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Editorial

Quo vadis after COVID-19: a new path for global emergency 
preparedness?

World Health Day this year occurred against the backdrop of 
the pandemic of coronavirus disease 2019 (COVID-19), with 
widespread closure of interstate and international borders 
that had brought the world to a virtual standstill. As of 7 April, 
COVID-19 had affected more than 200 countries, territories 
and areas; more than four out of five people in the global 
workforce of 3.3 billion were affected by full or partial workplace 
closures;1 and schools were closed to almost 90% of the world’s 
1.5 billion students.2 On 31 December 2019, the World Health 
Organization (WHO) Country Office for China was informed of 
cases of pneumonia of unknown aetiology detected in Wuhan, 
Hubei province. It took approximately 67 days (to 7 March) for 
the global number of reported cases of COVID-19 to surpass 
100 000, 12 days (to 19 March) for the next 100 000 reported 
cases, 4 days (to 23 March) for another 100 000 cases, and 
within the next 2 days (by 25 March) another 100 000 cases 
had been reported. By 7 April, the numbers had continued 
to increase exponentially, to 1 279 722 confirmed cases and 
72 614 deaths;2 more than 3000 health workers had been 
infected, and many had died.3

“The world is in the grip of the most 
severe health crisis of our time”
WHO Director-General Dr Tedros Adhanom Ghebreyesus 

7 April 2020

The escalation of COVID-19 outbreaks into a global pandemic, 
with almost all affected Member States implementing travel 
restrictions and entry visa bans, shows that no country in the 
world is prepared for a novel high-threat pathogen or indeed 
any unknown health risk or threat. In the areas hardest hit 
to date, neither the hospitals nor the health workforces have 
been sufficient in number or level of equipment to manage 
the scale of the COVID-19 caseload. Shortages of personal 
protective equipment for health-care workers, ventilators for 
critical-care patients and even disinfectant for large-scale 
public health measures have been widespread, and efforts 
to replenish supplies have been thwarted by the closure of 
airports, seaports and land borders. The COVID-19 pandemic 
has also revealed that rapid response and/or emergency 
medical teams at national level are not adequately resourced 
or ready for mobilization. In the areas most affected to date, 
the number of deaths occurring per day has overwhelmed the 
capacities of mortuary and funeral services.

The speed, efficiency and reach of modern transport networks 
allow infectious diseases to spread faster than their incubation 
periods, generating effects of greater intensity than ever before.4 
Even taking this into account, the capacity for seemingly small 
outbreaks to evolve quickly into epidemics and then a global 
pandemic is deeply concerning. Global and inter-country efforts 

in preparedness, such as the Global Health Security Agenda 
and strengthening the International Health Regulations, 2005 
(IHR), had not scaled up fast enough to enable the capacities 
required to contain such a pandemic. The reasons are complex 
and have included delays in the timely detection of the novel 
pathogen, questionable transparency in the sharing of data 
and information during the earlier phases, and a lack of the 
openness and collaboration needed for effective prevention and 
control measures to be put in place. Nevertheless, extremely 
robust containment measures have been used for the first 
time in history in desperate attempts to break the transmission 
chain of the virus. These attempts to protect public safety – 
through sealing borders and locking down cities, provinces 
and even countries – have taken precedence over the pursuit 
of development goals. Also unparalleled to date have been the 
global solidarity with and support for the most affected areas 
and countries, including the provision of diagnostic equipment, 
human resources and technical expertise. However, it is notable 
that the actions of some States Parties to the IHR, have not 
reflected optimal use of some of the instrument’s articles, such 
as Articles 43, 44 and 56.5

Time to question approaches and practices 
relating to public health emergencies

Countries with public health systems that struggle to cope with 
delivering even essential health services may need to rethink 
their strategic approaches to focus on the multidimensional 
determinants of health and on implementation of the One Health 
approach. The increasing frequency of seasonal hazards and 
newer health risks and threats may require extra investment 
and resources, and a surge in diverse technical workforces 
that their existing systems may not be able to deliver. Even if 
designated national emergency funds exist, the cost of being 
unprepared may be far greater than the cost of investing in risk 
management, preparedness and operational readiness. Vast 
costs will be incurred from halting the progress of COVID-19 
and from the resultant economic downturn in affected countries. 
If these funds had already been invested in the health sector 
prior to December 2019, the world would have been much 
better prepared, healthier and more economically stable.

The health of an individual, community or country does 
not simply mean the absence of disease and infirmity, nor 
is it solely dependent on access to a health-care system. 
Instead, there are many determinants that influence health and 
well-being. The public health system itself is part of a larger 
system in each country; similarly, one country’s system is part 
of an international network. The surrounding environment of 
biological, physical, and sociocultural and economic factors 
interacts with and plays a role in the health and well-being 
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of an individual at the micro level as well as the health and 
well-being of countries, continents and the world at the macro 
level. The ecosystem of planet Earth is a life-support system 
for humans as well as for other forms of life. 

“Public health ecology” refers to the interrelationship 
between humans and their environment, and the quality of 
this relationship is measured in terms of the health of the 
people who are dependent on the nature and quality of their 
surrounding environment, including their physical, biological 
and sociocultural environment. Rapid changes in the public 
health ecosystem are reflected in changes in demographic and 
disease patterns, climatic conditions, forest cover, marine and 
terrestrial wildlife habitats, and the overall ecosystem of the 
Earth. The delicate balance between the habitats of different 
life forms has been disrupted to the extent that many species 
become extinct each year as a result of humans encroaching 
upon and eroding their habitats.6–9

Despite advances and improvements in all aspects of 
human health, including the availability of public health care, 
new technologies, and innovative medicines and vaccines, 
the vulnerability of human populations to multiple hazards, 
risks and new threats is rising. This coincides with the gradual 
decline in the quality of our protective surrounding environment, 
resulting from acts of omission or commission. Natural hazards, 
including extreme hot or cold weather events, forest fires and 
poor air quality, have become increasingly frequent.10 In addition 
to outbreaks of common infectious diseases, the increasing 
frequency of emerging and re-emerging diseases, including 
zoonoses,11–14 further complicated by increasing antimicrobial 
resistance, imposes a significant burden on health-care 
services, front-line health workers and governments, in addition 
to the individuals affected and their families. 

The hazards and risks known to us are not the end of 
the list. Further complications threatening the future of 
health security include unplanned land use; inequitable 
development; unregulated urbanization; increasing interfaces 
between humans and domestic and wild animals; growing 
civil conflicts within and among communities and countries; 
and unpreparedness for chemical, biological, radiological and 
nuclear events. Added to these are the hazards and threats 
that are as yet unknown to us. Is the reporting under the core 
capacities of the IHR sufficient to guide States Parties to be 
prepared for such hazards, risks and threats?

The truth is that we have not really questioned our approaches 
to global emergency preparedness despite extensive 
experience. The world experienced three major pandemics 
of bubonic plague between the 14th and 17th centuries (an 
estimated 200 million people died),15 seven pandemics of 
cholera over the past 200 years16 (with an estimated annual 
case burden of 1.3–4.0 million and 21 000–143 000 deaths 
worldwide),17 the most lethal epidemic of influenza in 1918 (an 
estimated 40 million people died)18 and the slow pandemic of 
HIV/AIDS since 197019 (with a global caseload of 75 million 
and about 32 million deaths attributed to HIV at the end of 
2018).20 The severe acute respiratory syndrome (SARS) 
outbreak, which first emerged in Guangdong province in China 
around November 2002 and affected over 8000 people in 26 
countries across 5 continents,21 is still a fresh memory, as 
are the Ebola outbreaks of 2014–2016 in west Africa (around 
28 616 cases and 11 310 deaths)22 and the Zika virus epidemic 
in South America in 2015–2016.23 

Our approaches remain focused on strengthening health 
systems and the outbreak response process. It is time to rethink 
these very disease- and public health-oriented approaches – 
as posited during and after the influenza A(H5N1) pandemic 
– to adopt a whole-of-government and whole-of-society 
approach.24,25 Real investments in health are needed, to design 
systems that are truly resilient to any hazard, and people need 
to be part of these systems. The rapidly changing ecosystem 
and public health ecology and the increased vulnerability of 
human populations across the globe amid emerging health 
hazards, risks and threats demand the attention of policy-
makers, public health administrators, and scientists from all 
disciplines and communities to integrate an emergency risk 
management approach into all development plans.

Health emergency risk management in 
South-East Asia: managing risks versus 
managing events 

The decision to make scaling up capacity for emergency 
risk management a flagship priority programme of the WHO 
Regional Office for South-East Asia in 2014 was timely. As 
described in this issue of the WHO South-East Asia Journal 
of Public Health, the approach has inspired various initiatives 
for risk management and attracted a great deal of attention 
from national governments with regard to building health 
emergency capacities and improving their implementation of 
the IHR. For example, there has been 100% compliance with 
State Party annual reporting since 2016; eight Member States 
have conducted joint external evaluations; and seven national 
action plans for health security have been developed.26,27 

Despite this progress, roadblocks remain. Member States 
are still not fully attuned to regular mapping of risks, hazards 
and vulnerabilities, such that at least the known and prevailing 
threats can be minimized. This leaves countries vulnerable and 
exposed to the unknown threats that loom over the region. In 
addition, the allocation of domestic funds and other resources 
for disaster risk reduction, preparedness, operational 
readiness, and timely and effective response and recovery has 
not been adequate. The adoption of the ministerial-level Delhi 
Declaration on Emergency Preparedness during the 72nd 
session of the WHO Regional Committee for South-East Asia 
in September 2019 signals hope for informed change at the 
highest policy levels to make strong commitments to invest in 
emergency preparedness.28

To make their existing routine health systems more resilient, 
Member States of the WHO South-East Asia Region must 
think beyond their usual burdens, incidences, distributions and 
patterns of hazards, epidemics and human-triggered accidents 
or threats. Public health systems need to be operationally ready 
to absorb the shocks and stresses of all known and unknown 
threats that may unfold in the coming years. The areas that 
need urgent strengthening and consolidation are indicated in 
Box 1.

Conclusion

The COVID-19 pandemic has exposed weaknesses in the 
capacity of global public health to manage both risks and 
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hazards. It is a wake-up call for scientists, experts, policy-
makers, administrators and communities, highlighting that 
a focus on provision of health-care services and targeting 
resources for emergency response only will be insufficient in 
the face of future known and unknown threats to human health. 
Instead, integration of risk-informed planning into national 
action plans and dedicated allocation of funds and other 
resources for risk reduction, preparedness and operational 
readiness across health and related sectors should be 
implemented with the highest-level political support. Member 
States of the WHO South-East Asia Region have signalled 
their commitment through the Delhi Declaration on Emergency 
Preparedness but still need to scale up implementation of the 
One Health and interdisciplinary and intersectoral collaborative 
approaches that will be essential to restoring the public health 
ecology for improved health and well-being in the region. 

Member States of the region must regularly update risk 
identification and mapping and population vulnerabilities as 
well as the safety and functionality of their systems to inform 
agile national and subnational strategies capable of mitigating 
the impact of hazards and to enable early detection and 
containment of outbreaks of known or unknown pathogens. 
This will need a strategic shift from “investing in emergency 

response” to “investing in minimizing risks across sectors”. 
Most importantly, there will need to be a comprehensive 
rethink before we rebuild multisectoral systems sufficiently 
prepared to respond to the next pandemic. Collaboration 
across the region will be key in this endeavour, with Member 
States sharing experiences and lessons learnt. The South-
East Asia Regional Knowledge Network of IHR National Focal 
Points and domain experts provides an online platform for 
the sharing knowledge, experiences and best practices to 
sustain, accelerate and innovate to support emergency risk 
management endeavours at national and subnational levels. 
We hope that the collection of papers featured in this issue of 
the WHO South-East Asia Journal of Public Health will provide 
another platform to expand knowledge-sharing on emergency 
risk management and to encourage increased investment in 
emergency preparedness in the region and beyond.
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Abstract
Emergency preparedness is a continuous process in which risk and vulnerability assessments, 
planning and implementation, funding, partnerships and political commitment at all levels must be 
sustained and acted upon. It relates to health systems strengthening, disaster risk reduction and 
operational readiness to respond to emergencies. Strategic interventions to strengthen the capacities 
of countries in the World Health Organization (WHO) South-East Asia Region for emergency 
preparedness and response began in 2005. Efforts accelerated from 2014 when emergency risk 
management was identified as one of the regional flagship priority programmes following the pragmatic 
approach “sustain, accelerate and innovate”. Despite increased attention and some progress on risk 
management, the existing capacities to respond to health emergencies are inadequate in the face of 
prevailing and increasing threats posed by multiple hazards, including climate change and emerging 
and re-emerging diseases. The setting up of a “preparedness stream” under the South-East Asia 
Regional Health Emergency Fund in July 2016 was an important milestone. The endorsement of the 
Five-year regional strategic plan to strengthen public health preparedness and response – 2019–2023 
by Member States was another step forward. Furthermore, ministerial-level commitment, in the 
form of the Delhi Declaration on Emergency Preparedness, adopted in September 2019 in the 72nd 
session of the WHO Regional Committee for South-East Asia, is in place to facilitate Member States 
to invest resources in the protection and safety of people and systems and in overall emergency 
risk management through national action plans for health security. It is essential now to turn these 
commitments into actions to strengthen emergency preparedness in countries of the region.

Keywords: Delhi Declaration, emergency preparedness, regional strategies, South-East Asia

Background

The World Health Organization (WHO) South-East Asia Region 
is vulnerable to a varied range of natural hazards and human-
induced disasters; it also has a high burden of outbreaks of 
common diseases and emerging and re-emerging diseases, 
including zoonoses. People in this region are frequently 
exposed to seasonal floods, landslides, tsunamis, droughts, 
earthquakes, volcanic eruptions and extreme weather 
conditions.1 As noted in the World disasters report 2018, during 
2008–2017, 79.8% of people affected by disasters lived in Asia 
and 45.4% of estimated damages resulted from disasters in 
Asia.2

Pathogens associated with recent outbreaks in countries 
of the region include avian influenza A(H5N1) and A(H9N2), 
influenza A(H1N1)pdm09, Zika virus, Middle East respiratory 
syndrome coronavirus, Nipah virus and Crimean Congo 
haemorrhagic fever virus.1 Hazards, outbreaks and resultant 
health emergencies are frequent,3 as set out in Annex Table 1, 

which clearly illustrates the high degree of vulnerability and 
exposure of people of the region to prevailing risks and 
hazards. Hardly a year passes without an emergency in 
the region. The drivers of risk are growing rapidly in south-
east Asia. Unplanned urbanization, inequitable and risk-
uninformed development planning, close human–animal 
and wildlife habitations, variations in climatic conditions and 
newly emerging environmental health emergencies such as 
air pollution are wake-up calls indicating that urgent corrective 
measures are required to restore the public health ecology.

“Emergency preparedness” is defined as the “capability of 
the public health and health-care systems, communities, and 
individuals, to prevent, protect against, quickly respond to, and 
recover from health emergencies, particularly those whose 
scale, timing, or unpredictability threatens to overwhelm 
routine capabilities”.4 Emergency preparedness is a continuous 
process in which risk and vulnerability assessments, planning 
and implementation, funding, partnerships and political 
commitment at all levels must be sustained. It relies on all 
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stakeholders working together effectively to plan, invest in and 
implement priority actions. It bridges the gaps between health 
systems strengthening, disaster risk reduction and operational 
readiness to respond to emergencies.

Overview of emergency preparedness in 
the region

The Indian Ocean tsunami in 2004 alerted the whole world, 
and countries in South-East Asia in particular, to the need to 
reassess approaches to planning, designing and delivering 
health-care services and public health systems. It was 
recognized that the prevailing risks, hazards and vulnerabilities 
of people and systems could no longer be considered in 
isolation and only in the aftermath of a disaster but instead 
needed to be addressed and integrated into health systems 
and services. Since then, significant work has been done 
to strengthen emergency preparedness in the region; key 
strategic interventions are shown in Fig. 1.

The WHO Regional Office for South-East Asia began its 
efforts to develop comprehensive preparedness plans for each 
country of the region in 2006, focusing first on public health 
workforce development.5 Guidance on benchmarks, standards 
and indicators for emergency preparedness and response 
were produced in 2007 to assist countries in assessing their 
capacities to respond to health emergencies.6 A key milestone 
was the establishment of the South-East Asia Regional Health 
Emergency Fund through Regional Committee resolution SEA/
RC/60/R7 in 2007.7 The fund became effective in January 2008 
and is designed to provide immediate financial support for the 
first 3 months in the aftermath of an emergency in countries 
of the region. Through the WHO country offices, the countries 
can obtain financial support from the fund within 24 hours of 
an emergency.

In 2011, the regional office decided to focus on capacity-
building and training; addressing water and sanitation and 
nutrition in emergencies; vulnerability assessments; and 
available technologies. This work synergized efforts on risk 
identification, mapping of health risks and multi-hazards, use of 
information technology and innovations in risk mitigation. The 
focused approach accelerated capacity-building in the health 
sector and related sectors for strengthening preparedness for 
and response to acute events.

Sound risk management is essential for safeguarding 
development and implementing local, national, regional and 
global strategies in the health sector and other sectors,8 
including the Sustainable Development Goals,9 the Sendai 
Framework for Disaster Risk Reduction 2015–2030,10 the 
International Health Regulations 2005 (IHR)11 and the Paris 
Agreement on climate change.12 The lack of preparedness of 
health systems in low- and middle-income countries revealed 
in 2014–2015 during the Ebola outbreaks in Guinea, Liberia, 
Nigeria and Sierra Leone led to structural and operational 
reform in WHO’s emergency work. Lessons were learnt from 
these events, and emergency risk management was identified 
as one of the flagship priority programmes of the WHO South-
East Asia Region; these programmes were established in 2014 
to sustain, accelerate and innovate approaches to regional 
priority areas.13 The overarching strategy has been to sustain 
ongoing efforts and step up implementation of such efforts, while 

Indian Ocean tsunami (2004)

WHO Health Emergencies Programme
launched (2016)14,15

Delhi Declaration on Emergency
Preparedness endorsed (2019)24

• Benchmarks, standards and indicators for emergency
 preparedness and response published (2007)6

• South-East Asia Regional Health Emergency Fund
 established (2007)7

• Emergency risk management recognized as a 
 regional flagship priority programme (2014)13

• Preparedness stream of South-East Asia Regional 
 Health Emergency Fund launched (2016)16

• Network of health emergency operations centres 
 strengthened (2016–2018)
• Malé Declaration adopted and Framework for action 
 in building health systems resilience to climate 
 change in South-East Asia Region, 2017–2022 
 published (2017)17,18

• Roots for resilience: a health emergency regional 
 risk profile of the South-East Asia Region 
 published (2017)1

• Regional framework on operational partnerships for 
 emergency response (South-East Asia Region) 
 published (2017)3

• Third Asia Pacific strategy for emerging diseases 
 and public health emergencies (APSED III) 
 published (2017)19

• WHO Regional Committee for South-East Asia 
 resolution on strengthening emergency medical 
 teams (2018)20

• Guideline on integration of care of people with 
 noncommunicable diseases into emergency 
 response and preparedness published (2018)21

• As of 2019, all 11 countries had completed State 
 Party annual reporting, eight had completed joint 
 evaluation exercises, two had conducted simulation
 exercises, five had carried out after action reviews 
 and seven had drawn up national action plans for 
 health security
• Five-year regional strategic plan to strengthen public 
 health preparedness and response – 2019–2023 
 published22

• Risk communication strategy for public health 
 emergencies in the WHO South-East Asia Region: 
 2019–2023 published (2019)23

• South-East Asia Regional Knowledge Network of 
 International Health Regulations National Focal 
 Points established (2019)

Fig. 1. Key strategic interventions for emergency preparedness 
in the WHO South-East Asia Region, 2004–2019
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fostering innovation to protect the people of countries of the 
region from the adverse impacts of hazards and emergencies.

The global WHO Health Emergencies Programme was 
formulated and became active in August 2016 to work with 
Member States in all phases of emergencies, from risk 
reduction and preparedness to response and recovery.14,15 
The Global Preparedness Monitoring Board (GPMB) was 
established in 2017 following recommendations made by 
the United Nations Secretary-General’s Global Health Crises 
Task Force in the same year.25 The GPMB comprises political 
leaders, agency principals and leading international experts. 
It provides independent and comprehensive appraisals for 
policy-makers and the world of progress towards increased 
preparedness and response capacity for disease outbreaks 
and other emergencies with health consequences.

Following the setting up of the global programme, the 
WHO Health Emergencies Programme was also established 
in the Regional Office for South-East Asia to support the 
strengthening of the emergency preparedness and response 
capacity of Member States.

Identifying risks 
For a country or region to be prepared to minimize the impact of 
any hazard or emergency, its systems, plans and people must 
be fully cognizant of prevailing risks, hazards and vulnerabilities, 
and it must have integrated risk-informed planning into all 
development processes. To enable evidence-informed planning, 
a comprehensive analysis was undertaken, resulting in 2017 
in the publication of Roots for resilience: a health emergency 
regional risk profile of the South-East Asia Region.1 This was 
an important landmark on the path to strengthening emergency 
preparedness and formed a baseline for mapping, monitoring, 
planning and reducing existing and potential risks, hazards 
and vulnerabilities. The risk profile methodology included an 
assessment of five priority syndromes, each represented by a 
selected disease, for all 11 countries of the region. These were 
(i) severe acute respiratory illness, represented by Middle East 
respiratory syndrome; (ii) acute watery diarrhoea, represented 
by cholera; (iii) acute haemorrhagic fever, represented by 
Crimean Congo haemorrhagic fever; (iv) acute encephalitis 
syndrome, represented by Japanese encephalitis; and (v) acute 
febrile illness with rash, represented by Zika virus disease. 
The risk assessment showed the region to be homogeneously 
vulnerable to all five threats. With respect to natural hazards, the 
analysis indicated that the countries of the region share a range 
of risks, with common vulnerabilities and capacities. The only 
differences lie in the types of risk and their magnitude, based 
on geographical and geological parameters. The results of the 
analyses done for the Roots for resilience report clearly showed 
that existing capacities in the WHO South-East Asia Region did 
not match the prevailing and ever-increasing threats.1

Investing in people and systems for risk management
Improved understanding of risks, hazards, vulnerabilities 
and the increasing exposure of populations in the region has 
facilitated investments in capacity-building in relation to IHR 
compliance. The entry into force of the IHR in 2007 marked 
a new era of international cooperation for the management 
of international public health events and emergencies. Since 
2016, States Parties have been checking their progress on 
IHR compliance through mandatory self-assessment using 

the State Party annual reporting tool,26 and three voluntary 
mechanisms: simulation exercises,27 after action reviews28 and 
joint external evaluations.29 All countries of the region have 
complied with State Party annual reporting, including with 
regard to use of the electronic reporting tool. The results to 
date show that considerable progress has been achieved in 
the areas of legislation, coordination, surveillance, response, 
risk communication, laboratory systems and zoonoses (see 
Fig. 2). However, there is constrained capacity of human 
resources in the IHR national focal points (NFPs) across 
the region, especially in the areas of epidemiology, vector 
control, infection control, travel medicine, risk communication, 
emerging and re-emerging diseases, and management of mass 
gatherings and points of entry (i.e. international airports, ports, 
ground crossings). According to the joint external evaluations 
of IHR capacities conducted in eight countries of the region, 
the existing capacities in relation to biological, chemical 
or radionuclear threats, control of disease transmission at 
ground crossings, biosafety and biosecurity in laboratories, 
antimicrobial resistance and management of cross-border 
conflict situations in the region are limited (see Fig. 2).30,31

Five countries of the region have conducted after action 
reviews, and Indonesia and Nepal have conducted simulation 
exercises involving various stakeholders including WHO. A 
regional training workshop in September 2019 on how to design 
and conduct simulation exercises and after action reviews 
imparted required knowledge and skills to the participants, 
who included representatives of the Member States and WHO 
country offices.

The region has acted upon its concerns about climate 
change and resultant extreme weather conditions detrimental 
to health. In 2017, the WHO Regional Committee passed 
resolution SEA/RC70/R1 endorsing the Malé Declaration and 
the Framework for action in building health systems resilience 
to climate change in South-East Asia Region, 2017–2022.17,18

Damage to health-care infrastructure, physical injuries to 
individuals and loss of or separation from family members 
may result in discontinuity of treatment and care of patients 
with noncommunicable diseases (NCDs). To ensure continuity 
of NCD care in emergencies, a comprehensive guideline, 
Integration of NCD care in emergency response and 
preparedness, was developed in 2018.21 To further ensure 
continuity of treatment and disaster preparedness in hospitals, 
an innovative Hospital Safety Index plus mobile application 
was introduced in 25 hub hospital networks in and around 
Kathmandu, Nepal, in 2019, and training was provided to staff. 
Bhutan, India, Indonesia and Thailand have also introduced 
initiatives to assess health facilities on their preparedness for 
multiple hazards.

Implementing plans and initiatives
The prioritization of emergency risk management under the 
regional flagship priority programme following the “sustain, 
accelerate and innovate” approach since 2014 has driven the 
development and implementation of various plans and initiatives 
with a focus on emergency preparedness (see Table 1). Various 
examples of prioritizing emergency preparedness by the 
Member States in the region are provided in Box 1.

A major milestone on emergency preparedness was the 
development of two regional strategic plans in consultation 
with the Member States and the endorsement of these plans 
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National legislation,
policy and
financing IHR coordination, communication

and advocacy  

Antimicrobial resistance 

Zoonotic disease 
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Biosafety and biosecurity 

Immunization 

National laboratory system 

Surveillance 
Reporting Human resources 

Emergency preparedness 

Emergency response operations

Linking public health
and security authorities  

Medical countermeasures
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Radiation emergencies 
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IHR: International Health Regulations, 2005.
aAverage scores across eight countries of the region in 19 technical areas.

IHR: International Health Regulations, 2005; NFP: national focal point.
aAcross all 11 countries of the region.
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Fig. 2a. Regional average scores for joint external evaluations, 2016–2018a

Fig. 2b. Regional average scores for State Party annual reporting in 2018a
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by the WHO Regional Committee in 2019. The Committee then 
approved and launched two key regional strategies strategies 
to guide Member States and for them to adapt.

The Five-year regional strategic plan to strengthen public 
health preparedness and response – 2019–202322 was 
prepared based on a situational analysis of progress on IHR 
implementation in the region, gaps and opportunities identified 
from the eight joint external evaluations done during 2016–
2018, and a regional consultation with the IHR NFPs and 
partners in New Delhi in March 2019. It is aligned with the global 
strategic plan and one of the three strategic priorities – 1 billion 
more people better protected from emergencies – of WHO’s 
Thirteenth general programme of work 2019–2023.36 It is also 
in line with the Bangkok principles for the implementation of 
the health aspects of the Sendai framework for disaster risk 
reduction 2015–2023 of March 2016.37 It aims to strengthen 

the capacities of IHR NFPs on public health preparedness and 
response through refocusing on identified gaps, developing 
robust monitoring mechanisms, and improving networking and 
collaboration.

The Risk communication strategy for public health 
emergencies in the WHO South-East Asia Region23 aims to 
ensure that each Member State builds and uses a multilevel, 
multisectoral and multifaceted risk communication plan to 
enable individuals, families and communities to make informed 
decisions to mitigate the effects of emergencies and take 
protective and preventive actions. It lays down a framework 
for Member States and WHO to strengthen critical capacity 
in five key areas: risk communication systems, internal and 
partner coordination, public communication, community 
engagement, and public preparedness, risky behaviour and 
misinformation.

Table 1. Flagship priority programme on emergency risk management: sustain, accelerate and innovate
Sustain Accelerate Innovate
Continued strengthening of the health 
emergency operations centres (HEOC) 
network during 2016–2018 through training 
and on-site support to national HEOCs in all 
countries of the region
Continued strengthening of national 
emergency medical teams (EMTs)

Thailand type 1 EMT verified and recognized 
under the WHO EMT initiative on 31 July 
201932

Establishment of South-East Asia Regional 
Knowledge Network of IHR National Focal 
Points and experts to:
•	 create an IHR-focused community of 

practice
•	 host a regional knowledge repository 

on IHR implementation, best practices, 
research and innovation

IHR monitoring and evaluation (as of 2019):
•	 100% compliance with State Party annual 

reporting 
•	 8 of 11 countries conducted joint external 

evaluations 
•	 after action reviews (5 countries), simulation 

exercises (2 countries) and regional training 
conducted

Partnerships and resource mobilization for 
countries, focusing on:
•	 leveraging domestic funding
•	 preparedness and response streams 

of the South-East Asia Regional Health 
Emergency Fund

•	 other sources (e.g. donors, development 
banks)

Resource mobilization strategy developed 
and in implementation
New partnerships in areas such as HEOCs, 
EMTs, chemical, biological and radionuclear 
events, and the Global Outbreak Alert and 
Response Network

Development of a regional road map for high-
threat pathogens, with expert consultations 
on Nipah virus and cholera conducted in 
October–November 2019

One Health Asia-Pacific regional tripartite 
coordination mechanism, with a secretariat in 
Bangkok33

Monitoring and evaluation of the 
implementation of national action plans for 
combating antimicrobial resistance 

Linking/integration of pandemic 
preparedness plans with national action 
plans for health security

Training in emergency response operations:
•	 Inter-Agency Standing Committee 

Health Cluster coordination, information 
management

•	 training consortium on operational 
partnerships

Mapping operational partnerships for 
emergency preparedness and response
Capacity development in emergency risk 
management scaled up and integrated 
into WHO country offices’ emergency 
preparedness and response plans 

Promotion and implementation of the 
One Health approach through National 
International Health Regulations–
Performance of Veterinary Services 
workshops (Bangladesh, Bhutan, Indonesia, 
Myanmar)
Uninterrupted emergency logistics and 
supply chain system 

Piloting and roll-out of the Hospital Safety 
Index plus (HIS+) mobile application in Nepal

Coordinating complex ongoing protracted 
Grade 2 emergency response to the Rohingya 
crisis in Cox’s Bazar, Bangladesh

As of 2019, national action plans for health 
security developed and under implementation 
in Bhutan, Indonesia, Maldives, Myanmar, Sri 
Lanka, Thailand and Timor-Leste

Roll-out of Go.Data 2.0,an innovative data 
management, analysis and decision-making 
tool34

Continued operational readiness training in 
WHO country offices and ministries of health35 

Implementation of strategies for 2019–2023:
•	 Five-year regional strategic plan to 

strengthen public health preparedness 
and response22

•	 Regional risk communication strategy for 
public health emergencies in the WHO 
South-East Asia Region23
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Interlinking sectors and networks
In order to strengthen intersectoral synergies and partnerships 
and collaboration among public and private stakeholders 
and operational partners for emergency preparedness and 
response, the Regional framework on operational partnership for 
emergency response (South-East Asia Region)3 was developed 
in 2017; it guides Member States, WHO country offices and 
partners on building operational partnerships in pre-emergency, 
emergency and post-emergency phases. Efforts to develop, 
foster and strengthen partnerships and networks through the 
engagement of emergency medical teams,38 the Global Outbreak 
Alert and Response Network,39 the Standby Partnership,40 the 
Inter-Agency Standing Committee Health Cluster41 and private 
stakeholders are being pursued continuously. In September 
2018, the WHO Regional Committee for South-East Asia 
passed resolution SEA/RC71/R5 on strengthening national and 
international emergency medical teams in the region.20

The establishment of the regional knowledge network of IHR 
NFPs and domain experts created an innovative online platform 

Box 1. Examples of successful emergency 
preparedness priority activities by Member States

Bangladesh Cyclone shelters; early warning and 
evacuation for Cyclone Fani in 2019

Bhutan Seismic assessment of a hospital and non-
structural corrective interventions 

Democratic People’s Republic of Korea Pandemic 
influenza preparedness planning; laboratory strengthening

India Management of Nipah virus outbreak in Kerala in 
2018; response to Kerala floods in 2018; early warning 
and evacuation for Cyclone Fani in 2019

Indonesia Investment in recovery, capacity-building 
and preparedness after the Indian Ocean tsunami of 
2004; strengthening of IHR capacities in 2008, following 
influenza A(H5N1) outbreak

Maldives Management of influenza A(H1N1)pdm09 
outbreak in 2017; rapid response teams established at 
atoll level

Myanmar Capacities in surveillance strengthened through 
linking with District Health Information Software 2 

Nepal Comprehensive earthquake risk mitigation and 
preparedness in the health sector, with linkages to relevant 
sectors; hospital safety assessments and use of a mobile 
application for hospital preparedness 

Sri Lanka Integration of mental health care in emergency 
response; legislation and policies related to IHR; 
strengthened systems and capacities at district level

Thailand Investment in IHR core capacities and their 
overall integration into health systems; type 1 national 
emergency medical team verified by WHO; risk 
communication systems and plans

Timor-Leste Recovery from the 1999 East Timorese crisis 
and setting up systems for preparedness at district level 

for enabling peer-to-peer learning through an IHR-focused 
community of practice. It provides opportunities for exchanging 
ideas, consultation and discussion on IHR notifications and 
problematic issues in an informal online environment.

Efforts to build partnerships and collaborations have not 
been limited to the WHO South-East Asia Region and have 
been expanded through the Asia Pacific strategy for emerging 
diseases and public health emergencies (APSED III) in relation 
to all hazards.19

Challenges

Strengthening emergency preparedness is not limited to risk 
identification, risk mapping and development of strategic plans. 
It requires time and resources to make any population, system, 
country or region resilient to prevailing risks and threats. The 
following key challenges are indicative of the constraints on 
this regional flagship priority:

● the need for repetitive spending by Member States and 
partners on emergencies of a seasonal nature (e.g. floods, 
cyclones, landslides) and the danger of not investing 
enough to prevent or mitigate prevailing risks;

● lack of investment in addressing the drivers of risks, all-hazard 
emergency preparedness, and building back better because:
● there are competing priorities within and outside the 

health sector;
● investors are not always rewarded with results and 

greater visibility within a limited time period;
● lack of resilience of health systems at subnational and local 

levels;
● lack of risk-informed development planning for the long term 

at national and regional levels;
● lack of interest from private sector stakeholders in building 

resilient systems, despite the existence of laws on corporate 
social responsibility;

● inadequate budgetary allocation for and domestic funding of 
the health sector;

● innovative financial instruments for financing preparedness 
not yet fully explored;

● limited use of technology for preparedness and response in 
the health sector.

Financing of health emergency preparedness has been a 
key challenge. To address it, an important strategic decision 
was taken in 2016 to embolden emergency preparedness 
in the region. Regional Committee resolution SEA/RC69/R6 
endorsed the expansion of the mandate of the South-East 
Asia Regional Health Emergency Fund to include an additional 
financing stream focused on preparedness.16 It needs further 
financial support from donors to help and assist countries in 
investing more in disaster risk reduction (e.g. in hospital safety 
assessments), preparedness and operational readiness. During 
the 72nd session of the Regional Committee in September 
2019, the Union Minister of Health and Family Welfare, 
Government of India, pledged a contribution of US$ 200 000 
to the preparedness stream for strengthening disaster and 
emergency preparedness.42 The WHO Regional Office for 
South-East Asia has also developed a resource mobilization 
strategy and orientation manual to accelerate its fundraising.43
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Despite all the progress on emergency risk management and 
strategic interventions to boost emergency preparedness, the 
countries’ existing capacities to respond to health emergencies 
do not seem to be adequate in the regional context of high 
burden of disease, frequent disease outbreaks, and a growing 
number of risks and hazards, as illustrated in Annex Table 1. 
This raises the question “Are we adequately prepared to 
withstand any unexpected emergency or disaster?”

Delhi Declaration on Emergency 
Preparedness

A continued push following the “sustain, accelerate and 
innovate” approach on emergency risk management under the 
regional flagship priority programme since 2014 has sustained 
a focus on strengthening emergency preparedness in the 
region. This culminated in the adoption of the ministerial-level 
Delhi Declaration on Emergency Preparedness at the WHO 
Regional Committee for South-East Asia meeting in 2019.24 It 
reflects the strong political commitment of the Member States 
to increase investment in building resilient health systems, 
implementing national action plans for health security, and 
strengthening networks and intersectoral coordination 
mechanisms following the One Health approach.

Various strategies, plans and political commitments have 
been made since 2006. Now it is time to convert these 
commitments into actions. Generating evidence, guidelines, 
strategic plans and political declarations without commensurate 
actions is not only irresponsible public health practice but also 
amounts to negligence with regard to the safety and protection 
of populations of this region amid known and unknown health 
risks and threats. Emergency preparedness is a long-term 
investment the results of which are visible at times of disaster 
or emergency when loss of lives and damage to critical 
infrastructure are seen to be minimized.

Conclusions

Identification, mapping and mitigation measures in relation to 
risks, hazards and vulnerabilities facilitate the strengthening 
of emergency preparedness and operational readiness. The 
region, having a high degree of vulnerability and significant 
exposure to natural hazards, disease outbreaks and human-
induced disasters and emergencies, has since 2005 gradually 
strategically shifted from investing in emergency response to 
investing in risk reduction and emergency preparedness.

There has been an increase in IHR core capacities. However, 
the IHR NFPs across the region need to improve capacity in 
certain areas with more impetus and investments: emergency 
preparedness; readiness to deal with any unexpected 
chemical or radionuclear emergency; enhancing biosafety 
and biosecurity in laboratory networks to curb increasing 
antimicrobial resistance due to weak medical countermeasures 
and delayed personnel deployment; and improving prevention 
and control of disease transmission at points of entry.44

Strong political commitment and budgetary allocations 
for investment in emergency preparedness and disaster 
risk reduction are needed to sustain the health development 
gains. Member States should prioritize national action plans 

for health security and mobilize domestic funding and support 
from partners to implement the plans. Innovative financial 
mechanisms need to be tapped to raise funds from donors 
and bilateral agencies in the region to finance emergency 
preparedness and risk reduction.

Member States must fulfil their commitment to the four I’s of 
the Delhi Declaration: (i) identify risks, (ii) invest in people and 
building resilient systems, (iii) implement plans and (iv) interlink 
human, animal, wildlife and environmental sectors, following an 
ecological public health approach and strengthening networks. 
Emergency preparedness is continuous work and a top priority 
for achieving comprehensive development and health security 
in the region and the world.
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Annex Table 1. Major health emergencies in the WHO South-East Asia Region, 2001–2019
Year Public health emergency Member State(s) affected Reported morbidity and/or 

other effects
Reported mortality

2001 Gujarat earthquake (Richter 
scale 7.7)

India 6.3 million affected; 167 000 
injured

25 000 deaths

2003–2004 Avian influenza A(H5N1) outbreak 
in humans

Bangladesh, Indonesia, 
Myanmar, Thailand

228 cases 181 deaths

2004 Indian Ocean tsunami Bangladesh, India, Indonesia, 
Maldives, Myanmar, Sri 
Lanka, Thailand

125 000 injured > 230 210 deaths

2005 Kashmir earthquake (Richter 
scale 7.6)

India 4 million made homeless 86 000 deaths

2006 Chikungunya outbreak India 1.39 million cases 2944 deaths

2006 Yogyakarta earthquake (Richter 
scale 6.4)

Indonesia 37 000 injured > 5700 deaths

2007 Cyclone Sidr Bangladesh 7.5 million affected; 55 000 injured > 5000 deaths

2008 Cyclone Nargis Myanmar 2.4 million affected 138 000 deaths

2008–2009 Conflict/civil war Sri Lanka 60 000 wounded > 20 000 deaths

2008 Koshi River floods India, Nepal 2.5 million people affected 434 deaths 

2009 Cyclone Aila Bangladesh, India 
(Sundarbans) 

3.8 million affected 190 deaths

2009 Chikungunya outbreak Thailand 42 000 cases None

2010 Dengue outbreak India, Indonesia, Sri Lanka, 
Thailand 

> 120 000 cases 1500 deaths

2011 Floods Thailand 13.6 million affected 815 deaths

2013 North India floods India, Nepal > 300 000 affected, mainly in 
Uttarakhand, India 

> 1000 deaths 

2015 Earthquake (Richter scale 7.8) Nepal 22 303 injured; 41 199; 
hospitalized; 462 health facilities 
completely damaged, 765 partially 
damaged

9000 deaths

2015 Influenza A(H1N1)pdm09 outbreak India 33 000 cases > 2000 deaths

2015 Floods India (Chennai) 1.8 million people affected > 500 deaths

2015 Floods Myanmar 1 million people affected 103 deaths

2016 Floods and landslides Sri Lanka 52 500 people affected > 100 deaths

2016 Typhoon Lionrock and floods Democratic People’s Republic 
of Korea

100 000 made homeless 138 deaths

2016 Cyclone Roanu Bangladesh, Sri Lanka 300 000 people affected 26 deaths in 
Bangladesh, 204 
deaths in Sri Lanka 

2016 Mount Sinabung volcanic eruption Indonesia 28 536 people internally displaced 20 deaths

2016 Aceh earthquake (Richter scale 
6.5)

Indonesia 1000 injured 100 deaths

2016 Zika virus outbreak Bangladesh, India, Indonesia, 
Maldives, Thailand

Number of cases: Bangladesh (1), 
India (4), Indonesia (1), Maldives 
(1), Thailand (> 360 plus 2 of 
microcephaly)

None

2017 Dengue outbreak Sri Lanka > 185 000 cases 250 deaths 

2017 Cyclone Mora Bangladesh 3.3 million people affected; 
260 000 people internally 
displaced; 17 000 houses 
damaged

6 deaths

2017 Influenza A(H1N1)pdm09 outbreak Maldives 277 laboratory-confirmed cases 6 deaths

2017 Influenza A(H1N1)pdm09 outbreak Myanmar 1198 cases of severe acute 
respiratory infection and 401 
laboratory-confirmed influenza 
A(H1N1)pdm09 cases

60 deaths

2017 Floods and landslides Sri Lanka 683 821 people affected; 15 897 
houses damaged

224 deaths
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Year Public health emergency Member State(s) affected Reported morbidity and/or 
other effects

Reported mortality

2017 Drought Democratic People’s Republic 
of Korea

18 million people with food 
insecurity; 200 000 children with 
acute malnutrition

400 deaths

2017 Rohingya crisis; ongoing protracted 
Grade 2 emergency (as of March 
2020)

Bangladesh, Myanmar Approximately 1 million Rohingya 
people displaced to Bangladesh; 
public health risk of outbreaks 
of cholera, measles, diphtheria, 
tuberculosis, malnutrition; many 
cases of gender-based and sexual 
violence

273 deaths (including 
105 children under 
5 years of age) in 
the first 4 months of 
the crisis (August–
December 2017)

2018 Nipah virus outbreak India (Kerala) 19 cases, 18 of which were 
laboratory confirmed 

17 deaths 

2018 Lombok earthquake Indonesia 3 512 689 people affected; 417 529 
people internally displaced

463 deaths

2018 Sulawesi earthquake and tsunami Indonesia > 200 000 people affected; 
> 10 600 people injured; 

> 4300 deaths

2019 Cyclone Fani Bangladesh, India (Odisha) > 1.2 million people evacuated in 
Bangladesh; 1.2 million people 
evacuated in Odisha, India

17 deaths in 
Bangladesh, 64 deaths 
in Odisha, India

2019 Vaccine-derived poliovirus type 1 
outbreak 

Indonesia 1 case (January–June 2019) None

2019 Avian influenza A(H5N1) in humans Nepal 1 case (March); first human 
infection with avian influenza 
A(H5N1) in the WHO South-East 
Asia Region since September 
2017; first-ever case in Nepal

1 death

2019 Vaccine-derived poliovirus type 1 
outbreak

Myanmar 4 cases (June–July 2019) None

2019 Floods and landslides Thailand 418 000 people affected; 23 000 
people evacuated; 4000 houses 
damaged (at 19 September 2019)

33 deaths

2019 Floods India (Assam, Bihar and 
Kerala)

Assam: > 2.6 million people 
affected; Bihar: > 1.45 million 
people affected; Kerala: > 100 000 
people affected in 13 districts

11 deaths in Assam, 
29 deaths in Bihar, 175 
deaths in Kerala

2019 Typhoon Lingling Democratic People’s Republic 
of Korea

5.3 million people affected; 460 
houses and 15 public buildings 
damaged (at 2 September 2019)

5 deaths

2019 Forest fires Indonesia (Kalimantan and 
Sumatra)

> 400 schools closed; 885 026 
cases of severe respiratory 
illnesses (as of September 2019)

None

2019 Dengue outbreak Bangladesh 100 000 cases (July–December 
2019)

93 deaths

Source: Adapted from Regional framework on operational partnerships for emergency response (South-East Asia),3 with updated data from the WHO Health 
Emergencies Programme.
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Abstract
Risk communication and community engagement are critical aspects of public health emergency 
preparedness and response and therefore one of the eight original core capacities of the International 
Health Regulations (2005). Joint external evaluations in eight out of eleven countries of the World 
Health Organization South-East Asia Region reveal that there is considerable variation in risk 
communication capacities among countries. Of the five areas evaluated – risk communication systems, 
internal and partner coordination, public communication, community engagement and listening, and 
risky behaviour and misinformation – the strongest areas, across the region, are partner coordination 
and community engagement, while risk communication systems is the weakest area and needs further 
strengthening. For strong and sustainable risk communication for public health emergencies in the 
WHO South East Asia Region, institutionalized capacity-building supported by increased budgetary 
allocations to this area is needed. There is a strong need for advocacy to and sensitization of key 
policy-makers and decision-makers at country level regarding the importance and advantages of being 
prepared on risk communication plans and systems.

Keywords: capacity-building, communication coordination, community engagement, fake news, listening, media, misinformation, 
risk communication

Introduction

Communities are at the forefront of any public health emergency 
or disaster. The affected communities bear the brunt of 
any disaster and at the same time are the first to respond.1 
Therefore, any communication related to minimizing health 
risks or mitigating the impact of a disaster or emergency needs 
to be grounded in the context of the affected communities. 
Interventions to save lives usually need the people to act – for 
example by washing their hands with soap and water, getting 
vaccinated or adhering to the doses prescribed by clinicians 
– and without the cooperation of and appropriate action by 
communities, even the best public health interventions and 
plans are likely to fail or remain ineffective.

The affected communities’ cooperation depends on if 
they are aware of what they need to do in their situation and 
if they are convinced of the advantages of doing so, that is, 
adhering to the preventive and protective behaviours. Indeed, 
communities often provide feasible solutions to public health 
emergency issues. In an increasingly interconnected world, 
where rumours and fake news spread faster than the truth,2 
ensuring that communities have accurate information is a 
growing challenge. Communicating and having continuous 
engagement with the public and affected communities – that 
is, risk communication – is therefore critical for the prevention 

and mitigation of public health emergencies. It is one of the 
eight original core capacities that States Parties are required 
to have in place in accordance with the revised International 
Health Regulations, 2005 (IHR),3 which were adopted at the 
58th World Health Assembly on 23 May 2005 and are legally 
binding on all Member States.

The World Health Organization (WHO) defines risk 
communication as “the real-time exchange of information, 
advice and opinions between experts, community leaders or 
officials and the people who are at risk, which is an integral 
part of any emergency response”.4 The WHO guideline 
Communicating risk in public health emergencies also explains 
why emergency risk communication is needed: “[It is] an 
intervention performed not just during but also before (as part 
of preparedness activities) and after (to support recovery) the 
emergency phase, to enable everyone at risk to take informed 
decisions to protect themselves, their families and communities 
against threats to their survival, health and well-being”.4 Key to 
risk communication, therefore, is engaging those affected as 
equal partners and recognizing that communication is geared 
towards enabling them to take appropriate action to protect 
themselves.

The psychological condition of people during an emergency 
leads to unique challenges to successful risk communication. 
People tend to respond to perceptions rather than facts, and their 

mailto:bezbaruahs@who.int


Ofrin et al.: Risk communication and public health emergencies in the WHO South-East Asia Region

16 WHO South-East Asia Journal of Public Health | April 2020 | 9(1)

perceptions and beliefs are shaped by many factors, including 
individual experiences, community beliefs and peer influence.5,6 
In an emergency, however, people are in a state of great stress 
and anxiety, and neuroscience studies have shown that in such 
situations people’s ability to absorb information diminishes 
significantly.7 From a more flexible type of learning during normal 
times, in times of stress or crisis, therefore, people shift to more 
rigid, habit-like behaviours.8 To overcome this diminishing ability 
to absorb new information and increased tendency to fall back 
on previously formed habits that may not always be appropriate 
for an emergency situation, risk communication in emergencies 
requires building trust and engaging communities before an 
emergency, as well as intense, strategic and increasing face-to-
face engagement during an emergency. Risk communication is 
therefore a continuous process throughout all the phases of a 
public health emergency.

This perspective paper provides insights into increased 
community engagement and strategic interventions for 
establishing and strengthening risk communication systems in 
the countries of the WHO South-East Asia Region.

Examples of good risk communication 
interventions

Role of religious leaders in the 2004 Indian Ocean 
tsunami
One of the biggest emergencies in recent times, and one that 
led to transformation in the field of health emergencies, was 
the Indian Ocean tsunami of 2004. On 26 December 2004, 
a massive earthquake generated a tsunami with waves over 
10 m high in some places. It devastated six countries of the 
region – India, Indonesia, Maldives, Myanmar, Sri Lanka and 
Thailand – resulting in over 200 000 dead or missing and over 
half a million displaced. The health and nutrition of those who 
survived were priorities. However, in Aceh, Indonesia, and in 
the Maldives, the worst hit areas, people were refraining from 
eating fish as there were rumours that fish might have fed 
on bodies swept into the ocean. To fight those rumours and 
get people to eat fish, the Food and Agriculture Organization 
of the United Nations, WHO and health officials sought the 
assistance of religious leaders, who issued a fatwa (religious 
edict or advice) stating that fish should be consumed. Only then 
did people consume fish, averting a further health and nutrition 
challenge. This highlights the benefits of engaging influencers 
and trusted community leaders in risk communication.9

Importance of community trust and cultural context in the 
containment of the Nipah outbreak in Bangladesh in 2010
In 2010, in an outbreak in Faridpur District, Bangladesh, eight 
people were infected with Nipah virus, of whom seven died. The 
local community lost trust in the services of the local government 
hospitals owing to the failure of biomedical treatment to save 
the lives of the infected patients. Later interviews revealed that 
the community believed that doctors in the tertiary hospital 
had deliberately killed the patients because they did not want 
the disease to spread. They believed that supernatural forces 
were at work and had caused the disease. Anthropologists 
and risk communicators therefore set out to understand the 
local beliefs and cultures, with the help of local volunteers. 
To rebuild rapport and trust, they began by greeting villagers, 

striking up conversations with people they met and listening 
during household visits, and then they explored their beliefs 
and perceptions in private when the people were comfortable. 
Based on those insights, they used interactive communication 
to convey prevention messages in face-to-face community 
meetings at times and places selected by the community 
residents. The messages were explained using pictorial 
aids and photos and taking into account the cultural context. 
The most common pathway of Nipah virus transmission in 
Bangladesh is through drinking raw date palm sap contaminated 
with saliva or urine of fruit bats. Acknowledging the importance 
to the community’s culture of date palm sap and providing 
culture-centric solutions – such as not banning the drinking 
of the sap but emphasising the importance of boiling it before 
drinking – led to greater acceptance. The trust and rapport built 
made the community more comfortable with voicing their doubts 
and uncertainties to the team, and this provided openings for 
the risk communication team to have conversations to convince 
them with biomedical explanations.10

Middle East respiratory syndrome coronavirus in 
Thailand: preparedness, transparency and coordinated 
communication
In 2015, with a Middle East respiratory syndrome coronavirus 
(MERS-CoV) outbreak in the Republic of Korea, all 
neighbouring countries were on high alert. In Thailand, the 
first case – an Omani national who had come to Thailand for 
medical treatment – was confirmed. Thailand had a dedicated 
risk communication unit and system in place, including a risk 
communication plan. It activated the plan. The Ministry of Public 
Health provided information on MERS and was active on social 
media, including fighting rumours and misinformation. It ran 
a cohesive information campaign, with daily media briefings 
and information through other channels such as posters and 
advertisements. Thailand has an extensive network of village 
health volunteers, and, to prevent panic at community level, 
village health volunteers were informed daily. In turn, they 
engaged in dialogue with their village communities. Internally, 
communication was coordinated: daily updates were provided 
to all government department heads and provincial health 
chiefs, as well as provincial risk communication focal points. 
Importantly, communication was contextual and addressed 
public perceptions and concerns, which were monitored and 
analysed using the media and social media as well as 24-hour 
hotlines and two perception surveys. Consequently, the case 
did not lead to panic.11

Status of preparedness on risk 
communication in the region

The first pandemic of the 21st century, the 2003 global outbreak 
of severe acute respiratory syndrome (SARS) was a tipping 
point for recognizing the significance and importance of risk 
communication through community engagement.12 Between 
1 November 2002 and 11 July 2003, 8437 cases and 813 
deaths were reported worldwide.13 The economic impact of 
SARS globally was US$ 30 billion to US$ 100 billion, or around 
US$ 3 million to US$ 10 million per case, disproportionate to 
the actual impact. The fear and perception of risk among the 
public due to a lack of information led to dips in travel, tourism 
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and retail and consequent economic losses.14 This episode 
highlighted the critical importance of public perception and the 
need for effective risk communication. Risk communication 
was later included as a core capacity to be strengthened in the 
revised IHR.3

Member States of the WHO South-East Asia Region have 
since reported on their risk communication capacity every 
year. The State Party annual reporting tool has one indicator 
for risk communication. In 2018, one country – Thailand – 
reported achieving 100% in risk communication. Maldives 
and Nepal gave themselves a score of 20%. The Democratic 
People’s Republic of Korea and India gave a score of 80%. 
All other countries rated themselves at 60%, indicating that 
they had some capacity but that there was scope for further 
strengthening.15

Eight of the eleven Member States of the region have also 
undergone a voluntary joint external evaluation (JEE), a more 
extensive evaluation of capacities undertaken by external and 
internal experts together in a country.16 The JEEs evaluated 
the countries on the following five indicators that represent 
critical areas of risk communication work (see Fig. 1).

● Risk communication systems: this includes a dedicated 
national risk communication unit; a risk communication 
plan, complete with chain of command to local level; staff 
with defined responsibilities; and a dedicated budget for risk 
communication.

● Partner and internal coordination: this involves coordination 
for communication and information sharing among partners, 
and internal government departments, and all those 
involved in the emergency, so that all speak with one voice 
to increase the effectiveness of response and public trust.

● Public communication: this refers to all forms of 
communication to the public, including the media.

● Community engagement: this covers dialogue with 
vulnerable or affected communities.

● Addressing perceptions, risky behaviour and misinformation: 
since perceptions drive people’s actions, and wrong or false 
information can lead to false perceptions, it is essential to 
tackle this area.

Fig. 1 highlights that, among the five areas, the weakest is 
risk communication systems, followed by rumour management 

and public communication. Both internal and partner 
coordination and community engagement are equally strong, 
based on the JEE scores. Capacities in these five areas varied 
widely among countries. The scores by country (see Table 1) 
highlight the variation in capacities among countries and 
among indicators.

Risk communication systems
Most countries have risk communication plans for specific 
diseases, and some have an all-hazards risk communication 
plan. However, Thailand is the only country of the region to 
have all of the following: a dedicated risk communication unit for 
public health emergencies; an all-hazards risk communication 
plan, complete with chain of command to local level; staff 
with defined responsibilities; and a dedicated budget. Most 
countries do not have a dedicated risk communication unit 
or even dedicated risk communication staff for public health 
emergencies.

Risk communication is considered a part of disaster 
preparedness and response planning. Five countries reported 
during their JEEs that integrated risk communication was 
mentioned in disaster-related plans. Five countries reported 
having designated spokespersons to address the media 
during emergencies. Indonesia has regulations in place with 

Fig. 1. Average joint external evaluation percentages for risk 
communication by indicatora
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Table 1. Joint evaluation exercise risk communication scores for eight countriesa

Country Systems Coordination Public 
communication

Community 
engagement

Addressing 
rumours

Bangladesh 2 3 3 3 3

Bhutan 1 2 2 3 2

Indonesia 3 3 4 4 4

Maldives 1 3 3 3 2

Myanmar 1 3 3 2 2

Sri Lanka 2 5 3 4 5

Thailand 4 4 4 4 4

Timor-Leste 2 3 3 3 2
aScoring system: 1, no capacity; 2, limited capacity; 3, developed capacity; 4, demonstrated capacity; 5, sustainable capacity.
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risk communication provisions in emergencies, according to 
its JEE report.17

Gaps and challenges
Most Member States need to develop an integrated all-hazards 
risk communication plan, test it and regularly update it. A risk 
communication function and focal point, with specific terms of 
reference, is also lacking in most countries. Capacity needs to 
be enhanced through more training on risk communication for 
health personnel and by increasing the numbers of emergency 
communication specialists at all levels. Finally, and crucially, 
financial resources in this area need to be shored up. Only 
one country of the region allocates resources specifically to 
emergency risk communication as a whole, although some 
specific areas such as information education communication 
materials do have budget.

Internal and partner coordination
Internal and partner coordination is rated the strongest of 
the risk communication areas in the region. Four countries 
– Indonesia, Maldives, Myanmar and Thailand – mentioned 
cross-agency communication coordination as a strength, with 
formal and informal mechanisms in place for multisectoral and 
partner coordination, in line with emergency response plans. 
Indonesia and Maldives have even tested communication 
coordination in simulation exercises. Most have communication 
coordination in place through mechanisms such as websites, 
text messaging, or social media platforms such as WhatsApp.17

Gaps and challenges
To strengthen communication coordination and collaboration 
across all sectors, there is a need for standard operating 
procedures that define the roles and responsibilities of 
communication partners. Engagement and coordination 
beyond government sectors, with civil society organizations and 
other important non-state actors, is also needed. In countries 
with decentralized health systems, greater coordination with 
local government is necessary.

Public communication
Risk communication is widely perceived as public 
communication, including media communication, and this area 
has received considerable attention. Consequently, almost all 
countries of the region have trained media spokespersons, 
and many have dedicated external communication units in 
their ministries of health. Multiple modes of communication 
are used, including mainstream media and social media. Most 
countries mention regular media briefings and sensitization of 
media reporters.17

Gaps and challenges
Evaluation of public communication for its impact and greater 
evidence-based communication for behaviour change are 
needed. One area of public communication that is evolving 
and changing rapidly is social media, and countries need 
to strengthen their use of social media and adapt to using 
different modes of communication for different audiences. More 
sustained, systematic training on public communication is also 
needed. Sensitization of journalists needs to be frequent, as 
there is a high turnover of health journalists, who tend to move 
on to other fields of reporting.

Community engagement
All countries of the region that have been externally evaluated 
reported strong community engagement systems. All countries 
have networks of community health workers and community 
health volunteers, which are trusted and play a crucial role 
in communicating during emergencies. There are innovative 
mechanisms for community engagement: in Indonesia, for 
example, the government has memoranda of understanding 
with community-based organization people–public–private 
partnerships on disseminating information material to 
communities. The government also supports communities 
through awards incentives. Thailand regularly monitors public 
perceptions through opinion polls.17

Gaps and challenges
While there are strong networks of community health workers 
and community health volunteers to engage with and persuade 
communities to make them part of the public health emergency 
response process and solution, more training is needed for 
health professionals. Community engagement is essential 
but resource intensive, and most countries do not have the 
necessary resources. There is also a need for more evaluation 
tools for communication and engagement with affected 
communities during disasters or health emergencies.

Addressing perceptions, risky behaviour and 
misinformation
Fake news and misinformation are a major source of concern 
during emergencies as mobile internet penetration extends to 
previously inaccessible areas. Addressing people’s fears and 
perceptions is key to stopping rumours.

Bangladesh, Bhutan, Indonesia, Maldives, Sri Lanka and 
Thailand have hotlines and other mechanisms through which 
the public can access government authorities to discuss 
their concerns. This also allows governments to understand 
people’s perceptions and concerns and address rumours. 
Thailand has an extensive and systematic public perception 
and rumour detection system, which includes information from 
media and social media and health volunteers, as well as 
regular perception surveys. The information is analysed and 
used to design public campaigns, including through the media 
and social media. Indonesia also has standard operating 
procedures in place for managing rumours. Bangladesh, 
Bhutan, Maldives, Myanmar and Sri Lanka have systems for 
addressing rumours through the media.

Gaps and challenges
None of the countries evaluated, except for Thailand, has a 
systematic process for rumour detection and management 
in place. Apart from Thailand, no country has a system 
in place for mitigating rumours early, except by issuing 
media statements, which are not always effective and can 
sometimes be counterproductive. Although media and social 
media monitoring is conducted, there are no systematic and 
regular analyses to identify rumours early and proactively plan 
appropriate communication for rumour mitigation. Training 
for health professionals in communication skills also needs 
to be strengthened; patients are most likely to turn to them 
for information or clarification during an emergency. More 
risk communication experts are also needed at subnational/
provincial level.
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Conclusion and the way forward

The areas covered by the five risk communication indicators 
of the JEE are closely interrelated and interdependent. 
Improvements in these areas therefore require an integrated 
and holistic approach, and the cornerstone is a risk 
communication system. Fundamental to building such a 
system are financial resources and technical expertise, and a 
national risk communication plan.

In particular, preparedness and capacity-building on 
developing risk communication systems is poorly funded in the 
region. Technical experts in this area are also limited. There are 
media and public relations experts. There are community-level 
health promotion experts, who often work in areas such as HIV 
or tuberculosis, or other communicable or noncommunicable 
diseases. However, emergency risk communication requires 
the expertise of both, to be applied in the time-limited and high-
stress conditions that occur in an emergency. All countries of 
the region except the Democratic People’s Republic of Korea 
have had capacity-building workshops on risk communication, 
but these have largely been ad hoc, of short duration (less than 
a week) and of variable quality. Those trained have often been 
public health professionals who then move on to other areas 
of public health. To have an adequate pool of trained experts 
for emergencies, a planned and institutionalized approach to 
capacity-building is needed.

Financial resources and building risk communication 
expertise are therefore critical priorities for the region. 
Obtaining both those resources will require the endorsement 
of senior policy-makers. Advocacy to policy-makers and key 
decision-makers on the role and impact of risk communication 
is therefore very important.

A third priority is strengthening systematic listening to public 
concerns. First, in an increasingly connected world, this is 
important because misinformation or wrong information can 
reach millions in minutes and – depending on the message 
– has the potential for great harm. Understanding this and 
responding rapidly can mitigate dangers. Second, only if public 
concerns are understood can they be properly addressed, 
and information about risk communicated effectively in this 
context. Systematic listening means receiving information 
from and about the public through multiple channels, including 
the media, social media and key community figures, and then 
analysing this information and responding appropriately to 
public needs.

How the community perceives various emergencies, what 
they perceive to be their role, how they are influenced and how 
their views tally with the biomedical approach are not widely 
recorded in the WHO South-East Asia Region. This is a region 
of rich social and geographical diversity, and therefore risk 
communication response to emergencies will also need to take 
diverse approaches. Ethnographic and anthropological/social 
research on emergencies in the region will help to improve 
understanding of the acceptability of response to emergencies.

All of these priorities are delineated in the Risk communica
tion strategy for public health emergencies in the WHO South
East Asia Region: 2019–2023.17 The strategy was endorsed in 
the 72nd session of the WHO Regional Committee for South-
East Asia and all the Member States committed to it.

Finally, monitoring and evaluation of risk communication 
actions – both for process and impact – which is a part of 

the regional strategy, will provide insights into what works 
in this region and what does not, and thus make it possible 
to adapt to achieve the most effective mechanisms for risk 
communication.
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Abstract
One Health refers to the collaborative efforts of multiple disciplines working locally, nationally and 
globally to attain optimal health for people, animals and our environment. The One Health approach 
is increasingly popular in the context of growing threats from emerging zoonoses, antimicrobial 
resistance and climate change. The Food and Agriculture Organization of the United Nations, World 
Organisation for Animal Health and World Health Organization have been working together in the wake 
of the avian influenza crisis in the Asia-Pacific region to provide strong leadership to endorse the One 
Health concept and promote interagency and intersectoral collaboration. The programme on highly 
pathogenic emerging diseases in Asia (2009–2014) led to the establishment of a regional tripartite 
coordination mechanism in the Asia-Pacific region to support collaboration between the animal and 
human health sectors. The remit of this mechanism has expanded to include other priority One Health 
challenges, such as antimicrobial resistance and food safety. The mechanism has helped to organize 
eight Asia-Pacific workshops on multisectoral collaboration for the prevention and control of zoonoses 
since 2010, facilitating advocacy and operationalization of One Health at regional and country levels. 
The tripartite group and international partners have developed several One Health tools, which are 
useful for operationalization of One Health at the country level. Member States are encouraged to 
develop a One Health strategic framework taking into account the country’s context and priorities.

Keywords: Asia-Pacific region, coordination, One Health, tripartite, zoonoses

Background

One Health is a collaborative, multidisciplinary and 
multisectoral approach that can address urgent, ongoing or 
potential health threats at the human –animal–environment 
interface at subnational, national, global and regional levels.1 
This definition was worded in part to reflect the high proportion 
of zoonoses (estimated to be 60–70%) among the diseases 
that have emerged in the past 30 years.2,3 Close human–
animal relationships, intensification of agricultural practices 
to feed the ever-increasing human population, deforestation, 
human encroachment on natural habitats, indiscriminate use 
of antimicrobial agents and climate change have contributed 
to the emergence and re-emergence of new pathogens and 
public health emergencies. It is clear that no single discipline 
or sector of society has sufficient knowledge and resources 
to address the emergence or resurgence of these diseases. 
Therefore, One Health is a cost-effective, sustainable, and 
practical approach, particularly for developing countries 
with limited financial and human resources, and the concept 
must be put into practice from central to field level in every 
country.4 The One Health approach is increasingly popular 

in the context of growing threats from emerging zoonoses, 
antimicrobial resistance and climate change, which demand 
a holistic, multidisciplinary approach and public–private 
partnerships.

Evolution of One Health in the region

The Asia-Pacific region is a hotspot for emerging infectious 
diseases and disasters for which countries need to develop 
core capacities for implementation of the International Health 
Regulations, 2005 (IHR). To address endemic, emerging 
and re-emerging infectious diseases, including zoonoses 
in the Asia-Pacific region, the World Health Organization 
(WHO) Regional Offices for South-East Asia and the Western 
Pacific devised the Asia Pacific strategy for emerging 
diseases (APSED) in 2005. This strategy provided a common 
framework for countries of the two regions to strengthen their 
capacities to manage and respond to emerging diseases, 
in line with the core capacity requirements of the IHR. In 
the decade since then, the remit of APSED has broadened 
to an all-hazards approach, i.e., to include non-infectious 
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hazards such as chemicals, toxins and radiological agents 
(APSED III).5 

The avian influenza crisis was a turning point for One 
Health in the Asia-Pacific region. A human outbreak of avian 
influenza A(H5N1), detected in 1997 in Hong Kong Special 
Administrative Region, China, was the first recognized 
instance in which a highly pathogenic avian influenza virus 
had been transmitted to humans and resulted in serious 
illness. Re-emergence of the virus in 2003–2004 in Asian 
countries compelled national authorities to work together at 
the human–animal interface and also highlighted the absence 
of guidance for establishing a functional coordination 
mechanism between the public health and animal health 
sectors. Considering the acute need to promote close 
collaboration between the sectors for management of the 
avian influenza crisis, as well as prevention and control 
of other priority zoonoses, the WHO Regional Offices for 
South-East Asia and the Western Pacific – in collaboration 
with the Food and Agriculture Organization of the United 
Nations (FAO) Regional Office for Asia and the Pacific and 
the World Organisation for Animal Health (OIE) Regional 
Representation for Asia – developed Zoonotic diseases: 
a guide to establishing collaboration between animal and 
human health sectors at the country level in 2008.6 The guide 
focused on four components: (i) surveillance and information 
sharing; (ii) coordinated response; (iii) risk reduction; and 
(iv) collaborative research. In 2019, considering the evolving 
situation and growing need for a global standardized 
guidance document for taking a multidisciplinary One 
Health approach, WHO, in collaboration with FAO, OIE and 
international partners, further developed the guide as Taking 
a multisectoral One Health approach: a tripartite guide to 
addressing zoonotic diseases in countries.1

FAO, OIE and WHO have been working together in 
the wake of the avian influenza crisis in Asia and Africa to 
provide strong leadership to endorse the One Health concept 
and promote interagency and intersectoral collaboration. 
The programme on highly pathogenic emerging diseases 
(HPED) in Asia7 was active during the period 2009–2014. The 
programme was funded by the European Commission and 
implemented by FAO, OIE and WHO in close consultation 
with the secretariats of the Association of Southeast Asian 
Nations (ASEAN) and the South Asian Association for 
Regional Cooperation (SAARC). The objective of the HPED 
project was to strengthen the institutional capacities of 
ASEAN and SAARC and their secretariats to control HPEDs 
and to improve epidemic and pandemic preparedness in the 
region. It provided funding to strengthen animal and human 
health services and to encourage regional integration and 
cooperation by contributing to the control of epidemics, 
epizootics and zoonoses. 

The HPED project in turn led to the development of a 
regional tripartite coordination mechanism in the Asia-Pacific 
region to support collaboration between the animal and 
human health sectors. The commitment to a global tripartite 
collaboration to address animal and pandemic influenza at 
the human–animal interface, formally noted in a concept 
note in 2010, was further reiterated in 2017 to provide 
multisectoral collaborative leadership in addressing health 
challenges such as antimicrobial resistance (AMR) and food 
safety.8

One Health activities coordinated by the 
tripartite collaboration

The regional tripartite coordination mechanism has enabled 
organization of eight Asia-Pacific workshops on multisectoral 
collaboration for the prevention and control of zoonoses since 
2010, facilitating advocacy and operationalization of One 
Health at regional and country levels. The Asia-Pacific platform 
provides opportunities for Member States and international 
partners to share good practices, lessons learnt and challenges 
in operationalization of One Health at the country level. Some 
thematic issues have been identified for each workshop, 
considering importance and impact at a given time, such as 
AMR, neglected tropical zoonoses, disaster management at 
the human–animal interface and climate change. The role of 
coordinating and organizing the workshops rotates around the 
three partner organizations (see Box 1); the secretariat also 
rotates through the partners, and OIE will lead the 9th Asia-
Pacific workshop in 2021.

The tripartite group and international partners have 
developed many One Health tools, which are useful at the 
country level. Various tools and frameworks developed by 
the tripartite group and partners, for operationalization of One 
Health and enhancing multisectoral collaboration, have been 
presented at these workshops. Some countries have also 
shared their experiences of using these One Health tools and 
frameworks and expressed interest in applying other tools as 
needed.9 It was encouraging to see Member States’ growing 
interest in using the One Health tools during the 8th Asia-
Pacific workshop in April 2019 (see Table 1).9

The tripartite group, in collaboration with international 
partners, will continue to provide technical and financial support 
for utilizing these tools at the country level in the coming years. 
Joint risk assessment workshops are planned in Myanmar 
and Thailand, and training facilitators to use the One Health 
zoonotic disease prioritization tool will be organized in the first 
half of 2020.

As a unique model outside the global tripartite group, 
the regional tripartite group has established a One Health 
tripartite coordination group in Bangkok to provide dynamic 
leadership for better coordination and collaboration among the 
tripartite groups at regional and country levels. This will soon 
be formalized. The coordination group regularly collects and 
disseminates information (on focal points, activities and case 
studies) and communicates at and between global, regional 
and country levels and with technical, development and 

Box 1. Year, location and lead agency of Asia-Pacific 
workshops on multisectoral collaboration under the 
tripartite collaboration

• 2010; Sapporo, Japan; WHO
• 2012; Chiang Mai, Thailand; FAO
• 2012; Bali, Indonesia; OIE
• 2013; Kathmandu, Nepal; WHO
• 2014; Bangkok, Thailand; FAO
• 2015; Sapporo, Japan; OIE
• 2017; Manila, Philippines; WHO
• 2019; Bangkok, Thailand; FAO
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financing institutions. It also monitors progress and arranges 
technical and administrative support. The regional tripartite will 
take turns to host the regional secretariat, and FAO, the current 
host, will hand the role over in mid-2020 to OIE, which will carry 
out this function until the completion of the 9th Asia-Pacific 
workshop on multisectoral collaboration in 2021. In addition, 
several tripartite activities have been organized recently at 
subregional levels. These include the ASEAN rabies meeting, 
the SAARC rabies meeting, webinars on rabies, workshops on 
zoonotic influenza and regional workshops on AMR.

Priority areas for collaborative activities at 
regional and country levels

Emerging zoonoses (including zoonotic influenza), rabies, 
AMR and food safety have been identified as priority areas 
for collaborative activities at regional and country levels. 
The coordination group is working with the United States of 
America Centers for Disease Control and Prevention, the 
Fleming Fund, the Global Alliance for Rabies Control, Mission 
Rabies and specialized regional organizations in tripartite 
priority areas of interest. 

Antimicrobial resistance
AMR is an increasing global challenge affecting public health, 
animal health, food safety and environment. The largest 
hotspots of AMR in animals are in Asia, which is home to 
57.6% of the world’s pigs and 56% of the world’s chickens.12 

In addition, the Asia-Pacific region is home to 60% of the 
world’s population.13 Targeted and coordinated interventions 
such as legislative action and subsidies to improve farm 
hygiene are needed to reduce the need for antimicrobials in 
animal production, thereby preserving critical drugs for human 
medicines and treatment of sick animals.14 Multisectoral 
collaboration to combat AMR at the human–animal interface 
in the Asia-Pacific region may serve as another example of 
a One Health operational model. Since the release of the 
Global action plan on antimicrobial resistance in 2015,15 
WHO Regional Offices for South East Asia and the Western 
Pacific have, in collaboration with regional offices of FAO 
and OIE, provided technical support for the development 
of national action plans with a One Health focus in Member 
States. In 2016 and 2018, these were followed up with reviews 
of the progress of implementation16,17 in partnership with 
FAO, OIE and the United Nations Environment Programme 
(UNEP), thus ensuring that multisectoral collaborations and 
a One Health focus of national efforts are strengthened and 
maintained. Tripartite AMR country self-assessment surveys 
have been done since 2016 annually to monitor progress in 
the implementation of national plans on AMR, and data are 
collated in a global database.18

In another example of a concrete One Health model, 
countries in the Asia-Pacific region are being assisted to 
establish and strengthen integrated One Health AMR through 
“Tricycle surveillance” as part of national action plans for AMR 
containment. This uses a globally harmonized protocol for a 
simplified and integrated surveillance system with a single key 

Table 1. Countries’ use of and interest in standardized One Health tools as of April 2019a 

Country Tool(s) applied
Tool(s) under 
consideration Country Tool(s) applied

Tool(s) under 
consideration

Afghanistan JEE – Nepal JEE NBW, JRA, OHZDP

Australia JEE – Pakistan JEE, JRA, OHZDP
OH-APP

Bangladesh
JEE, NBW, OH-APP, 

4WLP JRA Papua New Guinea PVS

JRA, OHZDP, JEE, 
NBW,OH-SMART™, 

OH-APP

Bhutan JEE, NBW
JRA, OH-APP, 
OH-SMART™ Philippines JEE NBW, JRA, OHZDP

Cambodia JEE, OH-SMART™ – Samoa – JEE, JRA
China OHZDP – Sri Lanka JEE JRA

Indonesia

JEE, NBW, JRA, 
OHZDP, OH-APP, 

4WLP, OH-SMART™ SARE Thailand

JEE, OH-APP, 
OH-SMART™, 

OHZDP MCDA
Lao People’s 
Democratic Republic

JEE, OH-SMART™, 
OH-APP – Timor-Leste JEE –

Malaysia JEE NBW, OH-APP Tonga – JEE

Maldives JEE OHZDP, NBW Vanuatu JEE

JRA, NBW, 
OH-SMART™, 

OH-APP

Mongolia JEE
NBW, JRA, 

OH-SMART™ Viet Nam
JRA, JEE, 4WLP, 

OH-APP
OH-SMART™, SARE, 

NBW, OHZDP

Myanmar JEE
JRA, NBW, 
OH-SMART

4WLP: four-way linking project for assessing health risks at the human–animal interface;10 JEE: joint external evaluation; JRA: joint risk assessment; MCDA: multi-
criteria decision analysis for assessment of national rabies control programme; NBW: National Bridging Workshop (International Health Regulations and Performance 
of Veterinary Services); OH-APP: One Health assessment for planning and performance; OH-SMART™: One Health system mapping and analysis resource toolkit; 
OHZDP: One Health zoonotic disease prioritization; PVS: Performance of Veterinary Services; SARE: step-wise approach towards rabies elimination.11

aAs reported at the 8th Asia-Pacific workshop on multisectoral collaboration, April 2019, Bangkok, Thailand.9
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indicator: the frequency of extended-spectrum b-lactamase 
(ESBL)-producing Escherichia coli.19 The Tricycle surveillance 
protocol aims to help countries to establish a simple 
multisectoral integrated system to monitor ESBL-producing 
E. coli in humans, the food chain and the environment and 
to build from this a systematic and standardized national 
integrated surveillance system on AMR. This provides 
additional insights into source attribution, identifying hotspots 
of ESBL-producing E. coli emergence in the environment and 
animals and their transmission to humans, and mapping risk 
factors for transmission of ESBL-producing E. coli. The insights 
thus gained will help prioritize and target control and mitigation 
strategies to directly decrease the burden of disease. WHO 
is supporting the Tricycle project in Asia-Pacific countries, 
namely India, Indonesia, Malaysia and Nepal, on a pilot basis.

International Health Regulations–Performance of 
Veterinary Services national bridging workshops
WHO and OIE are the two main international organizations 
responsible for proposing standards and references for the 
public health and animal health sectors, respectively. WHO and 
OIE support their Member States in undertaking assessments 
of existing strengths and gaps to comply with IHR and the OIE 
intergovernmental standards. WHO and OIE work together and 
have clarified the links between their respective assessment 
tools, namely the IHR monitoring and evaluation framework 
(MEF)20 and the Performance of Veterinary Services (PVS) 
Pathway.21 WHO and OIE consider that joint use of the IHR-
MEF and the OIE PVS Pathway at the country level will result 
in better alignment of capacity-building and strategies between 
the human and animal health sectors. Using their comparative 
advantages, they have jointly defined an operational approach 
to proposing capacity-building activities to strengthen 
interactions between professionals and policy-makers from 
both sectors. 

WHO and OIE are therefore working together to support 
national IHR-PVS bridging workshops at the country level.22 
The workshops guide the participants through the IHR and 
PVS assessments conducted in the human and animal 
health sectors, respectively, explore options for improved 
collaboration and coordination, and inform operational 
strategies to be used by policy-makers for concerted corrective 
measures and strategic investments in national roadmaps. The 
workshops have the added value of a One Health approach 
for the management of public health events at the human–
animal interface. The outcome from the workshops is valuable 
for developing national action plans for health security. So 
far, workshops have been organized in Bangladesh, Bhutan, 
Indonesia and Myanmar and are expected to be conducted in 
Maldives, Nepal and the Philippines in 2020. 

Foodborne diseases and food safety
Food safety is another shared responsibility. It requires 
multisectoral collaboration – from food production to consump-
tion – and cooperation to ensure compliance with acceptable 
food standards, i.e. a One Health approach. The international 
food standards produced by the Codex Alimentarius 
Commission23 are among the most important global public goods 
that WHO produces together with FAO. The national Codex 
committee in each Member State plays an important role in 
promoting multisectoral coordination and collaboration for food 

safety and in providing national input to the Codex standard 
development process at regional and global levels. The FAO/
WHO Codex Trust Fund supports countries to build strong, 
solid and sustainable national capacity to engage in Codex. 
The WHO South-East Asia Regional Office and FAO Regional 
Office for Asia and the Pacific facilitated submission of a robust 
group application by Bhutan, India and Nepal to the Codex 
Trust Fund;24 this was the first group application approved by 
the Fund at the global level as well as in Asia. These countries 
shared their experience of successful application, scope and 
use of the FAO/WHO Codex Trust Fund during a side-event 
at the 21st meeting of the Codex Committee for Asia in Goa in 
September 2019. As a result, many Asian countries are now 
encouraged and interested in making a group application within 
the next round of the Codex Trust Fund.

Parasitic zoonoses such as foodborne trematodiases, 
taeniasis/cysticercosis and echinococcosis are neglected 
tropical diseases causing a significant burden of disease in 
Asia. Lessons learnt from past experience show that these 
parasitic zoonoses can be controlled, prevented and possibly 
eliminated through the One Health approach by using an 
integrated mix of effective and feasible interventions. These 
include preventive chemotherapy, treatment, vaccination 
and management of animal reservoirs, safe food handling 
and preparation, and provision of safe water, hygiene and 
sanitation, delivered through strong intersectoral collaboration 
and partnership. In view of the burden of neglected parasitic 
zoonoses in Asia and the need for a One Health approach, FAO, 
OIE and WHO organized a meeting to accelerate prevention 
and control of neglected foodborne parasitic zoonoses in 
high-burden Asian countries in Luang Prabang, Lao People’s 
Democratic Republic, in October 2018 with the involvement of 
the animal health, human health, food safety, and water and 
sanitation sectors, at which country-specific action plans to 
accelerate prevention and control were developed.25 

FAO, WHO, the World Trade Organization and the African 
Union hosted two high-level food safety conferences in 2019 
– the first International Food Safety Conference in Addis 
Ababa26 and the International Forum on Food Safety and 
Trade in Geneva.13 Both events highlighted the need for urgent 
international action to bolster food safety, to align food safety 
strategies and approaches across sectors and borders using 
a One Health approach and to reinforce efforts to achieve the 
United Nations Sustainable Development Goals. 

Conclusion

There is a growing recognition of One Health at global, 
regional and country levels, not only for prevention and control 
of zoonoses but also in response to AMR, food safety and 
climate change concerns. The establishment of a functional 
tripartite One Health coordination group in the Asia-Pacific 
region to provide leadership and technical support and to 
apply various One Health tools for operationalization of One 
Health at the country level is crucial. The regional tripartite 
group has benefited from added value by working together 
to provide better services in a coordinated and cost-effective 
manner. Member States are encouraged to establish a One 
Health secretariat to deal with One Health issues and to 
develop a One Health strategic framework taking into account 
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the country’s context and priorities. Domestic funding for One 
Health activities is critical for sustainable operationalization of 
One Health.
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Abstract
Indonesia has made excellent progress on emergency preparedness in compliance with the 
International Health Regulations, 2005, including a joint external evaluation (JEE) of IHR core 
capacities in 2017. Development of the National action plan for health security (NAPHS) began 
soon after the JEE, through multisectoral coordination and collaboration and with the support of a 
presidential instruction. The logic model approach was used to develop the NAPHS, and provided 
a robust framework to ensure that activities were linked to indicators at the various capacity levels 
delineated in the JEE. The NAPHS includes a comprehensive tool within which monitoring and 
evaluation are completely separated and different indicators applied. Furthermore, development of 
the NAPHS was done in parallel and in line with that of the National medium-term development plan 
2020–2024, which included a focus on health system strengthening based on the primary health-care 
approach. An innovative approach taken in 2018 was the inclusion of emergency preparedness in the 
mandatory minimum service standards for provincial and district governments. These standards clearly 
articulate the importance of local emergency preparedness in Indonesia’s decentralized governance 
through the development of contingency plans and simulation exercises for natural disasters and 
potential disease outbreaks. Development of the NAPHS has benefited from Indonesia’s extensive 
experience in pandemic influenza preparedness planning and exercises, integrated with a national 
disaster management system. By signing the Delhi Declaration on Emergency Preparedness in the 
South-East Asia Region, Indonesia has signalled its commitment to implementing the NAPHS in full, 
focusing on enhanced emergency preparedness at all administrative levels.

Keywords: Indonesia, International Health Regulations (2005), joint evaluation exercise, national action plan for health security, 
pandemic preparedness

Background

The world is undergoing rapid changes affecting all aspects 
of human life and society, such as the increasingly easy and 
affordable transportation between countries. The resultant 
large numbers of travellers in short time periods increases 
the difficulty in detecting disease carriers at international 
points of entry, such as airports, ports and ground crossings. 
This, and the rise in emerging infectious diseases (EIDs) has 
necessitated a paradigm shift in emergency preparedness. 
The International Health Regulations, 2005 (IHR), signalled 
the need to move from control at borders to containment 
at source and from managing emergencies to managing 
risks.1 The IHR aim to improve countries’ core capacities in 
detection, verification, reporting and response to public health 
emergencies of international concern (PHEICs). In line with 
this, the Asia Pacific strategy for emerging diseases and public 
health emergencies (APSED III)2 was adopted to guide the 

efforts of countries, including Indonesia, to strengthen national 
and regional capacities in relation to emerging diseases and 
public health emergencies, and also to strengthen regional 
and international partnerships.

EIDs such as Ebola, Middle East respiratory syndrome 
and avian influenza have raised concerns for international 
public health. In 2019, A world at risk: annual report on 
global preparedness for health emergencies emphasized 
that the world is at acute risk of devastating regional or 
global disease epidemics or pandemics that threaten not 
only to cause loss of life but also to upend economics and 
create social chaos.3

After the Ebola outbreak in west Africa in 2014, several 
countries, led by the United States of America, initiated a global 
forum called the Global Health Security Agenda (GHSA)4 to 
accelerate IHR implementation by providing political leverage 
and momentum for high-level and multisectoral commitments, 
investments and efforts to address health emergencies. 

mailto:rimk%40who.int?subject=


Rai et al.: Strengthening emergency preparedness and response in Indonesia

27WHO South-East Asia Journal of Public Health | April 2020 | 9(1)

Indonesia chaired the GHSA in 2016 and it hosted the 5th 
GHSA ministerial meeting in Bali in 2018.

Indonesia’s geographical location and position as an 
international transport hub make it a hotspot for EIDs and 
for epidemics to acquire pandemic potential. Preventing and 
minimizing the impact of such occurrences has therefore 
become a priority for Indonesia, and this is reflected in the 
country’s national health strategies and action plans.

Experience of pandemic influenza 
preparedness for strengthening 
emergency preparedness

A notable example of Indonesia’s efforts in emergency 
preparedness is the tremendous effort to improve pandemic 
preparedness following avian influenza A(H5N1) outbreaks 
in humans in 2005 through the development of the National 
strategic plan for avian influenza control and pandemic 
influenza preparedness 2006–2008.5 In 2006, an avian 
influenza com mittee was established as a multisectoral 
platform; it was superseded by a committee with the broader 
remit of controlling priority zoonoses. Since December 2016, the 
functions of the zoonoses committee have been embedded in 
the Coordinating Ministry for Human Development and Cultural 
Affairs. Furthermore, the presidential instruction Capacity 
building in preventing, detecting and responding to epidemics, 
global pandemics and chemical, biological nuclear emergency 
demonstrated a high level of commitment and provided a 
multisectoral framework to increase resilience in facing public 
health emergencies that may impact national and global health 
security.6

Responding to the influenza A(H1N1)pdm09 pandemic 
in 2009, Indonesia developed and implemented a pandemic 
response plan involving multisectoral stakeholders.7 Influenza-
like illness and severe acute respiratory infection sentinel 
surveillance as part of Global Influenza Surveillance and 
Response System (GISRS) detected H1N1pdm09 in 2009 in 
Indonesia.8 Influenza surveillance has a crucial role, especially 
in monitoring the patterns of the influenza virus circulated in 
Indonesia and for early detection of the emergence novel 
influenza viruses.

In 2011, to ensure equality and fairness on pandemic 
preparedness, Indonesia catalysed the development of the 
Pandemic influenza preparedness framework for the sharing 
of influenza viruses and access to vaccines and other 
benefits (the PIP framework) to improve pandemic influenza 
preparedness and response with the objective of a fair, 
transparent, equitable, efficient, effective system prioritizing 
low- and middle-income countries according to public health 
risk and need.9

Based on lessons learnt from the experience of the 2009 
H1N1 influenza pandemic, WHO developed the guideline 
Pandemic influenza risk management,10 which marked a shift 
towards an all-hazards emergency risk management approach 
to pandemic preparedness and response. In 2017, Indonesia 
used this guideline, together with the WHO pandemic 
preparedness checklist (updated in 2018),11 in creating the 
National pandemic risk management guideline12 and Epicentre 
pandemic influenza contingency plan.13 These were developed 
using a whole-of-society approach, involving multisectoral 

stakeholders at all levels, resulting in a common agreed 
coordination framework with clear roles and responsibilities 
defined for all sectors and agencies.

Testing the pandemic influenza preparedness plan 
provided important opportunities to strengthen IHR capacities 
in relation to all hazards. Two full-scale pandemic influenza 
epicentre simulation exercises for the rural and urban contexts 
were completed in Bali in 2007 and Makasar city in 2009, 
respectively. In September 2017, WHO supported a third 
full-scale field simulation exercise to test national pandemic 
influenza contingency planning. These exercises were 
important milestones to show the functional capacities to detect 
and contain an outbreak of novel influenza at its epicentre by 
various sectors at all levels. The multisectoral bodies and 
processes engaged in the exercises included the National 
Disaster Management Agency, civil–military interoperability, 
and business contingency planning in essential sectors, for 
example that carried out by the National Nuclear Energy 
Agency. This exercise linked pandemic preparedness and 
response into the national disaster framework to enable access 
to and mobilization of emergency funds and resources for 
epicentre pandemic containment. To date, out of 34 provinces, 
Indonesia has rolled out pandemic influenza contingency plans 
in 24. In 2019, Indonesia updated the influenza pandemic 
contingency plan, moving away from the epicentre containment 
approach towards a focus on pandemic mitigation.14

Implementation of the IHR and the Global 
Health Security Agenda

The Government of Indonesia has complied with IHR 
implementation since 2007. In 2011, a national commission 
for the implementation of IHR was established, involving 
multiple stakeholders including from non-health sectors. In 
2014, Indonesia met its IHR core capacity requirements, 
which it continues to maintain. This is particularly important 
in the context of the country’s decentralized political and 
health service delivery structures and wide geographical and 
ecological diversities.

In 2016, the GHSA and WHO worked together to revise the 
IHR monitoring and evaluation framework, and the result of this 
joint effort was the development of the joint external evaluation 
(JEE) tool15 to evaluate countries’ capacities to prevent, detect 
and respond to a PHEIC; the JEE was subsequently revised in 
2018.16 The JEE tool is used to assess core capacities in four 
categories: prevent, detect, respond and other; 19 technical 
areas cover the 11 GHSA action packages,17 together with 48 
indicators to score capacities.

Joint external evaluation of Indonesia’s IHR core capacities
To demonstrate Indonesia’s commitment to implementing the 
IHR, in February 2017 the Government of Indonesia voluntarily 
asked WHO to organize a JEE conducted by an external team. 
The objective was to assess Indonesia’s existing capacity 
to deal with a PHEIC. The evaluation used a standardized, 
systematic and participatory approach and identified additional 
needs or gaps and priority actions. To ensure that the JEE 
process ran smoothly and reflected Indonesia’s overall 
capacity, a GHSA working group was created within the 
Ministry of Health.18 By ministerial decree, coordinators were 
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appointed for each category of technical area, and focal points 
were appointed for each technical area. They are responsible 
for coordinating and collaborating within the Ministry of Health, 
with other relevant ministries and with stakeholders to conduct 
a self-evaluation of all activities in each technical area.

A Ministry of Health point of contact was also set up, 
to communicate with WHO at country, regional and global 
levels. Communication includes arrangements for sending 
national experts to participate in other countries’ JEEs and for 
orientation on the JEE process. These national experts played 
a fundamental role in preparation for the JEE in Indonesia, in 
particular by providing information on how self-evaluation and 
internal coordination were conducted in other countries.

Each technical area focal point held regular and intensive 
multisector and multistakeholder meetings, with attendees 
including partners and donors. Partner and donor communities 
were actively involved, and the process enabled them to align 
their priorities, projects and further development support 
with country priorities and capacity gaps identified through 
standardized and systematic evaluation using the JEE tool.

An internal mock review was done at the midpoint of JEE 
preparations to help to refine and improve self-evaluation 
results. It unanimously determined the level of Indonesia’s 
capacity prior to evaluation by the JEE external team.

The JEE by the external team took place during 20–
24 November 2017. The external team consisted of technical 
experts representing a range of countries and organizations. 
The JEE reflected active multisector involvement, since all 
Indonesian stakeholders were present during the evaluation 
and each technical area was presented not only by the health 
ministry but also by representatives of the sectors in question; 
for example, the radiation emergency technical area was led by 
Nuclear Energy Regulatory Agency and the technical area on 
zoonotic diseases was led by the Ministry of Agriculture. Based 
on the findings of Indonesia’s JEE self-assessment exercise, 
discussion and peer review by the JEE external expert team 
and its Indonesian counterparts during the evaluation week, 
the JEE results were agreed by all parties.19 The results of 
the JEE showed that Indonesia has reached a fairly good 
level overall; of the 48 indicators, 34 had developed capacity 
(scoring 40–70%), 14 had demonstrated capacity (scoring 
> 70%) and none had zero capacity.

The three overarching recommendations below emerged 
from the JEE of Indonesia.

1. Develop and implement a fully integrated, multisectoral 
national action plan for IHR implementation, facilitated by a 
legal decree at the highest level.

2. Establish a mechanism to coordinate the IHR and global 
health security work of all relevant ministries, agencies and 
institutions.

3. Evaluate and improve decision-making structures and 
delegation of authority and responsibility to act, not only 
between national and subnational levels, but also at national 
level.

National action plan for health security

The development of the National action plan for health security 
2020–2024 (NAPHS), which was launched in January 2020,20 

began soon after completion of the JEE, maintaining the 
momentum in accelerating efforts to strengthen emergency 
preparedness and response systems and plans. It was 
synchronized with the drafting of the National medium-term 
development plan 2020–2024.21 The development of the 
NAPHS was a fully nationally owned and motivated process 
with strategic direction from high-level government officials, 
and active involvement and guidance from experienced 
national experts. Stakeholders who had been involved in the 
JEE were invited by the relevant technical area focal points to 
plan the NAPHS.

During the development of the NAPHS, the following 
methodology was implemented.

1. The JEE tool was used as the foundation, taking the JEE 
target for each technical area as the goal, the indicators as 
the outcomes and the level of capability as the output. This 
was done on the basis that the JEE tool is comprehensive 
and that Indonesia’s capacity would continue to be 
measured by these standards in the future.

2. A logic model approach was used for the 19 technical areas 
of the JEE; the approach was initially developed for the 11 
action packages launched by the GHSA in 2014. In the logic 
model for the NAPHS, important activities in each of the 19 
technical areas are linked to indicators at different capacity 
levels. The logic model for the preparedness technical area 
is shown in Fig. 1. This allowed straightforward calculation 
of the costs of the group of activities that are the main 
contributors to the achievement of each indicator. The new 
WHO benchmarks for IHR capacities adopts a very similar 
approach.22

3. There was a focus on selecting priority activities that are in 
line with JEE outcomes and outputs and harmonising them 
with existing budgeted national working plans, to ensure 
that priority activities were implemented.

4. A gap analysis was performed based on the JEE 
recommendations for each technical area; as a result, new 
activities were designed to close the gaps and achieve the 
recommended outcomes. These new activities are open to 
funding from the government, donors or partners.

NAPHS results show that the priority activities to achieve the 
outcomes are already aligned with existing national working 
plans for all 19 technical areas and that around 95% of priority 
activities have been budgeted for.

Monitoring and evaluation
In addition to the WHO monitoring and evaluation tools, 
Indonesia has developed a comprehensive tool in which 
monitoring and evaluation are completely separated and 
different indicators applied. Monitoring involves tracking of 
planned activities to ensure that they do not deviate from 
their original targets. It uses output indicators that may be 
quantitative or qualitative in nature. Any deviation detected 
should trigger immediate corrective actions. Evaluation, on the 
other hand, emphasizes the outcome or impact of the activities 
as a whole and thus is more detailed and comprehensive. Any 
unachieved outcome needs to be replanned for the coming 
years. It is hoped that by assessing the results of monitoring, 
which is conducted more frequently than evaluation, any 
shortcomings will be detect more quickly, enabling immediate 
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corrective action to be taken and making outcomes more likely 
to be achieved. The outcome indicators are taken from the JEE 
tool and are linked with activities in the logic model. Scoring of 
these indicators is based on achievement of the output targets. 
For example, if four of the five output targets are achieved, or 
almost achieved, the score for that particular outcome is 80%.

High-level political commitment and multisectoral 
mechanisms
The JEE also recommended that a legal decree at the 
highest level be issued to facilitate the development 
and implementation of the NAPHS, that a coordination 
mechanism be established and that delegation be evaluated 
and improved, not only between national and subnational 
levels but also at national level. A presidential instruction 
on enhancement of capability in preventing, detecting and 
responding to epidemics, global pandemics, and nuclear, 
biological and chemical emergencies was prepared, in 
line with the scope of the JEE.6 Responsibility for these 19 
technical areas in the JEE is spread across three coordinating 
ministries (the Coordinating Ministry for Political, Legal 
and Security Affairs, the Coordinating Ministry for Maritime 
Affairs and Natural Resources, and the Coordinating Ministry 
for Human Development and Cultural Affairs). Regular 
government coordination is already established among the 
coordinating ministries; therefore, the presidential instruction 
was intended to emphasize the Government of Indonesia’s 
commitment to health security as critical for Indonesia and its 
intention to ensure that all ministries and agencies, including 
at subnational level, include health security in their plans.

The issuing of this presidential instruction clearly indicates 
the importance attributed to health security by the government. 
Dissemination of and advocacy for this instruction was planned 
and led by the Presidential Office. Each ministry and agency 
will develop and align its activities to support health security. 
Since those at subnational level are not yet involved in JEEs, 
this presidential instruction enables them to prepare and 
budget for health security activities, which is essential, as all 
the pandemics start at subnational level.

Innovative approach to strengthening emergency 
preparedness at subnational levels
In Indonesia, risk indexing and mapping for natural disasters 
are carried out by the National Disaster Management Agency. 
Since governance in Indonesia is decentralized, a command 
post at the district level has the primary responsibility for 
mobilizing emergency response, including containment at 
source for high-threat infectious hazards. The resources at 
the province and central government levels can be mobilized 
to support the command post operation. In an escalating 
emergency scenario, where the district has no capacity to tackle 
the emergency response, the province issues an emergency 
statement and takes over the emergency operation lead. In 
the worst-case scenario, a national emergency response 
statement can be issued by the President to activate a national 
emergency command post.

An innovative approach taken in 2018 was the inclusion of 
emergency preparedness in the minimum service standards 
developed by the Ministry of Home Affairs.23 Achieving and 
maintaining these minimum service standards are mandatory 
for each district and municipality. The standards include risk 

assessment, contingency planning and exercises for disease 
outbreaks, including outbreaks of zoonoses. The standards 
also facilitate risk profiling and mapping of important outbreak-
prone diseases, strengthening of the early warning alert and 
response system and building the capacity of rapid response 
teams. The minimum service standards are important for 
the development and testing of scenario-based contingency 
planning for disaster risk mitigation and management of 
natural hazards at district and provincial levels. In addition, 
they enable all health-care centres and hospitals to assess 
preparedness and operational readiness for identified risks in 
their catchment areas. Five key ministries responsible for the 
success of minimum service standards work synergistically to 
improve emergency preparedness at subnational level – the 
Ministry of Health, the Ministry of Home Affairs, the Ministry of 
Environment and Forestry, the Ministry of Public Works and 
Public Housing and the Ministry of Education and Culture. 
Local governments should allocate sufficient resources to 
achieving the minimum service standards. The village fund 
programme could be used to strengthen community emergency 
preparedness.

Conclusion and the way forward

The JEE and lessons learnt from implementation of the 
Pandemic influenza preparedness framework both benefited 
the development of the NAPHS in Indonesia. This was further 
enhanced by multisectoral coordination mechanisms and the 
active engagement of all relevant stakeholders and the highest 
level of political commitment and authoritative backing through 
various presidential decrees.

Building an emergency preparedness culture in all sectors 
and at levels is essential. Robust preparedness planning 
for pandemic influenza and other EIDs using the all-hazard 
and whole-of-society approaches facilitates advocacy for 
investment preparedness activities while strengthening 
resilience at national, subnational and community levels.

The Indonesian experience in applying a logic model 
approach to develop the activities of the NAPHS is unique. 
The approach clearly shows how the activities of each 19 
technical areas logically link with corresponding indicators 
to achieve capacities required. NAPHS development was a 
fully nationally owned process with WHO strategic guidance. 
A first step towards full implementation will be to ensure that 
the presidential instruction is operationalized in all relevant 
policies and activities of all relevant ministries and institutions 
at national and subnational levels.

Full implementation of the NAPHS will also depend on 
health system strengthening. Development of the NAPHS was 
synchronized with the drafting of the National medium-term 
development plan 2020–2024. This parallel working reflects 
that health security is enhanced through a strengthened health 
system based on the primary health-care approach, because 
of the need for timely delivery of key capacity functions at the 
front-line level, such as primary prevention, health promotion 
and early detection. This is especially relevant in Indonesia, 
with decentralized organizational structures and geographical 
challenges. Key components of the primary health-care 
approach are equity, cross-sector collaboration, community 
empowerment and use of appropriate technology.
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Recognizing the need to strengthen the IHR capacities 
in decentralized settings, the country has taken important 
steps towards ensuring health emergency risk mitigation and 
management through enhanced preparedness planning and 
efforts at subnational levels, by implementing minimum service 
standards at province and district levels.

With the signing of the Delhi Declaration on Emergency 
Preparedness in the South-East Asia Region on 3 September 
2019, Indonesia has committed to developing stronger 
partnerships among countries of the WHO South-East Asia 
Region, to scale up capacities in disaster risk management and 
emergency preparedness involving all relevant stakeholders 
for a safer and more secure region.24 As a member of the 
GHSA steering committee, Indonesia has also committed to a 
global leadership role on global health security.
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Abstract
The World Health Organization (WHO) emergency medical team (EMT) mentorship and verification 
process is an important mechanism for providing quality assurance for EMTs that are deployed 
internationally during medical emergencies. To be recommended for classification, an organization 
must demonstrate compliance with guiding principles and core standards for international EMTs and 
all technical standards for their declared type, in accordance with a set of globally agreed minimum 
standards. A rigorous peer review of a comprehensive documentary evidence package, combined 
with a 2-day verification site visit by WHO and independent experts, is conducted to assess an EMT’s 
capacity. Key requirements include having sufficient systems, equipment and procedures in place 
to ensure an EMT can deploy rapidly, providing clinical care according to internationally accepted 
standards, being able to be fully self-sufficient for a period of 14 days and being able to fully integrate 
into the emergency response coordination structure and the health system of the country affected 
during deployment. Through the WHO mentorship programme, each EMT is provided with a mentor 
team, which guides and supports it during the preparatory process. The process typically takes around 
1 to 2 years to complete. The Thailand EMT is the first team from the WHO South-East Asia Region to 
successfully complete the WHO mentorship and verification process. The experience of this process 
in Thailand can serve as an example for other countries in the South-East Asia Region and encourage 
them to strengthen their emergency preparedness and operational readiness by getting their national 
EMTs verified.

Keywords: emergency medical team, health system emergency preparedness, South-East Asia, Thailand

Background

Countries in the World Health Organization (WHO) South-
East Asia Region face a broad range of disasters, from natural 
hazards including earthquakes, floods, tsunamis, landslides and 
volcanic eruptions to outbreaks and other types of emergencies. 
Sudden onset disasters occur without any advance notice or 
warning and often cause extensive injuries to people and damage 
to health-care systems, damaging or destroying health facilities 
in crisis situations that may exceed a country’s capacity to 
respond. In addition, instances of conflicts with non-state actors 
result in large numbers of civilian casualties and large numbers 
of trauma patients. Furthermore, hospitals are being attacked 
with disconcerting frequency. This situation brings with it a set 
of unique challenges, as large numbers of complicated trauma 
cases require immediate intervention by skilled trauma teams.

Emergency medical teams (EMTs) are defined as 
“groups of health professionals providing direct clinical 
care to populations affected by disasters or outbreaks and 
emergencies as a surge capacity to support the local health 
system”.1 Experiences from health emergencies in the region 
have shown that, following a sudden onset disaster, a large 
number of EMTs often arrive in the country affected to provide 
emergency care to patients with traumatic injuries and other 
life-threatening conditions. However, in an emergency, the 
outcome of the response depends on how quickly the right 
expertise reaches the right place at the right time to meet 
the needs of the people affected. In many emergencies, the 
deployment of EMTs is not based on assessed needs, and 
there is wide variation in EMTs’ capacities, competencies and 
adherence to professional ethics. EMTs are often unfamiliar 
with international emergency response systems and standards 
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and may not integrate smoothly into the usual coordination 
mechanisms.

Following the experience of the catastrophic earthquake 
that occurred in Haiti in 2010, WHO identified an urgent need 
to develop standards and a coordination mechanism for EMTs 
(referred to at the time as “foreign medical teams”). A working 
group was established and met for the first time in December 
2011, resulting in the publication in May 2013 of Classification 
and minimum standards for foreign medical teams in sudden 
onset disasters, informally known as “the blue book”.2 In this 
key policy document, EMTs are categorized into three types, 
as follows.

 ● Type 1 EMTs provide outpatient emergency care and have 
the capacity to conduct at least 100 patient consultations 
per day (for type 1 fixed teams, which have a fixed health 
facility) or 50 patient consultations per day (for type 1 mobile 
teams, which are able to move frequently and access 
remote areas).

 ● Type 2 EMTs provide inpatient surgical emergency care, 
with capacity for at least 7 major or 15 minor surgeries and 
20 inpatients per day.

 ● Type 3 EMTs provide referral-level care, with capacity for 
at least 40 inpatients per day, including four to six intensive 
care beds.

 ● Additional specialist cells can provide care in support of 
existing facilities, in areas such as burns care, rehabilitation 
and other specialized clinical areas.

The “blue book” also outlines minimum standards for EMTs, 
divided into 6 guiding principles and 13 core standards that 
apply to all EMTs equally, as well as a number of technical 
standards that apply to certain types of EMT.2

In recent years, there has been a shift in the focus of the 
global health emergency response architecture towards 
regionalization and strengthening national capacities. This was 
reflected in the decision made at a global meeting of the EMT 
community in December 2015 to change the term “foreign 
medical team” to “emergency medical team”, to underline 
the leading role of the national EMT in every response and 
the need to have unified coordination systems for national 
and international teams. The working group on foreign 
medical teams evolved into the WHO emergency medical 
teams initiative, which aims to support Member States and 
nongovernmental and international organizations by setting 
minimum standards, identifying best practices, and establishing 
logistics and operational field coordination standard operating 
procedures (SOPs).3

The WHO South-East Asia Region took on a leadership 
role in the regionalization of the EMT initiative when, following 
a comprehensive consultation process, the WHO Regional 
Committee for South-East Asia, in its 71st session in September 
2018, adopted resolution SEA/RC71/R5 on strengthening 
emergency medical teams (EMTs) in the South-East Asia 
Region.4 The resolution confirms that EMTs play an important 
role in the response to emergency situations; it acknowledges 
the need to adopt WHO minimum standards and the need to 
implement quality assurance and governance mechanisms at 
national, regional and international levels; and it urges Member 
States to establish or strengthen the national mechanisms 
that support effective and high-performing national EMTs, in 

line with the WHO classification and minimum standards, and 
to develop and implement a national plan for strengthening 
systems for EMTs.2

The mentorship and verification process 
for the Thailand emergency medical team

WHO has developed a global mentorship and classification 
process to provide independent quality assurance for EMTs 
that intend to make themselves available for international 
support. The process is based on the globally recognized 
minimum standards for EMTs. Teams that have successfully 
completed the process are included in a global directory of 
internationally deployable EMTs. 

Once an EMT has expressed its interest in entering the 
WHO mentorship and verification process, and after a self-
assessment of existing capacities has been conducted using a 
standardized checklist, teams are assigned a mentor team to 
support the development of the EMT and help it to prepare for 
verification. This process usually entails several site visits, as 
well as close collaboration and communication remotely over 
an extended period of time. Mentors are typically peers from 
other EMTs that have recently completed the process with their 
own teams. A lead mentor is usually assisted by two support 
mentors, ensuring that all three key technical areas of an EMT – 
clinical capacity, logistics, and management and administration 
– are covered. The mentorship process usually leads to a 
verification site visit, conducted over a period of 2 days by a 
group of independent peer reviewers led by WHO, to evaluate 
the EMT’s ability to meet all the required minimum standards.

Thailand has been a strong supporter of the EMT initiative in 
the WHO South-East Asia Region since 2011. The country has 
a strong national capacity of 77 domestic medical emergency 
response teams from the Ministry of Public Health, located in 
each of the 77 provinces to ensure rapid response to domestic 
emergencies, as well as four military medical emergency 
response teams. The Thailand EMT has experience of 
international deployments to support other countries, during 
the responses to Cyclone Nargis in Myanmar in 2008, the 
Nepal earthquake in 2015 and the collapse of a major dam 
affecting the Attapeu province of the Lao People’s Democratic 
Republic in 2018.

Based on this sound foundation, WHO verification of the 
Thailand EMT as an international EMT was included as a target 
in the United Nations Partnership Framework for Thailand 
2017–2021.5 To establish an international EMT based on the 
national medical emergency response teams, the Ministry 
of Public Health of Thailand partnered with the Ministry of 
Defence, the Ministry of Interior and the Ministry of Foreign 
Affairs; the Royal Thai Armed Forces; the Thai Red Cross 
Society; and the Thai Association for Emergency Medicine.

A team of mentors (author AT was lead mentor) from 
Australia, Japan and Spain was assigned to the Thailand EMT 
to provide guidance and advice, in close collaboration with the 
WHO EMT Secretariat, the WHO Regional Office for South-
East Asia and the WHO Country Office for Thailand. Following 
multiple consultation visits, a national EMT training session 
was conducted by WHO in 2018 to introduce key concepts 
and develop a roadmap to achieve the WHO verification status 
by mid-2019 (see Fig. 1).
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A working group was established with designated functional 
team leaders for the areas of clinical capacity, logistics, and 
management and administration. Key milestones in the 
development process were defined, and a timeline for their 
implementation was developed.

The key components of the evidence package for WHO 
verification of an EMT are a comprehensive set of SOPs, 
developed and compiled by the team to guide the staff in 
carrying out certain routine activities in a timely, efficient 
and uniform manner (see Box 1). To aid the Thailand EMT 

in the development of its SOP package, a dedicated training 
workshop was conducted, and draft documents submitted by 
the team members were reviewed by the mentors and WHO 
staff on an ongoing basis.

A key requirement that an EMT must meet to achieve WHO 
verification status is being able to be fully self-sufficient for a 
period of 14 days, so that it does not place any burden on the 
country affected. Teams must be able to meet the needs of their 
staff and patients regarding clean water, food, shelter, hygiene 
and sanitation, and communication and transport. They also 

Fig. 1. Timeline of key events in the mentorship and verification process for the Thailand emergency medical team

EMT: emergency medical team

August 2018 January 2019 March 2019

March 2018 December 2018 February 2019 May 2019 June 2019

November 2017: 
Thailand expresses 
an interest in 
verification of a 
type 1 fixed EMT

19–20 March 2018:
first mentor visit

9–15 December 2018: 
national EMT training in 
Thailand conducted by 
WHO Regional Office 
for South-East Asia

17–22 February 
2019: EMT 
coordination cell 
training conducted 
in Bangkok, 
Thailand

11–15 May
2019: logistics 
workshop for 
Thailand EMT

30–31 August 2019:
verification visit to
Thailand EMT

16–17 May 2019:
pre-verification visit to
Thailand EMT

19–22 March
2019:
EMT standard
operating
procedures
workshop
conducted to
prepare 
Thailand EMT
verification

23–25 January 2019:
Thailand EMT attends 4th
EMT mentors workshop at
WHO headquarters

20–24 August 2018:
second mentor visit

12–14 June
2019: EMT 
Global Meeting; 
12 June 2019: 
South-East 
Asia Regional 
EMT Working 
Group meeting 
in Thailand

Box 1. An overview of the key components of the evidence package

• A written statement on behalf of the organization declaring compliance and the ability to provide quality, appropriate, 
equitable, ethical, accountable and integrated care during deployment

• Human resources processes and workflow systems to ensure that all team members are qualified and have credentials for 
their function in the team

• A comprehensive training programme that enables all team members to fulfil their roles within the team safely and 
effectively

• Evidence that all team members are screened for physical and mental fitness and have access to all relevant pre-
deployment vaccinations, chemoprophylaxis and personal protection from vectors, as appropriate to the relevant context 
and informed by risk assessments

• Evidence of effective structures and systems to ensure rapid team activation and deployment
• Evidence of medical malpractice insurance coverage arrangements for the team in the event of deployment
• A critical incident management system for events affecting staff during deployment
• A confidential medical records system
• Standard operating procedures (SOPs) on: reporting mechanisms; informed consent; protection for vulnerable populations; 

public health and disease surveillance; logistics, i.e. water, power and lighting, food, shelter, communications, transport, 
and sanitation and waste management; pharmacy and pharmaceutical management; vaccine storage and transport; 
management of controlled drugs; sterilization of equipment; laboratory testing

• Clinical SOPs on: mass casualty management and triage; resuscitation, patient stabilization and referral; communicable 
diseases and vector control; infection prevention and control; maternal and child health; fracture care; wound care; 
noncommunicable disease care; mental health; rehabilitation
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need to be able to ensure their team members’ and patients’ 
safety and security. Other important aspects of logistical 
and operational support that must be delivered by EMTs 
include power and lighting for the entire camp, appropriate 
management of all medical and general waste that is produced 
and control of all vectors around the facility that may transmit 
pathogens (see Box 2). To achieve this, EMTs have to be 
capable of the safe storage, rapid mobilization, transport and 
set-up, and maintenance of a large amount of equipment and 
supplies when deployed. To provide guidance and support to 
the Thailand EMT in the development of its logistical capacity, 
dedicated training sessions were conducted to familiarize the 
team members with key aspects of water supply systems, 
power and energy, sanitation, waste management, vector 
control, and the storage and transport of equipment.

To train a sufficient number of staff and volunteers who 
could be deployed to fulfil specific functions in the team 
structure, the Thailand EMT developed a comprehensive 
training system. Team members underwent two training 
sessions on the specific requirements of their functional role 
within the EMT, on matters related to the specific emergency 
deployment context – characterized by resource limitations and 
an austere environment – and on safety and security aspects. 
In addition, designated team leaders underwent additional 
training sessions to prepare them for their specific leadership 
roles. Training sessions for EMT staff members should always 
be complemented by simulation exercises so that they can 
practise the skills they have acquired in a realistic but safe 
environment. All training sessions should be conducted on a 
regular basis to maintain team capacity and readiness.

As a final step in the mentorship process, WHO and the 
mentor team conducted a final pre-verification visit, during 
which all the aspects of the EMT were reviewed in a similar 
fashion to during the actual verification visit. This was an 
additional opportunity to provide comprehensive feedback and 
advice to the team.

On 30 and 31 July 2019, a verification team led by the WHO 
Regional Office for South-East Asia and consisting of peer 
reviewers from the Ministry of Health of Indonesia, Japan’s 
International Cooperation Agency and the UK EMT conducted 
the verification field visit to formally evaluate the Thailand 
EMT’s ability to meet WHO’s required minimum standards for 
classification as a type 1 fixed EMT.

After a careful review of the documentary evidence 
package, consisting of all the SOPs and other key documents 
guiding the work of the Thailand EMT, extensive site visits and 
in-depth discussions with the team, the verifiers recommended 
that the Thailand EMT be verified as meeting the guiding 
principles and core standards for an international EMT and 
the technical standards for a type 1 fixed EMT.6 The verifiers 
commended the Thailand EMT for its hard work and highlighted 
the professionalism, ethics, transparency, leadership and 
voluntary engagement of the team. The team received a 
certificate of recognition of classification signed by the WHO 
Director-General and the WHO Regional Director for South-
East Asia, during a ceremony at the 72nd session of the WHO 
Regional Committee for South-East Asia on 3 September 2019 
in New Delhi, India. This certification will be valid for a 5-year 
period, after which reclassification will be required to maintain 
the team’s classification status.

Box 2. An overview of key equipment for the Thailand 
type 1 fixed emergency medical team

• A water supply system to ensure the availability of water 
in sufficient quantities (100 litres per team member, 
plus 5 litres per outpatient per day) at a safe drinking 
water quality level, including equipment for purification, 
treatment and quality testing, safe storage (tank or 
bladder) and distribution, and management of waste 
water

• Power and lighting equipment, including generators 
that are able to meet power level requirements, a fuel 
supply chain and fuel farm, lighting equipment, and 
an electrical system installation, including all required 
cables, connectors, junction boxes, etc.

• A portable climate-appropriate shelter system for living 
and clinical facilities, including internal lighting sources 
and flooring, that can be easily and rapidly erected and 
dismantled by a minimal number of team members

• Internal hardware for the clinical facility, including 
stretchers, waterproof storage boxes in various sizes, 
shelving units, folding chairs and tables, internal 
lighting, a maternity bed, wheelchairs, etc.

• Clinical equipment, including for basic patient 
monitoring, defibrillators, oxygen bottles, an oxygen 
concentrator, portable ultrasound equipment, point-of-
care testing devices, trauma backpacks, etc.

• Clinical consumables supplies sufficient for a minimum 
of 14 days

• Medication supplies and a pharmacy stock list, with a 
supply of pharmaceuticals sufficient to make the EMT 
self-sufficient for 14 days, mechanisms and equipment 
for dispensing medicine and stock management, and a 
secure space for medicine storage, with climate control, 
including a lockable container for controlled substances 
and a cold chain

• Sanitation facilities, including one shower per 20 team 
members; one toilet per 20 team members, separated 
by gender; one toilet per 50 outpatients, separated by 
gender; handwashing stations; and blackwater waste 
management capability 

• A medical and general waste disposal system, including 
a portable incinerator, waste bags, sharps containers, 
personal protective equipment for waste handling, etc.

• A food supply for all deployed team members for 
14 days, e.g. dry or wet ration packs, staff kitchen 
equipment

• A warehouse/storage (including a main warehouse 
in the home country and a field warehouse at the 
deployment site) with a supply chain management 
system

• A communication system to support the safe and 
effective delivery of operational activities during 
deployment, including mobile phones, satellite 
communications, very high-frequency/high-frequency 
radio communication, laptops, printers, etc.

• A personal deployment kit for each team member
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Conclusion and next steps

The WHO mentorship and verification process is an important 
mechanism for providing quality assurance for EMTs that are 
deployed internationally to support countries in need. It is a 
rigorous exercise that helps EMTs to review every aspect and 
every component of their team that will be required to deploy 
rapidly to support a country affected by an emergency, starting 
with equipment and logistical procedures, clinical capacity, 
and administration and management. The process ensures 
that teams are fully self-sufficient and provide patient care in 
accordance with global standards.

The financial and human resources and the time required 
to complete this process should not be underestimated. Given 
the significant resources required for successful verification, 
a strong project management approach is necessary, with a 
detailed work plan including a realistic budget with assurances 
of the necessary funding support for the procurement of 
equipment and the development of the documentary evidence 
package and training sessions and exercises. While it 
focuses on ability to deploy internationally, the mentorship 
and verification process is also a highly useful exercise for 
strengthening national EMT capacities and capabilities, 
through interaction with peers and familiarization with global 
standards.

The aim of the WHO Regional Office for South-East 
Asia is to build a sufficient cadre of regionally deployable 
EMTs to support national EMTs as a key component of 
emergency preparedness and operational readiness for health 
emergencies when required. The successful completion of 
the WHO EMT mentorship and verification process is not an 
end-point, as significant efforts are required to continuously 
maintain capacity and readiness to deploy through regular 
training sessions and exercises.
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Abstract
The World Health Organization (WHO) has an essential role to play in supporting Member States to 
prepare for, respond to and recover from emergencies with public health consequences. Operational 
readiness for known and unknown hazards and emergencies requires a risk-informed and structured 
approach to building capacities within organizations such as WHO offices and national ministries 
of health. Under the flagship priority programme on emergency risk management of the WHO 
Regional Office for South-East Asia, a readiness training programme consisting of four modules was 
implemented during 2017–2018, involving staff from WHO country offices as well as from the regional 
office. The experience of and lessons learnt from designing, developing and delivering this phased 
training programme have fed into improvements in the curriculum and training methodology. The 
training programme has also facilitated the development of business continuity plans and contingency 
plans in some of the 11 Member States of the region and has increased the readiness of WHO staff 
for swift deployment in recent emergencies. It is recommended that the strengthening of operational 
readiness for responding to emergencies in the region be sustained and accelerated through the 
development of a regional training consortium that can scale the training programme up at national 
level, taking into account country contexts, national health systems and the needs of populations. The 
resilience of the populations and health systems in the region will be increased if disaster risk reduction 
and emergency preparedness and response activities are supported by operational readiness.

Keywords: emergencies, operational readiness, preparedness, response, South-East Asia

Background

The 11 countries of the World Health Organization (WHO) 
South-East Asia Region experience ever-increasing threats 
to health that make readiness for disasters and emergencies 
imperative.1 These countries must therefore be adequately 
prepared to prevent, mitigate, detect, rapidly respond to and 
recover from all types of health emergencies, focusing on 
imminent risks.

Operational readiness is the capacity to respond to 
emergencies and disasters in a timely and effective manner. 
The purpose of operational readiness is to strengthen the 
capacities of countries to ensure health and safety and 
protect the lives of the population from the adverse impacts 
of risks, hazards and imminent threats. Readiness is the 
outcome of preparedness actions that comprise planning, 
allocation of resources, training and organizing to build 
and improve operational capabilities to manage risks and 
respond to emergencies resulting from all hazards, based on 

risk assessments and in a timely, predictable and effective 
manner.

WHO has an essential role to play in supporting 
Member States to prepare for, respond to and recover from 
emergencies with public health consequences. Readiness 
is also part of WHO’s responsibilities as a United Nations 
organization, as a member of United Nations country teams 
(and humanitarian country teams), as the Inter-Agency 
Standing Committee Health Cluster lead agency and under the 
International Health Regulations (2005).2 For WHO, readiness 
refers to organizational capacity to respond to emergencies 
and disasters in a timely and effective manner. It is based on 
a common organizational approach and on procedures for 
responding to emergencies and disasters, in relation to all 
hazards and at all levels of the organization.

To strengthen WHO’s capacity to respond to emergencies, 
the corporate structure for emergency preparedness and 
response was streamlined into a single programme in 2016.3 
The goal of the WHO Health Emergencies programme (WHE) 

mailto:pesigana@who.int
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is to ensure that all countries and partners are prepared for 
and can prevent, detect and respond to health emergencies 
to reduce the mortality and morbidity of affected populations.4 
The importance of emergency risk management in the WHO 
South-East Asia Region was highlighted when it was selected 
as a regional flagship priority programme in 2014.5 The 
sustained commitment and strong political will of Member 
States with regard to strengthening emergency preparedness 
is reflected through the ministerial-level Delhi Declaration.6

The more unified and harmonized organizational approach 
of the WHE was underscored in the revised Emergency 
response framework,7 which emphasizes the need for 
institutional readiness on the part of WHO in line with 
standardized checklists for country and regional offices and 
WHO headquarters. These checklists cover a range of topics 
including health risk assessment and monitoring, and all-
hazards response plans, including business continuity and 
contingency plans, to ensure the readiness of critical functions 
under the incident management system. Checklists for 
personal readiness of staff and for field visits have also been 
developed.

For WHO country offices, operational readiness has five 
minimum essential elements to ensure effective and efficient 
emergency response (see Box 1).

The main objectives of WHO business continuity plans 
(BCPs) for emergencies are to guarantee the safety of WHO 
staff, premises and assets, maintain critical WHO programmes 
and operations, and ensure swift and effective emergency 
response.8 The WHO Representative at each WHO country 
office ensures regular updating, activation and deactivation of 
the BCP, guided by situation analysis.

The aim of contingency planning for WHO offices is to 
mitigate the potential health consequences of threats and to 
be ready to respond should the threats cause an emergency. 
Contingency plan development is informed by a vulnerabilities 
and risk assessment matrix and ensures all the prerequisites for 
responding to emergencies are in place. These prerequisites 
includes deployable technical and general emergency staff, 
coordination and communication mechanisms, technical 
guidelines and standard operating procedures or an emergency 
response manual, and up-to-date mapping of partners and 
stakeholders within the country.9

For operational readiness, WHO country offices, regional 
offices and headquarters are all committed to ensuring 
that before emergencies and disasters occur they have 

the appropriate resources, systems, policies, BCPs and 
contingency plans (CPs), procedures and capacities in place 
to ensure that they can undertake systematic, predictable, 
effective operations in support of ministries of health and 
health partners and as part of United Nations country teams.

Initiating operational readiness

In 2016, an internal baseline survey was conducted to assess 
the current level of readiness in country offices across all 
regions. The survey used proxy indicators from an internal 
WHO readiness checklist, which was developed in July 2015. 
Of the 148 country offices targeted, 116 responded to the 
survey (response rate: 78%). In the WHO South-East Asia 
Region, there was only a 55% response rate, reflecting the 
need to focus on the minimum readiness requirements of 
these country offices.

As indicated in the internal survey report: “The survey reveals 
the fragile operating conditions in many country offices while 
they are at the forefront of risk management and emergency 
response. The survey reflects an institutional oversight of 
readiness in WHO which can be addressed through high 
level support for the institutionalization of readiness within 
WHO and the introduction of mandatory readiness standards.” 
The findings from the survey revealed a need to build and 
strengthen the operational readiness of the country offices, as 
well as ministries of health in the region, upon their request.

Taking into account the findings from the survey and field 
experiences from the ongoing emergencies in the region, an 
Emergency response operations manual10 was developed and 
disseminated to the WHO South-East Asia Regional Office 
and all the country offices of the region in May 2019 as a guide 
to response. The manual is basically a collection of procedures 
from the revised WHO Emergency response framework7 and 
emergency protocols from WHO headquarters, with further 
contextualization of those procedures based on practices in 
the region. The manual became the basis for the development 
in 2019 of a mobile application called ERO App – Emergency 
Response Application. ERO App has been designed to 
be a handy reference and information tool on response to 
emergencies in the region. It is envisaged that important 
information on readiness will be accessible through the mobile 
app. It will also be used to facilitate response activities by 
ensuring actions are taken immediately and efficiently.

Building and strengthening operational 
readiness

In 2017, the WHE department of the WHO Regional Office for 
South-East Asia prioritized designing a training programme for 
WHE staff to work towards meeting the minimum corporate 
standards for operational readiness. It was intended to enable 
WHE staff in the country offices and Regional Office to plan 
and implement activities to ensure WHO country and regional 
operational readiness for emergency response.

The Regional Emergency Director led a team from the 
emergency operations unit in developing a strategic approach 
(see Fig. 1) to, and training programme on, strengthening 
operational readiness in the region. The training programme 

Box 1. Minimum essential elements of operational 
readiness for WHO country offices

• Readiness of a focal person in each WHO country office
• Availability of results of a strategic risk analysis enabling 

major risks and threats to public health to be identified
• Availability of a business continuity plan to address 

threats to the functionality of each WHO country office
• Availability of contingency plans to address and prepare 

for each of the major health threats identified by the risk 
analysis

• Availability of, or access to, an early warning system 
providing risk and event alerts and enabling monitoring 
and timely response
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was designed with the principles of adult learning in mind. A 
blended approach was used consisting of a mix of self-directed 
learning, a 3- to 4-day residential course, group work and 
simulation exercises. The programme was divided into four 
modules to be completed over 2 years. 

Each of the four modules followed the same process. 
First, pre-course video-conference calls were conducted with 
country offices to provide course orientation to participants; 
materials were sent to participants prior to the training; 
and available relevant online training courses were taken. 
Second, participants attended a 3- to 4-day residential course, 
which consisted of a review of the previous training module; 
country presentations on the application of the training to 
the management of an emergency; technical presentations; 
individual or group work; a simulation exercise; and daily and 
post-course evaluation. Third, participants followed up on 
training assignments and recommendations (e.g. by finalizing 
BCPs).

Target participants in the training programme were WHE 
focal points and staff in country offices and WHE department 
staff in the Regional Office. Even WHO Representatives 
participated in the residential courses for some modules. 
Participants in the third module included administrative officers 
and selected administrative staff of the Regional Office who 
handled emergency activities.

Participants were required to complete online learning 
courses before joining the first module, Readiness training I, 
namely Introduction: operational readiness (tier 1)11 and 
Incident management system (tier 1),12 delivered through the 
OpenWHO online learning platform.

The four modules of the training programme (see Box 2) 
were aligned with the scope and objectives of the WHO 

Emergency response framework.7 The residential courses took 
place during 2017–2018. The content covered the essential 
elements of the WHO Emergency response framework,7 the 
incident management system, operational readiness and 
tools for emergency response operations. More than 249 
participants took part in the various residential courses, which 
were conducted at the Regional Office in New Delhi.

Box 2. Operational readiness training modules 
implemented for country offices during 2017–2018

Readiness training I Introduction to operational 
readiness, Emergency response framework,7 incident 
management system; practical training: virtual strategic 
health operations centre (vSHOC) (July 2017; 51 
participants, 10 country offices)

Readiness training II Planning; business continuity 
plans; contingency plans (December 2017; 42 participants, 
8 country offices)

Readiness training III Finance and administration; 
emergency standard operating procedures; human 
resources and deployment; logistics, supply chain and 
procurement (April 2018; 91 participants, 11 country 
offices)

Readiness training IV Information management; 
detection, verification and assessment; public 
communication; risk communication; functional exercise 
(September 2018; 65 participants, 11 country offices)

Fig. 1. Schematic representation of the operational readiness strategy in the WHO Regional Office for South-East Asia
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Findings from readiness training modules
Readiness training I
It was observed that there is a clear need to communicate across 
WHO as an organization that responding to emergencies is 
part of everyone’s job, regardless of grade or contract status. 
Improved communications will require capacity-building for 
WHE focal persons, an emergency management structure, 
and training modules, methods and tools available at country 
office level.

Readiness training II
The need for administrative officers to work with WHE focal 
persons on the development of BCPs was expressed by the 
participants. Support from the WHO Regional Office for South-
East Asia on the continued development and validation of 
BCPs and CPs through exercises or evaluations following an 
event is needed.

Readiness training III
This training included staff from administration and finance and 
the WHO Global Service Centre, which provides administrative 
services to all WHO staff and offices worldwide in respect of 
human resources, payroll, procurement, accounts payable and 
support for certain corporate information technology applications. 
This more diverse composition of the group trainees (in contrast 
to just WHE focal persons from country offices and the Regional 
Office) enhanced discussions and problem-solving. The 
simulation exercise worked well to integrate the subjects of the 
training, although it was difficult to keep on schedule. 

Readiness training IV
This fourth module was another information-rich experience 
for country office staff. The final simulation exercise conducted 
during this module drew on elements of all the previous 
training modules and allowed the participants to demonstrate 
an understanding of key deliverables under the Emergency 
response framework.7 The relevance and regional focus of 
activities and discussions was appreciated by participants. 
However, the transition from in-depth PowerPoint-based 
briefings to a more interactive form of knowledge development 
and transfer remains a challenge for health professionals at 
all levels of the organization. A return to an approach focusing 
more on scripted sessions could improve time management 
for future workshops.

Nonetheless, the progression from a simple tabletop 
exercise in the first readiness training module to a far more 
involved functional exercise in this final module demonstrated 
a significant increase in the ability and willingness of 
participants to reorganize themselves into functional groups to 
work towards an objective. The exercise components of the 
readiness training have always been rated as highly useful, 
and this expanded functional exercise drew suggestions from 
participants about having a readiness training module that 
consisted solely of an exercise, or supporting similar exercises 
at country level.

Multiple comments were made during the training, 
repeating a theme from the first training module, that there 
is a perception in country offices that preparing for and 
responding to emergencies is the work of WHE staff and not 
that of the entire office. It should be made clear in WHO that 
in an emergency not only the WHE, a single team operating 

across all three levels of WHO, but the entire WHO staff – 
including local and international, fixed term and short term, 
general and professional staff – are expected to support a 
response as needed, with new functions being assigned 
through a systematic repurposing process of all available 
staff if necessary. This must be reinforced in communications 
from leadership, but also by involving a broader group in the 
development of BCPs and CPs.

The feedback from this and the previous three modules 
show that participants are most engaged and feel they get the 
most benefit from sessions that have a hands-on component. 
One participant in this final module commented that the medical 
camp kit training was one of the most useful sessions, as many 
staff have little idea of how the kit – a temporary health facility 
to ensure continuity of basic health-care services during public 
health emergencies and disasters – is constituted, procured 
and stored. If possible, other kits, such as the interagency 
emergency health kit 2017 – medicines and medical devices 
for 10 000 people for approximately 3 months13 – and others, 
should be unpacked during any future training and staff given 
an opportunity to see the contents and the space required.

Challenges
There are constraints and challenges in developing operational 
readiness through training programmes and building it into the 
public health emergency systems.

It was a major challenge to prepare and deliver the 
readiness training sessions, including the discussions with 
participants, within the time available. Advance preparation of 
training materials is always challenging but even more so for 
a group dealing with emergencies at the same time. Lack of 
adherence to use of recommended templates impeded smooth 
delivery of the training. Time management was an issue in the 
group exercises throughout the training sessions. Participants 
were extremely enthusiastic and engaged, making cutting 
discussions short difficult. Individual country feedback was 
time consuming. Extending the training sessions was proposed 
by some participants; however, the benefits of longer training 
sessions need to be balanced against the disadvantage of 
taking country office staff away from their regular work.

Emphasizing the significance of operational readiness 
even within country offices, and the importance of involving 
staff working in non-emergency and health systems 
strengthening programmes, initially faced resistance as a 
result of compartmentalized thinking and concerns on the 
part of participants about their unpreparedness for responding 
to emergencies. However, the readiness training helped 
participants to understand how important it is for all staff to 
be involved in emergency preparedness and response. The 
use of different terminology – emergency preparedness, 
operational readiness and contingency planning – needs to be 
made crystal clear when it comes to developing operational 
readiness in national health systems. It may take some time 
at country level, as the political commitments under the Delhi 
Declaration are translated into policy and practice, for the 
concept of operational readiness to be adopted and BCPs and 
CPs to be finalized.

Impact of the training programme
The training programme facilitated the completion of WHO 
Country Office for Bangladesh’s BCP and of the BCP and CP 
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of its sub-office in Cox’s Bazar. During the Readiness training II 
module, the WHO Country Office for Bangladesh was not able 
to participate in the residential course in New Delhi. This was 
the module that included training on BCPs and CPs. A request 
was then made by the WHO Representative to Bangladesh to 
receive training on this in Dhaka and Cox’s Bazar because of 
urgent need arising from the Rohingya crisis. The completion 
of the CP was expedited because of the immediate need for 
planning for the 2018 cyclone and monsoon season in Cox’s 
Bazar.

Furthermore, by the end of 2018 all the country offices had 
submitted their finalized BCPs, which were then approved by 
the Regional Director. In 2019, Sri Lanka declared a state of 
emergency following the Easter Sunday bombings, and the 
country office’s BCP was activated. The BCP was operational 
for several weeks; when the emergency was over, an after 
action review was conducted and the plan was updated.

In the Democratic People’s Republic of Korea, the WHE 
focal point used the principles taught as part of the training 
programme to draft a proposal to Gavi, the Vaccine Alliance, for 
an innovative project to ensure the readiness of immunization 
services in an acute emergency. For the past 3 years, the 
Democratic People’s Republic of Korea has been dealing with 
the impact of floods and landslides on the delivery of health 
services, and immunization programmes need to be prepared 
to cope in an emergency.

Because of the readiness training modules, the staff of 
the WHO country offices and the Regional Office for South-
East Asia are better prepared for deployment to Grade 3 
emergencies around the world. Staff have been well trained 
on aspects of the Emergency response framework7 and event 
response procedures, including the incident management 
system. Staff from the region have been deployed to 
emergencies in Bangladesh, the Democratic Republic of 
Congo and Mozambique.

The training has ensured that WHE staff in WHO offices 
have a higher degree of awareness of logistics and supply 
chain management. The emergency operations unit at the 
Regional Office is more prepared now to readily offer and 
manage direct sourcing of supplies to respond to immediate 
needs. It ensures that, as long as budget is available, the 
region maintains stocks of interagency emergency health 
kits, personal protective equipment kits, noncommunicable 
diseases kits, rapid diagnostic testing kits, antiviral drugs 
for influenza, and other essential emergency medicines and 
supplies. Another positive effect is that the training programme 
enhanced operational readiness not only within individual 
country offices but also through horizontal collaboration among 
them. For example, Nepal supported Bhutan in conducting 
training on installing medical camp kits in field camps on two 
occasions in 2018.

The Regional Office has been able to respond quickly 
to meet Member States’ expressed needs for emergency 
medicines and supplies in recent emergencies, especially 
during (i) the influenza outbreak in Myanmar in 2017 (oseltamivir 
supplies), (ii) floods in India in 2018 (rapid diagnostic tests for 
leptospirosis) and (iii) air pollution in India in 2019 (masks for 
teams doing field work).

The readiness training modules were a training programme 
planned, developed and implemented by WHO with the aim 
of strengthening the operational readiness capacity of WHO 

staff in the Regional Office as well as in country offices. The 
successful delivery of the four training modules resulted in 
some recommendations for further pursuing and improving 
operational readiness in the region (see Box 3).

Box 3. Recommendations

• Based on the experience of this training programme, 
WHO should plan how it will implement a new round of 
training modules and should design refresher courses 
for the staff who have participated in the programme.

• WHO will have a technical advantage in designing a 
regional training programme on building operational 
readiness as part of the national preparedness plans 
of the ministries of health of the Member States. 
Horizontal collaboration should be promoted to increase 
the training capacity and experience of the Member 
States in various technical areas of operational 
readiness. Moreover, national readiness training should 
be customized to country contexts, systems and needs.

• With operational readiness training established as 
basic training for WHE staff, this could be a starting 
point for a wider human resource development plan. 
Internal specialized courses could be designed for and 
offered to the various teams in WHE to ensure capacity-
building in their respective technical areas. Mentoring 
and opportunities for supervised deployment should be 
considered.

• Training impact reviews should be conducted to evaluate 
the impact of the training on health emergency response 
operations in recent emergencies and action taken on 
achievable, practical improvements to operations.

• A regional training consortium on health emergency 
management, focusing in particular on emergency 
preparedness and response, should be set up. 
The consortium could help to ensure the quality, 
sustainability and timeliness of training in the region, 
specifically for national rapid response teams and 
emergency medical teams.

Conclusion and the way forward

Health risks, hazards and vulnerabilities, and the exposure 
of populations in the region to such risks and threats, can 
be minimized through risk-informed development planning 
integrated into national action plans for health security.14 
However, hazards, health emergencies due to outbreaks 
of emerging and re-emerging diseases, and intentional or 
accidental chemical, biological and radionuclear threats are 
likely to keep occurring. Therefore, to protect the health of 
people in the region, countries need to be operationally ready 
for any seasonal or unexpected emergency. Emergency 
risk management was identified as an important regional 
flagship priority programme in 2014 and the Member States 
have confirmed their political commitment to it through the  
ministerial-level Delhi Declaration on Emergency Pre-
paredness.6

Ministries of health and country offices must have in place 
the capacities, resources and plans required to reduce the 
negative impact of emergencies on their populations and 
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health systems. The phased readiness training modules can 
be contextualized and adapted to national and local levels and 
country contexts. The lessons learnt from delivering the four 
modules of readiness training in WHO should further guide 
and pave the way for the development of a regional training 
programme on operational readiness engaging ministries of 
health and partners under a regional training consortium that 
can act as a catalyst in sustaining, maintaining and accelerating 
the operational readiness of national rapid response teams, 
emergency medical teams, operational partners’ deployment 
teams and the emergency preparedness and response system 
itself.

The resilience of the populations and health systems of the 
countries of the region will be increased if disaster risk reduction 
and emergency preparedness and response activities are 
supported by operational readiness measures.
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Abstract
Pandemic influenza preparedness has contributed significantly to building, strengthening and 
maintaining countries’ core capacities to prepare for health emergencies. The Pandemic influenza 
preparedness framework for the sharing of influenza viruses and access to vaccines and other 
benefits (the PIP framework) was adopted by the World Health Assembly in 2011. The experiences 
and lessons learnt from the implementation of the PIP framework have provided insights that can be 
used to strengthen preparedness for epidemics of other priority high-threat pathogens in the World 
Health Organization (WHO) South-East Asia Region in line with obligations under the International 
Health Regulations, 2005 (IHR). Implementation has established policies, strategies, action plans, 
strengthened systems and operational readiness to promptly diagnose influenza virus strains with 
pandemic potential and ensure timely event notifications and management in compliance with the 
IHR. WHO collaborating centres and the annual bi-regional meeting of national influenza centres and 
influenza surveillance have strengthened the influenza laboratory diagnostic knowledge network in the 
region. After action reviews following influenza outbreaks have documented best practices, strengths, 
constraints and areas for improvement in pandemic preparedness. The pandemic in 2009 and recent 
seasonal influenza outbreaks have offered real-life scenarios for testing national pandemic influenza 
preparedness plans and deploying vaccines. The successful implementation of the PIP framework, 
along with strengthening of health systems and operational procedures and continued technical 
collaboration with global centres of excellence, should be tapped into to strengthen preparedness 
to respond to epidemics of other high-threat pathogens based on the influenza model. The political 
commitment reflected in the Delhi Declaration on Emergency Preparedness, signed by all ministers of 
health in September 2019 and supported by the Five-year regional strategic plan to strengthen public 
health preparedness and response – 2019-2023, should be a catalyst for guidance and support in 
developing a broad, long-term strategic plan for preparedness and response to high-threat pathogens 
in the region.

Keywords: high-threat pathogens, International Health Regulations (2005), pandemic influenza, preparedness, WHO South-
East Asia Region

Background

One quarter of the world’s population resides in the World 
Health Organization (WHO) South-East Asia Region, with 
all its diversity and not only increasing risk of outbreaks of 
common diseases but also a high degree of vulnerability 
to emerging and re-emerging diseases with epidemic and 
pandemic potential, such as seasonal influenza, Zika virus 
disease, Nipah virus disease, Crimean Congo haemorrhagic 
fever and other priority high-threat pathogens.1 Furthermore, 
the frequent seasonal exposure of people to flash floods, land-

slides and adverse consequences of climate change in the 
form of extreme weather conditions, and the limited capacity 
of systems to respond to outbreaks of high-threat novel 
pathogens of unknown aetiology or deliberate biological events, 
make it imperative that the region evaluate, re-strategize, plan 
and strengthen its emergency preparedness to ensure timely 
and effective responses to these biological threats.2

Both the International Health Regulations, 2005 (IHR),3 
and the Asia Pacific strategy for emerging diseases and 
public health emergencies (APSED III)4 provide the impetus 
to address threats shared by Member States of the WHO 
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South-East Asia and Western Pacific regions. Other key global 
guidance tools for Member States in relation to preparedness 
for and response to priority high-threat pathogens include 
the Global influenza strategy 2019–2030,5 the Pandemic 
influenza preparedness framework for the sharing of influenza 
viruses and access to vaccines and other benefits (the PIP 
framework),6 the draft research and development roadmap for 
Nipah virus infections7 and Ending cholera: a global roadmap 
to 2030.8

In view of the need for close alignment between IHR 
compliance and pandemic planning, this perspective paper 
provides insights into the essential elements of pandemic 
influenza preparedness in the context of strengthening IHR 
core capacities. We explore how lessons learnt and best 
practices developed during the implementation of the PIP 
framework can be translated into regional preparedness to 
respond to other high-threat pathogens and incorporated 
by Member States into their national action plans for health 
security (NAPHSs).

Pandemic influenza preparedness framework and the IHR
Influenza pandemics are unpredictable but recurring events 
that can have severe health and non-health consequences 
worldwide. Despite this uncertainty, most, if not all, countries 
are ill prepared to face a pandemic.9 The PIP framework6 
adopted at the 64th World Health Assembly in May 2011 
became a landmark in country preparedness for pandemic 
response. The framework was designed to strengthen global 
pandemic influenza surveillance and response through private 
sector industry contributions, benefiting low- and middle-
income countries by increasing access to technologies and 
strengthening countries’ capacities for pandemic response.10 
A high-level implementation plan was developed to provide 
guidance on use of PIP framework partnership contributions, 
in part to achieve six outcomes: (i) detection, monitoring and 
sharing of influenza viruses with pandemic potential, (ii) timely 
influenza situational analysis, including risk assessment, 
(iii) estimating influenza disease burden for evidence-based 

policies, (iv) facilitating rapid approval and deployment of 
pandemic influenza products, (v) communicating risks during 
influenza pandemics and (vi) developing, testing and updating 
national influenza pandemic preparedness plans (NIPPPs).11

In the past, planning for pandemic influenza has focused 
on activities to prepare for, respond to and recover from 
a pandemic. The 2017 guideline Pandemic influenza risk 
management applies the principles of an all-hazards emergency 
risk management for health (ERMH) approach to pandemic 
planning.9 The objectives of ERMH are to (i) strengthen 
capacities to manage health risks posed by all hazards, 
(ii) embed comprehensive emergency risk management in the 
health sector and (iii) enable and promote multisectoral linkage 
and integration across the whole of government and the whole 
of society. The guideline therefore aligns more closely with 
the disaster risk management structures already in place in 
many countries and underscores the need for appropriate and 
timely risk assessment for evidence-based decision-making at 
national, subnational and local levels.9

Pandemic influenza risk management also defined 
pandemic emergency response phases in terms of disease 
risk and preparedness, response and recovery (see Fig. 1), 
and WHO will refer to these phases when communicating the 
global situation. The global phases – interpandemic, alert, 
pandemic and transition – describe the spread of the new 
influenza subtype around the world. As pandemic viruses 
emerge, countries and regions face different risks at different 
times. For that reason, the guidance emphasizes that countries 
need to develop their own national risk assessments based on 
local circumstances, taking into consideration the information 
provided by the global assessments produced by WHO. 
Countries’ risk management decisions should be informed by 
global risk assessments but based on local risk assessments. 
This approach provides countries with the opportunity to re-
visit national plans in different phases of a pandemic and 
modify them depending on lessons learnt in each phase.

In 2018, WHO produced A checklist for pandemic influenza 
risk and impact management.12 This publication updates 

Fig. 1. The continuum of pandemic phasesa

Pandemic phase

RISK ASSESSMENT

Alert phase

Interpandemic phase

Preparedness PreparednessResponse Recovery

Interpandemic phase

Transition phase

aThis continuum is according to a “global average” of cases, over time, based on continued risk assessment and consistent with the broader emergency risk 
management continuum.

Source: World Health Organization, Pandemic influenza risk management.9
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and replaces the 2005 checklist.13 It is a tool to help national 
authorities to develop or revise NIPPPs, in conjunction with 
the PIP framework and the guideline Pandemic influenza risk 
management. New elements have been incorporated into this 
revised checklist. First, pandemic planning activities have 
been mapped to indicators in the IHR core capacity monitoring 
framework and the joint external evaluation tool.14 This tool 
draws direct links between pandemic planning activities and 
IHR core capacity requirements, integrating the essential 
capacities needed to manage pandemic influenza with the core 
capacities required to manage broader health security threats. 
Second, risk and severity assessments have been added to 
the document, to emphasize the importance of performing 
these assessments at national level. Aligned with Pandemic 
influenza risk management, this approach means that countries 
can determine national pandemic response actions in the 
context of their own experience, resources and vulnerabilities, 
rather than being directed by global risk assessments and 
pandemic phases, as was the case previously. Third, the 2018 
checklist integrates the principles of ERMH into pandemic 
preparedness planning through an emphasis on multisectoral 
and multidisciplinary approaches. It includes activities to 
help planners integrate ethical considerations into pandemic 
planning and to ensure risk communication and engagement 
with affected communities and the general public.

Guided by the PIP framework and States Parties’ obligation 
under the IHR to notify all cases of human influenza of a new 
subtype and all cases of an influenza virus with pandemic 
potential, Member States of the WHO South-East Asia Region 
have long been involved in building capacities for pandemic 
preparedness and response. The adoption of essential 
elements of pandemic influenza preparedness by Member 
States in the region is described below in the context of 
strengthening IHR core capacities, with a view to translating 
them into preparedness to respond to other high-threat 
pathogens.

Strengthening IHR core capacities

Legislation, policies and plans
The initial NIPPPs in the region focused primarily on avian 
influenza. However, since the influenza pandemic in 2009, the 
region has been focusing on systematic pandemic planning. 
Global drivers such as the PIP framework,6 the Global Health 
Security Agenda,15 financial and technical support from 
the United States of America Centers for Disease Control 
and Prevention and other initiatives have accelerated and 
strengthened the planning process.

Member States standardized their NIPPPs using the 
technical guidance offered by the WHO Global Influenza 
Programme, first through the WHO checklist for influenza 
pandemic preparedness planning (2005)13 and later through 
Pandemic influenza risk management (2017).9 All countries of 
the region have NIPPPs, although they are at different stages 
of maturity. However, conducting regular testing of NIPPPs 
and frequently updating them with links to the test results is 
essential and challenging.

Regional experience demonstrates that limited resources 
make it difficult to develop multiple contingency plans for priority 
risks. A practical solution is to link NIPPPs to NAPHSs using 

the IHR platform. This approach was tested in Timor-Leste, 
where the exercise proved that making this link is feasible and 
efficient. The NIPPP within the NAPHS in Timor-Leste serves 
as a blueprint for responding to, or an adoptable framework for 
contingency planning for, other high-threat pathogens.16

Coordination, communication and advocacy
As part of the pandemic planning process, with the aim of 
strengthening in-country coordination and communication 
capacities, multisectoral coordination and communication 
mechanisms have been established between various 
government ministries, competent authorities, nongovernmental 
organizations and non-state actors in the countries of the WHO 
South-East Asia Region. The 2009 pandemic and subsequent 
seasonal influenza outbreaks in some countries (the Democratic 
People’s Republic of Korea, India, Maldives, Myanmar, 
Sri Lanka) have provided opportunities to operationalize 
these mechanisms, with strong links to national emergency 
management structures through public health emergency 
operations centres. The 2009 pandemic also provided a real-
life scenario in which to apply incident management systems 
across all sectors of pandemic response to coordinate functions 
including management, planning, operations, logistics, 
finance and administration. However, active, operational links 
between different ministries within countries and establishing 
mechanisms linking neighbouring countries for cross-border 
activities remain areas for further strengthening in the region.

Surveillance systems 
As part of pandemic influenza preparedness, countries of 
the region have established, improved and used influenza 
surveillance systems for early warning and alert, detection, 
timely reporting, risk assessment and response decision-
making during interpandemic and pandemic phases. These 
include indicator-based and event-based surveillance systems. 
Notwithstanding the successes achieved, constant efforts 
are needed to ensure the sustainability of these surveillance 
systems, the generalizability of their findings to the all-countries 
context and their further improvement, including with regard to 
the quality of the data generated and data sharing for regional 
and global risk assessments and response decision-making.

In parallel with the global initiative on Pandemic Influenza 
Severity Assessment (PISA),17 countries of the region are 
assessing the feasibility of using their surveillance systems for 
PISA. This exercise has been a learning experience, involving 
identifying gaps and areas for improvements in surveillance 
systems to ensure that adequate high-quality data can be 
collected to conduct PISA in the countries. There is also a 
need for a focus on strong event-based surveillance systems 
in all Member States and on using surveillance systems for 
influenza burden estimation studies for evidence-based policy 
development, as has been done in Bhutan and Thailand.

Zoonotic events and the human–animal interface
The detection of human cases of avian influenza in the region 
in Bangladesh, Indonesia, Nepal, Myanmar and Thailand18 has 
underscored the importance of effective and functional non-
seasonal (novel) influenza surveillance systems and of further 
strengthening them as a pandemic early warning system to 
detect these new viruses as they enter human populations.19,20 
However, regional experience indicates that this is an area 
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for further strengthening through collaboration, cooperation, 
coordination and timely sharing of information between sectors 
to generate information that supports joint risk assessments 
for informed decision-making.21 In this regard, as well as in 
relation to using the human–animal interface for early detection 
and response to other zoonotic diseases, activities such as 
leveraging the tripartite collaboration in the Asia-Pacific region 
will be critical. With a coordination group in Bangkok, the 
tripartite comprises the WHO Regional Offices for South-East 
Asia and the Western Pacific in collaboration with the Food 
and Agriculture Organization of the United Nations (FAO) 
and the Pacific and World Organisation for Animal Health 
(OIE).22 Key activities of the tripartite will be scaling up the 
One Health approach, sharing good practices and lessons 
learnt, operationalizing the One Health mechanism through, 
for example, joint capacity-building and deployment of 
multidisciplinary outbreak investigation teams.

National laboratory systems
Concerted efforts on the part of Member States, WHO and 
partners have resulted in significant improvements in influenza 
virus diagnostic capacity in the region. Some of the success 
stories resulting from investments in pandemic influenza 
preparedness are (i) the establishment of national laboratory 
systems that are essential for the identification of circulating 
seasonal influenza virus strains and their subtypes, and 
(ii) improved access of countries to specialized laboratories with 
the diagnostic capacity required to quickly confirm suspected 
human cases of a new influenza strain. As a result, ten national 
influenza laboratories have been recognized as national 
influenza centres within the Global Influenza Surveillance and 
Response System (GISRS) in eight countries. Continuous 
efforts and investments have improved diagnostic capacities 
in national influenza laboratories in the other three countries 
(Bhutan, Maldives and Timor-Leste); these laboratories are 
seeking to achieve recognition as national influenza centres.

For quick confirmation of novel influenza strains that require 
timely notification to WHO under the IHR for appropriate 
action to be taken, the ten national influenza centres and 
national laboratories in the other three countries of the region 
collaborate and share specimens/genetic data with three WHO 
collaborating centres.

As part of sustainable influenza-specific laboratory capacity 
development, national influenza centres and laboratories 
have undergone improvements in molecular testing capacity, 
laboratory biosafety and biosecurity, safe transport of biological 
substances in accordance with the International Air Transport 
Association regulations, etc. These laboratories participate in 
the annual global external quality assurance programme for 
reverse transcriptase polymerase chain reaction tests, and 
their overall performance has been very strong. In addition, 
they share laboratory data for global and regional policy-
making, while 10 of the countries share influenza virus strains 
or genetic data with the GISRS.

Health service provision
Lessons learnt from communicable disease outbreaks in the 
region have highlighted overwhelmed health facilities leading 
to a lack of access to appropriate care for patients.23 For many 
countries of the region, establishing functional triage systems 
to identify patients at risk of severe disease and complications, 

and systems for community management of less severe cases, 
is challenging. The chronic shortage of medicines and a lack 
of stockpiles could also confound health service provision in a 
pandemic.

In this context, health services planning is essential for 
managing patients in overwhelmed health facilities during 
seasonal influenza outbreaks and for managing human cases 
of zoonotic influenza in interpandemic periods. In addition, 
specific plans for providing health services during a pandemic 
should be set out in NIPPPs, with supplementary business 
continuity plans to ensure that the health sector can continue 
services. Risk analysis indicates a need for additional planning 
for care for vulnerable groups such as children, pregnant 
women, the elderly and people with chronic conditions.24

Although the influenza pandemic in 2009 was caused by 
a less virulent strain, the vulnerability of health facilities to an 
increased load of patients was evident.25 In spite of WHO’s 
technical support in the form of treatment guidance, training on 
intensive care and training on managing patients with severe 
acute respiratory infections at peripheral-level hospitals, there 
remain critical gaps in planning for health service provision 
during seasonal influenza outbreaks, care for patients with 
non-seasonal influenza and uninterrupted provision during 
a pandemic (including through business continuity plans for 
the health sector). These areas require further attention from 
national health authorities in terms of both planning and “real-
life scenario” operations. Given the experience of Indonesia 
in managing zoonotic influenza cases,18 Thailand having the 
first WHO-verified emergency medical team in the region,26 
and Sri Lanka’s experience in hospital-based management of 
severe dengue cases during outbreaks,27 Member States need 
to take advantage of collaboration opportunities to learn from 
each other’s experiences to further strengthen health service 
delivery during pandemics.

Medical countermeasures, critical for pandemic response, 
have been identified as priority technical areas in eight joint 
external evaluations conducted in the WHO South-East Asia 
Region. With experience in conducting large-scale immuniza-
tion campaigns, lessons learnt from pandemic vaccine deploy-
ment in 2009 and outbreak response immunization against 
influenza in recent years, countries are well placed to deploy 
pandemic vaccines in the region.28 With regard to local influenza 
vaccine manufacturing, India, Indonesia and Thailand have 
increased their capacities, having been beneficiaries of WHO’s 
initiative to increase vaccine production capacity under the 
Global Action Plan for Influenza Vaccines during 2006–2016.

As part of pandemic preparedness and response, the WHO 
Regional Office for South-East Asia has considered possibilities 
for regional production of oseltamivir to increase the likelihood 
of its availability by fostering and strengthening public–private 
partnerships.29 The fact that Indian companies are involved in 
production of oseltamivir to ensure its availability for stockpiling 
in low- and middle-income countries is a step towards better 
regional preparedness.30 WHO has been involved in regional 
stockpiling of oseltamivir, while the countries of the region 
stockpile it as a part of their pandemic influenza preparedness 
planning.

Risk communication and community engagement
Lessons learnt from the 2009 influenza pandemic called for a 
proper understanding of risk perception, the development of 
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targeted messages based on risk perception, the identification 
of key people for risk communication in the community, good 
planning, efforts to ensure the availability of resources, and 
a coordinated, systematic approach to risk communication. 
These lessons learnt and countries’ experiences of risk 
communication activities carried out during the pandemic 
were important in guiding the development of the Risk 
communication strategy for public health emergencies in 
the WHO South-East Asia Region: 2019–2023.31 While the 
regional risk communication strategy is being rolled out, 
funds available through PIP partnership contributions and 
United States Centers for Disease Control and Prevention 
cooperative agreements could be leveraged to plan and pilot 
influenza-specific risk communication plans through exercises 
and during outbreaks in the interpandemic period.

Points of entry
Strengthening and maintaining capacities to prevent, prepare 
for and respond to public health risks at designated key points 
of entry (PoEs) under the IHR is an area that needs solid 
support in the region. As countries of the region are now in the 
process of either developing their NAPHSs or updating their 
NIPPPs, an intense focus is needed on measures to prevent, 
detect and control transmission of high-threat pathogens, 
including pandemic influenza, at PoEs. Influenza-related 
activities designed for PoEs need to be linked to national health 
authorities and need to include regular testing and exercises 
with a view to continually improving contingency plans for 
pandemic influenza at PoEs, standard operating procedures, 
human resources and infrastructure.

Human resources
Human resources are required to implement, manage and 
coordinate pandemic influenza response activities. To fulfil 
this need, in addition to general capacity-building activities 
in relation to health emergency preparedness and response, 
a variety of influenza-specific training activities (including on 
highly specialized areas such as laboratory diagnosis) have 
been facilitated in the region. However, high staff turnover, 
the need for regular training on rapid response to seasonal 
influenza outbreaks and pandemics, a lack of adequate 
specialized personnel (in field epidemiology, virology, clinical 
management and behavioural science) and the difficulty of 
ensuring surge capacity for deployment for rapid response in a 
pandemic/epidemic are issues to be addressed.

IHR notifications and event management
WHO has been working closely with national influenza 
programmes in the region on their pandemic influenza 
preparedness planning, facilitating links with the IHR national 
focal points to ensure timely and accurate notifications of 
all human infections caused by a new influenza subtype 
required to be reported under the IHR. WHO, together with 
WHO collaborating centres and partners, supports countries 
to diagnose these strains in a timely manner and notify events 
in compliance with the IHR.

In addition, the annual bi-regional meeting of national 
influenza centres and influenza surveillance acts as a bi-
regional knowledge network on seasonal and non-seasonal 
influenza with pandemic potential. The forum, in addition 
to discussing issues, challenges and solutions in relation to 

prevention, detection, early warning and alert, preparedness, 
response and recovery with regard to influenza outbreaks/
pandemics, facilitates effective mechanisms for linking up 
influenza programme managers and IHR national focal points 
for timely event notifications to prevent the international spread 
of influenza viruses.

The recently established regional laboratory network on 
influenza and other high-threat pathogens and the South-
East Asia Regional Knowledge Network of International 
Health Regulations National Focal Points also contribute 
to strengthening detection and notification of non-seasonal 
influenza viruses and other priority high-threat pathogens.

Strategizing for other priority high-threat pathogens
The global experience of Ebola, Middle East respiratory 
syndrome and severe acute respiratory syndrome and the 
regional experience of Crimean Congo haemorrhagic fever 
and Nipah virus disease emphasize the need for regional 
preparedness to respond to high-threat pathogens. The 
opportunities created by increased preparedness for pandemic 
influenza through strengthening plans, health systems and 
operational capacities for prevention, detection, early warning 
and alert, preparedness, response and recovery could form 
the basis for increasing regional preparedness to respond to 
other high-threat pathogens.

After action reviews conducted following (i) the influenza 
pandemic in countries of the WHO South-East Asia Region 
(2009), (ii) seasonal influenza outbreaks in Myanmar (2017), 
Maldives (2017), Sri Lanka (2018) and the Democratic 
People’s Republic of Korea (2018); and (iii) human cases 
of zoonotic influenza in Indonesia and Nepal (2019) have 
created opportunities to document best practices, strengths, 
weaknesses and challenges in response, resulting in 
recommendations for specific, actionable improvements to 
NIPPPs. These findings can be used to improve preparedness 
for other high-threat pathogens in the region through countries’ 
NAPHSs.

The considerable progress made by the Member States 
on IHR core capacities, the openness in implementing the 
IHR monitoring and evaluation framework in the region and 
the availability of the Five-year regional strategic plan for 
strengthening public health preparedness and response 
– 2019–202332 are enabling factors for the successful 
implementation of such an initiative. The required leadership 
is provided by the Regional Director’s strategic vison, in which 
the four strategic imperatives – (i) addressing persisting and 
emerging epidemiological and demographic challenges, 
(ii) promoting universal health coverage and building robust 
health systems, (iii) strengthening emergency risk management 
for sustainable development and (iv) articulating a strong 
regional voice in the global health agenda – are strongly linked 
to and facilitate combating high-threat pathogens in the region. 

The systematic and ongoing support to countries of the region 
through GISRS, and a strong network of WHO collaborating 
centres and other centres of excellence, has contributed 
immensely to the success of pandemic influenza preparedness 
regionally. The region’s efforts to develop a comprehensive 
roadmap for combating Nipah virus infection, facilitated by 
the WHO South-East Asia Regional Office, need to learn from 
the systematic support for pandemic preparedness planning 
and allied platforms, such as GISRS and WHO collaborating 
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centres. However, such efforts to address Nipah virus and other 
regionally important high-threat pathogens need the support 
of the three levels of WHO, centres of excellence, partners 
and donors to achieve success similar to that of pandemic 
influenza preparedness in the long run. While investments in 
robust and functional health systems are a prerequisite, as 
experiences of increasing pandemic influenza preparedness 
clearly demonstrate, funding, technical expertise, experts/
laboratory networks, and new diagnostics, therapeutics, 
vaccines and technologies are needed to improve surveillance 
methods, laboratory diagnosis capacities, epidemiological 
capacity for detection, early warning and alert systems, and 
overall capacity with regard to preparedness for and response 
to a broad set of high-threat pathogens.

Technology transfer and enhancing regional manufacturing 
capacity of influenza vaccines and oseltamivir have boosted 
regional response capacity enormously. This regional success 
in enhancing local manufacturing capacity was partly a result of 
investments in health security by Indonesia and Thailand and 
investments in the pharmaceutical industry in India.26 However, 
in relation to Nipah virus and other high-threat pathogens, the 
commercial potential that could drive significant private sector 
investments in key components of preparedness and response 
other than medical countermeasures is limited. Nonetheless, 
many governments, such as those of Germany, Japan, Norway 
and the United States of America, as well as private entities, 
for example the Bill and Melinda Gates Foundation and the 
Wellcome Trust, have been involved in some activities relating 
to high-threat pathogens relevant to the region, such as Nipah 
virus, from a global health security perspective.33 The WHO 
South-East Asia Region has the potential to tap into such 
resources if a comprehensive, long-term strategic framework 
and country action plans for preparedness and response to 
high-threat pathogens are in place.

However, as the lessons learnt during the development 
of pandemic influenza preparedness demonstrate, there are 
many challenges. Regular, consistent, ongoing, functional 
mechanisms for health sector and non-health sector 
coordination, addressing existing health system issues, 
establishing and sustaining functional networks of regional 
laboratories and reference laboratories, participation in 
verticalized global support systems such as GISRS for influenza 
and ongoing capacity development of the health workforce in 
relation to specific novel infections are key regional priorities. 
The challenges are consistent with the suboptimal IHR core 
capacities identified in joint external evaluations conducted in 
the region.

Conclusions

Lessons learnt from the implementation of the PIP framework 
could serve as a basis for introducing polices, strategies, 
national plans and systems to ensure operational readiness 
to combat high-threat pathogens. In terms of planning, as 
demonstrated by Timor-Leste, NAPHSs can be an overall 
framework for planning to prepare to respond to these high-
threat pathogens, and an NIPPP can serve as a blueprint 
with the flexibility to be adapted to the specific risks posed by 
the high-threat pathogen of concern. Alternatively, countries 
could also consider several contingency plans for infectious 

hazards covering different methods of transmission of the 
disease; these plans could be quickly operationalized for 
response while overall health system capacity development 
and increased operational readiness for detection and 
response could happen in alignment with efforts to ensure 
pandemic influenza preparedness. National action plans 
aimed at strengthening the implementation of the IHR can 
facilitate reviewing and revising legislation and regulations 
to address high-threat pathogens. The current mechanisms 
of governance, management and coordination established 
for pandemic influenza preparedness could be extended 
and effectively integrated following a multisectoral approach, 
involving national disaster management stakeholders and One 
Health stakeholders (where relevant) in managing high-threat 
pathogens including pandemic influenza.

Member States, WHO and partners need meticulous 
thinking on utilizing the opportunities provided by the Five-year 
regional strategic plan to strengthen public health preparedness 
and response – 2019–202330 and the ministerial-level Delhi 
Declaration on Emergency Preparedness,34 which reflect the 
political commitment of the Member States of the region to 
developing a broad, long-term strategic plan for investments 
in building capacity for minimizing the danger and impact of 
high-threat pathogens not only in the WHO South-East Asia 
Region but also beyond.
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Abstract
The Asia-Pacific region is vulnerable to a wide range of emergencies and natural disasters that 
are becoming more frequent because of seismic activity, climate change and changes in human 
development. For the rural poor in low-income settings, animals are valued beyond their financial 
worth as a fundamental part of human existence and livelihoods. Despite this recognition, animals are 
rarely included in national disaster plans and investments, and their needs are rarely factored into relief 
operations. Any natural disaster has short-term and long-term consequences that affect animals along 
with humans. For example, post-disaster community rehabilitation programmes may be strengthened 
by factors such as compensation for livestock losses. Emergency and disaster preparedness, 
response and recovery planning should follow the One Health approach by considering animal welfare, 
including rehabilitation and economic recovery.

Keywords: Asia-Pacific region, disaster, livelihood, livestock, One Health

Background

Livestock are an integral part of the agricultural system and 
rural life. Livestock are needed for food supply, family nutrition, 
family income, asset savings, soil productivity, livelihoods, 
transport, agricultural traction, agricultural diversification and 
sustainable agricultural production, family and community 
employment, ritual purposes and social status.1 Livestock 
are known as “living banks” by poor farmers because they 
can be sold when money is needed for a family emergency. 
In 2009, an estimated 987 million people living in extreme 
poverty worldwide depended on livestock as a source of 
income and social security.2 The direct and indirect values of 
animals in low-income settings are often under-recognised and 
underestimated when attempts are made to understand the 
impact of disasters.3 In high-income countries, disaster-related 
livestock losses are essentially financial. For the rural poor in 
low-income countries, livestock are not only financial assets 
but also an integral part of people’s lives and livelihoods.

The Asia-Pacific region is vulnerable to a wide range of 
emergencies and natural disasters such as epidemics, floods, 
cyclones, earthquakes, droughts and landslides; these events 
are becoming more frequent as a result of intermittent seismic 
activities, climate change and changes in human development, 
such as rapid urbanization.4 There are a number of global and 
regional initiatives that aim to build the resilience of nations and 
communities to disasters, focusing on making the investment 
case for emergency preparedness rather than response, 
and on promotion of the whole-of-government and whole-of-

society approaches. The Sendai Framework for Disaster Risk 
Reduction 2015–2030 recognizes that effective disaster risk 
reduction requires protection of livelihoods and productive 
assets, including livestock, working animals, tools and seeds.5 
Despite this recognition, animals are rarely included in national 
disaster plans and investments in lower-income settings, and 
their needs are rarely factored into relief operations.6

Lessons from the effects of past disasters 
on animals

When disasters hit, animals experience the same terrible 
effects as people: injury, starvation, thirst, displacement, illness 
and stress. This can be illustrated by the scenes witnessed 
by one of the authors (GG) during the devastating floods in 
Nepal in 1994, when visiting badly affected villages in Chitwan 
with the district veterinary officer. Dairy cattle were buried in 
mud, and the safe removal of their waterlogged bodies was 
challenging. The Nepal earthquake in 2015 resulted in the 
deaths of an estimated 6 million to 9 million animals, mostly 
livestock. Poultry houses were destroyed and, in the most 
highly affected districts, livestock were injured or killed when 
their mud and rock shelters collapsed.7 Unfortunately, the 
national disaster preparedness plan does not cover animal 
rescue and rehabilitation, and it was extremely difficult for 
nongovernmental organizations involved in animal rescue and 
welfare activities to mobilize resources and to get government 
permission for their activities. Nevertheless, volunteers and 
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veterinarians were able to provide badly needed rescue 
operations and veterinary support in rural areas. Livestock 
owners also understood the importance of livestock as part 
of their family livelihood. For example, it was astonishing to 
see a temporary shelter being used for a milking buffalo by a 
livestock owner in Chapagaon in Lalitpur district; the shelter 
had been provided by the government for the family’s use.

Any natural disaster has short-term and long-term 
consequences, which should be taken into consideration 
in emergency preparedness and response planning. 
Livestock are a source of livelihood for poor farmers, and it is 
important to consider including compensation for their loss in 
rehabilitation programmes, as taking out a livestock insurance 
policy is generally beyond the reach of poor farmers. A positive 
example of considering livestock losses for compensation as 
a part of a community rehabilitation programme occurred in 
Timor-Leste, following fires in Liquica and Ermera villages in 
September 2019 (Dr Rajesh Pandav, WHO Representative to 
Timor-Leste, personal communication, 11 October 2019).

Conclusions and the way forward

In the light of lessons learnt from the Nepal earthquake, a session 
on disaster preparedness and response at the human–animal 
interface was included in a workshop organized by the tripartite 
coordination mechanism for the Asia-Pacific region in Sapporo, 
Japan, in 2015, which was attended by public health and animal 
health officials from a wide range of Asian countries.8 Case 
studies and lessons learnt from the Nepal earthquake and from 
Typhoon Haiyan (Super-Typhoon Yolanda) in the Philippines 
were presented and discussed. There was a consensus 
among participants that we have to ensure that companion 
and livestock animals are included in disaster preparedness 
and response plans using the One Health approach, to help 
animals, communities and local people survive and thrive after 
disasters. It was clear that, while public health sectors have 
their emergency preparedness and response plans in place, 
with regular testing of coordination mechanisms and functional 
status, the equivalents for animal health either do not exist or 
are weak and cover only animal welfare aspects.

Natural disasters are happening more frequently in countries 
of the Asia-Pacific region, which have a detrimental impact on 
humans, animals and the environment, including on people’s 
livelihoods. There is a need for joint and/or coordinated 
emergency preparedness and response planning using the 
One Health approach.
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Abstract
Basic packages of health services (BPHSs) are often envisaged primarily as political statements 
of intent to provide access to care, in an era of commitment to universal health coverage. They 
are often produced with little attention paid to health systems’ capacity to deliver these benefit 
packages or other implementation challenges. Many countries of the World Health Organization 
(WHO) South-East Asia Region have invested in developing BPHSs. This perspective paper reflects 
on the issues that do not receive enough attention when packages are developed, which can often 
jeopardize their implementation. Countries of the region refer to burden-of-disease assessments 
and consider the cost-effectiveness of the listed interventions during their BPHS design processes. 
Some also conduct a costing study to generate “price tags” that are used for resource mobilization. 
However, important implementation challenges such as weak supply-side readiness, limited scope 
for reallocation of existing resources and management not geared for accountability are too often 
ignored. Implementation and its monitoring is further hampered by the limitations of existing health 
information systems, which are often not ready to collect and analyse data on emerging interventions 
such as noncommunicable disease management. Among the countries of the WHO South-East Asia 
Region, those with better chances of executing their BPHSs have adapted their packages to their 
implementation, financing and monitoring capacities, and have considered the need for a modified 
service delivery model able to provide the agreed services.

Keywords: basic packages of health care, health economics, health policy, public health

Background

Packages of health services, often dubbed “essential” or 
“basic”, have become popular among policy-makers in a variety 
of countries. The potential uses of these basic packages of 
health services (BPHSs) include defining the entitlement of 
the population to the listed services and setting priorities for 
the use of limited resources. They are also used in helping to 
structure facilities and delivery systems by describing the range 
of services that should be provided at each level, estimating 
the financial resources required to deliver the agreed service 
components (and not others) and using those estimates for 
resource mobilization, and assisting in decisions on training 
packages or staffing norms. In many countries, the BPHS is 
envisaged primarily as a political statement of intent to provide 
access to care in support of a stated commitment to universal 
health coverage (UHC). Often, however, little attention is paid 
to implementation challenges, and the BPHS simply remains 
on the shelf.

In the past few years, most countries of the World Health 
Organization (WHO) South-East Asia Region have been 
designing BPHSs. Bangladesh,1 Myanmar,2 Nepal,3 Sri Lanka4 
and Timor-Leste5 have opted to draw up a detailed list of 
health interventions, following what is known as a positive list 
approach, as opposed to selecting what will be excluded from 
the list, known as a negative list approach. India has taken 
an alternative approach. A few years ago, India defined the 
standards of services by level of care.6 More recently, India 
has also adopted two complementary approaches: it defines 
standards for primary health care while using a benefit 
package for inpatient/hospital reimbursements. Thailand’s 
health benefit package, with its extensive coverage by various 
insurance schemes prior to UHC, is implicit, with no detailed list 
of interventions, but with explicit exclusions.7,8 This perspective 
paper reflects on lessons learnt by the authors in supporting 
package design in certain countries of the region between 
2015 and 2019.
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Considerations for the BPHS design 
process

Despite the efforts devoted to the detailed design of packages, 
evidence of the link between the development of a BPHS and 
any substantial influence on service utilization and coverage is 
unclear. This relates to package implementation. In 2018, El-
Jardali et al.9 identified a number of barriers to and facilitators 
of implementation in low- and middle-income countries. 
Barriers ranged from limited involvement of consumers and 
stakeholders in package design to inadequate availability 
of staff or supplies; facilitators ranged from government 
commitment to funding delivery of the package to the existence 
of a functioning health-care delivery system. Similar examples 
of barriers to implementation can be identified in the WHO 
South-East Asia Region.

Developing a BPHS is a government’s policy decision. The 
reasons vary. In Nepal, it was in response to a constitutional 
mandate. In Sri Lanka, the development of a package was part 
of a reorganization of primary health care.10 In Bangladesh, 
the package was developed as a tool to progress towards 
UHC. Thailand had been using benefit packages as a key 
component of its various public purchasing schemes, with the 
aim of increasing efficiency and equity.11

BPHS design is commonly seen as a technical exercise. 
However, although burden-of-disease and cost-effectiveness 
analyses are often mentioned as tools for the selection of 
interventions, there is little evidence of these having been 
conducted. Moreover, most countries of the region have 
neither the information nor the full capacity to perform such 
comprehensive analyses without external support. An exception 
to this is Thailand, which uses health technology assessment to 
appraise new and high-cost services before their adoption. The 
decision to adopt new interventions is supported by adequate 
funding through cabinet-level decisions to prevent “unfunded 
mandates”. Whatever approaches are used, the resulting 
package content is a remarkably similar list of services across 
countries. Moreover, the package content tends consistently 
to go well beyond the current scope of services and fiscal 
capacity, which creates the risk that these packages will remain 
aspirational, calling for strong prioritization. 

Prioritization involves multiple processes, some political 
and some technical. During negotiations by policy-makers, 
expensive services may be added as a way of preventing 
conflict among programme managers, thereby undermining 
attempts at prioritization. In Nepal and Timor-Leste, there were 
deliberate technical decisions to focus exclusively on services 
provided in front-line primary care facilities, excluding critical 
life-saving services such as emergency caesarean section.

A costing exercise is often conducted as part of the BPHS 
design process. Formally, the aim is to assess affordability, 
on the assumption that in the – unsurprising – case that the 
estimated cost exceeds projected funding, package content 
will need to be revised to match available resources. Thailand 
seems to be the only country in the region where this review is 
done systematically. At times, costing figures are interpreted by 
BPHS advocates as price tags and as targets in negotiations for 
resource mobilization. It is seldom acknowledged that funding is 
insufficient to meet the target amounts, or that current spending 
is not easy to reallocate, in particular from hospitals to primary 
health care or away from fixed commitments such as wages.

Barriers to and facilitators of delivery and 
implementation

Delivering a BPHS usually implies that new and different 
services, such as palliative care, are to be provided; that some 
of the existing ones, such as management of noncommunicable 
diseases, are to be provided differently; and that some services 
are to be provided in a different place, such as in primary health- 
care facilities rather than in hospitals. Even if available money 
and staff are sufficient, package implementation is likely 
to require substantial changes in service organization and 
resource management, as well as adaptation of staff, their 
skill mix and redistribution in line with changes in services and 
workloads. For this reason, a feasibility analysis is done with the 
intention of identifying implementation bottlenecks and correc-
tive measures, but the results do not always translate into actual 
reforms. However, in some countries, management changes 
have improved implementation and enhanced accountability in 
relation to some essential package components.12,13

A key feature of package implementation is target 
setting, understood as defining the expected coverage of 
interventions, and making providers accountable for these 
targets. In Thailand, age-adjusted capitation paid to providers 
according to a catchment population area has helped to 
improve accountability. In Sri Lanka, the planned introduction 
of explicitly defined geographical coverage areas and cluster 
managers is intended to increase overall accountability in the 
curative sector. Elsewhere, such reforms in service delivery 
organization and public financial management to deliver a 
revised basic package are not yet happening. For example, 
Bangladesh and Timor-Leste have maintained supply-side 
financing through line-item budgeting with historical-based 
incremental growth; no changes in management, financial 
autonomy and accountability, or linking of payment to the 
BPHS have been introduced.

Another requirement for effective BPHS implementation 
is monitoring. Tracking the delivery of some services (e.g. 
maternal and child health, communicable disease control) 
may not represent a challenge, as they are already included 
in the current health information system. However, this does 
not equal monitoring the delivery of the package in its entirety 
(i.e. the accessibility of all the services defined in the package 
to the whole population). The challenge, though, is that the 
existing routine health information system in most countries of 
the WHO South-East Asia Region are not yet able to routinely 
record key interventions such as noncommunicable disease 
screening and care.14 This is a particular issue in countries 
developing new service delivery arrangements, such as 
municipalities in Nepal and shared care clusters in Sri Lanka. 
Thailand, however, has successfully introduced measures 
of noncommunicable disease coverage, for example of 
well-controlled diabetes, which are used to set performance 
incentives.15 Quite often, the lack of a proper baseline – 
composed of proxy indicators (e.g. coverage of selected 
services) — hinders monitoring of implementation progress.

Conclusion

In conclusion, the service package is – and should be seen 
as – a tool with great potential to help improve service 
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delivery. However, if developed in isolation, and without clear 
commitment to its effective implementation, a BPHS will be 
a time-consuming and potentially pointless exercise. The 
changes required to implement the package can be complex 
and include reforms in the way decisions are made and how 
services are planned, financed and organized, as well as in the 
information systems used to monitor package implementation. 
Only health systems that integrate package development into a 
broader reform process are likely to succeed in implementation 
and in making progress towards UHC. By contrast, packages 
that do not recognize and address the implementation 
challenges are likely to stay on the shelf.
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Abstract
Background Influenza causes seasonal outbreaks each year and periodically causes a pandemic. 
The World Health Organization (WHO) Global Influenza Surveillance and Response System (GISRS) 
has contributed to global understanding of influenza patterns, but limited regional analysis has 
occurred. This study describes the virological patterns and influenza surveillance systems in the 11 
countries of the WHO South-East Asia Region.
Methods Virological data were extracted in January 2018 from FluNet, GISRS’s web-based reporting 
tool, for 10 of the 11 countries that had data available for the years 2009 to 2017. Descriptive data for 
2017 on influenza surveillance systems, including the number of sentinel sites, case definitions and 
reporting frequency, were collected through an annual questionnaire.
Results Data on surveillance systems were available for all 11 Member States, and 10 countries 
reported virological data to FluNet between 2009 and 2017. Influenza surveillance in the region and 
national participation increased over the 8 years. Seasons varied between countries, with some 
experiencing two peak seasons and others having one main predominant season. Bangladesh, 
Indonesia and Myanmar have only one season: Bangladesh and Myanmar have a mid-year pattern 
and Indonesia an end-year pattern. Influenza A was the predominant circulating type for all years 
except 2012 and 2016, when A and B co-circulated. Influenza A(H1N1)pdm09 was dominant in 2009 
and 2010 (77% and 76%, respectively), 2015 (72%) and 2017 (54%); influenza A(H3) accounted 
for approximately half of the positive specimens in 2011 (46%), 2013 (51%) and 2014 (47%); and 
influenza B (lineage not determined) made up over 49% of positive specimens in 2012.
Conclusion Although the timings of peaks varied from country to country, the viruses circulating within 
the region were similar. Influenza surveillance remains a challenge in the region. However, timely 
reporting and regional sharing of information about influenza may help countries that have later peaks 
to allow them to prepare for the potential severity and burden associated with prevailing strains.

Keywords: influenza, pandemic influenza preparedness, seasonal influenza, South-East Asia, surveillance

Background

Seasonal influenza viruses are an often underappreciated 
public health threat. With an estimated annual attack rate of 
5–10% in adults and between 20% and 30% in children, it is 
estimated that influenza causes between 290 000 and 650 000 
respiratory-related deaths annually.1,2 Accurate surveillance 
data are important, as they can be used to predict seasonal 
trends to inform public health action, to identify unusual severity 
or incidence and to provide important information for vaccine 
composition. Vaccines remain the best public health intervention 
against influenza, and the frequent mutations to circulating 
viruses mean that accurate and timely information is particularly 

important.3 Seasonal influenza trends are well established in 
temperate climates, with yearly peaks in activity occurring in 
winter and spring. Trends are less well defined in the tropics 
and subtropics, owing in part to the variety in trends and also to 
the lack of surveillance data. Recently, the amount of available 
data has increased, particularly as more tropical and subtropical 
countries contribute surveillance data to global databases.4 
Surveillance data have shown evidence that, although there is 
no globally unifying trend in these areas, tropical countries may 
exhibit predictable yearly trends, with dual or single peaks in 
activity either with or without year-round background activity.5–8

The World Health Organization (WHO) South-East 
Asia Region is home to approximately one quarter of the 
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global population, and most of the 11 Member States are at 
least partly located in the tropics. Recent improvements in 
surveillance systems and laboratory capacity have produced 
valuable surveillance data from the region. Preliminary 
evidence suggests that seasonal peaks in activity often occur 
during countries’ respective monsoon seasons.7 Virological 
data are collected by laboratories within the Global Influenza 
Surveillance and Response System (GISRS) and analysed to 
determine recommendations for vaccine composition. There 
are 10 WHO-recognized national influenza centres (NICs) 
located in eight countries of the region, as well as one WHO 
reference laboratory for influenza A(H5). 

Many Member States in the region have been contributing 
valuable data to GISRS for nearly a decade. These include data 
on type, subtype and lineage of influenza-positive specimens, 
numbers of specimens processed by NICs or other national 
public health laboratories, and information on influenza-like 
illness (ILI) and severe acute respiratory infection (SARI) 
consultation and admission rates. However, as yet there has 
been no regional analysis that describes the characteristics of 
influenza in the WHO South-East Asia Region. Understanding 
the larger context of influenza in the region will help the global 
community to better utilize surveillance data from the region, 
as well as enabling regional and national prioritization of 
influenza work. This paper contributes key knowledge for the 
understanding of seasonal influenza in the WHO South-East 
Asia Region.

Methods

Data collection
Virological and epidemiological data were extracted in 
January 2018 from the WHO FluNet and FluID databases4 
for Member States of the WHO South-East Asia Region that 
had contributed influenza surveillance data between 2009 and 
2017. Although there were countries that had contributed data 
before 2009, the reporting was less consistent and therefore 
these data are not included in this analysis. FluNet and 
FluID are GISRS databases coordinated by WHO, with data 
submitted periodically by Member State representatives.

Descriptive data on influenza surveillance systems, including 
number of sentinel sites, case definitions and reporting frequency, 
were derived from the data from the 2017 annual questionnaire 
that the WHO Regional Office for South-East Asia sends to 
WHO country office and government colleagues. A literature 
review using the search terms “Member State” + “influenza” 
was conducted to review relevant publications to compare the 
seasonal trends identified from FluNet sentinel surveillance data 
with those identified from data collected using other methods.

Data analysis
Descriptive data, including on number and type of surveillance 
sites and methodology for sample collection, were summarized 
from the 2017 annual survey for each Member State.

Virological data for each Member State were graphed 
and analysed. In order to convert weekly FluNet data into 
monthly data, the epidemiological week was multiplied by 
12 months/53 weeks. This was then divided into months with 
products < 1 allocated to January, products between 1 and 

< 2 allocated to February and so forth. Monthly percentage 
positive was calculated by dividing total number of influenza-
positive specimens by total number of specimens processed.

Epidemiological data, which varied by Member State 
depending on individual reporting formats, were converted to 
month as described above and then graphed and analysed. 
Analyses included the percentage of total outpatient 
consultations that were for ILI and the percentage of total 
inpatient admissions that were for SARI.

Patient involvement
The data used were aggregated and individual patient-level 
data were not involved. This research was done without 
patient involvement. Patients were not invited to comment on 
the study design and were not consulted to develop patient-
relevant outcomes or on the interpretation of the results, nor 
were they invited to contribute to the writing or editing of this 
document for readability or accuracy.

Results 

Descriptive data on surveillance systems were available 
for all 11 Member States of the region through the annual 
questionnaire. Ten of the 11 countries reported virological 
data to FluNet between 2009 and 2017, namely Bangladesh, 
Bhutan, India, Indonesia, Maldives, Myanmar, Nepal, Sri 
Lanka, Thailand and Timor-Leste. Epidemiological data for the 
reporting period were submitted by five countries: Bangladesh, 
Bhutan, Indonesia, Maldives and Thailand.

Descriptive data
The types and numbers of surveillance systems, case definitions 
and sampling methodologies in 2017 varied by country (see 
Table 1). In total, nine countries reported use of the 2011 WHO 
ILI case definition of acute respiratory infection with onset during 
the past 7 days with measured temperature of ≥ 38 °C and cough, 
while seven reported use of the 2011 WHO SARI case definition 
of acute respiratory infection with a history of fever or measured 
fever of ≥ 38 °C and cough, with onset within the past 7 days, 
requiring hospitalization. In addition, two countries reported the 
use of the 2014 WHO ILI and 2014 WHO SARI case definitions, 
both of which increase sensitivity by extending the definition to 
include cases with onset during the past 10 days (see Table 1). 
Those countries reporting use of a different case definition 
varied with regard to the number of days since symptom onset or 
required a specific diagnosis of pneumonia or acute respiratory 
distress syndrome. All the sentinel surveillance systems included 
at least some collection of samples although information was not 
collected on specific methodologies.

Virological data
The number of countries of the region submitting data to FluNet 
increased over the reporting period, from three in 2009 to ten 
in 2017 (see Table 2). In 2008, a total of 10 892 samples were 
processed by three countries, namely India, Sri Lanka and 
Thailand. In 2009, 30 683 samples were processed by these 
same countries, a nearly threefold increase that was driven 
primarily by an increase in samples from India. Percentage 
positive also increased between these years, from 12% in 
2008 to 21% in 2009.
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Table 1. Surveillance systems and ILI and SARI case definitions in WHO South-East Asia Region countries, 2017
Country Surveillance system Case definition Sample collection
Bangladesh 13 ILI sentinel surveillance sites WHO ILI 2011a All collected

17 SARI sentinel surveillance sites WHO SARI 2011b All collected

Bhutan All health centres report ARI and SARI cases as part of 
national early warning, alert and response surveillance

WHO ILI 2014c and  
WHO SARI 2014d

As per country protocol

7 ILI sentinel surveillance sites WHO ILI 2014c As per country protocol

11 SARI sentinel surveillance sites WHO SARI 2014d All collected

Democratic People’s 
Republic of Korea

42 ILI sentinel surveillance sites WHO ILI 2011a As per country protocol

12 SARI sentinel surveillance sites WHO SARI 2011b All collected 

India Integrated Disease Surveillance Programme (IDSP) Syndromic No specimens collected

36 ILI sentinel surveillance sites (IDSP laboratory network) WHO ILI 2011a As per country protocol

36 SARI sentinel surveillance sites (IDSP laboratory 
network)

WHO SARI 2011b All collected

18 ILI sentinel surveillance sites as part of the Indian 
Council of Medical Research Influenza Surveillance 
Network

WHO ILI 2011a As per country protocol

18 SARI sentinel surveillance sites as part of the Indian 
Council of Medical Research Influenza Surveillance 
Network

WHO SARI 2011b As per country protocol

Indonesia 27 ILI sentinel surveillance sites WHO ILI 2011a All collected

6 SARI sentinel surveillance sites WHO SARI 2011b All collected 

Maldives National notifiable diseases Syndromic As per country protocol

5 ILI sentinel surveillance sites WHO ILI 2011a As per country protocol

5 SARI sentinel surveillance sites Acute respiratory infection 
with fever > 38 °C, cough and 
hospitalization, with onset within 
the past 7–10 days

All collected

Myanmar 2 ILI sentinel surveillance sites WHO ILI 2014c All collected

2 SARI sentinel surveillance sites WHO SARI 2014d All collected

Nepal Early warning and reporting system Syndromic As per country protocol

19 ILI sentinel surveillance sites WHO ILI 2011a All collected

8 SARI sentinel surveillance sites WHO SARI 2011b All collected

Sri Lanka 19 ILI sentinel surveillance sites WHO ILI 2011a All collected, but only 
from 13 sites

4 SARI sentinel surveillance sites WHO SARI 2011b As per country protocol

Thailand National disease surveillance Syndromic As per country protocol

Integrated national influenza centre surveillance and 
bureau of epidemiology system: 24 ILI sites

WHO ILI 2011a All collected

Integrated national influenza centre surveillance and 
bureau of epidemiology system: 40 SARI sites

Severe pneumonia or acute 
respiratory distress syndrome 
(ARDS)e

All collected

Timor-Leste 5 ILI sentinel surveillance sites WHO ILI 2011a All collected

3 SARI sentinel surveillance sites WHO SARI 2011b All collected

ARDS: acute respiratory distress syndrome; ARI: acute respiratory infection; IDSP: Integrated Disease Surveillance Programme; ILI: influenza-like illness; SARI: severe 
acute respiratory infection.
aWHO ILI definition 2011: acute respiratory illness with a measured temperature of ≥ 38 °C and cough, with onset within the past 7 days; bWHO SARI definition 2011: 
acute respiratory illness with a history of fever or measured fever of ≥ 38 °C and cough, with onset within the past 7 days, requiring hospitalization (WHO global technical 
consultation: global standards and tools for influenza surveillance. Geneva: World Health Organization; 2011 (https://www.who.int/influenza/resources/documents/
technical_consultation/en/, accessed 25 February 2020)).
cWHO ILI definition 2014: acute respiratory infection with onset during the past 10 days with measured temperature of ≥ 38 °C and cough; dWHO SARI definition 
2014: acute respiratory infection with a history of fever or measured fever of ≥ 38 °C and cough, with onset within the past 10 days, requiring hospitalization (World 
Health Organization. WHO surveillance case definitions for ILI and SARI (https://www.who.int/influenza/surveillance_monitoring/ili_sari_surveillance_case_definition/
en/, accessed 25 February 2020)).
eARDS with at least one of the following: (i) history of contact with poultry within 14 days before illness; (ii) history of contact with certain mammals such as pigs within 
7 days before illness; (iii) residing in area with abnormal poultry death or confirmed avian influenza in the area for 14 days before illness; (iv) travelling from area affected 
with avian influenza or Middle East respiratory syndrome coronavirus within 14 days before illness; (v) history of contact with ILI or pneumonia case within 10 days 
before illness; (vi) death due to unidentified organism; (vii) patient is a health-care worker (including laboratory technicians); and (viii) cluster of pneumonia or ARDS (as 
reported to the WHO Country Office for Thailand).

https://www.who.int/influenza/resources/documents/technical_consultation/en/
https://www.who.int/influenza/resources/documents/technical_consultation/en/
https://www.who.int/influenza/surveillance_monitoring/ili_sari_surveillance_case_definition/en/
https://www.who.int/influenza/surveillance_monitoring/ili_sari_surveillance_case_definition/en/
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During the reporting period, a total of 313 432 specimens 
were processed in the region, with 66 965 specimens (21%) 
being influenza positive (see Table 2). The total number of 
specimens processed annually fluctuated between 25 401 in 
2011 and 45 249 in 2017, with variation between years. India 
contributed the largest number of specimens, accounting 
for 43% of samples processed, followed by Thailand, Sri 
Lanka and Bangladesh, all contributing 12% of data on virus 
detections (see Fig. 1). Percentage positive for the region 
ranged from 16% to 25% in 2011 and 2017, respectively.

Influenza A was the predominant circulating influenza virus 
for all years except 2012 and 2016, when influenza A and B co-
circulated in the region. In years in which influenza A made up 
the majority of viruses, it accounted for between 64% and 99% 
of viruses identified (see Table 2). In 2009 and 2010, A(H1N1)
pdm09 was the predominant subtype, accounting for 77% and 
76% of total influenza-positive samples, respectively. The first 
A(H1N1)pdm09 viruses detected in the region were in May 2009 
in Thailand, before India and Sri Lanka reported the pandemic 
strain in June 2009 (see Fig. 2). Much of the A(H1N1)pdm09 
activity in the region during those years was related to large 
peaks in August in 2009 and 2010 in India. A(H1N1)pdm09 
was also predominant throughout the region in 2015 (72%) and 
2017 (54%). Influenza A(H3) accounted for approximately half 
of positive specimens in 2011 (46%), 2013 (51%) and 2014 
(47%), while influenza B (lineage not determined) accounted 
for 49% of influenza positive specimens in 2012.

Bangladesh 
Bangladesh started reporting virological data in 2010. The first 
positive specimens of A(H1N1)pdm09 during the pandemic 
were identified in February 2010; however, influenza B and 
A(H1N1)pdm09 predominated that year (see Fig. 2a and 
Fig. 3). In general, there was a consistent trend towards higher 
activity between approximately April and September of each 
year. This trend did not hold in 2012, when there were two 
peaks, in April and September, and a decrease in percentage 
positive between these months. Influenza A(H3) and B viruses 
co-circulated in 2011, with the B viruses mainly identified 
slightly later in the year. In 2012, 2015 and 2017, A(H1N1)
pdm09 predominated during the first half of the year, with 
influenza B activity increasing later in the year.

Bhutan
Bhutan began reporting to FluNet in 2011 and in general the 
data during the reporting period show two peaks of activity, 
although the timing of these peaks was not always consistent 
across years. In 2011, A(H1N1)pdm09 and A(H3) accounted 
for most influenza activity, whereas in 2012 influenza B 
circulated more widely, along with A(H1N1). In 2013 and 
2014, influenza A(H3) predominated, with influenza B co-
circulating in 2014. In 2015 and 2017, A(H1N1)pdm09 activity 
was high again, although influenza B and A(H3) co-circulated. 
In 2016, there was variable activity with several peaks, 
primarily of A(H3) and B.

Table 2. Specimens tested and specimens found positive for influenza by type/subtype/lineage in the WHO South-East Asia Region, 
2009–2017
Year 2009a 2010b 2011c 2012c 2013c 2014c 2015d 2016e 2017e Total
Processed 30 683 43 454 25 401 39 143 33 299 25 730 44 763 25 710 45 249 313 432 
Total positive 
(% of 
processed)

6542 (21) 9368 (22) 3949 (16) 7431 (19) 6083 (18) 5145 (20) 10 782 (24) 6290 (24) 11 375 (25) 66 965 (21)

A(Total)
(% of positives)

6464 (99) 8047 (86) 2564 (65) 3564 (48) 4722 (78) 3305 (64) 9803 (91) 3071 (49) 9372 (82) 50 912 (76)

A(H1)
(% of positives)

338 (5) 15 (0.2) 4 (0.1) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 357 (0.5)

A(H1N1)pdm09
(% of positives)

5012 (77) 7163 (76) 682 (17) 2836 (38) 1491 (25) 787 (15) 7729 (72) 754 (12) 6086 (53) 32 540 (49)

A(H3)
(% of positives)

964 (15) 739 (8) 1829 (46) 663 (9) 3095 (51) 2440 (47) 1144 (11) 2299 (37) 1950 (17) 15 123 (23)

A(not 
subtyped)
(% of positives)

150 (2) 129 (1) 49 (1) 65 (1) 136 (2) 77 (1) 929 (9) 18 (0.3) 1336 (12) 2889 (4)

B(Total)
(% of positives)

78 (1) 1321 (14) 1385 (35) 3867 (52) 1361 (22) 1840 (36) 979 (9) 3219 (51) 2003 (18) 16 053 (24)

B(Victoria 
lineage)
(% of positives)

0 (0) 8 (0.1) 72 (2) 135 (2) 9 (0.1) 18 (0.3) 7 (0.1) 549 (9) 280 (2) 1078 (2)

B(Yamagata 
lineage)
(% of positives)

0 (0) 0 (0) 0 (0) 63 (1) 73 (1) 264 (5) 252 (2) 464 (7) 446 (4) 1562 (2)

B(lineage not 
determined)
(% of positives)

78 (1) 1313 (14) 1313 (33) 3669 (49) 1279 (21) 1558 (30) 720 (7) 2206 (35) 1277 (11) 13 413 (20)

aData from India, Sri Lanka and Thailand.
bData from countries with data in 2009 plus Bangladesh and Indonesia.
cData from countries with data in 2010 plus Bhutan and Nepal.
dData from countries with data in 2011 plus Maldives.
eData from countries with data in 2015 plus Myanmar and Timor-Leste.
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India 
India has reported data to FluNet since 1997, but the number and 
consistency of reports has increased since the 2009 pandemic. 
In general, peak influenza activity is observed during July to 
September, with a secondary peak in November to January. 
In 2009 and 2010, A(H1N1)pdm09 accounted for the majority 
of influenza viruses reported and peak activity was in August 
for both years. In 2011, fewer positive samples were reported 
than for the two previous years, and A(H3) and B co-circulated 
during the second half of the year, with influenza B becoming 
more predominant from September. In 2012, 2013, 2015 and 
2017, outbreaks were reported in interseasonal periods. In 
2012, influenza activity was observed in March and April, with 
A(H1N1)pdm09 and influenza B co-circulating; A(H1N1)pdm09 
and A(H3) co-circulated in July to April of 2013. In 2015 and 
2017, A(H1N1)pdm09 was the predominant circulating subtype. 
The A(H3) activity in 2013 continued into 2014, with a peak in 
activity in August. During March 2015, there was a large number 
of A(H1N1)pdm09-positive specimens resulting in a substantially 
higher peak in influenza positives than in any other year.

Indonesia
In general, since Indonesia began reporting data in 2010, 
influenza activity has tended to be highest at the beginning 
and end of the year, with lower activity in the middle of the 
year. In addition, peaks in influenza A virus activity often 
occurred before peaks in influenza B virus activity. In 2010, 
influenza A(H1N1)pdm09 was not circulating widely until late in 
the year, with A(H3) predominant at the beginning of the year 
and influenza B activity increasing in the second half of the 
year. Most years saw co-circulation of influenza B, A(H3) and 
A(H1N1)pdm09, with substantial overlap.

Maldives
Since Maldives started to report in 2015, the number of 
positives has been low; peaks in percentage positive have 

been variable, with no clear trend. In 2017, a large number 
of A(H1N1)pdm09-positive samples were reported, with the 
outbreak starting in February and peaking in March. Influenza 
B activity increased in September and the virus continued to 
circulate until the end of 2017.

Myanmar
Since reporting began in 2016, data from Myanmar have 
shown an increased number of positive samples from June 
to September each year. Peaks in percentage positive do not 
correspond directly to these increased positive samples, and 
the numbers of samples processed by month vary substantially 
throughout the year. In 2016, influenza B and A(H3) co-
circulated, while most influenza-positive specimens in 2017 
were A(H1N1)pdm09.

Nepal
Nepal has routinely reported data since mid-2011, and a 
consistent trend has emerged from these data, with two 
peaks in activity for most reporting years. In 2012, influenza 
B and A(H1N1)pdm09 co-circulated, both peaking in activity 
in September. In each year from 2013 to 2016, a peak in 
February or March was due primarily to influenza A(H3) and 
A(H1N1)pdm09 activity, while a peak later in the year, in July 
to September, mainly reflected increased influenza B activity, 
although A(H3) also circulated. Influenza A(H1N1)pdm09 
activity was relatively low, except in early 2015 and again in 
August 2017, when large numbers of positive specimens were 
detected.

Sri Lanka
Virological data from Sri Lanka have been routinely reported 
since 2009. Influenza B and A subtypes co-circulated and there 
were generally two peak seasons, from November to February 
and then from April to July. In 2009, the first A(H1N1)pdm09 
viruses were detected in June and activity peaked in December 

Fig. 1. Total ILI and SARI samples processed and reported to FluNet in the WHO South-East Asia Region, 2009–2017a

Thailand: 38 985

Sri Lanka: 37 915

Bangladesh: 37 058

Indonesia: 35 658Nepal: 18 495

Bhutan: 6860

Myanmar: 2518

Maldives: 2075
Timor-Leste: 40

India: 133 828

aILI: influenza-like illness; SARI: severe acute respiratory infection.



Seasonal influenza surveillance (2009–2017) for pandemic preparedness in the WHO South-East Asia Region

60 WHO South-East Asia Journal of Public Health | April 2020 | 9(1)

Fi
g.

 2
a.

 N
um

be
r o

f i
nfl

ue
nz

a 
vi

ru
se

s 
by

 ty
pe

/s
ub

ty
pe

 a
nd

 p
ro

po
rt

io
n 

po
si

tiv
e 

fo
r i

nfl
ue

nz
a 

by
 M

em
be

r S
ta

te
, 2

00
9–

20
17

a

In
di

a
10

0%

90
%

80
%

70
%

60
%

50
%

40
%

30
%

20
%

10
%

0%

50
00

45
00

40
00

35
00

30
00

25
00

20
00

15
00

10
00 50

0 0

20
09

3
6

9
12

3
6

9
12

3
6

9
12

3
6

9
12

3
6

9
12

3
6

9
12

3
6

9
12

3
6

9
12

1
6

9
12

20
10

20
11

A
(H

1)
A

(H
1N

1)
pd

m
09

A
(H

3)

A
(n

ot
 s

ub
ty

pe
d)

B
(T

ot
al

)
P

er
ce

nt
 p

os
iti

ve
20

12
20

13
20

14
20

15
20

16
20

17

Percent positive

Total positive

B
an

gl
ad

es
h

10
0%

90
%

80
%

70
%

60
%

50
%

40
%

30
%

20
%

10
%

0%

50
00

45
00

40
00

35
00

30
00

25
00

20
00

15
00

10
00 50

0 0

20
09

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

1
4

7
10

20
10

20
11

20
12

20
13

20
14

20
15

20
16

20
17

Percent positive

Total positive

2
4

6
8

10
12

6
10

12
2

4
6

8
10

12
2

4
6

8
10

12
2

4
6

8
10

12
2

4
6

8
10

12
2

4
6

8
10

12

20
11

20
12

20
13

20
14

20
15

20
16

20
17

N
ep

al
10

0%

90
%

80
%

70
%

60
%

50
%

40
%

30
%

20
%

10
%

0%

50
00

45
00

40
00

35
00

30
00

25
00

20
00

15
00

10
00 50

0 0

Percent positive

Total positive

a B
y 

nu
m

be
re

d 
m

on
th

 (t
op

 li
ne

 o
f x

 a
xi

s)
 a

nd
 y

ea
r (

bo
tto

m
 li

ne
 o

f x
 a

xi
s)

.



Seasonal influenza surveillance (2009–2017) for pandemic preparedness in the WHO South-East Asia Region

61WHO South-East Asia Journal of Public Health | April 2020 | 9(1)

of that year. In 2010, activity was low at the beginning of the 
year but that year again saw a peak in A(H1N1)pdm09 activity 
in December. This corresponded to peaks in A(not subtyped) 
and B. Activity was low from mid-2013 to 2014, before a 
dramatic increase in the number of influenza-positive samples 
identified in early 2015. In 2015 and 2017, a large number of 
viruses was identified, primarily A(not subtyped), in June and 
March, respectively.

Thailand
Thailand has been regularly reporting sentinel surveillance 
data to FluNet since 1997. Influenza activity between 2009 and 
2017 was variable in Thailand but tended to show two general 
increases in activity. Influenza A(H1N1)pdm09, A(H3) and B 
co-circulated during most years, with several peaks of activity 
in A(H1N1)pdm09 and A(H3), for example in late 2009 to early 

2010, July to October 2010 and 2011, and August to October 
2017.

Timor-Leste
Timor-Leste recently began collecting sentinel surveillance 
data and reporting them to global platforms, and clear trends 
are not yet visible from the available data.

Epidemiological data
Epidemiological data were reported by five countries: Bhutan 
and Thailand provided data for the period from 2011 to 2017, 
Indonesia for the period from 2015 to 2017, and Bangladesh 
and Maldives for the period from 2016 to 2017. The numbers 
of ILI presentations and total outpatients at sentinel sites were 
provided by all five countries reporting. In addition, data on 
SARI cases, total inpatients and SARI-associated deaths were 

Fig. 2b. Number of influenza viruses by type/subtype and proportion positive for influenza by Member State, 2009–2017a

A(H1) A(H1N1)pdm09 A(H3) A(not subtyped) B(Total) Percent positive
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Fig. 3. Proportion of influenza viruses by type/subtype by Member State, by year, 2009–2017
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reported by Bangladesh, Bhutan and Maldives. Bangladesh 
also provided data on numbers of ILI and SARI samples 
tested and found positive for influenza. In general, increased 
proportions of ILI consultations and SARI admissions 
corresponded to increased percentages of samples found 
positive for influenza. This trend was not always seen, however, 
and varied across countries and years.

Discussion

Influenza surveillance was reported as ongoing in each of 
the 11 Member States of the WHO South-East Asia Region. 
Based on self-reporting, during 2017, 9 countries of the region 
used the 2011 WHO case definition for ILI and 7 used the 2011 
WHO case definition for SARI, making comparison between 
countries theoretically possible. In addition, assuming a 
consistent definition is used over time, comparisons can be 
made across years.9 However, any comparisons must be 
approached with caution owing to differences in surveillance 
and sample collection methodology, geographical distribution 
of sentinel sites and consistency of reporting, all of which may 
affect comparability.

The trends observed from the FluNet surveillance data were 
consistent with those observed from data previously reported for 
many countries of the region. In the case of Bangladesh, several 
studies have been carried out that demonstrate that influenza 
activity tends to be higher from May to September, which is 
consistent with the trends found in this analysis.10,11 Previous 
evidence from both Bhutan and Indonesia also supports the 
data presented here, with Bhutan exhibiting a bimodal trend 
in influenza activity, and activity in Indonesia being higher at 
the beginning and end of the year.12–14 A previous analysis of 
influenza trends in Myanmar found heightened activity from June 
to September, which is also consistent with the trends found 
here.15 A study was carried out on the antigenic characteristics 
of influenza circulating in Nepal in 2014; the authors found that 
influenza A accounted for the majority (71.5%) of influenza-
positive specimens and that influenza activity was reported year 
round.16 This is consistent with the surveillance data, according 
to which 70% of positive specimens were influenza A and 
influenza activity was bimodal during 2014.

In countries with large geographical and climatic diversity, 
aggregation of data may mean loss of clear trends. For 
example, previous studies have shown the impact of latitude 
and environmental factors in India on trends in seasonal 
influenza activity, with substantial variation by latitude based 
primarily on regional monsoon seasons.17,18 Because FluNet 
data are aggregated by country, in the case of India there are 
no clear seasonal patterns across years. The same applies 
to a study based on data from the southern region of Sri 
Lanka, which found clear seasonality of influenza activity, with 
peaks in March to June.19 This trend was not observed using 
the FluNet data, possibly because of data aggregation and 
geographical differences in influenza trends within the country. 
Similarly, a study restricted to Bangkok, Thailand, found a 
seasonal trend in influenza activity during the rainy season, 
from July to September.20 Given the large area and diverse 
geographical characteristics of the country, the fact that this 
is not consistent with data from this analysis is not surprising. 
Other studies from Thailand found period peaks in influenza-

associated mortality and activity; however, the timing of these 
peaks was not consistent from year to year, similar to what was 
observed in the FluNet data.21,22 This presents an interesting 
challenge for national immunization policies. For example, a 
study based in India demonstrated that influenza seasonality 
in the country was so variable that vaccination policies should 
be tailored to subregions of the country.18 However, there is 
also evidence from a recent vaccine trial among pregnant 
women in Nepal that in subtropical areas maternal influenza 
immunization delivered year round may lead to reductions in 
maternal ILI, in infant influenza and in low birthweight.23

The 2009 influenza pandemic and subsequent influenza 
epidemics, such as the A(H1N1)pdm09 outbreaks in India 
in 2015 and in Maldives and Myanmar in 2017, highlight the 
importance of constant vigilance with regard to influenza 
surveillance. Although sentinel surveillance data, such as 
those reported to FluNet and FluID, are unlikely to identify an 
outbreak of unusual influenza, the identification of unusual 
clusters of severe disease by health-care workers, including 
laboratory workers, is important for early detection of severe 
seasonal influenza epidemics or possible outbreaks of novel 
influenza viruses with pandemic potential. The 2009 pandemic 
was particularly influential and provided a poignant reminder 
that novel influenza viruses have the potential to spread 
globally rapidly. For example, in the case of Bhutan, the virus 
took only 3 months from first detection in Mexico to cross into 
the country despite geographical isolation and few air and road 
routes into the country.24 Before the pandemic, the influenza 
surveillance system in Bhutan was limited, but during and after 
the pandemic the number of sites increased from three in 2008 
to 11 in 2010, and now the surveillance system is consistently 
reporting both virological and epidemiological data.

Trends in ILI and SARI consultation and admission by 
age group and overall were difficult to assess from the data 
provided, in part because of the number of data available. 
However, general trends were consistent with those observed 
previously in other regions, with higher proportions of ILI 
consultations and SARI admissions among all consultations 
and admissions during periods of increased influenza virus 
circulation.25 As additional data become available, further 
analyses of epidemiological trends, including by age group 
and influenza type/subtype/lineage, will further understanding 
of influenza trends in the region.

There are several limitations of this study that must be 
noted. First, the number of data submitted from each country 
varied month to month and year to year. Some countries 
submitted hundreds of samples for processing one month 
and then very few the next month, introducing uncertainty 
into observed seasonal trends in both percentage positive 
and total number of positive samples. Second, the number 
of sentinel sites submitting data per week varied and the 
national representativeness of the sentinel sites is unknown. 
Although ideally sentinel sites will be representative of the 
country, this may not be the case and trends observed may 
be representative of only a subset of the national population. 
Differences in demographic characteristics, health-care-
seeking behaviours and geographic characteristics of sentinel 
catchment populations may all impact the trends observed. 
Third, virological data are aggregated by age, despite known 
variation in morbidity and mortality by age and circulating 
subtype. Some countries provided age-disaggregated data, 
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but the available data were insufficient for age-specific 
analysis. Finally, changes to surveillance systems, including 
case definition, sample collection methods, and number and 
location of sentinel sites, may all impact the trends observed.

Conclusions and next steps

The importance of accurate and timely influenza surveillance 
data is well understood, and data from countries in the 
WHO South-East Asia Region have contributed to global 
estimates of influenza trends and the burden of influenza.6–8 
However, continued efforts to gather data from all countries 
are needed. Moving forward, we identify three main priorities 
in relation to influenza surveillance in the region. The first is 
to ensure that all countries are regularly testing virological 
samples for influenza and contributing these data, in addition 
to epidemiological data, to GISRS databases. This will 
ensure that vaccine composition recommendations continue 
to incorporate all available data and that any changes to 
circulating viruses are quickly identified. In addition, by linking 
virological and epidemiological data, vaccination and other 
public health interventions can be appropriately prioritized. The 
second priority is to ensure a functional and representative 
sentinel site network in each country. Through a network of 
high-quality, representative sites that routinely report data, 
information on influenza-associated morbidity and mortality 
will be available to support policy-makers and health-care 
professionals to ensure that the most appropriate actions are 
taken. The third priority is to increase understanding of the 
impact of influenza on hospitalizations with severe respiratory 
infections in the health-care and policy fields. Previous studies 
have shown that influenza is a major contributor to respiratory-
related hospitalizations, particularly among children and older 
adults.26–28 Member States are moving towards improved 
surveillance of influenza, which will support public health 
action to reduce the burden of influenza, as well as enhance 
preparedness efforts for the next influenza pandemic.
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Abstract
Background Drought is an extreme weather event. Drought-related health effects can increase 
demands on hospitals while restricting their functional capacity. In July 2017, Sri Lanka had been 
experiencing prolonged drought for around a year and data on the resilience of hospitals were 
required.
Methods A cross-sectional survey was done in five of the most drought-affected and vulnerable 
districts using two specially developed questionnaires. Ninety hospitals were assessed using the 
Baseline Hospital Drought Resilience Assessment (BHDRA) tool, of which 24 purposefully selected 
hospitals were also assessed using the more detailed Comprehensive Hospital Drought Resilience 
Assessment (CHDRA) tool and observation visits.
Results Of the hospitals assessed, 73 and 77 reported having adequate supplies of drinking and 
non-drinking water, respectively. Of the 24 hospitals studied using the CHDRA tool, bacteriological 
water quality testing was done in 8, with samples from only 4 hospitals being satisfactory. Adequate 
electricity supply was reported by 77 hospitals, of which 72 had at least one generator. None of the 
hospitals used rainwater or storm water harvesting, water recycling, or solar or wind power. Of the 24 
hospitals selected for detailed analysis, awareness materials on safeguarding water or electricity and 
avoiding wasting water or electricity were displayed in only 6 hospitals; disaster preparedness plans 
were available in 9; and drought was considered as a hazard only in 6.
Conclusion The findings indicate that drought needs to be considered as an important hazard in 
hospital risk assessments. Drought preparedness, response and recovery should be embedded in 
hospital disaster preparedness plans to ensure the continuity of essential health services during 
emergencies.

Keywords: climate resilience, drought resilience, hospital preparedness, safe hospitals initiative, Sri Lanka

Background

Drought can be defined as a period of time, generally lasting 
months or years, when the water supply at a particular 
location is consistently at a lower level than would be 
expected given climatic and hydrological norms.1 Unlike 
sudden onset disasters such as floods or landslides, which 
become the subject of headlines in the media, slow onset 
disasters such as drought often go unnoticed until their later 
stages.1 Furthermore, the lack of a universally accepted 
definition of “drought” makes drought management more 
difficult.

The effects of a drought on the community are severe, yet 
they can go unnoticed for long periods of time.2 However, the 
opportunity provided by the slow onset nature of drought for 

preparedness, early warning and early response could be 
used to reduce the effects on communities.3

It is widely recognized that climate change is contributing 
to the vulnerability of countries to drought. The El Niño–
Southern Oscillation (ENSO) is a recurring climate pattern 
involving changes in the temperature of waters in the central 
and eastern tropical Pacific Ocean. Unusually warm ocean 
temperatures in the equatorial Pacific characterize El Niño, 
while unusually cold ocean temperatures in the equatorial 
Pacific characterize La Niña. There is an ENSO-neutral state 
between the extremes of El Niño and La Niña.4 In addition to 
causing floods in certain parts of the globe, El Niño and La 
Niña events also cause droughts in certain areas.5

The vulnerability of the World Health Organization (WHO) 
South-East Asia Region to drought as a result of ENSO has 
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been clearly demonstrated.6 In a national assessment in 2009, 
the Sri Lankan Ministry of Disaster Management found that, 
in the preceding three decades, the types of disaster that had 
affected the largest proportions of people were flood (48% of 
those affected by a disaster) and drought (43%).3 Sri Lanka 
experienced a severe drought in 2016–2017, which affected 
an estimated 1.2 million people at its peak in March 2017.7 This 
was followed by a long spell of dry weather in 2019, with more 
than 780 000 people affected in late September, mainly in the 
northern and eastern areas.8 The Intergovernmental Panel on 
Climate Change (IPCC) states that extreme El Niño and La 
Niña events are likely to occur more frequently as a result of 
global warming. The IPCC further states (with a medium level 
of confidence) that existing impacts will intensify, with drier or 
wetter responses in several regions across the globe, even at 
relatively low levels of future global warming.9

The health effects caused by drought are well known. A 
systematic review has classified the effects of drought as 
nutrition-related effects, water-related effects, airborne and dust-
related diseases, vector-borne diseases, mental health effects 
and other health effects.10 Meanwhile, hospitals have been 
identified as heavy users of water. The vulnerability of hospitals 
to drought has been observed in various instances. In 2019 in 
Chennai, India, almost all private hospitals had to purchase water 

from privately owned water tankers as a result of drought.11 In 
the same year in Manila, the Philippines, some hospitals had to 
buy additional water from tankers, while others had to postpone 
admissions because of drought-induced water scarcity.12

Several tools are available to assess and increase the climate 
resilience of hospitals, including their drought resilience. These 
include the WHO comprehensive Safe Hospital Framework13 
and the Hospital Safety Index: guide for evaluators,14 the Pan 
American Health Organization (PAHO) Smart Hospitals Toolkit,15 
the Canadian Health Care Facility Climate Change Resiliency 
Toolkit16,17 and the Sustainable and Climate-Resilient Health 
Care Facilities Toolkit used in the United States of America.18

A conceptual framework was developed to enable a better 
understanding of the complex effects on hospitals of drought 
(see Fig. 1). Drought creates water scarcity, which impinges 
on water quality. Water scarcity and reduced water quality 
are reflected in the health effects in the community.10,19 The 
community members use hospitals for outpatient, inpatient and 
clinic services, creating increased service demand. Meanwhile, 
both water scarcity and reduced water quality reduce the 
business continuity of hospitals. Furthermore, water scarcity 
may lead to reduced electricity supply, as 23% of Sri Lanka’s 
electricity generation capacity is provided by hydropower and 
other renewables.20 Electricity cuts put further strain on hospital 

Fig. 1. Conceptual framework – the effects on hospitals of drought
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business continuity. The critical area that could mitigate the 
effects of the interaction between reduced hospital business 
continuity and increased service demand is the hospital’s 
capacity to prepare for, respond to and recover from drought. 
When such capacity is poor, the service delivery of the hospital 
will not only be reduced but also be of poor quality, at a time 
when demand from the community has increased. Services of 
reduced quantity and quality will function as a vicious positive 
feedback loop, further aggravating health problems in the 
community.

As is evident from the conceptual framework presented in 
Fig. 1, hospitals are important components of the community 
as well as the health system when it comes to responding to 
drought. Their functioning throughout disasters, emergencies 
and crises is essential to ensure that health services are 
continued. With the increased risk of drought in the future, the 
preparedness of hospitals for drought becomes of paramount 
importance, both in the South-East Asia Region as a whole 
and in Sri Lanka as a country. This paper reports on an 
assessment of the drought resilience of hospitals in Sri Lanka, 
conducted by the Ministry of Health, Nutrition and Indigenous 
Medicine in collaboration with WHO. The lessons learnt from 
this study could be beneficial for other Member States of the 
WHO South-East Asia Region, and Member States in other 
regions, in making hospitals more resilient to drought.

Methods

This assessment was done during May to July 2017, when Sri 
Lanka had been experiencing prolonged drought for around a 
year. A survey of hospitals was carried out in five of the most 
drought-affected and vulnerable districts of Sri Lanka, namely 
Anuradhapura, Mannar, Monaragala, Polonnaruwa and 
Vavuniya. The assessment focused on hospitals with inpatient 
facilities (teaching hospitals, district general hospitals, base 
hospitals type 1 and type 2, and divisional hospitals type A, 
type B and type C, excluding those without inpatient facilities, 
a preventive health unit or a maternal and child health clinic).

The survey was done using two questionnaires (available 
from the authors on request): the Baseline Hospital Drought 
Resilience Assessment (BHDRA) tool and the Comprehensive 
Hospital Drought Resilience Assessment (CHDRA) tool. 
The BHDRA questionnaire asked about the main sources of 
drinking/non-drinking water; the adequacy of water supplies 
over the past month; water storage capacity and type; and 
electricity supply and generator availability. All questions in 
the BHDRA were included in the CHDRA, which also gathered 
more detailed information on the volume of clinical and non-
clinical activities; water quality monitoring and maintenance; 
water conservation methods used; alternative energy sources; 
and disaster preparedness and communications.

Existing tools were reviewed prior to the tool develop-
ment.13–18 Some of these tools were designed to cover multiple 
hazards among which drought was only one, and therefore the 
emphasis on drought was not marked; in addition, some were 
too complex to be used in an assessment to be conducted 
in a short time.13–15 Furthermore, tools developed for use in 
other regions and countries were not fully relevant in the Sri 
Lankan context.16–18 Therefore, using the concepts included in 
the existing tools to assess climate resilience, we developed 

the BHDRA and CHDRA to focus specifically on the drought 
resilience of hospitals in the local context.

Both the BHDRA and CHDRA tools were verified for suitability 
in two hospitals each from a drought-affected and a non-drought-
affected district prior to use in the assessment. Pilot testing of the 
tools was done in a moderately drought-affected district. Minor 
adjustments to the wording and order of the questions were 
made based on the results of the verification and pilot testing.

The BHDRA tool was used to collect data from all hospitals 
in the five districts covered by the study. Of these, a purposeful 
sample of hospitals was selected to be assessed using the 
CHDRA tool in order to collect more detailed information on 
drought resilience. The CHDRA tool was administered to up 
to 6 hospitals from each district to give a maximum of 30 
hospitals from 5 districts. Facilities were selected for more 
detailed analysis based on two criteria: (i) at least one hospital 
from each of six categories (one tertiary care hospital, one 
base hospital type 1, one base hospital type 2, one divisional 
hospital type A, one divisional hospital type B and one divisional 
hospital type C) was to be included in the sample, if at least 
one hospital in each category existed in the district in question; 
(ii) when selecting a hospital from a category, the one with the 
highest utilization rate was given priority.

The BHDRA and CHDRA tools were sent to the hospitals by 
email, fax and post. The head of the institution (hospital director 
or medical superintendent) was the key point of contact for 
data collection; however, other sources within the hospital were 
contacted after permission had been obtained to do so. Each 
institute was given 2 weeks to complete the questionnaires and 
return its responses. Some selected institutions were visited 
by the research team for field observations. Hospitals were 
selected for field visits based on the results of the preliminary 
analysis and in consultation with the district health authorities 
to ensure that the whole range of hospitals was covered.

Data from the BHDRA and CHDRA tools were entered into 
SPSS (IBM Corp. Released 2011. IBM SPSS Statistics for 
Windows, Version 20.0. Armonk, NY: IBM Corp.). The minimum 
water supply needed for each hospital was calculated using 
the standards shown in Table 1.21,22 The ratio of minimum need 
to water storage capacity was then calculated for each of the 
facilities, which were then ranked accordingly.

Table 1. Minimum water quantities required by hospitals
Facility/service Standard for water quality
Outpatient facility 5 litres per outpatient consultation

Inpatient facility 40–60 litres per inpatient per day

Operating theatre 100 litres per intervention

Maternity unit 100 litres per intervention

Hospital with laundry facilities 220–300 litres per bed

Sources: Essential environmental health standards in health care, 2008;21 
“Minimum water quantity needed for domestic uses”, 2005.22

Results

All of the 90 hospitals in the 5 districts studied participated; 
assessments using the CHDRA tool were conducted in 
24 hospitals, while the BHDRA tool alone was used in 66 
hospitals (see Table 2). The main source of drinking water was 
the National Water Supply and Drainage Board (NWSDB) (41 
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hospitals; 45.6%) Dug wells (38 hospitals; 42.2.%) followed 
by tube wells within hospital premises were the next most 
commonly used sources of drinking water. The NWSDB was 
used by 27 hospitals (30.0%) to supply water for purposes 
other than drinking.

Mixing of water from two sources sometimes took place, 
with, for example, water supplied by the NWSDB and water 
from a community-based supply stored in the same tank in 
certain hospitals, while some hospitals had separate tanks 
for storing water from different sources. The number of water 
storage tanks in use in a hospital ranged from a single tank 
to 40 tanks, while storage capacity ranged from 500 litres 
to 100 000 litres. Plastic overhead water storage tanks have 
become more popular, while concrete overhead tanks are 
being abandoned by most small to medium-sized hospitals, on 
account of maintenance difficulties.

To supplement supplies during times of drought, the 
Regional Director of Health Services has a water bowser 
(mobile tank). Staff take the bowser to the NWSDB, fill it with 
safe, certified water and distribute it to hospitals in need. On 
request, the bowser can also be used to serve some non-
health government institutions.

Larger hospitals were, unsurprisingly, ranked as the 
highest water users with the largest water storage capacities. 
However, when the ratios of minimum recommended water 
quantities needed to water storage capacities were calculated, 
the largest hospitals were ranked much lower (see Table 3).

Of the hospitals in the study population, 73 (81.1%) stated 
that the supply of water for drinking purposes was adequate, 
while 77 (85.6%) indicated that the supply of water for purposes 
other than drinking was adequate.

In the 24 hospitals studied using the CHDRA tool, water 
quality testing was done in 8 hospitals within the past year, 
which in every case had included a period of drought. Of the 
8 hospitals that had done water quality testing, satisfactory 
results were obtained in only 4. In response to unsatisfactory 
water quality results, hospitals implemented hyperchlorination 
and used reverse osmosis filters.

Reverse osmosis plants had been set up in most of the 
hospitals visited, generally through philanthropic donations; 
some had been installed in the past 1–2 years, while others 
had been established for as long as 5 years. However, most 
of these plants were broken or dysfunctional. Patients who 
came to hospitals brought water from home or purchased it 
from water vendors who purify water using the same reverse 
osmosis method. Boiling was commonly used for water 
purification in most of the hospitals studied; however, for 
divisional-level hospitals, only one or two boilers were available 
for the whole hospital. Simple ceramic filters proved useful in 
some hospitals. 

Electricity supply is a critical service that can be affected 
by drought. In 77 hospitals (85.6%), electricity supply was 
reported to be adequate. Eighteen (20%) hospitals had no 
generators, fifty-nine (65.6%) had one, nine (10%) had two, 
two (2.2%) had three, one (1.1%) had four, and one (1.1%) 
had five.

In recent years, efforts have been made to provide 
generators of adequate capacity to increase the drought 
resilience of hospitals. Of the 92 generators available in the 
90 hospitals assessed, all but 2 had fuel to run them. Of 90 
hospitals, 15 (16.7%) had a generator of over 100 kilovolt-

Table 2. Basic characteristics of the 90 hospitals surveyed
Characteristic n (%)
District

Anuradhapura 39 (43.3)

Mannar 11 (12.2)

Monaragala 18 (20.0)

Polonnaruwa 12 (13.3)

Vavuniya 10 (11.1)

Hospital category

Teaching hospitals  1  (1.1)

District general hospitals  4  (4.4)

Base hospitals type 1  1  (1.1)

Base hospitals type 2  8  (8.9)

Divisional hospitals type A  6  (6.7)

Divisional hospitals type B 21 (23.3)

Divisional hospitals type C 49 (54.4)

Daily outpatient department consultations

49 or fewer  4  (4.4)

50–99 13 (14.4)

100–199 29 (32.2)

200–299 20 (22.2)

300–399 12 (13.3)

400–499  5  (5.6)

500 or more  7  (7.8)

Clinic visits per day

49 or fewer 66 (73.3)

50–99 12 (13.3)

100–199  8  (8.9)

200–299  0  (0.0)

300–399  1  (1.1)

400–499  0  (0.0)

500 or more  3  (3.3)

Number of hospital beds

49 or fewer 50 (55.6)

50–99 25 (27.8)

100–199  9 (10.0)

200–299  1  (1.1)

300–399  1  (1.1)

400–499  1  (1.1)

500 or more  3  (3.3)

Bed occupancy

Less than 49% 63 (70.0)

50–99% 24 (26.7)

100–199%  2  (2.2)

200–299%  0  (0.0)

300–399%  0  (0.0)

400–499%  1  (1.1)
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Table 3. Hospital rankings for water use, water storage capacity 
and water requirement to storage capacity ratio

Hospital
Water use 
rankinga

Water 
storage 
capacity 
rankingb

Ranking 
for water 

requirement/
storage 

capacityc

TH Anuradhapura 1 3 14

DGH Polonnaruwa 2 1 8

DGH Vavuniya 3 5 15

DGH Monaragala 4 2 6

BH Thambuththegama 5 7 17

DGH Mannar 6 4 7

BH Medirigiriya 7 12 23

BH Padaviya 8 9 9

DH Higurakgoda 9 16 21

BH Cheddikulam 10 6 4

BH Wellawaya 11 13 18

DH Badalkumbura 12 17 16

DH Medawachchiya 13 22 24

DH Huruluwewa 14 19 13

DH Rambewa 15 18 12

DH Aralaganwila 16 14 19

DH Buttala 17 15 20

DH Manampitiya 18 23 22

BH Welikanda 19 10 5

DH Adampan 20 20 11

DH Hambegamuwa 21 8 1

DH Nedunkerny 22 21 3

DH Pesalai 23 24 10

DH Mamaduwa 24 11 2

BH: base hospital; DGH: district general hospital; DH: divisional hospital; TH: 
teaching hospital.
aRed indicates the five hospitals using the most water and green indicates the 
five hospitals using the least water.
bGreen indicates the institutions with the greatest storage capacity and red 
indicates the institutions with the least storage capacity. 
cGreen indicates the institutions with the best water requirement to storage 
capacity ratios, while red indicates those with the poorest water requirement to 
storage capacity ratios. 

fuel or no operator. One such reason why an expensive and 
sophisticated generator could not be used during times of 
drought was a lack of coordination between the hospital and 
the electricity authorities, which meant that the generator could 
not be connected to the main supply.

There was proper record keeping with regard to generator 
readings and fuel, and backup fuel supplies were observed. 
It is important that hospitals have trained and dedicated staff, 
maintenance systems and the necessary equipment to ensure 
that the power supply is sustained; this last may become 
critical in drought conditions.

None of the hospitals used rainwater harvesting and/or 
another type of water harvesting, or water recycling. Similarly, 
alternative energy sources such as solar power, wind power 
or mini-hydropower were not used in any of the hospitals. 
Awareness materials on safeguarding water or electricity and 
avoiding wasting water or electricity were displayed in only 6 of 
the 24 hospitals assessed using the CHDRA tool.

Disaster preparedness plans were available in 9 of the 
24 hospitals surveyed using the CHDRA tool. Of these 9, 6 
hospitals had disaster preparedness and response plans 
that included drought as a potential disaster. Safe hospital 
assessments had not been conducted in any of the 24 hospitals 
assessed using the CHDRA tool.

Discussion

Drought is a chronic stressor, the health effects of which 
are widely understood.1–6 However, how the functioning of a 
hospital is affected by drought is less well understood. The 
study used quantitative and qualitative methods to gather 
information about the functioning of hospitals in a drought 
scenario in Sri Lanka.

According to the results of the study, 17 hospitals (18.9%) 
stated that drinking water supply was inadequate, while 13 
hospitals (14.4%) signalled that the supply of water for purposes 
other than drinking was inadequate. Furthermore, electricity 
supply was found to be inadequate in 13 hospitals (14.4%). 
These findings were similar to those in water-stressed hospitals 
during times of drought in other countries.11,12 The majority of 
the hospitals studied (> 82%) were observed to be prepared 
for drought in terms of having adequate water supplies.

Having enough water storage tanks could be identified as 
one of the most common strategies adopted by the hospitals 
to prepare for drought. When the minimum water requirement 
was calculated based on the hospital utilization rate and 
analysed in relation to storage capacity, larger hospitals 
failed to maintain their rankings. This could be due to either 
storage capacities being low in comparison with minimum 
water requirements or the standards used to calculate the 
requirements not being accurate in less technology-based 
settings such as Sri Lanka.21 With regard to this point, a 
systematic review assessed the published literature on data 
on water supplies for hospitals providing surgical procedures 
in low- and middle-income countries.23 A binary score was 
assigned to water availability for each hospital (i.e. water 
reliably available or not reliably available). Information on 430 
hospitals in 19 low- and middle-income countries, including Sri 
Lanka, was identified. Of these 430 hospitals, only 283 (66%) 
had water reliably available. The authors used these data to 

amperes. Nevertheless, an operator for the generator was 
not available for 7 (7.6%) of the 92 generators available. A 
further 10 (10.9%) of the 92 generators were not ready for 
use at the time of the survey for reasons other than lack of 
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model estimated reliable water availability by country, which 
ranged from less than 20% in Liberia, Sierra Leone and Togo 
to more than 90% in Armenia, Guinea, India, Malaysia and 
Thailand. Thus, having fixed minimum water use standards to 
be used during times of drought as well as normal times is of 
questionable value.

Newer renewable energy alternatives, such as solar or 
wind power, and techniques such as rainwater or storm water 
harvesting and water recycling, had not been adopted, mainly 
because of a lack on-site support for their implementation. 
The linking of structural and operational safety with green 
interventions, at a reasonable cost-to-benefit ratio, is a 
cornerstone of the PAHO/WHO smart hospitals initiative, and 
it is important that hospitals embrace green technology when 
planning to increase their resilience.15

An innovative intervention by the regional health authority 
was adding a water bowser to its fleet of vehicles, to provide 
water in case of an emergency in consultation with the 
water supply authorities. Another strategy, initiated by the 
Meteorological Department of Sri Lanka, is the Monsoon 
Forum, in which the health sector is an active stakeholder.24 
The Monsoon Forum provides opportunities for the health 
sector to be informed in a timely manner of monsoon forecasts 
and to request assistance from water supply, electricity and 
disaster management authorities to better prepare for droughts. 
However, the need to strengthen such coordination at district 
and divisional levels cannot be overemphasized.

Close and detailed coordination with the NWSDB, the main 
water supplier, with a focus on water safety to ensure that 
water that is delivered to taps in communities and hospitals 
is safe to drink is essential. Gaps in frequency of sampling, 
bacteriological quality and action based on water quality 
surveillance results were evident from the assessment. These 
gaps in surveillance of drinking water quality in hospitals, 
especially during droughts, call for improved coordination 
between public health staff and hospital administrators. There 
is also a need to improve coordination and synergy among 
health staff responsible for water-borne disease surveillance 
and public health lab staff to ensure better monitoring of water 
quality surveillance.

Even when appropriate interventions are implemented, 
sustainability becomes a key factor in responding to prolonged 
emergencies such as drought. Sporadic donation of reverse 
osmosis plants with no proper maintenance plans, where 
simple point-of-use water treatment methods such as boiling 
and ceramic filtration may prove more effective, is a good 
example of the need to consider sustainability.

Having a backup power supply is critical for drought 
preparedness in hospitals. The fact that 80% of hospitals 
(n = 72) had generators was a good sign of preparedness. 
However, some generators – which had represented major 
financial investments – were unused at the peak of the 
drought and not providing the intended services, as a result of 
coordination issues.

There is also a need for trained and dedicated staff 
to maintain backup power supplies in hospitals. Active 
engagement and capacity-building of staff is critical in 
keeping such equipment functional throughout a long-lasting 
crisis such as a drought.

This study revealed that written disaster preparedness plans 
were available in only 9 of the 24 hospitals surveyed (37.5%), 

and drought was included as a potential disaster in only 6 of 
these plans. Despite the recommendation that an all-hazards 
approach should be taken, acute disaster preparedness and 
response often takes precedence in hospital plans. Therefore, 
drought must be considered as a hazard and integrated into 
hospital risk assessment. None of the hospitals in the current 
study had used the WHO safe hospitals tools13,14 to assess 
risks to business continuity.

Hospitals are not only service providers but also agents for 
change. Therefore, they could be encourage good practices 
for drought resilience in their respective communities. For 
example, safeguarding water and electricity could be promoted 
through hospitals to the wider community. The need to provide 
community awareness materials on drought resilience at 
household level in hospitals should be addressed through 
public health communications and outreach support staff.

Recommendations based on the findings of this study (see 
Box 2) will be circulated to all hospitals in Sri Lanka. They 
could also help to increase the drought resilience of hospitals 
throughout the WHO South-East Asia Region. Similarly, the 
drought assessment tools used in the study could be used both 
for research and to plan sustainable interventions to promote 
drought resilience in hospitals.

Box 2. Recommendations to increase the drought 
resilience of your hospital

• Consider drought a real hazard that can affect your 
hospital.

• Include a contingency plan for drought in the hospital’s 
disaster preparedness and response plan.

• Keep track of the hospital’s water, electricity and fuel 
usage.

• Discuss the backup water and electricity supply 
capacity. Think in time, not in units (for example: for 
how many hours can the hospital function without an 
external water, electricity or fuel supply?).

• Lobby to acquire adequate backup water and electricity 
supplies.

• Discuss how to continue the operations of the hospital 
under drought conditions with hospital staff, health 
administrators, water and electricity suppliers, and 
disaster management authorities.

• Having a generator does not mean it can provide 
electricity. If there were a power cut now, would your 
generator provide electricity? Having dedicated and 
trained maintenance staff is more important than having 
an expensive generator.

• Save water, fuel and electricity in your hospital.
• Try rainwater and storm water harvesting.
• Try renewable energy sources such as solar or wind 

power.

Conclusion

Hospitals in Sri Lanka, especially in drought-prone districts, 
need to incorporate drought preparedness, response and 
recovery into hospital disaster plans to ensure the continuity of 
essential health services during emergencies. Drought should 
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be integrated into hospital risk assessments and considered 
as an important hazard. The findings from this study should 
inform other countries in the WHO South-East Asia Region 
and inspire them to strengthen the preparedness of health 
facilities to cope with protracted emergencies such as drought.
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Abstract
Background Increasing the price of tobacco through taxation is a very effective means of reducing 
tobacco use. However, the impact of price increases can be diluted if consumer incomes are growing 
strongly. The affordability of tobacco products has, therefore, become an important indicator for 
tobacco control. This study asks whether tobacco products in India became more or less affordable 
during 2007/2008 to 2017/2018.
Methods Survey data on the retail price of chewing tobacco, bidis and cigarettes were used to 
measure affordability at state and national levels. We adapted the price relative to income measure 
by calculating the percentage of net state domestic product (NSDP) per capita needed to purchase 
1000 g of tobacco in each form and then calculating the average annual percentage change (AAPC) in 
affordability. We used ordinary least squares regression analysis to test for any changes.
Results In 2017/2018, it took 1.72% and 1.18% of NSDP/capita to purchase 1000 g of tobacco in the 
form of bidis and chewing tobacco respectively. The affordability of bidis remained unchanged, while 
chewing tobacco became more affordable (AAPC = −1.83%, 95% confidence interval −2.87 to −0.80, 
P = 0.003). For cigarettes, it took 7.56% of NSDP/capita to purchase 1000 g of tobacco in 2017/2018; 
although affordability decreased in many states, national average affordability was unchanged.
Conclusion Tobacco products, especially indigenous forms such as bidis and chewing tobacco, have 
not become measurably less affordable over the past decade. India should raise taxes on all tobacco 
products to significantly reduce the affordability of these products and to promote public health.

Keywords: affordability, India, relative income price, taxation, tobacco

Background

Increasing the price of tobacco products through taxation 
is known to be one of the most effective means of reducing 
tobacco use.1 Tobacco taxation is, therefore, a key demand 
reduction measure under the World Health Organization (WHO) 
Framework Convention on Tobacco Control (FCTC) as well as 
in the WHO MPOWER package country-level interventions 
for tobacco control.2,3 However, the impact of tax and price 
increases can be diluted if consumer incomes are growing 
strongly, as is the case in many low- and middle-income 
countries. The affordability of tobacco products has, therefore, 
gained importance as an indicator of the effectiveness of 
taxation for the purposes of tobacco control.4

The affordability concept is intuitively appealing because 
it combines two key economic determinants of tobacco 
consumption: the price and income elasticities of demand. 
The former interacts with price increases leading to reduced 

consumption. In many countries, tobacco products are still 
viewed by consumers as normal or luxury goods; therefore, 
income growth will lead to increased tobacco consumption 
owing to positive income elasticity of demand. Available 
evidence from India confirms that this is indeed the case at 
least for cigarettes.4,5

The affordability of tobacco products has been measured 
in several ways. Guindon et al. (2002) used the minutes of 
labour required to purchase a pack of cigarettes as a measure 
of affordability.6 Blecher and Walbeek (2004) expanded on this 
approach by calculating affordability in terms of the percentage 
of gross domestic product (GDP) per capita required to 
purchase 100 packs of cigarettes.7,8 This relative income 
price (RIP) approach has become the standard measure of 
affordability.4 In an interesting development, Nargis et al (2018) 
measured affordability based on the ratio of self-reported price 
and income variables derived from a survey of tobacco users 
in Bangladesh.9
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In the Indian context, however, there is a wide variety of 
tobacco products on offer. Cigarette use is relatively low 
compared with use of indigenous tobacco products such as 
khaini (chewing tobacco) and bidis. For example, the latest 
Global Adult Tobacco Survey (GATS) for India, in 2016–2017, 
found that India has around 38 million cigarette smokers 
compared with around 72 million bidi smokers and more than 
199 million users of smokeless tobacco products, including 
104 million users of chewing tobacco.10 To put those figures 
in context, 28.6% of adults in India use tobacco in some form, 
with 10.7% and 21.4% using smoked and smokeless tobacco 
products respectively.10

In this paper, we adapt the RIP measure to reflect the Indian 
context by calculating the retail price paid by consumers for 
1000 g of tobacco contained in three key tobacco products: 
chewing tobacco, bidis and cigarettes. The paper uses data 
from existing surveys to monitor the change in affordability 
of these products at state and national levels over the past 
decade. The findings can inform policy-makers about the 
effectiveness of tobacco tax policies from a wider tobacco 
control and public health perspective.

Methods

We adapted the RIP measure by calculating the retail price 
paid by consumers for 1000 g of tobacco contained in three 
key tobacco products: chewing tobacco, bidis and cigarettes. 
Specifically, the RIP for each product was measured as the 
equivalent retail price (RP) of 1000 g of tobacco in each 
product as a percentage of net state domestic product (NSDP) 
per capita. NSDP is the conceptual equivalent of GDP at 
state level across India, with the latter being available only at 
national level.11

Data on the retail price of each tobacco product in March of 
each fiscal year from 2007/2008 to 2017/2018 were sourced 
from the Labour Bureau’s Consumer Price Index for Industrial 
Workers.12 Pack sizes for each product varied among states in 
this database, and therefore retail prices were first converted 
into prices for standard pack sizes in the Indian market: 25 
bidis, 10 g of chewing tobacco and 10 cigarettes (see Annex 
Tables 1–3 at the end of this paper). For some states, there 
were price data for more than one brand or location, and in 
these cases we calculated a simple average retail price for 
each of the three product categories.

The prices of these standard packs were then converted 
into an equivalent retail price per 1000 g of tobacco content, 
based on the standard that each cigarette contains 0.65 g 
of tobacco, each bidi contains 0.33 g of tobacco and each 
10 g chewing tobacco pouch contains 3.5 g of tobacco.13 
The cigarette brands on which there were data in the Labour 
Bureau’s database fall into the shorter than 69 mm category, 
which is why we adopted 0.65 g per cigarette rather than the 
more common international standard of 0.75 g per king-size 
(84 mm) cigarette.12 The conversion from standard pack size to 
retail price per 1000 g does not affect the affordability results, 
but it highlights the large absolute difference in the price of 
different tobacco products.

Overall, there were sufficient data to complete estimates for 
23 states across India, with these states accounting for more 
than 95% of India’s national population according to the 2011 

census.14 Population data for each state from this census were 
also used also to calculate national weighted average price and 
affordability estimates for each product. We used population 
data rather than number of tobacco users for weighting 
purposes because price and affordability are concepts relevant 
to both users and non-users of tobacco (i.e. non-users include 
those who might otherwise initiate or resume tobacco use).

Data on NSDP/capita in current prices for each fiscal year 
were sourced from the Reserve Bank of India (Annex Table 4).11 
For the sake of consistency, 2011 census population data were 
also used to calculate national weighted average NSDP/capita. 
A clear limitation of this approach is that the same denominator 
– NSDP/capita – is applied to all three tobacco products in 
each state. This is despite the expectation that cigarette 
smokers will tend to have higher incomes than users of bidis or 
chewing tobacco. Therefore, we refrain from making definitive 
statements about the ranking or ordering of the products in 
terms of affordability. Our approach does, however, add value 
by standardizing the numerator – retail prices – which further 
highlights the large and widening difference in pricing between 
cigarettes and indigenous tobacco products.

To assess whether or not affordability has changed on 
average between 2007/2008 and 2017/2018, the average 
annual percentage change (AAPC) in affordability was 
calculated based on the least squares growth rate for each 
product in each state.4 In keeping with standard practice, the 
AAPC was estimated as the coefficient β from a regression 
where ln(RIP) is the natural logarithm of affordability and t is 
time: ln(RIP) = α + βt + ε.

The change in affordability for each product in each state 
was tested for statistical significance using the ordinary least 
squares regression tool available in Microsoft’s Visual Basic 
for Applications package. Confidence intervals and P values 
are reported in Table 3 with P < 0.05 being designated as 
statistically significant.

Results

Table 1 shows the average retail price for a standard size 
pack of bidis, chewing tobacco and cigarettes in each state 
for 2016/2017 and 2017/2018. India’s Goods and Services Tax 
(GST) was introduced in July 2017 and the prices shown in 
Table 1 reflect the situation both pre and post GST.

In 2017/2018, the retail price of bidis averaged  16.3/
pack nationally, with Bihar recording the lowest price of 
 8.8/pack and Kerala recording the highest price of  27.1/

pack. The database contains information on a large number 
of local or subnational bidi brands, with only Ganesh being 
identifiable as a bidi brand with national reach. The retail price 
of Ganesh averaged  18.9/pack, within a range of  15–20/
pack. In nominal terms (i.e. without accounting for inflation), 
the average retail price of bidis increased by  1.9/pack or 13% 
from 2016/2017 to 2017/2018. The biggest increase occurred 
in Chandigarh, while the price of bidis remained unchanged in 
Bihar and Chhattisgarh.

The retail price of chewing tobacco averaged  4.8/pack 
nationally in 2017/2018, with Madhya Pradesh recording the 
lowest price at  2.0/pack and Gujarat recording the highest 
price at  7.9/pack. The retail price of chewing tobacco 
increased by  0.2/pack or 4% nationally from 2016/2017 to 
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2017/2018 in nominal terms. The price of chewing tobacco 
fell in Punjab and Rajasthan, and it remained unchanged in a 
number of states.

In 2017/2018, the retail price of cigarettes averaged 
 56.4/pack nationally, with Assam recording the lowest 

price at  39.6/pack and Haryana recording the highest 
price at  74.5/pack. Although many of the brands for 
which information was included in the database are local or 
subnational brands, they are all in the shorter than 69 mm 
category and therefore subject to the same level of taxation 
in the post-GST period. It should be noted that there are 
higher priced cigarettes available in India and therefore the 
survey data do not provide a full picture of the price range 
across all cigarettes. The retail price of cigarettes shorter 
than 69 mm increased by  6.3/pack or 13% nationally from 
2016/2017 to 2017/2018 in nominal terms. Relatively large 
price increases occurred in Chhattisgarh, Gujarat, Madhya 
Pradesh and Tamil Nadu, while cigarette prices remained 
largely unchanged in Odisha.

Table 2 shows the average retail prices of bidis, chewing 
tobacco and cigarettes in real, or inflation-adjusted, prices. 
The real price of bidis increased by  6.0/pack or 58% from 
2007/2008 to 2017/2018, while the real price of cigarettes 

increased by  20.6/pack, also a 58% increase. The real price 
of chewing tobacco increased the least, by just  1.5/pack or 
by 45%.

In 2017/2018, the retail price paid by consumers for 1000 g of 
tobacco contained in cigarettes is estimated at  8679/1000 g, 
compared with  1978/1000 g and 1357/1000 g for bidis 
and chewing tobacco respectively. This highlights the large 
absolute price differential between manufactured cigarettes 
and indigenous tobacco products in India.

Table 3 shows the affordability of each tobacco product at 
state and national levels in 2007/2008 and 2017/2018. For 
example, it took a national average of 1.72% of NSDP/capita 
to purchase 1000 g of tobacco contained in bidis in 2017/2018. 
Bidis were most affordable in Delhi, where it took just 0.59% of 
NSDP/capita to purchase 1000 g, and least affordable in Uttar 
Pradesh, where it took 3.18% of NSDP/capita.

Just three states (Kerala, Punjab and Tamil Nadu) recorded 
a statistically significant (P < 0.05) decrease in the affordability 
of bidis over the relevant period, while six states (Assam, 
Himachal Pradesh, Karnataka, Madhya Pradesh, Odisha and 
Rajasthan) recorded statistically significant increases in the 
affordability of bidis. Nationally, bidis became more affordable 
between 2007/2008 and 2017/2018, with the percentage 

Table 1. Nominal prices of tobacco products by state/union territory
Bidis Chewing tobacco Cigarettes

(  per 25 bidis) (  per 10 g) (  per 10 cigarettes)
State/union territory 2016/2017 2017/2018 Change 2016/2017 2017/2018 Change 2016/2017 2017/2018 Change
Andhra Pradesh 16.5 19.7 3.2 2.8 4.0 1.2 47.3 53.8 6.5

Assam 12.8 15.1 2.3 6.8 7.1 0.3 37.4 39.6 2.2

Bihar 8.8 8.8 0.0 4.4 4.4 0.0 50.0 58.0 8.0

Chandigarh 10.4 20.0 9.6 n/a n/a n/a 58.0 64.0 6.0

Chhattisgarh 16.0 16.0 0.0 4.5 4.5 0.0 51.8 64.7 12.9

Delhi 14.0 16.0 2.0 n/a n/a n/a 59.0 64.0 5.0

Goa 15.0 22.5 7.5 n/a n/a n/a 58.0 61.3 3.3

Gujarat 17.6 19.8 2.2 6.5 7.9 1.4 51.8 64.7 12.9

Haryana 12.2 14.3 2.1 4.2 4.2 0.0 69.0 74.5 5.5

Himachal Pradesh 8.0 10.8 2.8 n/a n/a n/a 58.0 64.0 6.0

Jammu and Kashmir n/a n/a n/a n/a n/a n/a 40.0 41.7 1.7

Jharkhand 8.6 10.3 1.7 4.3 4.5 0.1 48.8 58.0 9.2

Karnataka 17.1 19.6 2.4 6.7 6.7 0.0 45.5 51.6 6.1

Kerala 19.9 27.1 7.2 n/a n/a n/a 45.5 49.6 4.1

Madhya Pradesh 17.8 19.0 1.3 2.0 2.0 0.0 50.9 64.7 13.8

Maharashtra 16.8 17.6 0.8 4.2 4.7 0.5 49.9 59.8 9.9

Odisha 10.0 12.0 2.0 4.2 4.2 0.0 48.0 48.5 0.5

Puducherry 15.6 20.8 5.2 2.5 2.5 0.0 52.4 59.8 7.5

Punjab 15.3 16.3 1.0 5.0 4.5 −0.5 59.0 64.0 5.0

Rajasthan 17.3 19.0 1.7 7.2 5.5 −1.7 58.3 64.3 6.0

Tamil Nadu 21.5 24.9 3.4 n/a n/a n/a 52.4 64.1 11.7

Uttar Pradesh 12.7 14.5 1.9 n/a n/a n/a 49.8 50.4 0.6

West Bengal 8.4 10.3 1.8 4.0 4.1 0.1 45.5 46.7 1.2

India (average) 14.4 16.3 1.9 4.6 4.8 0.2 50.1 56.4 6.3

n/a: not available.

Source: Consumer Price Index for Industrial Workers.12
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Table 2. Real prices of tobacco products (national averages in constant 2017/2018 prices)
Bidis Chewing tobacco Cigarettes

Year
 per

25 bidis
 per

1000 g
 per

10 g
 per 

1000 g
 per 

10 cigarettes
 per 

1000 g
2007/2008 10.3 1251 3.3  937 35.8 5508

2008/2009 10.1 1219 3.7 1044 33.7 5178

2009/2010 10.3 1248 3.8 1094 33.1 5097

2010/2011 10.7 1301 4.1 1170 37.9 5834

2011/2012 11.6 1411 4.2 1213 37.3 5737

2012/2013 12.5 1517 4.3 1223 40.7 6261

2013/2014 12.9 1561 4.5 1276 45.1 6932

2014/2015 13.5 1640 4.6 1323 53.0 8156

2015/2016 14.2 1721 4.6 1321 54.0 8309

2016/2017 15.1 1828 4.8 1372 52.5 8079

2017/2018 16.3 1978 4.8 1357 56.4 8679

of NDSP per capita reducing from 1.81% to 1.72%, but this 
change was not statistically significant (P = 0.176).

It took just 1.18% of NSDP/capita to purchase 1000 g of 
tobacco contained in chewing tobacco in 2017/2018. Chewing 
tobacco was most affordable in Puducherry, where it took just 
0.36% of NSDP/capita to purchase 1000 g of tobacco, and 
least affordable in Bihar, where it took 3.24% of NSDP/capita. 
The results show that no states recorded a significant decrease 
in the affordability of chewing tobacco during 2007/2018, 
while five states (Haryana, Karnataka, Madhya Pradesh, 
Maharashtra and Odisha) recorded significant increases in 
the affordability of chewing tobacco. At national level, chewing 
tobacco showed a significant increase in affordability (−1.83%) 
between 2007/2008 and 2017/2018 (P = 0.003).

With respect to cigarettes, 7.56% of NSDP/capita was 
needed to purchase 1000 g of tobacco in 2017/2018. 
Cigarettes also show the greatest range, with 1000 g of 
tobacco in cigarettes in Goa requiring just 2.24% of NSDP/
capita but 22.96% of NSDP/capita in Bihar. The latter figure is 
a function of both low NSDP/capita and relatively high cigarette 
prices. Overall, six states (Chandigarh, Haryana, Jharkhand, 
Maharashtra, Puducherry and Punjab) recorded significant 
decreases in the affordability of cigarettes between 2007/2008 
and 2017/2018, while only Karnataka recorded a significant 
increase in cigarette affordability.

Table 4 shows the change in the affordability of these three 
tobacco products nationally over the period in question. The 
affordability of bidis shows very little change, with only three 
decreases, including most recently in 2017/2018 after GST 
was implemented. On the other hand, the affordability of 
chewing tobacco has tended to increase.

In contrast, the general change for cigarettes was for them 
to become less affordable, peaking at 8.46% of NSDP/capita in 
2014/2015. However, these gains have largely been reversed 
in the most recent years, and the overall change is not 
statistically significant. Generally speaking, tobacco products 
have not become less affordable in India, and this is especially 
the case for indigenous products such as bidis and chewing 

tobacco. There is also a stark difference in the absolute price of 
cigarettes compared with these indigenous tobacco products.

Discussion

In India and throughout the world, tobacco use is increasingly 
concentrated among poorer and less educated populations.1,4 
In India, high rates of tobacco use – higher than 30% of the 
adult population – occur only in lower income states such 
as Assam and Odisha where NSDP is still below  100,000/
capita.10,11 This partly reflects a kind of benign neglect among 
policy-makers, who are often reluctant to raise taxes and 
the prices of indigenous tobacco products because they are 
typically consumed by the poor. However, such neglect also 
makes the health burden of tobacco use more entrenched in 
poorer populations, which in turn increases poverty and health 
inequity.

India has made significant progress in reducing the number 
of people living in extreme poverty in the past two decades.15 
The government has also launched a number of major initiatives 
– such as the recently announced national health protection 
scheme – Ayushman Bharat – designed to reduce inequity 
in health.16 While such initiatives are clearly to be applauded, 
there is also a need to ensure greater policy coherence across 
the whole of government. That is, allowing tobacco use, as 
a major risk factor for cancer and other diseases, to become 
more concentrated in poorer populations is inconsistent with 
India’s wider development objectives.

Taxation is a critical intervention from the standpoint 
of tobacco control and is also closely tied to the concept of 
affordability. India completed a major tax reform through the 
introduction of its national GST regime in July 2017.17 This 
regime replaced the old subnational value added tax (VAT) 
system, as well as many other sources of tax revenue including 
central excise duty. GST is levied at the highest rate of 28% 
on all tobacco products, with an additional compensation cess 
being levied on cigarettes and smokeless tobacco products 
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but not on bidis. The cess was introduced with the aim of 
compensating state governments for any potential revenue 
losses under GST over a 5-year transition period.18

Under the old subnational system, rates of VAT varied 
considerably across state jurisdictions. For example, VAT 
on cigarettes ranged from 13.5% in Manipur to 65% in 
Rajasthan.18 Similarly, VAT on bidis ranged from nil (0%) in 
a number of states such as Karnataka and West Bengal up 
to 65% in Rajasthan. These variations led to some concern 
about the interstate smuggling of tobacco products, a concern 
that should now have been eased by the introduction of the 
national GST system.

Nonetheless, as is evident from Table 1, there remains 
considerable variation in the retail prices of tobacco products 
across states under GST. This presumably reflects an element 
of pricing to market by producers based on differences in state 
income levels. Interestingly, the price of cigarettes and bidis 
still increased in what were high-VAT states such as Madhya 
Pradesh and Rajasthan. Furthermore, there is little evidence of 
any large retail price increases for bidis in what were low-VAT 
states such as Karnataka and West Bengal. This argues in 
favour of applying specific rather than ad valorem tax rates to 
low-price products such as bidis in order to ensure that prices 
are pushed up and to reduce affordability.

The compensation cess initially replaced central excise duty 
during the transition period. In this sense, it should perform 
similar functions in terms of both generating revenue and 
promoting public health by discouraging tobacco consumption. 
For example, bidis should be subject to a cess to discourage 
consumption. The Government of India reintroduced excise 
on all tobacco products at nominal levels in the 2019 budget, 
and then increased the rates on cigarettes and smokeless 
tobacco products in the most recent 2020 budget.19 These 
taxes should be increased annually and at high enough levels 
to reduce the affordability of all tobacco products, including 
bidis.

At the same time, the government needs to regulate the 
supply chain for low-priced tobacco products such as bidis, 
chewing tobacco and other smokeless tobacco products in 
order to make tax increases even more effective. India has 
acceded to the WHO FCTC Protocol to Eliminate Illicit Trade 
in Tobacco Products and therefore has already committed 

to implementing measures to better secure the supply chain 
for tobacco products.20 With respect to indigenous tobacco 
products, this may require India to develop and adopt new 
measures, for example with some subnational jurisdictions 
piloting vendor licensing schemes.21

There is a very strong public health justification for India 
implementing such tax and supply-chain measures. For 
example, the most recent GATS for India, in 2016–2017, found 
that tobacco control efforts have been less successful in tackling 
use of indigenous tobacco products than in reducing use of 
cigarettes.10 Indeed, the absolute number of chewing tobacco 
users had increased since the data for the first round of GATS 
were collected in 2009–2010. The continuing affordability of 
these products has undoubtedly been a contributing factor.

Conclusion
Unfortunately, tobacco products have not become less 
affordable in India over the past decade, and there remains a 
stark difference in the absolute price of cigarettes compared 
with indigenous tobacco products such as bidis and chewing 
tobacco. India should raise taxes on all tobacco products to 
significantly reduce the affordability of these products and to 
promote public health.
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Annex Table 1. The retail price of bidis,  per 25 bidis

State/union territory
2007/ 
2008

2008/ 
2009

2009/ 
2010

2010/ 
2011

2011/ 
2012

2012/ 
2013

2013/ 
2014

2014/ 
2015

2015/ 
2016

2016/ 
2017

2017/ 
2018

Andhra Pradesh 5.4 6.2 6.8 7.9 9.9 12.2 13.3 14.3 14.1 16.5 19.7
Assam 5.0 5.4 6.1 6.5 7.6 8.5 9.3 10.2 11.6 12.8 15.1
Bihar 4.0 4.0 5.0 5.0 5.0 5.0 6.0 8.8 8.8 8.8 8.8
Chandigarh 4.6 4.6 7.5 7.5 7.5 8.3 8.9 7.8 10.4 10.4 20.0
Chhattisgarh 6.0 5.8 7.0 8.0 10.0 12.0 13.0 14.0 16.0 16.0 16.0
Delhi 5.0 5.5 6.0 8.0 9.0 10.0 10.0 11.0 13.0 14.0 16.0
Goa 5.4 6.5 7.0 8.0 10.0 12.0 12.5 15.0 15.0 15.0 22.5
Gujarat 5.7 6.3 7.1 8.7 9.7 11.6 13.0 13.7 14.7 17.6 19.8
Haryana 4.4 5.4 5.7 5.9 6.8 9.4 9.6 10.0 12.2 12.2 14.3
Himachal Pradesh 3.5 4.3 5.0 5.0 5.3 6.0 8.4 8.0 8.0 8.0 10.8
Jammu and Kashmir n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Jharkhand 3.7 4.2 4.6 4.9 5.3 6.3 6.6 7.0 7.7 8.6 10.3
Karnataka 6.0 6.5 7.0 8.8 9.9 11.9 13.0 13.8 14.6 17.1 19.6
Kerala 5.6 6.0 6.9 8.2 10.0 12.1 14.1 16.2 19.9 19.9 27.1
Madhya Pradesh 5.9 6.4 7.3 9.0 9.8 12.3 13.3 14.5 15.3 17.8 19.0
Maharashtra 6.1 6.4 7.4 8.1 10.0 12.0 12.8 13.8 15.8 16.8 17.6
Odisha 4.3 4.8 5.3 6.0 7.5 8.0 9.0 9.0 9.5 10.0 12.0
Puducherry 6.3 6.8 8.3 8.3 10.9 13.5 14.6 15.0 15.6 15.6 20.8
Punjab 4.7 4.7 6.2 7.6 9.0 10.4 11.6 12.3 13.9 15.3 16.3
Rajasthan 6.2 6.5 7.3 9.7 11.0 13.0 13.3 15.0 15.3 17.3 19.0
Tamil Nadu 6.2 7.6 7.6 9.4 13.0 14.9 16.0 17.3 19.5 21.5 24.9
Uttar Pradesh 4.3 4.9 5.3 5.3 6.7 8.0 8.6 9.5 11.3 12.7 14.5
West Bengal 3.7 4.0 4.6 4.8 5.9 6.4 7.1 7.8 8.2 8.4 10.3
India (average) 5.1 5.5 6.2 7.1 8.5 9.9 10.8 11.9 13.1 14.4 16.3

n/a: not available.

Source: authors’ estimates using data from the Consumer Price Index for Industrial Workers.12
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Annex Table 2. The retail price of chewing tobacco,  per 10 g

State/union territory
2007/ 
2008

2008/ 
2009

2009/ 
2010

2010/ 
2011

2011/ 
2012

2012/ 
2013

2013/ 
2014

2014/ 
2015

2015/ 
2016

2016/ 
2017

2017/ 
2018

Andhra Pradesh 1.0 1.0 2.0 1.6 3.2 2.5 2.9 2.8 2.8 2.8 4.0
Assam 2.0 3.6 3.6 3.4 3.5 3.3 3.9 6.6 6.8 6.8 7.1
Bihar 0.8 1.6 2.0 2.4 2.4 3.0 3.0 3.8 4.0 4.4 4.4
Chandigarh n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Chhattisgarh 1.3 1.3 1.3 2.8 7.0 6.8 6.8 4.5 4.5 4.5 4.5
Delhi n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Goa n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Gujarat 1.6 2.5 2.8 3.6 4.4 4.9 4.9 6.1 5.6 6.5 7.9
Haryana 1.5 2.4 2.6 2.9 3.1 3.3 3.5 5.2 4.2 4.2 4.2
Himachal Pradesh n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Jammu and Kashmir n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Jharkhand 1.9 2.2 2.4 2.5 2.5 3.1 3.7 3.9 3.9 4.3 4.5
Karnataka 3.3 3.0 3.1 4.7 4.4 4.8 6.9 5.7 6.1 6.7 6.7
Kerala n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Madhya Pradesh 0.7 0.9 0.9 1.0 1.0 1.6 1.6 1.8 1.8 2.0 2.0
Maharashtra 1.8 2.5 2.5 2.5 2.9 2.5 2.6 3.2 3.7 4.2 4.7
Odisha 2.8 2.8 2.5 2.5 2.5 2.8 3.3 3.3 3.3 4.2 4.2
Puducherry 1.0 1.5 1.5 1.5 1.6 2.0 2.0 2.5 2.5 2.5 2.5
Punjab 1.9 2.3 3.4 3.3 2.5 3.7 3.5 4.2 5.0 5.0 4.5
Rajasthan 1.5 2.0 2.7 4.3 4.5 6.2 6.2 6.2 7.2 7.2 5.5
Tamil Nadu n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
Uttar Pradesh n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
West Bengal 1.8 1.9 2.0 2.2 2.3 2.6 3.3 3.8 3.8 4.0 4.1
India (average) 1.6 2.0 2.3 2.7 3.1 3.4 3.8 4.1 4.3 4.6 4.8

n/a: not available.
Source: authors’ estimates using data from the Consumer Price Index for Industrial Workers.12

Annex Table 3. The retail price of cigarettes,  per 10 cigarettes

State/union territory
2007/ 
2008

2008/ 
2009

2009/ 
2010

2010/ 
2011

2011/ 
2012

2012/ 
2013

2013/ 
2014

2014/ 
2015

2015/ 
2016

2016/ 
2017

2017/ 
2018

Andhra Pradesh 16.2 18.3 20.9 23.6 26.5 32.6 37.2 40.2 47.0 47.3 53.8
Assam 12.8 19.6 19.6 21.3 22.4 23.6 30.2 36.5 37.4 37.4 39.6
Bihar 17.5 20.0 20.0 25.0 28.0 29.0 34.0 49.0 50.0 50.0 58.0
Chandigarh 19.0 19.0 20.0 25.0 28.0 37.0 45.0 54.0 54.0 58.0 64.0
Chhattisgarh 19.0 19.0 20.0 28.0 28.0 35.0 39.0 50.0 53.9 51.8 64.7
Delhi 19.0 19.0 20.0 28.0 28.0 45.0 45.0 54.0 54.0 59.0 64.0
Goa 19.0 20.0 20.0 28.0 30.0 45.0 45.0 51.8 54.0 58.0 61.3
Gujarat 19.1 19.8 23.4 28.0 28.6 35.0 39.8 49.4 52.0 51.8 64.7
Haryana 12.0 12.0 13.3 13.3 17.3 25.4 45.0 56.0 69.0 69.0 74.5
Himachal Pradesh 19.0 19.0 20.0 25.0 29.0 37.0 47.0 55.0 55.0 58.0 64.0
Jammu and Kashmir 19.0 19.0 19.0 25.0 25.0 33.0 38.0 40.0 40.0 40.0 41.7
Jharkhand 17.5 18.8 19.3 23.5 25.7 29.5 34.7 45.3 48.8 48.8 58.0
Karnataka 16.6 16.6 18.2 23.8 24.0 29.8 33.2 41.0 45.4 45.5 51.6
Kerala 15.6 15.7 16.7 25.0 27.7 33.6 35.9 45.5 45.5 45.5 49.6
Madhya Pradesh 19.0 19.3 23.0 27.3 28.8 35.0 41.5 48.0 51.2 50.9 64.7
Maharashtra 17.1 18.0 20.7 23.9 26.0 32.3 38.4 44.7 49.8 49.9 59.8
Odisha 17.5 19.0 19.0 24.5 27.0 30.0 35.0 48.5 47.5 48.0 48.5
Puducherry 10.0 10.0 10.0 10.0 10.0 30.0 30.0 39.2 52.4 52.4 59.8
Punjab 19.0 19.3 20.0 27.0 30.3 40.3 45.7 55.0 54.7 59.0 64.0
Rajasthan 19.0 19.0 20.6 29.0 29.6 37.0 47.0 53.0 59.0 58.3 64.3
Tamil Nadu 16.5 17.3 19.5 24.3 26.2 34.2 36.0 48.7 52.0 52.4 64.1
Uttar Pradesh 18.8 19.0 19.9 25.6 28.8 32.9 36.8 47.6 49.0 49.8 50.4
West Bengal 17.5 19.0 19.0 25.0 26.3 28.1 37.3 42.5 44.7 45.5 46.7
India (average) 17.6 18.5 20.0 25.0 27.1 32.3 37.9 46.8 49.8 50.1 56.4

n/a: not available.
Source: authors’ estimates using data from the Consumer Price Index for Industrial Workers.12
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Annex Table 4. Net state domestic product per capita (  1000)

State/union territory
2007/ 
2008

2008/ 
2009

2009/ 
2010

2010/ 
2011

2011/ 
2012

2012/ 
2013

2013/ 
2014

2014/ 
2015

2015/ 
2016

2016/ 
2017

2017/ 
2018

Andhra Pradesh 39.8 44.4 50.5 58.7 69.0 74.7 82.9 93.7 108.2 122.4 140.6
Assam 21.3 24.1 28.4 33.1 41.1 44.6 49.7 52.9 60.8 67.3 74.7a

Bihar 11.1 13.7 15.5 19.1 21.7 24.5 26.9 28.7 30.2 34.4 38.9
Chandigarh 103.0 108.5 117.4 126.7 159.1 178.5 199.1 206.8 222.7 237.6 256.3a

Chhattisgarh 29.4 34.4 34.4 41.2 55.2 60.8 69.9 72.9 76.0 84.3 92.0
Delhi 95.2 111.8 125.9 145.1 185.4 206.6 229.6 249.6 271.3 300.8 329.1
Goa 108.7 136.0 149.2 168.0 259.4 234.4 215.8 289.2 334.6 375.6 420.4a

Gujarat 50.0 55.1 64.1 77.5 87.5 102.8 113.1 127.0 139.3 156.5 173.6a

Haryana 56.9 67.4 82.0 93.9 106.1 121.3 138.3 148.5 162.0 180.2 200.1a

Himachal Pradesh 44.0 49.9 58.4 68.3 87.7 99.7 114.1 123.3 135.5 150.3 160.7
Jammu and Kashmir 27.4 30.2 33.7 40.1 53.2 56.8 61.1 61.2 73.2 78.2 86.0a

Jharkhand 24.8 25.0 28.2 34.7 41.3 47.4 50.0 57.3 52.8 59.8 63.8
Karnataka 42.4 48.1 51.4 62.3 90.3 102.3 118.8 129.8 142.3 157.4 174.6
Kerala 46.9 54.6 62.1 69.9 97.9 110.3 123.4 135.5 148.0 163.5 183.2a

Madhya Pradesh 20.9 25.3 28.7 32.5 38.6 44.9 52.1 56.1 62.8 74.6 81.3
Maharashtra 57.8 62.2 69.8 84.9 99.6 112.0 125.0 132.6 147.6 165.5 180.6
Odisha 27.7 31.4 33.0 39.5 48.4 54.7 60.6 63.2 65.7 74.2 81.0
Puducherry 74.2 79.3 96.9 101.1 119.6 130.5 148.1 146.9 172.9 185.1 198.2
Punjab 49.4 55.3 61.8 69.6 85.6 94.3 103.8 109.0 118.9 128.9 140.9
Rajasthan 26.9 31.3 35.3 44.6 57.2 63.7 69.5 76.4 84.0 92.1 100.6
Tamil Nadu 47.6 54.1 64.3 78.5 93.0 104.9 116.2 128.4 140.4 150.0 166.9
Uttar Pradesh 17.8 20.4 23.7 26.7 32.0 35.8 40.1 42.3 47.1 51.0 55.3
West Bengal 31.6 35.5 41.0 47.2 51.5 58.2 65.9 68.9 76.0 83.1 95.6
India (average) 33.9 38.4 43.6 51.6 62.5 70.3 78.5 85.0 93.5 103.8 114.9

aMissing values for 2017/2018 replaced by authors’ calculations using historical values at state level.

Source: Directorates of Economics and Statistics of the state governments, and the Reserve Bank of India.11
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Abstract
The role of civil society and community-based organizations in advancing universal health coverage 
and meeting the targets of the 2030 Agenda for Sustainable Development has received renewed 
recognition from major global initiatives. This article documents the evolution and lessons learnt 
through two decades of experience in India at national, state and district levels. Community and 
civil society engagement in health services in India began with semi-institutional mechanisms under 
programmes focused on, for example, HIV/AIDS, tuberculosis, polio and immunization. A formal 
system of community action for health (CAH) started with the launch of the National Rural Health 
Mission in 2005. By December 2018, CAH processes were being implemented in 22 states, 353 
districts and more than 200 000 villages in India. Successive evaluations have indicated improved 
performance on various service delivery parameters. One example of CAH is community-based 
monitoring and planning, which has been continuously expanded and strengthened in Maharashtra 
since 2007. This involves regular, participatory auditing of public health services, which facilitates the 
involvement of people in assessing the public health system and demanding improvements. At district 
level, CAH initiatives are successfully reaching “last-mile” communities. The Self-Employed Women’s 
Association, a cooperative-based organization of women working in the informal sector in Gujarat, 
has developed community information hubs that empower clients to access government social and 
health sector services. CAH initiatives in India are now being augmented by regular activities led and/
or participated in by civil society organizations. This is contributing to the democratization of community 
and civil society engagement in health. Additional documentation on CAH and the further formalization 
of civil society engagement are needed. These developments provide a valuable opportunity both 
to improve governance and accountability in the health sector and to accelerate progress towards 
universal health coverage. Lessons learnt may be applicable to other countries in South-East Asia, as 
well as to most low- and middle-income countries.

Keywords: civil society organizations, health for all, India, South-East Asia, universal health coverage

Background

In recent years, there has been increasing recognition of the 
role of civil society organizations (CSOs) and community-
based organizations (CBOs) in improving overall governance 
and accountability in the health sector. This recognition is 
reflected in major global initiatives relevant to health and 
well-being. For example, target 16.7 of the Sustainable 
Development Goals (SDGs) under the 2030 Agenda for 
Sustainable Development underscores the importance of 
“responsive, inclusive, participatory and representative 
decision-making at all levels”.1 The Global Action Plan for 

Healthy Lives and Well-Being for All, which brought together 
12 multilateral health, development and humanitarian agencies 
to better support countries in accelerating progress towards 
the health-related SDGs, named “community and civil society 
engagement” as one of seven areas that merit a distinct 
focus given their potential to significantly accelerate progress 
towards the health-related SDG targets.2 There has been 
global discourse on coordinated actions to engage civil society 
on health by (i) expanding the political space through joint 
advocacy; (ii) increasing resources for civil society capacity-
building; and (iii) increasing meaningful CSO engagement to 
improve institutional governance.3 The Global Conference on 

mailto:lahariyac%40who.int?subject=
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Primary Health Care in Astana, Kazakhstan, in October 2018 
endorsed a new declaration that includes a commitment to 
empowering individuals and communities and to supporting 
“the involvement of individuals, families, communities and 
civil society through their participation in the development and 
implementation of policies and plans that have an impact on 
health”.4 There also is renewed global recognition that CSOs 
and CBOs can accelerate a country’s journey to achieving 
target 3.8 of the Sustainable Development Goals, to “achieve 
universal health coverage, including financial risk protection, 
access to quality essential health-care services and access to 
safe, effective, quality and affordable essential medicines and 
vaccines for all”.1

In India, a number of mechanisms for community 
engagement on health were initiated from 2005 onwards, 
with the launch of the National Rural Health Mission (NRHM). 
In 2017, India’s most recent national health policy was 
launched, with the goal of full alignment with the concept of 
universal health coverage (UHC).5 In the following year, the 
Government of India announced and launched the Ayushman 
Bharat programme6 as a vehicle for advancing UHC, over and 
above ongoing initiatives such as the National Health Mission 
(NHM).7 This article aims to provide an overview of CBO and 
CSO participation and engagement in policy formulation and 
implementation in India in the past two decades. Three major 
initiatives – one each at national, state and sub-state/district 
levels – to strengthen civil society engagement and participation 
in health services in India are described. This overview reflects 
the global discourse on civil society engagement for health 
through joint advocacy, capacity-building and improving 
institutional governance. 

Evolution of civil society engagement in health services 
in India
The mechanisms for the engagement of community members, 
civil society and nongovernmental organizations (NGOs) 
in the health sector in India were initiated with the launch of 
the second phase of the National AIDS Control Programme 
in 1999. A wide range of NGOs were engaged in the delivery 
of targeted interventions, preventive services, and programme 
monitoring and evaluation, and this engagement has 
continued and matured.8 Other initiatives, such as tackling 
the challenges India faced in polio elimination, especially 
vaccination hesitancy, were effectively addressed through 
increased participation on the part of faith-based organizations, 
professional associations, CSO, CBOs and NGOs.9 These 
efforts were supported by formal mechanisms such as the 
Social Mobilization Network of the United Nations Children’s 
Fund (UNICEF)10 and other similar mechanisms, such as the 
CORE group.11 However, most of these initiatives for CSO and 
CBO engagement in health services were programme specific, 
focused on limited geographical areas and had a narrow scope 
of implementation.

Arguably, the first systematic and health sector-wide 
institutional mechanism for civil society engagement in 
health services started during 2004, when CSO members 
were actively involved in the design and implementation of 
India’s flagship NRHM, which was launched in April 2005.12 
Communitization or community action for health (CAH) 
was recognized as one of the five pillars for health systems 
strengthening under the NRHM, and this continued when 

the NHM was launched in 2013, subsuming the NRHM and 
the National Urban Health Mission.13 This has been further 
formalized through representatives of some community and 
civil society groups being members of the Mission Steering 
Group, the highest decision-making body of the NHM, chaired 
by the Union Minister for Health and Family Welfare.14 The 
process has continued to evolve, with increasing CSO and 
CBO engagement in health service delivery at national, state, 
district, block and village levels in India, as illustrated by the 
examples below.

National level: community action for health 
and the Advisory Group on Community 
Action

Communitization was one of the components of the NRHM 
and included the creation of a new cadre of female community 
health workers – accredited social health activists;12,15 
the formation of village health, sanitation and nutrition 
committees16 and the creation of “rogi kalyan samitis” (patient 
welfare committees).17 These initiatives resulted from the 
recommendations and advice of the various task forces that 
had been set up in 2004–2005 to design the architecture of 
the NRHM in India. The task forces included representatives 
of civil society, public health activists and community 
representatives.18 The term “community action for health 
(CAH)”, was subsequently coined to denote communitization 
at the operational level. To provide guidance on the roll-out of 
communitization and CAH processes, in 2005 the Ministry of 
Health and Family Welfare constituted the Advisory Group on 
Community Action, comprising eminent public health experts 
and practitioners with experience in community engagement 
and empowerment.19

Institutional mechanisms such as rogi kalyan samitis and 
village health, sanitation and nutrition committees ensured 
wide and inclusive representation of the population served. 
The CSOs and CBOs represented in these committees at 
district, block, facility and village levels ensured local-level 
planning, intersectoral coordination and accountability on the 
part of service providers.

CAH processes, under the guidance of the Advisory 
Group on Community Action, focused on (i) increasing 
community awareness of NHM entitlements, and the roles and 
responsibilities of service providers; (ii) training of members of 
rogi kalyan samitis and village health, sanitation and nutrition 
committees to collect data and provide feedback on health 
services; and (iii) use of “jan samvads”, or public hearings, 
to increase accountability on the part of and advocate to 
key stakeholders, with the aim of highlighting gaps in health 
services and finding solutions.12 CAH developed and evolved 
as a strategy to improve health outcomes by strengthening 
community participation, as well as ensuring empowerment by 
making communities more accountable for their health needs 
(see Box 1).

The Advisory Group on Community Action, supported 
by the Ministry of Health and Family Welfare, guided the 
implementation of a pilot of CAH in 1620 villages in 36 districts 
across 9 Indian states (Assam, Chhattisgarh, Jharkhand, 
Karnataka, Madhya Pradesh, Maharashtra, Odisha, Rajasthan 
and Tamil Nadu) between 2007 and 2009.20 An evaluation 
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affirmative approach had been taken to ensure that people from 
marginalized and disempowered communities (e.g. Dalit and 
Scheduled Tribe) and women were involved, in many cases by 
heading village health, sanitation and nutrition committees. CAH 
also strengthened service delivery and helped communities to 
take advantage of their health entitlements; enabled planning 
and corrective action; and created greater accountability on 
the part of service providers. 

The evaluation also noted lessons learnt that could be 
used to make future improvements. For example, it was 
observed that the engagement of the district- and block-level 
planning and monitoring committees was weak because of 
inadequate training and lack of participation by health officials 
and members of panchayati raj institutions in the meetings. 
Similarly, while the process of sharing village report cards 
helped increased community awareness of services, this 
did not always translate into the changes for the better that 
might be expected as a result of the monitoring process. Jan 
samvads also caused upset to a few service providers and led 
to conflicts in some districts. This led to the suggestion that it 
would be helpful to discuss gaps with providers and officials 
prior to an event.

The evaluation recommended the creation of an institutional 
support mechanism at state level and below to guide the scaling 
up of community action processes, together with continued 
technical and financial support from the Ministry of Health and 
Family Welfare. CAH activities were subsequently expanded 
to additional states, with the Advisory Group on Community 
Action guiding and leading initiatives (see Box 2).

Since 2009, CAH activities in India have been scaled up, and 
by the end of December 2018, CAH was being implemented 
in 22 states (around 202 162 villages across 353 districts), 
covering 32% of villages and 54% of the districts in India, 
covering an estimated population of 450 million. CAH is an 
integral component of the NHM and is funded by the Ministry 
of Health and Family Welfare. CAH processes are managed 
through one of two mechanisms, depending on the state. In a 
few states, a state-level nodal NGO manages implementation 
and works in close collaboration with the state health 

Box 1. Community actions for health in India12,19

CAH processes are organized at the levels of villages, 
health subcentres, primary health-care centres and 
community health centres, and at block and district levels. 
The key steps/processes of CAH include the following.

• Creating community awareness on health 
entitlements and the roles and responsibilities of service 
providers.

• Training and mentoring of the members of the village 
health, sanitation and nutrition committees and rogi 
kalyan samitis on their roles and responsibilities and to 
undertake the community monitoring of health services. 
Constituted under the NHM, rogi kalyan samitis have a 
mandate to ensure compliance with minimum standards 
for facility-level care, adherence to treatment protocols 
and accountability on the part of health providers to the 
community. Rogi kalyan samiti members include elected 
representatives – members of Parliament, legislative 
assemblies and panchayati raj institutions (the system 
of rural, local self-government in India) – CSO and 
CBO representatives and officials from government 
departments and organizations covering health, women 
and child development, education, social welfare, public 
health engineering, public works, electricity, etc.

• Facilitating the formation of planning and 
monitoring committees at state, district and block 
levels and training the members to discuss and take 
action on the issues that emerge from the monitoring 
process.

• Undertaking data collection using monitoring 
tools such as village and health facility report cards, 
expenditure reviews, etc.

• Compilation and analysis of data using a scoring 
system to categorize good, average and poor services.

• Sharing results with key stakeholders at health facility, 
block and district levels.

• Developing solutions to problems that incorporate 
local inputs into planning processes.

• Organizing jan samvads to provide a forum for 
community engagement with health providers 
and managers, to share the key findings from the 
community monitoring processes and to discuss 
proposed solutions.

• Taking corrective action by engaging with health 
officials to address key issues and concerns.

• Using the media as an ally to increase pressure on 
stakeholders and keep them accountable.

of this pilot reported that implementation of CAH processes 
had resulted in greater awareness in the community with 
regard to health entitlements; improvements in the coverage 
of immunization and antenatal care services; increased 
availability of medicines and laboratory services in health 
facilities; and reductions in prescribing medicines that need to 
be purchased from private shops and demands for informal 
payments by health providers.20 It was found that the CAH 
processes empowered the community, especially marginalized 
groups, to engage with health facilities and providers. An 

Box 2. Activities of the Advisory Group on Community 
Action12,19

• Developing the capacities of state-level institutions 
and organizations to strengthen and scale up 
implementation of CAH processes.

• Facilitating state-level vision and planning exercises, 
including the development of state NHM programme 
implementation plans.

• Developing and adapting guidelines, manuals and 
communication materials.

• Strengthening accountability mechanisms such as 
grievance redressal, public display of health service 
guarantees and citizens’ health rights charters.

• Undertaking programme implementation reviews, 
including participation in the NHM’s annual common 
review missions21 and carrying out fact-finding missions 
on important issues.

• Providing regular mentoring and guidance to states on 
programme implementation.
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department. Under this approach, the processes in the field 
are implemented by district- and block-level NGOs. In the other 
states, CAH is implemented through community processes 
support units, functioning under state health missions.

Despite these efforts, CAH processes had been introduced 
in only 22 of 36 states and union territories in India by the 
end of 2018. Even in states where CAH activities are being 
implemented, only three – Chhattisgarh, Meghalaya and 
Uttarakhand – have full coverage of all districts. There have 
been challenges, such as an insufficient presence of civil 
society and NGOs in many places. However, in many places, 
CAH has raised the interest and participation of non-health 
sector officials, such as the state social audit units set up 
under the Ministry of Rural Development, as well as that of 
elected representatives involved in health planning and 
implementation. 

State level: community-based monitoring 
and planning in Maharashtra

Community-based monitoring and planning (CBMP) is 
the regular, participatory audit of public health services, 
which facilitates the involvement of people in assessing the 
public health system and demanding improvements. CBMP 
processes provide officials in the public health system with an 
important, autonomous channel of information about the real 
functioning of health services at the ground level, enabling 
corrective measures to be taken. CBMP enables the capture of 
information on aspects often missed by routine reporting, such 
as the actual presence and availability of doctors in health 
centres, the conduct of outreach visits, the behaviour of health 
staff towards patients and if staff practise illegal charging or 
writing prescriptions for purchase.22

CBMP processes were implemented on a pilot basis in the 
nine states listed above. Among those, Maharashtra is one 
of the states where CBMP processes, led by a state-level 
nodal NGO, have been sustained, continuously expanded 
without interruption and diversified.23 By the end of December 
2018, CBMP was occurring in more than 1200 villages across 
19 of the total 36 districts in the state. CBMP activities are 
implemented at village, primary health-care, block, district and 
state levels. Stakeholders, including health officials and staff, 
elected local panchayat representatives, CSO representatives 
and community members, come together in multistakeholder 
monitoring and planning committees at each of these levels. 
More detail on CBMP activities is provided in Box 3.

The data generated through successive rounds of CBMP 
have demonstrated substantial improvements in services 
being delivered at village level and at primary health-care 
centre level. There have been major improvements in 
immunization coverage and antenatal care at village level, 
and there is greater availability of ambulance services and 
medical officers staying on the premises of primary health-care 
centres (PHCs). An assessment of key health services was 
carried out by the state-level nodal CSO, Support for Advocacy 
and Training to Health Initiatives, in 2014. A set of 40 PHCs 
from various areas of Maharashtra where CBMP processes 
were active was compared with a set of 40 PHCs in areas not 
covered by CBMP. The two sets of PHCs were matched to 
ensure that they had similar basic infrastructures and levels 

of availability of medical officers, to ensure comparability.22 
Similar community monitoring data on the status of delivery 
of key health services were available for both sets of PHCs. 
The evaluation found that PHCs in areas where CBMP was 
operational had markedly better service performance than 
PHCs in non-CBMP areas (see Fig. 1).

There is documented evidence that CBMP activities at 
state level have improved the performance and outcomes of 
health programmes and improved services.24 In Maharashtra 
state, the approach has been extended to nutrition services 
for children, as community action for nutrition (CAN).25 CAN 
is based on community monitoring of child-care and nutrition 
centres, which has been being implemented in over 400 tribal 
villages across Maharashtra since 2018. CBMP in Maharashtra 

Box 3. CBMP activities and processes

CBMP activities Implementation of CBMP includes 
awareness-raising and preparatory activities; capacity-
building and training of participants; formation and 
functioning of monitoring and planning committees 
at various levels; community-based assessment of 
health services; display of community report cards; 
and organization of public dialogues and state-level 
dialogue events. One of the core strategies of CBMP 
is the jan samvad, each of which is attended by 
community members and diverse stakeholders. In these 
public dialogues, citizens and grassroots activists and 
representatives report on their experiences of health 
services in the presence of health officials to inspire 
corrective actions. Village meetings (gram sabhas) are 
sometimes used for these activities, allowing anyone from 
the community to attend, which contributes to making 
the dialogue inclusive and participatory. The gathering of 
hundreds of community members enables a degree of 
equalization of power with officials and reduced threat of 
retribution. In addition, the formal provision of space and 
technical support also helps the hitherto voiceless speak 
out.

CBMP processes CBMP uses interactive methods to 
ensure and increase community participation; pictorial 
user-friendly tools to gather community feedback; digital 
methods for rapid feedback, such as SMS surveys; regular 
multistakeholder dialogue in participatory committees; 
periodic mass accountability events; chains of reinforcing 
actions across health system levels; a system of 
entitlements, with official sanctions to create community 
accountability; positive engagement and orientation of 
health-care providers; and facilitation by a coalition of 
CSOs. Organizations with a demonstrable track record 
of rights-based activities in the health sector have been 
selected as nodal CSOs in all areas. The state-level nodal 
CSO is selected by scrutiny through an officially nominated 
committee following an open advertisement for candidates. 
District- and block-level nodal CSOs are selected by the 
state-level nodal CSO through nomination and based on 
a track record of rights-based work in the health sector in 
each area.
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state has contributed to deepening democracy in the context of 
the health system by creating forums for direct democracy such 
as jan samvads; expanding representative democracy through 
multistakeholder monitoring and planning committees with 
substantial community participation; reclaiming representative 
democracy by means of activation and orientation of elected 
local (panchayat) representatives; and strengthening 
internal accountability mechanisms by promoting external 
accountability processes. Maharashtra’s CBMP experience 
can inform communitization of health services in diverse 
contexts, by showing a path towards making health services 
genuinely effective and responsive to people’s needs, thus 
paving the way for UHC.

District level: “last-mile” cooperatives for 
accessing social services in Gujarat

“Last-mile” or “difficult-to-reach” communities typically lack 
infrastructure and have limited access to relevant information. 
Lack of information is a well-documented barrier to people 
accessing social services, including health services.26,27 This 
challenge was recognized by the Self-Employed Women’s 
Association (SEWA), a cooperative-based organization 
of women working in the informal sector, and resulted in 
the launch of the SEWA shakti kendras (SSKs) initiative in 
Ahmedabad, Gujarat, India, in 2015. An SSK is a centre 
located within a community – a village, urban ward or low-
income neighbourhood – that enables women working in the 
informal sector and their families to exercise their rights to 
access public services and programmes, while ensuring that 
entitlements reach them in a simple, timely and transparent 
manner. The SSKs are run by local women leaders called 
“aagevans”, who are trained by SEWA, belong to the same 
community as the people they help, and have the leadership 
skills and motivation to serve. They themselves are all workers 

in the informal economy, including street vendors; home-based 
workers such as garment workers and kite-makers; farmers; 
and domestic help. The SSKs become social service providers 
cum health hubs in their communities.

The SSKs are run, managed and used by local women, 
and their existence has triggered a process of exercising 
democratic rights and of active participation in and engagement 
with the public health system. The SSKs provide information 
on health and nutrition, serve as centres for health education 
and awareness, link local people with the many government 
schemes meant for them, and help them through the maze 
of procedures and the collection of required documents. They 
support and stand with the intended beneficiary until she gets 
the services that she is entitled to. At the SSKs, the women 
interact with the local authorities to obtain their entitlements 
and services and to address grievances. At the local level, the 
panchayati raj institutions support the running of such centres 
and provide space and other help. The SSKs organize women 
in relation to their health rights and entitlement issues. Once 
they are organized, they attend gram sabhas together and 
raise their voices for constructive action at the local level. The 
SSKs also work closely with local governance forums such as 
health, vigilance, school management and other committees 
for women; this develops their leadership skills and, with 
proper support, these committees become truly active and 
laboratories for democracy and good governance.

In December 2018, there were 18 SSKs in Gujarat, 
managed by the aagewans, who empower their clients with 
new knowledge, skills and linkages, and the confidence to 
speak out to the local health committees. The engagement of 
aagewans beyond the health sector provides them, and the 
communities they serve, with information and access to other 
entitlements, for example in relation to nutrition, pensions 
and insurance, that are part of the current social security net 
in India. Aagewans proactively reach out to the poorest and 
most vulnerable communities, such as Adivasis, Dalits and 

Fig. 1. Proportions of services rated “good” in PHCs, according to presence of CBMP
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Source: Community based monitoring and planning in Maharashtra supported by NHM, Support for Advocacy and Training to Health Initiatives.22
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minorities, to empower them through information on their rights 
and entitlements, offering easy and timely access to services 
and programmes and providing them with a space where they 
can discuss issues of local concern. In addition, the SSKs have 
also become hubs for building the capacity of the members 
of the various local committees (e.g. by providing up-to-date 
information on the structure and functions of local committees 
and on untied funds and their usage, and by developing 
members’ managerial and leadership skills), thus increasing 
accountability and transparency and strengthening democratic 
governance in public health programmes.

A baseline survey of 400 households in areas covered 
by four SSKs, two rural and two urban, was done in 2016 
and then repeated in 2018 to assess the impact of the 
intervention.28 The survey was designed to measure the target 
population’s knowledge about, and utilization of, various health 
and nutrition schemes, services and facilities. The evaluation 
found that the SSK intervention had increased awareness of 
government initiatives among the target community members 
across locations. Specifically, the SSKs had improved the 
proportion of respondents who were “fully aware” of a range 
of government interventions, where full awareness was 
defined as knowing about three predetermined entitlements 
to use a service, facility or scheme. For example, very high 
improvement in awareness was reported for government 
schemes meant for all household members, such as one 
providing cash benefits for the construction of toilets, and 
also for facilities meant for all or most members of household, 
such as PHCs. Fig. 2 shows increases in the proportions of 
women and men who demonstrated full awareness of three 
government services: family planning services, village health 
and nutrition days, and adolescent health days. In addition, 
among those who demonstrated full or partial awareness 
of the services, uptake generally increased. By contrast, no 
improvement was found in awareness and uptake of some 

initiatives, such as two schemes focusing largely on nutrition 
and development in young children, and these results may 
inform future interventions.

Discussion

Global evidence on the role of civil society organizations 
in health
There is emerging evidence from various parts of the world 
on CSOs and CBOs playing an important role in health. 
The South African experience, where CSO engagement 
and advocacy ensured access to HIV/AIDS medicines, is 
widely recognized.29 In Thailand, for more than a decade the 
National Health Assemblies have been a key enabling factor 
for building civil society’s capacity to engage with the policy-
making process and for bringing evidence more strongly 
into policy discussions.30 Global experiences suggest that 
focusing on community participation yields several benefits: 
wider dissemination of knowledge on health schemes and 
programmes; better organization of services, keeping attention 
on the community’s needs; and increased responsibility on the 
part of communities for their own health.31 People are more 
likely to use and respond positively to health services if they 
are involved in the planning and decision-making processes.32 
In a community monitoring intervention in Uganda, quantitative 
survey data were used to construct a unique report card for 
each of a group of health-care facilities covering a population 
of 55 000 households. At community meetings, participatory 
methods were then used to disseminate the information in the 
report cards and encourage community members to develop 
a shared view on how to improve service delivery and monitor 
the provider. The authors reported that the intervention 
resulted in improved health outcomes, including reduced child 
mortality and increased child weight.33 Although reanalysis of 

Fig. 2. Impact of SSKs on awareness of three government services
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the data suggested that the effects on health outcomes may 
be less robust than initially thought, it nevertheless supported 
the finding that the intervention modified health-care providers’ 
behaviour and communities’ utilization of services.34

Civil society organizations and universal health coverage 
in India
CAH is arguably the largest community-led accountability 
initiative in India and possibly in the world, and it is being 
implemented with a mandate and financial support from the 
government. CSOs, at both national and state levels, have 
played a key role in the process. Efforts made as part of CAH 
have been contributing to health systems strengthening by 
improving health governance in India. CAH is giving voice 
to citizens and communities, creating accountability, helping 
to improve communication and increase transparency 
among a broader network of stakeholders, and providing an 
independent perspective on progress. CAH plays a critical 
role as India accelerates its journey towards UHC. CAH in 
India has been strengthened and developed considerably in 
the past decade and a half. The mechanisms have matured, 
with some states doing better than others. As noted earlier, 
CBOs and CSOs in India have gained extensive experience 
through playing an active role in the prevention and control of 
HIV/AIDS, polio elimination and increasing coverage of routine 
immunization vaccines over nearly two decades. Increasingly, 
these organizations are being engaged to work on tuberculosis 
elimination and related efforts in India.

In the past few years, following the release of the report of 
the high-level expert group on UHC in India in 2011,35 there 
has been an increasingly vibrant policy dialogue and greater 
engagement on and around UHC in India, at both national and 
state levels. An example of the formal engagement of CSOs 
and CBOs in policy and implementation processes in India was 
the public consultation on the draft of the national health policy 
in 2015, which resulted in the Ministry of Health and Family 
Welfare receiving nearly 5000 responses from the public and 
CSOs. These responses were reviewed and considered during 
the final revision of the policy in 2017.5 Thereafter, since the 
announcement of the Ayushman Bharat programme6 in early 
2018, several national consultations and policy dialogues on 
UHC with wider engagement of CSOs and CBOs have taken 
place. These have included consultations on UHC and CSOs 
(New Delhi, August 2018; Kolkata, March 2019; Shillong, July 
2019; and Chennai, September 2019), the 3rd National Health 
Assembly in Raipur (September 2018) and a national meeting 
of the Advisory Group on Community Action in March 2019. 
In addition, there have been state-level workshops in Madhya 
Pradesh and Rajasthan on UHC, and discourses on the right 
to health in three Indian states.36 These activities, discourses 
and consultations involved several representatives from CSOs 
and CBOs, and focused on various aspects of UHC, such as 
addressing inequities, the right to health and explaining the 
concept of UHC to people in non-technical, simple language.

CSO and community engagement has arguably facilitated 
an increase in the attention paid by elected leaders and 
politicians to health, which had a significantly higher profile 
in the run-up to India’s general election in May 2019,37 and 
a few state elections, than in previous years. Although it is 
not possible to identify a cause and effect relationship, these 
frequent and visible civil society engagements and activities 

are likely to have contributed to health becoming a prominent 
issue in the election manifestos of several parties at both 
national and state levels in India. Health is a state subject in 
India, and the concept of access to health care as a right to be 
inscribed in law is gaining traction.

A series of consultations and public dialogues were held 
around the UN high-level meeting on UHC in September 
2019,38 which included the Community of Practitioners on 
Accountability and Social Action in Health Global Symposium 
2019 on Citizenship, Governance and Accountability in 
Health, held in New Delhi,39 a follow-up consultation on UHC 
and CSOs in New Delhi in November 2019, a workshop on 
ensuring the social accountability and responsiveness of the 
private health-care sector to help in moving towards UHC40 
and a state government-led national consultation on the right 
to health in Bhopal, Madhya Pradesh.36

Several initiatives have been led and coordinated by the 
government. As part of the expansion of health and wellness 
centres under the Ayushman Bharat programme, the Ministry 
of Health and Family Welfare constituted a working group 
with extensive representation of civil society members to 
focus on issues such as strengthening primary health care, 
communitization, ensuring referral linkage in health services, 
and convergence in health services at various levels. These 
initiatives have contributed to further formalization of CSO and 
CBO participation and sustaining momentum on accelerating 
UHC in the country. The Central Council of Health and Family 
Welfare (CCHFW) is one of the highest advisory bodies to 
provide support and advice to the Ministry of Health and Family 
Welfare on health policy formulation and implementation 
in India. The CCHFW was set up under Article 263 of the 
Constitution of India,41 and is chaired by the Union Minister 
for Health and Family Welfare. The state governments are 
represented by their health ministers; other council members 
include public health experts and civil society representatives. 
In 2019, CCHFW was reconstituted with wider CSO and CBO 
representation, and the 13th meeting of the CCHFW was held 
in October 2019.42 In December 2019, the Ministry of Health 
and Family Welfare collaborated with WHO and other partners 
and conducted policy dialogue sessions (called “policy labs”) 
on three broad themes including “communitization and 
wellness” as part of a consultation to coincide with International 
Universal Health Coverage Day 2019.43

Accountability and governance in mixed health-care 
systems
Community and social accountability and participatory 
governance of health systems are among the key elements 
for UHC.44 There is a crucial role for CSOs and CBOs to play 
in developing accountability mechanisms in countries with 
mixed health-care systems (i.e. those in which out-of-pocket 
payments and market provision of services predominate as a 
means of financing and providing services in an environment 
where publicly financed government health delivery coexists 
with privately financed market delivery). Community and social 
accountability and participatory governance are needed to 
ensure regulation of the private medical sector and to protect 
patients’ interests and rights. A mixed health-care system with 
private sector predominance is a major challenge to efforts to 
move towards UHC in low- and middle-income countries such 
as India, where regulations are poorly enforced and there 
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are deficits in accountability mechanisms and participatory 
governance in both the public and private health sectors. CAH, 
with CBO and CSO engagement, can work as an effective 
tool to strengthen accountability and governance in health-
care systems in most settings and is especially desirable 
in health systems with private sector predominance. The 
presence of the panchayati raj institutions has contributed 
to the effective implementation of CAH in India. Members of 
these institutions are part of various bodies at the local level, 
such as village health sanitation and nutrition committees 
and rogi kalyan samitis, which give them a mandate as well 
as sense of responsibility. There are examples, documented 
through annual joint monitoring missions and common review 
missions, of communitization being better implemented when 
the participation of panchayati raj institutions was proactive 
and inclusive.21

Need for more synthesis and dissemination of evidence 
on CAH in India
While CAH has been going on for more than a decade, there is 
an acknowledged need for documentation of experiences and 
evidence relating to a few relevant aspects. Have CAH and 
communitization in the NHM resulted in reduced corruption 
and improved transparency and accountability in health 
services in India? Are there broader and generalizable lessons 
on challenges and difficulties in community participation in 
health services, applicable to all settings? Has CAH helped to 
address gender issues relating to the provision of and access 
to health services? Clearly, there is a need for an in-depth, 
systematic and nuanced examination and documentation 
of CAH experiences in India, looking at some of these key 
questions. There are emerging discourses and dialogues on 
strengthening health systems and policy research and on 
setting up a national knowledge platform in India. To tackle 
the widely acknowledged shortfall in research on topics of 
relevance for health system improvements in India, the Ministry 
of Health and Family Welfare and other stakeholders have 
proposed setting up the National Knowledge Platform for health 
systems and public health policy research.45 The generation of 
evidence on the impact of CSO and CBO engagement and 
CAH could be linked to this initiative.

Conclusion and the way forward

There is a global consensus on engaging communities, CBOs 
and CSOs for better delivery of health services, which is 
supported by emerging evidence. CAH in India has developed 
and matured in the past decade and a half, and is rightly being 
supplemented and strengthened by regular consultations, 
workshops and public policy dialogues led and/or participated 
in by representatives of CBOs and CSOs. This is contributing 
to the democratization of community and civil society 
engagement in health in India. However, to make accelerated 
progress on UHC and scale up CSO and CBO engagement 
in health across the country, there is a need to sustain this 
momentum, building on the lessons learnt, generating 
additional evidence, strengthening institutional mechanisms 
and supporting activities through sustainable financing. There 
is also a need to create a broad base for participation of 
CSOs and CBOs beyond the Advisory Group on Community 

Action and national consultations and workshops. These 
developments provide important lessons and opportunities, 
both to improve governance and accountability in the health 
sector and to accelerate progress towards UHC. Lessons learnt 
from the implementation of CAH in India may be applicable to 
other countries in South-East Asia, as well as to most low- and 
middle-income countries, as they make progress towards UHC 
and meeting the targets of the 2030 Agenda for Sustainable 
Development.
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