability assessments and identifying resources to implement the 
recommendations is still seen as a daunting task. 

• Competing development priorities: making health facilities safe from disasters must be 
among a country’s top priorities. 

• Capacity building, particularly enhancing technical capacity. A well-trained workforce is 
critical to making health facilities safer from disasters. 

14. However, the most important factor holding back rapid progress in this field may be the absence 
of a political commitment from outside the health sector.  Disaster risk reduction in the health sector 
must be a responsibility shared among many sectors and constituencies such as Finance and 
Planning, Public Works or the international donor community. The choice of the land on which to 
build a health facility is often determined by local authorities, while the actual construction may be 
contracted privately or carried out or supervised by the Ministry of Public Works.  Ministries of health 
are quite sensitive to the need to incorporate risk reduction into health facilities (and indeed 
sectorwide) but cannot achieve this goal in isolation. 

15. In summary, we have learned that with current knowledge, existing resources and strong 
political commitment, it is possible to reduce the impact of, and in some cases prevent, disasters and 
reduce the risk in the health sector.  In emergencies, the backbone of life-saving health services must 
be preserved.  Hospitals provide a great social value to communities and an essential sense of 
security. Communities do not put a price tag on this; rather they consider it one of their most basic 
needs. Although the social, political and economic justification for maintaining the functionality of 
hospitals in the aftermath of disasters is strong enough, there is an even stronger justification within 
the health sector itself.   

16. Indeed, at present, a unique opportunity is at hand to gain momentum and support for this 
benchmark.  The World Health Day theme and the United Nations International Strategy for Disaster 
Reduction (UNISDR) Global Campaign can be taken forward together with partners such as agencies 
from various sectors, international and regional organizations, and nongovernmental organizations. 
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Gaining the public’s support and opinion on this can raise awareness about how and why we must 
redouble efforts on the steps clearly outlined by Member States on how to protect health facilities 
and ensure they can function during and in the aftermath of disasters.   

****** 


