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The present document serves a dual purpose. It is both a comprehensive global work plan
for WHO’s emergency and humanitarian work over the next two years and an appeal for
flexible funding.
Until 2004, almost all of the extra-budgetary funds WHO received for its emergency work were
tightly earmarked, usually for acute-onset crises. While such funds were vital to allow WHO
to deal with immediate health needs during emergencies, by their very nature they prevented
the Organization from building a sustainable structure – the staff, systems and procedures – to
underpin its emergency work and improve its overall response.
Over the past three years, however, as the following document will describe, WHO has made
huge strides in its humanitarian work, thanks to generous flexible funding from key donors. It
is precisely the unearmarked funds donated since 2004 that have allowed WHO to break with
tradition and build a sustainable platform for its emergency work.
WHO therefore appeals to the international donor community to join forces with its main
humanitarian donors in contributing unearmarked funding for the Organization’s emergency
work. Ensuring a solid donor base of flexible funding will enable WHO to continue to function
effectively in crises and, ultimately, ease suffering and save lives.
The global work plan has been prepared in accordance with WHO’s Programme Budget for
2008-09. It describes the core work to be implemented by each office – in other words, those
activities for which WHO needs flexible funds.
WHO’s humanitarian budgetary needs for the years 2008-09 encompass:
1. WHO’s core staff and activities for 2008-09, as set out in the global work plan that follows.
In addition, budget requirements for an emergency revolving fund, health logistics platform and
other corporate projects have been included.
2. WHO’s funding needs under the Consolidated Appeals (see Annex 1).
3. Funding received via Flash Appeals or other appeals for acute-onset crises. No provision for
these have been made in the present document, as funding needs cannot be predicted.

EXECUTIVE SUMMARY
Strengthening WHO’s emergency response capacity has been accelerated, over the last three years, by the
Three Year Programme to Enhance WHO’s Performance in Crises (TYP). The flexible funding received
through the TYP from Canada, the European Commission, Sweden and the United Kingdom has contributed
to a cultural and organizational change within WHO and has demonstrated the importance of securing unearmarked funds to ensure a more predictable, effective and consistent approach to work in emergencies.
WHO has achieved many of the goals set out in the TYP, resulting in a substantial improvement in its emergency work, particularly in the field. This is confirmed by many independent and internal evaluations conducted during the TYP. Continuing on this transformation, WHO has developed a global work plan based
on the objectives set out in its Medium-Term Strategic Plan (MTSP) for 2008-2013. Strategic Objective
Five of the MTSP is: “To reduce the health consequences of emergencies, disasters, crises and conflicts, and
minimize their social and economic impact”. The emergency mechanisms, platforms and activities initiated
through the TYP have now been mainstreamed into WHO’s global programme budget.

Work Plan
The global work plan has been prepared in close collaboration with emergency and other technical departments at all three levels of the Organization. It describes the evolution of WHO’s emergency work over
the past three years and outlines the Organization’s strategy for building on these achievements. It sets out
funding needs as described in its Programme Budget for 2008-09, and solicits funds for a number of joint
projects and partnerships not included in the Programme Budget. The funding requirements for the whole
plan amount to $218 million for 2008-2009. Of that amount, $17.6 million will be covered by WHO’s
regular budget. Funds for specific emergencies are expected to come through the annual Consolidated
Appeal Process and other channels. Additional flexible funding is needed to support WHO’s core institutional capacity for health action in crises.

The way ahead
Lessons learned over the past three years have guided WHO’s planning for 2008-09. Priorities include introducing the Cluster approach in new countries, sustaining and strengthening WHO’s field presence, expanding
operational platforms and strengthening emergency preparedness and institutional capacity. WHO will also
build new partnerships and work to support health recovery in countries in transition.

Funding
The flexible funds through the TYP received have been crucial in allowing WHO to increase its capacity for
emergency work and implement far-reaching institutional changes. Now that the TYP is completed, WHO
must secure alternative regular, flexible funding to allow it to continue to play an effective humanitarian role.
The availability of regular funding would ensure WHO’s dedicated presence ahead of events which trigger
humanitarian crises. Many more lives would be saved if WHO were in a position to intervene promptly
based on a solid field presence, with regular monitoring of the situation and collection and assessment of
vital health data.

Core versus emergency funding
Core funding is understood to mean the indispensable resources WHO needs to enable it to prepare for and
respond to emergencies. The availability of sufficient levels of core funding will allow the Organization
to mobilize, make the most of, and be accountable for, emergency funding whenever and wherever it is
needed.
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Appeal
WHO appeals to the donor community to make regular, multi-year, un-earmarked contributions to allow it
to maintain and strengthen its emergency work. The estimated funding gap for the Core Activity Budget at
1 January 2008 is (in US$):
African Region
European Region
Americas Region
South-East Asian Region
Eastern Mediterranean Region
Western Pacific Region
Global and headquarters
TOTAL

2

12 948 000
4 386 000
5 290 500
4 115 604
7 463 000
4 512 000
44 607 000
83 322 104

1. INTRODUCTION
Mission: to reduce avoidable loss of life, burden of disease and disability in crisis-prone
and crisis-affected countries.

1.

The importance of WHO’s role in reducing avoidable loss of life, burden of disease and disability in
emergencies and post-crisis situations has been acknowledged by the international community for many
years. It is reflected in the Organization’s Constitution, written more than 60 years ago, as well as in a
number of World Health Assembly resolutions.

2.

WHO has been working, over the last several years, to improve its technical and operational capacity in
emergencies and humanitarian crisis settings. Strengthening WHO’s capacity to respond to crises was
accelerated by four donors (Canada, the European Commission, Sweden and the United Kingdom) by
supporting a programme to improve WHO’s emergency work. The Three Year Programme to Enhance
WHO’s Performance in Crises (TYP) was designed to bring about the following changes in WHO:
•
•
•
•
•
•
•

enhanced ability to respond adequately and quickly to emergencies;
improved collaboration with other UN agencies and key partners;
streamlined administrative procedures for emergency operations;
greater transparency and better information flow among organizational levels, as well as more structured exchange of information and systematic lesson-learning;
availability of adequate resources (people, equipment, funds) for immediate and effective response;
streamlining of “emergency issues” into the work of other technical areas in WHO;
concrete and predictable support to countries for preparedness, response, and recovery.

3.

The flexible funding received through the TYP and from other donors has contributed to a cultural
and organizational change within WHO and demonstrated that such unearmarked funding can result
in a more predictable, effective and consistent approach to work in emergencies.1 At the same time,
the overall humanitarian environment has changed substantially. After a major review of international
emergency operations commissioned by the Emergency Relief Coordinator in 2005, a Humanitarian
Reform was launched in 2006 to tackle three fundamental issues highlighted in the review: the need
for better coordination, better standby arrangements, and predictable funding. As part of these reforms,
WHO was appointed lead agency for the Humanitarian Health Cluster. Over the past two years, the
Organization has put in place systems and tools at global and country level to support its health cluster
responsibilities. The cluster approach has been implemented in 17 countries. Emergency grants from
the Central Emergency Response Fund (CERF) have been instrumental in improving the efficiency and
speed of WHO’s response to crises. The positive impact of both the TYP and the humanitarian reform
has been augmented, over the last two years, by a significant change in priorities within WHO. Health
Action in Crises (HAC) has become a major area of work through increased commitment at the highest
level and key policy and managerial decisions including the upgrading of HAC to a Cluster within WHO
at the beginning of 2007.

4.

The process of change and the progress of work have been regularly and systematically assessed and
monitored by WHO and its partners. Several independent as well as internal evaluations were conducted
between 2005 and 2007, including assessments of the Organization’s performance in recent disasters
and crises.

5.

The most recent comprehensive assessment was conducted in November 2007, when the final evaluation of the TYP was carried out by a group of external consultants. The evaluation report highlights the
following conclusions:
•

The relatively modest financial contribution of donors has been magnified by the political impetus
given by the Humanitarian Reform;

1 See Annex 2 for the complete list of donors in 2006-07.
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•
•

•
•
•

The funds have been well invested and produced a tidal wave change in WHO’s organizational culture
and approach to humanitarian action. The changes have been observed at all levels;
The shift in the Organization’s culture from a relatively introspective technical agency to a quasioperational agency, with an “open door policy” has been remarkable, and felt by donors and partner
agencies alike;
The impact on people’s lives, albeit largely “felt and anecdotal in nature”, and on other partners was
particularly visible in the countries evaluated;
Strengthening of WHO’s regional offices and improved coordination and horizontal/vertical communications are major achievements;
WHO has arrived at a critical juncture. Sustaining the vitality of the current achievements and
consolidating WHO’s contribution to health action in crises will require considerable investment in
its core functions as leveraged largely at country level, and similar funding for institutional capacity.

6.

Continuing on the transformation of WHO’s crisis work and the progress made over the last three years,
WHO has developed a global work plan based on the objectives set out in its Medium-Term Strategic
Plan (MTSP) for 2008-2013. Strategic Objective Five of the MTSP is: “To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact”.
In this manner, the mechanism, platforms and activities initiated over the last three years have been
mainstreamed in WHO’s programme budget at all levels of the Organization.

7.

The funding requirements for the whole plan amount to $218 million for the biennium 2008-2009. Out
of that amount, $17.6 million will be covered by WHO’s regular budget. Funding to cover countryspecific emergencies is expected to come through the annual Consolidated Appeal Process (see Annex 2
– CAP compendium and other appeals). Additional flexible funding is needed to support WHO’s core
institutional capacity for health action in crises.

Funding Strategy for 2008-09
8.

WHO has demonstrated its ability to play a key operational role in emergencies. It now plays a vital
role in humanitarian reform efforts through its leadership of the Health Cluster and its active role in the
Nutrition and Water & Sanitation Clusters. In order to secure predictable and flexible funding for its
humanitarian work, WHO intends to issue global appeals similar to those launched by other humanitarian agencies.

9.

The present appeal encompasses WHO’s global emergency work plan and funding needs as set out in its
Programme Budget for 2008-09. In addition, it solicits funds for joint projects and partnerships (such as
the Health and Nutrition Tracking Service) that are not included in the Programme Budget. It does not
include funds to be raised under Consolidated Appeals, Flash Appeals or other ad hoc joint humanitarian
appeals. For ease of reference, WHO’s funding requirements under the 2008 Consolidated Appeals are
included in a separate annex.

10. The present document is the first of a series of appeals to be launched by WHO to cover its humanitarian
work.
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2. BACKGROUND
2.1

THE CHALLENGE

11. According to a new report by UN-Habitat,2 the number of natural disasters affecting urban populations
has risen four-fold since 1975. The increasing concentration of the world’s population in urban areas
means the lives of millions of civilians are at risk each time an earthquake, hurricane or other natural
disaster occurs. This is particularly true for poorer countries with less developed infrastructures and
inadequate emergency preparedness. A large-scale natural disaster can have devastating results for the
poorest and most vulnerable segment of the population, including slum-dwellers living in disaster-prone
areas on the outskirts of mega-cities.
12. In addition to natural disasters, political and social upheavals massively disrupt the lives and livelihoods
of populations and result in the forced displacement of millions of people. Today, over 40 countries with
a combined population of more than 1.3 billion are faced with emergencies and humanitarian crises.
Around 25 million internally displaced people and more than nine million refugees worldwide lack the
most basic amenities including food, shelter and health care. For these people, their very survival is at
stake. Many of them are forced to travel long distances in search of food, security and shelter. Living in
conditions of extreme hardship, they suffer, often intensely, and experience high rates of disability and
death.
13. Poorer countries and those in chronic crisis often suffer from weak health systems. In acute or prolonged
emergencies, the health system may collapse, leaving local and national infrastructures unable to meet
basic health needs. The people in crisis conditions who face the greatest risks to their health are the
population groups who cannot easily fend for themselves (the young and the old, those who are disabled
and with chronic illnesses). But at times of crisis, any group may be vulnerable if exposed to coercion
and violence and if human rights are systematically denied.
14. Sickness and disease represent the main causes of suffering and death in crises,3 and action to sustain
the health of crisis-affected people has to be given priority. In emergencies – whether the aftermath of
natural disasters or the upheaval of war – WHO’s role has often been limited to its traditional close working relationship with Ministries of Health, providing technical advice, responding to urgent needs, and
guiding and supporting public health measures including communicable disease interventions. With the
globally increasing occurrence of disasters, conflicts, and other crises, and given its strong relationships
with national and international health authorities and its undisputed technical expertise, it has become
increasingly important for the Organization to assume a more operational role in health crises, as per the
mandate set out in its Constitution. This need has been articulated by Member States in several World
Health Assembly resolutions and reinforced by a series of internal and external factors that have given
WHO the momentum it needs to make the shift to a more visible coordinating and operational role in
emergencies.4 Several donors have supported the Organization’s attempts to move to a more operational
role in crises.5 The UN humanitarian reforms initiated in 2005 have also been an important external
factor influencing WHO’s shift to a more prominent role in emergencies. As lead agency for the InterAgency Humanitarian Health Cluster,6 WHO has played a central role in improving coordination among
other health humanitarian agencies and implementing other humanitarian reforms.

2 Enhancing Urban Safety and Security – Global Report on Human Settlements 2007. Nairobi, United Nations Human Settlements Programme, 2007.
3 In the eastern Democratic Republic of the Congo, IRC found that the fighting there resulted in at least 1.7 million excess deaths between
January 1999 and May 2000 and that while the majority of deaths were “directly attributable to the warring parties and their backers”,
only in 13% of the cases “the mechanism of death was a man with a weapon”.
4 World Health Assembly (WHA) resolution 58.1, adopted following the tsunami disaster of December 2004, asks WHO to improve its
logistics capacity and ability to respond to crises. A similar resolution – WHA 59.22 – was passed the following year (2006).
5 The Three Year Programme to Enhance WHO’s Performance in Crises (TYP), whose main donors include CIDA, DFID, ECHO, SIDA.
Donors have given over $30 million to the TYP.
6 A cluster is a group of organizations and other stakeholders working together to address needs in specific sectors such as health. The
clusters were created following the recommendation that the Inter-Agency Standing Committee improve the capacity, predictability, effectiveness, and accountability of humanitarian action and ensure that gaps are filled.
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15. The following sections describe the evolution of WHO’s emergency work over the past three years and
outline the Organization’s strategy for sustaining and building on these achievements. While achievements are significant, so too are the challenges ahead.

2.2

WHO’S ROLE IN EMERGENCIES
2.2.1

Mandate

16. Article 2 of WHO’s constitution, written by its founders more than 60 years ago, states that the Organization is the directing and coordinating authority for international health work and that, as such, it should
“… furnish appropriate technical assistance and, in emergencies, necessary aid …” Moreover, WHO
should “…provide, or assist in providing … health services and facilities to special groups…”.
17. Following several high-profile crises, most notably the tsunami disaster of December 2004, Member
States asked the Organization, in resolution WHA 58.1, to improve its emergency response operations
and logistics services. A second resolution (WHA 59.22) emphasizing the importance of emergency
preparedness and the need to work more closely with the UN and the international humanitarian community was passed the following year.
18. Moreover, at the G8 summit held in St Petersburg in July 2006, heads of state pledged to support and
work with international organizations to mitigate the health consequences of emergencies, including
natural and man-made disasters, through better coordination and capacity building.
2.2.2

Structure

19. WHO’s emergency work is structured around the following three areas:
•

Emergency preparedness and capacity development: support to Member States in the areas of
health sector risk reduction and emergency preparedness; building institutional capacity in WHO for
emergency preparedness and response.

•

Emergency response and operations: producing the evidence, the plans, the technical guidance and
the operational platform that underpin WHO’s action in emergencies; planning, initiating and implementing operations in collaboration with national and international health partners.

•

Recovery and transition: developing strategies, methodologies, tools and guidelines for health recovery actions in post-conflict and post-disaster situations and for health sector development in countries
in transition.

2.3

THE THREE-YEAR PROGRAMME TO ENHANCE WHO’S
PERFORMANCE IN CRISES (TYP)

20. In April 2004, WHO launched the “Three-Year Programme to Enhance WHO’s Performance in Crises”
(TYP) which aimed to improve WHO’s emergency work by:
i)

increasing its field presence substantially to ensure support for WHO’s emergency work when and
where it was most needed;
ii) making sure that adequate resources (people, supplies, funds) backed up by emergency systems could
be mobilized in a crisis, whenever and wherever necessary;
iii) improving WHO’s overall response to emergencies by building better partnerships and synergies both
inside and outside the Organization;
iv) monitoring WHO’s performance in emergencies and ensuring lessons learnt were systematically
absorbed and used to improve future operations.
21. A meticulous monitoring and evaluation programme was drawn up that included detailed progress
reports, joint field visits, and regular review meetings with donors in capital cities.
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2.4

KEY ACHIEVEMENTS OF THE PAST THREE YEARS

22. In the past three years, many of WHO’s institutional capacity-building goals have been largely
achieved.
i)

WHO now has around 300 field staff (international staff, national professional officers and other
local staff) working in over 100 countries. They have been monitored and mentored under a comprehensive on-the job training programme that included individual and group coaching on project
management, working with partners, media and communications, and many other areas. These staff
have built sound relationships with national and international health partners in their countries of assignment. This, in turn, has led to better planning, coordination and implementation of humanitarian
projects in the field, as well as greatly increased visibility for WHO. This stronger field presence has
benefited WHO in other ways. For example, many of these staff have gone on to raise their own funds
for WHO’s emergency work.

ii) To increase the pool of staff who can be called on in emergencies, WHO has developed a pre-deployment training course for public health professionals. The two-week training programme is designed
to give health and other professionals the public health, personal and operational skills they need to
work as part of public health response teams in emergency settings. At the end of the course, participants are assessed on their suitability for deployment and their leadership skills. Successful candidates are then placed on WHO’s emergency roster. To date, nearly 100 people have been prepared
for field deployment.
iii) WHO has established regional supply hubs in five strategic locations, thus ensuring emergency supplies are constantly available, close to those who need them, and ready for immediate dispatch anywhere in the region. The Organization has signed a memorandum of understanding with the World
Food Programme (WFP) giving it priority access to WFP staff and logistics.
iv) WHO has developed standard operating procedures for emergencies, a roster of trained emergency
staff, and an emergency revolving fund.
v) Overall funding levels for emergencies have increased considerably. During the biennium 20062007, HAC mobilized over $ 370 million, more than three times the projected programme budget.
WHO is the fourth-largest recipient of grants under the United Nations Central Emergency Response
Fund (over $63 million received for rapid response grants to date).
23. At headquarters, HAC is working closely with other technical areas on issues such as water and sanitation; nutrition; maternal, newborn and child health; communicable diseases, noncommunicable diseases,
and many others. Joint guidelines have been developed, inter alia, on mass casualty management and
the management of chronic diseases in emergencies. Work on emergency preparedness has advanced
significantly with the preparation of a six-year strategy and a global survey assessing the status of emergency preparedness in the health sector of Member States. The role of nurses and midwives in emergencies was discussed in a global consultation, followed by a process to integrate emergency preparedness
and response in undergraduate nursing curricula. In early December 2007, WHO convened its major
partners to discuss recovery and transition in disrupted health sectors. The outcome of the meeting – a
WHO strategy to assist Member States in health sector recovery in transition situations – is expected to
be ready in early 2008. The Health and Nutrition Tracking Service (HNTS) – developed by the members
of the Health and the Nutrition clusters of the Inter-Agency Standing Committee – was set up under the
aegis of WHO.
24. These new strengths, harnessed to WHO’s technical expertise and its unique relationship with Ministries of Health, have resulted in a substantial improvement in WHO’s emergency work and have made a
tangible difference at field level, where it counts. This is good news not just for WHO but for all other
humanitarian health agencies and for those directly affected by emergencies and disasters.
25. Several independent and internal evaluations conducted over the last two years have confirmed WHO’s
progress. A final evaluation of the TYP, conducted in November 2007, revealed a remarkable improvement in WHO’s capacity and involvement in crisis work. The evaluation report is available on WHO’s
Health Action in Crises website.
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2.5

LESSONS LEARNT

26. WHO’s experience over the past three years has shown there are a number of considerations which, if
appropriately addressed, will contribute significantly to helping communities affected by crisis.
•

Communities have an essential role to play in emergencies. At local level, much can be done to
strengthen the response capacity of communities at risk and prevent and mitigate the effects of emergencies. In 2008-2009 WHO will focus on the community approach, including strengthening emergency preparedness plans at local level and improving communities’ ability to map and manage risks
and reduce vulnerability.

•

Experience in recent crises has revealed major gaps in humanitarian health interventions that require urgent attention. WHO and its international humanitarian partners will need to strengthen their
capacity to intervene in several areas including mass casualty management, management of chronic
diseases, maternal and newborn health, and human resources development, particularly nursing and
midwifery. Equally importantly, WHO will need to focus on building capacity within countries in
order to address these gaps at national level.

•

To be effective, emergency operations must be backed by solid, reliable data. WHO will continue to
provide up-to-date information on health risks, vulnerability, morbidity, mortality and other health indicators for use in rapidly assessing needs and monitoring performance in response to health crises.

•

Partnerships and networks are crucial to achieving results. WHO can bring its convening power
and technical expertise to bear in both forging new and strengthening existing partnerships, while
maintaining its identity and mandate. WHO will continue to strengthen collaboration with its health
partners and with other humanitarian clusters such as Nutrition and Water and Sanitation.

•

The ability to rapidly mobilize staff, equipment and money is essential to the success of emergency
response operations. WHO will continue to build a reliable operational platform to support its public
health work in emergencies. This will include regional supply hubs, rosters of experts, an emergency
revolving fund and emergency standard operating procedures. WHO will also take advantage of
existing logistics platforms by strengthening alliances and joint work with key partners such as the
World Food Programme. WHO’s operational platforms and public health expertise complement each
other; the Organization must strive to find a balance between them, and endeavour to ensure undue
attention is not focused on one at the expense of the other.

•

In emergencies, making prompt and proper use of whatever is left of local systems and knowledge
can make the difference between success and tragic failure. Even in the worst crisis, there is often a
considerable amount of local technical expertise that can be harnessed. Facilitating local partnerships
and collaborations is a vital task as outsiders are often hampered by language barriers and lack of familiarity with local systems, social values and customs. WHO can and must make use of local expertise during humanitarian interventions and use the opportunity to build local and national capacity.

•

Experience has shown that highly-specialized public health expertise is not enough in emergencies:
these skills must be accompanied by the ability to adapt and translate knowledge and expertise to
the particular circumstances of an emergency. WHO must focus on further training and guidance to
ensure technical excellence goes hand in hand with sound emergency management at field level.

•

During emergencies (particularly complex emergencies) WHO’s relationship with the Ministry of
Health must be guided by the humanitarian imperative, which overrides every other consideration.
The extent to which the Ministry is involved must be balanced with its understanding of the humanitarian imperative and the need for independence and neutrality of health partners.

27. The above lessons have served as the basis for developing WHO’s Medium-Term Strategic Plan for
2008-2013 (see section 3).
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2.6

WAY FORWARD
2.6.1

Sustaining WHO’s presence in the field

28. WHO’s emergency field staff are the driving force behind the many achievements made over the last
three years. To ensure their effectiveness, the Organization has invested considerable time and effort in
their training and mentoring over the past three years. Their continued presence in the field is indispensable to WHO’s response to crises and fundamental to its role as head of the Health Cluster. Without
their specialized skills and experience, WHO will be unable to maintain its working relationships with
national and local health authorities and other humanitarian health partners, or consolidate its increased
funding levels. Moreover, their presence will be essential to monitor and respond to future catastrophic
events as and when they arise. WHO needs flexible funding to ensure stable, long-term contracts for
these staff.
2.6.2

Rolling out the Health Cluster

29. The cluster approach was introduced by the Inter-Agency Standing Committee in 2005 in response to
the Humanitarian Response Review. The aim of the cluster approach was to strengthen leadership and
coordination by:
•
•
•

identifying lead agencies for each sector and creating strong lines of accountability between these
agencies and the Humanitarian Coordinator in the field;
increasing field-level capacities in line with these sector-wide responsibilities;
increasing capacity at headquarters level to strengthen support to the field.

30. WHO was designated as lead agency of the health sector. The Organization has devoted sub-stantial
efforts and resources to this task. It has brought together over 30 international humanitarian health partners, and with them has developed an ambitious work plan to strengthen health sector preparedness and
response. The work plan includes the development of guidance and tools (including a new multi-sector
rapid assessment tool), the identification and training of potential health cluster field coordinators, the
establishment of stockpiles of supplies, and a work plan to support the implementation of the cluster
approach at field level.
31. WHO’s technical expertise and unique capacity to interface between national and international health
partners are critical to its health cluster work. At field level, WHO has invested substantially in building
up staffing and capacity but needs to continue to strengthen leadership and coordination skills in existing
cluster countries and build capacity in new ones including at sub-country level, where most emergency
and humanitarian operations are concentrated. Over the coming year, it will also need to run workshops
and training events at field level to ensure that the new guidance and tools are understood and adopted.
32. Following the IASC Working Group Rome Statement on cluster roll-out, the cluster approach is expected to be implemented in most if not all countries with a Humanitarian Coordinator in 2008 (up to an
additional 16 countries) and in any major new emergencies. WHO, together with global cluster partners,
is planning to undertake field visits to most of these countries during the year to assess their readiness to
implement the health cluster and to identify essential requirements to enable them to do so. The exercise
itself will place significant demands on headquarters staff in particular and is likely to lead to additional
resource requirements for WHO’s role at local level.
33. WHO will need significant resources to: sustain current staffing levels for emergency work; implement
and expand its health cluster work as the cluster approach is rolled out in additional countries; and pursue other options for improving the effectiveness of the humanitarian health response. An alternative
source of funds will need to be identified once funding under the TYP and global cluster appeal ceases in
2008. WHO’s health cluster work has been included in its overall work plan and budget for 2008-09.
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2.6.3

Expanding operational platforms

34. In 2008-09, WHO will continue to expand its operational platform by: 1) negotiating strategic alliances
with other key partners; 2) further developing and disseminating its standard operating procedures for
emergencies; 3) expanding its regional supply hubs; 4) continuing to develop its roster of emergency
experts and negotiate new rapid-deployment agreements with other partners (See chapter 5.7.2 for more
details).
2.6.4

Strengthening emergency preparedness and institutional
capacity development

35. In 2008-09, WHO will focus on implementing its six-year risk reduction and emergency preparedness
strategy. It will continue to formulate policies, develop norms and standards, establish partnerships
and support Member States in developing health risk reduction and emergency preparedness plans and
programmes. In partnership with the World Food Programme’s Vulnerability Assessment and Mapping
department, WHO has already begun the analysis and mapping of health-related vulnerabilities and
risks, which will be implemented in selected high-risk countries. Institutional capacity will be further
strengthened by training and other technical platforms. WHO will forge other technical partnerships;
establish global information databases; and implement social and health communication projects. Key
health technical areas identified as core by the Global Health Cluster will be further developed and tools
adapted for the needs of emergency and crisis management.
2.6.5

Enhancing partnerships

36. WHO will continue to develop and strengthen partnerships and coordination mechanisms with governments and civil society as well as with networks of collaboration and other centres of excellence in
order to ensure timely and effective interventions when needed. WHO will also reinforce joint work at
country level with other partners including NGOs (See chapter 5.8 for more details).
2.6.6

Supporting health recovery in countries in transition

37. HAC will continue to support Member States in the formulation, implementation and evaluation of
health recovery strategies, jointly with other WHO departments and UN partners, to ensure that health
systems recover their functionality and physical infrastructure. This will help to make these services
more resilient and better able to cope with future emergencies. WHO will also develop an ‘observatory’
of health recovery in countries in transition and will make available a repository of documented bestpractices, evaluations of experiences in the field and situation analyses of affected countries. These resources will help inform policy formulation and decision making. WHO will also work on mainstreaming health recovery frameworks into the functioning of the Health Cluster in ongoing emergencies.
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3.

MEDIUM-TERM STRATEGIC PLAN
2008-2013

38. WHO’s Medium-Term Strategic Plan for 2008-2013 sets out the Organization’s key strategies, areas of
focus and directions for the next six years. The expected achievements over this period are described
in 13 strategic objectives that provide clear, measurable and budgeted expected results and capture the
multiple links between the individual objectives.

3.1

STRATEGIC OBJECTIVE 5

39. The aim of Strategic Objective 5 (SO5) is to “reduce the health consequences of emergencies, disasters,
crises and conflicts, and minimize their social and economic impact”. In support of SO5, WHO is committed to achieving the following expected results by 2013:
Expected result 1. Norms and standards developed, capacity built and technical support provided to
Member States for the development and strengthening of national emergency preparedness plans and
programmes.
Expected result 2. Norms and standards developed, capacity built and technical support provided
to Member States for a timely response to disasters associated with natural hazards and to conflictrelated crises.
Expected result 3. Norms and standards developed, capacity built and technical support provided
to Member States for assessing needs and for planning and implementing interventions during the
transition and recovery phases of conflicts and disasters.
Expected result 4. Coordinated technical support provided to Member States for communicable
disease control in natural disaster and conflict situations.
Expected result 5. Support provided to Member States for strengthening national preparedness and for
establishing alert and response mechanisms for food safety and environmental health emergencies.
Expected result 6. Effective communications issued, partnerships formed and coordination developed with other organizations in the United Nations system, governments, local and international
nongovernmental organizations, academic institutions and professional associations at the country,
regional and global levels.

3.2

PRIORITY AREAS

40. WHO will focus on the following priority activities in support of Strategic Objective 5:
3.2.1 Emergency Preparedness and capacity development
(Expected result 1)
3.2.1.1 Risk Reduction and Emergency Preparedness
41. WHO will provide effective support to Member States in strengthening emergency preparedness and
risk reduction programmes by:
Implementing WHO’s “Six-Year Strategy to Strengthen Country Capacity of the Health Sector and
the Community for Risk Reduction and Emergency Preparedness”.

42. The health impact of emergencies can be substantially reduced if both national and local authorities and
communities in high-risk areas are well prepared and able to reduce their level of vulnerability. The
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challenge is to put in place systematic capacities such as legislation, plans, coordination mechanisms,
institutional capacity, budgets, skilled personnel, information systems and public awareness campaigns
that can significantly reduce future risks and losses. It is proven that investing in preparedness saves
much more lives and assets and is more cost-effective than the current expensive focus on response and
rehabilitation after the fact. WHO’s six-year strategy to strengthen emergency preparedness and risk
reduction was prepared in consultation with a wide range of external experts. Its objectives are to:
•
•
•
•

advocate for emergency preparedness capacity building in the health sector;
strengthen the emergency preparedness capacity of both the health sector and local communities;
develop baseline data, norms, standards, training resources and information on health sector risk reduction and emergency preparedness activities;
monitor progress in strengthening emergency preparedness in Member States.
Defining and implementing an optimum package of technical cooperation activities for risk reduction
and emergency preparedness

43. The optimum package risk reduction and emergency preparedness will include:
•
•
•
•
•
•
•
•
•

advocacy and promotion of the full involvement of the health sector in the national/ multi-sectoral
policy, strategy and legislations related to risk reduction and emergency preparedness;
vulnerability analysis and risk mapping;
development of health sector policy, strategy and specific legislation based on all-hazard, wholehealth and multi-sectoral approaches;
a specific unit within the Ministry of Health to coordinate health sector emergency preparedness
efforts;
a comprehensive national emergency preparedness programme developed and funded;
coordination mechanisms and procedures established, tried and tested in collaboration with the national lead emergency management agency and other relevant sectors;
health sector planning processes conducted and emergency response plans established at national and
sub-national levels;
key staff trained and public awareness campaigns organized;
Special emphasis on first aid; basic community search and rescue techniques; mass casualty management, disease control, nutrition, maternal, newborn and child health; and health logistics
management.
Supporting countries in the development of risk reduction and emergency preparedness plans and
programmes

44. WHO will support Member States to build comprehensive emergency preparedness and response plans
and programmes that focus on reducing the social, economic and human consequences of emergencies,
using multi-sectoral, multi-disciplinary and all-hazard approaches. The following list describes WHO’s
major activities on risk reduction and emergency preparedness:
•
•
•
•
•
•
•
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participating in the campaign on “Hospitals Safe from Disasters” in partnership with the UN International Strategy for Disaster Reduction;
developing a community package on risk reduction and emergency preparedness;
institutionalizing risk reduction and emergency preparedness in the health sector in Member States;
integrating risk reduction and emergency preparedness into primary health care programmes;
generating national data on risk reduction and emergency preparedness and publishing a global report
at the end of the biennium;
helping Member States develop national and sub-national plans to manage mass casualty incidents;
further strengthening emergency preparedness and response tools including the development of technical guidance and software for health logistics management at country and sub-country levels.

3.2.1.2 Institutional capacity development
45. WHO will work to coordinate risk reduction and emergency preparedness activities within the Organization, to encompass specific hazards of natural, biological, technological, or societal origin such as
disease outbreaks, chemical or radiological accidents and terrorist acts. The relevant WHO departments
will continue collaborating in support of the implementation of WHO’s emergency preparedness strategy. WHO will continue to develop institutional capacity at all levels of the Organization by building
the emergency capacity of the relevant technical programmes in WHO.
46. Drawing on its considerable expertise and experience in nutrition, environmental health, maternal,
newborn and reproductive health, non-communicable diseases, mental health and nursing, etc. WHO
will develop new or revise existing guidelines, tools and stockpiles for emergency management. These
tools will be made available through training and global knowledge gateways to all partners in emergency health management. WHO will continue to identify institutions and experts for training and
retaining for rapid deployment, support strengthening of local institutions and capacities as the basis for
emergency response, and coordinate the provision of external support to local emergency response.
3.2.1.3 Establishing platforms to support emergency preparedness and
institutional capacity development
47. The WHO Mediterranean Centre for Vulnerability Reduction (WMC) in Tunis, Tunisia has been integrated into HAC. WMC’s new work plan focuses on providing technical platforms to support the risk
reduction, emergency preparedness, and institutional capacity development activities of HAC and other
partners. The following projects will be implemented by WMC.
In-service training to build and strengthen capacity

•
•
•
•
•
•

take training closer to the field (for example, the public health pre-deployment training courses will
rotate to different regions);
transfer training functions to regional offices where possible in order to build institutional training
capacity across WHO;
include operational partners in training activities wherever possible;
use partners’ training as a means of strengthening health sector and WHO capacity as well as a tool
for cooperation and improved synergy
develop additional training courses to fill clearly identified gaps in addressing health issues in countries in crisis;
develop and out-post a fully equipped training platform, to further encourage training partnerships,
institutional networks and cost-effectiveness.
Global knowledge gateway in support of emergency preparedness and response programmes

48. WHO will work to develop a comprehensive, web-based global knowledge gateway to support Member
States’ efforts to develop and sustain emergency preparedness and response programmes. The gateway
will be accessible to all partners, and will include norms and standards, technical references, guidelines
and tools. It will draw on a wide range of case studies, including successful emergency programmes in
countries to develop examples of best practice in various settings.
Community-based health communication support services

49. WHO will develop a platform for health communication that will provide the methodological basis,
research, training and development of relevant guidelines on health communication in emergencies.
A network of experts and institutions will be engaged to strengthen capacity building for strategically
planned and locally adaptable behaviour change interventions as part of vulnerability and risk reduction
and emergency management, including use of mass, community and individual communications addressing public health priorities in emergencies.
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Vulnerability and risk assessment and mapping

50. WHO, in partnership with WFP and building on its established programme on vulnerability assessment
and mapping and on data in other WHO technical areas, is developing a programme to assess vulnerabilities and analyse risks related to health. The programme will be piloted at sub-national level in one
high-risk country, and implemented in selected countries thereafter.
51. The headquarters component of the budget incorporates the work plans of both EPC and WMC.
3.2.2

Emergency Response and Operations (Expected result 2)

52. WHO will continue to invest in information management and operational readiness for emergencies
by:
Monitoring the global situation for purposes of contingency planning, early warning and early
action

53. WHO will continue to monitor health risks and produce regular updates on health threats and performance of health services in countries. The Organization will conduct situation analyses and develop and
apply strategies, systems, norms and standards in countries for effective health response to emergencies
associated with natural disasters and to acute conflict-related crises. From Geneva, HAC will monitor
the situations of higher humanitarian risk, comparing global norms and standards with regional indicators, prepare contingency plans, conduct fact-finding and support missions to countries, participate in
IASC meetings/initiatives.
Expanding its regional supply hubs

54. In 2007 the Organization signed a memorandum of understanding with the World Food Programme
(WFP) giving WHO a stake in the global Humanitarian Response Depots network. WHO has now regional supply hubs in three strategic locations (Dubai, Accra, Brindisi), thus ensuring life-saving medical supplies are constantly available, close to those who need them, and ready for immediate dispatch
anywhere in the region. A fourth supply hub is scheduled to open in Subang (Malaysia) in 2008. WHO
is exploring the possibility of opening an additional hub in Panama later in 2008.
Strengthening logistics capacities through collaboration with key partners

55. The same memorandum of understanding gives WHO priority access to WFP staff and logistics. Through
this partnership WHO is able to take advantage of WFP’s substantial logistics capacity and emergency
roster during humanitarian response operations. WHO’s emergency medical supplies are given preferential access in WFP humanitarian cargo planes.
56. Synergy between the two organizations is being further strengthened by joint logistic training programmes and the integration of a health component into the logistics cluster response strategy. WFP
is funding two logisticians to be seconded to WHO. In 2008-09, WHO will seek to further expand its
logistics capacities through strengthened collaboration with WFP and will seek partnership opportunities with other agencies.
Further developing and disseminating standard operating procedures for emergencies and crisis
management handbooks

57. WHO’s standard operating procedures for emergencies (SOPs) were adopted in October 2006. The
Organization has now agreed they will be activated not only in acute emergencies but in all countries
where WHO has humanitarian operations. In 2008-09, WHO will work to further strengthen and develop the SOPs, and will develop and deliver a series of regional workshops to train both administrative
and technical staff in regional and country offices on the scope and purpose of the SOPs and how they
can improve the speed and efficiency of WHO’s emergency work.
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Continuing to build an emergency roster of experts available for immediate deployment in acuteonset crises, backed up by tailor-made pre-deployment training programmes

58. WHO has established a roster of pre-screened and medically cleared candidates who can be deployed
within 24 hours in the event of an acute emergency. Many roster candidates have attended WHO’s
pre-deployment training course, where they learn the public health, personal and operational skills they
need to work as part of public health response teams in emergency settings. To date, nearly 100 people
have been prepared for field deployment. WHO has signed pre-deployment agreements with the Swiss
Development Cooperation and the Norwegian Refugee Council, and is negotiating a similar agreement
with RedR. In 2008-09, WHO will continue to further build the roster, develop streamlined recruitment/
deployment procedures, and negotiate rapid-deployment agreements with other key partners.
Expanding WHO internal Emergency Response Fund

59. WHO’s emergency response capacity was first enhanced by a dedicated bilateral emergency fund supported by the Government of Italy. This was complemented in 2004 by an emergency revolving fund of
US$ 500 000 using a grant from DFID. This fund allows the use of seed money to respond to immediate
needs at the onset of major crises, as well as enable interventions, when necessary, in neglected crises,
where a small but crucial injection of funds can make all the difference. In 2008-09, WHO will negotiate
with its key donors in an effort to expand the Fund and thereby further improve its ability to intervene
rapidly in emergencies.
Providing effective crisis management support

60. From headquarters and regional offices, WHO will provide technical backstopping and support to field
activities. This implies desk work and frequent missions to the field, as far as possible together with
health cluster partners. WHO sees crisis management as based on coordinated needs assessments, joint
decisions and concrete field action, and careful monitoring of outcomes in terms of lives saved and suffering reduced. Thus WHO will continue to manage and disseminate information; advocate for humanitarian health action, mobilize humanitarian resources; ensure its continuing field presence in countries
in chronic crisis and high-risk countries; and ensure the urgent deployment of personnel, supplies and
funds in acute-onset crises.
3.2.3

Recovery and Transition (Expected result 3)

61. WHO will support Member States in their health recovery efforts in both post-disaster and post-conflict
situations. In 2008-2009, WHO will work with countries in ongoing emergencies and in transition to
simultaneously carry out activities aimed at protecting lives and reducing disease, malnutrition and disabilities among vulnerable populations (the humanitarian imperative), while setting the foundations for
strengthening institutional capacity to: pursue longer-term health development goals; discharge essential
public health functions; provide critical health services and extend social protection in health (the developmental imperative). Special attention will be given to the scaling up of health cluster operations in ongoing emergencies. The main thrusts of WHO’s recovery and transition work at headquarters will be:
•
•
•
•
•
•

•

monitoring the health situation and health sector recovery developments in countries in transition and
ongoing emergencies;
developing an observatory of health recovery in countries in transition;
promoting sector-wide coordination of the multiple stakeholders and funding streams in the area of
health recovery;
developing the health components for inter-agency post-disaster needs assessment methodologies and
participating in post-conflict needs assessment exercises;
supporting the formulation and implementation of CERF grants for under-funded emergencies, the
health component of Consolidated and transitional appeals, and other humanitarian work plans;
providing technical backstopping and support to field activities in chronic protracted emergencies,
with special focus on partnerships and coordination, needs assessment, strategy formulation, operational planning, information management and monitoring and evaluation;
building capacity of the country lead and other health cluster partners in ongoing emergencies.
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3.2.4

Partnerships and coordination (Expected result 6)

Health Cluster

62. The cluster approach has brought clear benefits in terms of better coordination and stronger partnerships.
In 2008-09, WHO will support and lead the work of the Health Cluster by:
•
•
•
•
•

formulating a strategy for the expanded implementation of the health cluster approach in ongoing
emergencies;
overseeing the roll out of the health cluster approach in new emergencies and in new countries in
chronic crisis in 2008-09;
convening at least two global Health Cluster meetings per year;
developing, field testing and promoting Health Cluster guidelines and tools;
ensuring a strong field presence in countries in crisis or chronic emergencies in order to fulfil WHO’s
mandate as the lead agency of the Health Cluster.
Other partnerships

63. WHO will further develop partnerships and coordination mechanisms by:
•
•
•
•
•

working with national authorities to ensure timely and effective interventions in emergencies;
working with civil society to enhance community-based emergency preparedness and response
initiatives;
further developing key strategic partnership with other agencies such as the World Food Programme
and the International Federation of Red Cross and Red Crescent Societies;
strengthening collaboration with international and local NGOs during emergencies in order to better
harness local knowledge and expertise;
enhancing and streamlining partnerships with academic institutions, collaborating centres, institutions and others to improve technical knowledge and standard setting for WHO’s emergency work.
3.2.5

Global initiatives

Health and Nutrition Tracking Service (HNTS)

64. The goal of the Health and Nutrition Tracking Service (HNTS) is to support humanitarian decisionmaking by offering the best possible evidence on health, nutrition and performance of key health
services to inform policy formulation and enhance humanitarian decision making. The HNTS was
developed by the members of the health and the nutrition clusters of the Inter-Agency Standing
Committee in response to the request made by the Emergency Relief Coordinator, as part of the Humanitarian Reform.
65. The HNTS will track health and nutrition conditions by both analysing existing data in high- priority
areas and by organizing original data collection efforts. Development and use of improved measures
of humanitarian conditions and programme coverage and performance will also be coordinated by the
HNTS.
66. WHO will support the work of the HNTS in 2008-09 by:
•
•
•
•
•
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providing overall secretariat for the HNTS, and convening HNTS Steering Committee meetings;
creating a standard-setting expert reference group;
collecting, analysing and disseminating health and nutrition data in selected countries;
developing best practices and norms and standards to improve expert knowledge on collection, analysis and reporting in critical areas;
creating an HNTS web site.

4. FUNDING
4.1

CURRENT SITUATION

67. The flexible funds received for the TYP have allowed WHO to substantially increase its capacity for
emergency work and implement far-reaching institutional changes. In parallel, the major humanitarian
reforms of the past three years have given WHO the impetus it needs to improve its work in emergencies, ensure better institutional capacity, and increase its field presence. WHO is now expected to fulfil
functions of similar importance to those of other UN humanitarian partners in their respective areas of
expertise.
EHA/HAC Programme Budget and Voluntary Contributions
Programme budget (Regular Budget and other sources budget)
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** Programme Budget 08-09 Strategic Objective Five

68. WHO faces a dual challenge in implementing its emergency work. Firstly, it must ensure its continuing
ability to lead and coordinate health partners and oversee the application of good public health practice
in emergency settings. Secondly, if it is to continue to perform at the same level as other major humanitarian agencies it will need to operate in a similar environment, i.e. with guaranteed flexible funding
rather than the piecemeal, unpredictable, tightly-earmarked funds that are currently the norm.
69. Higher levels of predictable, unearmarked funding will give WHO the flexibility it needs to continue
its institutional reforms, build capacity and ensure a continuous improvement in its performance. This,
in turn, will lead to a more effective use of funding and better-targeted, more effective humanitarian
action.
70. WHO has doubled its regular budget allocation for emergencies next biennium. Even so, this amounts
to less than 8% of the Programme Budget 2008-2009 for Strategic Objective 5. While most of WHO’s
emergency work is covered by extra-budgetary funds, these are almost always tightly earmarked, usually for emergency response. Currently, WHO can expect to receive around 7% in flexible extra-budgetary funding. Experience from WHO and other humanitarian agencies, however, shows it is precisely
those flexible funds that allow for institutional change and effective operations. As the ICRC states in
its 2006 Annual Report: “To meet needs effectively, it is essential for ICRC to enjoy flexibility in the use
of its funds, particularly in relation to earmarking and reporting…” Experience from ICRC and other
humanitarian agencies shows a direct correlation between flexible funding policies and the ability of the
agency to maintain its effectiveness and ability to react quickly.
71. As the following graph demonstrates, only around 3% of funds received by WHO for its emergency
work are totally flexible (unearmarked), whereas other agencies receive between 20% and 40% of their
income in unearmarked funds. The combined total of WHO’s unearmarked and lightly earmarked contributions is only 7%, compared with between 45% and 80% received by other agencies.
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Regular Budget
Unearmarked or "regular" funding
Lightly earmarked, geographic or thematic funding
Tightly earmarked funding

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
UNHCR

OCHA

Unicef

ICRC

WHO

Graphs are of an indicative value only. Data is based on information made publicly available by each agency, but has not been screened for consistency of criteria. All
data is for 2006, with the exception of OCHA, which is for 2005. All graphs are limited to government donations (including the European Commission), and exclude
receipts through private donors and national societies of the relevant agencies (Unicef, ICRC)

4.2

A CALL FOR MORE PREDICTABLE AND FLEXIBLE FUNDING

72. The lack of regular, flexible funding severely compromises WHO’s ability to play an effective humanitarian role. At the same time, the Organization’s Member States increasingly expect it to be effective in
crises and play a central role in implementing the humanitarian reforms. With flexible funding WHO
will be able to focus greater attention on coordinating health interventions and developing sound technical standards.
73. Funding for humanitarian relief operations kicks in the moment a disaster strikes or a protracted crisis
threatens to spill over into catastrophe. Availability of regular funding would ensure WHO’s dedicated
presence ahead of these trigger events. Many more lives would be saved if WHO were in a position to
intervene promptly based on a solid field presence, with regular monitoring of the situation and collection and assessment of vital health data. WHO would then be in a position to intervene promptly, guide,
advise and coordinate health partners, and develop response strategies based on solid data. Gaps would
be identified more consistently, humanitarian operations would be more effective, and more lives would
be saved.
74. WHO has demonstrated its commitment to health action in crises. It must now be given the means to operate under conditions similar to those of other major humanitarian partners. WHO therefore appeals to
the donor community to make regular, multi-year, un-earmarked contributions to allow it to strengthen
its emergency work.
75. The independent evaluation of the TYP carried out in autumn 2007 concluded that:
WHO is in a particularly unfavourable situation compared to other agencies of the UN system. Its
regular budget is tightly allocated by Member States that are more willing to respond generously
crisis after crisis than to accept a meaningful increase of their assessed contributions. Visible operational activities are much easier to fund than capacity building or preparedness. There is little
elasticity in WHO’s regular funding, making difficult any significant increase of Regular Budget for
HAC in the absence of strong political support from the traditional contributors to HAC.
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Member States’ extrabudgetary contributions to the TYP at the global level and the multi-year grants to
AMRO’s preparedness programme at the regional level are examples of flexible funding, clearly demonstrating the benefit and feasibility of lightly earmarked funding for capacity building.”
76. The evaluation recommended, inter alia, the following three critical actions:
1. Donors allocate immediate bridge funding for one year to permit the retention of the most critical
humanitarian staff;
2. Donors consider a favourable and generous response to a five-year proposal to further strengthen
WHO’s overall humanitarian capacity provided:
i. WHO has effectively implemented the Standard Operating Procedures;
ii. The proposal is the result of a joint consultation between the two major emergency actors in
WHO, HAC and HSE;
iii. The provision and retention of expertise directly available at field level is a priority.
3. Donors provide this follow-up funding unearmarked or lightly earmarked. Annual instalments for
institutional strengthening of WHO should not be linked to detailed work plans denying WHO the
necessary flexibility and predictability.
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5. WORK PLAN 2008-09
5.1

AFRICAN REGION
Overview

77. Almost two-thirds of the humanitarian appeals issued in 2007 were for countries in the African region.
The humanitarian crisis in the Central African Republic continues; the country has one of the highest
maternal mortality rates in Africa, and the security situation remains volatile. In Chad, refugees continue
to spill over the border from Sudan in an attempt to escape the escalating violence in Darfur. The eastern
part of the country is now hosting hundreds of thousands of refugees. Armed conflicts in the Democratic
Republic of the Congo have led to a dramatic increase in the number of internally displaced people and
a steep increase in sexual and gender-based violence. Malnutrition and sexual violence remain an issue
in many crisis-affected countries. Guinea has experienced internal socio-political turbulences with tension and social unrest. Cote d’Ivoire is experiencing a stalemate in the peace process. The reconstruction process in countries in transition (Liberia, Sierra Leone, Chad, Côte d’Ivoire, Burundi, Uganda, the
Domocratic Republic of the Congo, Kenya, the Central African Republic, Angola and Mozambique),
implementing a peace agreement, or recovering from natural disasters, remains slow. Moreover, the region is frequently hit by severe droughts and floods. These natural disasters are likely to be exacerbated
by changes in the global climate.
78. It will be essential for AFRO to strengthen its regional office and inter-country teams as well as consolidate its field presence and offer more secure contracts to its field staff if it is to continue its emergency
preparedness and response work in countries.
Strategic Approaches
79. In 2008-09, AFRO will continue efforts to strengthen its strategic and operational presence in countries
in order to collaborate with Member States and stakeholders in preparing and responding to the health
aspects of crises and in formulating and implementing norms and standards for recovery, rehabilitation
and mitigation policies.
Priority Activities
80. Regional level:
• Surge support to save lives during emergencies;
• Adapting norms and standards for recovery, rehabilitation and mitigation policies;
• Capacity building and filling gaps;
• Interdivisional collaboration for optimal support to countries during crises;
• Developing early warning mechanisms for monitoring emergencies and situations;
• Strengthening information sharing among all partners.

•
•
•
•
•
•

Country level:
Coordination of emergency response among partners;
Strengthening information management and sharing among all stakeholders;
Technical support to MoH during crises;
Capacity building of MoH and other sectors focal points for emergencies;
Support early warning services;
Building national capacity for recovery, rehabilitation and mitigation including policy support.
Institutional Capacity

81. Most of WHO’s emergency field staff are stationed in the African region, many of them in field offices
near the site of humanitarian crises. In 2008-09 WHO will continue to focus on the African region by
strengthening EHA services at country, inter-country and regional levels.
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

Analyses, Policies and
Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

350 000

Print and disseminate technical documents (guidelines) to set up Emergency management committees at national
and district level

Mechanisms, Procedures,
Operations and Platforms

Tools, Guidelines & Knowledge Management

Sub-Total

Sub-Total

Procurement and stockpiling of specialist equipment for emergency staff (emergency
operation center equipment, communications equipment etc...) as well as minimum stockpile of Emergency Health
Kits

Human Resources

Produce and disseminate guidelines on humanitarian reform and heath cluster approach

Raise funds from health partners for effective support for national EP/RR programs

3 925 400

1 000 000

2 825 400

100 000

4 231 950

40 000

100 000

Undertake advocacy for community mobilization for EP/RR programs

Resource Mobilization &
Visibility

100 000

Provide advocacy support to countries in developing EP/RR programme at national level

Partnerships & Advocacy

60 000

600 000

Organize training for country emergency focal points and key stakeholder on response to identified risks & mass
casualty management
Technical support to countries in rolling out the EP/RR operational plan at national, district and community level

250 000

2 281 950

Organize training for country emergency focal points and MOH’s counterparts in risk/ vulnerability assessment and
EP/RR planning

Human Resources

50 000

100 000

Organize technical consultations/workshops for adapting specific guideline/tools for risk & vulnerability assessment
in the region. Ensure publication and dissemination of resulting guidelines

Produce training materials for risk/vulnerability assessment

100 000

100 000

Organize technical consultations/workshops for the adaptation/ development of guidelines for emergency preparedness plan including mass casualty management & safe hospital policy. Ensure publication and dissemination of
resulting guidelines

100 000

US$

Provide technical support to countries in updating country health risk profiles

Budget 2008-2009 (US$)
Provide technical support to countries for the development of EP/RR plans

Activities

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

Input Category

Expected Results

AFRICAN REGION

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact

STRATEGIC OBJECTIVE 5
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5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

150 000

180 000
200 000

Organize EHA Regional Meetings for activity review & planning
Undertake advocacy for the implementation of Integrated IDSR and nutrition surveillance guidelines in emergency
prone countries
Liaise and work with institutions and associations involved in emergency preparedness, response and recovery in
order to build partnerships
Undertake advocacy for the implementation of global, regional / sub-regional decisions/ resolutions

Mechanisms, Procedures,
Operations and Platforms

Partnerships & Advocacy

Evaluations & Lessons
Learning

Resource Mobilization &
Visibility

80 000

Human Resources

Human Resources, Training
and Capacity Building

100 000

Produce, disseminate and implement a resource mobilization plan for AFRO

5 997 650
17 800 000

Sub-Total
CORE ACTIVITIES TOTAL

150 000

300 000

Develop and implement a communication strategy to highlight WHO interventions in emergencies

Undertake evaluation activities in order to improve performance and collaboration with partners and disseminate
findings

250 000

Provide technical support to Countries for resource mobilization using existing mechanism ( CAP, CERF, Pooled
fund etc…)

100 000

3 737 650

800 000

Set-up and update a regional data base for the mapping of disasters & communicable diseases threats in the region

Tools, Guidelines & Knowledge Management

100 000

Organize consultations / briefings/ workshops with partners to adapt / develop strategies and tools for an effective
health cluster approach

3 645 000

Organize briefings for the implementation of the national health plan for transition and recovery actions
Sub-Total

100 000

2 495 000

Organize training for country emergency focal points, MOHs and others health partners in order to implement transition and recovery public health actions in post conflict and disaster situation

Human Resources

200 000

Produce guidelines for assessing needs, planning and implementing transition and recovery actions in post conflict
and post disasters situations. Ensure publication and dissemination of resulting guidelines

Analyses, Policies and
Strategies

Human Resources, Training
and Capacity Building

150 000

150 000

Provide support for the development of national health plans for countries in transition or in the recovery phase
Produce and disseminate training materials to country emergency focal points and key stakeholder on transition
and recovery public health actions in post conflict and post disaster situations

150 000

Tools, Guidelines & Knowledge Management

250 000

Assess country situations on the implementation of the humanitarian reform
Provide technical support to countries for conducting need assessments and planning exercises for transition and
recovery public health action

Analyses, Policies and
Strategies

5.3 Norms and standards
developed, capacity built and
technical support provided to
Member States for assessing needs and for planning
and implementing interventions during the transition
and recovery phases of
conflicts and disasters.

US$

Activities

Input Category

Expected Results
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66 021 000

47 502 000
18 519 000
66 021 000

Funding
requirements to be
determined

TOTAL

Country
Regional
TOTAL

FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

Funding gap for core activities in the African region as of 1 January 2008: US$12 948 000

4 172 000
61 849 000

66 021 000

TOTAL PROGRAMME BUDGET 2008-2009

Voluntary contributions

29 372 000

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS

Assessed contributions

9 175 000

WHO will provide support to Member States for strengthening national preparedness and for establishing alert and
response mechanisms for food-safety and environmental health emergencies. Expert networks will be put in place
to respond to food-safety and environmental public health emergencies. Countries will be supported in the preparation of national plans for preparedness and alert and response activities in respect of chemical, radiological and environmental health emergencies. Countries will achieve a level of preparedness, including stockpiling of necessary
items to ensure prompt response to chemical and radiological emergencies. Focal points will be established for the
International Food Safety Authorities Network and for environmental health emergencies, with these emergencies
benefiting from intersectoral collaboration and assistance.

9 674 000

US$

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing alert and response mechanisms for food-safety and environmental health emergencies.

Activities
WHO will provide coordinated technical support to Member States for communicable disease control in natural
disaster and conflict situations. Comprehensive communicable disease-risk assessments will be conducted and
epidemiological profiles and toolkits will be developed and disseminated to partner agencies in emergency affected
countries.

Input Category

5.4 Coordinated technical support provided to Member States
for communicable disease
control in natural disaster and
conflict situations.

Expected Results

5.2 AMERICAS REGION
Overview
82. The Latin America and Caribbean region is home to more than 500 million people. Throughout its
history, the region has experienced series of catastrophes caused by disasters and conflicts. In the last
decade, more than 24 million people in Latin America and the Caribbean have lost their lives, loved
ones, homes, workplaces and possessions to natural or man-made disasters. Disasters have damaged or
destroyed hospitals and health facilities, leaving many without access to health services. The direct cost
of these losses has been estimated at US$3.12 billion. Some of these disasters, such as Hurricane Mitch
in 1998 and the El Salvador earthquakes in 2001, receive huge media attention. Many others, however,
are much less in the public eye, although they affect a large number of people.
83. Recent trends show that the frequency of natural disasters is on the rise. In fact, one third of the population in the region is exposed to natural catastrophes. In 2007, the region was again hit by devastating
hurricanes and cyclones. For the first time on record, two force 5 hurricanes made landfall, one in
Mexico and the other in Nicaragua, causing widespread damage to health posts and hospitals.
84. Disaster preparedness, management and response are a priority area in WHO/AMRO. The health sector
must be prepared not only to meet the health needs of disaster victims but also to work to change behaviour and practices that cause vulnerability and have repercussions on public health.
Strategic Approaches
85. WHO/AMRO’s focus is on persuading decision-makers of the need to invest in risk reduction initiatives
before a disaster strikes, so that the know-how is in place for saving the maximum number of lives possible during the event itself and reducing the risks to which the population is exposed in the days and
months following the disaster.
86. In 2008-09, AMRO will also continue its efforts to strengthen and sustain emergency preparedness and
response capacities within WHO at both regional and country level by expanding its staffing base in the
region and developing, in collaboration with headquarters, training and mentoring programmes to support staff in the field.
Priority Activities
87. In 2008-09, AMRO will:
•
•
•

•
•

•
•
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support Member States in strengthening emergency preparedness and response capacity, especially in
priority countries;
provide necessary technical assistance to assist Member States in creating or strengthening their risk
reduction programmes through a multisectoral and multi hazard approach;
develop, adapt, translate and implement new guidelines in close collaboration with headquarters and
other regions including the further development of the WHO/PAHO Safe Hospital index and training
modules for on-line training;
actively support headquarters and the International Strategy for Disaster Reduction (ISDR) in developing and implementing the Safe Hospitals campaign;
support countries in enhancing their national response mechanisms through the strengthening of
national emergency operating centers, improving access to emergency supplies and transparent management of humanitarian supplies and the creation of a roster of quality first responders;
assist all countries in coordinating health response as part of intersectoral coordination mechanisms;
advocate through efficient partnership for the improvement of nationally-owned disaster management
mechanism that takes humanitarian reform, Millennium Development Goals and climate change into
account.
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

450 000

Health Information management initiatives and development of regional information network and national disaster
library (including CRID)

Creation of pool of health cluster leaders & procurement officers for mobilization during first few days after a disaster

Identification of lessons learnt documents and publications to be included in the HELID for Latin America and the
Caribbean
Human Resources
Implement joint preparedness activities with WHO Collaborating Centres of Chile and Sao Paolo
Assist in mobilization of funds and visibility for AMRO operations (including stickers, jackets, t-shirts, posters, press
releases, etc..)
Conducting lessons learnt exercises after major disasters

Tools, Guidelines & Knowledge Management

Human Resources, Training
and Capacity Building

Partnerships & Advocacy

Resource Mobilization &
Visibility

Evaluations & Lessons
Learning

Sub-Total

Strengthen the development of national policies and strategies especially in priority countries

Sub-Total

2 170 000

150 000

40 000

150 000

1 600 000

80 000

150 000

4 190 000

70 000

200 000

Drive campaign for the reduction of vulnerability of hospitals
Assist in mobilization of funds and visibility for AMRO operations (including stickers, jackets, t-shirts, posters, press
releases, etc..)

150 000

450 000

80 000

380 000

450 000

1 140 000

Implement joint preparedness activities with WHO Collaborating Centres of Chile and Sao Paolo

Procurement and stockpiling of specialist equipment for emergency staff (emergency operation center equipment,
communications equipment etc...) as well as minimum stockpile of Emergency Health Kits

Operation cost of field and headquarters offices

Analyses, Policies and
Strategies

Resource Mobilization &
Visibility

Partnerships & Advocacy

Mechanisms, Procedures,
Operations and Platforms

Carry out LSS training activities

Human Resources

120 000

Identification of lessons learnt documents and publications to be included in the HELID for Latin America and the
Caribbean

Human Resources, Training
and Capacity Building

450 000

Development, adaptation, translation and implementation of guidelines for use of Safe Hospital Index and training
modules for online training

Tools, Guidelines & Knowledge Management

US$
250 000

Strengthen the development of national policies and strategies especially in priority countries

Analyses, Policies and
Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Activities

Input Category

Expected Results

Budget 2008-2009 (US$)

AMERICAS REGION

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact

STRATEGIC OBJECTIVE 5
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30 000

1 599 000
18 332 000
19 931 000

Assessed contributions
Voluntary contributions
TOTAL

8 532 000
19 931 000

2 491 000

TOTAL PROGRAMME BUDGET 2008-2009

Assist Member States in strengthening the coordination among early warning and national response systems
involving, among others, food safety and environmental emergencies

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing alert and response mechanisms for food-safety and environmental health emergencies.

1 993 000

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS

Assist technical areas in the Ministries of Health to develop their own disaster preparedness and response plan as a
component of the coordinated health response in case of biological, chemical, radiological or other major crisis

5.4 Coordinated technical support provided to Member States
for communicable disease
control in natural disaster and
conflict situations.

6 915 000

Assist in mobilization of funds and visibility for AMRO operations (including stickers, jackets, t-shirts, posters, press
releases, etc..)

Resource Mobilization &
Visibility

150 000

CORE ACTIVITIES TOTAL

Meeting with foreign affairs and ministry of health

Partnerships & Advocacy

45 000

405 000

Staff, monitoring and planning meeting

Mechanisms, Procedures,
Operations and Platforms

180 000

150 000

150 000

US$

Sub-Total

Human Resources

Human Resources, Training
and Capacity Building

5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

Sub-Total

Strengthen the development of national policies and strategies especially in priority countries

Analyses, Policies and
Strategies

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
for planning and implementing
interventions during the transition and recovery phases of
conflicts and disasters.

Activities

Input Category

Expected Results
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Expected Results

Activities

16 137 000
3 794 000
19 931 000

Funding
requirements to be
determined

Country

TOTAL

FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

US$

Regional

Funding gap for core activities in the Americas region as of 1 January 2008: US$5 290 500

Input Category

5.3

EASTERN MEDITERRANEAN REGION
Overview

88. The Eastern Mediterranean is home to some of today’s most intractable crises. War, internal conflict
and natural disasters continue to affect populations across the region. In the past two decades, 15 of the
22 countries (85% of the population) have experienced conflicts or natural disasters. Six countries (Afghanistan, Iraq, Lebanon, occupied Palestinian territory, Somalia and Sudan), are currently faced with
complex humanitarian emergencies that have left more than 205 000 dead and over 4 million displaced,
and resulted in very poor health status indicators.
89. Emergencies place sudden and intense demands on health systems, exposing their inherent weaknesses.
In many countries of the region, emergencies have seriously disrupted routine health services. Recovering from the disastrous effects of major and complex emergencies and crises can take years and can seriously affect recovery and reconstruction efforts. Effective response to humanitarian crises in the region
will require collective action by the international community, strong national public health capacity and
efficient regional and global coordination.
90. With the increased prevalence of acute and chronic crises in Member States of the region, there has been
a commensurate increase in the amount of funding provided by global donors for emergency response
and recovery. The region has received the lion’s share of global humanitarian funding (46% of global
funds). In 2006-07 the programme budget allocation for EMRO for emergencies was $ 26.8 million;
however the region actually received around US$ 200 million during that period. Thus for 2008-09,
although the programme budget allocation is $ 40.6 million, EMRO anticipates needs similar to the
resources provided in 2006-07, in order to strengthen capacity and build on achievements to date.
Strategic Approaches
91. A number of strategic approaches will be taken to support the efforts of countries of the region:
•
•
•
•
•

•

Helping Member States build emergency preparedness and response capacity through multi-sectoral,
multidisciplinary and all-hazard approaches;
Establishing and maintaining national and international rapid response capacities; leading coordinated action of multiple stakeholders in emergencies;
Developing knowledge bases and competencies for emergency preparedness and response;
Developing regional partnerships and coordination mechanisms with governments, civil society and
other centres of excellence;
Developing technical and operational capacity in support of countries in crises, particularly in conducting health assessments, coordinating health action, filling gaps, providing guidance and monitoring the performance of humanitarian action on health and nutrition of affected populations.
Leveraging skills in other technical areas of WHO in support of emergencies.
Priority Activities

92. High-risk countries in the EMR will receive focus and support in the area of preparedness and riskreduction.
Regional assumptions and risks and option analysis
93. Assumptions
•
•

28

Greater investment is made in country emergency preparedness and response programmes;
The Health Assembly and Regional Committee for the Eastern Mediterranean continue to assert and
endorse emergency preparedness and humanitarian action and effective response to health emergencies as an integral part of WHO/EMRO’s mandated work;

•

Chronic situations (e.g. occupied Palestinian territory, Iraq, Somalia, Sudan and Afghanistan) will
continue to deteriorate and will thus require significant resources in 2008-09.

94. Risks
•
•
•

The misconception that work in emergency preparedness and response is an additional responsibility
on top of the regular normative and developmental work of the Organization;
Insufficient development of mechanisms, readiness and competencies across WHO for effective and
expeditious work in emergencies;
Insufficient funding of the core functions necessary to conduct work in emergency preparedness and
response and for WHO to fulfil the mandate of leader of the Interagency Standing Committee Health
Cluster.

95. In 2008-09, EMRO will also continue its efforts to strengthen and sustain emergency preparedness and
response capacities within WHO at both regional and country level by expanding its staffing base in the
region and developing, in collaboration with headquarters, training and mentoring programmes to support staff in the field.
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to

Analyses, Policies and
Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Sub-Total
11 missions / meetings / support to countries to support the development of policies and plans for national emergency response (and related activities)
Development of toolkit for GIS and emergency response

Analyses, Policies and
Strategies

Tools, Guidelines & Knowledge Management

20 000

Procurement of visibility, advocacy and communication material & management of information

75 000

55 000

3 546 800

30 000

Development and use of advocacy and promotional materials

Resource Mobilization &
Visibility

50 000

35 000

Promotion and integration of SOPs

Deliver two regional LSS trainings

160 000

60 000

Organize two Project Management Trainings and ensure follow-up support

Organize two Regional EHA Induction Briefings

Support (trainings and tool development) further development of the SOPs

80 000

180 000
200 000

Implement two Management of PH Risks (MPHR) trainings

Organize two Regional EHA Coordinator Meetings

200 000

Host two public health pre-deployment trainings

1 341 800

550 000

Human Resources

100 000

Other country preparedness activities

60 000

Maintenance of the Regional Hazard Atlas

45 000

Promotion, development and maintenance of EPR tools (share point, web, etc)

160 000

Development and promotion of optimal health indicators for emergencies

Procure capacity building supplies and documentation (Emergency Red Trunk and others)

75 000

Development of policies and procedures for emerging health threats (CC and AI, etc.) with disaster management
Development and promotion of event management system

40 000
50 000

Risk analysis of health facilities in disaster-prone countries

US$
110 000

22 missions / meetings / follow-up missions to 11 countries to support the development of national health emergency preparedness and risk reduction strategies (and related activities)

Activities

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

Input Category

Expected Results

Budget 2008-2009 (US$)

EASTERN MEDITERRANEAN REGION

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact

STRATEGIC OBJECTIVE 5
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5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
for planning and implementing
interventions during the transition and recovery phases of
conflicts and disasters.

Human Resources, Training
and Capacity Building

disasters associated with natural
hazards and to conflict-related
crises.

Procurement of visibility, advocacy and communication material & management of information

75 000

Promotion of operational research by academic advisory board (JHU, AUB, JOR, etc)
Development of regional and national platforms with ISDR

Partnerships & Advocacy

Establishment and maintenance of Arab network for RM

Provide support to 6 MS / UN Country Teams in the development of contingency plans

Mechanisms, Procedures,
Operations and Platforms

Resource Mobilization &
Visibility

50 000

Human Resources

Human Resources, Training
and Capacity Building

990 600

125 000

30 000

660 600

Adaptation of global guidelines to regional context and their production

50 000

2 114 600

60 000

1 949 600

55 000

Tools, Guidelines & Knowledge Management

Sub-Total

Sub-Total

Development and use of advocacy and promotional materials

Resource Mobilization &
Visibility

Development and promotion of lessons learnt and best practices

Human Resources

Human Resources, Training
and Capacity Building

Evaluations & Lessons
Learning

30 000
20 000

7 missions / meetings / support to comprehensive analytical assessments of the health situation as well as the
functioning of the health system in countries in transition (post conflict and post disaster) conducted in coordination
with national counterparts

Analyses, Policies and
Strategies

3 611 000

50 000

20 000

Procurement of visibility, advocacy and communication material & management of information
Evaluation of selected emergency operations

30 000

Sub-Total

70 000
700 000

Development and use of advocacy and promotional materials

Procurement and stockpiling of specialist equipment for emergency staff (emergency operation center equipment,
communications equipment etc...) as well as minimum stockpile of Emergency Health Kits

Provide operational support to HRDs

120 000

50 000

Provide operational support to regional response teams including links with EOCs

30 000

Promotion and integration of SOPs

35 000

2 376 000

US$

Provide support to 6 MS / UN Country Teams in the development of contingency plans

Deliver two regional LSS trainings

Human Resources

Activities

Evaluations & Lessons
Learning

Resource Mobilization &
Visibility

Mechanisms, Procedures,
Operations and Platforms

Input Category

Expected Results
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Expected Results

7 722 000
40 912 000
Funding
requirements to be
determined.

TOTAL
FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

33 190 000

Country
Regional

38 862 000
40 912 000

2 050 000

Assessed contributions

TOTAL

40 912 000

TOTAL PROGRAMME BUDGET 2008-2009

Voluntary contributions

10 263 000
30 649 000

CORE ACTIVITIES TOTAL

US$

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS

Activities

Funding gap for core activities in the Eastern Mediterranean region as of 1 January 2008: US$7 463 000

Input Category

5.4

EUROPEAN REGION
Overview

96. The European Region has been affected by numerous events and disasters over the last decades that
have endangered health and human security. Some of these events have created crises and public health
emergencies of international nature, others have been more localized. Newly emerging public health
risks such as avian influenza and a potential influenza pandemic have sparked international concern,
and health is increasingly discussed in terms of potential implications for national security and safety of
people, and national health systems.
97. Several serious crises have affected the region. Floods, extreme temperature events, droughts and wildfires, earthquakes and accidents cause thousands of deaths and billions of euros of economic loss each
year in the European Region. Between 1990 and 2006, the Emergency Events Data Base (EM-DAT),
a global disaster database managed by the Centre for Research on the Epidemiology of Disasters (12)
– a WHO collaborating centre – recorded 1483 events, causing 98 119 deaths, affecting over 42 million
people, with an estimated economic loss of more than US$ 168 billion (€126 billion). The frequency of
disasters also appears to be increasing.
Strategic Approaches
98. In 2008-2009, EURO will focus on supporting Member States in the region with disaster risk-reduction
and emergency preparedness strategies in the context of health systems strengthening, and mitigating
the health consequences of disasters, health crises and complex emergencies whenever and wherever
they happen. It will also continue its efforts to strengthen and sustain emergency preparedness and
response capacities within WHO at both regional and country level by expanding its staffing base in
the region and developing, in collaboration with headquarters, training and mentoring programmes to
support staff in the field.
Priority activities
99. In 2008-2009, EURO will focus on:
Regional level
100. Preparedness: Advocating and implementing a multi-sector multi-hazard approach to health system
preparedness through:
•
•
•
•

Further refinement and implementation of health system preparedness assessment tool at country
level;
Synthesizing country level assessments, making inter-country comparisons and analysis, sub-regional
and regional conclusions and recommendations;
Finalizing health system preparedness check-list and share this through publication, dissemination,
capacity building and conferences;
Establishing and consolidating strategic partnerships with UN partners, NGOs and academia (i.e.
interagency working group on central Asia, EFMA collaboration, Red Cross/Red Crescent partnership…).

101. Response: Working to enhance WHO/EURO office-wide readiness for an effective response to the
health aspects of a crisis situation through:
•

Ensuring WHO/EURO participation and contribution in the WHO global strategy for institutional
strengthening and performance enhancement for WHO emergency preparedness and response;
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•

Strengthening the WHO/EURO emergency preparedness and response system with guidelines, standard operating procedures, expert rosters, emergency funds, emergency communication and logistics
capacities, and simulation exercises.

102. Recovery/Rehabilitation: Strengthening health systems in the transition from relief to recovery/ rehabilitation, and to sustainable development:
•

Implementation of Kosovo and North Caucasus programmes.
Country level

103. In 2008-09, WHO/EURO will work on emergency preparedness and response in the following countries: Albania, Armenia, Azerbaijan, Belarus, Bulgaria, the Czech Republic, Croatia, Georgia, Kyrgyzstan, Montenegro, the Republic of Moldova, Poland, the Russian Federation, Serbia, Slovakia, Tajikistan, The former Yugoslav Republic of Macedonia, Turkey and Ukraine.
104. Activities are always tailored to country needs and requests, but the list below displays the core of
WHO/EURO technical assistance:
•
•
•
•
•
•
•
•
•

Multi-sector, multi-hazard health system preparedness assessment;
Health facility vulnerability assessment (safe hospitals);
Workshop on health system preparedness checklist/guideline;
Workshop on hospital preparedness planning;
Strengthening of early-warning systems for communicable disease control, including food safety;
Strengthening of early-warning system for environmental emergencies and extreme temperature
events, in particular heat waves;
Inter-country exchanges on simulations and drills for health sector crisis management;
Support for the setting up of crisis management units in the MoH;
Support to MoH and UNCT contingency planning.
Institutional Capacity

105. Regional level:
•
•
•

Emergency Steering Committee: high-level inter-divisional forum for decision-making during
crises.
Regional Surge Capacity Team: technical experts ready for deployment during crises.
Disaster Preparedness and Response Programme: responsible for coordinating and implementing
WHO’s disaster preparedness and emergency response activities.

106. National level:
•

•
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EURO has disaster preparedness and response focal points in priority countries: WHO national and
international focal points at country level are responsible for implementing health system preparedness and emergency health response activities, and coordinating with Ministries of Health.
EURO works closely with Ministry of Health national counterparts for disaster preparedness and
response.
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Analyses, Policies and Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Partnerships & Advocacy

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge
Management

Input Category

Expected Results

10 000
30 000
20 000
20 000

Organization of and participation in regional/inter-country meetings and study-tours for greater exchange of experiences on
health system preparedness, coordination of interventions by SO5 technical units
Workshop on the implementation of guidelines on integrating emergency preparedness and risk reduction into the primary
health care approach in target countries
Implementation and capacity-building on GIS and health mapping tools
Implementation and capacity-building on LSS/SUMA.

Sub-Total

Regular attendance of inter-agency meetings, ICRC meetings and meetings and conferences with other stakeholder to
maintain partnerships and for the promotion of joint projects

Country: Working and travel budgets for country staff

3 850 500

10 000

157 000

20 000

30 000

Carry out regional WR training activities on country-level readiness, health cluster coordination and the WHO field manual
for emergencies

Provide technical support to UNCT contingency planning processes

30 000

Implement 1 SOP training at regional level

150 000

50 000

Implement 1 regional PHPD

40 000

Implement 2 regional/country level emergency induction briefings

100 000

2 847 500

130 000

Implement training events in collaboration with the SO5 technical units, i.e. CSR, GCH and EMS

Carry out capacity building activities for health system preparedness

Human Resources

Gathering and synthesizing of information for EURO repository on country level health system preparedness and publication and printing of reports

5 000
5 000

Emergency preparedness and risk reduction program guidelines to be translated into Russian

20 000

Compiling health system preparedness assessment reports into a single EURO report
Guidelines for assessment and mapping of vulnerabilities in health to be translated into Russian

10 000
50 000

Development of health system preparedness checklist for policy-makers

40 000

Multi-sector multi-hazard (SO5) assessments in target countries, with concrete recommendations
Development of assessment tools for health system preparedness

66 000

Facilitation of regional technical support, missions to countries; facilitation of meetings, workshops, round-tables between
policy-maker in all relevant sectors on health system preparedness and development of disaster risk reduction strategies at
country

US$
10 000

Budget 2008-2009 (US$)
Active participation in the BCA (biennial collaborative agreement) planning process to have DPR included as expected
results in relevant country agreements

Activities

EUROPEAN REGION

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact

STRATEGIC OBJECTIVE 5
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5.6 Effective communications
issued, partnerships formed and
coordination developed with other
organizations in the UN system,
governments, NGOs, academic
institutions and professional associations at the country regional
and global levels.

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
for planning and implementing
interventions during the transition
and recovery phases of conflicts
and disasters.

Partnerships & Advocacy

Mechanisms, Procedures,
Operations and Platforms

20 000

10 000
20 000

DPR focal points supported by regional level in times of crises

Continue work on Central Asia task force established in 2005 and inter-country preparedness work in the region

10 000

Regular attendance of inter-agency meetings, ICRC meetings and meetings and conferences with other stakeholder to
maintain partnerships and for the promotion of joint projects

10 000

Regularly undertake mentoring/support visits to priority countries

41 500

150 500

Provide technical support to UNCT contingency planning processes

Deliver regional training activities for country staff on donor relations and project management

Human Resources

Human Resources, Training
and Capacity Building

20 000

10 000

Multi-sector multi-hazard (SO5) assessments in target countries, with concrete recommendations
Gathering and synthesizing of information for EURO repository on country level health system preparedness and publication and printing of reports

10 000

Active participation in the BCA (biennial collaborative agreement) planning process to have DPR included as expected
results in relevant country agreements

Tools, Guidelines & Knowledge
Management

Analyses, Policies and Strategies

10 000
1 389 000

Carry out systematic reviews and lessons learnt studies in transition countries
Sub-Total

20 000

Documentation of Balkan – mental health and Kosovo – environmental health experiences and lessons learnt

Evaluations & Lessons Learning

20 000

Continue joint recovery work with technical units, particularly on MCH for Kosovo, and Gender for NC, as well as support for
health cluster work

Partnerships & Advocacy

15 000

1 170 500
23 500

Human Resources

Human Resources, Training
and Capacity Building

80 000

50 000

1 724 000

Ensure regional participation in global trainings on assessment of health vulnerabilities in transitional situations, analysis of
disrupted health systems, health recovery strategy formulation and implementation, coordination and management of the
health

Adaptation of “health systems in disrupted environments” tool for EURO target countries

Tools, Guidelines & Knowledge
Management

Sub-Total

Technical support and capacity-building provided to Kosovo and North Caucasus programmes

Kosovo and North Caucasus: Health systems in transition publications produced

50 000

Strengthening the regional operations centre

Analyses, Policies and Strategies

58 000
80 000

DPR focal points supported by regional level in times of crises

100 000

10 000

1 421 000

5 000

US$

Regional: Working and travel budget

Procurement and stockpiling of specialist equipment for emergency staff (emergency operation center equipment, communications equipment etc...) as well as minimum stockpile of Emergency Health Kits

Maintain a roster of 25 regional experts to be used for response

Human Resources

Human Resources, Training
and Capacity Building

Mechanisms, Procedures,
Operations and Platforms

Rapid health assessment tools applied in times of crises and adapted to country needs and the situation at hand

Tools, Guidelines & Knowledge
Management

5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

Activities

Input Category

Expected Results
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TOTAL

Funding
requirements to be
determined.

TOTAL

FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

Funding gap for core activities in the European region as of 1 January 2008: US$ 4 386 000

7 967 000
20 914 000

Regional

12 947 000

20 914 000

Voluntary contributions

Country

2 014 000
18 900 000

Assessed contributions

7 612 500
20 914 000

TOTAL PROGRAMME BUDGET 2008-2009

2 988 000

WHO will provide support to Member States for strengthening national preparedness and for establishing alert and
response mechanisms for food-safety and environmental health emergencies. Expert networks will be put in place to
respond to food-safety and environmental public health emergencies. Countries will be supported in the preparation of
national plans for preparedness and alert and response activities in respect of chemical, radiological and environmental
health emergencies. Countries will achieve a level of preparedness, including stockpiling of necessary items to ensure
prompt response to chemical and radiological emergencies. Focal points will be established for the International Food
Safety Authorities Network and for environmental health emergencies, with these emergencies benefiting from intersectoral
collaboration and assistance.

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing
alert and response mechanisms
for food-safety and environmental
health emergencies.

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS

7 325 500
2 988 000

362 000

Sub-Total

10 000

CORE ACTIVITIES TOTAL

Participate in inter-regional evaluations initiated by headquarters

10 000
10 000

Develop visibility concepts and ensure visibility for all donor-funded actions

30 000

US$

Provide regional support to country-level resource mobilization activities

Support to collaborating centres

Activities

WHO will provide coordinated technical support to Member States for communicable disease control in natural disaster and
conflict situations. Comprehensive communicable disease-risk assessments will be conducted and epidemiological profiles
and toolkits will be developed and disseminated to partner agencies in emergency affected countries.

Evaluations & Lessons Learning

Resource Mobilization & Visibility

Input Category

5.4 Coordinated technical support
provided to Member States for
communicable disease control
in natural disaster and conflict
situations.

Expected Results

5.5

SOUTH-EAST ASIA REGION
Overview

107. That South-East Asia is a disaster-prone area comes as no surprise, and this is reinforced by the last
World Disasters Report (2006). It reveals that during the decade 1996–2005, around 58% of the total
number of people killed in natural disasters came from countries in the region. During this decade, the
region had the highest number of natural and technological disasters (44% of all disasters worldwide).
Global climate change is predicted to affect countries such as Bangladesh, Maldives, India, Nepal and
Bhutan particularly hard.
108. The Asia-Pacific Region has been particularly hard-hit in the recent past. The earthquake and tsunami
of 26 December 2004, which affected more than six countries, was one of the worst natural disasters
in recent history. Recovery efforts continue to this day, more than three years after the waves swept
the shorelines of the region. In 2007 alone, monsoon floods in India, Bangladesh and Nepal affected
more than 20 million people and left a long-term social and economic impact. Indonesia, Thailand and
Myanmar also experienced localized floods and landslides.
109. The recent super-cyclone SIDR in Bangladesh demonstrated the effectiveness of emergency preparedness measures, with less than 4000 people reported killed in contrast to the death toll of previous
cyclones. However, with approximately 8 million people affected and numerous island communities
severely damaged, extensive relief, recovery and rehabilitation is needed.
110. Periodic political unrest and civil conflicts continue to affect Sri Lanka, Nepal, Bangladesh, Southern
Thailand, Timor-Leste and Myanmar.
Strategic Approaches
111. Member States in the region have increasingly asked WHO to lead the health sector emergency preparedness and response efforts (see Regional Committee resolutions 57/3 and 58/3). The resolutions
have been translated into concrete action in a number of ways, including:
•

Monitoring the progress of achievement of the SEAR emergency preparedness benchmarks7 in a participatory process involving all Member countries and key partners using standards and key indicators
per benchmark. The benchmarks have become one of the main elements of the SEA Region EHA
programme as they form a major component of Country and Regional work plans for 2008-2009 and
the EHA Regional Strategy;

•

Implementing the five-year EHA strategy (2008-2013) that identifies five main areas to improve
country capacities:
•
•
•
•
•

•

Achievement of benchmarks for emergency preparedness and response
Systematic human resource development
Building the evidence base for emergency preparedness and response
Building partnerships and human resources
Strengthening communications

Implementing the newly-established South East Asia Regional Health Emergency Fund (SEARHEF)
which has been established by the WHO South-East Asia Regional Office and its 11 Member countries through Regional Committee Resolution RC 60/10. The fund is designed to provide financial
support in the aftermath of an emergency for the first three months. Funding through SEARHEF will
meet immediate needs and fill critical gaps. It is not intended to fund bulk relief, long-term recovery,
reconstruction or rehabilitation work.

7 In November 2005, countries gathered in Bangkok to develop and agree on benchmarks to put in place a comprehensive national Emergency Preparedness and Response system through a multi-sectoral representation from all Member States..
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Partnerships
112. SEARO and the International Federation of Red Cross have renewed their regional Memorandum of
Understanding and developed a common work plan which covers benchmarks for community preparedness and improved joint response and advocacy.
113. SEARO has started discussions to explore joint collaboration with the South Asian Association for
Regional Cooperation (SAARC) Disaster Management Centre.
114. SEARO has set up a Technical Advisory Group that includes representatives from academic institutions, professional associations, the World Bank, OCHA, ISDR, and others.
Priority Activities
115. Through the Regional Strategy and work plans for Strategic objective 5, SEARO will act on the following identified priorities:

•
•
•
•

•
•
•
•

Regional level
Support country offices strengthening in their work through technical guidance and operational
activities;
Support to training of staff and main partners;
Cultivate partnerships for more effective activities for preparedness and response;
Advocate for protecting health in crises.
Country level
Establish solid country presence for WHO’s work in emergencies;
Engage all partners in the work for emergency preparedness and improved crisis management at
national and sub-national levels;
Build capacity in countries through improvement of systems and human resources;
Lead in advocacy for health needs and WHO’s work in crises.
Institutional Capacity

116. Currently, only two countries of the region have fixed-term emergency posts. In other countries, parttime staff look after emergency issues along with other programmes. Donors’ preference for emergency
response over emergency preparedness leaves inadequate funds for the latter. However, in the long
run, investing in preparedness could prove more cost-effective than the current and expensive focus on
response and rehabilitation after the fact. The unpredictable flow of resources for emergency preparedness hinders consistent programme implementation and staff retention.
117. In light of the humanitarian reform and WHO’s increased responsibility as the lead agency of the Health
Cluster, there is a need to ensure that the right people, with the right skills, are in place at country level.
To improve response and surge capacity, a regional two-week pre-deployment training is being planned
with the Jaipur Institute of Health Management Research.
118. In connection with the country-level application of global tools and guidelines such as the SOPs, training will be necessary to ensure their applicability and usefulness in the specific country context. This
work will have to expand its focus well beyond EHA staff as core WHO staff for human resource
management, finance and administration and planning will have to play a key part in a well-managed
WHO emergency response operation. Moreover, a consistent effort must be made to equip regional and
country offices with proper equipment and tools to ensure equipment and supplies are always available
and can be replenished when needed.
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

Analyses, Policies and
Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Human Resources

Human Resources, Training
and Capacity Building

Evidence-based research with national institutions established
Conduct lessons learned studies and disseminate best practices

Partnerships & Advocacy

Evaluations & Lessons
Learning

Sub-Total

Procurement and stockpiling of specialist equipment for emergency staff (emergency operation center equipment,
communications equipment etc...) as well as minimum stockpile of Emergency Health Kits

Monitor the implementation of work plans and achievement of EHA benchmarks

Provide staff training for improved operational response

Health Information management in emergencies – support maintenance of websites and other information products

Sub-Total

Tools, Guidelines & Knowledge Management

Evidence-based research with national institutions established

Partnerships & Advocacy

Provide staff training for improved operational response

1 755 080

30 000

35 000

250 000

30 000

50 000

1 320 080

40 000

2 236 080

35 000

70 000

50 000

1 316 080

30 000

Human Resources

Health Information management in emergencies – support maintenance of websites and other information products

135 000

120 000

65 000

25 000

Monitor the implementation of work plans and achievement of EHA benchmarks

Mechanisms, Procedures,
Operations and Platforms

US$
390 000

Knowledge management for EPR conducted through SEARO Health Libraries Network

Develop region specific guidelines and tools related to various public health areas for preparedness and response

Contingency planning support for countries. Priority for INO, SRL, NEP & MMR

Support to countries to develop preparedness plans in specific public health areas like Nutrition, Mental Health,
Child Health, Reproductive Health, Gender Women and Health

Support to countries for achievement of EHA priority benchmarks

Activities

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

Input Category

Expected Results

Budget 2008-2009 (US$)
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30 000

Knowledge management for EPR conducted through SEARO Health Libraries Network
Health Information management in emergencies – support maintenance of websites and other information products

Tools, Guidelines & Knowledge Management

WHO will provide support to Member States for strengthening national preparedness and for establishing alert and
response mechanisms for food-safety and environmental health emergencies. Expert networks will be put in place
to respond to food-safety and environmental public health emergencies. Countries will be supported in the preparation of national plans for preparedness and alert and response activities in respect of chemical, radiological and environmental health emergencies. Countries will achieve a level of preparedness, including stockpiling of necessary
items to ensure prompt response to chemical and radiological emergencies. Focal points will be established for the
International Food Safety Authorities Network and for environmental health emergencies, with these emergencies
benefiting from intersectoral collaboration and assistance.

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing alert and response mechanisms for food-safety and environmental health emergencies.

1 690 000

2 187 000

8 024 990

WHO will provide coordinated technical support to Member States for communicable disease control in natural
disaster and conflict situations. Comprehensive communicable disease-risk assessments will be conducted and
epidemiological profiles and toolkits will be developed and disseminated to partner agencies in emergency affected
countries.

2 563 750

Sub-Total

30 000

CORE ACTIVITIES TOTAL

5.4 Coordinated technical support provided to Member States
for communicable disease
control in natural disaster and
conflict situations.

Conduct lessons learned studies and disseminate best practices

Evaluations & Lessons
Learning

135 000

Assist in implementation of the Safe Hospitals awareness campaign region-wide.

65 000

100 000

Development of IEC/ advocacy materials and roll-out of special events

155 000

Implement joint activities with WHO Collaborating Centres

35 000

70 000

1 778 750

140 000

1 470 080

30 000

35 000

1 320 080

Support for implementation of cluster approach in countries

Regional Media networks established

Resource Mobilization &
Visibility

Partnerships & Advocacy

Enhance WHO Offices’ and partners’ staff competency on communication in emergencies through appropriate training

Human Resources

Regional Technical Advisory Group on Emergency Preparedness and Response established

Analyses, Policies and
Strategies

Human Resources, Training
and Capacity Building

25 000

Conduct lessons learned studies and disseminate best practices

Evaluations & Lessons
Learning

Sub-Total

Evidence-based research with national institutions established

Partnerships & Advocacy

5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

Human Resources

Human Resources, Training
and Capacity Building

85 000

Guidelines developed for recovery assessment of health sector

Tools, Guidelines & Knowledge Management

US$

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
fs. or planning and implementing in terventions during the
transition and recovery phases
of conflicts and disaster

Activities

Input Category

Expected Results
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Expected Results

18 197 000
6 159 000
24 356 000

Funding
requirements
to be determined.

TOTAL

FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

TOTAL

Country

24 356 000

Voluntary contributions

Regional

3 356 000
21 000 000

Assessed contributions

12 454 010
24 356 000

TOTAL PROGRAMME BUDGET 2008-2009

US$

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS

Activities

Funding gap for core activities in the South-East Asian region as of 1 January 2008: US$4 115 604

Input Category

5.6

WESTERN PACIFIC REGION
Overview

119. Of the six WHO regions, the Western Pacific has the highest number of natural hazard events per year.
The five main issues that WPRO faces are:
•
•
•
•
•

recurring natural hazards and increasing numbers of technological hazards that may cause emergencies that are then exacerbated through lack of preparation;
insufficient emergency preparedness at provincial and community levels, aggravating the impacts of
hazards on health and health services;
Weak capacity of health authorities for emergency management, leading to ineffective or inappropriate emergency support;
lack of collaboration among partner agencies, leading to the inappropriate use of limited resources
and hindering collective efforts;
shortage of reliable public health information on emergencies, making it difficult to measure their
impact, develop sound policies or monitor activities.
Strategic Approaches

120. For Member States:
•
•
•

Build national capacity for emergency preparedness, response and recovery;
Establish effective national coordination mechanisms including timely information sharing for emergency response;
Promote health systems preparedness with a multi-hazard approach, including the use of early warning mechanisms.

121. For WHO:
•
•
•

Build emergency preparedness and response capacity through multi-sectoral, multi-disciplinary and
all-hazard approaches;
Support the establishment and maintenance of rapid response capacity in Member States; lead coordinated action, fill gaps, provide guidance and monitor humanitarian action through health indicators;
Leverage other technical areas in WHO in support of emergency response operations.
Partnerships

122. WPRO works with bilateral, multilateral and other UN agencies at the country and regional level. It
participates in the activities of the IASC Humanitarian Network for Asia Pacific. In October 2007, it
convened a meeting of health partners for the Asia-Pacific to strengthen networking among UN agencies, IFRC/ICRC, NGOs and academic institutions.
Priority Activities
123. Regional level
•
•
•
•
•
•
•

Development of norms and standards;
Capacity building through regional training courses;
Technical support for developing/strengthening preparedness plans and programmes;
Strengthening timely, effective, efficient response to emergencies;
Joint activities with WPRO technical units for emergency preparedness and response;
Strengthening information management systems for emergencies;
Systems approach to health emergency management.
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•

Strengthening of partnerships, coordination and collaboration with other UN agencies, governments,
local and international NGOs, academic institutions and professional associations.

124. Country level
•

As above, at national and sub-national levels.
Institutional Capacity

125. WPRO has one responsible officer in the Emergency and Humanitarian Action unit in the regional office. There is one sub-regional focal point covering the Mekong basin countries and two other national
focal points (Fiji and the Philippines). The regional office taps all the relevant technical units at the
regional office and mobilizes WHO country office staff for emergency events.
126. In 2008-09, WPRO will continue its efforts to strengthen and sustain emergency preparedness and
response capacities within WHO at both regional and country level by expanding its staffing base in
the region and developing, in collaboration with headquarters, training and mentoring programmes to
support staff in the field.
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

140 000

Host 2 Public Health Pre-Deployment courses

240 000
25 000

Procurement and stockpiling of specialist equipment for emergency staff (emergency operation center equipment,
communications equipment etc...) as well as minimum stockpile of Emergency Health Kits
Ensure minimum operational capacity for priority field offices (Cambodia, Viet Nam, Philippines, Mongolia, South
Pacific) and the Regional Office through provision of support to running costs

40 000

100 000

Conduct 6 courses on special topics (risk communication, preparedness planning, MCM/Hospital Preparedness,
logistics management)

Technical visits preparedness and response officer

100 000

Roll-out 4 health cluster training events

Mechanisms, Procedures,
Operations and Platforms

798 000

Human Resources

40 000

4 593 000

75 000

100 000

Human Resources, Training
and Capacity Building

Sub-Total

50 000
240 000

Research activities on state of preparedness and response mechanism

Development and use of advocacy materials on preparedness and response

40 000
140 000

Analyses, Policies and
Strategies

Implement joint activities with WHO Collaborating Centres

Resource Mobilization &
Visibility

Ensure minimum operational capacity for priority field offices (Cambodia, Viet Nam, Philippines, Mongolia, South
Pacific) and the Regional Office through provision of support to running costs

Monitor the implementation of work plans

Regional support to preparedness activities provided to country offices

Provide tailor-made training support through country visits of the training officer

Partnerships & Advocacy

Mechanisms, Procedures,
Operations and Platforms

150 000

3 298 000

Conduct 6 courses on special topics (risk communication, preparedness planning, MCM/Hospital Preparedness,
logistics management)

Human Resources

Human Resources, Training
and Capacity Building

40 000

400 000

Provide support to health information systems that can be used in emergencies

Tools, Guidelines & Knowledge Management

US$
60 000

Deliver 16 national PHEMAP training events

Research activities on state of preparedness and response mechanism

Analyses, Policies and
Strategies

5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Activities

Input Category

Expected Results

Budget 2008-2009 (US$)

WESTERN PACIFIC REGION

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact
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50 000
25 000

Development and roll-out of Regional Communication Plan for Emergencies
Development and use of advocacy materials on preparedness and response

1 171 000

7 434 000
16 722 000

WHO will provide support to Member States for strengthening national preparedness and for establishing alert and
response mechanisms for food-safety and environmental health emergencies. Expert networks will be put in place
to respond to food-safety and environmental public health emergencies. Countries will be supported in the preparation of national plans for preparedness and alert and response activities in respect of chemical, radiological and environmental health emergencies. Countries will achieve a level of preparedness, including stockpiling of necessary
items to ensure prompt response to chemical and radiological emergencies. Focal points will be established for the
International Food Safety Authorities Network and for environmental health emergencies, with these emergencies
benefiting from intersectoral collaboration and assistance.

ACTIVITIES TO BE FUNDED THROUGH CONSOLIDATED APPEALS PROCESS AND OTHER APPEALS
TOTAL PROGRAMME BUDGET 2008-2009

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing alert and response mechanisms for food-safety and environmental health emergencies.

6 445 000

CORE ACTIVITIES TOTAL

1 672 000

0

Sub-Total

WHO will provide coordinated technical support to Member States for communicable disease control in natural
disaster and conflict situations. Comprehensive communicable disease-risk assessments will be conducted and
epidemiological profiles and toolkits will be developed and disseminated to partner agencies in emergency affected
countries.

154 000

50 000

Conduct 6 courses on special topics (risk communication, preparedness planning, MCM/Hospital Preparedness,
logistics management)
Sub-Total

84 000

Human Resources

Human Resources, Training
and Capacity Building

20 000

Research activities on state of preparedness and response mechanism

1 698 000

Analyses, Policies and
Strategies

Sub-Total

40 000

Provide specialized support for communications in support of emergency response activities

Resource Mobilization &
Visibility

100 000

Support to Health Partners Network for Asia-Pacific

Partnerships & Advocacy

US$

Activities

Input Category

5.4 Coordinated technical support provided to Member States
for communicable disease
control in natural disaster and
conflict situations.

5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
for planning and implementing
interventions during the transition and recovery phases of
conflicts and disasters.

Expected Results
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Expected Results

Activities

6 769 000
16 722 000

Funding
requirements to be
determined.

Regional
TOTAL

FLASH APPEALS FOR LARGE-SCALE EMERGENCIES, DISASTERS, CRISES AND CONFLICTS

9 953 000

16 722 000

TOTAL

Country

1 813 000
14 909 000

Voluntary contributions

US$
Assessed contributions

Funding gap for core activities in the Western Pacific region as of 1 January 2008: US$ 4 512 000

Input Category

5.7

HEADQUARTERS AND GLOBAL ACTIVITIES
5.7.1

Emergency preparedness and capacity development (EPC)

Overview

127. Preparedness is a prerequisite for effective emergency response and smooth recovery. EPC will focus on helping Member States build risk reduction and emergency preparedness and response programmes through multisectoral, multidisciplinary and all-hazard approaches. Strengthening national
programmes to manage risks and emergencies calls for updated policies and legislation, appropriate
structures, information, plans and procedures, resources and partnerships. While direct country support
in this area will be provided by the regional offices, headquarters will focus on promotion and advocacy,
building partnerships and networks. It will also focus on the coordination of inter-regional and global
programmes such as the WHO/ISDR global campaign on Safe Hospitals from Disasters, assessment of
world preparedness status, development and standardization of technical guidelines and tools for risk
reduction and emergency preparedness.
128. EPC will harness the wide array of skills available across WHO in order to develop institutional capacity for emergencies in the areas of non-communicable diseases and mental health; nutrition; food safety;
water and sanitation; medicines; violence and injury prevention; mass casualty management; communicable diseases; and maternal, newborn and child health and other health areas identified as core by the
IASC Global Health Cluster.
129. For this purpose several technical platforms have been initiated and will be further developed over the
next biennium through the WHO Mediterranean Center for Vulnerability Reduction (WMC), which is
now an integral part of HAC at headquarters. These platforms are:
•

•

•

•

A training platform for human resources development in the various core areas of work identified by
the Health Cluster. Cost effectiveness, networking with key technical institutions and building partnership to achieve optimal results are the main reasons for establishing such a platform;
Emergency related ‘Knowledge Gateway’ which will be built in collaboration with and for the use
of a wide range of partners as well as for countries at risk of emergencies, disasters and other crises.
This project has been required by a WHA Resolution following the Pakistan earthquake;
Community-based health communication support services to provide develop the methodological
basis, research, training and development of relevant guidelines on health communication in Emergencies;
A Vulnerability and Risk Assessment and Mapping technical facility: It has been initiated through a
funding granted under the IASC Health Cluster. It is being developed in collaboration with several
partners from within and outside the Organization including the VAM project at WFP.
Risk Reduction and Emergency Preparedness

130. In 2008-09, EPC will support Member States in strengthening emergency preparedness and risk reduction programmes through:
•
•

•
•
•
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Translating, disseminating and promoting WHO’s “Six-Year Strategy to Strengthen Country Capacity
of the Health Sector and the Community for Risk Reduction and Emergency Preparedness”;
Technically supporting Member States to develop their national emergency preparedness strategies,
national programmes and national and sub-national plans, through a multisectoral/ all-hazard/ wholehealth approach;
Advocating and promoting the adoption by Member States of the “Optimum Risk Reduction and
Emergency Preparedness Package”;
Promoting the integration of risk reduction and emergency preparedness into the primary health care
and the community level;
Developing and promoting the community package for emergency preparedness and risk reduction;

•

•

•
•
•
•
•

Developing the technical guidelines to manage mass casualty incidence and promoting their use together with the policy guidelines to develop national and sub-national mass casualty management
plans;
Advocating for and promoting the “Hospitals Safe from Disasters” campaign, in partnership with
the ISDR, to strengthen risk reduction efforts at the health facility level; this includes, among other
things, convening a global conference on securing the safety and functionality of hospitals and other
health facilities during emergencies, disasters and other crises;
Establishing, in partnership with UN ISDR and other UN and non-UN partners, a health thematic
platform as an integral part of the UN ISDR Global Risk Reduction Platform;
Documenting, in partnership with renowned technical and academic institutions, best practices in risk
reduction and emergency preparedness through research and studies;
Supporting countries to generate national data on risk reduction and emergency preparedness in relation to health;
Assessing vulnerabilities and analysing health risk in selected high risk countries at the sub-national
level through the implementation of the Vulnerability and Risk Analysis and Mapping project;
Strengthening emergency preparedness and response tools including the development of technical
guidance and software for health logistics management at country and sub-country levels. Partnerships from within WHO (ERO, CPS, ROs, etc.) and with other agencies such as ICRC, WFP and
NGOs will be sought for the implementation of this important project.
Institutional capacity development

131. WHO will continue to develop institutional capacity for its emergency and humanitarian work at all levels of the Organization by building emergency capabilities of relevant technical programmes in WHO.
Drawing on its considerable expertise and experience in nutrition, environmental health, maternal,
newborn and other reproductive health, non-communicable diseases, mental health and nursing, etc.
WHO will develop new or revise existing guidelines, tools and stockpiles for emergency management.
These tools will be made available through training and global knowledge gateways to all partners in
emergency health management. WHO will continue to identify institutions and experts for training and
retaining for rapid deployment, support strengthening of local institutions and capacities as the basis for
emergency response, and coordinate the provision of external support to local emergency response.
132. One of the major activities in this area is the implementation of the Public Health Pre-Deployment and
other related courses. These courses are designed to develop the emergency capacity of WHO, UN and
non-UN staff in the field of emergency readiness and response. They are implemented in partnership
with renowned academic and technical institutions. Trainees who complete the courses successfully
are entered into a roster which makes them deployable to the field at short notice, if and when the need
arises. Four courses are scheduled for the biennium.
133. The headquarters component of the budget incorporates the work plans of both EPC and WMC.
5.7.2

Emergency response and operations (ERO)

Overview

134. In 2008-09, ERO will assist Member States and partner agencies in managing the health aspects of both
sudden- and slow-onset crises and contribute to Strategic Objective 5 by ensuring “Situation analyses
and strategies consolidated; resources, systems, norms and standards developed and applied in countries for effective health response to emergencies associated with natural disasters and to acute conflictrelated crises”.
135. Thus ERO works within HAC for all the concerned levels of WHO to have, and be able to share with
partners, the situational information, the timely alert, the strategic options, the surge operational support, technical knowledge and guidance, the partnerships and the guarantees of coordinated assistance
that are necessary to reduce avoidable mortality and suffering.
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136. While concentrating on providing timely response HAC/ERO also invests efforts in institutional capacity building so that all levels of WHO achieve a ) ever stronger information and alert systems, b) stronger and decentralized capacities for emergency operations, and c)stronger integration and support to
key aspects of the humanitarian reform. All this calls for immediate and sustained investment in people,
goods and overall operational capacity in Geneva, as well as in WHO regional offices, in inter-country
offices/ operational hubs and in a progressively increasing number of WHO country offices.
137. In 2008, HAC/ERO will work at delivering three specific products that cater, respectively, for readiness,
operational platforms and operations proper.
Contextualization and Readiness

138. Global norms and standards will be used to define the needs of the regions, capacities will be built and
technical support provided to Regional Offices for WHO to be ready to give timely response. From
Geneva, HAC/ERO will monitor the situation of higher humanitarian risk, comparing global norms and
standards with regional indicators, prepare contingency plans, conduct fact-finding and support missions to countries, participate in IASC meetings/initiatives.
139. These activities will complement Regional Offices’ work in monitoring, information sharing, support to
mapping and rapid assessments, support to country contingency planning.

Instruments for emergency surge
1. WHO/HAC Emergency Revolving Fund
Predictable and readily accessible funds are critical for prompt emergency response. As a common planning
basis, all global clusters have agreed to prepare for three sudden-onset emergencies per year, with two being
simultaneous. Other assumptions are that in each case assistance would be needed for 500 000 people during
three months, in a context of low human development , with a 65% disruption of local coping and health support capacities.
CERF and other funding mechanisms may not be prompt enough, and Member States request that WHO
establish its own global emergency fund to bridge the delay. As lead agency (and provider of last resort) for
the Global Health Cluster, WHO must be able to ensure at least the following during the first two months of
any major emergency:
• Initial assessments & establishment of emergency presence;
• Performance & outcomes tracking (health, nutrition & mortality);
• Cluster coordination services;
• Essential public health protection & promotion;
• Delivery of basic primary and hospital care:
A minimum of US$ 10 million per year is needed to keep an Emergency Response Fund afloat.
( WHA 59th, Emergency preparedness and response,
Report by the Secretariat, A59/20, 24 May 2006)

Operational platform

140. Global systems for technical and operational support in place, and supporting Regional emergency
readiness. From Geneva, HAC/ERO will develop operational guidance (standard operating procedures,
crisis management handbooks, etc) and support their application as needed; maintain a roster of experts, stockpiles of supplies and equipment, revolving emergency funds as well as the systems for their
prompt and effective mobilization. This will include training, coaching at country level, etc.
141. This will support Regional Offices in developing their own specific operational procedures, organizing training in public health in emergencies, crisis management, humanitarian reform and health cluster, pre-positioning supplies, developing logistic capacities, participating in resource mobilization for
stand-by funds.
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Crisis Management and Operations

142. Effective and timely response will be provided to emergencies/crises at country and inter-country levels. In/from Geneva, when the need arises, HAC/ERO will provide the information and the strategic
options that are needed to activate WHO’s response. This may include activating different technical
departments and the strategic health operations centre, coordinating with partners for joint decision
making, conducting or supporting needs assessments, resource mobilization, allocation and monitoring,
managing and disseminating information, providing support to field activities either directly by mission
of headquarters staff, or by surge deployment of personnel, supplies and funds.

Instruments for emergency surge
2. WHO and the United Nations Humanitarian Response Depots
Through its memorandum of understanding with WFP, during humanitarian response operations WHO’s emergency supplies are given preferential access to WFP-managed UNHRDs, trucks and planes. The five regional
supply stockpiles – in Brindisi, Accra, Dubai, Panama and Malaysia – ensure that emergency medical and
programme support supplies are constantly available, close to those who need them, and ready for immediate
dispatch anywhere in the region.
Building on this memorandum of understanding, WHO will continue to expand its operational platform by
negotiating strategic alliances with an increasing range of other partners. Synergies between WHO and WFP
are being further enhanced by joint logistic training programmes and the integration of a health component
into the logistics cluster response strategy
WHO logisticians provide technical health resources and work to strengthen logistics capacity of the hubs. A
protocol for the release of supplies will be finalized in 2008 and agreed upon with WHO regional offices and
other interested partners. The protocol will serve as the basis for dispatching and replenishing stocks. Extrabudgetary funds are being sought to cover the costs of replenishing medical stockpiles: US$ 10 million. A
further US$ 2 million is sought to cover the costs of regional hub staff.

143. These activities will complement Regional Offices’ deployment of dedicated staff for response and operations, provision of technical backstopping and support to field activities, with special technical focus
on information management, coordination and operational planning with national and international
health partners.
5.7.3

Recovery and Transition Programmes (REC)

Overview

144. In 2008-09 REC will work with Member States, partners and other WHO departments at all levels to
strengthen the health components of recovery operations and activities in order to better address the
health needs of affected populations in countries in transition.
145. REC’s work will focus on countries affected by chronic crises, including those moving from conflict
to peace or from relief to development. Given the multisectoral dimensions of recovery, REC will collaborate and coordinate with other national and international agencies and bodies responsible for other
key sectors of recovery: water and sanitation, education, nutrition, infrastructure, livelihoods and governance. A central part of the department’s work will involve backstopping regional and country offices
and Health Cluster members at country level for the effective implementation of the cluster approach in
chronic emergencies.
146. In 2008-09 REC will provide leadership, coordination and partnerships for advancing the agenda of
health action in recovery and transition in chronic crisis countries. It will develop strategies, norms,
standards, methodologies, tools and guidelines for health recovery actions in post-conflict and postdisaster situations in countries suffering health crises and for health sector development in countries
in transition. It will also be responsible for the formulation and implementation of the health com-
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ponents of Consolidated Appeals and humanitarian action plans in countries with chronic protracted
emergencies.
147. In 2008-2009, REC will work at delivering the following products:
Recovery policies, strategies and analyses

148. REC’s dedicated analysis unit (Global Observatory) will assess and monitor the context, health status
and health system capacity of countries in recovery and transition. This will guide the prioritization of
WHO and other health partners’ interventions and use of resources. Once priority countries and regions
are identified, REC will contribute to carrying out a more detailed situation analysis, identifying major
weaknesses and distortions of the health system therein. Based on this analysis, REC will support partners in developing appropriate policies, strategies and plans for recovery.
149. In order to improve policy/strategy formulation, REC will draw on and document key lessons from
recovery experiences in similar countries. REC will produce a policy paper on the challenges of the
health sector in countries in transition, with special focus on the recovery phase, and possible options
for strategies of health service delivery, as well as a position paper on health and migration.
150. REC will continue to provide technical guidance to and participate in joint UN needs assessments (Post
Conflict Needs Assessment, Post Disaster Needs Assessment, others …).
151. REC will continue to lead the revision of the health section of the IASC Guidelines on HIV in Humanitarian Settings, and will ensure technical and operational assistance for the scaling up of HIV intervention in countries in transition.
152. In 2008-09 REC will focus on innovative approaches to improve policy development and service
delivery strategies in health sector recovery. Exploratory contacts with research institutions based in
countries in transition and international research partners have already been initiated.
Methodologies, guidelines, manuals and tools related to countries in recovery available for capacity
building, knowledge management and training

153. REC will support capacity-building efforts at country level on the health aspects of recovery and will
contribute to the development and publication of relevant guidelines, tools and manuals, including the
analysis of disrupted health sectors. Some of these products will be developed as a contribution to the
Global Health Cluster, such as the Pocketbook for the Implementation of the Health Cluster at Country
Level.
154. In 2008-09 REC will consolidate the training programme on the analysis of disrupted health systems
and conduct new courses, based on the pilot of 2007. Other courses will focus on health recovery strategy formulation and implementation and on the coordination and management of the health cluster in
ongoing crises.
Support Regional and Country Offices in the formulation and implementation of health-related projects for Consolidated Appeals, the under-funded emergencies window of the Central Emergency
Response Fund, transitional appeals and other recovery strategies

155. REC will support countries and regional offices in mobilizing resources for recovery and transition
Around 13 countries/regions are involved in the Consolidated Appeal Process and around 17 are covered by the under-funded window of the Central Emergency Response Fund. Countries affected by
natural disasters will be helped to ensure that various elements of transitional and recovery health needs
are met and that lessons learned and best practices are applied and resources mobilized.
156. Together with other HAC departments, REC will define and consolidate a platform to coordinate the
multiple stakeholders involved in the health recovery process.
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157. REC will continue providing support to advance MOH leadership and will advocate for the involvement of transitional and developmental international financial institutions in the formulation and execution of health strategies in countries in chronic emergencies and transition. REC will continue to build
MOH capacity through HAC and WHO decentralized structure at country level and will foster alliances
to support transitional processes at both global and regional levels.
158. REC will continue to support health interventions that have strategic health system implications. Transition is often prolonged for years during which countries oscillate between development and recurrence of crisis. REC will contribute to directing these health interventions in such a way that they
contribute to health as a bridge for peace.
159. In 2008-2009 REC will intensify support to countries, including missions to country and regional offices. Technical support will continue to more than 30 countries, including daily exchange of information
to support decision making, policy and strategy formulation and contribution to WHO components in
various interagency processes including CAP, CERF, health strategies, briefing materials and resource
mobilization efforts.
160. REC will ensure proper management of country-level projects throughout the project management cycle, including advising and supporting country teams in project formulation; supporting dialogue with
donor partners at country and global levels; monitoring the allotting of funds to action plans; ensuring
conformity to donor agreements, adherence to deadlines, and timely reporting to donors.
161. Health Clusters have been piloted in four chronic emergency/transitional countries with intensive REC
support. In 2008 this pilot will be extended to 12 other countries. In 2009 all countries with a Humanitarian Coordinator will be involved in the cluster approach. REC will support health cluster induction
and assessment missions and work with other HAC entities to finalize the development of health cluster
roll out guidelines. REC will thus contribute to advancing the agenda of harmonization and alignment
in complex emergencies where the regular mechanisms that operate in developmental work are not fully
fledged and those for the crisis phase have come to an end. REC will also promote the incorporation
of international financial institutions, whose role is much more relevant in this phase than during relief
operations and will blend, in much greater degree than during the acute response to an emergency or a
crisis, the increased leadership role of national counterparts, at national and subnational levels.
5.7.4

Core technical areas in Emergency Preparedness and Response
5.7.4.1 Communicable disease control in natural disaster and conflict situations

Overview

162. WHO will provide coordinated technical support to Member States for communicable disease control
in natural disaster and conflict situations. Comprehensive communicable disease-risk assessments will
be conducted and epidemiological profiles and toolkits will be developed and disseminated to partner
agencies in emergency affected countries.
163. Disease-surveillance and early-warning systems will be activated and communicable disease-control
interventions will be implemented in situations involving acute natural disasters or conflicts.
Pandemic Influenza

164. The risk of a world-wide influenza pandemic is at least as great in late 2007 as it was in mid-2005. The
World Health Report 2007 states that there will be an influenza pandemic, sooner or later. Pandemics are global threats to public health with potential detrimental impacts on governance and social and
economic systems and severe humanitarian consequences. These consequences tend to be less well
understood, by relief professionals and public alike, than natural disasters, acts of war or chemical and
nuclear accidents. How should authorities in developing countries best focus their efforts with pandemic preparedness, given often very limited resources and many more immediate competing priorities?
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165. HAC will be working to ensure that governments with minimal capacities or weakened by complex
emergencies will be able to cope in the event of a pandemic. In particular it will assist national authorities to maintain the continuity of essential services, and maximize the capacity of the health sector by
securing a strong field presence with adequately trained staff and increasing network capacity, procurement and maintenance of replenishable critical stocks of operation equipment. It will also provide
technical support for the inclusion of pandemic preparedness in crisis management country plans.
5.7.4.2 Food safety and environmental health in emergencies
Overview

166. WHO will provide support to Member States for strengthening national preparedness and for establishing alert and response mechanisms for food-safety and environmental health emergencies. Expert
networks will be put in place to respond to food-safety and environmental public health emergencies.
167. Countries will be supported in the preparation of national plans for preparedness and alert and response
activities in respect of chemical, radiological and environmental health emergencies. Countries will
achieve a level of preparedness, including stockpiling of necessary items to ensure prompt response to
chemical and radiological emergencies.
168. Focal points will be established for the International Food Safety Authorities Network and for environmental health emergencies, with these emergencies benefiting from intersectoral collaboration and
assistance.
5.7.4.3 Environmental Health
169. Evidence-based assessments will be made and norms and guidance formulated on major environmental
hazards to health. Technical guidance and support will be provided for the implementation of primary
prevention to reduce environmental hazards including in emergency settings and among vulnerable
populations.
170. Technical assistance and support will be provided for planning of preventive interventions, service
delivery and surveillance.
5.7.4.4 Maternal, Newborn, Child and other Reproductive Health and
Gender issues
171. Support will be provided to formulate and implement comprehensive policies, plans and strategies for
providing universal access to effective interventions reducing gender inequality and health inequities
and integrating service delivery across different levels of the health system in emergencies.
172. Guidelines, approaches and tools will be developed to improve maternal care, neonatal survival, child
health and development and adolescent health and development during emergencies.
5.7.4.5 Nutrition
173. Monitoring and surveillance of needs and assessment and evaluation of responses will be carried out in
the area of nutrition and diet-related chronic diseases in emergency situations.
174. Norms and standards will be produced to assess and respond to all forms of malnutrition and foodborne
diseases in emergencies.
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5.8

PARTNERSHIPS AND CROSS-CUTTING ISSUES

175. WHO’s inter-agency partnerships in humanitarian settings with United Nations agencies and NGOs
will continue to expand in 2008-2009.
176. HAC will continue to mainstream humanitarian reform processes in the health sector:
•

Health Cluster. WHO/HAC will continue to proactively lead the Health Cluster at the global and
local level to collectively improve the capacity, predictability, effectiveness and accountability of
health action in crises through a global action plan covering training and rosters, coordination and
management, common health needs assessments and the Health and Nutrition Tracking Service.

•

Strengthening the Humanitarian Coordination System. Strengthening commitment to coordination at the field level by all humanitarian partners is another pillar of the humanitarian reform process.
WHO is part of the inter-agency Humanitarian Coordinators’ Group.

177. HAC will continue to participate in United Nations bodies:
•

ECOSOC. In order to keep health high on the humanitarian agenda, WHO will continue to participate in the Humanitarian Segment of ECOSOC.

•

UNDG. WHO, as a member of the UN Development Group, participates in joint assessments
and planning for recovery and reconstruction conducted by the UN and the World Bank (Sudan,
Somalia).

•

ECHA. WHO will continue to participate in monthly meetings of the UN Committee on the Coordination of Humanitarian Affairs (ECHA) and in the ECHA Core Group. NB: Given WHO has its own
executive body (EB and WHO), it is NOT a member in the strict sense of the word.

178. WHO will continue to form partnerships with NGOs.
•

WHO will strengthen its collaboration with the International Medical Corps in emergency response
and recovery. ICM has been a member of the Global Health Cluster, which is led by WHO, since its
inception in 2005. Of the Cluster’s four main sub-working groups, IMC co-chairs with WHO that on
Coordination and Management and participates in its Training and Capacity Building sub-group.

•

HAC will revise its Memorandum of Understanding with the AMAR Foundation, and International
Charitable Foundation. AMAR is now working extensively on providing primary health care services
and in capacity building in this area in an increasing number of countries.

•

HAC continues to strengthen its excellent relations with the International Federation for Red Cross
and Red Crescent Societies, further operationalizing the Memorandum of Understanding signed
between WHO and the IFRC in 2004.8

•

To further strengthen inter-agency partnerships with humanitarian NGOs, HAC will participate in the
next meeting of the Global Humanitarian Platform (GHP) in July 2008.

179. WHO will continue to participate in the Inter-Agency Standing Committee (IASC), the IASC Working
Group (WG) and IASC Subsidiary Bodies.
•

Ageing. Following a decision by the 69th Inter-Agency Standing Committee Working Group,
HelpAge, WHO will lead a consultative inter-agency process to consolidate and disseminate best
practices for the IASC over the next 18 months.

8 http://www.who.int/hac/network/interagency/news/WHO%20IFRC%20Letter%20of%20Collaboration%20English.pdf.
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•

Contingency Planning. In order to incorporate health dimensions in inter-agency contingency planning and preparedness activities, WHO participates in the work of IASC Sub-Working Group on
Preparedness and Contingency Planning.

•

Disaster Risk Reduction. WHO aims to mainstream disaster management, incorporating a public
health aspect in country resilience to natural hazards and related technological and environmental
disasters. To this end, WHO is part of the IASC Disaster Risk Reduction process in the Context of
Humanitarian Action and interacts with the International Secretariat for Disaster Reduction (ISDR).
HAC also ensures best public health practice in inter-agency disaster assessments. To this end, WHO/
HAC participates in UN Disaster Assessment and Coordination (UNDAC) teams.

•

Gender and Humanitarian Action. WHO will continue to proactively support GWH (Gender and
Women’s Health) which co-chairs the IASC Gender Sub-Working Group.

•

HIV/AIDS. WHO will continue to be proactively involved in the work of the IASC Taskforce on
HIV in Humanitarian Situations. The Taskforce is revising the IASC Guidelines on HIV/AIDS Interventions in Emergency Settings9 including the elaboration of new modules.

•

Human Rights and Humanitarian Action. In order to mainstream a health and human rights approach in humanitarian action, WHO will continue to actively support Ethics, Trade, Human Rights
and Health Law in the context of the IASC Reference Group on Human Rights and Humanitarian
Action.

•

Mental Health and Psychosocial Support in Emergency Settings. WHO will continue to actively
support MER (Mental Health, Evidence and Research) which will co-chair the newly created Reference Group on Mental Health and Psychosocial Support in Emergency Settings. The Reference
Group succeeds the IASC Taskforce on this subject.

•

Safe Access to Fuel and Firewood in Humanitarian Action. In order to draw attention to the negative effects of indoor air pollution, HAC will continue to support Occupational and Environmental
Health (EOH in the context of the IASC Taskforce on Safe Access to Fuel and Firewood in Humanitarian Action.

180. WHO will continue to participate in humanitarian funding initiatives:
•

Good Humanitarian Donorship. In order to improve knowledge about flows of humanitarian funding in the face of a competitive aid environment and designing strategies for a coherent inter-agency
vision and improved intersectoral coordination, HAC will continue to participate in the inter-agency
Contact Group on Good Humanitarian Donorship (GHD), which is a Members States’ initiative to
streamline humanitarian funding.

•

CERF. WHO draws upon the Central Emergency Response Fund (CERF) which gives attention to
the health sector which is the most under-funded sector in humanitarian emergencies. To take the
process forward, WHO will remain actively involved in the inter-agency meetings on the CERF.

•

Consolidated Appeals Process (CAP). To advocate for a balanced view and presentation of health
needs in the Consolidated Appeals Process, WHO provides input to Consolidated Appeals, Common
Humanitarian Action Plans (CHAP) and Flash Appeals. To take the process forward, WHO will continue to participate in the IASC CAP Sub-Working Group.

181. WHO will continue to participate in other inter-agency initiatives:
•

Disarmament, Demobilization and Reintegration. WHO/HAC will continue to be part of the Inter-Agency Working Group on Disarmament, Demobilization and Reintegration (DDR). WHO/HAC

9 http://www.who.int/hac/network/interagency/IASC_Guidlines_HIV_AIDS_in_Emergency_Settings.pdf.
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drafted the health chapter of the United Nations Integrated Disarmament Demobilization and. Reintegration Standards (UN IDDRS). http://www.unddr.org/iddrs/framework.php
•

Early Recovery. WHO is part of the IASC Cluster Working Group on Early Recovery, the UNDGECHA Working Group on Transitions and the UNDG Technical Working Group on Somalia and the
UNDG TWG on Darfur.

•

Information Management. In order to ensure the integration of WHO’s tools for Information Management along the inter-agency life cycle of emergencies, HAC is part of the IASC Information Management Working Group.

•

Logistical support. In order to facilitate quick and efficient response to breaking emergency situations, HAC will continue to strengthen its partnership with WFP in the context of logistics arrangements for health in emergencies. HAC draws upon emergency stocks belonging to WFP, WHO and
the UN Office for the Coordination of Humanitarian Affairs (OCHA) in the UN Humanitarian Response Depot in Brindisi, Italy. WHO/HAC is also part of the UN Joint Logistical Centre (UNJLC)
to facilitate coordinated response activities in emergency settings.

•

Military and Civil Defence Assets (MCDA). Through the Consultative Group on the Use of Military
and Civil Defence Assets, HAC will continue to promote cooperation in countries where resources are
scarce.
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5.1 Norms and standards developed, capacity built and technical support provided to Member
States for the development and
strengthening of national emergency preparedness plans and
programmes.

Expected Results

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

US$

400 000

1 420 000
840 000

Regular assessment of and reporting on the Global status of Risk Reduction & Emergency Preparedness, through
producing a generic survey tool to be produced by the countries and providing technical support for its field testing,
implementation and reporting
Health vulnerabilities are assessed and risks are mapped for selected countries at higher risks of disasters, through
developing the necessary tools, partnerships and implementation of surveys
Strengthening emergency preparedness and response tools including the development of technical guidance and
software for health logistics management at country and sub-country levels

1 225 000
615 000

Establish community-based social mobilization and health communication support service/platform, through developing necessary approaches, tools and methodologies and through partnerships and networking with technical
stakeholders

500 250

Establish a training platform to harmonize and facilitate training activities of health sector partners, through development of curricula and implementation of training courses

Building the emergency and crisis operational capacity of the relevant technical departments and programmes
within WHO at all levels, through development of technical guidelines and tools for emergency management

5 377 750

840 000

Establishing a functional knowledge gateway on health/humanitarian information, through contracting with institutions, provision of technical support, and production and dissemination of the HELID

Human Resources

370 000

The Community Package on Risk Reduction is compiled, produced and disseminated to Communities in Member
States, particularly those at higher risk of emergencies and disasters. This is done through identifying and compiling the material to be used by the communities, and through filling the identified gaps, and advocating for the package

150 000

RR & EP integrated into the PHC approach, through reviewing the available evidence and advocacy

290 000

860 000

Safe, functional and operational hospitals and other health facilities during and after disasters, through the launching of the “Hospitals Safe from Disasters” campaign , production of technical material, advocacy and partnerships

Gaps in norms and standards in RR and EP are identified and filled. Outdated guidelines are revisited and updated.
Health sector is adequately prepared to manage mass casualty incidents, through the production and dissemination
of technical material, and through advocacy

280 000

485 000

Health sectors in Member States have policies, strategies and plans for Risk Reduction & Emergency Preparedness, through the production and dissemination of technical material, and through advocacy

Management, operational and other support to technical projects

Overall Administration / Management of the OWER 5.1

Analyses, Policies and
Strategies

Activities

Input Category

Budget 2008-2009 (US$)

GLOBAL AND HEADQUARTERS ACTIVITIES

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social and economic impact

STRATEGIC OBJECTIVE 5
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5.2 Norms and standards developed, capacity built and technical support provided to Member
States for a timely response to
disasters associated with natural
hazards and to conflict-related
crises.

Expected Results

Contributions from other
WHO departments

Partnerships & Advocacy

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

Analyses, Policies and
Strategies

Overall Administration / Management of the OWER 5.2

Contributions from other
WHO departments

Information management, including dissemination and relevant training

312 000
512 000

Protection of the Human Environment (PHE): Organize and undertake global and regional capacity building
activities including training courses on chemical and EH and radiation emergencies
Nutrition for Health and Development (NHD): Provide technical and policy support through rapid assessment of
nutrition situation and management of severe malnutrition; Provide training of public health nutritionists.

9 394 000

100 000
100 000

Provide direct support to the field (coaching & mentoring)

HAC Core Activities Subtotal

123 000

540 000

Developing and supporting logistic systems and capacities at RO and WRO levels
Coordinate joint activities with IASC partners (e.g. the joint conducting of need assessments, resource mobilization,
monitoring activities, etc.)

730 000

200 000

Development and maintenance of roster of experts

Developing human resources with the appropriate competences and skills , as well as systems for the delivery of
public health humanitarian services and goods

6 921 000

Support capacity growth by technical and operational guidance at regional and country levels
Human Resources

80 000
110 000

Production/ revision/re-packaging of Handbook, SOPs for field use and training purposes

60 000

100 000

Production of technical papers, participation in WHO and IASC meetings and initiatives

160 000

Support to regional offices for contingency planning

170 000

Monitoring of the global situation, for purposes of contingency planning, early warning and early action

Management, operational and other support to technical projects

1 160 000
15 403 000

Core Activities Subtotal

550 000

Making Pregnancy Safer (MPS): Develop standards and guidelines for preparedness, response and recovery for
MNH in emergencies. Build regional and country capacity through technical support; Establish Regional centre for
support in emergencies.
Contributing Departments Activities Subtotal

610 000

14 24 3000

Protection of the Human Environment (PHE): Prepare guidance materials and tools for national chemical, radiation
and water and sanitation emergency event preparedness. Provide guidance on aspects of health care in emergency situations.

HAC (with WMC) Core Activities Subtotal

300 000

170 000

Carry out research, surveys and studies to identify best practices for risk reduction and emergency preparedness

Establish a thematic health platform as an integral part of the UN ISDR Global Disaster Risk Reduction Platform

Evaluations & Lessons
Learning

120 000

Implement joint activities with internationally renowned technical and academic institutions to strengthen Risk
Reduction & Emergency Preparedness programs within the health sectors in Member States

Partnerships & Advocacy

US$

Activities

Input Category
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Analyses, Policies and
Strategies

5.3 Norms and standards developed, capacity built and technical support provided to Member
States for assessing needs and
for planning and implementing
interventions during the transition and recovery phases of
conflicts and disasters.

Mechanisms, Procedures,
Operations and Platforms

Human Resources, Training
and Capacity Building

Tools, Guidelines & Knowledge Management

Input Category

Expected Results

250 000
275 000
100 000
100 000

Support a coordinated project implementation at Regional and Country Office levels
Produce substantive technical and financial reports on implementation of health recovery programs and projects
Participate at country level in needs assessments in NAF, PCNA, PDNA, UNDAF, and other joint UN processes,
with OCHA, UNDP-BCPR and other partners

150 000

Assist regional offices and country teams in the development of their training and capacity building programs
Assist countries and regions in the planning of health recovery operations in countries in transition

100 000

7 267 250

Training of trainer events conducted on the different aspects of health recovery such as: analysis of disrupted health
services, health recovery strategy formulation and implementation, coordination and management of health cluster
in on-going emergencies

Human Resources

100 000

150 000

Provide technical support to country and regional offices and member states for mainstreaming HIV related activities and projects in the humanitarian response

Develop, field test and promote generic guidelines for Health Cluster leaders and implementing partners on recovery and transition issues

75 000

Strengthen evidence base on health recovery through operational research for improved policies and decision making

150 000

80 000

Provide inputs in the development of methodologies for needs assessment, CAP/CHAP, NAF, PCNA, PDNA, UNDAF and other joint UN processes with OCHA, UNDP-BCPR and other partners

100 000

80 000

Produce WHO position paper on health and migration based on EB request

Make available the “manual for analysing disrupted health sectors”

80 000

Produce policy paper on the challenges of the health sector in countries in transition with special focus on the
recovery phase, and possible options for strategies of health service delivery

Develop guidelines for the preparation of master plans for health sector recovery

300 000

Develop and maintain a global observatory to analyse health sector developments, health recovery operations,
health status and health systems, and relevant documents for countries in transition

11 881 000

530 000

Making Pregnancy Safer (MPS): Develop norms and standards for assessment, intervention and monitoring/
evaluation in emergencies; build regional and national capacity through technical support

Core Activities Subtotal

369 000

Gender, Women and Health (GWH): Provide technical support and guidance to countries on integrating gender and
gender based violence into health response to disasters

2 487 000

300 000

Child and Adolescent Health and Development (CAH): Review and revise clinical guidelines and training materials
on assessment and management of children in emergencies

Contributing Departments Activities Subtotal

464 000

US$

Mental Health and Substance Abuse (MSD): Develop manual for field staff; Develop guide for general health workers in emergencies

Activities
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Expected Results

Coordination of the preparation and distribution of the HAC annual reports (2007 and 2008)

Contributions from other
WHO departments

Evaluations & Lessons
Learning

25 000

200 000

76 400

Medicines, Policy and Standards (PSM): Interagency consensus and global guidance on medicine donations and
emergency medical supplies in emergencies developed, and its use by national and international organizations
promoted and supported.
Gender, Women and Health (GWH): WHO’S work in transition and recovery phases of conflicts and Disasters supported to integrate gender analysis and actions into norms and standards, situation analysis and policies.

11 674 000

300 000

Nutrition for Health and Development (NHD):Nutrition situation consolidated and nutrition policy/programmes
formulated for planning and implementing interventions during the transition and recovery phases of conflicts and
disasters and chronic protracted emergencies based on developed norms and standards in nutrition.

Core Activities Subtotal

300 000

Child and Adolescent Health and Development (CAH): Standards and tools developed and capacity built on a
comprehensive psychosocial and nutritional support of affected children during the transition and recovery phases
of conflicts and disasters.

1 915 000

575 000

Making Pregnancy Safer (MPS) : Norms and standards developed, capacity built and technical support provided
to Member States for assessing needs and for planning and implementing interventions to deliver quality services
to all pregnant women through childbirth, postpartum/postnatal periods and the newborns during the transition and
recovery phases of conflicts and disasters.

Contributing Departments Activities Subtotal

463 600

Mental Health and Substance Abuse (MSD): Support countries in developing post-emergency mental health care .

9 759 000

Track, analyse, and evaluate the performance of the headquarters HAC cluster
HAC Core Activities Subtotal

37 500

198 000

2 500

12 500

1 250

Organize/carry out Strategic Planning, leadership, policy, monitoring and evaluation activities as well as joint review
missions

Support the incorporation and update of health-related inputs within the CAPs and transitional action plans, as well
as the formulation of CERF and other bilateral projects

Develop and disseminate fundraising material including preparation of CAP compendia, country fact sheets and
others; contribute to inter-agency fund-raising events

Maintain/strengthen relationships with existing donors & engage new donors through visits to capitals, joint reviews;
organize a HAC Forum each year and other fund-raising events as relevant

Develop, update and implement a resource mobilization strategy in close collaboration with donors, ROs, COs &
other WHO depts.

100 000

5 000
5 000

Develop key advocacy messages in collaboration with HAC Depts.

Support the health cluster roll-out and sectoral co-ordination in countries in transition

3 750

Foster awareness of and support for WHO work in crises through management of inter-agency related information,
e.g. through managing HAC inter-agency web pages and the HAC inter-agency share point

Resource Mobilization &
Visibility

11 250

Hold two Global Health Cluster partnership meetings per year

Partnerships & Advocacy

US$

Activities

Input Category
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30 750

Develop key advocacy messages in collaboration with HAC Depts.

629 600
9 168 000
41 934 400

CORE ACTIVITIES TOTAL (HAC & WMC)

Gender, Women and Health (GWH): WHO’s leadership role represented in partnerships on gender and genderbased violence in emergencies, disasters, crises and conflicts

Core Activities Subtotal

120 600

Protection of the Human Environment (PHE): Establish and maintain interagency coordination mechanisms and
working groups for EH emergencies

Contributing Departments Activities Subtotal

509 000

8,538,400

25 000

137 500

Contributions from other
WHO departments

Track, analyse, and evaluate the performance of the headquarters HAC cluster

Organize/carry out Strategic Planning, leadership, policy, monitoring and evaluation activities as well as joint review
missions

100 000

2 500

HAC Core Activities Subtotal

Evaluations & Lessons
Learning

Prepare a resource mobilization training package for use in briefing and training events with RO and CO staff dealing with resource mobilization

Develop and disseminate fundraising material including preparation of CAP compendia, country fact sheets and
others; contribute to inter-agency fund-raising events

112 500

Maintain/strengthen relationships with existing donors & engage new donors through visits to capitals, joint reviews;
organize a HAC Forum each year and other fund-raising events as relevant

5 000
21 250

Develop, update and implement a resource mobilization strategy in close collaboration with donors, ROs, COs &
other WHO depts.

Coordination of the preparation and distribution of the HAC annual reports (2007 and 2008)

23 750

Foster awareness of and support for WHO work in crises through management of inter-agency related information,
e.g. through managing HAC inter-agency web pages and the HAC inter-agency share point

Resource Mobilization &
Visibility

49 250

Hold two Global Health Cluster partnership meetings per year

Partnerships & Advocacy

30 000

Establishment of database of experts and linking to existing databases

Mechanisms, Procedures,
Operations and Platforms

7 720 900

Human Resources

30 000

Human Resources, Training
and Capacity Building

50 000

100 000

Preparation and circulation of HAC Highlights, monthly summaries and situation reports as well as maintenance of
HAC web site

Peer review, field test, finalize and promote Health Cluster guidance and tools

Tools, Guidelines & Knowledge Management

100 000

US$

Develop and maintain Health Cluster website

Consultation (face -to-face event) with external public health experts, WHO technical departments and other
stakeholders to discuss gaps in technical knowledge and tools and to draft the objectives, method of work and assessment of a network of public health experts who could work with WHO to address public health issues related to
WHO’s work in emergencies

Analyses, Policies and
Strategies

5.6 Effective communications
issued, partnerships formed
and coordination developed
with other organizations in
the UN system, governments,
NGOs, academic institutions
and professional associations at
the country regional and global
levels.

Activities

Input Category

Expected Results
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54 707 000

WHO will provide support to Member States for strengthening national preparedness and for establishing alert and
response mechanisms for food-safety and environmental health emergencies. Expert networks will be put in place
to respond to food-safety and environmental public health emergencies. Countries will be supported in the preparation of national plans for preparedness and alert and response activities in respect of chemical, radiological and environmental health emergencies. Countries will achieve a level of preparedness, including stockpiling of necessary
items to ensure prompt response to chemical and radiological emergencies. Focal points will be established for the
International Food Safety Authorities Network and for environmental health emergencies, with these emergencies
benefiting from intersectoral collaboration and assistance.
TOTAL PROGRAMME BUDGET 2008-2009 CORE ACTIVITIES

Protection of the Human
Environment (PHE): Food
Safety, Zoonoses and Foodborne Diseases (FOS)

5.5 Support provided to Member
States for strengthening national
preparedness ad for reestablishing alert and response mechanisms for food-safety and environmental health emergencies.

3 000 000
2 600 000

Pandemic influenza

Health and Nutrition Tracking Service

Funding gap for global and headquarters core activities as of 1 January 2008: US$ 44 607 000
of which US$12.8 million are for activities to be carried out by other headquarters departments

NOTES: 1) Indicates merged funds for EPC (Policy/Strategy/Planning) for emergency preparedness and capacity development and WMC (support platforms for implementation); 2) Funding made available in acute event situations to launch WHO response; 3) Funding required to maintain stock piles in Response Depots; 4) Additional funding proposed by OCHA & CDS to build pandemic preparedness in regions; 5) HNTS is a partnership, located at WHO and directed by a steering committee of 14 UN and other organizations.

Partnerships

Expectations of additional funding required across regions in response to emergency events

12 000 000

TOTAL

United Nations Humanitarian Response Depots

54 707 000

Voluntary contributions

10 000 000

3 222 000
51 485 000

Assessed contributions

4 434 000

WHO Emergency Revolving Fund

Funding mechanisms and resources for emergency surge requirements

2 147 000

WHO will provide coordinated technical support to Member States for communicable disease control in natural
disaster and conflict situations. Comprehensive communicable disease-risk assessments will be conducted and
epidemiological profiles and toolkits will be developed and disseminated to partner agencies in emergency affected
countries.

DCE/NTD

CORE ACTIVITIES TOTAL (5.1,5.2,5.3,5.6)

5.4 Coordinated technical support provided to Member States
for communicable disease
control in natural disaster and
conflict situations.

6 191 600
48 126 000

CORE ACTIVITIES TOTAL (Contributing Departments)

US$

Activities

Input Category

Expected Results
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Annex 1 – Compendium of CAP and Other
Appeals: Health 2008*
Central African Republic
Health Sector Needs Assessment

Population displacement and insecurity is taking its toll on the public health situation in the Central African
Republic. Increasing numbers of displaced people are living in extremely precarious conditions – often in
the bush – exposed to epidemic-prone diseases like shigellosis, measles, malaria, meningitis, salmonellas,
cholera, trypanosomiasis,1 yellow fever and poliomyelitis. Insecurity is also an obstacle to an efficient humanitarian response in the health sector. Indeed, many health centres in the north are not working because
the medical workers have themselves fled the area.
Maternal and infant health is threatened by poor control of communicable diseases, insecurity and the lack
of comprehensive maternal health programmes. One in ten children suffers from acute malnutrition, four in
ten children from retarded growth due to chronic malnutrition.2 Under-five mortality is at 176 deaths/1000
live births and infant mortality at 106 deaths/1000 live births.3 There is one physician for every 12 500 people
and only 908 nurses and 705 midwives in the whole country (2004). Skilled personnel attend less than one
in two births, and only 14% of births among the poorest 20% of the population. All these factors contribute
to the maternal mortality rate, which at 1355 deaths per 100 000 live births is the highest in Africa and one
of the highest in the world.
The HIV prevalence rate among the adult population is 6.2%, the ninth
highest worldwide.4 Around 24 000 people die each year from AIDS,
150 000 people are infected, and over 140 000 children have lost one
or both parents because of the disease. Among youths between 20 and
24 years, the prevalence rate among women is more than six times as
high as the rate for men (7.8% versus 1.2%). Some conflict-affected
prefectures such as Bamingui-Bangoran (10.7%) and Nana-Gribizi
(8.4%) have higher prevalence rates than the national average.5
The problem of under-staffing and under-equipment is acute across
the whole health sector. For example, in 2004, there were only 13
dentists and 17 pharmacists in the country for a population of four
million people.6

Quick Health Facts
• 76% of population live more than
10km from the nearest health centre
• Life expectancy fell from 49 years in
1988 to 43 in 2003
• Only 44% of births are assisted
• Prevalence of contraceptives is 6.9%
• One of the highest maternal mortality
rates in the world rate at 1355/100
000 live births
• Under five mortality is 176/1000 live
births, with malaria, diarrhoea, HIV/
AIDS and malnutrition as the main
causes of death
• Infant mortality is 106/1000 live
births
• 1.5% of the GDP is spent on public
health

Malaria remains the leading cause of morbidity (40% of consultations) and mortality (13.8% of deaths) particularly during the rainy
Source: CAR Govt. Briefing Paper on Health,
(www.car-conference.net), UNFPA (2007),
season between May and October. The Central African Republic sufHDR (2006).
fers from a resurgence of meningitis almost every year. Since January
2007, 283 cases and 74 deaths of meningitis-related illnesses have
been reported. Diarrhoeal diseases are widespread in the northern regions, especially during the rainy season (which often involves floods in urban centres). Since January 2007,
736 cases of bacillary dysentery with five deaths have been reported.
The national vaccination coverage rate reached a record level of 84.6% for DTP3 but insecurity and displacement has made it increasingly difficult to reach people, and impossible to maintain such a high level. The
national coverage rate is now estimated at 75.45%.7
* For the most up to date information on the WHO Compendium of CAP and Other Appeals: Health 2008, please see www.who.int/hac/donorinfo/cap/cap2008/en/index.html
1 Sleeping sickness.
2 MICS-3 (2007).
3 MICS-3 (2007).
4 MICS-3 study, Central African Government and various UN agencies (2007).
5 MICS-3 (2007).
6 WHO Statistical Information System (www.who.int/countries/caf/en, 2007).
7 As of October 2007.
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Health Sector Priorities for 2008

A national hospital plan for disaster preparedness and an emergency preparedness plan will be implemented
for an effective and coordinated tracking and response to disasters, epidemics, and public health emergencies.
After a common assessment and analysis, the humanitarian agencies have agreed to the following priorities
for 2008:
•
•
•
•
•
•
•

•

•

Ensure access to basic health care (including maternal and infant care), HIV/AIDS and gender-based
violence prevention and treatment, and psychosocial care;
Coordinate health stakeholders and field assessments to ensure that priorities are met;
Ensure data collection and tracking of public health events by elaborating an emergency preparedness
and response plan for epidemic outbreak control, disaster management and response to emergencies;
Rehabilitate the health system and local capacity building in conflict areas;
Increase access to adequate health services by strengthening the health system capacity to prepare for
and respond to public health emergencies in conflict areas and in Bangui
Improve the management of obstetrical and neonatal emergency care in the areas most affected by
conflict
Improve the health and nutritional status of children under five, pregnant women, survivors of genderbased violence, and other vulnerable groups by providing a package of essential services in line with
defined policies and standards;
Scale up the fight against sexually transmitted infections and HIV/AIDS, including the provision
of psychosocial support to vulnerable and at-risk-populations in conflict areas (survivors of sexual
violence, people living with HIV/AIDS, internally displaced people, refugees, adolescents, pregnant
women and men and women in uniform).
Strengthen and decentralize health coordination mechanisms.
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles
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Requested
funds *

Implementing partners

Prevention of STI/HIV/AIDS among adolescent and youths in
conflict-affected zones CAF-08/H12

158 895

MoH, MFASSN, MJSAC, Assomesca, COOPI, IMC, AMI, IRC,
ACABEF, IMC, Caritas

Strengthening emergency obstetric and neonatal care in conflictaffected zones CAF-08/H13

812 130

MoH, MFASN, ACABEF, AMI, Assomesca, IMC, IRC, Merlin

Strengthening prevention of and medical, psychosocial and community-based responses to GBV among people affected by conflict
CAF-08/H14

388 410

MoH, CIFAD, MFASN, IRC, Merlin, AMI, ACABEF, CAM, NRC,
ACF, GBV associations

STI/HIV/AIDS prevention and provision of safe blood for transfusion
in most conflict-affected prefectures CAF-08/H15

635 580

MoH, international and national
NGOs

Strengthening the integrated Disease Surveillance System for better support to the International Health Regulation in CAR
CAF-08/H16

941 600

MoH, Institut Pasteur

Supporting the health cluster to better coordinate health activities
during emergency situations CAF-08/H17

579 150

MoH, OCHA, UNDP, International
NGOs, local NGOs

Decentralize prevention and preparation activities for a prompt
response to disaster and crises CAF-08/H18

794 475

MoH, MFAS, NGOs

Post-traumatic stress disorder and substance abuse management
in conflict-affected prefectures CAF-08/H19

553 190

MoH, international and national
NGOs

Prevention and management of childhood illnesses in the conflictaffected areas CAF-08/H20

823 900

MoH, ACF, AMI, Assomesca,
IMC, IPHD, IRC, Merlin

Control of EPI preventable epidemics CAF-08/H21

823 900

MoH, Assomesca, COOPI, MSFSpain/Belgium/Holland/France,
AMI, IMC, IRC, Merlin

Project titles

Requested
funds *

Implementing partners

Prevention of malnutrition among children under five and women in
CAR CAF-08/H22

123 585

FRC, IPHD, IMC, MoH

Nutrition assessment and surveys in highly vulnerable areas
CAF-08/H23

211 860

MoH, ACF, IMC

Treatment of severe acute malnutrition among children under five in
CAR CAF-08/H24

111 780

MoH, ACF, IMC, MSF/H, CRF, Foyer
de charité, NSB

* Amounts given in US dollars.

Total Funds requested: US$ 6 958 455

Chad
Health Sector Needs Assessment

The humanitarian situation in Chad has not improved in 2007. Ongoing insecurity in Darfur and the north of
the Central African Republic, continued internal instability and ethnic tensions have all combined to step up
humanitarian needs. Chad now hosts over 239 700 Sudanese refugees in the east and 45 300 refugees from
the Central African Republic in the south. Additionally, growing insecurity within the country increased the
number of displaced Chadians from 60 000 in July 2006 to 173 000 in August 2007. A further 700 000 people
in host communities are affected. The lack of security combined with the scale of need has severely limited
access to primary health care for all.
The health sector remains under-funded and the national health network cannot meet fully the needs of the
population. Most health facilities are under-equipped and under-staffed. Human resources are inadequate
in terms of quantity, quality and distribution. Countrywide, there is approximately one doctor per 27 680
persons, one midwife per 9074 women of reproductive age and one nurse per 6453 persons. Some categories,
such as anaesthesiologists and radiologists, are in acute shortage.
Under-five mortality is 208/1000 live births (UNICEF 2005) and life expectancy 43.7 (UNDP 2006). The
prevalence of chronic malnutrition is estimated at 36.9 % (UNICEF 2007). Vaccine coverage has declined,
with some 17 500 infants dying in 2007 due to vaccine-preventable diseases.
At camp level, medical assistance provided by humanitarian organizations has increased access for many
highly vulnerable people, and some improvement in health and nutritional indicators has been achieved.
Some epidemics have occurred due to the absence of the Early Warning Health System in some camps. However, some of the known cases of morbidity and mortality are due to direct or indirect negative behaviours,
traditional practices and beliefs. This includes cases of sexual violence, practices of female genital mutilation, the weak rate of family planning, reduced rates of breast-feeding and the taboo-attitude surrounding discussion and practice of HIV/AIDS prevention. Because of the high prevalence of HIV/AIDS in the southern
part of the country, special emphasis was given to prevention and control of the disease.
Despite efforts, refugees, displaced people and local populations in southern Chad do not benefit from the priority programmes taking place in eastern Chad, such as mental health and psychosocial support or HIV/AIDS
and malaria intervention in emergency settings. Access to health care and disease and nutritional surveillance
are lacking and the coordination of health interventions is insufficient.
Health Sector Priorities for 2008

The health sector partners’ response aims at improving access to primary health care for refugees, displaced
people and local populations. Priorities include epidemiological and nutritional surveillance, early warning
and response systems, mental health, psychosocial support and HIV/AIDS:
•

Reinforce the minimum and supplementary package of activities for the refugee, displaced and host
populations;
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•
•
•

Strengthen public health structures’ capacity for early warning, surveillance and monitoring of epidemics and their containment;
Reinforce the capacity of emergency sanitation infrastructure;
Ensuring implementation of contingency plans.
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Nutritional monitoring towards reducing morbidity and mortality
CHD-08/H03

208 650

Implementing partners
MoH, UNICEF, UNHCR, WFP,
WHO, health NGOs

Reinforcement of the health cluster in Chad CHD-08/H027

760 342

Health cluster in Chad

Reinforcement of emergency health response in eastern and southern Chad CHD-08/H28

394 295

MoH, WHO, Health NGOs, Red
Cross

Improve access to primary health care for IDP and host populations
in eastern ChadcCHD-08/H29

476 685

MoH, WHO, health NGOs

Reinforcement of emergency HIV health action in the eastern and
southern Chad CHD-08/H30

2 546 000

MoH/PNLS, WHO, UNAIDS,
HCR, UNICEF, IPPF, ASBEF,
ATHAS, IPPF, IMC, HIAS, HIV
NGOs and associations

* Amounts given in US dollars.

Total funds requested: US$ 4 385 972

Côte d’Ivoire
Health Sector Needs Assessment

With the progressive return of the central administration in the central, northern and western zones formerly
controlled by the Forces Nouvelles, 80% of the health facilities are functioning again while 60% of the health
staff has returned to work.
According to the 2005 AIDS indicator survey, HIV/AIDS prevalence among the general population is 4.7%,
making Côte d’Ivoire one of the most affected countries in Western Africa. The overall weakness of the
health system has reduced the ability of persons living with HIV to access adequate care such as anti-retroviral (ARVs) treatment. There are still serious problems with regard to the availability of ARVs in the centre,
north and the west regions. Similarly, the absence of incinerators in hospitals and the lack of activities on the
prevention of HIV in medical settings are two other neglected areas.
Yellow fever, cholera and meningitis epidemics have been registered. As a result of responses by humanitarian partners and NGOs, the outbreaks remained geographically contained. Malaria continues to be the primary cause of death, especially for children under five. At 600/100 000 live births, maternal mortality remains
high despite the Government’s and humanitarian partners’ efforts to reinforce maternity care structures.
Health Sector Priorities for 2008

The health sector partners are focusing on addressing the weaknesses of the health services. These include
the lack of an effective health information system, the absence of local responses to disease outbreaks and
the lagging development of health personnel. This combination of factors has resulted in limitations with the
delivery of public health services. Accordingly, priorities for 2008 include:
•
•
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Improve the availability and access to medical treatment for affected populations;
Reinforce the surveillance of the nutrition level of affected populations, in particular for children
under five;

•
•
•

Reinforce the surveillance of illnesses and potential epidemics;
Ensure the establishment of voluntary HIV testing centres, the availability of HIV tests and anti-retroviral treatments in the central, northern and western zones;
Ensure the training of medical staff on the use of post exposure prophylaxis kits.
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Reinforce a coordinated minimum health care package delivery,
disease trends monitoring and outbreak control among IDPs and
host communities in western Côte d’Ivoire CIV-08/H03

1 177 000

Implementing partners
MoH, UNICEF, UNFPA, NGOs

* Amounts given in US dollars.

Total funds requested: US$ 1 177 000

Democratic Republic of the Congo
Health Sector Needs Assessment

The Democratic Republic of the Congo has one of the highest maternal and infant mortality rates in the world
at 1289/100 000 live births (UNFPA estimates for 2007) and 213/1000 live births respectively. Maternal
mortality in the east is estimated at the double the average of sub-Saharan Africa. The majority of these
deaths are caused by preventable diseases, including respiratory infections, malaria, diarrhoea, acute infections and measles, made worse by malnutrition. Malaria accounts for about 45% of infant mortality.
Dilapidated health structures are the main reason behind these
rates: trained personnel is in short supply and rarely paid; medical
supplies and essential drugs are scarce; medical equipment is almost non-existent and the general health infrastructure is in decay.
Most state hospitals are operating under a system of self-financing,
requiring patients to pay for treatment and medicine, further limiting access to government health care for the poorest segment of
the population. Overall, the rate of use of public health services is
approximately 22%. Besides government-run services, most providers are faith-based or other non-governmental organizations.

Health Cluster Factors for
Targeting Health Zones
a. Lack of medical intervention capacity
b. Weak vaccine coverage of diphtheriatetanus-whooping cough (DPT3 < 50%)
c. Intra hospital maternal mortality > 1%
d. Infant mortality > than 2 per 10 000 per
day
e. Rate of total malnutrition acute > 10%
f. High HIV prevalence > 4.5% (national
average)
g. Rate of Antenatal care < 50%

In assessing humanitarian needs, the Plan of Action for the Democratic Republic of the Congo identifies thresholds for interventions. These were established by considering the morbidity and mortality of various indicators in accordance
with the international standards. However, further consideration has been given by taking into account the
fact that up-to-date health statistics are not readily available. Therefore, the Health Cluster has proposed
three indicators to be used as thresholds for initiating intervention in this setting: (1) health zones affected
by epidemic catastrophes exceeding local capacity of intervention, (2) health zones newly accessible, with at
least two of the factors listed in the box opposite and (3) health zones with weak medical coverage (less than
50%), with at least two of the factors listed in the box opposite.
The Health Cluster has identified 159 health zones out of the existing 515 as emergency health zones, or
about a third. These zones are scattered through all 11 provinces, but particularly in Orientale, Equateur and
Katanga. More than 20.5 million people are concerned, or a third of the country’s population. The zones
most affected by epidemic catastrophes are found in Equateur, Maniema as well as North and South Kivu.
Most of the zones newly accessible are in Equateur and Orientale, while those with the weakest coverage are
in Katanga, followed by Equateur and Orientale.
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The public health system is in need of continued external assistance. Donor support focuses on access to
effective primary health care services including obstetric care. There is a well established health sector donor coordination mechanism (Groupe inter-bailleurs de santé or GIBS) which also contributes to the policy
discussions and deals with recovery and transition of the health sector.
Health Sector Priorities for 2008

Various interventions from the 2008 Common Strategy intend to reduce preventable morbidity and mortality arising from malnutrition and preventable communicable diseases and pregnancy-related complications.
There has been a return of sleeping sickness in some areas where the disease was eradicated in the 1960s.
Ebola and Marburg hemorrhagic fevers are also a concern.
Cluster mechanisms established since 2006 have been extended across the provinces. The National health
cluster created a work plan for 2007 and agreed on common strategy for 2008. Priorities within the common
strategy for 2008 include:
•
•
•
•
•
•

Control epidemic including cholera , measles, whooping cough and meningitis;
Continue to improve immunization coverage and support polio eradication;
Reduce mortality and morbidity related to severe malnutrition;
Prevent severe malnutrition among the vulnerable population;
Ensure appropriate health care to vulnerable groups;
Respond to identified health needs re-integration of returnees.
Funds Requested for the Health Sector

The total Humanitarian Action Plan for the Democratic Republic of the Congo will request US$ 576 million
of which US$ 92 297 267 will be dedicated to the health sector.
A the time of writing, the Humanitarian Action Plan for the Democratic Republic of the Congo 2008 is not
finalized, therefore funding requirements will be communicated separately.
WHO interventions are complementary to those planned by other UN agencies and non-governmental organizations within the Health Cluster. All WHO planned actions aim at supporting the Ministry of Health and
other health partners.

Nepal
Health Sector Needs Assessment

Despite the international assistance received through previous CAP processes, the protracted armed conflict
and frequent natural disasters have increased the magnitude of health needs while decreasing the capacity of
the health system to deliver essential services. The health sector still needs assistance in terms of humanitarian aid to meet some of the basic needs of people living in geographically remote areas, conflict affected
communities or natural disaster-prone districts.
Although there has been some improvement in terms of emergency response during the last two years, assessments conducted by WHO on hospital preparedness (WHO 2006) and the capacity of the surveillance system
(WHO 2007) have shown that health facilities lack sufficient skilled personnel, equipment or essential drugs.
This year, gaps were identified during the response to the monsoon floods and an outbreak of diarrhoeal
diseases. Slow and ad hoc responses during such crisis situations contribute to increasing avoidable morbidity and mortality. While a long-term surveillance system has been planned for the avian influenza project,
its implementation is yet to begin. In addition to this proposed effort, post-disaster surveillance and needs
assessment require further training and capacity building of the reporting staff as identified during the study
conducted jointly by WHO and the Department of Epidemiology and Disease Control Division (2007). The
present gaps in the surveillance system preclude the timely detection of disease outbreaks; almost 300 cases
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of cholera were confirmed in 2007. Despite the long-term interventions in the safe motherhood programmes,
immediate assistance is required for drugs and equipment to ensure maternal and neonatal healthcare indicators reach an acceptable level.
The new dimensions of the conflict and civil unrest indicate the necessity to increase emergency health preparedness and response capacity. Recent episodes of communal violence and displacement have also shown
important gaps in the provision of psychosocial care. There is virtually no referral system and counselling
capacity for trauma cases.
Additionally, many districts in the lowlands have become increasingly vulnerable to flooding and therefore
to risks of water- and vector-borne diseases. Outbreaks of malaria in a number of areas require increased
prevention and control measures. An improved epidemiological surveillance system remains to be put in
place.
Given the large number of health stakeholders present in the country and the range of health issues, an international health agency like WHO is essential to coordinate the emergency health response and bridge the gap
between development and humanitarian actors so that duplication of activities is minimized and interventions
are scaled up throughout the country.
Health Sector Priorities for 2008

WHO will support the Ministry of Health and Population and partners in responding to emergency health
needs (and thereby reduce avoidable mortality and preventable morbidity), in delivering quality health services to crisis-affected people and in preventing and control outbreaks of communicable disease. For 2008,
WHO’s humanitarian health priorities include:
•
•
•
•
•
•

Improve access to and quality of curative and preventive health services for vulnerable populations;
Provide and pre-position essential medicines in the peripheral health care facilities;
Intensify the post-disaster disease surveillance and reporting system to ensure rapid response to disease outbreaks;
Provide essential drugs and equipment to improve maternal and child health care services and reduce
avoidable mortality;
Strengthen Emergency Preparedness and Response Capacity in health staff at the field level;
Conduct psychosocial interventions for conflict-affected communities.
WHO Projects for the CHAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
At the time of writing, the Consolidated Humanitarian Action Plan for Nepal 2008 was not finalized. The two
projects presented here show the WHO’s priority areas of work for 2008.
Project titles

Requested
funds *

Implementing partners

Post-conflict psychosocial support and services for vulnerable
populations

225 396

Trans-cultural Psychosocial
Organization Nepal

Health Interventions in Crisis (HIC)

741 875

MoHP, Nepal Red Cross Society

* Amounts given in US dollars.

Total funds requested: US$ 967 271
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occupied Palestinian territory
Health Sector Needs Assessment

Political, geographical and institutional fragmentation during 2007 has led to a further deterioration of security in the West Bank and Gaza Strip. Access to health services in the occupied Palestinian territory is
increasingly affected by restrictions on the movement of people and goods. Few residents are permitted to
exit Gaza, even in the case of medical emergencies. Only limited commercial and humanitarian supplies
can enter. Dependency on the United Nations Relief and Works Agency for Palestine Refugees in the Near
East (UNWRA), WFP and other UN agencies now stands at 80% and will increase as border restrictions are
intensified.
Border closures, strikes and deteriorating economic conditions are impeding the Ministry of Health’s effectiveness to respond to pressing health needs. All hospitals have reduced services, most frequently due to a
lack of medical supplies, spare parts and adequate maintenance of medical equipment because of the Palestinian Authority’s financial crisis. With healthcare quality deteriorating and mental health symptoms on the
rise, the main issues identified are:
1. Access to medical care, in particular pre-natal medical care, is compromised.
2. The reduction of services affects diagnostic services and vital specialized treatment, such as kidney
dialysis.
3. Shortages of essential drugs and other medical supplies are recurrent, mainly in Gaza.
4. Border closures and restrictions impede the referral of patients in need of secondary and tertiary health
services unavailable in the Gaza Strip – close to 6000 people were referred for treatment in Egypt and
Jordan as well as in the West Bank, East Jerusalem and Israel between January and September 2007.
5. According to surveys, 86% of the population report sleeping problems, 77% deteriorating family
relations, 72% increased tension among children,1 and 55% feel insecure.2 Almost half seriously fear
losing their home, losing their land ( 46.1%) and being displaced or uprooted (44.5%).3
6. Micronutrient deficiencies are the main nutritional problems: according to UNRWA, iron deficiency
anaemia affects 57.5% of children under three in the Gaza Strip and 37.1% in the West Bank, and
44.9% of pregnant women in the Gaza Strip and 31.1% in the West Bank.
7. The procurement and funding of drugs for 2008 are not secured.
Health Sector Priorities for 2008

The Ministry of Health’s facilities provide more than 60% of health services and most public health programmes. The weaknesses of the Ministry of Health, around which all other health actors revolve, threatens
the entire Palestinian health system. Maintaining its integrity and functionality, by assisting the Ministry of
Health to ensure access to health care for all and by coordinating partners’ support, is therefore a priority.
Specific attention should be given to children and women in reproductive age since the current socio-economic pressure is likely to add to an increased level of anaemia and micronutrient deficiencies and to more
underweight children. The elderly and the chronically sick often depend on regular and critical medication
and access to specialized care. Bedouin communities are also especially vulnerable as they facie severe
threats in sustaining their livelihood and accessing basic health care.
To alleviate the suffering of the Palestinian population and to maintain the integrity and functionality of the
public health system, the following are the priorities for 2008:
•

Ensure the availability of skilled health personnel and community health providers at all levels;4

1 Save the Children UK, Assessment of the psychosocial well-being of the population, 2007.
2 Unpublished data from IUED, Palestinian Public Perceptions Survey, No. 11, May 2007.
3 WHO, Community and Public Health Institute of Birzeit University and Palestinian Central Bureau of Statistics, Quality of Life Survey in
the West Bank and Gaza, 2006.
4 With the strike of health workers related to non-payment of salaries, their replacement by volunteers in Gaza and the removal of directors
and decision makers in the Ministry of Health management system are factors that contribute to the deterioration of access to health care,
but within the framework of the CAP, can only be mitigated through advocacy.
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•
•
•

Ensure the availability of essential and supplementary drugs, medical and laboratory supplies and of
non-medical items as well as the availability and maintenance of standard medical equipment;
Support referral to health care facilities in East Jerusalem and neighbouring countries, if required;
Improve coordination both with the Ministry of Health and with other sectors.
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Strengthening emergency coordination for health oPt-08/CSS07

281 540

Advocacy for health as a human right Pt-08/P/HR/RL08

139 100

Strengthening the Ministry of Health pharmaceuticals storage
capacity in Gaza oPt-08/H11
Building the capacity of the Ministry of Health in health emergency
response and preparedness at the district and central levels oPt08/H15

3 100 000

Implementing partners
MoH, local and international
NGOs, UN agencies
MoH

878 416

Nutrition surveillance system oPt-08/H16

225 984

Monitoring Health Trends in Emergency oPt-08/H14

214 000

Procurement of pharmaceutical products to the Ministry of Health
and support to the Ministry of Health pharmaceutical management
oPt-08/H17

9 300 000

Strengthening the community mental health services in Gaza oPt08/H22

485 000

Control of non communicable and chronic diseases in emergency
oPt-08/H25

1 444 500

MoH, UNRWA

MoH

* Amounts given in US dollars.

Total funds requested: US$ 16 068 540

Somalia
Health Sector Needs Assessment

After 15 years of conflict, the health care system remains underdeveloped, poorly resourced, and inequitable.
It struggles to provide services to a limited number of Somalis in a context characterized by inadequate
resources and capacity, insecurity and financial and operational fragmentation. The health infrastructure is
appalling, with a lack of basic sanitation and maintenance, and an absence of basic equipment. Furthermore,
more than half of the health staff is unskilled with little opportunity of receiving quality health training. Security forms the main obstacle to accessing to health care, either because health staff are unable to reach their
workplace or because people are not willing to risk their lives to reach health centres which often provide
inadequate health services.
At the same time, the existing health threats are tremendous. Large-scale displacement due to ongoing conflict contributes to a continuing scarcity of food and safe drinking water for large parts of the population,
which in turn contributes to serious health problems. As of September 2007, south and central Somalia and
Somaliland were still recovering from acute watery diarrhoea outbreaks that have affected more than 30 000
people and killed more than 1100. Other important causes of morbidity and mortality are vaccine-preventable infections like measles and meningitis or easily treated or prevented conditions such as malaria and
acute respiratory infections. Inadequate quality and quantity of water, substandard and insufficient sanitation
facilities, overcrowding, poor hygiene, and scarcity of soap all heighten the risk of disease.
Adequate shelter, water, food and sanitation linked to effective case management, immunization, health education, and disease surveillance are crucial.
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Health Sector Priorities for 2008

The main objective is to improve availability and access to primary and secondary health care services for
displaced people and host communities. The CAP 2008 has identified 1.5 million people in need of humanitarian aid in south central Somalia. Women and children must be particularly targeted through the provision
of mobile clinics and the strengthening of existing services, as well as through the promotion of health-seeking behaviour:
•
•

•
•
•

Ensure control of communicable diseases through the establishment of an effective disease early
warning and response system;
Improve the quality of healthcare and treatment, including for HIV/AIDS, focusing on infrastructure
(equipment, drugs and supplies as well as post-exposure prophylaxis kits) and human resource capacity;
Enhance coordination, preparedness and monitoring as well as evaluation for humanitarian health and
HIV/AIDS response in conjunction with other clusters (WASH, Nutrition, Protection);
Improve health information management to ensure availability of reliable data on the health status of
the population, including on HIV/AIDS;
Ensure availability of health education material on prevention and treatment of targeted diseases (malaria, tuberculosis, acute watery diarrhoea, HIV/AIDS).
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Implementing partners

Health Emergency Preparedness SOM-08/H10

3 048 430

Health cluster partners, MoH,
Local NGOs

Reducing maternal and neonatal deaths and disabilities through
the provision of quality emergency obstetric care and essential
reproductive health care services in Somalia SOM-08/H11

1 651 010

Local authorities, local and international NGOs, UN agencies,
particularly WHO and private
health care providers

Accelerated young child survival/reaching every child in Somalia
SOM-08/H12

4 633 602

Polio eradication in Somalia SOM-08/H13

1 119 220

International/national NGOs,
TFG, MoHL Somaliland, MoH
Puntland State

Rehabilitation of three hospitals in central south Somalia SOM08/H14

2 118 600

UNOPS, MoH, local NGOs and
local construction companies

Delivery of life saving health services to vulnerable population and
host communities SOM-08/H15

3 354 450

International/national NGOs,
TFG, MoHL Somaliland, MoH
Puntland State, UNICEF

Establishment of an Early Warning Alert and Response System
(EWARS) for control of communicable diseases SOM-08/H16

3 413 300

Health cluster partners, MoH,
local NGOs, local authorities

Reduce morbidity and mortality from waterborne diseases through
environmental health control including control of water quality and
provision of hygiene and sanitation measures SOM-08/H17

1 412 400

WASH cluster partners, Health
cluster partners, MoH, local
NGOs, local authorities

Integrate essential mental health care with primary health care and
school health services to provide mental health and psychosocial
care SOM-08/H18

918 060

Health cluster partners, MoH,
MoE, NGOs, local authorities

HIV strategic information on vulnerability, risk and related service
needs among populations of humanitarian concern in Somalia
SOM-08/H19

128 400

IOM, UNICEF, UNFPA

* Amounts given in US dollars.

Total funds requested: US$ 21 797 472
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Sudan
Health Sector Needs Assessment

The Health and Nutrition sector aims to improve service delivery and to strengthen the operational environment. The sector plans to scale up humanitarian interventions in under-served regions by improving access
to essential health services: communicable disease surveillance, outbreak control and support to referral services for internally displaced persons, host communities and other vulnerable groups. In Southern Sudan, the
transitional areas and the eastern states, the lack of infrastructure and qualified human resources are the most
important factors impeding healthcare delivery, while the deteriorating security situation in Darfur continues
to shrink social services and humanitarian space.
Water- and vector-borne diseases continue to be a major threat across the country and require strengthening emergency management, preparedness, disease control, prevention and response capacities of the health system in north and south Sudan. Estimates on HIV prevalence
vary greatly, although it is clear that Southern Sudan already faces a generalized epidemic of HIV/
AIDS, requiring the scaling up of appropriate health and nutrition responses for vulnerable groups and affected populations.
Maternal mortality in Southern Sudan is the highest in the world at 2037/100 000 live births. Lack of access
to health facilities and of qualified assistance at birth as well as the correlation between maternal and infant
mortality also contribute to the high infant and under-five mortality rates, estimated at 150 and 250/1000
live births respectively (SHHS 2007). The provision of maternal and child care services (IMCI, EPI, HIV,
EmOC) will therefore continue to be a focus for the humanitarian response in the sector both in the north and
south.
In 2008, priorities for nutrition interventions address both humanitarian and early recovery initiatives; they
include strengthening the operational environment through facilitating implementation of national policies,
supporting emergency preparedness and response and ensuring service delivery at ground level. Humanitarian interventions also aim to reduce the global acute malnutrition rate from its current level to less than 15%
(emergency threshold) among children under five by strengthening the treatment of acute malnutrition and
improving nutrition surveillance. In Southern Sudan and Darfur, the focus will also be extended to women
and other vulnerable groups including people living with HIV/AIDS.
Nutrition interventions will also concentrate on the prevention, control and treatment of micronutrient deficiency diseases. This will be accomplished through diet supplementation, fortification and dietary diversification, including the provision of vitamin supplements to pregnant and lactating women and children under
five. Other interventions will focus on increasing the percentage of households using adequately iodized salt,
providing iodized oil capsules to women of childbearing age and children under five in high risk areas., and
implementing the minimum nutrition package and integrated child survival interventions, including growth
monitoring and optimal infant and young child feeding.
Further capacity development in the health and nutrition sectors include (1) human resources training in the
Ministry of Health to expand the management of emergency responses and service delivery, (2) support to
early warning systems, (3) decentralization, coordination of resources and communication mechanisms, (4)
development of regional health information management systems, (5) improvement of nutrition information
systems (including surveys) and (6) strengthening state level surveillance systems.
Health Sector Priorities for 2008

To reduce avoidable mortality and morbidity among the populations affected either by conflict, communicable disease outbreaks or natural disasters, the following priority objectives have been identified:
•
•

Strengthen emergency management, preparedness and response capacity;
Improve access and quality of essential health care services including communicable disease surveillance and control of outbreaks;
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•
•
•

Increase coverage of health services for maternal and child health care, focusing on emergency obstetric care and family planning;
Reduce global acute malnutrition among children under five;
Prevent, control and treat micronutrient deficiency.
WHO Projects for the Work Plan 2008

Project titles

Requested funds *

Implementing partners

Abyei (Humanitarian)
Increased access to health care services in the Abyei area for
returnees, IDPs vulnerable groups and host community, through
establishment and strengthening of a sustainable local health care
system SUD-08/HN158

570 000

MoH, UNICEF, GOAL, SUDAN
AID, NDO, PANCARE

Improvement of health care access and quality ensuring availability of timely care HIV/AIDS affected population SUD-08/HN159

566 000

SMoH, UNICEF, UNAIDS, NGOs
working in the field of health

Blue Nile (Humanitarian/Early recovery)
Improve access to quality health care services for affected population and host community by strengthening the health care delivery
system SUD-08/HN160

500 000

BNS, SMoH, UNFPA, SNAP,
GOAL, Samaritan Purse, UNHCR

Improvement of health care access and quality ensuring availability of timely care for HIV/AIDS among affected population
SUD-08/HN161

300 000

SMoH, UNICEF, UNAIDS. NGOs
working in the field of health

Blue Nile (Recovery and Development)
Develop decentralized health system at state and locality level to
improve the emergency preparedness and response mechanism
at the state level SUD-08/HN162

500 000

BNS SMoH, UNFPA, SNAP,
GOAL, Samaritan purse, UNHCR

Darfur (Humanitarian/Early recovery)
Improvement of health care access and quality in Darfur ensuring equitable and timely care for vulnerable and conflict affected
population SUD-08/HN163

8 500 000

SMoH, UN agencies, NGOs working in the field of health

Improvement of health care access and quality in Darfur ensuring
equitable and timely care for HIV/AIDS affected population SUD08/HN164

1 500 000

SMoH, UNICEF, UNAIDS, NGOs
working in the field of health

Increase access to and utilization of quality health services of
IDPs, rural affected and local vulnerable populations in the three
states of Darfur SUD-08/HN165

6 000 000

SMoH, UN agencies, NGOs working in the field of health

Secondary health care for IDPs in Darfur SUD-08/HN38
Promotion of water/environmental health services to pre-empt/control water and environmental sanitation related disease incidences
in Darfur SUD-08/WS134

487 700
1 258 737

SMoH, international and local
NGO partners
SMoH, WES, UN agencies, WASH
implementing partners

Eastern States (Humanitarian/Early recovery)
Provision of health care services to the local population including the vulnerable groups of host communities, returnees, IDPs
through strengthening and establishment of a sustainable health
care system SUD-08/HN166

970 000

FMoH, SMoH, UNICEF, GOAL,
IRC, SRCs, Plan Sudan, Accord

Improvement of health care access and quality in eastern Sudan
ensuring equitable and timely care for HIV/AIDS affected population SUD-08/HN167

850 000

SMoH, UNICEF, UNAIDS and
NGOs working in the field of health

Eastern States (Recovery and Development)
Strengthen and sustain access to/delivery of health care services
to the local population including vulnerable groups of host communities, returnees, IDPs SUD-08/HN168

330 000

FMoH, SMoH, UNICEF, GOAL,
IRC, SRCs, Plan Sudan, Accord

Khartoum and Northern States (Humanitarian/Early recovery)
Improve access to provision of quality health care for IDPs and
host communities SUD-08/HN206
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400 000

FMoH, SMoHs, UNICEF, UNFPA, IOM, UNHCR, EMDH, MSF,
MEDAIR, IFRC, GHF, SNAP, WV,
ICRC and other NGOs

Khartoum and Northern States (Recovery and Development)
Strengthening emergency preparedness and response mechanism in health care management SUD-08/HN207

400 000

FMoH, SMoH, UNICEF, UNFPA,
IOM, UNHCR, EMDH, MSF,
MEDAIR, IFRC, GHF, SNAP, WV,
ICRC and other NGOs

Southern Kordofan (Humanitarian/Early recovery)
Increase access to health care services through strengthening and
establishment of a sustainable health care system SUD-08/HN208

Improvement of health care access and quality in South Kordofan
ensuring equitable and timely care for HIV/AIDS affected population SUD-08/HN209

2 400 000

566 000

SMoH, SOH, FAO, UNDP,
UNICEF, UNFPA, WFP, Medair,
SC US, NCA, FAR, PANCARE,
Mubadroon
SMOH, UNICEF, UNAIDS and
NGOs working in the field of health

Southern Kordofan (Recovery and Development)
Strengthen health care system to sustain access and delivery of
health care services SUD-08/HN210

800 000

SMoH, SOH, FAO, UNDP,
UNICEF, UNFPA, WFP, Medair,
SC US, NCA, FAR, PANCARE,
Mubadroon

Southern Sudan (Humanitarian/Early recovery)
Strengthening a comprehensive and integrated health information
system SUD-08/HN121

450 000

MoH (National & State)

Basic curative services for returnees in Southern Sudan SUD-08/
HN122

789 880

MoH, UN agencies,
IOM, and NGO Partners

Health sector coordination, emergency preparedness and humanitarian action in Southern Sudan SUD-08/HN123

1 602 384

GoSS/MoH, SMoH, UN agencies
and NGO Partners, Red Cross/
Crescent, IFRC

Disease control/prevention and epidemic preparedness and response programme for Southern Sudan SUD-08/HN124

2 480 000

SMoH, CDC and NGOs

Preparation of five qualified nursing and midwifery trainers in a
BSc. course for Southern Sudan SUD-08/HN125

603 900

Training of Juba Teaching Hospital nurses and midwives on nursing, midwifery and management skills for six months SUD-08/
HN126

160 430

GoSS/MoH

Support to health training institutions, nursing and midwifery training for Southern Sudan SUD-08/HN127

207 400

GoSS/MoH, SMoH of the six states

Routine immunization and vaccine preventable diseases surveillance SUD-08/HN128

1 800 000

Health systems development in Southern Sudan SUD-08/HN130

960 000

GoSS/MoH, SMoHs, UNICEF,
UNFPA, NGOs

Capacity building on Integrated Essential Child Health Care for
health personnel in Southern Sudan SUD-08/HN131

250 000

TEARFUND, IRC, DOR, ADRA,
IMC, MERLIN, NPA, AAH, WV,
DOT, GOAL

Rolling out the new treatment policy for malaria (ACTs and RDTs)
in Warrap, Bor, Jonglei and Western Equatoria SUD-08/HN132

370 000

GoSS/MoH, CHD/SMoH and partners in the states

Improvement of diagnosis and treatment of selected neglected
tropical diseases SUD-08/HN133

607 994

GoSS/MoH, MoHs in all ten
Southern States, CHDs and NGO
partners as appropriate

Polio Eradication Program SUD-08/HN134
Increasing access to maternal health services in Southern Sudan
SUD-08/HN135

3 000 000
345 595

MoH, UNICEF, health NGOs

MOH, UNICEF, health NGOs
GoSS/MoH, SMoH, NGOs

Southern Sudan (Recovery and development)
Scaling up HIV/AIDS services for populations of humanitarian
concern in Southern Sudan SUD-08/HN129

840 000

NOH, NGOs

Strengthening sexually transmitted infection prevention and control, blood safety and universal precautions in Southern Sudan
SUD-08/HN136

860 000

GoSS/MoH, NGO supporting
health facilities, UN agencies working in programme areas

* Amounts given in US dollars.

Total funds requested: US$ 42 226 020
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Uganda
Health Sector Needs Assessment

The fluid humanitarian situation in northern Uganda and the Karamoja sub-region presents multiple health
scenarios requiring different needs and strategies. In the Acholi sub-region (Gulu, Amuru, Kitgum and Pader
districts), a sizable proportion of the population is still displaced. In Karamoja, years of insecurity caused
by cattle rustling and inter-clan conflict among Karimojong groups and their neighbours, as well as the longstanding marginalization of the region, has resulted in a chronic humanitarian crisis where the population,
especially women and children, has very poor access to health services. In the sites for displaced persons,
congestion, overcrowding, inadequate healthcare services, poor water and sanitation facilities and violence
predispose the population to high morbidity and mortality rates.
Increased pressure on the already weakened health infrastructures, inadequate staffing and lack of safe water
and sanitation facilities are major challenges to the delivery of health care in the return areas. In Karamoja,
these chronic problems are often exacerbated by drought, clashes between the Karimojong and the Ugandan
armed forces and recurrent epidemics, especially meningitis. Health indicators in this region are worse than
in northern Uganda with maternal and crude mortality standing at 750/100 000 live births and 3.9/10 000/day
respectively. Frequent epidemic outbreaks of meningitis, acute watery diarrhoea, measles, viral hemorrhagic
fevers also contribute to increased mortality all over the country.
Although a health worker incentive package was introduced in 2007, the situation of human resources for
health still remains precarious in the north; reproductive health services, especially emergency obstetric care,
is particularly affected.
According to the 2005 survey, HIV prevalence is 8.2% in the north compared to the national average of
6.4%.1 Although this survey reveals a downward trend, the high incidence rate is still alarming. According
to the 2006 Uganda Demographic and Household Survey report, 2 the rate of contraceptive use is 10.9% in
the north compared to the national average of 24.4%.
Health Sector Priorities for 2008

The goal of the Health Cluster is to support the Government in saving lives and improving the health, HIV/
AIDS and nutritional status of conflict- and disaster-affected Ugandans.
Health partners have collectively agreed to scale up health, nutrition and HIV/AIDS activities in existing sites
for displaced persons, in areas of return and resettlement and in the Karamoja sub-region:
•

•
•

Support the Government’s efforts in ensuring availability of good quality health, nutrition and HIV/
AIDS services in Acholi camps, in Lango sub-region, and in the districts of Amuria and Katakwi, in
Teso sub-region;
Support the Government’s efforts in ensuring the availability of good quality health, nutrition and
HIV/AIDS services in Karamoja;
Support planning and strengthen supervision, monitoring, evaluation and coordination of health, nutrition and HIV/AIDS services in northern Uganda and Karamoja.
WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.

1. Uganda HIV/AIDS Sero-Behavioral Survey 2004-05, Ministry of Health, 2006.
2. Uganda Demographic and Health Survey, UBOS, 2006.
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Project titles

Requested
funds *

Implementing
partners

Promotion of sexual and reproductive health and rights among
young people UGA-08/H10

383 060

MoH, DHTs, Pathfinder International, MSU, UNFPA

Behaviour Change Communication for HIV/AIDS Prevention in
post-conflict districts of northern Uganda UGA-08/H11

223 630

MoH, local governments, NGOs,
CBOs

Strengthening and consolidation of comprehensive Sexual and
Reproductive Health services in areas with humanitarian concern
UGA-08/H12

717 970

MoH, DHTs, Pathfinder International, MSU, UNFPA, UNICEF,
WFP

Nutrition response in emergency return and resettlement UGA08/H13

94 160

MoH, DHTs, NGOs, CBOs,
UNICEF, WFP

Health systems strengthening UGA-08/H14

2 248 070

MoH, District Health Office, CUAMM, CPAR, AVSI, Caritas, district
local governments, UNICEF

Human Resources for Health UGA-08/H17

3 413 300

MoH, Ministry of Finance, Ministry
of Public Services, District Health
Office, district local governments

Scale up comprehensive Prevention of Mother to Child Transmission services in 16 districts of humanitarian concern UGA-08/H15

188 320

MoH, district local governments,
AVSI, MSU, Pathfinder Int.,
UNICEF, UNFPA,WFP

Child health UGA-08/H16

953 370

MoH, District Health Team, NGOs,
CBOs, UNICEF, WFP

Health, nutrition and HIV/AIDS response coordination UGA-08/H18

1 730 190

MoH, District Health Offices, OPM

TB and TB/HIV intervention in north and north-eastern Uganda
UGA-08/H19

191 263

MoH, district local governments

Scale up comprehensive HIV counselling and testing activities
in 16 districts of humanitarian concern in Northern Uganda and
Karamoja UGA-08/H20

329 560

MoH, district local governments,
UNICEF, UNFPA

Epidemic Preparedness and Response (EPR) and disease surveillance UGA-08/H21

2 024 440

MoH, DHTs, and NGO partners

Consolidating malaria control in flood-affected regions UGA-08/
H22

1 636 030

MoH, District health Services,
UNICEF

Scale up comprehensive HIV/AIDS care and treatment services
including ART in Northern Uganda and Karamoja UGA-08/H23

694 430

MoH, district local governments
UNICEF, WFP

Responding to mental health needs among returning and resettling
populations UGA-08/H24

823 900

MoH, DHTs, local and international
NGOs

Preventing and Responding to Gender-Based Violence (GBV)
UGA-08/P/HR/RL

659 120

MoGLSD, MoH, LG and Institutions, Marie Stopes, ARC,
CCF,IMC, COOPI, CARE, WVI,
other NGOs, CBOs

* Amounts given in US dollars.

Total funds requested: US$ 16 310 813

West Africa
Benin, Burkina Faso, Côte d’Ivoire, Ghana, Guinea, Guinea Bissau, Liberia, Mali,
Niger, Senegal, Sierra Leone and Togo
Health Sector Needs Assessment

West Africa’s epidemiological profile is marked by the predominance of endemic and epidemic communicable diseases. Malaria is the first cause of morbidity and mortality. In several malaria endemic countries
poverty, faltering health systems and drug resistance have contributed to the rise of malaria infections over
the last years. Children under five and pregnant women are the most vulnerable but the adult population is
also at risk in malaria-prone areas.
West Africa’s semi-arid Sahelian countries, sometimes referred to as the “meningitis belt” are hit each year
by outbreaks of bacterial meningitis during the December to June dry season. Since 1 August 2007, Burkina
Faso alone has registered over 28 000 cases and 1800 deaths. With the start of the rains across most of the
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meningitis belt, the situation has stabilized, but partners have underlined the need for planning a more timely
response, including advocacy for the 2008 meningitis season. Prevention activities are chronically underfunded and the national authorities continue to face difficulties in obtaining vaccines during periods when
outbreaks have not been officially declared.
Other diseases, such as cholera and yellow fever, claim scores of lives and cause extensive human suffering
and distress every year. With very weak capacities to address the issue at both national and international levels, the risk of outbreak is often high and conditions for rapid spreading of communicable diseases are often
present. Cholera is a recurrent issue in West Africa: a wave of outbreaks commenced in early October 2006
and continued in 2007 in Côte d’Ivoire, Gambia, Ghana, Guinea, Liberia, Senegal and Sierra Leone with the
epicentre in Guinea. Unfortunately cholera is becoming endemic within the sub-region, with approximately
17 500 cases and more than 570 deaths recorded in 2006. Adequate preparation and response planning for
epidemic outbreaks are crucial, particularly given the unavailability of vaccines and immunization supplies
in health structures.
The AIDS epidemic also poses serious challenges in the region, with increasing prevalence rates that vary
within and among countries. In 2005, an estimated five million people were living with HIV , including 2.7
million women and approximately 470 000 children under the age of 14.1 Although the prevalence of HIV
remained less severe compared to other regions/sub-regions in Africa, there is evidence that the pandemic
is spreading rapidly in a number of countries and is reaching the critical HIV prevalence level of 5%. HIV
prevalence already exceeds 5% in Côte d’Ivoire.
As a result of decades of conflict, national capacities to assess and address HIV/AIDS in West African countries in crisis or transition are limited, and coordination between humanitarian actors and national counterparts on HIV/AIDS is weak. National AIDS planning and funding mechanisms are generally not accessible
to displaced or refugee populations; conversely, within the humanitarian system, there is negligible reference
to HIV/AIDS or funding for HIV/AIDS integration into emergency planning and response.
HIV/AIDS further complicates ongoing and rapid-onset emergencies, challenging human rights and gender
relations, exacerbating socio-economic crises, and undermining human security. In turn, conflicts and natural
disasters such as the recent floods, especially when combined with displacement, food insecurity and poverty, can lead to humanitarian emergencies that have the potential to increase new HIV/AIDS infections and
exacerbate the vulnerability of those already affected.
The frequency of infectious and or epidemic disease contributes to the high rates of anaemia among the
vulnerable population, especially pregnant women. The affected areas lack health workers and access to
primary health care and emergency obstetric care is very limited. The lack of health workers also results in a
weak surveillance system. Unwanted pregnancies increases the already higher rate of maternal and newborn
mortality, leaving women and children particularly vulnerable.
As such, the recurrent health emergencies in West Africa are a key area of concern for humanitarian actors,
and they require considerable efforts both in terms of coordination and resource mobilization. While the
wide range of international and national organizations supports access to and availability of affordable and
effective health care services, many vulnerable people from rural communities still do not enjoy this basic
human right.
Health Sector Priorities for 2008

Within a cluster approach and regional framework, three strategic health priorities are identified for West
Africa:
•
•
•

Support disease surveillance and reinforce preparedness and response to outbreaks (cholera, yellow
fever, meningitis);
Integrate HIV/AIDS support and response activities in emergency settings;
Reinforce reproductive health services, including the clinical management of rape.

1 2006 Report on the Global AIDS epidemic.
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WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Implementing partners

Reinforcement of capacities, nutritional surveillance system and
response to nutrition WA-08/H12

529 650

MoPH, communities, UNICEF,
UNDP, WFP, FAO, OCHA, NGOs

Regional support to Nutrition Focal points capacity building and
coordination activities at the sub-regional level WA-08/H13

1 741 960

UNICEF, WFP, FAO, WAHO, and
health or nutrition NGOs

Strengthen integrated nutrition surveillance in West Africa WA08/H14

4 458 420

UNICEF, WFP, FAO, WAHO and
health or nutrition NGOs

Case management and prevention of acute malnutrition among
under five children in Guinea WA-08/H15

497 871

MoH, UNICEF, MSF, Guinean Red
Cross and local NGOs

Response to communicable disease epidemics in the sub region
WA-08/H31

3 651 407

Health Working Group

Technical Support to the implementation of CHAP West Africa at
country level WA-08/H32

661 003

Health Working Group

Support to preparedness and response to cholera and other epidemics in Mauritania WA-08/H23

918 000

MoH, MHE, SSE, HSAC, regional
authorities, community leaders,
development partners, national
and international NGOs

Reinforcement of national preparedness and response capacity to
epidemics in Niger WA-08/H24

2 250 000

MoPH, UN agencies and NGOs

Strengthen early warning and response to diarrhoeal disease outbreaks including cholera in Guinea Bissau WA-08/H25

287 295

MoH, Medicos do Mundo, VIDA,
CARITAS, National Red Cross
Society, AGMS, rural and commercial radios

Preparing for coping with cholera epidemics outbreaks in Guinea
WA-08/H26

635 580

Directions régionales et préfectorales de la santé, UNICEF, IFRC/
Guinean Red Cross, UNHCR,
SNAPE, ACF and IRC

Enhancing health cluster coordination on emergency preparedness
and response in Guinea WA-08/H27

400 180

Health Cluster members, MoH
and its decentralized services

Reinforcing the capacities of the Kissidougou, Gueckedo,
N’Zerekore and Lola’s hospitals for the benefit of refugees and host
communities in Guinea Forestière WA-08/H28

823 900

Directions régionales et préfectorales de la santé, IFRC/Guinean
Red Cross, UNHCR

Providing needed and appropriate mental health care to refugee
camps and host communities in Guinea Forestière WA-08/H29

576 730

ACT, Directions régionales et préfectorales de la santé, Directions
des hôpitaux, IFRC/Guinean Red
Cross and other local NGOs

Crisis prevention and management through improvement of reproductive health of women of child bearing age in Niger WA-08/H20

181 847

MoPH, communities, NGOs,
UNFPA, MDM, IR

Reinforcement of reproductive and child health services in Mauritania WA-08/H30

765 050

UNICEF, UNFPA, UNHCR, UN
agencies, MoH

* Amounts given in US dollars.

Total funds requested: US$ 18 378 893

Zimbabwe
Health Sector Needs Assessment

The ability of Zimbabwe’s public sector to provide basic services, particularly health, water and sanitation
and education has been limited due to the country’s continued economic decline. Within the health system,
there are shortages of essential equipment and drugs, and access is progressively reducing according to the
National Pharmaceutical Company. A 2003 assessment by the Ministry of Health and Child Welfare and
WHO found that less than half of the essential equipment was available in the facilities, and the situation is
known to have deteriorated since then. Furthermore, the health sector has been negatively affected by the
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migration of skilled and experienced personnel. The Health Service Board reported that more than 50% of
key posts within the public health system were vacant in December 2005. Since then, additional numbers of
skilled professionals (e.g. nurses, midwives and doctors) are believed to have moved abroad, although few
reliable figures exist on these trends. The impact of these challenges in the health sector have hit the hardest
on women who bear the larger burden of care for AIDS patients and also ensuring the basic health care and
well being of the family.
The Ministry of Health and Child Welfare lacks the capacity to sustain programmes aimed at prevention
and control of epidemic prone diseases. As a result there is a resurgence of epidemics, including cholera,
dysentery and tuberculosis. Apart from HIV/AIDS, the most frequently experienced disease condition was
malaria (17.2%) followed by diarrhoea (16.5%). In 2007, outbreaks of diarrhoea became more frequent, with
outbreaks in Kadoma (1890 cases, 30 deaths in July), Gokwe (1384 cases, 34 deaths in July) and Bulawayo
(355 weekly cases in September).1
Maternal mortality is 555/100 000 live births, while skilled attendance at delivery has declined from 73% in
1999 to 69% in 2006. The proportion of children who received all of the recommended vaccinations (including DPT4 and polio) dropped from 67% to 53% during the same period while and those who had not received
any vaccination increased from 12% to 21%. 2006 data indicated that 19 districts out of 59 had a measles
coverage of less that 80% and 14 districts a DPT3 coverage of less than 80%; in three districts, they were less
than 60%, hence a heightened vulnerability to outbreaks. Thirty districts are prone to malaria with a total
fatality rate around 7%, while seven are at high risk of cholera and other diarrhoeal diseases.
Preliminary findings from the Zimbabwe Vulnerability Assessment Committee’s Food Security and Nutrition
Assessment carried out last June indicate wasting rates of 12.1% in Mangwe, 11.4% in Kariba Urban and
8.4% in Kadoma Urban. A third of the children in Kadoma were reported as having suffered from diarrhoea
during the previous two weeks. Stunting affects more than 30% of the population in the districts of Zaka
(34.8%), Chipinge (32.1%), Chivi (32.0%), Pworth (31.5%), Gokwe South (30.9%), Umzingwane (30.8%),
Hatcliffe (30.7%), and Mutare Rural (30.0%). In some of these areas, malnutrition rates have doubled since
November 2006. This deterioration in nutritional status is particularly worrisome considering that the assessment was conducted after the April harvest, with the peak “hunger season” five to six months away.
Despite the reported decline in prevalence and incidence of HIV2 the burden of the pandemic remains great.
There are 1.3 million people living with HIV/AIDS and an estimated 180 000 die from the disease every
year. Life expectancy in Zimbabwe is reported to have dropped to 34 years for women and 37 years for men,
in large part due to HIV/AIDS. The pandemic has also fuelled a rapid rise in the number of orphans and
vulnerable children in the country (estimated at 1.6 million). As of September 2007, only 80 000 of the 350
000-400 000 people in need were receiving anti-retroviral treatment (ARV). Although the provision of ARV
treatment needs to be scaled up, with the current economic difficulties and inflation rates, the priority is to
secure a supply for patients who already initiated their treatment. Around 30 000 to 40 000 people already
on treatment will see their therapy discontinued if stocks are not replenished. The lack of fuel and the scarce
and out-of-reach transportation costs is resulting in an increasing number of patients defaulting and missing
their drug supplies.
Health Sector Priorities for 2008

To address these acute health challenges, the health sector priorities in the CAP 2008 are to:
•
•
•
•
•

Strengthen the humanitarian health information system in vulnerable districts;
Conduct a nationwide mortality survey;
Support the integrated disease surveillance and response system in data analysis for planning;
Strengthen the surveillance of extremely drug-resistant and multidrug-resistant tuberculosis in people
already affected with the disease;
Support the Expanded Programme on Immunization in districts with less than 80% coverage
(DPT3);

1 Ministry of Health and Child Welfare Weekly Updates / WHO.
2 ZDHS 2005/6.

82

•
•
•

Reactivate the country’s emergency preparedness and response system;
Support the health sector coordination in the context of the humanitarian reforms;
Facilitate health workforce strengthening and retention in districts with low staff levels, including by
providing ARV;
Support the Strengthening District Health Management Systems initiative of the Ministry of Health
and Child Welfare.

•

WHO Projects for the CAP 2008

WHO projects are complementary to those planned by other UN agencies and non-governmental organizations. All WHO planned actions aim at supporting the Ministry of Health and other health partners.
Project titles

Requested
funds *

Implementing partners

Strengthen emergency preparedness and response in the health
sector in the most affected districts ZIM-08/H15

1 833 124

MoCHCW, urban local authorities

Procurement of ARVs for 300 000 adults currently on therapy
ZIM-08/H16

2 493 100

MoHCW

Strengthening immunization services in the affected districts with
low EPI coverage ZIM-08/H17
Emergency health information, disease and nutritional surveillance
system ZIM-08/H18
Procurement of vital drugs and medical supplies ZIM-08/H19
Reduce morbidity and mortality due to malaria particularly among
vulnerable groups – pregnant women and children under five
ZIM-08/H20

591 420
1 116 416
894 520
1 900 000

MoHCW, WHO, UNICEF, local
EPI partners
MoHCW, UN agencies and NGOs
MoHCW, NGOs
MoHCW, rural district councils

* Amounts given in US dollars.

Total funds requested: US$ 8 828 580

List of Acronyms
ACABEF
ACC
ACF
ACT
ADRA
ARC
ARV
ATHAS
AGMS
AMI
ASBEF
ASSOMESCA
AVSI
CAM
CAP
CAR
CARE
CBOs
CCF
CHAP
CDC
CERF
CIFAD
COOPI
CPAR
CRF
CUAMM
DFID
DHA

Association Centrafricaine pour le Bien-être Familial (Central African Association for Family Welfare)
Action Chrétienne pour la Compassion (Christian Action for Compassion)
Action contre la Faim/Action against Hunger
Action by Churches Together
Adventist Development and Relief Agency
American Refugee Committee
Antiretroviral
Association Tchadienne pour l’Action Humanitaire et Sociale/Chadian Association for Humanitarian and Social Action
Association for Social Marketing
Aide Médicale Internationale (International Medical Aid)
Association Sénégalaise pour le Bien-être Familial (Senegalese Association for Family Welfare)
Association des Œuvres Médicales des Eglises pour la Santé en Centrafrique (Association of Churches Medical Programmes for Health in the Central African Republic)
Associazione Volontari per il Servizio Internazionale (Association of Volunteers for the International Service)
Comité d’Aide Médicale (Medical Aid Committee)
Consolidated Appeals Process
Central African Republic
Cooperative for Assistance and Relief Everywhere, Inc
Community-Based Organizations
Christian Children’s Fund
Common Humanitarian Action Plan
Centers for Disease Control and Prevention
Central Emergency Response Fund
Collectif International des Femmes Africaines pour le Développement (International Group of African Women for
Development)
Cooperazione Internationale
Canadian Physicians for Aid and Relief
Croix Rouge Française/French Red Cross
Doctors with Africa
UK Department for International Development
District Health Authorities
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DHS
DHT
DOR
DOT
DPS
DRS
DRC
EC
ECHO
EMDH
EmOC
EPI
FAO
FAR
FMoH
FN
FRC
GHF
HIAS
HIV
HIV/AIDs
ICD
ICRC
IDPs
IFCRC
IFRC
IMC
IMCI
INGO
INTERSOS
IOM
IPHD
IPPF
IRC
GoSS
LNGO
MASP
MCP
MCP-PLUS
MDM
MFASSN
MJASC
MoE
MoH
MoH&CW
MoHP
MoGLSD
MoL
MONUC
MoSA
MoSAF
MSF
MSPP
MSU
NCA
NCD
NDO
NGO
NPA
NRC
NSB
OCHA
OPM
oPt
SC US
SGBV
SMoH
SNAP
SNAPE
SOH
SOS
SRC
STI
TFG
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District Director of Health Services
District Health Management Teams
Diocese of Rumbek
Diocese of Torit
Direction préfectorale de la santé (Prefecture Health Direction)
Direction régionale de la santé (Regional Health Direction)
Democratic Republic of the Congo
European Commission
Humanitarian Aid Office of the European Commission
Enfants du Monde - Droits de l’Homme
(Children of the World - Human Rights)
Emergency Obstetric Care
Expanded Programme on Immunization
Food and Agricultural Organization of the United Nations
Fellowship for African Relief
Federal Ministry of Health
Forces Nouvelles
Food Research Center USAID
Global Health Foundation
Hebrew Immigrant Aid Society
Human Immune-Deficiency Virus
Human Immune Deficiency Virus/Acquired Immuno-Deficiency Syndrome
International Cooperation for Development
International Committee of the Red Cross
Internally Displaced Persons
Red Crescent Societies
International Federation of the Red Cross and Red Crescent Societies
International Medical Corps
Integrated Management of Childhood Illness
International non-governmental organization
Intersos - Humanitarian Aid Organization/intersos - Organizzatione Umanitaria par l’Emergenza
International Organization for Migration
International Partnership for Human Development
International Planned Parenthood Federation
International Rescue Committee
Government of Southern Sudan
Local non-governmental organizations
Ministry of Social Affairs and Women’s Protection
Minimum Care Package
Minimum Care Package/Plus
Médecins du Monde
Ministry of Family, Social Affairs and National Solidarity
Ministère de la jeunesse, des sports, des arts et de la culture (Ministry of Youth, Sports, Arts and Culture)
Ministry of Education
Ministry of Health
Ministry of Health and Social Welfare
Ministry of Public Health and Population
Ministry of Gender, Labour and Social Development
Ministry of Labour
UN Mission to the DRC
Ministry of Social Affairs
Ministry of Social Affairs and Family
Médecins Sans Frontières (Doctors without Borders)
Ministère de la santé et de la population (Ministry of Health and Population)
Marie Stopes Uganda
Norwegian Church Aid
Non-communicable diseases
National Development Organization
Non-governmental organization
Norwegian Peoples Aid
Norwegian Refugee Council
Nutrition Santé Bangui (Nutrition and Health Bangui)
United Nations Office for the Coordination of Humanitarian Affairs
Office of the Prime Minister
occupied Palestinian territory
Save the Children US
Sexual and Gender-Based Violence
State Ministry of Health
Sudan National AIDS Programme
Service National d’Aménagement des Points d’Eau (National Service for the planning of water sources)
Secretariat of Health
Village d’enfants Bangui (Children’s Village Bangui)
Sudan Red Crescent
Sexually Transmitted Infections
Transitional Federal Government

TPO
UN
UNAIDS
UNDP
UNFPA
UNHCR
UNICEF
UNIFEM
UNOPS
UNRWA
VIDA
WAHO
WASH
WFP
WHO
WHO/HAC
WV

Trans-cultural Psychosocial Organization
United Nations
UN Joint Progress on HIV/AIDS
UN Development Programme
UN Population Fund
UN High Commissioner for Refugees
UN Children’s Fund
UN Development Fund for Women
UN Office for Project Services
UN Relief and Works Agency for Palestine Refugees in the Near East
Inter-American coalition of NGOs working on the right to water
West African Health Organization
Water, Sanitation & Hygiene sector
World Food Programme
World Health Organization
World Health Organization/Health Action in Crises
World Vision

85

86

Annex 2 – Cash Contributions
and Firm Pledges 2006-07
Cash contributions and firm pledges 2006/2007 by donor country
AUSTRALIA
AUSTRIA

Firm pledges

Cash contributions

BELGIUM
As of 31 December 2007

CANADA
CHINA
FINLAND
FRANCE
ICELAND
IRELAND
ITALY
JAPAN
KUWAIT
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Cash contributions and firm pledges 2006/2007 by donor institutions
AFTAAC
AGFUND
AMERICARES
ARAB LEAGUE
CEC
EPOS
KFIH
UN KOSOVO
UN SUDAN
UNAIDS
UNCERF
UNDG IRAQ
UNDP
UNFIP
UNHCR

Firm pledges

Cash contributions

UNICEF

As of 31 December 2007

AFTAAC: Arab Fund for Technical Assistance to African Countries;
CEC: Commision of the European Communities; EPOS: health
Consultancy GMBH, Germany; KFIH: Korean Foundation for
International Healthcare - Dr Lee Jong-Wook Memorial Fund,
Republic of Korea; UNDG Iraq: United Nations Development Group
Trust Fund for Iraq; UNTFHS: United Nations Trust Fund for Human
Security; WLCU: World Lebanese Cultural Union
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Contacts
Health action in Crises
World Health Organization
20 Avenue Appia
1211 Geneva 27, Switzerland
Phone: (41 22) 791 21 11
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 39100
(242) 655 6500
Fax:
(47) 241 39501
email: khatibo@afro.who.int
Regional Office for the Eastern
Mediterranean (EMRO)
Emergency Preparedness
and Humanitarian Action
WHO Post Office
Abdul Razzak Al Sanhouri Street,
(opposite Children’s Library)
PO Box 7608 Nasr City
Cairo 11371, Egypt
Phone: (202) 276 50 25
Fax:
(202) 276 54 22
email: eha@emro.who.int
www.emro.who.int/eha
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)
Area on Emergency Preparedness
and Disaster Relief - PED
525, 23rd Street, NW - 9th Floor
Washington, DC 20037
USA
Phone: (202) 974 3000
(PAHOs Switchboard)
or (202) 974 3531
and (202) 974 3434
Fax:
(202) 775 4578,
or (202) 974 3176
email: disaster@paho.org
www.paho.org/disasters
Regional Office for the Western
Pasific (WPRO)
Division of Health Sector Development
PO Box 2932
1000 Manila
Philippines
Phone: (632) 528 8001
Fax:
(632) 526 0279
or (632) 521 1036
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 0197
email: eha@searo.who.int
w3.whosea.org/emergency
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