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Preface
Beginning in 2011, WHO underwent a restructuring of its
emergency work to address Member State, regional office,
country office and partner needs; to be fit for purpose;
and to align it with the ongoing reform of the global
humanitarian system led by the Inter-agency Standing
Committee (IASC). This report describes the emergency risk
and crisis management work of the Organization in 2013
and 2014, in the wake of this restructuring, and provides
examples of how its new policies and procedures guided
the implementation of specific activities for risk management
and emergency response.
The scale and frequency of humanitarian emergencies in
2013 and 2014 overwhelmed response and preparedness

systems globally. From 2013 through the end of 2014,
WHO responded to more than 40 graded emergencies, six
of which were classified as Grade 3: the conflicts in Central
African Republic and the Republic of Iraq, the Syrian
Arab Republic regional crisis, South Sudan’s civil conflict,
Typhoon Haiyan in the Philippines, and the Ebola outbreak
in West Africa. In addition, WHO has provided technical
advice and assistance to over 100 countries to help them
strengthen national capacity for disaster risk reduction in
the health sector.
Disasters can have devastating and wide-ranging health
impacts in any country. In those with limited capacity to
prepare and respond effectively, the results may be truly

Countries with WHO Emergency Risk Management
and Humanitarian Response Programmes

ATLANTIC
OCEAN

PACIFIC
OCEAN

Countries with humanitarian response programme: 40
Countries with emergency and disaster risk management activities: 100
Countries with active Health Clusters: 21*
*In addition, one regional health cluster serves the Pacific
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catastrophic, undoing decades of population health gains,
weakening health systems and damaging precious health
infrastructure. In all types of emergencies, the poorest and
most vulnerable people are affected disproportionately. Over
the last two years, this has been shown repeatedly, whether
in conflict situations, natural disasters or disease outbreaks.
Every crisis highlights the need for a consistently
strong and coordinated response, as well as the critical
importance of risk reduction and preparedness. As a
technical, development, operational and humanitarian
agency, and the lead agency of the Health Cluster,
WHO plays a key role in emergency and disaster risk
management for health (EDRM-H).

The lessons learned from the mega crises of the past
years, especially from the Ebola outbreak in West Africa,
have prompted Member States to call for a reform of
WHO’s capacity to respond to future large-scale and
sustained outbreaks and emergencies. This will better
enable the Organization to support and build Member
States’ capacity to prevent, detect, prepare for and
respond to such risks and emergencies.

PACIFIC
OCEAN

INDIAN
OCEAN
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WHO’s emergency work:
an organizational and
global mandate
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WHO’s work in emergency risk and crisis management
falls under its preparedness, surveillance and response
category of work (Category Five). This programme
of work focuses on more than 100 countries facing,
or at risk of, humanitarian crises with public health
consequences. The programme helps countries prepare
for and reduce health risks associated with emergencies,
as well as respond to emergencies when national
capacities are overwhelmed.
WHO initiated a reform of its role in emergency risk
management and humanitarian response following a
reaffirmation of the Organization’s mandate in emergencies
by WHO Member States through World Health Assembly
resolutions WHA 64.10 and WHA 65.20. The objective of the
reform was to put in place adequate policies, guidelines,
management structures and processes required for effective
and successful humanitarian action at the country level, as
well as the organizational capacity and resources to enable
it to discharge its function as the lead agency of the Global
Health Cluster.

The Transformative Agenda and IASC reform
Also beginning in 2011, the Inter-Agency Standing
Committee (IASC) launched the Transformative Agenda,
a multi-year, cross-sectoral process to improve overall
humanitarian leadership, coordination and accountability.
The Transformative Agenda builds on the reform of the
global humanitarian system that began in 2005 and focuses
on an effective collective response in large humanitarian
emergencies. WHO Director-General Margaret Chan has
pledged her full support for the Transformative Agenda.
In early 2012, WHO developed and implemented a
framework to clarify its roles and responsibilities in
humanitarian crises. The Emergency Response Framework
(ERF) is aligned with WHO’s Constitution, relevant
World Health Assembly resolutions and the International
Health Regulations. It also integrates key elements of the
Transformative Agenda and other IASC policies. The ERF
sets emergency policies, procedures and performance
standards to ensure that WHO’s emergency response
work is efficient and predictable and that WHO remains
accountable in its commitment to saving lives and
minimizing illness and disability.
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Emergency and disaster
risk management for
health (EDRM-H)

Emergency and disaster
risk management for health
(EDRM-H) means:
• systematically assessing the risks to public
health posed by a wide range of hazards;

• preventing, mitigating or reducing those
health risks, to the extent possible;

• preparing for emergencies and disasters

with comprehensive, multi-sectoral plans,
appropriate legislation and supportive
policy, and capacity building;

• responding rapidly and effectively in the
event of a disaster;

• planning ahead for post-disaster
assessments and recovery;

• “building back better” after a disaster.
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The wide range of hazards to public
health around the world include
natural disasters such as earthquakes
or drought, conflict, biological
hazards such as infectious disease
outbreaks, contaminated food or
water, technological hazards such
as chemical, nuclear or industrial
contamination, and the growing
health consequences of climate
change. Emergency and disaster risk
management for health (EDRM-H)
means systematically assessing,
reducing, preparing for, responding
to and recovering from risks to health
posed by any of these hazards.
In all types of emergencies, the poorest and most
vulnerable people are affected disproportionately. Over the
last decade, about 25% of the 700-plus annual natural and
technological disasters occurred in low-income countries,
but they accounted for 44% of the related deaths.
Threats to public health cannot be eliminated entirely,
but risk management efforts can assess vulnerabilities,
reduce or mitigate risk, and build country capacities for
response to, and recovery from, and disasters caused by
any hazard. There are many commonalities in addressing
different hazards and these should be institutionalized with
the addition of hazard-specific preparedness measures.
WHO works with Member States and many health and
non-health partners to:

•

guide and support the integration of all-hazards
emergency and disaster risk management for health
programmes into health plans at all levels;

•

support national and subnational assessments of
risks to health and disaster preparedness capacities;

•
•

strengthen national capacities for EDRM-H;
support the development and implementation of Safe
Hospitals programmes to safeguard health facilities
and services.

The Policy Framework for EDRM-H
WHO has facilitated the development of an all-hazards,
multisectoral Policy Framework for Emergency and
Disaster Risk Management for Health to guide Member
States, ministries of health, national disaster management
agencies and other national actors. The framework
describes the roles and responsibilities of all actors in
EDRM-H, including WHO’s commitments to support
Member States.
WHO’s regional and country offices lead the Organization’s
EDRM-H support around the world. Much of this work
centres on building country capacity through technical
support. As of September 2014, 79 countries had included
EDRM-H in their WHO Country Cooperation Strategies,
which outline national priorities for WHO support.
At headquarters, WHO provides technical guidance,
leads inter-agency cooperation, and works to ensure that
global emergency and disaster risk management efforts
incorporate health as a key component. Through advocacy
by Member States and support from WHO, health is now
emerging as a key component in the new post-2015
framework for disaster risk reduction.
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Protecting health from climate-related risk
Extreme weather events kill and injure tens of
thousands of people every year. Long-term climate
change threatens health systems, infrastructure, and
food and water supplies. As always, the poorest and
most vulnerable populations are disproportionately
affected.
Decision-makers at all levels need access to reliable
information on climate and health. As a follow-up
to the Atlas of Climate and Health, jointly published
in 2012 by WHO and the World Meteorological
Organization (WMO), the two organizations are
working with national climate services to provide
better information to strengthen climate resilience
and inform proactive decision-making, including
for climate-related emergency and disaster risk
management. Co-sponsored activities are being
carried out by a new WHO-WMO office for Climate
and Health jointly established by the two organizations
in 2014 in Geneva.

Advocacy for EDRM-H
The scale of emergencies and disasters is most often
measured in terms of the resulting death, disease and
disability. Health must be part of global and national
dialogues on disaster risk reduction and preparedness
planning to ensure that health systems and health workers
are resilient and prepared for emergencies.
Over the last two years, WHO has played a key role in
increasing recognition of the importance of EDRM-H in
the initiatives that will guide global development and risk
management efforts through 2030. While these global
agreements can seem far removed from the work that
needs to be done at the community level, they will shape
both national priorities and domestic and international
funding commitments for the next 15 years. Advocating at
the global level now will help to ensure that communities
have the resources they need in future to support disaster
risk reduction and preparedness planning for health.
Thanks to these efforts, global initiatives such as the
Global Platform for Disaster Risk Reduction (which
guides implementation of the Hyogo Framework of Action
2005-2015 on Building the Resilience of Nations and
Communities to Disaster), the Post-2015 Framework on
Disaster Risk Reduction and the Sustainable Development
Goals all include a strong health component.
The strong national response to Typhoon Haiyan in
the Philippines showed that the investment in national
capacities and better preparedness in the health system
can lead to a more timely and effective response following
a disaster. In 2013 and 2014, WHO helped national
emergency risk management platforms and ministries of

8

health strengthen health sector coordination mechanisms,
promote health sector representation in national platforms,
and implement health emergency risk management
measures such as risk assessments, training and
exercises, response planning and safe hospitals.

Sustainable Development Goals –
including EDRM-H
At the United Nations Conference on Sustainable
Development in June 2012, Member States agreed
to launch a process to develop a set of sustainable
development goals. WHO has been an active
participant in this process, joining other health and
non-health partners to advocate for the inclusion of
a target related to EDRM-H. The report of the Open
Group of the General Assembly on Sustainable
Development Goals released in August 2014
reflected it as follows:
Goal 3. Ensure healthy lives and promote well-being
for all at all ages.
Target 3.d: Strengthen the capacity of all countries,
particularly developing countries, for early warning,
risk reduction, and management of national and
global health risks.

The Global Platform for Disaster
Risk Reduction
In 2013, the Global Platform for Disaster Risk
Reduction (GPDDR) was the world’s foremost
gathering of stakeholders committed to reducing
disaster risk and building the resilience of
communities and nations. WHO worked with the UN’s
International Strategy for Disaster Reduction (UNISDR)
and partners to organize several health events and
ensured that health was adequately reflected in the
Platform’s main outcome documents.
Associated with the Global Platform, which meets
every two years, WHO leads the Thematic Platform on
Emergency and Disaster Risk Management for Health,
whose role is to share information, catalyse action
and advocate for health as a driver of community
resilience and development. The thematic platform
is supported by an advisory group consisting of
the International Federation of Red Cross and Red
Crescent Societies, Public Health England, UNICEF,
UNISDR and the U.S. Centres for Disease Control.
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Disaster Risk Management in WHO’s
Western Pacific Region

In 2013, WHO’s Western Pacific Regional Office
(WPRO) hosted a meeting in Fiji to initiate the
development of the Regional Framework for Action for
Disaster Risk Management for Health, in consultation
with Member States and regional partners. A total of
23 countries participated in this initiative. Since then,
WPRO has held workshops and helped countries
such as Cambodia, Lao People’s Democratic
Republic and Viet Nam translate the framework into
national action plans.

Safe hospitals
Hospitals and health workers are often affected by
conflicts and natural disasters. This impacts on the ability
of affected communities to access health services right
when they need them most. The destruction of hospitals
in disasters is also a costly challenge to recovery. In the

Photo: WHO Philippines / F. Guerrero

In recent years, countries in WHO’s Western Pacific
Region have experienced major disasters that have
overwhelmed even prepared nations such as China,
New Zealand and the Philippines. The World Risk
Index ranks ten countries in this region among the
top 20 in the world at highest risk of disasters. They
include the Pacific island countries of Fiji, Papua New
Guinea, Solomon Islands, Tonga and Vanuatu, all of
which are at risk of typhoons, floods, earthquakes,
tsunamis and droughts. As a result, the region has
prioritized EDRM-H to reduce the risk of injury and
death and the likelihood of disrupted health systems.

Philippines in 2013, for example, 432 health facilities,
including 38 hospitals, were damaged or destroyed by
Typhoon Haiyan.
The Hyogo Framework of Action 2005-2015 includes the
safeguarding of health facilities. The WHO Region of the
Americas has led the way in providing strong guidance
and support for safe hospitals. By the third quarter of
2014, 79 countries across all six WHO regions reported
efforts to increase the safety of hospitals in emergencies.
The next steps for many include making safe hospitals a
national priority.
In 2014, WHO issued the Comprehensive Safe Hospitals
Framework to provide governments and health authorities
with a more systematic approach to strengthening the
safety and preparedness of health facilities for all types of
hazards. The objectives of the framework are:

•

to enable hospitals to continue to function and
provide appropriate and sustained levels of
health-care during and following emergencies and
disasters;

•
•

to protect health workers, patients and families;

•

to make hospitals safe and resilient to future risks,
including climate change.

to protect the physical integrity of hospital buildings,
equipment and critical hospital systems; and

Photo: WHO

In 2014, WHO also revised the Hospital Safety Index, a tool
that helps assess the probability that a health facility will
continue to function in an emergency. The revised tool was
subsequently used in the Solomon Islands and in Nepal.
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Applying the Hospital Safety Index
in the Solomon Islands
In September 2014, the Solomon Islands saw the first
use of WHO’s newly revised Safe Hospital Index, an
inexpensive diagnostic tool that uses a checklist to
assess the probability that a hospital or other health
facility will continue to function in a wide range of
emergencies.
The Solomon Islands is among the top twenty
countries most at risk from natural disasters. Most
recently, severe flooding in April 2014 killed 22 people,
affected more than 50 000, and damaged health
infrastructure.

Photo: WHO Philippines / F. Guerrero

There is a high level of interest in using the revised
index in other countries. In 2015, WHO will develop a
training package, and tools and guidance on using
the index.

Photo: WHO Philippines / F. Guerrero

Using the Hospital Safety Index, WHO led an
assessment of the country’s National Referral
Hospital, which is located in a low-lying coastal
site exposed to flooding and erosion. The exercise
included an assessment of the building site,
utilities and infrastructure, the hospital’s capacity
for outbreak response, management of hazardous
materials, storage and security of medical supplies,
waste management, and emergency and disaster
preparedness. The results of the assessment
provided the necessary evidence to support moving
the hospital to a safer site, away from the flood zone.
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Recovery

WHO has worked with other UN agencies, the World Bank
and the European Commission to develop guidance for
post-disaster needs assessments and recovery planning.
This guidance was launched at the World Reconstruction
Conference in Washington, DC on 10 to 12 September
2014. In 2014, WHO supported recovery planning after
the floods in the Balkans, and for the crises in Gaza and
eastern Ukraine.

Health system recovery in Gaza
The military action by the Israeli Armed Forces in Gaza
in July 2014 severely damaged health services in the
Gaza strip. Seven health facilities were destroyed
(including the only specialized rehabilitation hospital),
67 facilities were damaged, 23 health workers
were killed and 83 were injured. Stocks of essential
medicines were depleted and health staff were
overwhelmed.
WHO is part of a massive effort to rebuild Gaza’s
health system. WHO is helping the Ministry of Health
to increase the number of health care workers through
training and regular pay, and to fill critical gaps
in services, especially for the elderly, people with
disabilities and people with mental health problems.

Photo: WHO West Bank and Gaza

The recovery phase following an emergency or disaster
includes health and social rehabilitation, rebuilding health
facilities and restoring disrupted health services. It is
also an opportunity to invest in disaster risk reduction
and preparedness, and build capacity to anticipate and
manage future emergencies. WHO takes an all-hazards
approach to strengthening the resilience of health systems
and communities to better cope with future disasters.
The Organization also supports ministries of health and
health partners to restore health services and respond to
increased health needs resulting from a crisis. WHO also
assists them to address any underlying vulnerabilities and
weaknesses in the health system that contributed to the
impact and scale of the crisis.
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Humanitarian
health response
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WHO is responsible for supporting Member
States in responding to emergencies
with health consequences and is the
lead agency of the Health Cluster in
humanitarian emergencies. The Organization
has established a Global Emergency
Management Team (GEMT) to manage and
monitor WHO’s emergency work, including
national preparedness, institutional readiness
and emergency response. Whenever an
emergency occurs, a GEMT sub-group
assigns a grade of severity (see below) and
oversees the response.
WHO’s Emergency Response Framework (ERF)
The ERF clarifies WHO’s roles and responsibilities in
emergency response. It outlines WHO’s core commitments
and critical functions in emergencies, and sets key
performance standards, roles and responsibilities at each
level of the Organization. It also details WHO’s emergency
response procedures, from initial alert and internal grading
process to response coordination and the eventual
development of a transition-to-recovery strategy. It includes
a four-tier grading system that triggers a specific set of
emergency response procedures.
From 2013 until the end of 2014, WHO responded to more
than 40 graded emergencies, six of which were classified
as grade 3 (Central African Republic, Republic of Iraq,
Republic of South Sudan, Syrian Arab Republic, Typhoon
Haiyan in the Philippines, and the Ebola outbreak in West
Africa). Annex 1 lists all graded emergencies since the
inception of the grading system.
WHO has three policies that support a rapid and effective
response to Grade 2 and 3 emergencies:

•

The surge policy covers 1) the repurposing of WHO
country office staff to form the initial emergency
response team within 72 hours of the onset of the
emergency, 2) the additional surge capacity needed
to replace or reinforce this staff in the first three
months, and 3) longer-term replacements thereafter.

•

The health emergency leader policy covers the rapid
deployment in a grade 3 (and sometimes grade 2)
emergency of an individual to be responsible
for all staff involved in the emergency response.

This individual also supervises the Health Cluster
Coordinator and the WHO Response Coordinator.

•

The no-regrets policy states that fixed levels of
staff and funds will be deployed at the onset of all
emergencies, even if it is later realized that fewer staff
or funds were required.

Emergency response and support teams
The WHO country office is responsible for meeting
WHO’s commitments in a national response, as listed
in the ERF under four critical functions: leadership,
information, technical expertise and core services. In all
emergencies, the country office establishes an emergency
response team and brings in additional internal and
external resources as needed. Depending on the needs,
entire teams may be established for each function, and
emergency staff may be deployed to subnational offices.
WHO establishes an Emergency Support Team in the
regional office or at headquarters to provide support for
the four critical functions of the country team, and to lead
international communications and resource mobilization.
In the ongoing grade 3 emergency in the Syrian Arab
Republic, the emergency support team based in Amman,
Jordan is providing support to both the WHO country office
in the Syrian Arab Republic and the five neighbouring
countries affected by the crisis. The team in Jordan is
responsible for consolidating and analysing inter-country
health information and ensuring an operational approach
that includes all areas of the Syrian Arab Republic, both in
Government- and non-Government-held areas.
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WHO in the Syrian Arab Republic –
a Grade 3 emergency since January 2013

The continuing violence as part of the four-year
conflict in the Syrian Arab Republic has affected an
estimated 12.2 million people and led to 7.6 million
internally displaced, as of November 2014. The crisis
has disrupted health care services and caused severe
shortages of essential medicines, supplies and health
care workers, particularly those trained in emergency
care. About 25 000 people are injured each month,
overwhelming functioning health services. There has
been a precipitous drop in the number of health care
professionals to less than half of pre-crisis levels. Those
who remain face mortar and artillery attacks, car bombs,
hijacking and kidnapping.
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WHO has 65 staff in Syria working with 13 health sector
partners and 41 national or local nongovernmental
organizations. The Organization provides additional
support through staff based in Amman and Geneva.
Within Syria, in addition to its office in Damascus, WHO
has established two subnational hubs and has at least
two public health focal points in each of the country’s
14 governorates who support health assessments and
monitoring. WHO and its partners have adopted an
approach that provides immediate support to meet
emergency needs while contributing to Syria’s longterm health system sustainability by training local
organizations, establishing a network of national NGOs
to deliver essential health care, and strengthening
disease surveillance at all levels.
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Putting the ERF into practice:
The five priorities of WHO’s regional response to the Syria crisis

1 Lead and coordinate the health sector
WHO works with local and national health authorities,
other UN agencies, local and national NGOs and
community-based organizations in both governmentand opposition-controlled areas in all 14 governorates.
Together they share information, pool resources,
identify priority health needs, develop emergency
medicines lists, plan joint projects, and prepare for the
distribution of medicines and supplies through interagency convoys.

health information to support
2 Provide
the emergency response
WHO’s Health Resources Availability Mapping System
(HeRAMS) maps health care needs and service
availability, and provides the basis for health sector
planning and response. WHO works with health sector
partners and a network of focal points throughout
the country to conduct quarterly rapid assessments
of health facilities and report on health and priority
medicine needs.
In December 2014, the latest data from HeRAMS
revealed that only 45% of public hospitals and just
over half of public health centres were operating at
full capacity, and about a quarter of hospitals and
just under a fifth of health centres had ceased to
function altogether. WHO conducted workshops to
upgrade the skills of health staff and statisticians in all
14 governorates and established emergency Health
Information System reporting cells to improve the
timeliness and quality of reported data.

the quality and coverage of
3 Increase
preventive and curative health services
Humanitarian organizations’ restricted access to
populations in need has been one of the biggest
obstacles to WHO’s operations in Syria. Major
successes in 2013 and 2014 included the successful
negotiation of access for inter-agency convoys and
health teams to areas that had been cut off from food
and medical supplies and services, including some that
had been under siege for two years. In the third quarter
of 2014, 70% of WHO’s support went to oppositioncontrolled areas, which have been the hardest to reach.
WHO directly benefited 4.6 million people in 2013
and more than 13.5 million in 2014 through the
distribution of medicines and equipment, and support
for emergency medical services. This includes the

provision of training and equipment to 51 local NGOs
to provide health services through mobile clinics and
health teams throughout the country. With health sector
partners, WHO supported the vaccination of 27 million
children under the age of five against polio following a
polio outbreak in October 2013.

disease surveillance
4 Strengthen
and response
After the collapse of Syria’s routine disease surveillance
system, a complementary surveillance system – the
early warning alert and response system (EWARS)
– was implemented to monitor disease trends. In
early 2013, only government-controlled areas were
reporting through EWARS. After negotiating with
the Syrian Government at the highest levels, WHO
secured agreement to include opposition-controlled
areas in September 2013. There are now more than
650 functioning sentinel sites, of which one third are
in opposition-controlled areas. WHO has established
a surveillance database, provided mobile phones and
laptops to sentinel sites, and conducted training in
disease investigation, reporting and response. EWARS
has allowed for the rapid detection of and response
to hepatitis A, typhoid fever, leishmaniasis, polio and
measles outbreaks across Syria and among Syrian
refugees along the borders with Lebanon and Turkey.
In 2013, WHO also established a web-based system
to report and respond to incidents of unsafe drinking
water. It linked this system to EWARS in 2014, trained
nearly 450 volunteers to report on drinking water quality
across the country, and equipped 120 national staff
with mobile water quality testing kits to investigate
reports of unsafe water and work with an NGO network
to respond.

technical guidance on priority
5 Provide
public health issues
In 2014, WHO supported training for more than 17 000
health care workers in disease prevention and control,
nutrition surveillance, laboratory diagnostics, mental
health in emergencies, first aid, management of
noncommunicable diseases, reproductive health,
chemical hazards and the use of EWARS for disease
surveillance. WHO also provided technical guidance
to health sector partners on first aid, the management
of dead bodies, management of chemical injuries and
polio outbreak response.
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Surge capacity
Canada, the United Kingdom and United States of
America provided funding for the deployment of standby
partners.

Photo: WHO / E. Kabambi

In 2013, WHO’s standby partners filled 11 requests for
deployment. In 2014, the number increased more than
four-fold to 47. From January 2013 to December 2014,
WHO’s standby partners provided 232 person-months
of surge capacity to 13 WHO offices in four regions
and at headquarters, with an approximate value of
US$ 3.48 million. They filled 21 deployments for the Ebola
outbreak (in Ghana, Guinea, Liberia, Sierra Leone and
headquarters), the Central African Republic, Egypt, Gaza,
Republic of Iraq, Jordan, the Philippines, South Sudan
and the Syrian Arab Republic and WHO headquarters
(see chart below). With two years of experience gained in
deploying standby partnership capacity, WHO is working
to expand standby partnership agreements in 2015.
WHO is committed to ensuring that international capacity
is available to support countries in emergency response
by training staff and establishing surge mechanisms. In
2013, WHO developed an organization-wide system to
deploy expert human resources for emergency response.
WHO now has a comprehensive surge policy to ensure
the rapid, efficient and safe deployment of trained staff
from within WHO and from standby partners.
Working with the Global Health Cluster NGO Consortium,
in particular Save the Children UK and International
Medical Corps (IMC), WHO developed a model for
the deployment of trained NGO staff as health cluster
coordinators or information managers in grade 2 and
3 emergencies. Nine surge staff were recruited by the
Consortium, of whom seven were trained by WHO. WHO
seconded five staff members from NGO Consortium
members. A total of 15 deployments were completed in
the Africa and Eastern Mediterranean regions, including
the Democratic Republic of the Congo, Republic of Iraq,
Jordan, South Sudan and Turkey. The Global Health
Cluster plans to diversify the number and type of NGOs
available for deployment to fill health cluster functions in
emergencies.
In addition, WHO’s emergency consultant databases were
streamlined with those in other headquarters departments.
This has greatly increased the pool of potential candidates
and facilitated the rapid identification of skilled external
staff who can be trained and deployed to humanitarian
emergencies.
With the objective of increasing skilled surge capacity
beyond the Organization, WHO has signed standby
agreements with Canadem, iMMAP, the Norwegian
Refugee Council and RedR Australia for the provision of a
variety of trained and experienced staff who can be rapidly
deployed on behalf of WHO or the Health Cluster for
three to six months in the event of a grade 3 emergency.
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Stand-by partner deployment by area
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Rapid WHO deployment in response to
Typhoon Haiyan in the Philippines
On 11 November 2013, Typhoon Haiyan – the most
powerful storm ever recorded – hit the Philippines.
More than 5 200 people died, 3.4 million people were
displaced and 13 million were affected. About 90% of
Tacloban City, with a population of more than 220 000,
was destroyed.

trainings were conducted (two in the African Region
and one each in the Eastern Mediterranean, European,
South-East Asia and Western Pacific Regions). WHO’s
emergency communications network held simulation
exercises in March 2013 and April 2014. WHO also
contributed to and participated in an IASC Level 3
simulation exercise in June 2013 that included five WHO
deployments.

Within the first 48 hours, WHO deployed surge staff
and established an emergency response team.
Within the first 72 hours, WHO established its first
subnational support site; another four subnational
hubs were opened over the next nine days. In
addition to staff already in the region, WHO deployed
67 people from 15 different entities in the initial
phase of the response, and opened a total of eight
subnational hubs to support relief and recovery
efforts in the Philippines.
WHO and partners carried out an initial rapid
assessment of damaged areas in nine provinces
covering 92 municipalities and 283 barangays.1 The
results of the assessment showed that between 46%
and 62% of health facilities had been destroyed or
were unusable, and between 50% and 90% had been
damaged. Within the first week of the response, WHO
delivered enough medicines and medical supplies
to cover the basic health needs of more than 300
000 people for one month. Over the course of the
following three months, WHO provided 150 surge
personnel and helped to coordinate nearly 150 foreign
medical teams and more than 80 cluster partners.

Organizational readiness
In addition to major efforts to strengthen surge capacity,
WHO has strengthened its readiness to respond to
emergencies. Standard operating procedures and
activation procedures have been tested. A new toolkit to
operationalize the ERF includes practical guidance on
developing response plans and repurposing WHO country
offices in the event of an emergency. Standard readiness
checklists for all levels of WHO were drafted in 2014 and
are being finalized in 2015. The checklists will incorporate
lessons learned from the Ebola outbreak in West Africa.
WHO conducted two global surge trainings in September
2013 and December 2014 for 60 participants from WHO,
Health Cluster members and standby partners. Six surge

1

A barangay, formerly called a barrio, is the smallest administrative division in the Philippines
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The initial alert triggered the immediate application
of WHO’s emergency response procedures. WHO
Director-General Margaret Chan declared the storm
a grade 3 emergency, triggering the immediate
organization-wide release of substantial human,
financial and technical resources to respond to health
needs in the Philippines.

Ensuring access to health services in
Central African Republic, 2014
In December 2013, following the escalation of the
conflict, WHO upgraded the health crisis in Central
African Republic (CAR) from Grade 2 to Grade 3.
By March 2014, armed conflict had uprooted half
a million people, disrupted the lives of 2.5 million
more and injured some 7000. Health facilities were
looted and destroyed, and health care workers were
attacked. WHO deployed 62 staff and established
three subnational hubs in the health districts of Bouar,
Kaga Bandoro and Bambari in the first three months
of the escalating crisis.
Following the violent conflict and mass displacement,
it was not clear how much of the country’s health
system was still functioning. Using the Health
Resources Availability Mapping System (HeRAMS),
WHO’s Regional Office for Africa and the country
office in Bangui worked with Health Cluster partners
and national health authorities to provide the first
nationwide overview of the functionality and needs
of more than 800 hospitals, clinics and other health
facilities. The survey revealed the extent of the
damage to health care, the status of maternal, infant
and child care, and environmental health conditions
for each region of the country. More than half of health
facilities outside the capital of Bangui were no longer
functioning, and in some areas three-quarters of these
facilities were unable to offer even basic services. One
third of district hospitals had no emergency services,
two thirds of immunization services had ceased to
function, and only a quarter of ambulances were
operating. These results were used as the baseline to
help the government plan the recovery.
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WHO negotiated and coordinated free access to
essential health services for the most vulnerable.
Despite the insecurity and widespread destruction,
looting, and attacks against the health system and
health workers, the number of health partners rose
from 24 in January to 64 in October 2014, mainly in
Bangui but also outside the capital.
In 2014, WHO and its health partners:

•

provided essential supplies to cover basic health
care for 342 000 people, more than 26 000
births, and 3100 major trauma surgeries;

•

conducted polio and measles vaccination
campaigns;

•

restored the country’s blood bank, and donated
9500 blood packets, reagents and cold chain
equipment to the National Centre for Blood
Transfusion in Bangui;

•

established a disease early warning and
response system in Bangui and surrounding
districts to cover 82% of displaced people.

Tracking performance standards
in emergencies
The ERF includes time-bound performance standards
covering WHO’s four critical functions in emergency
response. An electronic performance tracking tool to
facilitate reporting against performance standards in
graded emergencies was finalized in 2013. The tool has
been used in Grade 2 and 3 emergencies in six countries.
WHO plans to use it in all countries in Grade 2 and 3
emergencies in 2015.

Meeting emergency health needs
in South Sudan
In 2014, civil war in South Sudan displaced more than
1.8 million people. More than 10 000 people died as
a result of conflict and disease outbreaks, nearly half
a million fled to neighbouring Ethiopia, Kenya, Sudan
and Uganda, and there was widespread looting of
health facilities and displacement of health workers.
In February 2014, WHO declared the South Sudan
health crisis a Grade 3 emergency. A total of 39 surge
staff were deployed during the first three months, and
46 country office staff were repurposed to support
the initial response. Subnational Health Cluster
coordination hubs were established in four states in
addition to the national hub in Juba.
WHO has assumed a major supporting role in South
Sudan. WHO leads the Health Cluster (comprising 57
health partners) and continues to rotate surge staff,
as the health crisis has not abated. From January to
August 2014, the Health Cluster delivered supplies
for more than 2.3 million medical interventions. WHO
donated medicines and supplies for nearly 600 000
beneficiaries and supported vaccination campaigns
against measles (574 673 children vaccinated) and
polio (493 931 children vaccinated).
WHO and health partners responded to several
disease outbreaks in 2014. Despite national and
emergency measles vaccination campaigns, more
than 1441 cases of measles were reported between
January and September 2014, mainly among
residents of camps for the internally displaced. The
cholera outbreaks that began in March in several
states affected more than 6000 people and caused
more than 139 deaths before being brought largely
under control. There were more than 4000 cases of
kala-azar disease, or visceral leishmaniasis, which is
transmitted by sandflies. Malaria, which increases with
the onset of the rainy season, was also a challenge,
given that around two thirds of the 1.5 million internally
displaced people (IDPs) in South Sudan live in floodprone areas. WHO and health partners have worked
to prevent and treat malaria in IDP camps.
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WHO is also working with the government of South
Sudan to prevent and prepare for an Ebola outbreak.
No cases linked to the outbreak in West Africa have
been reported in South Sudan, but it has experienced
four outbreaks of Ebola in the past. Isolation and
treatment facilities have been established, health
workers trained, risk communications broadcast on
the radio, and new arrivals screened at the airport and
key border crossings.
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Drawing on prepositioned emergency
medicines and supplies during floods in
the Balkans

Integrating Foreign Medical Teams in the
overall emergency response

WHO drew on its pre-positioned supplies in the
aftermath of Cyclone Tamara in May 2014 in Bosnia
and Herzegovina, Croatia and Serbia, which resulted
in widespread flooding, landslides and the heaviest
rainfall recorded in a century. The cyclone affected
2.6 million people, of whom 66 000 were displaced
and 60 were killed. More than 40 health facilities
were damaged and several were destroyed. WHO
declared a Grade 2 emergency, repurposed country
office staff to support the response and established
an emergency support team at the WHO Regional
Office for Europe. Nine people were deployed to
assess needs and support response operations.
WHO shipped medicines and supplies from its hubs
in Dubai and Brindisi to cover the health needs of 120
000 people, as well as water purification equipment
and water storage units. WHO also supported national
authorities to enhance disease surveillance.
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As part of its emergency readiness measures, WHO
headquarters maintains emergency stockpiles of
medicines, medical supplies and equipment at UN
Humanitarian Response Depots (UNHRDs) in Dubai
(UAE), Brindisi (Italy), Accra (Ghana) and Subang
(Malaysia). In addition, the WHO Regional Office for
the Americas has established a stockpile in Panama
City (Panama). These stockpiles, financed by the
Italian, Russian and Norwegian governments, can be
deployed rapidly in the event of any emergency.

In the aftermath of sudden onset disasters, foreign medical
teams may arrive, sometimes unannounced, to provide
emergency medical services. The quality of these teams
can range from well-equipped mobile facilities from donor
governments, the Red Cross system and specialized
medical NGOs to ad hoc teams and individuals with
varying capacities and standards. In the past, the arrival of
foreign medical teams was not always based on assessed
needs, and the teams themselves were not integrated
into emergency health coordination mechanisms. These
problems were apparent in the responses to the Haiti
earthquake and Pakistan floods of 2010.
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To allow national health and emergency management
authorities to better screen, register, coordinate and
monitor foreign medical teams, a group led by WHO
developed a classification system and minimum
standards of service delivery for these teams. The group
also produced guidelines for registration and monitoring.
In 2014, WHO developed an online global registration
system with input from medical providers and countries
that had recently hosted foreign medical teams. Teams will
now be able to register their capacity and qualifications
online. By registering, they commit to minimum clinical
and operational standards for training, skill, equipment
and quality, and agree to be part of a coordinated
approach. The registry enables governments to screen
teams and provides them with a virtual platform to
negotiate what they need and where, and to connect this
surge capacity with the national system.
In 2013 and 2014, WHO played a critical role in supporting
the Ministry of Health of the Philippines to manage and
coordinate the more than 150 foreign medical teams that
arrived in the country to provide health assistance in the
aftermath of Typhoon Haiyan. WHO has also supported
the management of foreign medical teams during the
response to the Ebola outbreak in West Africa.
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WHO and the
Health Cluster

Global Health Cluster members
Action Contre La Faim
Africa Humanitarian Action
American Refugee Committee
Care
Centres for Disease Control
Columbia University
Concern Worldwide
Department for International
Development (U.K.)
ECHO (E.C.)
Emergency Relief Agency
GOAL
Harvard Humanitarian Initiative
HelpAge International
Hope Worldwide
ICVA
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International Federation of Red Cross
& Red Crescent Societies
Interaction
International Centre for Migration &
Health
International Council of Nurses
International Medical Corps
International Organization for
Migration
International Rescue Committee
Johns Hopkins University
Malteser international
Marie Stopes
Medair
Médecins du Monde
Mercy Corps

Première Urgence – Aide Médicale
Internationale (PU-AMI)
Save the Children U.K.
Save the Children U.S.
Terre des Hommes
WADEM
Women’s Commission
World Vision International
UNFPA
UNHCR
UNICEF
USAID/OFDA
WFP
WHO
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WHO is the IASC-designated lead agency of the
Health Cluster. Since 2005 – when the cluster approach
was adopted to improve coordination, efficiency and
effectiveness in the humanitarian response to crises
– the UN Emergency Relief Coordinator has activated
Health Clusters in 43 countries.
The Global Health Cluster
The Global Health Cluster (GHC) is a body of humanitarian
health partners working to collectively strengthen global
capacities in humanitarian health action, supported by a
team hosted by WHO in Geneva. The GHC is currently
made up of 41 international organizations (see sidebar,
left) and three observers (Médecins Sans Frontières,
International Committee of the Red Cross and Public
Health England).
In 2012, the GHC secretariat conducted a survey of
GHC partners to map their respective emergency surge
capacities, technical expertise, country presence and
country operations. The results showed that GHC country
presence was not always consistent with the scale and
urgency of humanitarian need.
In 2013 and 2014, the GHC secretariat coordinated seven
country visits for the UN Emergency Directors Group to
review the implementation of the Transformative Agenda,
assess the cluster approach, and provide technical and
operational support to country teams in Afghanistan, Chad,
Democratic Republic of Congo, Myanmar, South Sudan
and the Syrian Arab Republic.

Country Health Clusters
At the country level, the health cluster is the primary means
of ensuring that national and international health actors
work together in a coordinated response, aligned with
national structures. The cluster approach aims to ensure
that partners collaborate to use resources efficiently and
address gaps without duplicating efforts. In 2014, there
were 21 activated health clusters, mainly in protracted
crises, each led by a WHO-appointed Health Cluster
Coordinator at national level in collaboration with health
ministries and NGO partners, who increasingly coordinate
health cluster activities at sub-national level. There are six
additional countries using a cluster-like approach in the
coordination of the humanitarian response to health.
The six core functions of a country health cluster are to:

•

support health service delivery by providing a
platform to agree on approaches and eliminate
duplication;

•

inform the strategic decision making of the
Humanitarian Coordinator and Humanitarian Country
Team for the health response by coordinating needs
assessments, and analysing and prioritizing gaps to
be filled;
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•

plan and develop health strategies, including health
sector plans, ensuring adherence to standards and
identifying funding needs;

•

conduct advocacy to address identified health
concerns on behalf of cluster participants and
affected populations;

•

monitor and report on the health cluster strategy
and results, recommending corrective action where
necessary;

•

undertake contingency planning, preparedness and
capacity building where needed and where capacity
exists within the health cluster.

In 2013, heavy rains and flooding in Sudan affected
an estimated 341 000 people in 14 states. All affected
areas were at risk of outbreaks of water- and vectorborne diseases such as diarrhoea and malaria.
The frequency of reporting on infectious diseases
increased from weekly to daily. More than 30 mobile
clinics were urgently needed to supplement the 96
emergency health facilities in the flood-affected states.
The Health Cluster in Sudan, consisting of 31
humanitarian agencies and NGOs led by WHO,
worked with the Ministry of Health, the UN Office for
the Coordination of Humanitarian Affairs (OCHA) and
the Water, Sanitation and Hygiene (WASH) Cluster
to carry out joint health assessments and response
planning. The priorities were: to strengthen disease
surveillance and outbreak response; implement
water and sanitation interventions and vector control;
strengthen the network of mobile clinics; and provide
essential medicines and supplies to cover acute
shortages in health facilities. WHO donated medicines,
supplies and disinfectants to El Fasher Maternity
Hospital in North Darfur, to Zam Zam IDP camp and to
a clinic managed by the Ministry of Health.

Assessments of Health Cluster leadership
In 2013, the GHC held the first Health Cluster Forum since
2010. The 24 health cluster coordinators and six GHC
partners who attended the forum reviewed country health
cluster performance, documented lessons learned and
evaluated WHO’s support to health clusters. The Forum
recommended that the following areas be strengthened:
national partners’ capacities in priority countries, global
surge mechanism for health deployments, and information
management and technical support to country health
clusters. The Forum also recommended the adoption of a
more standardized approach to managing a cluster-based
response.
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Coordinated Health Cluster response to the
floods in Sudan, in support of the Ministry of
Health

In 2013, the Multi-organization Performance Assessment
Network (MOPAN) rated WHO’s performance in the
management of the GHC as adequate while noting that
there was room for improvement at country level with
respect to results frameworks and performance indicators.
The UK Department for International Development (DFID)
Multilateral Aid Review for 2013 observed improvements
in country cluster performance but noted inconsistences
in WHO’s leadership across country clusters. In response,
WHO and GHC partners have been working to strengthen
country health cluster capacities and global surge
mechanisms. There are also plans to formally review
WHO’s role, functions and performance as the Health
Cluster lead agency.
To continue the work of better supporting and strengthening
health clusters and addressing strategic gaps, the GHC
identified five strategic priorities for 2014-2015:
1. Strengthen and expand the global capacity for
effective humanitarian health action to have the
right expertise in the right place at the right time;
2. Strengthen technical and operational support for
country health clusters and coordinators for more
effective management;
3. Improve the standardization, quality and timeliness
of humanitarian health information to allow for better
identification of needs and better coordination, and
to be better able to communicate health impact and
to promote health impact;
4. Address strategic and technical gaps to hold the
health sector more accountable to stakeholders;
5. Enhance the advocacy role of the GHC to explain,
defend and promote the work of health cluster
partners at country and global levels.
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Investing in future
responses

WHO is an active member of the IASC Technical Working
Group for Monitoring Humanitarian Response. In 2013,
building on the momentum of several initiatives in recent
years to standardize large-scale monitoring and reporting,
the Working Group developed a Humanitarian Response
Monitoring Framework and accompanying guidance.
The framework defines the what, who, how and when
of monitoring the collective results of multi-agency
humanitarian response. It is aligned with all three levels
of the IASC strategic response plan process: strategic,
cluster and organization-specific.

The health cluster is now widely acknowledged to have
added value at both country and global level. However, to
remain relevant in the face of the evolving humanitarian
health context, the health cluster must continue to adapt
and invest in its capacity to respond more effectively to
the needs of affected populations. Throughout 2015,
the recently strengthened Global Health Cluster Unit will
focus efforts, with the support of partners, on the following
investment priorities:

•

In alignment with the framework, WHO and GHC partners
developed standardized indicators, which were included
in the monitoring framework’s guidance document and are
now in use by health clusters.

increase the number of operational partners to
enhance service delivery capacity and coverage;

•

diversify partners to ensure sufficient expertise to
support a comprehensive package of services;

•

expand GHC surge capacity to support core cluster
functions, particularly health cluster coordination and
information management;

•

build the capacity of health cluster coordinators
and their teams to confidently and effectively lead a
health cluster response;

•

ensure dedicated technical support to cluster teams;
and

•

develop a new multi-year strategy to secure
sustainable resources for core cluster response and
support functions.

Photo: WHO

Humanitarian Response Monitoring
Framework
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Technical guidance
and Tools
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Technical guidance for health interventions in emergencies

WHO provides technical guidance on health interventions
in emergency contexts, to ensure the quality and coverage
of health services in difficult operating environments such
as natural disasters or conflicts. WHO’s website provides a
searchable repository of expanded and revised WHO, IASC
and partner materials on all phases of emergency and disaster
risk management, from disaster risk reduction to response and
recovery. In 2014, WHO added new guidance on emergency and
disaster risk management related to mass gatherings, disability,
child health, noncommunicable diseases, and sexual and
reproductive health.
Technical guidance for health interventions in emergencies can be found at:
www.who.int/hac/techguidance/guidelines/en/

Technical guidance on disability and
emergency risk management for health
The estimated 15% of the world’s population who
live with some form of disability are among the most
vulnerable and neglected in any type of emergency.
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In 2013, WHO published a Guidance Note on
Disability and Emergency Risk Management for
Health. This practical guide highlights the needs of
people with disabilities during emergencies and the
health-related actions required across the emergency
risk management continuum. It includes a summary
checklist of essential actions across sectors. The
guidance was developed by WHO in consultation with
partners, including the NGO CBM, the International
Federation of Red Cross and Red Crescent Societies,
the International Organization for Migration, UNICEF
and the United Nations Office for Disaster Risk
Reduction.

25

EMERGENCY RISK MANAGEMENT AND HUMANITARIAN RESPONSE | REPORT 2013-2014

Tools to support health clusters and partners

The Best Practice Project, launched in 2014, integrates
lessons learned and best practices from response
operations into a standardized set of tools and templates
for emergency health programme management in
alignment with the IASC’s Humanitarian Programme Cycle.
The project is designed for local, national and international
health emergency managers. It provides guidance on how
to use the tools and develop the products required by the
IASC system, including strategic health plans, standard
indicators, key communications products and resource
mobilization plans. WHO is preparing a toolkit for resource
mobilization and grant management in emergencies to
complement the Best Practice Project. WHO held two
project management training courses in Amman, Jordan
in 2014 and is planning to conduct additional project
management workshops in other regions. Best Practice
Project documents will be available online in 2015.
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In 2013 and 2014, WHO and the Global Health Cluster
improved on or developed a range of tools for country
health clusters and health partners.

Post-conflict survey of health facilities
and services in Mali, 2013

In 2013, WHO developed and disseminated a cluster
performance monitoring tool that was used in eight
countries in 2013 and six in 2014. The tool has now been
adopted by the IASC and disseminated for use by other
sectoral clusters. By the third quarter of 2014, the Nutrition,
Food Security, WASH and Child Protection Clusters had
adopted the tool. WHO plans to use the tool to conduct
annual evaluations of all active health clusters. Similarly, the
3W matrix, developed by the Health Clusters in Mali and the
Central African Republic to track who is doing what, where,
is now widely used by other Health Clusters.

Following political unrest and armed conflict in Mali
in 2012, the WHO country office used HeRAMS in
2013 to investigate the status of health facilities and
services in all of the country’s 60 health districts.
The conflict had resulted in widespread population
displacement, with 300 783 IDPs and 174 129
registered refugees. Access to health care was
affected by the destruction and looting of health
facilities, equipment and supplies, the departure
of public and NGO health care providers, and the
suspension of priority health programmes.

The Health Resources Availability Mapping System
(HeRAMS) was developed to assess and map the availability
of health services in areas suffering from the consequences
of conflict or natural disasters. A version of HeRAMS that was
developed in 2007 in Sudan has evolved to include a light,
GIS-compatible online version to support Health Cluster
monitoring of key indicators. It has been used in the Central
African Republic, Democratic Republic of Congo, Haiti, Mali,
the occupied Palestinian territory, Pakistan, Philippines, the
Syrian Arab Republic and Ukraine. HeRAMS can be used as
a rapid assessment tool in the acute phase of an emergency
or as the supporting methodology for a survey following a
crisis (see the related textbox on Mali).

A total of 1581 hospitals, reference health centres,
community health centres, and private and faithbased health facilities were assessed. Community
public health facilities made up 71.9% of the facilities
surveyed. The results showed that almost one in
five health facilities was at least partially damaged,
with big regional disparities (from 5.4% of health
facilities in the capital to much greater damage in the
northern regions of Kidal, Gao and Tombouctou). In
the hardest-hit Kidal region, nearly half of all health
facilities surveyed were completely destroyed and
71% had ceased to function. Basic laboratory and
blood bank services and emergency obstetric care
were reduced to almost nothing in the northern areas.

In 2013, WHO began developing the Public Health Risk
Information Marketplace for Emergencies (PRIME), an online
platform to standardize humanitarian health information
and improve the quality and predictability of data. PRIME
provides a single portal for online access to the health data,
tools and systems needed for WHO’s work in emergencies
and for health cluster operations. PRIME can be used to
share, access and generate information, analyses and
reports. It includes tools to monitor cluster performance and
ERF adherence to performance standards. In 2014, PRIME
was piloted with a limited number of health partners. It will
be made more widely available in 2015.
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The survey revealed the extent of the damage to the
health system in Mali and enabled the Health Cluster
to identify priorities for the country’s recovery: the
construction and rehabilitation of health infrastructure;
the establishment of mobile health care teams; the
deployment of skilled health care staff with equipment,
supplies and essential medicines; the training of
community health workers; and the establishment of
health subclusters in three northern regions.
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Methodology for documenting attacks on health workers
Targeted attacks on health workers and health facilities are
increasing. Attacks on health workers, hospitals, clinics
and ambulances have been documented in the conflicts
in Central African Republic, Gaza, Republic of Iraq, South
Sudan, Syrian Arab Republic and elsewhere. Health
workers have also been targeted outside of conflict zones.
In Pakistan and Nigeria, polio workers, most of them
female, have been threatened and brutally attacked, and
some have been killed. Most recently during the Ebola
outbreak in West Africa, there have been threats against
and violent attacks on health workers.
Access to health care cannot be guaranteed without
first protecting the safety of the people who provide it,
particularly those working in conflict and other crisis
situations. Between January 2012 and July 2014,
there were more than 2300 reported attacks or threats
of violence in health care settings. Many more go
unreported.

Following a World Health Assembly resolution in 2012,
WHO began working with partners, including the
International Committee of the Red Cross (ICRC), to
develop a methodology for documenting attacks on health
workers and facilities in conflict and other situations. WHO
also contributed to raising awareness about the problem
and has been a vocal advocate to denounce attacks on
health care workers and health facilities. At the World
Health Assembly in May 2014, WHO provided a technical
briefing for Member States and partners on the issue. On
World Humanitarian Day in August 2014, WHO called for
international attention to the issue and led, with the ICRC,
a high-level panel on the sidelines of the UN General
Assembly in September 2014, repeating its calls for action
to stop attacks on health care workers.
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Funding WHO’s
emergency work
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WHO’s budget for emergency risk and crisis management has evolved
significantly over the past decade as a result of the Organization’s
increased commitment and engagement in emergencies.
In the 2008-2009 biennium, funding requirements for risk management
and emergency response operations amounted to US$ 219 million.
For 2014-2015, the total has increased to US$ 565 million.
Despite the growing needs, the ERCM budget remains seriously
underfunded. At the end of 2014, the biennial budget for 20142015 still had a US$25 million gap, with critical gaps in the Eastern
Mediterranean and African regions. Similarly, WHO’s emergency
response appeals under the humanitarian Strategic Response Plans
had received only 45% of the funds required.
WHO’s budget for emergency work is
divided into two distinct areas to separate
core functions from the unpredictability of its
emergency response operations:

•

•

Emergency Risk and Crisis Management
(ERCM) encompasses support
for Member States to prepare for
emergencies, the work of the Global
Health Cluster, organizational readiness
for emergency response, information
management tools, health emergency
policies and advocacy.
Outbreak and Crisis Response
(OCR) encompasses the response to
emergencies with health consequences
as described in the ERF. Since crises are
unpredictable, the OCR budget is flexible.
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A description of the 2014-2015 ERCM and
OCR programme deliverables are available in
Annex 2.

The WHO Financing Dialogue
As part of the ongoing process of WHO reform, the DirectorGeneral initiated a Financing Dialogue with Member States and
key non-state contributors in June 2013. The dialogue, which is
expected to continue in the coming years, aims to ensure a match
between the results and deliverables set out in WHO’s Programme
Budget and the resources available to finance them. The ultimate
goal is to ensure that the Organization is well-equipped to address
the increasingly complex challenges of health in the 21st century.
The main pillars of the dialogue are:

•

Alignment: A commitment to respect the priorities set by the
World Health Assembly and provide funds only for activities
presented in the Programme Budget;

•

Predictability: An intention by Member States and other
contributors to provide greater indications of the amount and
coverage of their funding over the longer term;

•

Flexibility: The willingness to increase the flexibility of
funding;

•

Reducing vulnerability: An agreement to increase the
number of contributors to WHO’s Programme Budget, as
currently twenty donors provide more than 80% of WHO’s
funding, rendering the Organization vulnerable to economic
downturns;

•

Transparency: A commitment to increased transparency and
accountability around WHO’s funding requirements, funding
gaps and allocation of resources. WHO has established a
web portal to provide real-time results and programmatic,
budgetary, and financial and monitoring information:
https://extranet.who.int/programmebudget/
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Funding emergency risk and crisis
management core functions
WHO’s Emergency Risk and Crisis Management
programme area aims to ensure that countries have
the capacity to manage public health risks associated
with emergencies. The following four outputs have been
identified as critical steps that must be achieved in order
to realize this outcome:
1. Global Health Cluster and country Health Clusters
are reformed in line with the United Nations InterAgency Standing Committee’s Transformative
Agenda.
Budget requirements for the 2014-2015 biennium are:

Budget requirements for the 2014-2015 biennium are:
a. Country Offices:US$15.7 million
b. Regional Offices: US$ 5.5 million
c. HQ: US$ 1.9 million
3. Organizational readiness successfully realized for
full implementation of WHO’s Emergency Response
Framework.
Budget requirements for the 2014-2015 biennium are:
a. Country Offices: US$ 10.3 million
b. Regional Offices: US$ 5.5 million
c. HQ: US$ 8.1 million
4. Health sector strategy and plan developed,
implemented and reported on in all targeted
protracted-emergency countries by an in-country
network of qualified and trained WHO emergency
staff
Budget requirements for the 2014-2015 biennium are:
a. Country Offices: US$ 8.4 million
b. Regional Offices: US$ 2.6 million
c. HQ: US$ 8.7 million

Annex 2 provides more information about the specific
deliverables under each output.
Despite a modest global budget of US$ 104 million for
the 2014-2015 biennium, the ERCM programme remains
one of the four least funded programmes of WHO. The
most critical gaps are in the regions where the number of
emergencies and crises is higher, as shown in the graph
below.

Emergency Risk and Crisis Management
2014-2015 budget:
Funding requirements and gaps for HQ and regions
(December 2014)
Total Programme Budget: US$104,184,906
Total Gap: US$24,900,395
$40
$35
$30
US$ Millions

2. Health established as a central component of
global multi-sectoral frameworks for emergency
and disaster risk management; national capacities
strengthened for all-hazard emergency and disaster
management for health.

Photo: WHO

a. Country Offices: US$ 22.2 million
b. Regional Offices: US$ 7.6 million
c. HQ: US$7.4 million
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AF
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12,541,882 118,135

EM
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SE

6,517,486 1,093,610 1,164,048

WP

HQ

516,000

2,949,234

24,587,290 4,081,865 16,412,864 2,512,308 4,196,960 2,542,458 24,950,766
AF: Africa, AM: Americas, EM: Eastern Mediterranean, EU: Europe,
SE: South-East Asia, WP: Western Pacific
Gap against PB
Funds Available
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Types of funding
The Emergency Risk and Crisis Management (ERCM)
programme is funded by three types of financial
contributions:
1. Assessed contributions are the annual quotas
paid by Member States to support the work of the
Organization. Currently, in the biennium 20142015, assessed contributions make up 22% of the
total funding received by the ERCM programme.
2. Core voluntary contributions are flexible
contributions by Member States and other
donors that the WHO Director-General may
allocate to different areas of work at her
discretion and according to need.

CVCA contributions: the most highly prized
form of funding
Contributions to WHO’s Core Voluntary Contributions
Account (CVCA) are highly valued, as these funds
are fully flexible and can be allocated, at the DirectorGeneral’s discretion, to wherever the need is greatest.
As of 31 December 2014, contributors to WHO’s Core
Voluntary Contributions Account in 2014-2015 include:
Australia, Belgium, Denmark, Finland, France,
Ireland, Kuwait, Luxembourg, Monaco,
Netherlands, Norway, Sweden, Switzerland and the
United Kingdom

3. Earmarked contributions for specific activities
within the ERCM programme.
Earmarked and core voluntary contributions amount
to 78% of the total funds received in the biennium
2014-2015 as of the end of 2014.

Assessed Contributions to WHO

5,030,000

Australia

365,530

Core Voluntary Contributions to WHO

2,015,000

ECHO

2,003,435

Estonia

123,916

Finland

1,367,105

Korea

693,863

Monaco

25,543

Overseas Development Institute

12,403

Russian Federation

3,600,000

Sweden

7,475,266

United States

1,404,206

TOTAL

24,116,267

Photo: WHO

Contributions to ERCM core functions received by
ERM HQ 2013-2014
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Funding emergency response operations
As part of the humanitarian Inter-Agency Standing
Committee (IASC), and as the lead agency of the Global
Health Cluster, WHO participates in the joint preparation
of Strategic Response Plans (SRPs), which assess needs
and set UN and NGO joint strategies and plans to provide
assistance to countries faced with complex emergencies
or disasters.

2013-2014 contributors to WHO’s humanitarian
response operations in 2013-2014
Name

Amount in US$ (2013-2014)

Australia

11,430,857

Canada

11,166,048

UNCERF

93,314,868

China

600,000

ECHO

36,450,550

Finland

13,688,034

France

65,087

WHO emergency response operations are mainly funded
through voluntary contributions. The main sources of
funding for WHO emergency operations are Member
States and humanitarian pooled funds. These pooled
funds include the UN Central Emergency Response Fund,
Common Humanitarian Funds and Emergency Response
Funds.

Hungary

19,157

Norway

662,716

Israel

40,223

Italy

5,029,185

Japan

18,400,000

WHO appeals for emergency operations continue to be
underfunded. Of the US$ 191.2 million required by WHO
in 2012 to implement emergency programmes under the
SRPs, only US$ 77.3 million was received, leaving a funding
gap of 60%. In 2013, the funding gap was reduced to 46%,
but, out of the US$ 617 million requested for 2014, WHO
received only US$ 214 million, leaving a 65% gap. A large
proportion of donor contributions for emergency response
operations continue to be unpredictable and earmarked
for specific activities. This has a negative impact on the
implementation of emergency projects.

Japan Private Kindergarten

300,653

Kuwait

46,750,000

Monaco

135,870

New Zealand

43,783

Norway

18,932,834

Republic of Korea

14,003,153

Russia

3,000,000

The chart below shows the distribution of humanitarian
funding by region in the period 2013-2014. The Eastern
Mediterranean region, with the biggest humanitarian
operations, receives the largest share of funds, followed
by the African region.

Saudi Arabia

50,932,000

South Africa

92,592

Spain

655,308

Spain/AECID

498,132

Distribution of humanitarian funding in
2013-2014 by region, US$

Sweden

2,696,872

Switzerland

1,915,050

Turkey

1,500,000

UNDP-CHF

25,528,333

United Kingdom

26,724,816

UNOCHA

8,494,481

US State Dept.

1,900,000

USAID/OFDA

49,209,255

World Bank

5,848,599

World Food Programme

121,577

In 2010, WHO had 19 humanitarian response interventions
in countries where SRPs were in place, with funding
requirements of US$ 300.5 million. In 2014, WHO
responded to humanitarian health needs in 30 countries
with funding requirements of over US$ 617 million.

US$ 8,452,976
US$ 6,546,540

US$ 9,489,696
US$ 16,648,704
US$ 23,524,871

EU

US$ 68,488,831

HQ
AM
SE
WP
AF
EM
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Humanitarian emergency funding mechanisms
In addition to bilateral contributions, WHO accesses
pooled funding mechanisms that have been established
to provide funding for emergency response operations
based on needs collectively assessed across sectors
at the country level. These funds include: 1) the Central
Emergency Response Fund (CERF), which was created
in 2006 to provide rapid funding at the very onset of a
humanitarian crisis (and which has an average budget
of US$ 450 million per year); 2) Common Humanitarian
Funds (CHF), which are currently active in Afghanistan,
Central African Republic, Democratic Republic of Congo,
Somalia, Sudan and South Sudan, for large, ongoing
humanitarian operations; 3) Emergency Response Funds
(ERF), which have been established in 20 countries
since 1997 to meet unforeseen needs not included in
Consolidated Appeals or Strategic Response Plans.
WHO benefits from all three of these pooled funding
mechanisms, particularly the CERF, which, throughout
the years, has become WHO’s largest single donor for
humanitarian response operations. While the CERF and
other pooled funds are extremely important sources of
funding for WHO’s work in emergencies, these funds are
tightly earmarked for specific life-saving activities. Flexible
funding is needed to sustain health interventions after the
acute phase.
In addition to these external funding mechanisms, the
WHO Director-General and each of the WHO regional
offices has an emergency fund or a disbursement
mechanism that may be activated to support the initial
response to an emergency when no other funding is
available.
The department of Emergency Risk Management and
Humanitarian Response at WHO headquarters manages
the Rapid Response Account (RRA), which, with a
total budget of US$ 1 million, acts as a revolving fund
by loaning funds to WHO country offices to start up
operations when external funds are not yet available.
However, the RRA has proved to be insufficient to cover
the growing requests from WHO country offices. Due to
the low levels of funding for WHO’s components of the
SRPs, many country offices have not been able to repay
RRA loans. An enhanced contingency funding mechanism
should be put in place to ensure that WHO emergency
response operations are adequately resourced from the
onset of the crisis.

WHO and the United Nations Central
Emergency Response Fund
The United Nations Central Emergency Response
Fund has become one of WHO’s most important
contributors to emergency and humanitarian response
operations. In 2013-2014, WHO received over US$95
million from CERF to support 48 countries around the
world in responding to emergencies.
WHO is also increasingly supporting nongovernmental organizations through sub-granting
CERF funds. In 2013, WHO supported the emergency
health response operations of more than 50 national
and international NGOs.
CERF funds have been critical in:

•

Jumpstarting health activities after a natural
disaster. In Bolivia, for example, CERF funds
allowed WHO to support basic health care
services after the floods in 2014. Similarly, in
the Solomon Islands, where a number of health
facilities were damaged as a result of the heavy
floods caused by Cyclone Ita in April 2014,
WHO used CERF funds to support emergency
rehabilitation of health facilities and to set up
mobile clinics.

•

Early response to outbreaks of contagious
diseases, such as the deadly Ebola outbreak
in West Africa, for which CERF made funds
available as early as April 2014. WHO’s early
response to measles outbreaks in countries
including Guinea, Cameroon and Somalia was
also made possible thanks to CERF funding.

•

Addressing health needs in conflicts. CERF
has supported WHO’s operations in the Central
African Republic, Iraq, Syria and Ukraine. This
has enabled WHO to provide basic health
services for displaced populations through
mobile clinics, detect and control epidemicprone diseases, and deliver much-needed
medicines and medical supplies.
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Annex 1:
2013-2014 emergencies graded using the WHO Emergency Response Framework
Country

Date of most recent grading

Type of crisis

Grade

Philippines

08/12/2014

Typhoon Ruby

1

Cape Verde

02/12/2014

Volcanic eruption

1

occupied Palestinian territory

10/11/2014

Conflict/civil strife

1

Pakistan

11/09/2014

Floods

1

Cameroon

16/09/2014

Displacement

1

Libya

28/08/2014

Conflict/civil strife

1

Republic of Iraq

12/08/2014

Conflict/civil strife

3

Liberia

26/07/2014

Ebola

3

Guinea

26/07/2014

Ebola

3

Sierra Leone

25/07/2014

Ebola

3

Pakistan

20/06/2014

Displacement

1

Serbia

21/05/2014

Floods

1

Bosnia &Herzegovina

21/05/2014

Floods

1

Croatia

21/05/2014

Floods

1

Guinea

24/04/2014

Communicable disease

2

Comoros

15/04/2014

Landslide/avalanche

1

Philippines

08/04/2014

Storm

2

Liberia

08/04/2014

Communicable disease

1

Solomon Islands

05/04/2014

Floods

1

Ukraine

20/02/2014

Conflict/civil strife

2

Zimbabwe

18/02/2014

Floods

1

Burundi

14/02/2014

Floods

1

South Sudan

12/02/2014

Conflict/civil strife

3

Indonesia

11/01/2014

Floods

1

Central African Republic

13/12/2013

Conflict/civil strife

3

Philippines

10/11/2013

Typhoon Haiyan

3

Philippines

24/10/2013

Earthquake

2

Indonesia

15/10/2013

Volcanic eruption

2

Thailand

19/10/2013

Conflict/civil strife

1

Pakistan

25/09/2013

Earthquake

1

Philippines

24/09/2013

Complex emergency

2

China

09/09/2013

Earthquake

1

Laos

19/08/2013

Dengue outbreak

1

Sudan

14/08/2013

Floods

1

Pakistan

05/08/2013

Floods

1

Afghanistan

01/08/2013

Floods

1

Democratic Republic of the Congo

20/07/2013

Displacement

2

Global

16/05/2013

Middle East Respiratory Syndrome Coronavirus

2

China

08/04/2013

H7N9

2

Liberia

08/04/2013

Communicable disease

1

Central African Republic

28/03/2013

Conflict/civil strife

2

Mali

04/02/2013

Conflict/civil strife

2

Syrian Arab Republic

03/01/2013

Conflict/civil strife

3
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Annex 2:
Deliverables under Programme Budget 2014-2015
Emergency risk and crisis management

Outcome 5.3
Countries have the capacity to manage public health risks associated with emergencies

Output 5.3.1

Output 5.3.2

Global Health Cluster and country health clusters
reformed in line with the United Nations Inter-Agency
Standing Committee’s transformative agenda

Health established as a central component of global
multi-sectoral frameworks for emergency and disaster
risk management; national capacities strengthened for
all-hazard emergency and disaster risk management
for health

Deliverables
Country Office

•

•

Assess health cluster performance every six months
against the protocols of the United Nations InterAgency Standing Committee’s transformative
agenda, using the cluster performance monitoring
tool, and take remedial measures where necessary
Generate country-level information on the health
situation, including health service coverage and/
or utilization, every six months, in targeted health
cluster countries

Regional Office

•
•

Ensure the application of the cluster performance
monitoring tool and the monitoring of health service
coverage and/or utilization, track, and report on,
results and remedial actions
Produce the annual reports on cluster performance
and health service coverage and/or utilization

Deliverables
Country Office

•

Integrate all-hazard emergency and disaster risk
management for health into new WHO country
cooperation strategies, the United Nations
Development Assistance Framework and national
health strategies

•

Support the conduct of risk and capacity
assessments to identify priority actions for all-hazard
emergency and disaster risk management for health

•

Support countries to apply the WHO survey tool to
document the status of all-hazard emergency and
disaster risk management for health at country level

Regional Office

•

Provide technical support for the integration of allhazard emergency and disaster risk management for
health into WHO country cooperation strategies, the
United Nations Development Assistance Framework
and national health strategies

•

Strengthen the capacity of WHO country office staff
and regional partners in all-hazard emergency and
disaster risk management for health

•

Ensure the application of the WHO survey tool on
the status of all-hazard emergency and disaster risk
management for health at country level; and validate,
consolidate, analyse and disseminate the survey
results, every biennium

Headquarters

•

Establish a Global Health Cluster unit and renew
partnerships, strategy, structure, systems and
outputs for the Global Health Cluster in line with
the protocols of the United Nations Inter-Agency
Standing Committee’s transformative agenda

•

Publish the annual global reports on country health
cluster performance and on health service coverage
and/or utilization

Headquarters

•

Establish a global framework to be used for national
all-hazard emergency and disaster risk management
for health, including related tools, a training
curriculum, hazard specific guidance, and a support
network of specialists

•

Develop a survey tool to document the status of allhazard emergency and disaster risk management for
health at country level; and publish the global report
with inputs from regional offices
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Output 5.3.3

Output 5.3.4

Organizational readiness successfully realized for
full implementation of WHO’s Emergency Response
Framework

Health sector strategy and plan developed,
implemented and reported on in all targeted
protracted-emergency countries by an in-country
network of qualified and trained WHO emergency staff

Deliverables
Country Office
• Apply readiness checklist to the WHO country
offices, report on results and take remedial measures
where necessary

Deliverables
Country Office

•

Maintain dedicated emergency staff, including for
health cluster and/or health sector coordination;
and strengthen national health sector coordination
mechanisms

•

Apply the Emergency Response Framework and
the standard operating procedures; and track
performance against performance standards

•

Provide technical support for the transition to
recovery and development

Regional Office

•

Ensure the application of the readiness checklist;
track the results and remedial actions; report
annually on the readiness of WHO country offices
and regional offices as per checklist

•

Adapt regional standard operating procedures
for emergencies as required, including regional
administrative procedures for rapid deployment

•

Maintain quarterly regional on-call surge teams;
conduct surge team training

Regional Office

•

Apply the Organizational plan for recruitment,
development, and retention of high-performing
emergency staff, including for the health cluster
and/or health sector and for administrative actions;
and provide relevant training to build technical,
coordination and managerial capacities

•

Ensure application of the tool for tracking
implementation of the Emergency Response
Framework; consolidate annual regional report
on implementation of the Emergency Response
Framework in protracted emergencies

•

Conduct country-level evaluations of the
performance of WHO and the health cluster jointly
with cluster partners in protracted emergencies, in at
least two countries globally each year

Headquarters

•

Finalize organizational readiness procedures and
checklist; track and report on readiness of WHO
headquarters as per checklist; and publish annual
global report, including a trend analysis

•

Finalize surge mechanism and components for
WHO and health cluster functions, in line with
the Emergency Response Framework and the
transformative agenda

•

Maintain and update the Emergency Response
Framework; develop a tool for tracking
implementation of the Emergency Response
Framework; maintain and update organizational
standard operating procedures for emergencies
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Headquarters

•

Develop with regional offices an organizational
plan for recruitment, development, and retention
of high-performing emergency staff, including for
health cluster and/or health sector and administrative
functions

•

Publish an annual global report on implementation of
the Emergency Response Framework in protracted
emergencies, including a trend analysis
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Outbreak and crisis response

Outcome 5.6
All countries adequately respond to threats and
emergencies with public health consequences

Output 5.6.1
Implementation of the WHO’s Emergency Response
Framework in acute emergencies with public health
consequences

Deliverables
Country Office

•

Apply the Emergency Response Framework in all
graded emergencies, including adherence to its
performance standards and implementation of its
emergency response procedures

•

Provide information management, risk assessment
and risk communication during acute outbreaks and
crisis; apply the tool for tracking performance against
Emergency Response Framework performance
standards, and take remedial actions as required

Annex 3: Grade definitions
The Emergency Response Framework (ERF) includes the
following grade definitions:
Ungraded: an event that is being assessed, tracked or
monitored by WHO but that requires no WHO response at
the time.
Grade 1: a single or multiple country event with minimal
public health consequences that requires a minimal WCO
response or a minimal international WHO response.
Organizational and/or external support required by the
WCO is minimal. The provision of support to the WCO is
coordinated by a focal point in the regional office.
Grade 2: a single or multiple country event with moderate
public health consequences that requires a moderate
WCO response and/or moderate international WHO
response. Organizational and/or external support required
by the WCO is moderate. An Emergency Support Team,
run out of the regional office, coordinates the provision of
support to the WCO.

Regional office

Grade 3: a single or multiple country event with
substantial public health consequences that requires a
substantial WCO response and/or substantial international
WHO response. Organizational and/or external support
required by the WCO is substantial. An Emergency
Support Team, run out of the regional office, coordinates
the provision of support to the WCO.

•

Implement emergency response procedures
for the regional office, including the provision of
increased human, material and financial support,
and the deployment of surge support as required by
Emergency Response Framework surge policy

Note: The ERF is being revised in 2015.

•

Ensure the application of the tool for tracking
performance against the Emergency Response
Framework in all graded emergencies; support and
track remedial actions; and report annually

•

Conduct evaluations with partners for all Grade 3
(and selected Grade 2) emergencies; provide a
platform for sharing best practices across countries

•

Lead the health cluster in humanitarian emergencies,
outbreaks and crises, as required, and apply
standard operating procedures

Headquarters

•

Implement emergency response procedures for
headquarters; including global surge support
through the Global Outbreak Alert and Response
Network and other partner networks and agreements

•

Perform global monitoring and support risk
assessment, communication, technical response
and resource mobilization during major acute events

•

Consolidate and disseminate an annual global report
on implementation of the Emergency Response
Framework in graded emergencies
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Abbreviations
CERF

United Nations Central Emergency Response Fund

EDRM-H

Emergency and Disaster Risk Management for Health

ERF

Emergency Response Framework

ERCM

Emergency Risk and Crisis Management

ERM

Emergency Risk Management and Humanitarian Response (department at HQ)

ERT

Emergency Response Team (country level)

ERP

Emergency Response Procedure

EST

Emergency Support Team (international level)

ESTL

Emergency Support Team Leader

GEMT

Global Emergency Management Team

GEMT-R

Global Emergency Management Team for Response

GEN

Global Emergency Network

GHC

Global Health Cluster

HeRAMS

Health Resources Availability Mapping System

HCC

Health Cluster Coordinator

HCT

Humanitarian Country Team

HL

Health Emergency Leader

HQ

WHO headquarters

HWCO

Head of WHO Country Office

IASC

Inter-Agency Standing Committee

IDP

Internally Displaced Persons

IHR

International Health Regulations (IHR) (2005)

RO

WHO Regional Office

WCO

WHO Country Office

WRC

WHO Response Coordinator
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