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At the time of writing, about 300,000 lives are estimated to have been claimed by one
of the worst crises of our times: the Indian Ocean Earthquake and Tsunami. Affecting nine countries and
displacing an estimated 1.2 million people, the crisis requires the UN and humanitarian actors (including
government, NGOs, donors, civil society, and others) to respond in a way and on a scale that has never
been done before. The capacity of all humanitarian actors is being put to the test. 

The disaster, which struck at the close of 2004 (26 December) closed a year that commenced with the
body count of another devastating natural disaster: the Bam earthquake, which killed more than 40,000
people. All along the year, natural disasters including floods and mudslides, such as those in Haiti, the
Philippines, and Bangladesh, also claimed the lives of thousands, while affecting millions more.

Other crises in 2004 have been triggered and exacerbated by conflict and displacement. The humani-
tarian crisis in Darfur has resulted so far in 1.6 million Internally Displaced Persons (IDPs) and 200,000
refugees in Chad being exposed to spiralling levels of death and suffering against a backdrop of prolonged
and increasing violence. Meanwhile, far from the television screen, 1.4 million IDPs in northern Uganda and
2.3 million IDPs in the Democratic Republic of Congo continued to be subjected to mortality rates well
above the one per 10,000 per day that constitutes the threshold for a humanitarian emergency. 

In 2004, violence continued to affect access to essential services (including health care) in Iraq and the
West Bank and Gaza Strip. It also increased the need for health and psychosocial services in places like
North Ossetia, Russian Federation, particularly after the Beslan school massacre. 

Meanwhile, the Southern Africa crisis – spurred by the triple threat of HIV/AIDs, governance issues, and
deepening poverty and food insecurity – continued to affect tens of millions of people. Economic distress
in the Democratic People’s Republic of Korea continued to result in the inadequate provision of quality
health care.

Thus, 2004 was a year of crises that pushed the humanitarian community to develop new strategies for
response. They underlined the essential nature of efforts by humanitarian actors, including WHO, to
improve overall effectiveness of action in crises, with the aim of saving more lives and reducing – to the
greatest extent possible – suffering in crisis situations. 

This report summarizes the role played by WHO in this context. All along the year, the department of
Health Action in Crises worked to crystallize and funnel the efforts of the whole Organization towards 
better public health outcomes for the population of countries affected by crises.

Dr David Nabarro 

Representative of the Director-General 
for Health Action in Crises



What is Health Action in Crises? Each year, one in five WHO Member States expe-
riences a crisis with systems at the local level being
overwhelmed, damaged or disrupted. Presently, as
many as two billion people are at risk of, and more
than 500 million are living in, crisis conditions. Crises
are marked by increased levels of death and suffer-
ing. People are victims of the crisis itself or the per-
ilous living conditions that it creates. For instance, 
an estimated 65% of the epidemics reported to WHO
occur in complex emergencies. Actions can be taken
to ensure effective preparedness, response, and
recovery of the health sector.

Preparedness. Specific actions that prepare for
the impact of crises on health systems can emphat-
ically reduce the level of suffering and death. During
2004, WHO supported Member States in their efforts
to mitigate the health consequences of natural disas-
ters and complex emergencies through effective
planning. Beside, AMRO/PAHO, also EMRO, EURO
SEARO and WPRO came up with substantial con-
sensus among Member States and with plans of
work in this area. For the health sector, preparedness
typically covers: making health facilities resilient when
faced with extreme conditions; ensuring availability of
priority hospital services (with a focus on trauma,
women’s health, child care and chronic conditions);
guaranteeing the management and triage of mass
casualties; evacuating the injured and enabling 
quarantine procedures; building capacity for search
and rescue operations; and ensuring the ability to
establish disease surveillance and control measures
rapidly. These were among the main messages that
WHO presented at the second World Conference on
Disaster Reduction in Kobe, Japan (January 2005).

Response. The more rapid the response to a crisis,
the better the chances of affected people to survive.
Essential components of response include equitable
access to adequate safe water, hygienic sanitation,
food and shelter, as well as the protection of affected
populations from ill-health and violation. Response
should prioritize the most vulnerable people: women,
especially when pregnant; young children; older people
and those who are disabled or chronically ill. The life-
saving value of prompt response was shown in the
Islamic Republic of Iran immediately following the Bam
earthquake in December 2003, in the Democratic
People’s Republic of Korea following the train accident
in Ryongchon in April 2004, and in Djibouti following
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severe floods in April 2004. The need to ensure that 

the most vulnerable population groups gain access to

functioning health services without threats to their secu-

rity was highlighted in 2004 during conflicts in Haiti, the

Gaza Strip, Iraq, the Darfur region of Sudan, and

refugee camps in Chad. To this end, WHO closely col-

laborates with the UN Office of the Coordinator for

Humanitarian Affairs and is part of the Inter-Agency

Standing Committee and of the UN Executive

Committee on Humanitarian Affairs.

Recovery. From a health perspective, crises are

resolved when essential health systems have been

repaired and rebuilt, when the major health needs of

the most vulnerable populations receive attention,

and when health care environments are secured for

both patients and health personnel. To achieve this,

WHO joins with national authorities and international

agencies in developing and agreeing a sector recov-

ery plan that frequently forms the health element of

the Consolidated Appeals and Transition Planning

processes. Such plans focus on essential lifelines for

those in need, the restoration of services in primary

health centres and hospitals, the rehabilitation of lab-

oratory services, disease surveillance and public

health programmes. They include the identification of
vital staff, their support and training, and the provision
of essential supplies and equipment. They also nur-
ture alliances, which are vital at times of recovery.
They improve prospects for joint fundraising and
effective management of recovery. In 2004, WHO’s
work in this area was especially relevant in Liberia
and Sudan. WHO, as a member of the UN
Development Group (UNDG) is an active player in
processes of joint assessment and planning for
recovery and reconstruction conducted by the UN
and the World Bank. 

WHO’s Role

The principal objective of all involved in humanitarian
and developmental work in crisis-prone and crisis-
affected countries is to reduce avoidable loss of life,
burden of disease and disability. Along with other inter-
national organizations and NGOs, WHO works with
local authorities, civil society and international partners
in responding to the health aspects of crises. 

The role of the department of Health Action in
Crises is to catalyse, consolidate and funnel the
efforts of the whole of WHO.
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Health action in crises demands optimal perform-
ance in the key areas that reflect WHO’s key func-
tions in a crisis:

• Measuring ill-health and promptly assessing health
needs of populations affected by crises, 

• Identifying priority causes of ill-health and death; 

• Supporting Member States in coordinating action for
health; 

• Ensuring that critical gaps in health response are rap-
idly identified and filled; 

• Revitalizing and building capacity of health systems.

When others cannot fill gaps, WHO’s rapid
response teams bring together experts in epidemic
control, logistics, security coordination and manage-
ment. They collaborate with and/or constitute part of
mobile teams provided by the UN as a whole (togeth-
er with UNICEF, UNFPA, UNDP, UNHCR and WFP, as
well as the Red Cross and Red Crescent Movement
and IOM, in particular) and empower Country Teams
to better address the health aspects of crises. In
order to keep health high on the political agenda and
to advocate that health for all, especially the poorest,
is essential to survival, WHO is part of a variety of
IASC mechanisms. 

At all levels of WHO, whether it be in Country
Offices, Regional Offices, and Headquarters, the
WHO network for Health Action in Crises (HAC/EHA)
serves as a convener and conduit. It serves as a plat-
form to facilitate an Organization-wide response to
crises. It also provides information and services, and
mobilizes partners to agree on standards and cours-
es of action.

In an effort to further improve WHO’s contribution,
a Three-Year Programme to Enhance WHO’s
Performance in Crises was launched in 2004.

Optimizing WHO’s capacities for action
in crises

In 2004, WHO launched its Three-Year Programme
(TYP) to improve performance in crises. The TYP is a
far-reaching, WHO-wide effort to optimize the
Organization’s contribution to Health Action in Crises.
The TYP strengthens WHO’s capacity to support
Member States and others in preparing for, respond-
ing to, and recovering from crises. It also ensures
WHO’s ability to fulfil its key functions in a crisis:
measuring ill-health and assessing health needs,
supporting health sector coordination, ensuring that
critical gaps are filled, and revitalizing and building
capacity of health systems.

How is the Three-Year Programme different
from other initiatives and programmes?

The TYP is an outcome of a broad consultative
process with partners. More than 400 experts from
UN agencies, NGOs, WHO, and other health stake-
holders contributed to its inception in late 2003. The
Programme was officially launched in April 2004.

With the encouragement of Regional Directors and
the Director-General, representatives from all levels of
WHO came together under the TYP to create a unified
WHO plan for enhanced performance in crises. The
plan includes both a global framework for WHO’s con-
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tribution in this area, and a shared workplan incorporat-
ing inputs from WHO’s six Regional Offices.

The TYP focuses on achieving agreed standards
of performance. When implemented, processes will
have been streamlined, capacity will have been built
up and performance benchmarks will have been set.
Rigorous monitoring of progress, and of performance
against the benchmarks, will yield critical information
for management. This will guide progress in imple-
menting WHO’s contribution to better health out-
comes for people in crises. 

How will the TYP be monitored?

Implementing the TYP is clearly a challenge. At
least three years are required to put systems in
place, demonstrate their utility and viability, and
ensure that those systems yielding the best health
outcomes are sustainable.

Global mechanisms have been established to
track, monitor and evaluate the TYP’s implementation
and outcomes. Structures have also been set-up 
for learning lessons so as to continuously improve
performance. A collaborative approach reinforces
performance monitoring. 

• The Performance Enhancement programme is
managed by a global team, the Global Steering
Group, which comprises the WHO representa-

tive of the Director-General for Health Action in
Crises, the Health Action in Crises Programme
Manager and all six Regional Focal Points for
WHO crisis work.

• Member States and donors stay informed of
developments and progress through a HAC
Forum that meets twice a year. A sub-set of
current and potential donors are invited to
examine and advise more closely through the
HAC Donor Group. 

• A wide range of experts on different aspects of
health action in crises will be called upon to give
input to the programme through a WHO-wide
Technical Group for Health Action in Crises.

• A dedicated team within WHO – the Health Action
in Crises Performance Enhancement Group –
supports and facilitates programme implementa-
tion, develops mechanisms and tools needed for
performance monitoring, and manages key
strategic partnerships.

Enhancing WHO’s contribution, and – in turn –
health actors’ performance in crises, requires the
support and commitment of all stakeholders. We
expect the TYP to catalyse lasting change in the way
WHO and others prepare for and respond to the
needs of people in crises.
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Measuring ill-health and promptly
assessing health needs

Measuring ill-health and promptly assessing the
health needs of populations affected by crises is
central to WHO’s work and a key component of its
Three-Year Programme to Improve Performance in
Crises. This core function enables the identification of
priority causes of ill-health and death, and the plan-
ning of needed interventions. At the time of writing,
WHO staff are working closely with national authori-
ties to monitor and assess the health situation in
each of the countries affected by the Indian Ocean
Tsunami and Earthquake. In 2004, WHO actively
engaged in assessment in all of its crisis work. 

Burundi

Violence and the tense security situation in
Burundi, combined with poverty, negatively impacted
the access of affected populations to health servic-
es. Low performance of the health system, lack of
health personnel, and cost recovery issues – as well
as the high number of returnees from Tanzania and
the influx of nearly 30,000 refugees from DRC – fur-
ther exacerbated the situation.

During March-April 2004, WHO and UNICEF carried
out a joint needs assessment for health and nutrition.
Conducted in close cooperation with the Ministry of

Health, NGOs, other UN agencies and donors, the
assessment mission constituted part of the Good
Humanitarian Donorship Initiative. The assessment
identified a crude mortality rate of 1.2-1.9 per 10,000
per day, above the emergency threshold (one death
per 10,000 per day). Infant and maternal mortality rates
were found to exceed the regional average. Malnutrition
remained an underlying cause of morbidity and mortal-
ity in infants and children under five years of age.
Malaria was found to be responsible for 47% of deaths
of children in that same age group. Meningitis and
cholera also posed serious threats. The proportion of
women who delivered at home without the assistance
of a trained professional was registered at 80%. 

The assessment identified needs for transition
strategies for health system development, malaria
control, Integrated Management of Childhood
Illnesses, and access to secondary care (including
emergency obstetric care). The importance of inter-
ventions addressing the effects of user fees on
access to health care was also underlined, as the
assessment found that 80-90% of patients (depend-
ing on the province) go into debt or sell their belong-
ings to pay for medical costs.

The findings from this mission were integrated with
broader needs assessments to define a common
humanitarian strategy and set priorities for planning
as part of the Consolidated Appeals Process.
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Good Humanitarian Donorship 

On 21-23 October 2004, WHO participated in the
Second International Meeting on Good
Humanitarian Donorship in Ottawa, Canada, one
year after the first meeting of donor governments
and other members of the humanitarian commu-
nity in Stockholm. At the Stockholm meeting,
donors had endorsed a set of 23 principles and
Good Practices as a common platform for
understanding Good Humanitarian Donorship
(GHD). The Ottawa meeting served to examine
progress made by donors in operationalizing the
principles and Good Practices. 

The issue of funding according to need (for both
protection and assistance) is at the heart of the
GHD agenda and is integral to the humanitarian
principle of impartiality. It is also one of the most
challenging issues, as there is no system-
wide framework for judging the relative severity
of crisis situations and agency appeals can
sometimes be based only loosely on needs
assessments.

In 2004, WHO actively participated in Good
Humanitarian Donorship Initiatives in Burundi
and the Democratic Republic of Congo. On both
occasions, an assessment of the health and
nutrition situation was undertaken. Findings
were translated into strategies to guide humani-
tarian agencies in the health sector to have more
coherent approaches and provided donors with
more evidence-based resource allocation oppor-
tunities.

Darfur, Sudan

At least 1.6 million people have been internally dis-
placed as a result of the humanitarian crisis in Darfur,
western Sudan. An additional 200,000 have fled into
Chad, where the extra burden is straining the lifelines
(for water, food, shelter, and other essential services)
of already vulnerable host communities. WHO has
been active in Darfur since the onset of the humani-
tarian crisis. Offices in each of the Darfur States,
backed by the WHO Office for Sudan in Khartoum,
and roaming mobile teams of medical experts have
enabled WHO to implement much needed interven-
tions for health. 

A key component of WHO’s work in the Darfur has
been to measure ill-health and assess urgent health
needs. An example of this in 2004 includes the
establishment of an Early Warning and Response
Network (EWARN), which is implemented by a net-
work of health care groups throughout the three
Darfur states. Twelve communicable diseases and
health events are being monitored by EWARN. These
include acute watery diarrhoea, acute respiratory
infections, malaria, measles, meningitis, acute jaun-
dice syndrome, acute flaccid paralysis, bloody diar-
rhoea, neonatal tetanus, fever of an unknown origin,
severe malnutrition and injuries. Over time, more
camps and locations are providing data for EWARN,
enabling it to become a comprehensive health mon-
itoring system for the whole Darfur region. EWARN
detected the high incidence of measles, which was
addressed through a mass vaccination campaign
targeting 2.2 million children in June 2004. This 
campaign was successful in reducing the risk for
measles. Cases of acute jaundice syndrome were
also detected through EWARN, leading to a massive
scaling up in water and sanitation and other targeted
interventions. 

In Eastern Chad, responding to the needs of both
the 200,000 Sudanese who crossed the border and
the local population, WHO opened a sub-office in
Abeche which carries out activities similar to those
implemented in Darfur.

Another example of WHO’s work in 2004 to meas-
ure ill-health and assess urgent health needs in the
Darfur is the undertaking of a retrospective mortality
survey. Mortality figures are of primary importance in
complex emergency situations. The evidence they
provide allow for interventions to be targeted and
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their impact monitored. The survey in Darfur
assessed the main causes of mortality between 15
June and 15 August 2004 in accessible IDP camps
in North, West, and South Darfur. 

The survey was conducted through collaboration
between WHO and the European Programme for
Intervention Epidemiology (EPIET). It was based on 
a random sample of clusters, with each cluster being
a group of 30 households. Approximately 1,500
households were interviewed in each state. The per-
sons present in households at the time of the survey
were asked questions about household members
who had died, the major causes of death (e.g., fever,
respiratory infections, diarrhoea, injury and violence-
related deaths) and the availability of basic services.
Questions also covered the availability of water and
sanitation, non-food items, food ration and access to
medication.

The survey found the crude mortality rate to be 1.5
deaths per 10,000 people per day in North Darfur,
2.9 in West Darfur, and 3.8 in Kalma Camp, South
Darfur. It also found that diarrhoea, mostly caused by
unsafe water and poor sanitation, was linked to the
deaths of between half and three-quarters of the chil-
dren aged under five. Some households reported
deaths due to violence – particularly among men in
the age group 15-49 years. Data from the survey
indicated the continuing need to improve health refer-
ral services in Darfur, so that people who are injured
could be treated with adequate supplies and expert-
ise in health clinics and hospitals. 

West Bank and Gaza Strip

In 2004, access to medical care in West Bank and
Gaza Strip suffered due to insecurity and movement
restrictions. The health sector responded to frag-
mentation by increasing the number of small and
mobile clinics. This has resulted in a decline in the
quality of services, as these clinics are focussed on
primary care and are unable to handle severe emer-
gency cases. Movement restrictions and the conse-
quent delays hampered immunization campaigns
and environmental health activities, with a particularly
negative impact on solid waste collection. In some
areas, there are reports of an increase of 39% in bac-
terial contamination of piped water.

Throughout 2004, WHO monitored the health sit-
uation in the West Bank and Gaza Strip, concentrat-
ing on the evolution of health indicators whenever
deteriorating security threatened to impact negatively
on the provision of basic services and humanitarian
aid. The Organization led the various stakeholders in
health situation analysis, sectoral strategies and the
UN Consolidated Appeals Process. 

Information coming from cross-sectional assess-
ments and routine monitoring is shared via Health
InForum, the information body linked directly with the
Core Group of the Health Sector Working Group.
Health Inforum is supported through collaboration
between WHO, the Italian Cooperation and USAID. It
aims to improve decision-making capacities in the
health sector by augmenting information availability
and flow on the following issues:

• Health status of the Palestinian population. 

• Networking opportunities and contact information
to link Palestinian and international stakeholders
and service providers.

• Status of health facilities, including an overview of
ongoing assessments.

• Status of medical supplies and identification of criti-
cal supply issues.

• Activities – who is doing what and where in the
health sector. 

• Tools (Web portal, GIS maps, newsletter) and 
reference documents.
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Assessing progress towards the MDGs in
countries experiencing crises 

As many as 50 countries are not on track in efforts
to reach the Millennium Development Goals (MDGs).
The majority of these are described as “Fragile
States”. Most of them have faced crises, resulting in
a reduction in people’s access to the services
required to fill their basic needs. In many cases, this
is a result of protracted conflicts. 

Fragile states account for one-third of the world’s
population living in absolute poverty and 60% of 
disease epidemics. The burden of disease and mor-
tality borne by fragile states is high: more than 90% of
their excess disease burden is infectious disease
and one in three of their people is malnourished.
Within developing countries, fragile states account
for one-third of maternal deaths, nearly half of deaths
of children under five years of age, and one-third 
of people living with HIV/AIDS. The inhabitants of
fragile states experience mental trauma as a result of
deprivation of basic services, in addition to often
being witness or subjected to violence (including
gender-based violence). 

Thirty-eight of the 50 fragile states are now far
behind on reaching the MDGs. Only two have
reversed the HIV/AIDS epidemic, and only four are on
track to reduce child and maternal mortality. Measuring
progress towards the attainment of the MDGs in frag-
ile states – as well as proposing solutions to counter
negative health trends in these countries – is a key part
of WHO’s Health Action in Crises work.

Analysing Disrupted Health Sectors. 

In 2004, WHO worked to develop the manual
“Analysing Disrupted Health Systems”. The 
manual aims to provide guidance to public
health professionals or sectoral need assess-
ment and planning in countries in crisis.
Thematic modules cover the main relevant areas:
country background, health status and needs;
health policy; health sector expenditure and
financing; patterns of health care provision; 
regulation and management systems; health 
network; human resources; the pharmaceutical
area; formulating strategies for the recovery of 
a disrupted health sector; producing a health
sector profile; and resources. The manual offers
practical advice, experiences from the field,
tools, references and suggestions for further
study. There was a positive informal review of
individual modules in 2004 and some of the
modules were applied to needs assessments in
the Democratic Republic of Congo and Sudan.
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Supporting Member States in coordi-
nating action for health

WHO Member States often rely on WHO to support
coordination of health stakeholders in crisis situations.
Coordination enables both national and international
stakeholders to agree on health sector priorities and
strategies, maximize resources, and avoid duplica-
tion of efforts. As the UN system’s leading agency on
health, WHO facilitated the coordination of health
action in crises throughout 2004. 

Bam, Islamic Republic of Iran

2004 commenced in the immediate wake of an
earthquake in Bam, Islamic Republic of Iran, which
struck on 26 December 2003. The earthquake killed
40,000 people, injured 30,000, and destroyed 90
per cent of buildings, including the majority of med-
ical establishments. More than 70,000 people were
left homeless. They lacked adequate water supplies
and sanitation facilities, as well as access to medical
services, and depended on humanitarian aid to meet
their basic needs. The Ministry of Health and Medical
Education (MOH&ME) and local authorities, with sup-
port from WHO, coordinated the health sector
response.

A day after the earthquake and in support of the
MoH&ME, WHO collaborated in a joint Rapid Health
Assessment. Based on the findings, WHO provided
guidance to the MoH&ME for the drafting of a short-
term Plan of Action to address urgent health con-
cerns including environmental health, communicable
disease surveillance and control, and mental health.
The Plan of Action was later expanded upon by
WHO, in conjunction with other health actors, to
cover the medium-to-long-term recovery needs of
the health sector. Other coordination activities 
supported by WHO included the documentation and
dissemination – through regular situation reports – of
ongoing health needs, the establishment of mecha-
nisms to track and allocate the massive influx of
medical relief items, and the facilitation of District
Health Meetings.

A year after the earthquake (December 2004),
WHO continued to play a coordination role in Bam. It
helped to facilitate the reconstruction of the health
system, as well as adapt it to the evolving needs of
the affected population. This was done through
closely liaising with NGOs, different departments
from local and central government, and UN system
agencies involved in critical recovery work.
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Liberia

In late 2003 and following 14 years of civil war,

basic services in Liberia were devastated. People’s

health was at high risk and access to care was

extremely limited. In 2004, WHO worked to improve

the health situation in close collaboration with UNICEF,

UNFPA and IFRC, and within the coordinated NGO,

government, World Bank, UN System and donor

response. Health needs were assessed and priori-

tized by the establishment of disease and nutrition

surveillance. Strategic health care facilities were 

identified and aided, by different partners, to offer an

essential package of health care. As a result, vital serv-

ices such as measles immunization, treated drinking

water, essential medicine supplies and reproductive

health are now available.

At the February 2004 reconstruction conference,

the United Nations and the World Bank, in conjunc-

tion with the National Transitional Government of

Liberia, released the findings of a joint Needs

Assessment covering the requirements of 13 priority

sectors. The Assessment included a Results-

Focused Transition Framework for reconstruction and

recovery over a two-year period. WHO coordinated

the synthesis of the Health and Nutrition component

of the Needs Assessment and Framework, incorpo-

rating the inputs of all agencies with health pro-

grammes in Liberia, as well as drawing from the

expertise and experience of NGOs operating there.

The Assessment underlined the urgent need for

effective Primary Health Care services targeting prior-

ity health conditions such as HIV/AIDS, malaria,

tuberculosis, and malnutrition; the rehabilitation of key

health facilities and the training of health personnel;

and measures to combat the spread of water-borne

diseases such as cholera. 

During 2004, WHO was a key player in coordinat-

ing actions to fulfil health-related benchmarks laid out

in the Results-Focused Transition Framework. WHO

coordinated the medical screening component of the

Disarmament, Demobilization, Rehabilitation, and

Reintegration process in conjunction with the MOH

and NGOs. In addition, WHO provided support to the

MOH in coordinating the renovation and revitalization

of essential health services and programmes, as well

as the deployment and re-training of essential health

workers. 

Haiti

2004 was marked by several months of severe

political and civil unrest in Haiti. The political crisis

dealt a heavy blow to the country’s infrastructure and

economy, already weakened by years of instability

and chronic underdevelopment. Most health centres

stopped operating and food security was seriously

undermined. Key public health programs – such as

child immunization, treatment for people living with

HIV/AIDS, and TB control – were interrupted. The re-

supply of health centres and regional pharmacies

with essential drugs and materials was also interrupt-

ed due to security reasons.

Heavy rain in late May caused severe flash floods

and mudslides in the southeast and affected tens of

thousands of people. In September disaster struck

again, this time in and around the city of Gonaives

and the North West province. The combination of

tropical storm Jeanne, the disastrous environmental

situation and a weak and neglected infrastructure

resulted in the loss of more than 2,000 lives, while
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900 people are still missing and presumed dead.
Many health institutions, including the regional refer-
ral hospital, La Providence, were damaged. 

WHO has played a key role in coordinating the
health sector response to both the humanitarian 
crisis in Haiti and the dire health consequences of
natural disasters. WHO established an Emergency
Health Sector Cell to ensure coherence in the plan-
ning, management, and implementation of health
actions. This Cell comprised principal health partners
in the country, including the UN, national health offi-
cials, bilateral cooperation and NGOs. In support of
the Ministry of Public Health and Population (MSPP)
coordination activities, WHO established a health
sector information-sharing system. After the
September floods in Gonaives and the North-West
province, the Ministry of Health and WHO/PAHO
opened an office to coordinate and plan the activities
of different health partners. In addition, WHO – with
other health actors – is coordinating: 

• a health information campaign to reach all sectors of
society, advocating for all to respect (and protect)
the neutrality of health centres and workers, ambu-
lances, and communication networks needed for
humanitarian action. 

• a public information campaign to inform victims of
sexual violence where to go for assistance. 

• an information service for vulnerable groups so they
know about available health services.

Sudan

WHO’s work in Darfur is summarized elsewhere in
this Report. Still in Sudan, WHO integrated, early in
2004, a joint UN/WB mission for a Post-Conflict
Needs Assessment-Joint Assessment Mission,
which will inform the participants in the Oslo recon-
struction conference, planned for March-April 2005. 

WHO worked with the Government of Sudan, the

SPLM, the World Bank, other UN agencies, NGOs

and other institutions to identify the health sector’s

priority needs, targets, outcomes and requirements

for the 2004-10 Interim Period envisaged in the

peace agreement. The focus of the exercise has

been on the short and medium-term recovery needs.

The needs assessment has been based on the

review of available information, field missions and dis-

cussions with the main stakeholders. The consulta-

tion on the preliminary findings has been inclusive,

both for the health sector and in conjunction with the

other sectors (education and water and sanitation) of

the Basic Social Services Cluster. 

Ensuring that critical gaps in health
response are rapidly identified and
filled

Finding – and filling – the gaps in a humanitarian

response is key to avoiding unnecessary suffering. 

Examples of gaps include:

• Shortages in medicines and/or other medical sup-

plies

• Difficult dialogue between local and international

health actors

• Poor coverage of, and difficult access to primary

health care 

• Disrupted public health programmes (e.g. immu-

nizations)

• Poorly designed and managed camps for IDPs

• Inadequate nutrition, especially among children

• Insufficient access to safe water and inadequate

sanitation 

• Lack of functioning hospital services and referral

systems

• Lack of functioning laboratory services

Once needs – and gaps – have been identified,

collaboration with different agencies and humanitari-

an actors helps to ensure that they are filled. WHO

itself may provide key inputs when no other

agency/organization is able to offer them. Typical

WHO support in filling gaps includes supplying

urgently needed medicines and supplies, as well as
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health experts with technical expertise relevant to the

crisis at hand. These experts set up surveillance sys-

tems, establish protocols and procedures to prevent

and respond to outbreaks and other sources of ill-

health (such as injuries and mental/emotional trau-

ma), and provide training and guidance to national

and international staff. In order to ensure that critical

gaps are filled, WHO must be at the heart of the cri-

sis with strong logistic, communication, and reporting

capacity.

Northern Uganda

By May 2004, the number of Internally Displaced

Persons (IDPs) in Northern Uganda had risen to over

1.6 million. This was three times higher than it had

been 18 months before. Eighty per cent of the IDPs

were women and children, forced to seek shelter in

congested camps. Health services – where existing

and functional – were provided free of charge.

However, there was a shortage of qualified staff,

medicines and equipment, safe water, and sanita-

tion. Immunization and disease control programmes

had been disrupted by the ongoing conflict. 

Throughout 2004 and in close cooperation with

UNICEF, NGOs, local and national Government, WHO

increased its presence in Northern Uganda. The

Organization established a roaming public health team

and set-up a sub-office in Gulu. Health assessments

were an initial and important task which brought to light

gaps in the humanitarian response. WHO assess-

ments in IDP camps in Gulu, Kitgum, Pader, Katakwi,

Kaberamaido, Lira, and Soroti highlighted the need to:

ensure that humanitarian health assistance is in line with

international standards; monitor disease burden includ-

ing malnutrition and provide early warning of epidemics;

reduce excess mortality and morbidity due to commu-

nicable diseases; support reproductive health services

and control and prevention of HIV/AIDS; support immu-

nization; improve health education and promotion; rein-

force psychological services; and strengthen/support

efforts to improve water and sanitation.

WHO – through the Consolidated Appeals Process

and with local authorities – established projects to

ensure that gaps are filled. In 2004, WHO worked 

to address gaps by enabling the training of health

workers in epidemic preparedness and response;

psychosocial assistance; mass immunization; and

surveillance, data collection and analysis. WHO

WHO - Health Action in Crises

annualreport2004

13



worked to guarantee that supply (including rehydra-
tion fluids, vaccination, and drugs), Investigation Kits,
and Epidemic Response Kits were stockpiled on site
for possible outbreaks. Additional supplies were pro-
cured for the prevention and control of HIV transmis-
sion, as well as for testing water supplies and to
improve sanitation. 

North Caucasus

In 2004, the North Caucasus region – especially
Chechnya, Ingushetia, and North Ossetia – remained
in the grip of a long humanitarian crisis marked by
conflict and poverty. Tensions significantly increased
following the 1-3 September 2004 hostage situation
in school N1 in Beslan, North Ossetia, which left
more than 300 people dead and wounded at least
800. 

The health system in the North Caucasus was
unable to satisfy the demands of the 1.5 million peo-
ple affected by the crisis. The Russian health author-
ities worked with partners – including WHO and
UNICEF – to respond to the crisis. Health priorities 
in the North Caucasus are maternal and child health,
communicable and vaccine preventable disease con-
trol, tuberculosis control, sexually transmitted disease
and HIV/AIDS control, rehabilitation of health struc-
tures, mental health and psychosocial rehabilitation,
and mine victim support.

“Data from a WHO-led workshop on Maternal and Child
Health suggested stagnating – if not deteriorating –
health indicators in the first half of 2004 compared to
2003, with an infant mortality rate of 29.4 per 1000
newborn children in Ingushetia and 28.9 in Chechnya
(13.3 in RF). Of those children aged under one who die,
40% die at home before having reached any medical
care. This is a great improvement from 2002, when
70% died, but this is still more than double the rest of
Russia’s average.” 

CAP 2005, North Caucasus

WHO worked with UNICEF to expand the
Integrated Management of Childhood Illnesses (IMCI)
and Mother Empowerment Programme (MEP). In
addition, it worked to build capacity in obstetrical and
neonatal care through the PEPC (Promoting Effective
Perinatal Care) programme.

Other gaps that WHO addressed in North
Caucasus included coordinating and supporting
mental health and psychosocial programmes, as
well as psychosocial support to traumatized chil-
dren and victims of mine incidents. In addition,
WHO worked to promote partnerships that resulted
in strengthened policies and systems of emergency
preparedness, mitigation, and response within the
health sector.

Philippines

In early December 2004, storms and landslides in
the Philippines led to an increased risk of outbreaks
of communicable diseases. Malaria was of particular
concern, as it is endemic in the Philippines and
standing water increases the likelihood of its trans-
mission. WHO, at the request of the Department 
of Health focused on malaria preparedness and
outbreak control. Interventions targeted a population
of 200,000 for the possibility of 80,000 cases of
malaria (estimates were based on previous experi-
ences).

WHO also worked to ensure that gaps in emer-
gency response were filled through the provision of
medicines and supplies, water purification, technical
assistance (forensic pathology, health services man-
agement, environmental health, and psychosocial
care), health promotion activities and rapid response
logistics.

Filling gaps in critical public health knowledge

In addition to ensuring that gaps are filled in spe-
cific crisis situations in 2004, WHO also advanced
work in thematic areas essential to the health sector
response in crises. In conjunction with a wide-range
of humanitarian partners and with the collaboration of
the Organization’s diverse departments and levels,
WHO tackled key concerns in areas including nutri-
tion, malaria, environmental health (particularly, water
and sanitation), mental health, women’s health
(including gender-based violence), HIV/AIDs, health
assessments, and other areas. Examples of activities
are featured below.
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Malaria in Emergencies. Between 15-17

November 2004, malaria experts from around the

world met at WHO/Geneva to review experiences in

controlling malaria among people living in emergency

situations. Participants included experts from the

European Commission Humanitarian Aid Office, the

International Rescue Committee, the London School

of Tropical Medicine and Hygiene, Médecins sans

Frontières (MSF), Merlin, the United Nations Office of

the High Commissioner for Refugees (UNHCR), the

US Office of Foreign Disaster Assistance (OFDA),

WHO and other groups. The meeting resulted in the

identification of two areas urgently requiring more

attention: 1) the distribution of nets treated with

insecticides that kill mosquitoes or render them

unable to bite, 2) free malaria treatment for all people

living in emergencies with artemisinin-based combi-

nation therapy (ACT). 

Nutrition in Emergencies. The WHO book

“Nutrition in Emergencies” was published in 2004.

The book underlines how natural disasters, war, civil

unrest and other catastrophes threaten the nutritional

status and the survival of infants and young 

children and that much of the disability and death

among this age group can be avoided through proper 

feeding and care. The Book provides a blueprint for

appropriate interventions in an emergency response.

The following issues are covered: protecting, pro-

moting and supporting breastfeeding; ensuring that

breast-milk substitutes are distributed only when

strictly necessary and promoting their safe use;

ensuring that older infants and young children receive

sufficient energy and nutrients to meet their require-

ments; promoting the physical and mental health of

those who are responsible for feeding and caring for
infants and young children; and identifying and elimi-
nating the underlying causes of sub-optimal feeding
practices. 

Guidelines for HIV/AIDS interventions in emer-
gency settings. Through the Inter-Agency Standing
Committee (IASC) Task Force for HIV/AIDS in
Emergency Settings, WHO contributed to the devel-
opment of guidelines on how to address HIV/AIDS 
in the response to crises. The guidelines are for use 
by governments and cooperating agencies (including
UN agencies and NGOs) and feature HIV/AIDS inter-
ventions as more appropriate to the following sectors:
health; coordination; assessment and monitoring; 
protection; water and sanitation; food security and
nutrition; shelter and site planning; education; and
information, education, and communication.

Informal inter-agency meeting linking health to
water and sanitation in crises. In October 2004, the
World Health Organization called an interagency
meeting in Geneva on health, water and sanitation in
crisis settings. The objectives were to take stock,
from a field perspective, of the impact of water 
and sanitation system failures on health, to consider
practical solutions to address these failures and to
determine what networks and mechanisms can be
used for follow-up. The meeting brought together the
expertise of a core group of UN and NGO partners
including: UNICEF, UNHCR, MSF Switzerland, IFRC,
ICRC, International Rescue Committee, Oxfam and
CERFE. Consensus was reached on opportunities,
best forms and practices of cooperation for joint
operational response and capacity-building in coun-
tries in crisis.
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Revitalizing and building capacity of
health systems

Iraq

In Iraq, looting and destruction after the 2003 war

left the majority of the population without access to

adequate health facilities. The looting of public insti-

tutions – including health centres, hospitals and lab-

oratories – resulted in widespread physical damage

and the loss of vital equipment and records. WHO’s

initial focus was on emergency support to popula-

tions in need. WHO then concentrated on repairing,

restocking and restarting essential facilities, as well

as on reconstructing and rehabilitating key systems.

Throughout 2004 and in conjunction with other

groups in the UN Health Cluster, WHO worked 

with the Ministry of Health on rehabilitating Public

Health Laboratories in Baghdad, Najaf and Mosul;

Nursing Training Centres in Baghdad, Basrah and

Suleimaniya; and the National Blood Transfusion

Centre. With the end of the WHO-supported “Lifeline

of Drugs and Medical Supplies to Iraq” in March

2004, WHO worked with the CPA and the MOH to

establish a plan to further support the medical supply

system (with a focus on procurement and distribution

issues). 

As coordinating agency of the UN Health Cluster,
WHO supported the MOH in policy development and
capacity building. The Organization facilitated the
training of Iraqi health professionals in areas including
national health accounts, tetanus, hepatitis, maternal
and child health, communicable diseases, micronu-
trient malnutrition, and food safety, among others. In
2004, WHO also supported the Ministries of Health
and Environment to update policies and regulations
for water quality, rehabilitate water quality control lab-
oratories and establish water testing systems.

Nepal

WHO is supporting an emergency preparedness
programme in the health sector in Nepal. The pro-
gramme focuses on building local capacity to
respond to mass casualty incidents – such as earth-
quake, floods, or other events – through trainings.
These include mock drills and hospital emergency
planning. 2004 saw the continuation of a three-
year programme through which WHO initiated and
supported a series of activities aimed at reducing
hospital vulnerability on the occasion of a massive
earthquake. Both structural and non-structural
assessments of selected hospitals were carried out
through the programme, in collaboration with the
National Society for Earthquake Technology. 
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Through the WHO South-East Asia Regional
Office, DfID supported the development and printing
of two publications: a trainer’s manual on how to
carry out mass casualty training using the MUSTER
software, and a report of the assessment methodol-
ogy developed by National Society for Earthquake
Technology during structural and non-structural
assessment of hospitals in Nepal.

Democratic People’s Republic of Korea

On 22 April 2004, two train wagons exploded at
Ryongchon Station, North Phyongan Province, in the
Democratic People’s Republic of Korea. The explo-
sion killed 161 people and injured approximately
1,300. It also caused major damage to infrastructure
including medical facilities. 

The capacity of the health services to cope with
such a disaster was severely limited, as health serv-
ices in the country are weakened by the prolonged
economic crisis facing the country. Financial con-
straints had severely compromised the quality of
health care at the community level. There was a
serious shortage of essential medicines for com-
mon medical conditions. Despite increased aid to
the country in the immediate wake of the disaster
and a mid-year CAP review highlighting the need,
the shortage of essential medicines persisted. At
the close of 2004, only 50% of medicine needs
were being met.

In late 2004, WHO contributed to drafting a UN
framework to support national authorities in the fol-
lowing areas: 

• Providing essential medicines for vulnerable
groups, 

• Improving radiology services at county hospitals
(pilot project),

• Strengthening technical education at medical uni-
versities, 

• Enabling clinics and hospitals to provide the most
essential health services, 

• Ensuring early detection and control of disease
outbreaks, 

• Strengthening the control of malaria and HIV/AIDS, 

• Upgrading blood transfusion services, and 

• Maintaining and strengthening the DOTS
Tuberculosis programme.

Guidelines for vulnerability reduction in the design of
new health facilities

One way that WHO builds capacity in health sys-
tems is by promoting the improved design of
health facilities. When struck by large-scale nat-
ural disasters, hospital services are almost
always interrupted, mainly due to damage to
their infrastructure. The operational loss of these
facilities severely limits sectoral response to the
health needs of the population, and signifies loss
of capital investments. In recent years, various
PAHO/WHO Member States have reduced the
vulnerability of their hospitals. The publication
“Guidelines for vulnerability reduction in the
design of new health facilities” was published in
April 2004 in conjunction with the PAHO/WHO
Collaborating Centre for Disaster Mitigation in
Health Facilities at the University of Chile. It pro-
vides recommendations on three potential levels
of protection from adverse events: life safety,
investment protection, and functional protection.
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Lessons learnt in 2004 Globally, millions of people every day suffer
because of a major crisis. As many as two billion peo-
ple in more than 40 countries face high risks of crisis
conditions. Responses to their needs – and to their
risks of suffering and death – are just not satisfactory. 

Better responses are possible. 2004 has underlined
the reality that focused preparation is key. Priorities for
health action in crises are: 1) assessments of people’s
health conditions situations; 2) coordinated response
strategies, and joint action to tackle suffering and
reduce death; 3) prompt identification – and filling – of
gaps in the response; and 4) repair of local systems
that deliver inputs and services essential for better
health. WHO’s Three-Year Programme for Improved
Performance in Crises will enable the Organization to
better fulfil these needs.

WHO humanitarian operations in 2004 have
underlined the fact that joint Government, UN and
non-governmental organization surveillance and
reporting systems are vital for targeting responses,
and for securing the financial and institutional support
needed for essential humanitarian interventions. 

The year has also made eminent the truth that coor-
dination and joint action are critical for responding
effectively to all aspects of crises. This is especially 
the case when the security status and accessibility of
communities is ever-changing and humanitarian actors
are thinly spread across vast geographical areas. Poor
coordination undermines the proper achievement of
health outcomes. Coordinated strategies, plus effec-
tive collaboration on logistical and communication 
systems, has proved essential. They should become
the norm in all crisis response work. 

For joint action to make a difference, priority needs
must be identified and the right responses implement-
ed, promptly. In the health sector, this means making
sure that the focus is on priority conditions, and that
necessary health staff, medicines, medical equipment
and other supplies are available. It also calls for an infra-
structure for moving people and supplies to where they
are needed, and enabling them to work effectively. 

2004 has also reminded us that a team of experi-
enced professionals, able to respond to outbreaks,
improve health service delivery, assess needs and
coordinate joint actions, and willing to work in
extremely demanding conditions, needs to be ready
to be deployed to the field on a moment’s notice.



They include public health coordinators, epidemiolo-
gists, nutritionists, water and sanitation experts, and
have dedicated support from experts in logistics,
communications, engineering and field administra-
tion. This team of experts can make an extraordinary
difference to health outcomes. 

In order to further improve coordination, WHO is
participating in the OCHA real-time evaluation of the
humanitarian response to the Darfur crisis. In this
context, an internal after-action review was also 
conducted by HAC in Sudan, EMRO and Geneva,
highlighting the following areas for improvement: 

• Country office preparedness: common stand-by
systems and country-specific contingency plans;

• Inter-office collaboration for common strategies,
contingency and operational plans; 

• Mechanisms for immediate release of funds for
emergency response; 

• Mechanisms for identifying and developing emer-
gency response personnel;

• Common, inter-office procedures for procure-
ments, staff and financial tracking; and

• Improvements to staff conditions and contract
procedures.

Logistics support is essential if expert personnel
are to function effectively in insecure and difficult
environments. They need pre-positioned vehicles,
cutting-edge ICT equipment, essential medicines,
and the wherewithal for accommodation. This is par-
ticularly important when staff security is at risk – they
need to be in a position to comply with security pro-
cedures. If this human and logistic capacity were
applied in all crises, and placed at the disposal of
national governments, the UN and NGOs, it would
result in a more satisfactory health response and
reduced morbidity and mortality. WHO is a member
of the UN Joint Logistical Centre (UNJLC). 

Crisis response must contribute to the recovery of
local and national systems in ways that take account
of needs and realities on the ground. UN agencies,
IOM, the Red Cross and Red Crescent Movement,
NGOs and partners must help local authorities to
establish primary health care capacity, rehabilitate
hospitals, and improve laboratories so that they sup-
port public health programmes and, where applica-
ble, minimize user charges. 
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We are witnessing the world’s largest peacetime relief operation, and we need to make

sure it combines effectively with the local and national activities in progress. This means fully involving the recipients of aid in planning

and organizing the work of survival, recovery and reconstruction.

Dr LEE Jong-Wook
WHO Director-General 

Challenges ahead

The 26 December 2004 tsunami and earthquake in the Indian Ocean has propelled the international
community into a phase of accelerated learning, construction and development. This major tragedy has
demonstrated humanity’s vulnerability. However, it has also revealed enormous strength, solidarity and
determination to recover. 

National authorities, the Red Cross and Red Crescent Societies, the UN and its Specialized Agencies,
military and civil defence units, and nongovernmental organizations all have a vital role to play in crisis
response. This presents challenges for coordination on the ground, which are reflected in the decision-
making processes for providing international support. 

I would like to suggest three guiding principles for meeting these challenges.

The first is that international support must be country-led, country-centered and country-coordinated.
This means working with the local and national authorities and members of the affected communities them-
selves, from the first needs assessment to the last evaluation. 

The second is that we have to focus primarily on the most vulnerable groups. Children, pregnant
women, the elderly, the disabled and those with chronic illnesses have special needs, and preventing fur-
ther loss of life means attending to these as a priority.

Third, self-reliance and reconstruction are the longer-term objectives of our efforts, even in the early days
of relief work. We have to aim for a situation in which people not only recover their livelihoods but are less
exposed to danger than they were before. Early warning systems, disease prevention, and disaster pre-
paredness are an essential part of the reconstruction effort.  

Just as vulnerable people need special attention, so do communities made vulnerable by crisis condi-
tions. It is vitally important that development and humanitarian agencies should define priorities on this
basis. 

We must all work together to make the appropriate services available to all persons affected by crises,
without prejudice, financial barriers or other deterrents.

l along the year, the department of Health Action in Crises worked to crystallize and funnel the efforts of
the whole Organization towards better public health outcomes for the population of countries affected by
crises.

Dr LEE Jong-Wook

WHO Director-General 

Taken from the statement at the Consolidated 
Appeals Process 2005 Launch in Geneva, 11 January 2005
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Contacts

Department for Health Action 
in Crises
World Health Organization 
20 Avenue Appia
1211 Geneva 27, Switzerland
Phone: (41 22) 791 2727/2987
Fax: (41 22) 791 48 44
email: crises@who.int
www.who.int/disasters

Regional Office for Africa (AFRO)
Emergency and Humanitarian Action
BP 06
Brazzaville
Republic of Congo
Phone: (47) 241 38244

(26) 347 06951
Fax: (47) 241 39501
email: siamevik@afro.who.int or 

siamevik@yahoo.fr
www.whoafr.org

Regional Office for the Eastern
Mediterranean (EMRO)
Coordination, Resource Mobilization 
and Emergency Relief
WHO Post Office
Abdul Razzak Al Sanhouri Street, 
(opposite Children’s Library)
PO Box 7608 Nasr City
Cairo 11371 Egypt
Phone: (202) 670 25 35
Fax: (202) 670 24 92/94
email: musania@emro.who.int
www.emro.who.int

Regional Office for Europe (EURO)
Disaster Preparedness and Response
Programme 
8, Scherfigsvej
2100 Copenhagen O, 
Denmark
Phone: (45) 39 17 17 17
Fax: (45) 39 17 18 18
email: gro@euro.who.int
www.euro.who.int/emergencies

Regional Office for the Americas/
Pan American Health Organization
(AMRO/PAHO)
Emergency Preparedness Programme
525, 23rd Street, NW 
Washington, DC 20037, 
USA

Phone: (202) 974 3434 or
(202) 974 3520

Fax: (202) 775 4578
email: disaster@paho.org
www.paho.org/disasters

Regional Office for the Western 
Pacific (WPRO)
Division of Health Sector Development 
PO Box 2932
1099 Manila, 
Philippines
Phone: (632) 528 8001
Fax: (632) 528 9072
email: pesigana@wpro.who.int
www.wpro.who.int

Regional Office for South-East 
Asia (SEARO)
Emergency and Humanitarian Action,
Sustainable Development and Healthy
Environments
World Health House
Indraprastha Estate
Mahatma Gandhi Road
New Delhi 11 0002, 
India
Phone: (91 11) 23 37 0804
Fax: (91 11) 23 37 8438
email: perezl@whosea.org
w3.whosea.org/emergency/


