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1. GLOBAL OVERVIEW OF EMERGENCY AND HUMANITARIAN ACTION 

Human survival and health are the cross-cutting 
objectives and the measures of success of all humanitarian 
endeavour. 

Therefore, WHO's goal is 'to reduce avoidable loss 
of life, burden of disease and disability in emergencies 
and post-crisis transitions'. 

This is achieved by ensuring presence and 
operational capacity in the field to strengthen coordinated 
public health management for optimal immediate impact, 
collective learning and health sector accountability. 

WHO Core Commitments. June 2001 

Disasters have a dramatic impact on the life and the health status of people. The 
ramifications of disasters, both man-made and natural, threaten lives and personal and social 
well-being, damage the natural environment and have the capacity to destabilize the social 
fabric of society as well as paralyse economic systems. 

The etfects of disasters on populations are death, destruction, disability, illness, 
economic decline, increased poverty and vulnerability to new threats. Thus, the implications 
of disasters must be addressed in the public health context. According to WHO, disasters can 
run in self-perpetuating cycles especially if relief is delivered in an ad hoc fashion which 
ignores wider epidemiological and developmental contexts. Clearly one of the obstacles we 
face is that the management of emergencies must focus on immediate urgent needs but should 
address longer-term needs. Ultimately, measures of preparedness and sustainable development 
will ensure that communities increase their capacity to manage their risks and mitigate the 
risk of future events. 

The result of many humanitarian crises has led to extensive violence and loss of life, 
food insecurity, displacements of communities, need for coordinated large scale relief, as well 
as substantial threats to humanitarian relief workers. These conflicts have forced WHO to 
engage national governments and bilateral organizations to ensure the health promotion and 
protection of vulnerable communities. This has resulted in WHO developing a core set of 
commitments to be upheld in an emergency situation. 
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WHO's core commitments in emergencies 

• IdentifYing priority public health and nutrition related issues and ensuring that these are 
properly addressed in an integrated primary health care approach that preserves and 
strengthens local health system 

• Strengthening public health and nutntlOn related surveillance systems to enable 
monitoring of any changes, early warning of deterioration and immediate life-saving 
action through outbreak response and technically sound nutrition interventions 

• Ensuring control of preventable ill health particularly communicable and vaccme
preventable diseases 

• Ensuring that risks related to the environment are recognized and properly managed 

• Ensuring good quality and access to basic preventive and curative care including 
essential drugs and vaccines for all, with a special focus on the vulnerable - the elderly, 
very young, pregnant women, the disabled, and the chronically ill 

• Ensuring that humanitarian Health Assistance is in line with international standards and 
local priorities and does not compromise future health development 

• Advocating and negotiating for secure humanitarian access, and neutrality and 
protection of health workers, services, and structures as integral parts of public health 
promotion 

• Ensuring that the lessons learnt in a cnsls are used to Improve the health sector 
preparedness for future crises and disaster reduction 

• Defining an integrated health policy for preparedness, emergency response and post 
connict, for a coherent health sector development resilient to emergencies, to link relief 
efforts with national capacities and initiate future health system reform 

According to the International Federation of the Red Crescent (IFRC) in 1998 alone the 
cost of natural disasters in the past decade amounted to more than US$90 billion dollars. 
(IFRC, 1999). Loss of human life has also been significant in the past decade. According to 
United Nations estimates, natural disasters have killed over 150 000 people and violent 
connicts have killed more than 4 million people. Studies conducted by WHO and CDC 
illustrate that the developing world has increased vulnerability and is more adversely affected 
by the impact of disasters compared to industrialized nations. Estimates indicate that 95% of 
the deaths resulting from natural disasters occur among the 66% of the world's population 
living in developing countries. 
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2. EASTERN MEDITERRANEAN REGIONAL PERSPECTIVE 

In the past decade the Eastern Mediterranean Region has been vulnerable to a number of 
natural disasters such as earthquakes, landslides, floods and epidemics. Moreover, a number 
of countries in the Region have witnessed internal conflict for more than 20 years. These risk 
factors combined with endemic country vulnerabilities have resulted in massive population 
upheavals and migration throughout the Region. Countries such as Afghanistan, Palestine, 
Somalia, and Sudan face economic uncertainty in addition to alarming rates of mortality, 
morbidity and disability. Moreover, the situation in Afghanistan is compounded by the effects 
of the worst drought in 50 years. The drought is also affecting bordering countries, where 
hundreds of thousands of refugees are camped after leaving their homes seeking food, shelter 
and security. Similarly lethal outbreaks in 2000 of Rift Valley fever in Saudi Arabia and the 
Republic of Yemen, haemorrhagic fever in Afghanistan and Pakistan, meningitis outbreaks in 
Sudan and seasonal cholera in Afghanistan, Djibouti and Somalia further illustrate regional 
vulnerability. Additionally, thousands of squares miles of fertile land are rendered 
uninhabitable due to the presence of landmines and unexploded objects in many of the 
Eastern Mediterranean countries. Subsequently, many communities are burdened with a high 
rate of mortality and disability to due injury from landmines. 

The levels of economic development, social and political security and the state of 
preparedness are all factors that determine a country's ability to absorb the impact of disasters. 
The composition of the Eastern Mediterranean Region includes a wide range of economic and 
social diversity. In many countries in the Eastern Mediterranean Region, emergencies and 
disasters are basically an integral part of the poverty cycle. Poverty causes disasters and 
disasters exacerbate poverty. Only sustainable human development can reduce the frequency 
and impact of disasters. 

The World Health Organization, in collaboration with other United Nations agencies, 
tries to bring international attention and resources to complex emergencies by conducting an 
annual exercise with all stakeholders known as the consolidated appeal process (CAP). 
Unfortunately, this process has had relatively little success in generating awareness and 
securing donations in many crisis countries. The plight of civilians in Afghanistan was ranked 
by the 1999 World Disasters Report as the world's worst emergency, yet only once in seven 
years has the CAP been more than 50% funded. Similarly, Somalia has averaged only 40% 
funding over five United Nations Consolidated Appeals. According to United Nations 
officials, if this broad trend continues, 'forgotten emergencies' will be even more neglected. 
Table I illustrates the unmet financial needs in countries of crisis in the Eastern 
Mediterranean Region over the past 2 years. Although this annual exercise gives a 
representative sample of the overall resource needs of a given country in an emergency, it 
rarely secures sufficient contributions to meet the emerging needs of communities. 
Furthermore, a large proportion of the funds donated are generally shared by health sector 
stakeholders such as nongovernmental organizations and other United Nations agencies. 
Donor fatigue and international economic instability are two factors that have contributed to 
the lack of sufficient donations for complex emergency countries. 
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Table 1. Funding received through the United Nations Consolidated Appeal 
(health component) 

Appealing country 2000 
appealed 

2000 
received 

2001 appealed 2001 received 
(US$) (US$) 

Afghanistan ! 

Somalia! 

Sudan! 

57 172 068 25 794 874 69363038 31858997 

8035500 5926717 15383500 0 

6945832 0 

Palestine2 WHO APPEAL 5000000 430000 

Lebanon (Rehabilitation)2 WHO APPEAL 

Republic of Yemen (Rift WHO APPEAL 
Valley fever)2 

10000000 

2000000 

I The amounts appealed for are overall health sector appeals, which include IeRe, UNICEF, UNOP, WHO and NGOs 
2 The amounts reflected are only WHO requests 

3. THE CHALLENGE IN EMERGENCY PREPAREDNESS AND RESPONSE 

0 

0 

Thus, the challenge is to develop regional and country capacity for emergency 
preparedness and response, ultimately mitigating the impact of natural and man-made 
disasters. One solution is investing in people and their communities, building indigenous 
capacity for emergency preparedness and response. Many studies have highlighted the fact 
that various 'coping mechanisms' for disasters have been fundamentally embedded into 
cultural and social practices. This is a valuable and yet untapped resource. 

In 200 I a consultation meeting on emergency humanitarian assistance reviewed and 
discussed the role of WHO in responding to emergencies. The key conclusions from the WHO 
interregional workshop on lessons learnt by WHO Representatives' Offices in emergency 
management, held in Columbia, were as follows. 

• Reduction of vulnerability to disasters and emergency management are public health 
issues and demand a public health approach: as such, they are core concerns of WHO. 

• WHO should be identified as a lead agency that has specific responsibilities and unique 
assets in building national capacities for disaster reduction (from prevention to 
humanitarian response). 

• WHO should assume a more active role in mobilizing and coordinating resources for 
public health in disaster reduction and humanitarian action. 

• The usefulness and feasibility of WHO core commitments at country level were agreed 
upon. 

Finally, in a world of limited resources and competing mandates and priorities it is 
evident that national governments, multinational, and bilateral organizations must coordinate 
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and collaborate at all levels of operations. We must address the dynamics of how international 
organizations and United Nations agencies work on the ground with communities as well as at 
the policy level. These stakeholders come with valuable experience in working in emergency 
settings. Clearly there are areas of operation that need to be strengthened and enhanced. The 
lack of systematic and standardized data collection from disasters is now revealing itself as a 
major weakness for developmental planning. 

4. EMRO EMERGENCY RESPONSE: MAJOR DEVELOPMENTS IN 2000-2001 

4.1 Human resources development 

Investing in people and their communities has proven to be a valuable asset for disaster 
preparedness and response. In this biennium the Eastern Mediterranean Regional Office, 
through its Joint Programme Review Missions, has identified key areas for capacity-building 
in complex emergencies. Systems of data collection, analysis and monitoring are essential 
components of public health. The Regional Office has supported the development of health 
information systems in Afghanistan, Somalia and Sudan. As a result of integrating these 
systems with indigenous capacity the health sector and health care providers have been able to 
clearly illustrate trends in the health status of their communities. Complementary to the health 
information system in Afghanistan, WHO has developed an early warning system which is 
rooted at the health facility level. The benefits of this integrated approach have resulted in a 
decreased number of cholera cases in Kabul in 2000, ultimately preventing an outbreak by 
identifying its onset. The system monitors six infectious diseases on a daily basis and provides 
the health facility with data sufficient to take action in the onset of an epidemic. 

Additionally, a number of preventive measures such as pre-positioning emergency 
supplies and retraining health care providers to manage the seasonal outbreaks of cholera 
epidemics dramatically reduced the level of suffering associated with the epidemic throughout 
Afghanistan and Pakistan. 

Cross-border initiatives have also proven to be a valuable tool addressing regional 
priorities and meeting country needs for emergency preparedness and response. The 
poliomyelitis eradication initiative in Afghanistan, Islamic Republic of Iran and Pakistan are 
excellent examples of coordinated activity. In 2000 and 2001 a number of cross-border 
meetings resulted in establishing border surveillance posts for acute flaccid paralysis. 
Nomadic migrations as well as resident population movements among these borders present a 
challenge to health care delivery. In response to these needs WHO has classified these three 
countries as one epidemiological block, as they share similar cultures and traditions, in order 
to develop appropriate health interventions. 

Similar to the cross-border activities in Afghanistan. Islamic Republic of Iran and 
Pakistan, WHO has been an instrumental leader in the Hom of Africa Initiative (HOAl). The 
HOAI brings together the WHO network from headquarters. the Regional Offices of the 
Eastern Mediterranean and Africa, WR Offices and relevant health stakeholders to coordinate 
health priority activities in Djibouti. Eritrea, Ethiopia. Kenya, Somalia, Sudan and Uganda. As 
result of the HOAI, WHO has managed to illustrate how diseases know no physical 
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boundaries. This initiative has supported the poliomyelitis eradication campaign, addressed 
the endemic problem of malaria and tuberculosis, and built local capacity for coordinated 
response to emergencies in this geographical region. 

Training and continuing public health education has been an integral part of building a 
resource pool of expertise at country level. In 2001 the Regional Office is supporting the 
development of the international diploma course on health risk management to be held in 
Sweden in September 200 I. The course focuses on providing participants with the essential 
tools and techniques in forecasting and mitigating emergencies and identifying health 
priorities in an emergency, and capitalizes on community participation to built local capacity 
for emergency preparedness and response. This year 15 public health professionals are 
expected to attend the course. In addition, the formal training participants will be expected to 
develop a pilot project in country to assess and evaluate emergency preparedness and 
response mechanisms. In addition to developing country experience for emergency 
preparedness and response, the Regional Office is developing a cadre of professionals who 
are experienced in emergency response to support regional activities. 

4.2 Advocacy and awareness 

Health as a Bridge to Peace was WHO programme developed in 1997 aimed at 
providing a policy and planning framework to strengthen the returns of health sector 
investments in areas affected by conflict. Since then the Eastern Mediterranean Region has 
embraced the concept of Health as a Bridge to Peace and operationalized the idea in the 
complex emergencies throughout the Region. In 2000 and 200 I WHO has managed to 
leverage resource support and national awareness for a number priority health activities in 
complex emergencies. Days of tranquillity or cease fires were granted in three complex 
emergency countries to help eradicate poliomyelitis. In Afghanistan, due to a ceasefire 
brokered by WHO and it partners, preliminary data indicate that almost 100% of the 4.5 
million targeted Afghan children were reached during the first countrywide round of NlDs in 
May 2000. Similar experiences of Health as a Bridge to Peace were developed in Somalia and 
Sudan with the objective of enhancing the immunization programmes as well as transporting 
emergency medical supplies. 

In order to bring donor awareness to complex emergency countries the Regional Otlice, 
in conjunction with WR offices, actively participates in developing the annual United Nations 
Consolidated Appeal for several countries. Additionally, WHO has trained a number of statf 
on the process of developing the appeal and attracting donor attention with respect to priority 
health programmes. Currently WHO appeals have been launched in Afghanistan, Lehanon, 
Palestine, Somalia, Sudan and Republic of Yemen. 

4.3 Partnerships and coordination 

Health has many stakeholders and although WHO traditionally works directly with 
ministries of health the Regional Otlice has embarked on a number of initiatives with relevant 
members of the health and human development sectors. For example the Victim Assistance 
Initiative for Afghanistan is collaboration among the disability/rehabilitation, mine removal 
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and health sector members. This has given WHO the ability to broaden the definition of 
victim to include mental disorders and injuries/disability due to poliomyelitis and violence. 
Currently WHO, in collaboration with ICRC and the Swiss Development Cooperation, is 
developing systems for data collection and guidelines for rehabilitation, as well as generating 
overall awareness for mine removal in countries like Afghanistan and Somalia. 

The Mediterranean Centre for Vulnerability Reduction in Tunis is a collaborative 
partnership among the Government of Tunisia, WHO headquarters, and the Regional Offices 
for the Eastern Mediterranean and Africa. Its primary mandate is to undertake health research 
and multi sectoral studies on different aspects of vulnerability reduction at the community 
level, within a framework of sustainable human development. The Regional Office has 
supported the Tunis centre by seconding international staff to facilitate development of 
community health risk management materials and assess vulnerability in the Eastern 
Mediterranean Region. 

4.4 Country support 

Traditionally WHO works in close consultation with the respective ministries of health 
to provide essential technical and resource support. However, in many complex emergencies 
WHO works with local health providers to ensure that the health needs of communities are 
addressed and met. In order to maintain a national presence and to promote public health 
priorities WHO has decentralized suboftices in Afghanistan, Somalia and Sudan. Through 
these suboffices WHO monitors changes in the environmental, social and health conditions. 
Subsequently response to emergencies is localized with the objective of improving the time
frame of response and accuracy of community needs. Furthermore, suboffices also serve as 
emergency stockpiles of essential supplies and equipment in the event of a disaster. 

• Afghanistan. WHO has maintained a national presence in Afghanistan through the 
support of 8 suboftices. These offices serve as logistical and technical support to the 
health sector. A communication infrastructure has been developed so that the suboffices 
can communicate via email, fax, or HF radio with each other and with the support office 
in Islamabad. Clearly, establishing a communication network has facilitated response to 
emergencies. 

• Iraq. The Regional Otlice continued to provide support to Iraq within the framework of 
Security Council Resolution 986, which authorizes Iraq to sell oil against food and 
medicine. The programme has been in operation for about S years. Under this 
programme WHO carried out a comprehensive situation analysis and concluded that 
improvement to the overall health system in Iraq is essential for addressing the impact 
of sanctions on health. The Regional Otlice is using funds from the regular budget to 
improve the health system. particularly for training and support activities. In addition to 
drug and medical supplies. the operation also covers rehabilitation of health facilities, 
water quality control activities and strengthening of medical education. 

• Palestine. Since the onset of the inti/ada, Palestinians and the international community 
have witnessed epic proportions of mortality and disability. As a result of this WHO has 
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supported the Ministry of Health with over half a million dollars in medical supplies and 
equipment to help alleviate the pressures on the health care system. 

• Somalia. Thanks to decentralized sub-offices, WHO supports the redevelopment of a 
national health system. WHO and UNICEF together with nongovernmental 
organizations, Somali authorities and communities have made a difference for health: 
1.3 million children were vaccinated against poliomyelitis and given vitamin A; SOO 000 
children were vaccinated against other preventable diseases; health and nutrition 
information improved and a rapid outbreak detection and response network exists in 13 
regions. Targeting of nutritional programmes has improved and access to water has been 
provided for over SOO 000 people, by chlorinating and rehabilitating urban systems and 
rural wells. Latrines and hand-washing facilities were also constructed in schools. 

• Sudan. The community-based epidemic surveillance project developed in south Sudan 
illustrates the dramatic, life-or-death impact that information tools can have. Between 
September 1998 and March 1999 over 2600 people died from a 'mysterious' disease. 
The outbreak took six months to come to the attention of the authorities and a further 
three months to be diagnosed as relapsing fever. In July 1999 WHO established an early 
warning system (EWARN), a radio-based system of 100 community and NGO sentinel 
reporting points. When relapsing fever hit again it was diagnosed in 3 days; only II 
people died and rapid response limited the number of total cases to 140. Efforts are 
currently being made to extend this system to other areas in Sudan. 

Emergency preparedness and response activities were also developed and supported in 
Cyprus, Djibouti, Islamic Republic of Iran, Lebanon. Morocco, Pakistan, Qatar and Tunisia. 
Although many of these countries are not in an emergency stage a number of preparedness 
programmes are being developed in the event of a disaster. However, a large proportion of 
Eastern Mediterranean countries are still susceptible to disasters and have not allocated 
programmes or resources towards preparedness and response. 

5. RECOMMENDATIONS 

I. IdentifY emergency preparedness and response programmes (EPR) as a public health 
priority for the Eastern Mediterranean Region. This would constitute capacity building 
for the health sector involving all stakeholders to identify community vulnerabilities 
and instil health risk management 

2. Operationalize current national systems for disaster response and mitigation. Current 
policies should take into account international and national stakeholders beginning at 
the community level up to the ministerial level 

3. Mainstream systems of data collection and analysis at all levels of operations in order to 
create the necessary capacity to accurately forecast and respond to emergencies. 
Develop country profiles that accurately illustrate vulnerable communities; this can be 
accomplished by integrating the use geographic information systems with existing 
health information/surveillance systems to accurately understand health trends 


