
21–23 September 2015 
Manila, Philippines

Informal Expert Consultation on 
Strengthening National and Foreign Medical 

Teams in Response to Disasters

Meeting Report



Informal Expert Consultation on Strengthening National and Foreign Medical Teams in Response to Disasters
21–23 September 2015 

Manila, Philippines



WPDSE1408729-EHA 

Report series number: RS/2015/GE/44(PHL)    English only 

 

 

 

 

 
Informal Expert Consultation  

on Strengthening National and Foreign Medical Teams  

in Response to Disasters 

 

 

Manila, Philippines 

21–23 September 2015 

 

 

 

 

 

 

 

 

 

Convened by: 

 

 

WORLD HEALTH ORGANIZATION 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

 

 

 

 

 

 

 

 

 

 

Not for sale 

 

Printed and distributed by: 

 

 

World Health Organization 

Regional Office for the Western Pacific 

Manila, Philippines 

 

 

July 2016 

  



NOTE 

The views expressed in this report are those of the attendees of the Informal Expert 

Consultation on Strengthening National and Foreign Medical Teams in Response to Disasters 

and do not necessarily reflect the policies of the World Health Organization. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This report has been printed by the Regional Office for the Western Pacific of the  

World Health Organization for attendees of the Informal Expert Consultation on Strengthening 

National and Foreign Medical Teams in Response to Disasters, which was held in Manila, 

Philippines, 21–23 September 2015. 

  



CONTENTS 

1.  INTRODUCTION   .................................................................................................................   1 

     1.1   Background   ....................................................................................................................   1 

     1.2   Objectives   .......................................................................................................................   2 

2.  PROCEEDINGS ......................................................................................................................   2 

2.1   Day 1   ..............................................................................................................................   2 

        2.1.1  Opening Session   ...................................................................................................   2 

        2.1.2  Session 1: Setting the Scene – Positioning the Emergency Medical Team 

                  (EMT) capacity-building within the Regional Framework for Action for  

                  Disaster Risk Management for Health   .................................................................   2 

        2.1.3  Session 2: Main lessons learnt from countries' responses of national  

                  and international EMTs to recent humanitarian crises (2013–2015)   ...................   4 

        2.1.4  Session 3: What are the key issues to be addressed in terms of  

                  EMT classification and minimum standards, planning and coordination   ..........   10 

2.2   Day 2   ............................................................................................................................   14 

        2.2.1  Session 4: How to develop and operationalize N-EMT capacities,  

                  and prepare to coordinate EMT during response to disasters 

                  – a step-by-step approach   ...................................................................................   14 

        2.2.2  Session 5: National procedures and coordination mechanisms 

                  to be in place for registration, reception and coordination of  

                  EMTs during response to disasters   ....................................................................   22 

2.3   Day 3   ............................................................................................................................   25 

        2.3.1  Session 6: Updates ongoing and future efforts in strengthening  

                  EMT capacities before disasters, and supporting EMTs during  

                  disaster response   ................................................................................................   28 

        2.3.2  Session 7: The way forward   ...............................................................................   33 

        2.3.3  Closing Session   ..................................................................................................   33 

3.  CONCLUSIONS AND THE NEXT STEPS   .......................................................................   34 

3.1   Conclusions   ..................................................................................................................   34 

3.2    Next Steps   ...................................................................................................................   35 

ANNEXES 

ANNEX 1 – OPERATIONAL GUIDE FOR EMERGENCY MEDICAL TEAM (EMT)  

NATIONAL PREPAREDNESS PLANNING 

ANNEX 2 – PROGRAMME OF ACTIVITIES 

ANNEX 3 – LIST OF TEMPORARY ADVISER, OBSERVERS, CONSULTANT AND 

SECRETARIAT 

Keywords: 

Disaster planning / Health personnel – education / Emergencies / Risk management 

 



 



 

 

 1.  INTRODUCTION 

1.1 Background 

Recognizing that natural disasters are increasing in frequency and intensity, and that the 

Western Pacific Region is highly exposed to hazards such as floods, cyclones, earthquakes and 

tsunamis, the sixty-fifth session of the WHO Regional Committee for the Western Pacific 

endorsed the Western Pacific Regional Framework for Action for Disaster Risk Management 

for Health in October 2014. 

The regional framework calls on Member States to select among the recommended 

actions, according to their national priorities.  The need for policies and standard operating 

procedures for the mobilization of resources across all the four phases of the disaster risk 

management (DRM) cycle is highlighted.  This includes policies and coordination mechanisms 

to set up or reinforce national medical team surge capacity and the preregistration of foreign 

medical teams (FMTs). 

The role of FMTs alongside national medical teams in responding to sudden-onset 

disasters is gaining growing recognition after positive experiences during the responses to 

emergencies and humanitarian crises over the last 18 months, namely: Typhoon Haiyan in the 

Philippines, Ebola Virus Disease in West Africa, Cyclone Pam in Vanuatu and the earthquake in 

Nepal.  

Classification and Minimum Standards for Foreign Medical Teams in Sudden Onset 

Disasters, commonly referred as Classification and Minimum Standards, was published by the 

Global Health Cluster in February 2013 and was adopted for use for the first time during the 

response to Typhoon Haiyan in the Philippines in November 2013 and subsequently in other 

responses. 

Key lessons learnt from these experiences have generated ideas for revisions to the 

Classification and Minimum Standards, leading to a planned review of the document at the 

global level. These experiences also suggest the benefit of a common approach and technical 

platform for both national and international (foreign) medical teams, based on the revised and 

updated Classification and Minimum Standards. 

It also appears useful to identify key elements of operational guidance for setting up or 

strengthening a surge mechanism for national medical teams to respond to disasters in their own 

domestic environment.  This could include: 1) a roster of health staff with their training and 

standby supplies and equipment; 2) defined national and subnational planning and coordination 

mechanisms for the national medical teams and for FMTs during relief operations; and               

3) phasing out of FMTs and transitioning of national medical teams to early recovery. 

This informal experts consultation was developed to bring together regional experts with 

direct field experience in planning and coordinating national medical teams and FMTs during the 

aforementioned emergencies and humanitarian crises to review major lessons learnt; identify and 

suggest key issues to be considered for the revision and update of the Classification and 

Minimum Standards for Foreign Medical Teams in Sudden Onset Disasters; and define the 

scope, core elements and steps for the development of operational guidance for countries to 

establish or enhance national medical teams and coordinate FMTs in the response to disasters. 
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1.2 Objectives 

The three main objectives of the meeting were: 

(1) to share lessons learnt from the registration, coordination and deployment of 

national medical teams and FMTs; 

(2) to suggest issues to be considered in global revisions of the Classification and 

Minimum Standards for Foreign Medical Teams in Sudden Onset Disasters; and 

(3) to reach consensus on the scope, core elements and steps for the development of 

operational guidance to establish or strengthen and manage surge capacity of 

national medical teams in response to disasters, as well as in-country registration, 

coordination and deployment mechanisms of FMTs. 

2.  PROCEEDINGS 

2.1 Day 1 

2.1.1 Opening Session 

Dr Li Ailan, Director, Health Security and Emergencies, WHO Regional Office for the 

Western Pacific, welcomed the participants to Manila and WHO.  She highlighted the informal 

nature of the consultation, aiming to bring experts together to discuss and create something 

practical for use over the next few years.  Dr Li said the disaster-prone nature of the Asia Pacific 

region has been demonstrated through painful events over recent years.  She said that when 

disasters occur countries often have to manage the first few hours to days in isolation.  Thus, 

there is a need to empower Member States to act quickly to reduce suffering.  Dr Li said her 

hope for the consultation was to start developing practical guidance to support countries to create 

and operationalize national medical teams.  She listed three main expectations for the meeting: 

(1) A effort to put at the centre of efforts to strengthen national medical teams. 

(2) A shift in the mindset to encourage preparation during “peaceful” or non-emergency 

times in order to facilitate rapid responses during an emergency.  

(3) An exploration of how partnerships at the local and regional level can be enhanced.  

2.1.2 Session 1: Setting the Scene – Positioning the Emergency Medical Team (EMT) 

capacity-building within the Regional Framework for Action for Disaster Risk 

Management for Health 

Presentation by Dr Nevio Zagaria, Coordinator, Disaster Risk Management for Health, 

WHO Regional Office for the Western Pacific.  

The Western Pacific Regional Framework for Action for Disaster Risk Management for 

Health was approved by the WHO Regional Committee for the Western Pacific in October 2014, 

following a two-year process of intensive consultations with Member States in the Region. 
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The vision, mission and main components of the regional framework are presented in the 

following illustration: 

 

 

 

 

 

 

 

 

 

The regional framework strongly advocates a shift from a focus on preparation for and 

response to disasters to an approach that manages risks related to all hazards across the four 

phases of the disaster risk management (DRM) cycle: preparedness, prevention, response and 

recovery (PPRR). 

As highlighted by the illustration below, health security is at the centre of human security, 

with an emphasis on the strong relationships across the various individual security components 

of overall human security – economic security, food security, environmental security, personal 

security, community security and political security. There is a need for a strong multisectoral 

approach in managing all risks acoss the DRM cycle.  

 

 

 

 

 

 

 

 

Humanitarian crisis due to disasters generated by natural or human-induced hazards, 

infectious diseases, and health inequities and poverty are the three main drivers that impact 

human security. The interaction of these factors and the exponential impact of disasters among 

the most vulnerable populations call for innovative approaches to identify and implement priority 

actions across the PPRR continuum. The Western Pacific Regional Framework for Action for 

Disaster Risk Management for Health proposes a set of priority actions and related activities to 

be considered by Member States. 
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The matrix below presents an example of priority interventions across the PPRR and the 

regional framework components: 

DRM-H planning matrix 

 Governance, 

policies, 

planning and 

coordination 

Information and 

knowledge 

management 

Health and 

related services 

Resources 

(human, supplies, 

financial) 

Prevention National Disaster 

Management 

Office-Ministry of 

Health link  

Risk reduction 

policies (hospital 

building codes) 

Hazards vs Health 

Facilities mapping 

Vulnerable 

detected 

Link with Center for 

Disease Control and 

Prevention  

Vulnerable groups:     

scale up key services 

Use resources from 

Universal Health 

Coverage  and 

Common Country 

Assessment 

Preparedness National and local 

preparedness plans 

Evacuation plans, 

critical Health 

Facilities identified 

Emergency hospital 

plans’ 

implementation 

Set up and train 

surge health teams 

Response Health cluster + 

Inter-cluster 

coordination 

Health 

Assessments  

(initial + in-depth) 

Life saving  + basic 

and specific health 

services 

Surge deployment  

Recovery Build Back Better 

policies and plans 

Post Disaster 

Needs Assessment, 

health inequalities 

monitoring 

Specialized services 

at primary care 

Funding for health 

sector recovery 

 

2.1.3 Session 2: Main lessons learnt from countries' responses of national and international 

EMTs to recent humanitarian crises (2013–2015)  

This session was comprised of five presentations from advisers with recent experience in 

national or international EMT responses, followed by a plenary discussion. 

2.1.3.1 Typhoon Haiyan, Philippines. The challenges of enhancing national surge capacities 

in addressing health needs after mega-disasters 

Dr Marlyn Go, Chief, Preparedness Division, Health Emergency Management 

Bureau, Department of Health, Philippines 

Typhoon Haiyan was the strongest Category 5 typhoon in history in the Philippines. It 

affected six of the country’s 18 regions.  Tacloban City in Leyte was the hardest hit area, which 

was isolated and inaccessible for more than 48 hours after the typhoon made landfall.  More than 

6000 people lost ther lives, with millions more affected and displaced.  All health facilities in the 

city were damaged, including the only Department of Health tertiary hospital in the region. This 

prompted the president of the Philippines to declare a “National State of Calamity” that sparked 

the attention of the international community.  Before the landfall, the Department of Health 

declared a “Code Blue” alert, putting human resources and equipment and supplies on standby to 

be mobilized along the typhoon corridor.  A national composite hospital trauma team was 

deployed within 24 hours following the disaster for life-saving and rapid assessment activities, 

but it took 72 hours to reach the site. National and subnational response teams, together with     

in-country FMTs, were deployed within the first week to address the needs of the affected 

populations, including health needs in evacuation centers and to prevent and control post-disaster 
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morbidities.  More national mdecial teams and FTMs arrived on site a week after to augment 

surge capacities.  Challenges during this response included: 1) FMTs that were not  

self- sufficient and thus became a a burden to the host country; 2) not all in-country resources 

were exhausted until the stand-down phase; and 3) other government, private and local resources 

were not fully utilized due to insufficient logistics, such as limited transportation to affected 

areas.     In conclusion, during Typhoon Haiyan, the Philippines needed better logistical support, 

including with FMTs, to maximize available resources and save lives.  

2.1.3.2 Flash Flooding, Solomon Islands.  How much to invest in national surge capacities of 

the health sector to respond to sudden-onset disasters (SODs) and in coordinating 

with focused deployment of FMTs? 

Dr Audrey Aumua, Officer-in-Charge, WHO, Solomon Islands 

Tropical Depression Ita brought three days of heavy rain and caused severe flooding when 

it hit Solomon Islands in April 2014.  The rain and flooding caused massive damage to homes, 

basic infrastructure, vegetation and water sources.  There were 22 reported deaths, with 52 000 

people affected, and more than 10 000 people forced to take shelter in 31 evacuation centres 

across four regions (Honiara East, Honiara Central, Honiara West and Guadalcanal).  There were 

10 damaged health facilities.  The reported number of diarrhoea cases increased dramatically one 

week after the flooding.  There were four registered FMTs on the ground, and they conducted 

assessments and provided public health, medical and psychosocial services. The need for 

improvement was noted in the following areas: national emergency response capacity; the 

capacity to receive, manage and support FMTs; and coordination between national health 

workers and FMTs.  The following were highlighted as areas for improvement by the 

Ministry of Health:  

• establishment of a DRM unit within the Ministry of Health, and strengthening the 

current disaster preparedness plan to include the accommodation of FMTs; 

• leadership and coordination capacity and mechanisms during emergencies, including 

the implementation of standard operating procedures; 

• coordination of the national workforce during emergencies; 

• health information systems, including vital registration, medical records and 

information management; 

• implementation of clinical guidelines and infection-control practices; 

• availability of medicines and supplies; and 

• strengthening donor coordination for funding availability during emergencies. 

 

Most of the Pacific island countries and areas do not have the capacity to respond to 

SODs. Thus, support from FMTs becomes essential.  However, strengthening the 

Ministry of Health’s capacity to improve FMT coordination cannot be accomplished in isolation 

from the broader agenda of strengthening health systems. 

2.1.3.3 Cyclone Pam, Vanuatu.  Key lessons learnt from the health sector response to 

Cyclone Pam.  What to change in the future in national capacities to respond and 

coordinate with FMTs?  

Dr Richard Leona, Director, Vila Central Hospital, Vanuatu  

Tropical Cyclone Pam, a Category 5 cyclone, hit Vanuatu in March 2015 and hit the 

country’s eastern and southern islands.  It damaged structures and limited or cut off access to 
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health services, food and clean water.  There were 11 reported deaths, but more than 50% of the 

population was affected.  More than 40 (out of 71) health facilities were damaged.  There is a 

registration system for FMTs, which was reinforced following Tropical Cyclone Pam.      

Twenty- six FMTs arrived in Vanuatu to implement various medical activities in response to the 

typhoon. Ninety-two per cent of the FMTs registered with the Ministry of Health, while 8% did 

not register. Out of the 26 FMTs, 69% provided Type 1 medical services; Type 2 medical 

services were provided by 8% of the FMTs; none of the FMTs provided Type 3 services, and 

23% provided specialist care.  Among the six FMTs that provided specialist care in Vanuatu,   

five conducted surgical activities while one FMT provided mental health and psychosocial 

support services.  FMTs brought 194 staff members to Vanuatu, including medical doctors (59), 

nurses (33), paramedics (21), midwives (25), pharmacists (4) and psychologists (2).  Fifty staff 

members provided administrative and logistics support to the FMTs.  According to 

Ministry of Health’s existing policy, FMTs were required to submit an “End of Mission” medical 

report at the end of deployment.  It should be noted that among the 24 registered FMTs, only 

71% of them complied.  None of the non-compliant FMTs sent a medical report after leaving 

Vanuatu or upon follow-up.  Data collected from the 17 FMTs that submitted medical reports 

showed 15 781 medical consultations, 99 deliveries, 40 surgical procedures and 75 medical 

evacuations. Lessons learnt on FMT coordination in Vanuatu are as follows: 
 

Consideration 
Points 

Before Tropical Cyclone 
Pam Landfall 

Immediately After 
(First 72 hours) 

Emergency Phase 
(72 hours to 6 weeks) 

Strengths 

• Available specialists – local 
and FMTs – on the ground 

• Existing network with FMTs 

• Existing policy on 
registration process for 
incoming FMTs 

• Amendments in 
registration process 

• Timely arrival of FMTs 

• Deployment strategy of 
FMTs 

• Gaps filled to ensure 
health service delivery 

• Full Implementation of FMT 
registration and deployment 
criteria 

• Gaps filled to ensure health 
service delivery 

• Briefing, reporting and debriefing 

• Capacity building for the Ministry 
of Health staff on the ground 

• Donations to the Ministry of 
Health 

Weaknesses 

• Lack of information about 
which FMT would be 
arriving 

• No FMT management 
committee 

 

• Delayed processing of 
FMT registration 

• Non-compliance with 
FMT registration 

• Non-cooperation of 
FMTs regarding 
deployments 

• Lack of understanding 
of FMTs on deployment 
and in relation to their 
capacity 

• Reporting and debriefing 

• Lack of proper transition/handover 
to the local staff 

• FMTs working in isolation, without 
involving the local staff 

 

Recommendations 

• Implementation of FMT 
registration and guidelines 

• Set up of a FMT 
Management Committee 
within the Ministry of Health 

• Ministry of Health website 
with links/resources or 
guidelines for FMTs prior to 
arrival 

• Proper briefing and 
deployment process 

 

• Proper transition/handover to the 
local staff 

• FMTs working together with the 
local staff 

• Ensure regular reporting and 
proper debriefing 

 

 

2.1.3.4 Earthquake, Nepal.  Before, during and after the earthquake (video); building on 

lessons of the national EMT response in strengthening preparedness 

Dr Roderico Ofrin, Director, Health Security and Emergency Response, 

WHO Regional Office for the South-East Asia  
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Both national medical teams and FMTs played a crucial role during the response following 

the earthquake in Nepal.  The Ministry of Health was receptive of the arrival of medical teams, 

and the collaboration between the national medical teams from the region and various 

organizations was evident, as was the openness of FMTs to coordinate with health authorities. 

However, there are aspects that can be improved in the management of medical teams, including 

the liaison with the Ministry of Foreign Affairs, clarity and consistency of communications, and 

collaboration between the medical teams and local health workers.  Some of the lessons learnt 

for national emergency medical teams to strengthen preparedness include the organization of 

national medical teams as part of preparedness, collaboration among countries and organizations 

within the region, and the coordination capacity at both the national and subnational levels. 

2.1.3.5 Ebola Virus Disease, West Africa Can FMT concepts be used for emergency 

response other than trauma? What needs to be different in the future based on the 

Ebola response experience in West Africa? 

Dr Ian Norton, Team Leader, Emergency Risk Management and Humanitarian 

Response, WHO headquarters 

Following disasters, the response of medical teams concentrates on “saving lives and 

limbs.” During the first hours, the response of national teams and the resilience of health 

infrastructure and systems are critical.  A regional response is vital since every hour matters for 

both rescue and medical teams. 

During the Ebola virus disease (EVD) 0utbreak response, the lack of capacity to isolate 

and manage cases proved to be an impediment to conduct other “pillar activities” for the 

response, such as safe burials, epidemiologic surveillance, contact tracing and community 

sensitization.  At the early stages of the outbreak, there was only one FMT on the ground.  

Realizing that the outbreak was beyond existing capacity, other FMTs were asked to participate 

but the response was not favourable at that stage – unlike the responses seen in other 

emergencies.  The impact of the EVD outbreak could not be measured only with the number of 

cases and deaths, but also damage caused to the fragile health systems of affected countries. 

There were key facilitating actions (the 5 S’s) needed for medical teams, both national and 

foreign, to mount an appropriate response during the EVD outbreak: 

• Staff – workforce mobilization, training, etc.  

• Stuff – supplies of personal protection equipment  

• Structures – building of Ebola Treatment Units (ETUs) 

• System – placement of ETUs, referral systems and other coordination systems 

• Security – care within the country of responders, including medical evacuation. 

The figures below illustrate that among the EVD outbreak-affected countries, the number 

of confirmed cases decreased as the number of available beds in ETUs increased.  This further 

supports the idea that when the isolation and cases are managed, the delivery of other pillar 

activities related to the response is ensured.  
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As mentioned, the accessibility of isolation and treatment of EVD led to a decreased 

number of cases.  However, it should be noted that during the EVD outbreak, there were not 

enough organizations willing to deploy volunteers.  Furthermore, logistics and field operations 

are pertinent for a safe deployment.  

Lessons learnt from national and regional responses during the EVD outbreak include:  

• enhance national capacity for surveillance and response; 

• enhance national capacity to request, register and coordinate other medical teams; 

• use of EMTs as part of the national surge planning; 

• response with a public health team approach, and assimilation of public health 

indicators into the standards; 

• regional mechanisms for deployment should be in place; and 

• emphasis on the deployment of self-sufficient EMTs who arrive in time. 

Lastly, there has been a new trend for FMTs to be deployed not only in disasters.  As seen 

during the the EVD outbreak in West Africa, FMTs are responding to other forms of health 

emergencies such as outbreaks, conflicts and protracted emergencies.  

Key points from plenary discussion 

General comments: 

• Local and regional health anthropologists enhance the effectiveness of responses.   

• Coordination of military teams initially posed a challenge in the Nepal earthquake.  

• Discussions on lessons from Ebola: 
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• Community ownership changed the curve in the Ebola outbreak, however there were 

significant differences between affected countries, for example, Liberia had a strong 

emphasis and community ownership of handwashing.  

• Coordination support provided to the Ministry of Health system in Liberia was highly 

valued and likely led to less of a sustained impact on the Liberian Ministry of Health.  

• Recognition that what some viewed as “weak” community participation in certain 

settings could also be seen as cultural “courage”.  For example, in Liberia, individuals 

appeared to know the risks associated with washing bodies of those who had died 

from the disease.  However, this risk was outweighed by the cultural and religious 

significance of undertaking this process so the deceased could proceed to the afterlife.  

2.1.4 Session 3: What are the key issues to be addressed in terms of EMT classification and 

minimum standards, planning and coordination 

This session aimed to explore areas for improvement in the Classification and Minimum 

Standards for Foreign Medical Teams in Sudden Onset Disasters.  These would contribute to 

upcoming global revisions to the document.  

Ms Junko Nakaji from the Secretariat of Japan Disaster Relief (JDR) Team, Japan 

International Cooperation Agency (JICA), started the session with a presentation entitled 

Building on lessons of Japan Emergency Medical Team mission in Nepal: How to better prepare 

for next deployments. 

The JDR team deployed a Type 2 EMT for the first time in response to the Nepal 

earthquake. The usual JDR team structure includes 21–23 members per team (one leader, four 

doctors, seven nurses, one pharmacist, three–five medical logistics personnel and five logistics 

personnel).  Teams routinely deploy within 48 hours from an official request, for up to two 

weeks.  They have the capacity to treat approximately 100 patients per day and hold medical 

materials to manage 1000 patients.  

Fig. 1. Composition of the first and second batch JDR teams for Nepal earthquake 
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 In the Nepal response, team composition for the first and second batch differed slightly, as 

indicated in Fig. 1.  Teams were required to pre-register with the Ministy of Health and 

Population (MoHP) following an announcement through Virtual On-Site Operations 

Coordination Centre (OSOCC).  The registration form if shown in Fig. 2.  All incoming teams 

registered with the Reception and Departure Centre (RDC) at Kathmandu International Airport 

and were subsequently tasked by MoHP.  MoHP then requested a daily and weekly report      

(Fig. 3 shows the reporting forms), however there was some difficulty in submitting timely data 

due to the site location.  The JDR team supported local medical institutes overwhelmed with 

disaster damage and coordinated with other FMTs regarding severe patients.     

Fig. 2.  FMT pre-registration for used in Nepal earthquake 
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Fig.3.  Example of FMT monitoring form used in Nepal earthquake 

 

 

 

 

 

 

 

 

 

 

 

 

 

Based on the lessons learnt from this first deployment as a Type 2 EMT, the JDR 

Secretariat is working on tasks for the next deployment, including training Emergency Medical 

Team Coordination Centre (EMTCC) personnel in the team, team flexibility (size, capacity and 

equipment) in accordance with needs and situation of the affected country, and promoting 

regional collaboration and national capacity in the neighboring region.  In demobilization, it 

became evident that standard reporting formats and easy exit reporting processes would also be 

beneficial.   

Breakout Session 1 was then held to raise issues in EMT classification, minimum 

standards, planning and coordination.  Three groups were formed to address the same issues, 

followed by a report to the plenary and discussion.  The outcome of this discussion was then 

synthesized by the secretariat and presented in the reflections of Day 1 (first Day 2 agenda item).  

Advisers discussed and agreed with the summary.  

Breakout Session 1 – Suggestions for the upcoming global revision of the Classification 

and Minimum Standards for Foreign Medical Teams in Sudden Onset Disasters 

Questions, Breakout Session 1:  

(1) Why is there a need for national Emergency Medical Teams (N-EMTs) and/or 

international EMTs (I-EMTs?  Should these be organized on a regional or 

subregional approach? 

(2) What are the key issues to be considered for improvement in the present EMT 

guiding principles, classification and minimum standards, if any? 
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(3) How many types of EMTs are needed and how should these be classified? 

(4) Should N-EMT and I-EMTs have different or the same minimum standards?  

In what areas should the minimum standards be the same or different? 

Agreed summary of responses and discussion, Breakout Session 1 

Rationale for national and/or international Emergency Management Teams and a regional 

versus subregional approach 

• The term Foreign Medical Team should be revised to Emergency Medical Team 

(EMT), encompassing both national and international medical teams. 

• N-EMTs are essential to respond to local needs, particularly in the first hours and 

days of a disaster.  I-EMTs can also be essential to augment surge capacity in 

emergencies and humanitarian crises where local capacities are overwhelmed. 

• In countries with health system and logistic capacities, N-EMTs should be 

developed first, with the possibility of extending to I-EMTs.   

• Where possible and appropriate, N-EMTs and I-EMTs should be supported and 

coordinated through a regional or subregional approach to allow for a more timely 

and effective response, for example the Assocation of Southeast Asian Nations 

(ASEAN) and Pacific island countries and areas. 

Key Issues for consideration in improving the EMT guiding principles, classification and 

minimum standards 

• Changing terminology from “minimum standards” to “minimum requirements”.  

• Aligning the minimum standards with the revised Health Resources Availability 

Mapping System (HeRAMS).  

• Cross-referencing existing packages/programmes to create the document as a central 

point of reference, for example Maternal and Child Health. 

• Revising and expanding guidance around: 

- EMT handover and transition procedures 

- duration of international EMT deployments 

- development of referral systems 

- non-clinical support for all team types. 

• Developing a checklist for self-assessing whether minimum standards for EMTs are 

met. 

• Developing a guideline/decision-making tool that can be used by health ministries to 

identify needs and request the appropriate type of I-EMT. 

• Expanding modules beyond clinical and describing services provided by each, for 

example trauma care, obstetric care, basic health services, environmental health, etc. 

• Logistics as a separate capacity for deployment.  
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Suggested types and classification for EMTs 

• Separate Type 1 teams into fixed teams, mobile teams, and teams with capacity for 

both fixed and mobile services.  

• Separate Type 2 teams into Type 2 (inpatient) and Type 2S (inpatient surgical).  

• Consider that any team type could have a mobile capacity.  Ensure clear 

descriptions of fixed, mobile and dual teams are documented, including capacity to 

run fixed and mobile teams simultaneously. 

Similarities and differences in minimum standards for national and international EMTs  

• Minimum standards should be identical in quality, however they may differ in 

capacity (for example team number and composition, logistics support) and 

applicability of standards for the national versus international contexts (for example 

medicines regulation, medical registration, indemnity insurance).  

2.2 Day 2 

2.2.1 Session 4: How to develop and operationalize N-EMT capacities, and prepare to 

coordinate EMT during response to disasters – a step-by-step approach 

This session aimed to explore different elements to include in N-EMT operational 

guidance.  The session began with a presentation by Professor Yasuhiro Otomo, Department of 

Acute Critical Care and Disaster Medicine, JICA, entitled How to build strong domestic and 

international emergency medical teams capacities: The case of Japan.  

2.2.1.1 Abstract of Presentation  

Japan has two different EMTs: Japan Disaster Relief (JDR) team and the Japan Disaster 

Medical Assistance Team (DMAT).  The JDR team was established for international disaster 

relief in 1984.  DMAT was inaugurated in 2005 to provide for the immediate need for lifesaving 

medical care in the first hours after a disaster in Japan, prior to ordinary medical teams arriving 

to support,  for example Red Cross.  DMAT has hospital-based teams that undertake a National 

Standard Training Course  of four days 4 days, with members then certified by the Ministry of 

Health, Labour and Welfare.  As of 31 March 2015, 748 hospitals, 1426 teams and 9328 people 

are registered with DMAT.  Each team is comprised of one to two physicians, two to three nurses 

and one to two logisticians (four to five people total), less than an EMT Type 1.  Japan has 660 

designated Disaster-based Hospitals (DBHs) that are responsible for disaster management in 

territories.  DBHs are earthquake-resistant in construction, have helipads, private electric 

generators, earthquake-resistant water tanks, supplementary beds and enough space for surge 

capacity.  If a disaster occurs, the disaster-affected Prefectural Office activates “disaster mode” 

from which the Ministry of Health sends email alerts to the Disaster Medical Information 

System, including the prefectural office, DMAT hospitals and DMAT members’ mobile 

numbers.  The legal grounds for EMTs is improtant, with the I-EMT JDR being established 

under the JDR law enacted in 1987.  After the Kobe Earthquake of 1995, there were no legal 

grounds for DMAT.  DMAT was put in the Basic Disaster Management Plan in 2004 and 

subsequently inaugrated in 2005.  Core members of JDR (978 personnel) and DMAT 

(9328 personnel) are the same.  A summary of role, classification and other features of each team 

is provided in Fig. 4. 
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Fig. 4. EMTs in Japan 

 
 

2.2.1.2 Breakout Session 2 – Elements of N-EMT operational guidance 

Breakout Session 2 was then held to propose and discuss elements to include in N-EMT 

operational guidance.  Part A of Breakout Session 2 included two groups answering the same set 

of questions.  Part B had each group answering a different set of questions.  Groups reported 

back and discussed their responses in a plenary session.  The outcome of this discussion was then 

synthesized by the secretariat and presented in the reflections of Day 2 (first agenda item on 

Day 3), where advisers reviewed and agreed with the summary.  Groups One and Two 

overlapped in a minimal amount of the content they discussed, reflected in the summary.  

Questions, Breakout Session 2 

Part A  

Groups One and Two answered these questions on the title, scope and target audience for 

the guidance: 

(1) Emergency Medical Teams (EMT) Operational Guidance – is the title appropriate?  

(2) What is the scope of this guide?  

(3) Who is its target audience?  

(4) What could be the scope of EMTs (service mix)?  

 

 

Part B  

Role  Interna onal EMT  Na onal EMT 
Classifica on  Type 2 (Type1)  Type ? 
Team size  23 〜 62 persons/team   4 - 5 persons/team more than 400 

teams available within 24hours  
History  30 years  10 years 
Run by  MoFA  MHLW 
Law  JDR Law  Disaster Countermeasures Basic Act / 

Basic Disaster Management Plan  
Headquarter  JICA  Na onal Disaster Medical Center 
Registered member  978 personnel 9,328 personnel 

Training  2 mes/year for new applicants,  

3 mes/year for registered members   18 mes/year for new applicants,  

16 mes/year for registered members  

    



- 16 - 

 

Group One answered questions on governance, policy, planning and coordination: 

 

(1) Is there a need for national policies specific for EMT?  

(2) Who is in charge of EMT planning and management?  

(3) Is different planning needed at national and subnational levels?  

(4) Is EMT planning part of the National Health Emergency preparedness plan?  

(5) Is there a link between EMTs and the Safe Hospital initiative (modules 1 and 4)?  

(6) Is there any link between deployment plans of EMTs and critical health facilities?  

Group One also answered questions on information and knowledge management:  

(1) How to identify the needs for EMT?  

(2) What should N-EMTs and I-EMTs have in common during the preparedness phase?  

(3) Is it possible or appropriate to identify the needs for the request of I-EMT with 

details on type and capacities? If yes, how?  

(4) Should this be part of the national health emergency preparedness plan?  

Group Two answered the detailed question: 

(1) What are the Staff, Stuff, Structure and System (4 S’s) requirements to include in 

operational guidance for N-EMTs? 

Agreed summary of responses and discussion, Breakout Session 2  

TITLE 

• Title of the guidance should be National-EMT (N-EMT) Operational Guidance or 

Toolkit.  

SCOPE 

• Advocacy on how EMTs can fit into country contexts, the wider health and 

emergency response system.  

• Feasible, practical and operational options on how to plan the set-up and manage an 

N-EMT, including: 

- organization, coordination and decision-making tools; 

- need for a comprehensive understanding of national health and emergency 

systems, for example, National Disaster Management Authority; 

- conducting risk, vulnerability, capacity analyses and scenario-planning to inform 

decision-making on EMTs; and 

- options and service needs changing according to timeframe (i.e. N-EMTs will 

need a broader scope as they are first on scene and continue service delivery 

beyond I-EMT departure).  



- 17 - 

 

TARGET AUDIENCE 

• Executive summary aimed at Minister of Health and other key ministers.  

• Guidance aimed at: 

- Policy-makers in health ministries, National Disaster Management, Foreign 

Affairs, Defence.  

- Mid-level operational managers who will run and coordinate. 

- Donors and other key stakeholders. 

• Could consider differentiating between primary and secondary audiences. 

EMERGENCY MEDICAL TEAM SERVICE MIX 

• Types of services should be based on risk, vulnerability and capacity assessments: 

- Need to understand capacity of system at baseline. If low, likely less need for N-

EMT and greater need for I-EMT.  If specific areas in a country have less 

capacity, this should first be provided through N-EMT support. 

- Baseline health situation is important (e.g. health profiles). N-EMTs and I-EMTs 

should be familiar with these to ensure priority services are re-established 

swiftly. 

• Need to decide which are the critical health facilities and health functions. 

• Essential to work with health systems teams and ensure EMT work fits within wider 

health system strategy and operations.  

• Suggested mix of services/functions by type of EMT to include in operational 

guidance: 

- Primary health care team delivering basic health services, which may also 

include mass vaccinations, nutrition, water, sanitation and hygiene.  

- Mass casualty/trauma team 

- Hazard-specific team: one country may not have capacity to respond to a 

specific hazard, so regional or subregional arrangements could be made.  

- Outbreak rapid response teams 

- Forensic teams 

- Specialized teams, for example medical evacuation. 

• Operational support teams: 

- Leadership team 

- Information management 

- Coordination team 

- Rapid assessment team 

- Logistics teams 
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GUIDANCE ON GOVERNANCE, POLICY, PLANNING AND COORDINATION 

• All relevant government agencies should be engaged in EMT governance, policy, 

planning and coordination.  

• Essential that EMT planning and coordination has a “home” in a government agency.  

The specific location will vary depending on context, but preferably should be the 

Ministry of Health. 

• Planning should be with usual emergency (or disaster management) systems and 

incorporated into National Health Emergency Preparedness Plans. 

• The link between EMTs and the Safe Hospitals Initiative should be promoted.  

• The link between critical health facilities affecting the type and nature of deployment 

should be highlighted.  For example, the use of smaller Type 1 teams in Japan as they 

can function out of predefined critical health facilities.  

GUIDANCE ON INFORMATION AND KNOWLEDGE MANAGEMENT 

• The need for developing EMT capacity should be based on a baseline risk, hazard and 

capacity assessments. EMT operational guidance should facilitate countries to define 

their gaps, followed by their N-EMT capacity and where I-EMT support is potentially 

needed.  This could be achieved by including: 

- overarching ideas on how to conduct these assessments, including known 

scenario planning; 

- key topic areas to reflect on assessments, for example, community resilience; 

- links to tools that can be used for formal assessments, for example 

United Nations Office for the Coordination of Humanitarian Affairs (OCHA) 

risk assessment; and 

- case studies to describe how these assessments have been undertaken in different 

settings.  

• Guidance should highlight that at an advanced stage of N-EMT capacity, countries 

could consider developing I-EMT capacity.  This could be tailored to support their 

neighbours or regional needs.  

• Guidance should include a tool for conducting impact assessments in post-disaster 

settings.  This will assist coordinators in more efficient, effective and appropriate 

deployment of N-EMTs and I-EMTs.  

• Monitoring and evaluation systems should be established to ensure that key lessons 

learned from N-EMT and I-EMT responses are captured. 
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STAFF 

(A)  Skills and Capability  

Need for a composite team consisting of a variety of qualified and relevant 

professions, including but not limited to: medical doctors, nurses, midwives, allied health 

workers, supply/operational support, infrastructure and coordination support.  The skill 

mix of the capability should be based upon desired clinical service delivery type:  

• consider applying a modular concept, such as that applied by Red Cross, where 

modules can be omitted or added according to the type of disaster; 

• ability to deliver immediate trauma care and primary health services, such as 

reproductive health, maternal and child health, psychosocial first aid, nutrition 

and water, sanitation and hygience (WASH);  

• urgent need to conduct rapid health facility assessments will require 

incorporating infrastructure support (i.e. engineers, electricians, etc.) to ensure 

the ongoing function of temporarily damaged health facilities and safety of the 

facility for patient care. 

(B)  Workforce management  

Health ministries play a key facilitation and coordination role with N-EMTs needing 

to be immediately deployable within hours following event.  Specific aspects of workforce 

management to consider in EMT operational guidance include:  

� 5:1 ratio (trained vs. availability); 

� activation and notification; 

� payment of staff; 

� roster allocation and maximum 

length of deployment; 

� indemnity and insurance; 

� retention and turnover; 

� credentialing and identification; 

� uniforms and identification; 

� team health and welfare:  

� physical  

� pre-deployment, in-field and post-

deployment care 

� medical evacuation 

� psychological stress 

� safety and security.  

(C)  Training  

WHO suggested curriculum for training N-EMTs for deployment in austere 

environments in response to emergencies, with local adaptation by ministries of health.  

Training pyramid approach across EMTs and should include continuous training and 

drills, such as:  

• EMT induction (common across all team); 

• austere environment clinical/logistic practice adaption  

• specialist skills (clinical/medical or logistics) 

• leadership and coordination skills 

• training of trainers and continuous evaluation 

• cultural competency and adaptation 

• equipment/kit familiarity 

• immediate pre-deployment, context-specific “just-in-time training” 
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STUFF 

(A)  Funding  

Funding for training and management of N-EMTs should come from: 

• designated budget allocation from the responsible unit/division of ministries,  

local government or others; and 

• needs to acknowledge different priorities within regional ministries. 

(B)  Equipment kits 

Need for predetermined types of equipment kits based upon service delivery types 

and existing standards, N-EMT operational guidance should include: 

• checklist of suggested kit contents;  

• advice on appropriate caches and kits for initial period response;  

• advice on specific kits for hospitals during surges; and 

• advice on country policies and consistency with essential equipment and 

medicines lists. 

(C)  Stockpile surge capacity 

Strategic placement of stocks is necessary to ensure continuous availability and 

accessibility. An estimation of contents and quantity can be made according to the 

anticipated population size affected during an emergency.  This will guide much 

should be prepositioned and where.  EMT operational guidance should consider 

these elements: 

• in-country WHO stocks of the Interagency Emergency Health Kits (IEHK) and 

trauma kits (if relevant for national context);  

• stock rotation and expiry date management;  

• immigration and customs clearance coordination with ministry of health 

consultation; 

• resupply, including standards to ensure effective supply chain management; and 

• WHO regional or headquarters role as a last resort when all national emergency 

systems have been destroyed or depleted.  

STRUCTURE 

(A)  Operational support  

Exploring the possibility of EMT staff using the identified safe hospitals/disaster 

base hospitals for accommodation and storage where possible, otherwise ministries 

able to provide tents to support EMT operations (and self-sufficiency) for use such 

as:  

• command post 

• staff accommodation 

• administration/coordination services 

• communications and information management 

• transport and vehicles.  
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(B)  Temporary field hospitals and clinics  

Identified regional need for availability of an EMT Type 2 field hospital.  Guidance 

on specifications of field hospitals to be set up and adapted to the local context 

would be useful, including: 

• availability of “lifelines” for EMT use and access to health services after the 

event,  for example, vehicles as ambulances; 

• ability to reach geographically disadvantaged places and facilitate referrals 

between facilities; and 

• role of WHO in providing field hospitals/tents as a last resort.  

SYSTEM 

Guidance and training from WHO for N-EMT in minimum standards, skills and 

adaptation so that N-EMTs can be raised to the level of I-EMTs.  This has the potential to 

enable countries to eventually offer their national teams as I-EMTs during regional 

disasters. 

(A)  Coordination  

Need for national and subnational coordination cells and descriptions of functions 

required. Coordination of I-EMTs and close collaboration with WHO, providing 

technical assistance and guidance.  Guidance required for Ministry of Health from 

WHO on suggested “how to” in coordinating and combining N-EMTs and I-EMTs, 

including: 

• WHO and global EMT; 

• N-EMT as it becomes I-EMT;  

• military medical teams; 

• regional coordination mechanisms, such as ASEAN; 

• Pacific countries to align their assessment tools to have a cohesive response; 

and 

• WHO to assist countries in developing protocols, standard operating procedures 

(SOPs) and rolling out exercises.  

(B)  Needs assessment  

Global (WHO) and national websites that contain information before and following 

disasters, with real time data on N-EMTs and I-EMTs.  This will allow ministries of 

health to strategically place local teams, identify gaps and request for appropriate 

international teams to fill these gaps.  Guidance should include tools and advice, 

such as: 

• impact assessment including infrastructure, at-risk populations and clinical 

services required; 

• availability of WHO recommended standardized tools for needs assessments, 

impact assessments and deployment assessments that can be adapted to the local 

context and be used by national medical teams; 

• acknowledgement and incorporation of existing health system burdens; and  

• deployment location and type of EMT required.  
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(C)  Information management  

To support maintenance of a communication system that ensures continuous 

knowledge sharing, N-EMT operational guidance should include: 

• standardized registration forms, reporting forms, patient records and data 

collection;  

• use of adapted forms within the region; and 

• Health Information Systems: reporting, data gathering/sharing, protocols, 

websites registration, stand down, database, etc. 

2.2.2 Session 5: National procedures and coordination mechanisms to be in place for 

registration, reception and coordination of EMTs during response to disasters 

This session considered coordination of EMTs in disaster responses, particularly making 

suggestions for the Global Emergency Medical Team Coordination Cell Coordination Handbook 

currently under development. 

Dr Joel H. Buenaventura, Chief Health Programme Officer, International Relations 

Division, Bureau of Health Cooperation, Department of Health, Philippines, opened the session 

with a presentation entitled FMT Registration and Coordination Post-Typhoon Haiyan: Updates 

from the Philippines.  

2.2.2.1 Abstract of Presentation  

In Typhoon Haiyan, FMTs needed to signal their intent to enter the Philippines, be 

registered through the Bureau of International Health Cooperation (BIHC)/WHO, then were 

deployed by BIHC/WHO and monitored by BIHC/WHO/Health Emergency Management 

Bureau (HEMB).  Deployment of nongovernmental organizations, in-country and walk-in FMTs 

took place, coordinated through different mechanisms (Fig. 5). Key features of FMT 

coordination in the Philippines during Typhoon Haiyan were: 

• practice for professionals/FMTs in Haiyan affected areas; 

• relaxation of visa and immigration regulations for foreign humanitarian 

workers/FMTs; 

• establishment of a logistics hub (one-stop shop) to expedite entry of goods and 

equipment brought by FMTs; and 

• use of thematic maps published online to visualize FMT deployment. 

There were some difficulties managing and coordinating deployment of FMTs (and other 

teams in general) during Haiyan.  Issues and concerns identified included: 

• lack of a well-established, known and standardized set of systems, procedures and 

policies on FMT registration and coordination during SODs; 

• problems with communication, logistics and transport; 

• not all FMTs registered and reported;  

• not all FMTs met the minimum standards;  

• some issues surfaced on civil-military coordination and coordination between national 

and local/regional in a devolved setting such as the Philippines; and 

• issues on “humanitarian diplomacy”. 
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Deployment of FMTs during TY Haiyan 
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Fig. 5. Deployment of FMTs in the Philippines during Typhoon Haiyan 

 

 

 

 

 

 

 

 

 

 

The coordinating body for responses such as Typhoon Haiyan is the National Disaster 

Risk Reduction and Management Centre (NDRRMC), chaired by the Secretary of National 

Defense. The NDRRMC has several d organizational levels responsible for prevention and 

mitigation, preparedness, response, rehabilitation and recovery (Fig. 6).  

Fig. 6. NDRRMC Organizational Structure 
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There are six different levels of DRRM Council Networks in the Philippines, including: 

• National Disaster Risk Reduction and Management Council (1) 

• Regional Disaster Risk Reduction and Management Councils (17) 

• Provincial Disaster Risk Reduction and Management Councils (81) 

• City Disaster Risk Reduction and Management Councils (144) 

• Municipal Disaster Risk Reduction and Management Councils (1490) 

• Barangay Disaster Risk Reduction and Management Committees (42 027) 

A concept for a National Disaster Response Plan (NDRP) was drafted in 2014, including a 

cluster approach and incident command system, as well as an enhanced National Disaster 

Response Cluster.  The proposed cluster approach and incident command system includes eight 

clusters with differing Government of Philippines and United Nations Humanitarian Country 

Team (UN-HCT) leads.  Clusters range from Food and Non-Food Items to WASH, Health, 

Nutrition and Psychosocial Services (Fig. 7).  The organizational structure of the enhanced 

National Disaster Response Cluster is indicated in Fig. 8.  

Fig. 7.  Philippines Cluster and Incident Command System, Developmental Concept of the 

Disaster Response Plan 

 

 

 

 

 

 

 

 

 

 

Finally, some insights on the way forward for EMTs were provided, including: 

• institutionalization of FMT registration and coordination system, through the cluster 

approach; 

• common standard procedures across stakeholders and information dissemination to all 

actors and players; 

• striving towards an FMT pre-entry registration, accreditation and acceptance system;  

• improving coordination at all levels and at all phases (FMT–national EMT, civil–

military, interagency, national–local/regional); and 

• developing regional arrangements and FMT assistance mechanisms. 
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Fig. 8. Organizational Structure of the enhanced National Disaster Response Cluster 

 

Breakout Session 3: Suggestions for the Global Emergency Medical Team Coordination 

Cell (EMTCC) Coordination Handbook 

Advisers were split into two groups for this breakout session, and responded to the same 

list of questions.  For reference, they were provided copies of the early draft Global 

Emergency Medical Team Coordination Cell Coordination Handbook and a proposed 

Daily Report Form, Offer of Assistance template, Exit Form and Registration Form.  

Reports back to the plenary and discussion took place on Day 3.  

Questions, Breakout Session 3 

(1) Should N-EMTs and I-EMTs be coordinated by the same command system? 

(2) What are the risks and benefits of this approach? 

(3) What is missing (sections, detail) from the draft guidance on EMT coordination? 

(4) Are the template forms presented fit for purpose and complete?  If adaptions are 

needed, please suggest changes. 

2.3 Day 3 

Reporting back to the plenary and discussions from Breakout Session 3 were held on 

Day 3. This discussion was then synthesized, with significant content included in the conclusions 

and next steps agreed by advisers in the closing session of the consultation.  
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Summary of responses and discussion, Breakout Session 3 

COORDINATION OF N-EMT AND I-EMT 

• In each country different government agencies are responsible for EMTs and their 

response.  However, in-country coordination, dispatch and management of EMTs are 

largely undertaken by the Ministry of Health, while the reception of teams, diplomatic 

procedures and endorsement are often handled by the Ministry of Foreign Affairs. 

• There was the suggestion that in-country coordination of all EMTs should be under the 

same command system, however preferably termed as an incident “management” 

system (or similar title) as this is believed to be a more appropriate term for different 

contexts.  This enables coordination and effective integration of an I-EMT to 

appropriately respond to the context, for example, culturally. 

• There was the suggestion that clearly stating in the minimum standards document that 

registered teams will comply with national coordination mechanisms.  

• The concept of “tasking” was used in Nepal.  Arriving teams were tasked by the central 

command officers of the Ministry of Health on the basis of a needs assessment they had 

conducted to identify the location of damage.  However, it was mentioned that this can 

be challenging and confusing in a devolved system where tasking occurs at different 

levels (national, regional and local), as seen in Typhoon Haiyan, with the final tasking 

by the Disaster Management Office. 

• Central command is believed to be essential for heavy, complex Type 2 and 3 health 

facilities.  

(A)  Benefits of this coordinated approach 

• Allows for country ownership. 

• Having one coordination system will ensure optimizing N-EMTs during a response and 

being able to identify gaps in service delivery following their deployment.  This could 

also facilitate requests for specific I-EMTs to fill identified gaps or resource needs. 

• Ensure that all EMTs observe and work within the health service delivery approach of 

that country.  

• To be able to support incoming and deployed I-EMTs with logistics, resources, 

e.g. equipment, and potentially support staff. 

• Ensure regulation of all health workers and effective information management of all 

EMTs, for example, registration, reporting, surveillance, etc.  

(B)  Risks of this coordinated approach  

• The potentially to lose some partnerships, if not willing to be “commanded” or 

managed.  

• Countries that have their own cluster approach for the humanitarian response could 

confuse I-EMTs that refer to the globally known Inter-Agency Standing Committee. 

(IASC) cluster approach. 

• A central command system may not always have real-time information and 

assessments as a regional or local command system.  

• Political factors could challenge effective coordination of I-EMTs.  
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SUGGESTIONS ON ADDITIONAL DETAIL FOR THE DRAFT EMERGENCY MEDICAL 

TEAM COORDINATION CELL (EMTCC) COORDINATION HANDBOOK 

• Ensure that the purpose of the handbook is clearly outlined, for example, a 

coordination handbook for those working in or coordinating an EMTCC.  

• Include glossary of key terms. 

• Include a checklist on preparedness activities and an operational checklist. 

• Details on training of command/coordination teams. 

• Details on the use of Virtual OSOCC for first responders. 

• Guidance on creating and managing an office, including template organograms and 

positions of staff members, quality processes. 

• Guidance on information management systems, for example flow diagrams of 

reporting, bidirectional information flow.  

• Guidance on decision-making regarding “calls for assistance”, for example pre-

positioning some registered EMTs in country or out of country as seen in pre-standing 

agreements, such as Japan and Thailand. 

• Guidance around what information on the local context should be included in the 

country brief to be provided to arriving N-EMTs and I-EMTs, for example, health 

profile, clean air policies, sharps procedures, role of external staff and the national 

Ministry of Health.  

• Description of the role of WHO and technical assistance it provides in disaster 

situations. 

• Guidance on humanitarian diplomacy and cultural competency, suggest cultural 

competency terminology be used rather than “challenges of cultural differences”.  The 

role of a liaison officer in humanitarian diplomacy should be described and 

demonstrated in organograms.  Suggestions on how to manage EMTs that are not 

willing to work within the coordination system would also be beneficial.  

• Reference that leaders need to have notions of diplomacy, leadership, cultural 

competency and negotiation.  

• Reference and link to Sphere standards, from the Sphere Project, where relevant.  

SUGGESTED AMENDMENTS TO EMTCC TEMPLATE FORMS 

Daily Report Form 

• Differentiating non-trauma-related presentations from those that are trauma related.  

• Include “burns” in the “longer-term rehabilitation” classification.   

• Consider putting caesarean sections and other deliveries in an explicit category. 

Caesarean sections should also be included under major surgery. 

• Suggest that Type 1 teams with fixed and mobile capacity use daily reporting forms 

by geographic area, therefore separating fixed and mobile reports.  

• Consider integrating the minimum Sphere standards, for example, disaggregating data 

for males and females. 

• Reflect on existing Regional or global documents available.  
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Offer of Assistance Template 

• Use of this template should ideally be preceded by a national policy regarding offers 

of assistance.  This should define the role of WHO in assisting the government with 

diplomatic concerns.  

Exit Report 

• Should ideally reflect what capacity-building activities have been undertaken, 

including any systems that have been introduced.  

• Suggest Type 1 teams with fixed and mobile capacity produce separate Exit Reports.  

Registration form 

• Should underscore the need for compliance with the minimum standards for EMTs.  

2.3.1 Session 6: Updates ongoing and future efforts in strengthening EMT capacities before 

disasters, and supporting EMTs during disaster response 

Six presentations were provided by temporary advisers to update on their organization’s or 

department’s current and planned activities for strengthening EMT capacities before and during 

disasters.  These were followed by a brief plenary discussion.  

(A) Dr XU Jian, Deputy Division Director, Department of International Cooperation, National 

Health and Family Planning Commission, China  

Abstract of Presentation 

The national medical team in China was established following the earthquake in Sichuan 

in 2008. Since then, the Chinese medical team has been deployed internationally three 

times: 1) Philippines (Typhoon Haiyan, 2013); 2) Nepal (Earthquake, 2015); and 

3) West Africa (EVD outbreak, 2014). There have been different types of deployed 

medical teams in the aforementioned countries.  

Regarding the experience and lessons learnt from recent operations in the Philippines and 

Nepal, coordination among national EMTs, international EMTs and other organizations is 

essential in information sharing, risk and needs assessment, etc. It is indeed the basis of 

decision-making concerning issues like when or where to deploy the mentioned EMTs. 

Moreover, collaboration with local partners is of paramount importance in EMTs’ 

adequate service delivery. WHO should play a leading role during the entire process, 

collaborating with all pertinent partners, and with full respect to the host country’s 

ownership. 

For emergency preparedness, according to China’s experience, standardized and 

modularized stockpiling such as pre-determined “kits” based upon service delivery types 

and universally accepted standards is helpful; strategic stocks by WHO or other United 

Nations coordination agencies are preferred. At least sample kits should be readily 

available or EMTs to chose if they intend to work internationally. 

Given that WHO is trying to build a global health emergency workforce to respond to 

outbreaks and emergencies with health consequences – and that the workforce would be 

part of a dedicated structure functioning within a broader emergency response programme 

to support the response of target countries themselves – a possible form of such a Global 

Health Emergency Workforce could be considered along the lines of the current efforts to 
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strengthen EMTs and even the model used for the United Nations peacekeeping forces 

could be an option. 

Since the Western Pacific Region is the world’s disaster epicenter, joint training and 

exercises/drills among Member States of the Region are necessary for the further 

development of EMTs. Again, WHO plays a leading and coordinating role in the 

development of training curriculum, EMT induction, logistics adaption, training of 

trainers, equipment familiarity and coordination skills. The experience shared would 

surely speed up the capacity-building of those EMTs who are going to go through the new 

WHO registration process. 

Points to consider as lessons learnt include the following:  

(1) Coordination among various organizations and collaboration with local partners are 

important and WHO should play a leading role. 

(2) Regarding preparedness, standardized and modularized stockpiles are helpful for 

EMTs if they intend to work internationally 

(3) Consideration of the possible forms of a Global Health Emergency Workforce 

should be on the agenda, and the United Nations Peacekeeper model might be an 

optional format. 

(4) Joint exercise or drills among countries within this Region are necessary for further 

development. 

(B) Dr Gloria J BALBOA, Director IV, Health Emergency Management Bureau, 

Department of Health, Philippines 

Abstract of Presentation 

Building on the lessons learnt from the Typhoon Haiyan (Yolanda), disasters are local 

events, and the first 72 hours immediately after a disaster strikes usually involve 

community survival through self help, since external humanitarian aid often does not reach 

the disaster sites before that time due to damaged infrastructure and the inaccessibility of 

affected communities. Survival rates are dependent on the preparedness of the community 

to respond to disasters in terms of: 

• organized and trained responders or emergency medical teams to save as many lives as 

possible; 

• hospitals that continuously provide medical services during and even after disaster; and 

• logistics to support response operations. 

In this regard, the Health Emergency Management Bureau of the Department of Health 

invests in scaling up the capacities of the EMTs to be able to respond effectively during 

disasters. 

Organization of National EMTs at various levels includes: 

(1) A “dream team” will be organized. This will be a trained special composite EMT to 

be deployed for rapid health assessment and to provide the initial medical services, 
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especially in the event that the National Emergency Operation Center receives no 

information within six hours after a disaster strikes. Their assessment report will be 

the basis in planning for the needed response interventions and resource 

mobilization. 

(2) National Health EMTs will be organized at the Department of Health Central Office 

– likewise this is composed of Public Health Teams (WASH, Nutrition, MHPSS, 

and  Health Programme Managers) to support the Department of Health regional 

Offices (which might also be affected by the disaster) and Hospital Teams from the 

Metro Manila hospitals to support the hospital operations in the affected areas 

(3) Regional Health EMTs in all regions composed of Public Health Teams to manage 

WASH, Nutrition, MHPSS, and health programme concerns, and hospital teams for 

the clinical management of injured and sick victims. 

(4) Local Government Health EMTs similarly could serve as the first rapid assessment 

and response teams to be deployed on the ground during disasters. 

(5) All these teams will undergo necessary training and exercises, and necessary 

logistics and finances will be prvodied for them to carry out their designated 

functions, as this will be reflected in the HEMB National Preparedness Program and 

Plan. 

(6) Updating of the existing database of the various organized Health EMTs and experts 

including an inventory of their resources.  

Policy review and updating to provide guidance especially to the teams: 

(1) The Department of Health-HEMB policies together with all existing national, 

regional and hospital plans are undergoing review and updating to become more 

responsive to the needs of the “new normal”  in the light of the Typhoon Haiyan 

(Yolanda) experience.  

(2) The BIHC together with HEMB will develop the Guidelines of Foreign Medical 

Teams for Health, together with foreign donations in support to the Department of 

Foreign Affairs Policy on International Humanitarian Assistance. 

(3) Develop new policies such as for the Essential Health Services Package to include 

MISP for disasters. 

Strengthening hospital capacity to manage disasters: 

Support the implementation of the Hospital Safe from Disaster (HSFD) Program through 

the following: 

(1) Review and enhance the Philippines HSFD Assessment Tool in harmony with the 

new Hospital Safety Index of WHO. 

(2) Conduct a national assessment of all Department of Health hospitals using the soon 

to be developed Department of Health -HSFD assessment tool (pilot test) and 

promote the facility enhancement and surge capacity-building interventions based 

on the assessment findings. 
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(3) Provide technical assistance in the development of Hospital Emergency 

Management Plan in compliance with licensing requirements. 

(4) Training of organized Hospital Emergency Response Teams on Disaster Risk 

Management and Disaster Response Operations. 

Capacity building of the community or local government EMTs for effective response to 

disasters: 

(1) Enhance Local government unit (LGU) awareness on disaster management through 

training and drills. 

(2) Provide technical assistance to LGUs in developing their Disaster Risk Management 

Plan as this is an indicator in their LGU scorecard. 

(3) Promote Family Disaster Preparedness to effect change in the behavior of families 

to make emergency preparedness part of their normal life. 

(4) Provide technical assistance in the provision of BLS and first-aid training with the 

goal to have at least one member trained per family in support to the existing 

Barangay Health Emergency Response Teams (BHERT). 

(5) Upscaling the capacities of frontline health workers in managing emergencies and 

disasters. 

Intensified advocacy campaign: 

Orientation of all newly elected leaders on DRM for health to gain support for disaster 

management and for the local EMTs. 

Partnership building: 

(1) Foster networking and collaboration between and among the national, regional, 

hospital, local government partners and EMTs. 

(2) Strengthen the coordination and collaboration among the health clusters including 

WASH, Nutrition, MHPSS and Health (medical/public health) members through 

formal agreements or understanding, if necessary. 

(C) Dr Ferdinal Fernando, Assistant Director and Head, Health and Communicable Disease 

Division, ASEAN Secretariat, Indonesia 

Abstract of Presentation 

The ASEAN Post-2015 Health Development Agenda for 2016–2020 has 20 health 

priorities that include DRM. Under this health priority is Disaster Medicine, which aims to 

strengthen the capacity of ASEAN at the regional and national levels in the prevention, 

preparation and response to the impacts of disaster. This health priority is currently being 

coordinated and supported by priorities of other ASEAN stakeholders that include among 

others the cooperation and coordination with JICA, with the sectors of disaster 

management and humanitarian assistance, with the social welfare and development, and 

the AHA Center. 
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(D) Mr HUNG Kei Ching Kevin, Director, Hong Kong Jockey Club Disaster Preparedness and 

Response Institute, Hong Kong Academy of Medicine 

Strengthening Infectious Disease Response: from SARS experience in Hong Kong SAR 

(China). 

Hong Kong SAR (China) is a highly urbanized city, with hazards from ranging from 

tropical cyclones to infectious disease outbreaks.  SARS in 2003 infected 1755 people and 

resulted in 300 deaths in Hong Kong SAR (China).  Apart from strengthening of the public 

health system, surge capacity from auxiliary teams including Civil Aid Services (CAS) 

and Auxiliary Medical Services (AMS) was found to be an important asset.  Their roles in 

disasters need to be strengthened.  During epidemics when quarantine centres are required, 

the Department of Health will work with the Leisure and Cultural Services Department, 

the CAS and the AMS to convert designated holiday camps into quarantine centres as part 

of the investigation and control measures under the Serious Response Level.  In 2014, the 

Hong Kong Academy of Medicine established the Hong Kong Jockey Club Disaster 

Preparedness and Response Institute.  One major focus is to work closely with these 

auxiliary teams to strengthen their capacities. 

(E) Dr Durgavasini DEVANATH, Senior Emergency Health Officer – Asia Pacific, 

International Federation of Red Cross and Red Crescent Societies, Asia Pacific Zone 

Office 

Abstract of Presentation 

An Emergency Response Unit (ERU) is a team of trained technical specialists, ready to be 

deployed on short notice, which uses pre-packaged sets of standardized equipment. ERUs 

are designed to be self-sufficient for one month and can operate for up to four months. 

ERUs are vital in the systems of disaster response tools of the International Federation of 

Red Cross and Red Crescent Societies (IFRC). 

ERUs were created in 1994 to give immediate support to national societies in disaster-

affected countries. They provide specific support or direct services when local facilities are 

either destroyed, overwhelmed by need, or do not exist. ERUs work with Field 

Assessment Coordination Teams (FACT). 

ERUs are part of the global IFRC Disaster Response System and therefore used in large 

emergency response operations, when global assistance is needed and the Federation’s 

delegation or delegations in the affected country or countries cannot respond alone. ERUs 

provide specific services where local infrastructure is damaged, temporarily out of use or 

insufficient to cope with the needs. 

If the need for assistance continues after the ERU’s four-month operational period comes 

to an end, the service provision and equipment are taken over by the IFRC’s ongoing 

operation, the host national society, the local government or other competent 

organizations. 

The exit strategy should be decided at an early stage, which may not always happen due to 

urgency of bringing ERUs in country. As an exit strategy, various modalities have been 

adapted in different countries and contexts. This also involves provision and/or 

replenishment of supplies and equipment. Training (technical, managerial and 

administrative) is conducted with local counterparts, as a form of capacity-building, on the 

use and management of an ERU.  
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(F) Ms Junko Nakaji, Secretariat of Japan Disaster Relief Team, Japan International 

Cooperation Agency (JICA)  

ASEAN-Japan Cooperation for Strengthening ASEAN Regional Capacity on Disaster 

Health Management. 

Japan International Cooperation Agency (JICA) will soon launch the technical cooperation 

project on disaster health management, one of the priority areas of the ASEAN post-2015 

health development agenda, in cooperation with ASEAN from the beginning of next year.  

The project’s purpose is to strengthen the regional coordination on disaster health 

management in the ASEAN region.  The overall goal is to establish the ASEAN 

collaboration mechanism on disaster heath management.  In the project, various activities 

such as capacity development training, knowledge/experience sharing, development of 

tools will be conducted in order to realize the regional collaboration. 

Key points from plenary discussion: 

• One of the most challenging aspects of disasters is involvement of many stakeholders. 

Countries should always be at the centre and should be empowered to receive support 

from multiple agencies.  Therefore, there is a need to focus on: 

- country capacity development 

- providing resource-limited countries the power to decline assistance 

- better support for country coordination.  

2.3.2 Session 7: The way forward 

The secretariat worked to further synthesize outputs of the group work in earlier sessions. 

This was used to construct a draft framework for N-EMT operational guidance.  In Session 7, 

advisers reviewed and discussed the draft framework.  The outcome document from this plenary 

discussion is included as Annex 1.  

2.3.3  Closing Session 

Closing remarks were delieverd by Dr Li Ailan, Director, Health Security and Emergencies, 

WHO Regional Office for the Western Pacific.  Dr Li thanked and congratulated all advisers for 

their efforts over the previous three days and the clear picture provided of actions emerging 

from the meeting.  She referenced the need to engage stakeholders for joint planning, the 

importance of coordination and partnership to shift to preparedness, and a desire that a tool such 

as an N-EMT Operational Guidance Tool could provide an entry point for this process with 

countries. 
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3.  CONCLUSIONS AND THE NEXT STEPS 

Conclusions of the meeting and next steps were discussed in detail during a plenary session and 

agreed upon by advisers.  

3.1 Conclusions 

• N-EMTs are essential to respond to local needs, particularly in the first hours and 

days of a disaster, and in subsequent phases of the disaster response. I-EMTs can 

also be essential to augment surge capacity in emergencies and humanitarian crises 

where local capacities are overwhelmed. 

• The title “Foreign Medical Team” (FMT)should be revised to “Emergency Medical 

Team” (EMT), encompassing both national and international medical teams. 

• Minimum standards should be identical for N-EMTs and I-EMTs in quality, 

however, they may differ in capacity (for example, team number and composition, 

logistics support) and applicability of standards for the national versus international 

contexts (for example, medicines regulation, medical registration, indemnity 

insurance).  

• A global system of standards, verification and rostering of EMTs is in place and 

needs to be developed and used further. 

• In countries with health system and logistic capacities, N-EMTs should be developed 

first, with the possibility of a common platform to register and manage I-EMTs 

simultaneously, for example, an Incident Management/Command System in the 

Emergency Operation Centre of the Ministry of Health.   

• Mapping local health system capacities and vulnerabilities with local hazards is a 

fundamental initial step for developing a National Plan of Disaster Risk Management 

for Health and to orient the planning process of N-EMT and the Safe Hospitals 

Initiative. 

• The update and improvement of baseline data on health infrastructure and 

availability of health services using standard tools are key elements of the N-EMT 

planning process.  It is also a mandatory investment to assess the impact on health 

facilities and services in the immediate aftermath of a disaster. 

• Countries should consider using standard health services checklists, for example, 

revised HeRAMS, applied to the local context, including nature of disasters, to 

identify the appropriate mix of health services by level of care, type of EMT, and 

phase of the disaster response. 

• The ongoing revision of the WHO Classification and Minimum Standards for 

Foreign Medical Teams in Sudden Onset Disasters should consider separating EMT 

Type 1 teams into fixed teams, mobile teams, and teams with capacity for both fixed 

and mobile services.  EMT Type 2 teams could be separated into Type 2 (inpatient) 

and Type 2S (inpatient surgical).  
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3.2  Next Steps 

• Finalize the N-EMT operational guidance, based on the structure and key content 

developed and agreed during the meeting. 

• Pilot the draft N-EMT operational guidance in selected countries, and finalize over 

the next 12 months. 

• Support selected countries in setting up or strengthening N-EMT capacities. 

• Design of N-EMT needs to be based on characteristics, structure and capacities of 

national health systems, as seen in different models that have been presented at the 

meeting.  Further dissemination of these models should inform the planning process 

for countries that are developing N-EMT capacities. 

• Facilitate and enhance regional or subregional approaches to support the 

development of N-EMT capacities during preparedness, and more timely and 

effective deployment of EMTs during the response to disasters. 



 

 

 

 



 

 

 

 

ANNEX 1 

Emergency Medical Teams (EMT) Operational Guide 

(Draft 0, 20 September 2015) 
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1. Introduction  
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3. Aim of the EMT Operational Guidance, including the time frame coverd by the Guide 
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5. The Planning Process  

 

a. Institutionalization and Governance of EMT 

b. EMT planning as a key element of the Preparedness Program 

c. The role of the Safe Hospital Initiative and the synergies with the EMT  

d. Disaster Risks Analysis at national and subnational levels 

e. Mapping Health System Vulnerabilities for local Hazards 

f. The role of the Critical Health Facilities in the EMT planning process 

g. Which types of national EMT are needed, with capabilities for each type 
 

i. Trauma care 

ii. Basic health services in emergencies 

iii. Specialized modules 

iv. Coordination of national EMT, of international EMT, with Military 

v. Overall management of EMT 
 

h. Implementation plan of action and time table 

 

6. THE 4 S 
 

a. Which types of international EMT are needed  

b. Specialized modules needed for national and/or international EMT 

c. Training / capacity building 

d. Resources:  
 

i. National : NDMO funding,  public-private partnership, international 

humanitarian mechanisms, others 

ii. International:  

1. Development 

2. Humanitarian 

a. Civil 

b. Civil-mil 
 

e. Monitoring preparedness EMT implementation plan  

i. Simple monitoring framework main components 

ii. Few selected indicators 

 

 



 

 

 

 

Introduction 

 

The Regional Framework for Action for Disaster risk Management for Health (DRM-H) call for 

the shift from preparing for and responding to disasters, to managing risks related to any 

hazards, through a set of actions across the DRM cycle. 

New commitment and energies form stakeholders and community members are very much 

needed to make this shift happening, particularly on prevention and mitigation of risks for 

communities exposed to local hazards. 

The set-up and maintenance of stand by capacities for immediate deployment of Emergency 

Medical Teams should go hand to hand with the strengthening of local health systems, and 

should be shaped according to the profile of the local hazards to which the communities are 

exposed. 

These capacities should also cover the registration, reception, deployment and coordinaton of 

International EMT, and guarantee a unique management system under the Incident Command 

System of the MoH EOC. 

The challenge is unique in this transition time, and this operational guide want to address the 

step by step planning process that should be undertaken in normal time as part of the 

preparedness programs of eh MoHs, in strong synergies with the rollout of the Safe Hospital 

initiative, and the strengthening of the local health systems. 

Rationale 

Why are EMT needed at national level first? 

SOD first responders are local communities affected, no matter what, international assistance 

can reach  

Positioning the EMTs in the overall National Health Preparedness Plan, as a key element for 

both building or improving national surge capacities with national EMT, and coordination 

capacity of international EMT during international humanitarian assistance 

Positioning the International EMT as a key element of the international humanitarian assistance, 

as part of the Health Cluster Response Plan during and after disasters related to any single or 

multiple hazards 

  



 

 

 

 

 

 

Defining EMT: 

• Common classification and minimum standards? 

• Differentiating between national and international EMT (separate guiding principles?),  

• common ground and differences in scope,  

• Common platform for management of National EMT and coordination of all the EMT? 

 

Aim of the EMT Operational Guide: 

Guide the development and the implementation of comprehensive plans for the establishment or 

strengthening of Emergency medical Teams capacities, as part of the Health Sector Emergency 

Preparedness Plans 

Target Audience: 

MoH senior staff responsible for DRM-H at various level, national and subnational levels, and 

as Incident Commander of the MoH EOC, senior officials of NDMO, DFA, Civil Defense / 

Military Corps, and other key stake holders involved in the national DM Committee, 

International Humanitarian Agencies, donor 

Too broad? 

A step by step approach in building national capacities to set up and maintain national 

EMT during normal time: 

Institutionalization / Governance 

Risk analysis at national and subnational levels and mapping health system capacities 

against local hazards 



 

 

 

 

The following is the IASC Emergency Response Preparedness 

HAZARD SPECIFIC COUNTRY RISK ANALYSIS AND ONITORING 

MATRIX 

The hazards should be identified at national and sub-national levels, and then a risk 

analysis should be done ranking on a scale of 1 to 5 each of them by geographical 

area for both their expected impact and likelihood of occurrence. Multiplying these two 

variables we will give a product indicating the gravity — low, medium or high — of a given 

risk for a particular hazard in a particular geographical area.  The table below provides 

guidance on assessing the expected impact and likelihood and rating the  r esu l t i n g  

o ver a l l  gravity using   the Country Risk Graph that will form the basis of the country risk 

profile. 



 

 

 

 

 

EXAMPLE : Cambodia’s Risk Matrix  ( source : HRF, 2014) 

Im
p

a
ct

 

5. Critical          

4. Severe   

Typhoon, 

storm 

(localised); 

Pandemic 

(extensive) 

Flash floods 

(extensive) 
    

3. Moderate     
Drought 

(localised) 

Slow onset 

floods 

(extensive) 

  

2. Minor    
Epidemics 

(localised) 
    

1. Negligible           

 
 

1. Very 

Unlikely 
2. Unlikely 

3. Moderately 

Likely 
4. Likely 5. Very likely 

  Likelihood 

Likelihood :  

 

1=Very unlikely (estimated 0-20% chance of the event 

happening)  

2 = Unlikely (21-40%),    

3 = Moderately likely (41-60%), 

4 = Likely (61-80%),  

5 = Very likely (81-100%) 

Impact :  

1 = Negligible (0-5% families affected), 

2 = Minor (5-10% families affected),  

3 = Moderate (10-20% families affected),  

4 = Severe (20-30% families affected),  

5 = Critical (over 30% families affected) 



 

 

 

 

Preparedness Planning  

Identify the Critical Emergency Health Facilities (CEHF) at national and sub/national levels as 

the key element of the health emergency preparedness plans,  

Formulate the plans and resources for the upgrading of the CEHF where needed according to 

Health Facility Safety index, including emergency preparedness plans HF specific 

Identifying at national level types and scope of national EMTs needed at primary, secondary 

and tertiary levels of health care according to local hazards: 

• basic health services  

• trauma care 

• MHPSS 

• Mass immunization campaign 

• Outbreak investigation and response 

 

Define training needs by type of HWs and type of EMT, and exercising 

Identify gaps according to different scenario in order to activate international EMT against 

specific needs  

Define SoPs for rapid deployment and follow up of EMT to be activated in case of any type of 

emergency 

Resources: 

Define and set up national and sub national roster of the health work force of the national EMT, 

(including private sector and/or contracting out?) 

Define and set up mechanism for the maintenance of the national EMT, remuneration, turn 

over, equipment, uniform, immunization,  … 

 

 

  



 

 

 

 

ANNEX 2 
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- Questions and discussion 
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Session 2: Main lessons learnt from countries' responses of National and 

International EMT to recent humanitarian crises (2013–2015)  

Typhoon Haiyan, Philippines  

The challenges of enhancing surge national capacities in addressing health 

needs after mega disasters  

- Dr Marlyn Go, Chief, Preparedness Division, Health Emergency 

Management Bureau, Department of Health, Philippines 

Flash Flooding, Solomon Islands  

How much to invest in national surge capacities of the health sector to 

respond to sudden-onset disasters (SODs), and in coordinating with focused 

deployment of Foreign Medical Teams (FMT)?  

- Dr Audrey Aumua, Officer-in-Charge, WHO/Solomon Islands 



 

 

 

 

11:00 – 11:10 
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11:20 – 11:30 

 

 

 

11:30 – 11:50 

 

 

 

 

 

11:50 – 12:00 

Cyclone Pam, Vanuatu 

Key lessons learned from health sector response to Cyclone Pam.   

What to change in the future in national capacities to respond and 

coordinate with FMTs? 

- Dr Richard Leona. Director, Vila Central Hospital, Vanuatu 

Earthquake, Nepal 

Part 1 – Before, during and after the Earthquake: Seven-minute video 

Part 2 – Building on lessons of national EMT response in strengthening 

preparedness 

- Dr Roderico Ofrin, Director, Health Security and Emergency Response, 

WHO Regional Office for the South-East Asia 

Ebola Virus Disease, West Africa 

Can FMT concepts be used for emergency response other than trauma? 

What needs to be different in the future based on the Ebola response 

experience in West Africa?  

 

- Dr Ian Norton, Team Leader, Emergency Risk Management and 

  Humanitarian Response, WHO Headquarters 

Questions and discussion 

12:00 – 13:00 Lunch break 
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- Ms Junko Nakaji, Secretariat of Japan Disaster Relief Team, 

Japan International Cooperation Agency (JICA) 
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Questions and discussion 

Breakout session 1 
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Group feedback and discussion   
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Western Pacific 
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and prepare to coordinate EMT during response to disasters:  

A step-by-step approach 

How to build strong domestic and international emergency medical teams 

capacities: The case of Japan  

- Prof Yasuhiro Otomo, Department of Acute Critical Care and 

Disaster Medicine, JICA 
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- Dr Nevio Zagaria, WHO Regional Office for the Western Pacific 
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