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WHO in emergencies

• The health and well-being of populations affected by emergencies is 
at the core of humanitarian efforts and WHO’s work. 

• WHO coordinates with partners to ensure the delivery of health 
care in some of the world’s most difficult and challenging settings. 
Without WHO, millions would be left behind -- now and in the future. 

• WHO is committed to fulfilling critical functions in emergency 
response: leadership; partner coordination; information and 
planning; health operations; operations support and logistics; and 
management and administration. 

• WHO contributes to reducing the health impacts of emergencies 
by supporting countries as they build capacities to manage the risks 
of emergencies; by delivering effective responses; and by leading 
and coordinating global efforts for emergency and disaster risk 
management.
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GLOBAL MAP OF WHO’S 
EMERGENCY-RELATED 
WORK AND COUNTRY 
COVERAGE 

Countries and territories included in  
humanitarian response plans: 

Afghanistan; Burkina Faso; Cameroon; Central African 
Republic; Chad; Democratic Republic of the Congo; Djibouti; 
Gambia; Iraq; Libya; Mali; Mauritania; Myanmar; Niger; 
Nigeria; occupied Palestinian Territory; South Sudan; Sahel 
(Burkina Faso; Cameroon; Chad; Gambia; Mali; Mauritania; 
Niger; Nigeria; and Senegal); Somalia; South Sudan Regional 
Refugee & Resilience Plan (Ethiopia; South Sudan; Kenya; 
Sudan; and Uganda); Sudan; Syrian Arab Republic Regional 
Refugee & Resilience Plan (Egypt; Iraq; Turkey; Jordan; and 
Lebanon); Syrian Arab Republic; Ukraine; Yemen.

Countries, regions and 
territories with active Health 
Clusters and ‘Health Cluster-
like’ coordination approaches:

Afghanistan; Central African Republic; 
Chad; Colombia; Democratic Republic 
of the Congo; Ethiopia; Guinea; 
Iraq; Mali; Mauritania; Myanmar; 
Nepal; Niger; occupied Palestinian 
Territory; Pacific; Pakistan; Somalia; 
South Sudan; Sudan; Syrian Arabic 
Republic; Turkey; Whole of Syria; 
Ukraine; Yemen.

Countries that 
WHO supported 
with humanitarian 
health-emergency 
work in 2015

  Disputed border          Disputed area 
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Countries with flash appeals: 

Guatemala; Haiti; Honduras; 
Vanuatu; Nepal; Yemen.

Ebola response: 

Guinea; Liberia; Sierra Leone.

Other appeals and WHO support: 

Burundi Refugee Response Plan 
(Burundi; Democratic Republic of 
the Congo; Rwanda; and Tanzania); 
Democratic People’s Republic of Korea; 
Ethiopia; Eritrea; Madagascar; Malawi; 
Mozambique.

Countries for which responses 
concluded in 2015: 

Serbia; Bosnia and Herzegovina;  
Cabo Verde; Tuvalu; Micronesia.

UN Humanitarian Response depots 
at which WHO maintains supplies: 

Brindisi, Italy; Accra, Ghana; Dubai, United 
Arab Emirates; Panama City, Panama; 
Subang, Malaysia.

The boundaries and names shown and the designations used on 
this map do not imply the expression of any opinion whatsoever 
on the part of the World Health Organization concerning the legal 
status of any country, territory, city or area or of its authorities, or
concerning the delimitation of its frontiers or boundaries. Dotted 
and dashed lines on maps Coordinate System: World Miller 
Cylindrical represent approximate border lines for which there 
may not yet be full agreement.
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As I write this in October 2016, the programme, the 
workforce and the fund have become a reality, although 
they are still being built. While the new programme 
represents a major restructuring and a new approach 
to how WHO addresses emergencies — be that in 
prevention, preparedness, response or recovery — it 
was built on the foundations already in place. This 
includes the work of WHO’s Department of Emergency 
Risk Management and Humanitarian Response (ERM). 
The department, now folded into the new programme, 
was responsible for managing all phases of WHO’s 
humanitarian work in relation to conflicts and disasters. 

This report details the work of the ERM department in 
2015, a year when the Organization provided assistance 
to more than 40 countries dealing with health 
emergencies, including seven simultaneous Grade 3 
emergencies — the most in any single year on record. 
These emergencies – in Central African Republic, 
Iraq, Nepal, South Sudan, Syria, and Yemen — placed 
unprecedented strains on the Organization at all levels. 
The Ebola outbreak in West Africa represented the 
seventh of these Grade 3 emergencies, but was outside 
of ERM’s purview, and thus is not covered in this report.

The year also saw a third consecutive global increase 
in the number of people displaced by violence and 
persecution. The total came to over 65 million, most of 
whom remain in the Middle East and in Africa. WHO 
continued to coordinate health-sector responses to 
protracted crises, including in the Democratic Republic 
of the Congo, Myanmar, the Sahel sub-region of Africa, 
Somalia and Ukraine. 

A disturbing increase in attacks on health workers 
has made helping at-risk populations an even greater 
challenge. A WHO report, Attacks on Health, found that 
from January 2014 to December 2015 there were 594 
reported attacks on health care resulting in 959 deaths 
and 1561 injuries in 19 countries with emergencies. 
WHO condemns these attacks in the strongest terms 
and will continue to advocate on behalf of health workers 
wherever and whenever they are under threat. 

In addition to disease outbreaks and conflicts, natural 
hazards — earthquakes, typhoons, and floods — affected 
approximately 90 million people in 2015. The Nepal 
earthquake of April 2015 alone affected almost 6 million 
people. WHO and partners responded to the vast 
majority of these crises. 

The new emergencies programme will build on 
successes such as the deployment in 2015 of a novel 
surveillance system for detecting infectious disease and 
monitoring trends, and partnerships that have been at 
the heart of WHO’s emergencies work for years, be they 
networks of experts or medical teams ready to deploy. 

WHO also invests considerable efforts in helping 
countries to prepare for and mitigate the effects of 
emergencies: retrofitting hospitals so that they don’t 
collapse during earthquakes; training rapid response 
teams so that they can react quickly when an emergency 
occurs; establishing stockpiles of drugs, supplies and 
emergency kits; strengthening WHO’s readiness to 
respond to emergencies, in support of local health 
staff; and assisting with recovery efforts based on the 
principle of ‘building back better.’ 

The question is whether the resources and can be found 
and the global momentum can be built to do a great deal 
more of this advanced work. If so, future tolls to people 
and communities will be less severe when diseases 
spread, when disasters strike, and when conflicts break 
out. This is why WHO has changed how it operates. 

It is clear that to meet the immediate health needs of 
crisis-affected populations, whilst at the same time 
tackling the root causes of their vulnerability, WHO must 
be part of a broader change in the way the international 
community prevents, prepares for, and responds to crises. 
From the Sendai Framework for Disaster Risk Reduction, 
to the Sustainable Development Goals and the World 
Humanitarian Summit, there is now a groundswell of 
support for a profound reform of the way the world 
approaches crises, and it is in this context that WHO’s 
new Health Emergencies Programme has taken shape.

To perform effectively in all areas of work on 
emergencies, WHO needs predictable, long-term, 
sustainable funding. Our funding appeals for 
emergencies were largely underfinanced in 2015.  
This must change. 

Dr Richard J. Brennan

Director of Department of Emergency Operations, WHO 
Health Emergencies Programme
former Director of WHO’s Department of Emergency Risk 
Management and Humanitarian Response 

FOREWORD
At the sixty-eighth session of the World Health 
Assembly in May 2015, WHO Director-General 
Margaret Chan committed the Organization to 
creating a single, all-hazards emergency programme; 
to establishing a global health emergency workforce; 
and to raising a US$ 100 million contingency fund to 
enable rapid emergency response. 
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WHO responded in 2015 to seven simultaneous 
Grade 3 (the most severe) health emergencies: 
the West Africa Ebola outbreak, the Nepal 
earthquake, and conflicts in five countries: the 
Central African Republic, Iraq, South Sudan, 
Syrian Arab Republic and Yemen (the Central 
African Republic was subsequently downgraded, 
but its many health problems persisted). This 
is the highest number of simultaneous Grade 3 
health emergencies WHO has ever responded to. 
In total, WHO provided assistance to 47 countries 
with graded health emergencies in 2015. 

Whether health emergencies were vast or limited 
in scale, protracted or of short duration, WHO 
played a central role. WHO is prepared and ready 
to respond quickly and effectively to health 
emergencies; working with partners to minimize 
the impacts of emergencies on people’s lives and 
on their country’s health systems. This report 
documents WHO’s work on protracted and  
acute emergencies. 

WHO helped people when they needed it most, 
from deploying staff to assist people affected by 
the Nepal earthquake, to sending medical supplies 
following Cyclone Pam in Vanuatu, to supporting 
mobile clinics in Iraq, to training Syrian nurses and 
doctors in Turkey so that they could provide care 
to fellow refugees, to stopping disease outbreaks 
before they could spread widely in South Sudan.

WHO worked closely with many different 
partners in 2015, including donors, ministries 
of health, UN agencies and non-governmental 
organizations, to provide health assistance to 
more than 80 million people, including  
69.5 million directly through the WHO-led  
Health Clusters. 

Much more than response

Response was only part of WHO’s work on 
emergencies. WHO’s efforts begin well ahead 
of a response and continue afterward with 
recovery efforts. Advance work includes making 
hospitals safer, preparing countries for El Niño, 
prepositioning supplies, and readying WHO staff 
and partners to deploy when needed. 

Overall, the scale of health crises in 2015 
exceeded capacities. Of the US$ 1.146 billion 
requested by the Health Cluster for emergency 
programmes, only 42% was raised. WHO 
Humanitarian Response Plans for 30 countries 
and regions required US$ 360.1 million, but 
received US$ 194.8 million, or 54% of what  
was requested. Several appeals received no 
funding at all.

WHO in all phases of an emergency 

WHO plays a central coordinating role to ensure 
the delivery of quality health care in some of the 
world’s most challenging places. 

WHO operates at three levels: on the ground in 
affected countries, at the regional level and at  
WHO Headquarters in Geneva. 

The overall aim is to help countries reduce the 
risks of, prepare for, respond to and recover from 
health emergencies, particularly those caused by 
infectious diseases, natural disasters and conflicts. 

WHO provides support to affected populations 
in many ways, including through Health Cluster 
leadership and coordination, technical guidance, 
training, advocacy, research, information 
management, data-gathering tools, policy 
development, and deployments of WHO staff and 
partners. WHO also maintains strong relationships 
with diverse partners, including donors, other UN 
agencies and WHO Member States. 

Whenever possible, WHO minimizes the health 
impacts of emergencies by supporting countries’ 
efforts to build capacities to deal with the health 
consequences of emergencies; by delivering 
effective WHO responses; and by leading and 
coordinating global efforts for emergency and 
disaster risk management. 

Each area of WHO’s emergency work is linked: 
disaster risk management leads to preparedness, 
which leads to response, which leads to recovery. 
WHO’s challenge lies in raising the necessary 
attention and resources to allow fully effective 
responses to all hazards.

2015: WHO RATCHETS UP 
ITS EMERGENCY WORK 
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WORKING 
PARTNERSHIPS 
ESSENTIAL 
FOR WHO 

RedR Australia, a WHO 
Standby Partner, deployed 
Clive Phillips to Vanuatu to 
help with logistics following 
Cyclone Pam. 

Photo: Harjono Djoyobisono/
RedR Australia  
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Effective responses to the world’s health crises 
would be impossible without the coordinated 
teamwork of the WHO-led Health Cluster. 
Forty-eight international partners and more than 
300 country partners combine their technical 
and operational abilities to support ministries of 
health in crisis-affected countries to ensure that 
people in need receive essential health care.

Health Clusters have long provided vital health 
assistance during emergencies — 24 were active 
in various crisis-affected countries in 2015, with 
WHO functioning as lead or co-lead agency in all. 

Clusters are especially important during large-
scale, complex emergencies. Health Clusters at 
the sites of such crises were originally designed 
to be a short-term solution to coordination 
challenges. During 2015, however, Cluster teams 
were active in many of the globe’s protracted 
health crises, such as those in the Central African 
Republic, Colombia and Ukraine. Overall, the 
Clusters strove to meet the health needs of  
69.5 million people. 

The WHO-led Health Cluster relies on partners 

 Action Contre La Faim 

 Africa Humanitarian Action

 American Refugee Committee

 Cooperative for Assistance and 
Relief Everywhere (CARE)

 Centers for Disease Control and 
Prevention (USA)

 Columbia University

 Concern Worldwide

 Department for International 
Development (UK) 

 European Commission 
Directorate for Humanitarian Aid 
and Civil Protection (ECHO)

 Arab Medical Union - Emergency 
and Relief Agency 

 GOAL

 HelpAge International

 HOPE worldwide

 International Centre for Migration, 
Health and Development (ICMHD)

 International Council of Nurses

 International Federation of Red 
Cross and Red Crescent Societies 
(IFRC)

 International Medical Corps 
(IMC)

 International Organization for 
Migration (IOM)

 International Rescue Committee 
(IRC)

 Johns Hopkins Center for Refugee 
& Disaster Response

 Malteser International

 Medair

 Médecins du Monde

 Malaysian Medical Relief Society 

 Office of U.S. Foreign Disaster 
Assistance (OFDA)

 Public Health England

 Première Urgence Internationale

 Public Health Agency of Canada

 Save the Children

 Save the Children USA

 Terre des Hommes

 Harvard Humanitarian Initiative 
(HHI)

 US Department of State: Bureau 
of Population, Refugees, and 
Migration (USA)

 United Nations Population Fund 
(UNFPA)

 United Nations High 
Commissioner for Refugees 
(UNHCR)

 United Nations Children’s Fund 
(UNICEF)

 World Association for Disaster 
and Emergency Medicine 
(WADEM)

 World Food Programme (WFP)

 Women’s Refugee Commission

 World Vision International (WVI)

Global Health Cluster Members:

 InterAction

 International Committee of the 
Red Cross (ICRC)

 International Council of Voluntary 
Agencies (ICVA)

 Médecins Sans Frontières (MSF)

 Sphere Project

 The Global Fund to Fight AIDS, 
Tuberculosis and Malaria 

Global Health Cluster Observers

 Marie Stopes International

Global Health Cluster Associate
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Standby Partners 

In emergencies, extra personnel must be in place 
quickly to support WHO’s responses. WHO 
rapidly mobilizes qualified and experienced 
professionals to help cope with the health 
consequences of acute crises, protracted 
emergencies and disease outbreaks. WHO 
achieves this by drawing on rosters of internal and 
external personnel — all highly skilled — and on 
the capacities of partner organizations.

Since 2013, WHO has been collaborating closely 
with ‘Standby Partner’ organizations, which 
provide highly skilled personnel to support 
WHO and Health Cluster work. In 2015, these 
partnerships were critical for WHO’s responses 
to emergencies such as the Syrian regional crisis, 
the conflict in South Sudan and Cyclone Pam 
in Vanuatu. In 2015, WHO’s Standby Partners 
contributed 207 months of personnel support to 
18 WHO offices. 

2015 Standby Partners

> CANADEM
>	 Information	Management	and	Mine	
Action	Programs	(iMMAP)

>	Netherlands	Enterprise	Agency
>	Norwegian	Refugee	Council
>	RedR	Australia	
>	The	NGO	Consortium	for	the	Global	
Health	Cluster	includes:	

 - Save the Children UK
 - GOAL
	 -	 Malteser	International
 - Medair
	 -	 Premier	Urgence	Internationale
	 -	 World	Vision	International

  A health worker measures weight 
gain in a pregnant woman in 
the Democratic Republic of the 
Congo. The challenges posed 
by unpredictable and, in some 
cases, faltering funding led to the 
piloting of a new financing model 
for the Health Cluster response 
in the Democratic Republic of 
the Congo. Thanks to a voluntary 
contribution, the Health Cluster 
received a multi-year grant to 
ensure the continuity of key 
dedicated Cluster functions as 
partners strove to meet the health 
needs of 7.9 million people. 

69.5 MILLION 
PEOPLE TARGETED

GLOBALLY

US$ 1.146 BILLION
FUNDS REQUESTED

IN 2015

508 MILLION
FUNDS RECEIVED

IN 2015

42%
AVERAGE % OF

FUNDING IN 2015

62%
OF CLUSTERS 

CO-LED BY MOH*

29%
OF CLUSTERS 

CO-LED BY NGOS*
Sources: PRIME (Public Health Risk Information Marketplace in Emergencies); OCHA FTS; Country Health Clusters
*Ministry of Health and non-governmental organizations
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COUNTRY HEALTH CLUSTER’S DASHBOARD (December 2015)

24 Active Health Clusters 17 Clusters in Complex Emergencies

2 Regional Health Clusters* 80% of Clusters in WHO Eastern Mediterranean  
and Africa Regions5 Health Clusters in Grade 3 Emergencies

*The Whole of Syria approach and the Pacific regional Health Cluster
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Through the WHO Emergency Medical Teams 
Initiative, governments and people affected by 
emergencies and outbreaks can be assured of 
predictable and timely responses by well-trained 
and self-sufficient medical teams. 

Emergency Medical Teams are groups of health 
professionals who provide direct clinical care 
to populations affected by disasters or disease 
outbreaks. They contribute ‘surge capacity’ in 
support of local health systems. 

In 2015, WHO’s Emergency Medical Team 
Classification List began setting minimum 
standards for medical teams deploying 
internationally for disaster response. The 
standards ensure that when teams arrive in 
a country, they are appropriately qualified, 
skilled and equipped to provide health care to 

the affected population. Once teams have been 
registered and vetted, WHO will be able to match 
and deploy the most appropriately skilled medical 
teams to particular emergencies at the request of 
affected countries. 

Since WHO launched the list in July 2015, more 
than 75 organizations or teams from 25 countries 
have applied to be classified by WHO to provide 
clinical care in the wake of emergencies. That 
number is continuing to rise. 

During 2015, Emergency Medical Teams were 
deployed following the Nepal earthquake and 
the Vanuatu cyclone, and played critical roles in 
providing care to populations where local health 
systems were overwhelmed.

WHO’s Emergency Medical Teams Initiative

  The WHO Strategic 
Health Operations 
Centre (SHOC) is the 
headquarters hub for 
coordinating technical 
and operational 
support for our country 
teams responding 
to emergencies. This 
support is provided 
in close collaboration 
with WHO’s six 
Regional Offices and 
with partners.

  WHO supported the Nepal Ministry of Health in helping to 
coordinate response efforts by Emergency Medical Teams 
after the Nepal earthquake in April 2015. 

  A member of Japan’s Disaster Relief Team discusses intial 
response plans after arriving in Kathmandu. 
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WHO’S 
RESPONSES 
IN 2015

A mobile clinic in Iraq. 

Photo: WHO/R. Lopes  
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Addressing people’s health needs in emergencies 

The world faced many types of emergencies in 2015, from 
Cyclone Komen in Myanmar, to persistent drought in Niger, 
earthquakes in Nepal and the conflict in the Syrian Arab 
Republic. Although each crisis is unique, the health response 
frequently has eight common activities: 

COMMON ACTIVITIES IN WHO’S RESPONSE TO EMERGENCIES 

Coordination As Health Cluster lead agency, WHO convenes a wide range of international and 
national organizations to support government-led responses to crises. The goal is to 
avoid overlap and to address operational gaps to ensure help reaches those most in 
need in the most efficient way possible.

Vital health information WHO regularly uses information tools to gather vital health information to help with 
responses. For example, a Health Services Availability Monitoring System (HeRAMS) 
survey conducted in the Central African Republic revealed that access to basic 
health services improved mainly in Bangui, but more targeted efforts were needed 
in other parts of the country.

Essential medicines and  
other supplies

WHO must fill gaps in the supply of essential medicines during health emergencies. 
In 2015, for example, WHO supplied anti-retroviral drugs to Ukraine, vaccines to 
Yemen, and an Interagency Emergency Health Kit containing essential medications 
for 10 000 people for three months to cyclone-struck Vanuatu.

Technical expertise A broad range of technical experts are utilized by WHO to offer technical guidance 
from headquarters and in countries experiencing emergencies. For example, 
WHO support and guidance helped to strengthen trauma care in the Syrian Arabic 
Republic and mental health care in Iraq. This expertise includes many published 
forms of technical guidance, such as on the management of dead bodies or on 
making hospitals safer. 

Disease control If a disease outbreak occurs, WHO works with Member States to strengthen disease 
control. In 2015, WHO helped respond to outbreaks all over the world, including in 
conflict settings, such as controlling a cholera outbreak in South Sudan and carrying 
out a mass vaccination campaign in Yemen against measles and polio.

Health services As needed, WHO can act as “provider of last resort.” This means providing access to 
health services when no one else can. For example, WHO provided primary health 
care services in parts of the Central African Republic and Yemen in 2015.

Training of health workers WHO technical experts regularly offer training to health workers in emergency 
settings. For example, WHO trained Syrian health workers amongst the refugee 
population in Turkey so that they could be integrated into the Turkish health system. 

Accessing remote populations WHO delivers health supplies and supportive health care where possible to conflict-
fraught regions that otherwise couldn’t be reached. In 2015, these included areas 
of Ukraine, Yemen and the Syrian Arab Republic.
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The Syrian crisis: extraordinary steps to  
meet a massive challenge

Conflict in the Syrian Arab Republic left some 
13.5 million people in need of health care by 
the end of 2015. They included families seeking 
safer locations — among an estimated 6.5 million 
internally displaced — and 4.7 million people 
who had fled into neighbouring countries. WHO 
and its partners — operating in the Syrian Arab 
Republic, Jordan, and Turkey — made extensive 
efforts to meet the health needs of the vast 
population affected by the conflict. 

WHO-coordinated health sector groups 
comprised of partners, including UN partners, 
international non-governmental organizations 
(NGOs), and over 100 local NGOs. These groups 
provided emergency health care and worked 
to address operational gaps that resulted from 
disruptions of the health system such as damaged 
health facilities, fleeing staff, lack of fuel, lack of 
drugs and equipment, and increased risks from 
epidemic-prone diseases. 

Within the Syrian Arab Republic, WHO capacity-
building programmes enabled 67 local NGOs 
to work in hard-to-reach areas. An estimated 
397 000 Syrians lived in besieged and isolated 
locations where basic services and goods such 
as health care, food, and potable water were 
unavailable. These local NGOs provided basic 
services delivered by physicians and nurses from 
the same neighbourhoods and communities. 
Under an agreement with the Syrian Government, 
30% of the drugs and medical supplies delivered 
by WHO into the country in 2015 — supplies 
equivalent to 17.2 million treatments — were 
allocated to these NGOs. 

‘Whole of Syria’ approach

The scale and complexity of the Syrian crisis led to 
expanded coordination under what was called the 
‘Whole of Syria’ response – an atypical regional 
approach, coordinated by WHO and including 
co-leadership by the Cluster partners Save the 
Children, the International Medical Corps, the 
International Rescue Committee, and the Syrian 
American Medical Society. This regional endeavor 
coordinated numerous health partners operating 
from hubs in the Syrian Arab Republic, Jordan and 
Turkey.

The Health Cluster operating from Gazientep, 
Turkey, for example, had 51 international and 
national NGOs and five UN agencies among its 
partners. In 2015, these groups carried out over 
6.5 million medical consultations.

Serving the needs of Syrian refugees

Among the 2.4 million Syrian refugees in Turkey 
in 2015, more than 1 million were expected to 
remain. With Turkish health services stretched 
and language barriers between Turkish and 
Arabic speakers common, the Turkish Ministry 
of Health requested that WHO train the Syrian 
doctors, nurses, and other health workers 
who were among the refugees so that these 
professionals could be integrated into the Turkish 
health system. With WHO’s help, these people 
obtained the necessary credentials and were able 
to provide needed care to their compatriots. Two 
hundred health workers were trained in 2015, 
with more scheduled to be trained in 2016.

  Remnants of a hospital in Douma, Syrian Arabic Republic. 

The challenges of delivering health 
care during protracted crises 

  A WHO staff member meets with Syrian refugee children 
in Jordan. 
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The worsening situation in Yemen

Armed conflict intensified in Yemen in March 
2015, displacing 1.3 million people. Parts of the 
country were cut off from supplies of medicines 
and other goods, while food imports were reduced 
due to an embargo, affecting a population already 
malnourished and vulnerable after years of fighting. 
As a result, some 15.2 million people lacked access 
to health care. Exacerbating the crisis, two cyclones 
displaced a further 44 000 people, and standing and 
receding flood waters increased the already high 
risk of vector-borne diseases such as dengue fever 
and malaria. 

In 2015, WHO became one of only a few 
providers of medicines and related supplies in 
Yemen. WHO was able to negotiate access to 
blocked-off areas for mobile medical teams, 
and to deliver medical supplies. Shortages hit 
a broad range of basic goods: for example, 
WHO provided 317 500 litres of fuel so that 
hospitals and health services could operate 
and ambulances could run. WHO distributed 
300 tons of life-saving goods to the Ministry of 
Health and to 22 Health Cluster partners. 

Emergency activities included a six-day 
campaign that enabled mobile medical teams to 
reach 359 000 infants with basic vaccinations. 
An outbreak of dengue fever led to a fumigation 
campaign to protect 250 000 people from the 
illness. Damage to water and sanitation systems 
meant that WHO was called on to provide 1 million 
litres of safe water to the displaced. In addition, 
between August and October, the Organization 
distributed 300 000 water-purification tablets. 

  Health supplies are unloaded in Yemen. 

  Dr Ahmed Shadoul, 
WHO Representative 
to Yemen, briefed 
members of the 
press at the Palais 
des Nations in 
Geneva on the 
situation in Yemen 
in December 2015. 
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  Since the conflict in Yemen escalated in 2015, WHO has 

often had to step in as the health “provider of last resort.” 
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In 2015, the long-standing and tragic reality of attacks 
on health care during emergencies intensified. On  
3 October, rockets slammed into a hospital run by 
the non-governmental organization Médecins Sans 
Frontières (MSF) in Kunduz, Afghanistan, killing  
42 people, including 24 patients, 14 MSF staff and  
4 caretakers. An MSF clinic in Taiz, Yemen, was 
bombed on 2 December, injuring nine people, 
including two MSF staff. By the end of 2015, the 
relentless violence in the Syrian Arab Republic had 
caused the deaths or departures of over half of the 
country’s health workers – and had damaged or 
destroyed almost 60% of the nation’s hospitals. 
A 2016 WHO report, Attacks on Health, found that 
from January 2014 to December 2015, there were 
594 reported attacks on health care that resulted in 
959 deaths and 1561 injuries in 19 countries facing 
emergencies. 

Access to health care cannot be guaranteed without 
first protecting the safety of the people who provide 
it, particularly those who risk their lives to offer care 
during conflicts and other emergencies. Attacks on 
health workers are doubly abhorrent, as they violate 
the rights of the workers and the rights of their 
patients. 

APPALLING AND UNACCEPTABLE:  
ATTACKS ON HEALTH CARE
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Ongoing conflict and displacement in Somalia

In Somalia, armed conflict and related crises 
continued unabated in 2015. With 82 partners 
and two observers, the Health Cluster continued 
efforts to deliver basic and emergency care to 
some 3.2 million people. 

Due to extreme insecurity, less than 15% of those 
living in rural areas and only 39% of those in urban 
centres had access to any health care provider. 
To reduce gaps in access, WHO and its partners 
trained over 850 health workers throughout 
Somalia in such tasks as communicable disease 
surveillance, outbreak detection and control, 
emergency surgical procedures, trauma 
management, and reproductive health including 
emergency obstetric care. 

Outbreaks of malaria, measles, diarrhoeal 
illnesses, and cholera were reported in Somalia 
during 2015. Efforts to improve early detection 
by WHO and its partners meant that of the 183 
outbreaks of infectious disease reported in 2015, 
83% were verified within 96 hours, and 68% were 
responded to within that time period. 

Despite a volatile and fluctuating security 
situation, WHO and the Health Cluster provided 
support to the Somali Ministry of Health. By 
mid-August over 100 000 children under age five 
had been treated for acute malnutrition, and the 
proportion of children classed as malnourished 
was lowered from 14.9% to 12%. An estimated 
555 000 Somalis had received basic health 
services by mid-August. Measles caseloads  
were reduced from 7000 to 3000. And WHO 
provided funding, supplies, and related support  
to 14 hospitals.

Health-system stress in Ukraine

The conflict in Ukraine continued in 2015, 
damaging the economy and reducing government 
funding for public services. Large populations 
were displaced within and outside the country. 
Damage to hospitals and clinics in affected 
territories created a complex challenge that WHO 
and some 40 partners tried to meet. 

Critically, the Organization maintained a presence 
in non-government-controlled areas and — 
when deliveries were authorized — provided 
extensive supplies, such as vaccines, insulin, and 
medications for tuberculosis, HIV, and other 
diseases. For example, after months without 
access, a UN humanitarian convoy delivered 
16 tons of much-needed medical materiel in 
December to hospitals in both government-
controlled and non-government-controlled areas 
of Ukraine. 

Meanwhile, WHO coordinated large-scale 
international support to the Ukrainian health 
sector. WHO supplied 37 mobile units staffed 
by health sector partners, such as the Greek 
Hippocrates Foundation and Médecins du Monde, 
to provide much-needed care (see next page). 

WHO also supported the Government of 
Ukraine’s efforts to maintain an effective health 
system through the procurement of hundreds of 
millions of dollars’ worth of essential medicines. 
WHO supported the Ukrainian Parliament in 
passing appropriate laws to allow international 
organizations to make the procurements for two 
years, while also supporting government reforms 
to the state medicine procurement system. 

  Children in Somalia. 

  In December 2015, a WHO staff member checks on a 
truck with WHO supplies that was part of a UN convoy to 
deliver much-needed materiel to areas of Ukraine without 
access to essential supplies for many months. 
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Mobile clinics in Ukraine carried out  
125 000 patient consultations in 2015

Beginning in 2014, mobile clinics visited and 
helped populations near conflict lines in Ukraine 
where security remained tenuous and health 
facilities had been destroyed. The mobile clinics 
also reached camps for internally displaced 
persons who, if not registered for residence in the 
territories where the camps were located, could 
not gain access to other health facilities.

The mobile units were staffed by Ministry of 
Health or Ukrainian Red Cross personnel, or by 
doctors or nurses supplied by Health Cluster 
partners and credentialed by the Ministry. They 
collected vital statistics and offered services for 
child health, nutrition, communicable and non-
communicable diseases, maternal and newborn 
health, mental health, and hygiene promotion. 
Each clinic contained an examination table, a 
refrigerator for storing medications, other basic 
medical equipment, and a desk and chair for 
staff use. WHO also purchased and supplied the 
medications used by the mobile units.

WHO also bought and equipped eight minibuses in 
2015 to raise the number of mobile clinics operating 
in the country to 37. The new vehicles augmented 
other units created out of decommissioned 
ambulances belonging to the Ministry of Health, 
which WHO paid to repair and refurbish.

Under-the-radar calamity in the Central 
African Republic

Two decades of flickering conflict in the Central 
African Republic have drawn little international 
publicity. The needs remain huge for the  
400 000 internally displaced persons living 
in camps, 461 000 more living as refugees in 
neighbouring countries, and some 2.7 million 
dependent on humanitarian aid to survive. The 
intensification of fighting in 2015 worsened an 
already severe situation.

Health Cluster partners included 30 domestic 
non-governmental organizations. To cope with 
the heightened emergency, WHO opened four 
strategically placed field offices in 2014 and 2015 
to allow better coordination and identification 
of health needs and gaps. The most recent office 
opened in late 2015 in Bangassou just before 
an outbreak of a rare disease – monkeypox 
– appeared in the area. The office aided in 
coordinating the response. 

When the security situation in the capital Bangui 
severely deteriorated and impeded movement 
within the city, WHO maintained and increased 
coordination through the use of mobile devices, 
such as phones. This ensured patient transport 
and referrals with the assistance of international 
forces, and reduced the exposure of patients 
and health staff to further danger at times of 
heightened conflict. 

  More than 400 000 people in the Central African 
Republic, including more than 70 000 children under 
five, had no access to health services and quality health 
care. WHO was there to provide support. For example, 
WHO and partners revitalized the country’s blood bank. 
To cope with the widespread violence, WHO and partners 
organized coordination by telephone so that health 
partners understood the minute-by-minute situation and 
could take cover when necessary. 

  One of 37 WHO-supported mobile clinics in Ukraine. 
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Mobile clinics offer flexible and viable options for treating isolated and vulnerable groups. When coordinating crisis 
response, WHO has arranged for such wheel-based health care and has adjusted the details based on circumstances. 
WHO may buy mobile clinics or provide the necessary medical supplies for them. WHO has also given the funding for 
partners to buy or provide the medical supplies for them. For example, last year WHO provided 34 mobile clinics to 
Syrian non-governmental health organizations to serve populations in hard-to-reach areas. WHO-supported mobile 
clinics operated in Iraq, Jordan (in aid of Syrian refugees), the Syrian Arab Republic, Ukraine, Yemen, and other countries.

MOBILE CLINICS:  
HEALTH CARE THAT ROLLS TO WHERE IT’S NEEDED
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CHILD MORTALITY: UNDER-FIVE MORTALITY RATE 
(U5MR) (DEATHS PER 1,000 LIVE BIRTHS)

Rank Country U5MR in 2015

1 Angola 157

2 Chad 139

3 Somalia 137

4 Central African Republic 130

5 Sierra Leone 120

6 Mali 115

7 Nigeria 109

8 Benin 100

9 Democratic Republic of 
the Congo

98

10 Niger 96

MATERNAL MORTALITY RATIO  
(MMR, MATERNAL DEATHS PER 100 000 LIVE BIRTHS)

Rank Country MMR for 2015

1 Sierra Leone 1360

2 Central African Republic 882

3 Chad 856

4 Nigeria 814

5 South Sudan 789

6 Somalia 732

7 Liberia 725

8 Burundi 712

9 Gambia 706

10 Democratic Republic of 
the Congo

693

 In 2015, WHO had emergency operations in eight 
of the 10 countries in the world with the highest 
rates of child mortality

 In 2015, WHO had emergency operations in eight 
of the 10 countries with the highest maternal 
mortality rates

The Sustainable Development Goals were 
agreed to in 2015. WHO aims to help the world 
achieve the Goals by the target date of 2030 
and to leave no one behind. WHO continues to 
operate in many countries dealing with protracted 
emergencies. Such countries face the highest 
hurdles to achieving the Goals. 

Almost all of the 17 Sustainable Development 
Goals are directly or indirectly related to health. 
One goal (SDG3) specifically sets out to ‘Ensure 

healthy lives and promote well-being for all at all 
ages.’ Two of the key indicators expected to show 
success will be major reductions in the deaths of 
mothers and children. Most countries with the 
highest rates of these deaths are considered to be 
dealing with protracted emergencies. 

Below are lists of countries with the highest rates 
child and maternal mortality. Those countries 
where WHO had emergency operations in 2015 
are highlighted in blue.

Leaving no one behind: Emergencies and the achievement of the Sustainable Development Goals

Sources: Levels & Trends in Child Mortality Report 2015
Trends in Maternal Mortality: 1990 to 2015
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Using technology to detect disease outbreaks 
in remote parts of South Sudan 

Civil conflict entered a third year in South Sudan, 
posing serious health risks in 2015. Those displaced 
often lacked access to clean water and effective 
sanitation and were affected by disease outbreaks 
including cholera, malaria, polio, and measles.

A major challenge with protracted health 
emergencies is detecting outbreaks quickly, often 
in hard-to-reach areas, before they spread, cost 
lives and become difficult to control. In 2015, 
WHO chose South Sudan to pilot the deployment 
of its new disease surveillance kit, the Early 
Warning, Alert and Response System (EWARS) 
in a box. Each kit contains 60 mobile phones for 
the collection and submission of reports by health 
workers; a computer server which runs a field-
level version of the EWARS programme; a solar 
generator to power the server and related laptop 
computers; solar chargers for the mobile phones; 
and a rugged storage container to protect the 
equipment during transport. 

A single kit, which costs about US$ 15 000, can 
support one disease-outbreak coordination office; 
50 fixed or mobile surveillance sites covering  
500 000 people; and a national reference 
laboratory to confirm disease alerts.

Initial results on the deployment in South Sudan 
were positive, and WHO planned to roll out the 
project in other countries.

  Since October 2015, almost 30 000 internally displaced 
persons in South Sudan have crossed the River Nile 
to reach Mingkaman from neighbouring Jongeli State. 
These continuing high levels of displacement, combined 
with lack of adequate shelter, potable water, sanitation 
and hygiene, contribute to high risk factors for disease 
outbreaks. 

  ‘EWARS in a box’ contains all the equipment needed to 
establish surveillance and response activities in field 
settings without reliable internet or electricity. The box 
contains mobile phones, laptops, and a local server 
to collect, report, and manage disease data. A solar 
generator and solar chargers allow the phones and 
laptops to function without 24-hour electricity. A single 
kit costs approximately US$ 15 000 and can support 
surveillance for 50 fixed or mobile clinics serving roughly 
500 000 people. 

In addition to EWARS, WHO has developed several 
information tools to help with timely and evidence-
based decision making during health emergencies. 
Among them:

> Prime (Public Health Risk and Information 
Marketplace for Emergencies) is an online platform 
designed to facilitate information management during 
emergencies – from data collection and analysis 
to reporting and dissemination. Easily deployable 
during crises, Prime is provided to WHO staff and to 
health-sector partners. At the end of 2015, Prime was 
deployed in more than 30 countries. 

> HeRAMS (Health Resources Availability Monitoring 
System) is used during emergencies to quantify the 
state of health systems – such as the number of 
hospitals and clinics damaged or destroyed, and 
the variety and extent of health services available. 
It was deployed in 2015 in the Central African 
Republic, Nigeria, Sudan, the Syrian Arab Republic, 
and Ukraine.

> CCPM (Cluster Coordination Performance 
Monitoring) allows Health Clusters to monitor 
their performance and take corrective action to 
improve coordination. In 2015, 14 out of 24 Health 
Clusters completed this exercise. Overall results 
were positive: 85% felt they effectively identified 
advocacy concerns, while 69% felt they performed 
well at supporting service delivery. Common areas 
for improvement included work on joint needs 
assessments and contingency planning. 

THE INFORMATION TOOLBOX 
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  ‘EWARS in a box’ is designed with frontline health care 
providers in mind. Here Mr Julius Opio, Clinical Officer 
in-charge with Health Link South Sudan, sees patients in 
the Site 1 Health Facility in Mingkaman. Mr Opio collects 
disease data from patients each day during routine 
consultations. If any diseases with immediate reporting 
requirements are seen, alerts can be sent immediately to 
the County Health Department using a mobile phone.
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Rapid response planning in Nepal 

On 25 April 2015 a 7.8 magnitude earthquake 
hit Nepal, followed by a number of powerful 
aftershocks. The UN estimates the disaster killed 
8800 people and injured 22 300.

The response of WHO and its partners was rapid. 
The quake occurred at 11:56. An emergency 
humanitarian action team meeting was held at 
14:00 the same day. WHO’s Regional Director 
for South-East Asia consulted with the Nepali 
Minister of Health and Population later that 
afternoon. WHO approved US$ 175 000 for 
immediate use from the South-East Asia Regional 
Health Emergency Fund and US$ 500 000 
from WHO Headquarters on the same day, in 
accordance with its ‘no-regrets policy’, whereby 
WHO ensures that predictable levels of staff and 
funding are made available to the relevant WHO 
Country Office, even if it is later realized that less 
is required. An emergency coordination meeting 
was held at 18:00 on the day of the quake. 

The Health Cluster for Nepal met the following 
morning. Four Interagency Emergency Health  
Kits (enough to meet the basic health needs of 
40 000 people for three months) were made 
available. The first WHO surge staff arrived 
to strengthen the capacity of the Emergency 
Response Team. The incoming group included 
epidemiologists to monitor the emergency 
surveillance system. 

By 27 April, four additional emergency health kits 
had been provided. On 29 April, WHO and the 
Ministry of Health and Population began a rapid 
needs assessment in severely affected areas. On 
30 April, WHO teams conducted field visits in the 
Kathmandu valley to assess the status of health 
facilities and to determine water, sanitation, and 
other needs. By 1 May, plans were released for 
meeting health care gaps in the 14 districts most 
damaged by the earthquake. 

  After the Nepal earthquake, Nikesh (right) lived in a tent with his parents and neighbours. The 12-year-old had refused to speak or 
eat and was afraid to go near his house. A psychiatric social worker from a WHO-supported mobile mental-health team taught him 
and another child a ‘balloon blowing’ breathing technique to reduce stress, which eventually coaxed smiles out of both children.

Acute emergencies 

In 2015 WHO responded to a number of acute,  
or sudden-onset, health crises. 
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Effective coordination of 149 Emergency 
Medical Teams to Nepal

Used for the first time ever, the WHO-devised 
coordination cell approach for Emergency Medical 
Teams helped avoid overlaps and enabled more 
comprehensive health coverage in the wake 
of the Nepal earthquake. The system is based 
on a unified approach and a common technical 
platform for the coordination of national and 
international medical teams. At the onset of the 
earthquake emergency, the teams — sponsored by 
governments, universities, foundations, and non-
governmental organizations—offered assistance 
through an online platform called the On-Site 
Operations Coordination Centre, based with the 
UN Office for the Coordination of Humanitarian 
Affairs. WHO assisted the Nepal Ministry of 
Health in selecting teams from the platform, 
resulting in the deployment of 149 teams. 

The selected teams were preregistered, arrived 
in the country, obtained licenses to practice, were 
assigned tasks and locations by the Ministry, and 
were supported by WHO through the coordination 
cell. Performances were monitored, and units filed 
reports of their activities upon leaving. In most 
cases, visiting teams brought everything necessary 
to function self-sufficiently for two weeks, 
including portable structures, medical equipment, 
medications, water and sanitation equipment, 
latrines, and housing for staff. This meant a much 
better service was provided by the teams to 
affected populations.

Stopping cholera in Iraq

The health situation in Iraq, already strained as 
2015 began, faced a serious threat in September 
when cholera outbreaks occurred in central and 
southern regions. The response of the Ministry 
of Health, WHO and partners was rapid. The 
greatest concern was stopping the disease from 
spreading to the north of the country, where 
large populations of internally displaced persons 
and Syrian refugees were already struggling with 
insufficient water supplies and poor sanitary 
conditions – a state of affairs that could have 
fueled an epidemic. 

In addition, the constant flow of people into and 
out of areas in Iraq and the Syrian Arab Republic 
could have extended the spread of cholera across 
borders and into other health-service-deprived 
areas. An outbreak in these locations could have 
been catastrophic due to a combination of weak 
health services, malnutrition, and lack of access 
for WHO’s operational partners. 

WHO and its partners in the Syrian Arab Republic, 
Turkey, and Jordan were alerted to the outbreaks, 
and the Early Warning, Alert, and Response 
System (EWARS) across the Syrian Arab Republic 
was strengthened. As part of a comprehensive 
cholera preparedness and response plan, efforts 
were made to identify potential cholera cases in 
the Syrian Arab Republic, and diarrhoeal disease 
kits and diagnostic tests were prepositioned. 

Meanwhile, several cases were diagnosed,  
but treated and contained, in northern Iraq.  
A vaccination campaign in the Kurdish and central 
region of Iraq reached over 250 000 people.  
By mid-November, the cholera outbreak in Iraq 
had largely abated.  A representative of the International Red Cross speaks 

with Dr Ian Norton, who leads the work of Emergency 
Medical Teams at WHO, about response plans for Nepal. 
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  A young student receives his first oral cholera vaccination 
dose from WHO’s Dr Salahuddin Hussein, a medical 
officer working in Dohuk Governate, Iraq. 
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  Patients stand in line for a temporary clinic in an outlying 
district of Kathmandu, Nepal. 
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Vanuatu hit by Cyclone Pam

The most powerful storm in the Pacific in more 
than a decade, Cyclone Pam struck Vanuatu on 
13 March 2015. Eleven people died and more 
than 60% of the country’s health facilities were 
damaged, creating an immediate need for  
emergency and basic care for 166 000 people – 
half the country’s population – on 22 islands.  
Disruptions to telecommunications, transportation, 
water, and energy supplies added to the 
complexities. 

The dispatch of routine medical materials to 
provincial health offices by the Vanuatu Central 
Medical Store was immediately complemented by 
WHO emergency supplies funded by the Russian 
Federation and Norway. A shipment was sent 
from the UN Humanitarian Response Depot in 
Dubai that included one Interagency Emergency 
Health Kit, two trauma kits, and a 45-square-
metre tent. This equipment allowed continued 
provision of primary health services to affected 
areas, enabled 200 surgical operations to be 
carried out, and met the basic health needs of  
30 000 patients for one month. 

Immediately following the cyclone, the 
Government of Vanuatu requested WHO to 
coordinate the overall health response, and 
the WHO Country Office was straightaway 
repurposed to serve as an emergency response 
team. The day after the storm, the WHO Western 
Pacific Regional Office set up an emergency 
operations centre in Manila, and US$ 100 000 
was allocated from the WHO Headquarters rapid 
response account. In addition, a Health Cluster 
was activated, with WHO functioning as co-chair 
and working in cooperation with the Ministry of 
Health and many other partners. 

Twenty-eight Emergency Medical Teams 
coordinated by the Ministry of Health and WHO 
travelled to Vanuatu to provide clinical care in 
the wake of Cyclone Pam.

  A cyclone-damaged home on Vanuatu.
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  A victim of Cyclone Pam at a WHO-supported medical 
facility.
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Cyclone Komen roared up the Bay of Bengal at 
the end of July 2015, causing torrential rains 
and severe flooding in four states and regions of 
Myanmar, including Chin and Rakhine states, the 
two poorest areas of the country. More than  
100 people were killed and some 1.6 million 
affected, with many requiring shelter after their 
homes were flooded. 

WHO staff quickly travelled from the Country 
Office in Yangon to the affected areas. Emergency 
personnel were mobilized by WHO. Disease 
surveillance was instituted, especially for 
cholera. Partners in the Health Cluster focused 
on water supply, sanitation needs, and other 
issues. Within 72 hours, WHO gained approval 
from the UN Central Emergency Response Fund 
for US$ 30 000 to be released to support health 
services in areas where hospitals and clinics were 
flooded. Within three days a detailed follow-up 
request was made to the Fund for US$ 560 000 
to underpin a health response for four months, 
covering supplies and operational help for the 
Ministry of Health. The funds were released 
within two weeks. No disease outbreaks took 
place in any of the affected areas during the 
period of increased risk.

  Dr Win Bo, National Technical Officer for the WHO Country 
Office in Myanmar, did not let tough access conditions 
deter him from reaching affected populations during an 
assessment in Rakhine state following floods in August 
2015. 

  In the midst of widespread 
flooding in Myanmar after 
Cyclone Komen in August 
2015, the mountainous 
region of Myanmar’s Chin 
state was hit by severe 
landslides, and in Rakhine 
state numerous villages 
could not be reached by 
vehicle. 

 Mobile medical teams 
often could not find areas 
dry enough to set up 
temporary facilities, so 
they had to find creative 
solutions. The decision was 
made to use shallow-draft 
boats, with doctors, nurses 
(wearing their traditional 
distinctive red skirts), and 
health assistants delivering 
clinical care and medicines 
while floating on the slowly 
receding floodwaters. 
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Myanmar: A cyclone’s mud-and-flood aftermath
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DISASTER RISK MANAGEMENT: 
MINIMIZING THE HEALTH 
CONSEQUENCES OF 
DISASTERS 

In Nepal, nearly 3 million 
were displaced in 34 
earthquake-affected 
districts. Around 90% of 
health facilities collapsed in 
those areas, including some 
district hospitals. 

Photo: WHO Nepal 



WHO’S WORK IN EMERGENCY RISK AND CRISIS MANAGEMENT  23

Deaths due to natural and technological hazards 
averaged 110 000 per year from 2004 through 
2013, according to records from the Centre 
for Research on the Epidemiology of Disasters 
(CRED). There were also vast numbers of injuries, 
illnesses, and psychosocial effects among 
survivors. 

The Third World Conference on Disaster Risk 
Reduction was held in Sendai, Japan, in March 
2015 with over 6500 participants, including  
2800 government representatives. Sendai 
marked a major change in emphasis towards 
health, and led to the Sendai Framework, which 
was adopted by 187 UN Member States. WHO 
was a key contributor to the consultative process 
before the Conference, and welcomed the Sendai 
Framework with plans to help carry it forward 
to 2030. In essence, the Sendai Framework 
recognizes that protecting people’s health 
from the risks of emergencies and disasters is 
imperative. If health isn’t protected, then all other 
steps to reduce the consequences of emergencies 
will be undermined. 

The drive for safe hospitals

A Comprehensive Safe Hospitals 
Framework was unveiled by WHO at the 
Sendai Conference. Among its objectives:

> Enabling hospitals to continue to 
function and to provide appropriate care 
during and following emergencies and 
disasters

> Protecting health workers, patients, and 
families

> Protecting the physical integrity of 
hospital buildings, equipment, and critical 
functions

> Making hospitals safe and resilient in 
the face of future risks, including those 
related to climate change

The value of taking advance steps to mitigate 
disasters was illustrated by the WHO-supported 
retrofitting of hospitals in Nepal’s Kathmandu 
valley, beginning in 2010. Five multi-service 
hospitals were retrofitted with the limited funding 
available – the financing didn’t allow for structural 
repairs, which were too costly, but enabled safer 
arrangement of the interiors and the fixing in 
place of equipment, cabinets, ceiling structures, 
and heavy furniture. That was important: such 
elements cause most deaths and injuries in 
hospitals during earthquakes. In addition, the 
hospitals set up strategies for dealing with mass 
casualties in the wake of an earthquake, and tents 
and other materials were stockpiled so that they 
could serve as temporary facilities in case the 
hospitals were seriously damaged.

Four of the five retrofitted hospitals survived 
the powerful earthquake of 25 April 2015 and 
could accept patients. Some 90% of other health 
facilities in the area of the quake collapsed.

Currently, such retrofitting efforts are termed 
the Safe Hospital Initiative. Over two decades, 
more than 80 countries have participated. 
Some 4000 hospitals have been assessed using 
WHO’s Hospital Safety Index; some have been 
retrofitted; and staff have been trained in 
responding to disasters. 

Strong tremors from the Nepal earthquake 
also were felt in Bangladesh. The country is 
prone to cyclones and earthquakes, and in 
October, spurred by the Nepal earthquake, the 
Government of Bangladesh and WHO introduced 
a strategy for making hospitals in Bangladesh  
less vulnerable. 

GREATER EMPHASIS ON HEALTH:  
the Sendai Framework for Disaster Risk Reduction 2015-2030
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Preparedness is a critical aspect of WHO’s work 
in emergencies. It involves taking actions in 
anticipation of events and establishing capacities 
to respond to and recover from the consequences 
of disasters.

Major preparedness work was carried out by WHO 
in 2015 as a strong El Niño pattern re-emerged. 
When this pattern of unusually warm water 
in the eastern Pacific Ocean occurred in acute 
form in 1997-1998, it caused extreme weather 
and a series of related health problems around 
the world, including extensive flooding, food 
insecurity, and outbreaks of cholera and Rift 
Valley Fever, including some 90 000 infections in 
East Africa. In Ecuador, the 1997-1998 El Niño  
event affected 60% of the population and 
outbreaks of malaria increased by 440%.

In 2015, working with the WHO/World 
Meteorological Organization Joint Office 
for Climate and Health, the Health Cluster, 
and other partners, WHO helped countries 
prepare for El Niño’s effects, such as drought in 
Ethiopia and floods in Tanzania. WHO worked 
with the Vanuatu Ministry of Health to carry 
out malnutrition screenings in local villages and 
to prepare for the deployment of prepositioned 
health supplies. In Uganda, the Ministry of 

Health, in cooperation with WHO and partners, 
produced a detailed public health and nutrition 
strategy as part of a larger El Niño Preparedness 
and Contingency Plan. WHO also disseminated 
guidance to Member States and partners on how 
best to cope with the health consequences of 
droughts, floods, and infectious diseases.

  A mother and child in the Sitti Zone of Somali Regional State in Ethiopia were two of more than 8 million people needing food 
assistance and other aid to cope with the effects of El Niño. 

PLANNING FOR THE WORST, HOPING FOR THE BEST 
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Drought began to afflict Ethiopia in March 2015, 
followed by lack of spring and summer rains, which 
disrupted agriculture. By October, climatic conditions 
had led to extensive food insecurity and malnutrition, 
and had increased the risk of climate-sensitive 
diseases such as malaria, dengue fever, Rift Valley 
Fever, measles, meningitis, scabies, cholera, and 
other diarrheal diseases. 

In July 2015, WHO assisted the Ethiopian Ministry of 
Health in developing its El Niño Health and Nutrition 
Sector Contingency Plan. 

ETHIOPIA AND EL NIÑO

PREPAREDNESS:
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WHO Country Offices, Regional Offices, and 
Headquarters are working jointly to ensure 
that before emergencies and disasters occur, 
they have the appropriate harmonized policies, 
procedures, systems, resources, and capacities 
in place to implement operations effectively. 
‘Readiness’ refers to how WHO organizes 
internally to respond predictably and effectively 
to emergencies. 

WHO readiness encompasses its responsibilities as 
a UN organization, its membership in UN country 
teams and humanitarian country teams, and 
WHO’s responsibilities as Health Cluster lead. 

Beyond supporting Emergency Medical Teams 
and Standby Partners (as noted earlier), other 
regular elements of readiness include the 
following:

> Surge training

> Stockpiling and supply hubs

> Readiness checklists

Surge training. Throughout 2015, WHO trained 
hundreds of WHO staff and governmental 
and non-governmental partners from various 
disciplines through surge training. Surge training 
helps personnel ready themselves for rapid, 
efficient responses to health emergencies. This 
often includes simulation exercises designed to 
replicate the conditions experts may face during 
major health emergencies, such as long hours, 
heavy workloads, and complex and changing 
environments. 

  Medicines and supplies provided by WHO to be distributed in Yemen. 

ON YOUR MARK 

  WHO prepares staff and partners to be deployed to 
emergencies through simulation exercises like this 
one, held in June 2015. Here, WHO’s Dr Jorge Castilla 
welcomes participants and explains what to expect. 
The training sessions cover such areas as leadership, 
information and technical expertise, operational and 
professional effectiveness, and core services. 
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READINESS:
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Stockpiling and supply hubs. Because equipment, 
medications, and other supplies need to be rapidly 
accessible during emergencies, WHO maintains 
supplies at UN Humanitarian Response depots in 
Brindisi, Italy; Accra, Ghana; Dubai, United Arab 
Emirates; Panama City, Panama; and Subang, 
Malaysia that are ready for rapid dispatch. In 
2015, this system helped WHO quickly send 
Interagency Emergency Health Kits to Vanuatu 
and Nepal and trauma kits to Yemen. WHO also 
manages global emergency stockpiles of vaccines. 
In 2015, more than 2 million doses of oral 
cholera vaccine (OCV) and 1.5 million doses of 
meningitis C vaccine were deployed. In another 
example, as a drought intensified in South Sudan, 
malaria drugs, diarrhoea treatment kits, and lab 
tests for the confirmation of epidemic illnesses 
were stockpiled at strategic locations in case 
outbreaks occurred.

Readiness checklists. Launched in 2015, the 
checklists cover all the materials and systems 
WHO needs to have in place to respond to 
emergencies. For example, a checklist helped 
WHO plan a response to support the Philippines’ 
Ministry of Health before Typhoon Nona (Melor) 
hit in December 2015. 

What is in an Interagency Emergency Health Kit?

  WHO receives Russian-funded supplies for Vanuatu.

Ph
ot

o:
 W

HO
 



WHO’S WORK IN EMERGENCY RISK AND CRISIS MANAGEMENT  27

Building back better for increased resilience is 
the operating maxim. In the wake of emergencies, 
governments and populations generally are highly 
interested in steps that can reduce the impact of 
future crises. 

WHO collaborated with many ministries of 
health in 2015 in the wake of emergencies to 
help them analyse and address weaknesses and 
challenges. The standard procedure was through 
post-disaster needs assessments or recovery and 
peace-building assessments. Such assessments 
often include collaboration with the World 
Bank, the European Union, and the UN. The 
assessments always include a health component. 

For example, a post-disaster needs assessment 
led by Nepal’s Ministry of Health was carried out 
following the 2015 earthquake. WHO served 
as focal point for support from international 
partners, and consulted with 30 development 
partner agencies. Among broader issues affecting 
health, the assessment called for the revision of 
building codes to make structures safer during 
seismic events. It also said health staff should 
be better prepared to respond, and that the 
government ‘will support strengthening and 
retrofitting of schools and hospitals that are 
critical to risk reduction in Nepal.’ 

Following unprecedented floods that affected 
Serbia in May 2014, a post-disaster needs 
assessment was conducted with extensive input 
provided by WHO recovery and transition 
experts. In November 2014, Serbia hosted a 
two-day ‘lessons learned’ workshop on the health-
sector response to the floods. The workshop was 
organized by WHO. Along with staff from Serbia, 
health officials participated from two other 
countries affected by the flooding: Bosnia and 
Herzegovina and Croatia. In March 2015, a WHO 
public health emergency management course was 
conducted in Belgrade — a week-long training 
workshop for senior managers from the health 
sectors of the three affected countries. To further 
enhance the predictability and reliability of health 
sector responses to future disasters, a National 
Health Sector Emergency Response Plan was 
developed with WHO support. To further enhance 
the predictability and reliability of health sector 
responses to future disasters, a National Health 
Sector Emergency Response Plan was developed 
with WHO support for Serbia.

Recovery and health system strengthening 

  Following floods caused by Cyclone Komen in Rakhine state, Myanmar, people used boats to move around villages, as they 
worked to start recovering and rebuilding their communities after the disaster. WHO regularly supports ministries of health in 
early recovery planning. 
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Recognizing ‘health heroes’ 

Every year on World Humanitarian Day, 19 August, the international humanitarian community 
celebrates those around the world who contribute selflessly – sometimes risking their lives – to provide 
aid to others during natural disasters, armed conflicts, and other crises. In 2015, WHO launched the 
#ThanksHealthHero campaign to shine a spotlight on those who deliver health care under challenging 
circumstances. Here are some of those cited by WHO as ‘health heroes’:

Sirita Chaudary, a 35-year-old 
staff nurse was on hospital duty 
when the April 2015 earthquake 
struck Nepal. Though the impulse 
might have been to flee, she 
remained at her post, and over 
the subsequent minutes, hours, 
and weeks, continued to treat 
patients. “I was on the third floor 
when the earthquake struck,” she 
said. “I asked the patients to go 
under their beds. I know people 
need my services. I continued at 
the hospital.”

Similarly, Rahab Al Jamal is one 
of 17 midwives working in the 
Zaatari refugee camp in Jordan, 
where 100 to 200 women each 
day, most of them refugees 
from the Syrian civil war, go into 
labour under less-than-optimum 
circumstances. “We have to 
support mothers during delivery 
in extremely hard conditions,” 
she reports. Ms. Al Jamal also 
provides consultations on family 
planning methods and offers pre- 
and post-natal care to women at 
the camp.

Iman Abu Jaib, a hospital nurse 
working in the Nusseirat refugee 
camp in the occupied Palestinian 
territory, was wounded during 
the 2014 conflict in Gaza. “Many 
times my children were in danger, 
and I had to help them, but I had 
to help others as well. I never 
thought about the hospital being 
hit,” she says. Despite being 
wounded, she continued working.

Having survived Ebola, Sierra 
Leonean nurse Rebecca Johnson 
is not only returning to work to 
care for people with Ebola but 
spreading the word that Ebola 
can be beaten. “I want Ebola 
to finish so we can get back to 
normal. My country is drowning 
- no schools, the economy is in 
ruins. It’s not easy.”

Dr. Felix Sarria Baez is one of 
hundreds of Cuban doctors who 
supported the Ebola response 
in West Africa. While working 
there, he contracted the disease 
himself. He nearly lost his life, 
but survived – and returned 
to Sierra Leone to treat more 
patients suffering from the 
disease. “It’s good to come 
back,” he said. “I needed to 
come back. Ebola is a challenge 
that we must fight to the finish.”

Sadiqa Husseini once watched 
her sister nearly bleed to death 
giving birth to her first child – 
not an unusual experience in 
Afghanistan, where a woman 
dies every 27 minutes from 
complications of pregnancy or 
childbirth. Ms. Husseini went on 
to become a midwife to prevent 
such tragedies. She is one of 
3000 midwives who recently 
graduated from training in 
Afghanistan and are helping to 
reduce maternal mortality in the 
country.
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Financing crisis management and humanitarian response 

In 2015, WHO’s budget for crisis management 
was divided into two distinct areas to separate 
core functions from the unpredictability of 
emergency-response operations: 

> The Emergency Risk and Crisis Management 
(ERCM) budget encompasses support for 
Member States to prepare for emergencies; 
for the work of the Global Health Cluster; for 
organizational readiness for response; for 
information management tools; for health 
emergency policies; and for advocacy. 

> The Outbreak and Crisis Response (OCR) 
budget enables WHO to respond to specific 
emergencies with health consequences, 
including humanitarian crises for which 
Humanitarian Response Plans have been 
developed in coordination with humanitarian 
partners; sudden-onset emergencies, such 
as earthquakes and floods; and unexpected 
epidemics, such the Ebola outbreak in West 
Africa.

The year 2015 marked the end of the WHO 
financial cycle. For the biennium 2014-2015, 
WHO’s income for Emergency Risk and Crisis 
Management totaled US$ 87.21 million. Thirty-
nine percent of that total came from flexible 
contributions, while 61% came from earmarked 
resources. Earmarked contributions from WHO 
Member States amounted to 31% of the funds for 
this area, followed by funds coming from other 
United Nations agencies, which amounted to  
18% of the total income of ERCM.

For Outbreak and Crisis Response, in 2014-2015 
the Organization received US$ 774 million,  
97% of which came through earmarked 
contributions for specific emergencies. Most 
contributions came from Member States (55.4%), 
followed by contributions from United Nations 
organizations (25.8%).

Flexible, unearmarked funding contributes 
to predictable and quality operational and 
programme planning. However, there has been 
a tendency towards the earmarking of financial 
contributions to WHO in recent years. Inflexible 
and unpredictable funding for humanitarian 
response operations hampers WHO’s ability to 
attract and retain staff with highly specialized 
technical qualifications, such as medical doctors, 
epidemiologists and pharmacists. This has an 
inevitable impact on reaching people in need as 
quickly as possible with the support they require.

Among Member States, the United States of 
America was the biggest contributor for both 
areas of work. Among contributors from other 
United Nations organizations, the Central 
Emergency Response Fund (CERF) was the 
biggest contributor.

WHO would like to thank all donors who 
provided financial support to WHO’s work in risk 
management and humanitarian response in 2015 
(more details about contributors and recipient 
countries can be found in Annexes 3 and 4).

In 2015, the health component of Humanitarian 
Response Plans was severely underfunded. The 
whole of the health sector received only 49% of the 
US$ 2.2 billion required to provide health assistance 
to over 38 humanitarian crises. WHO only received 
54% of the funds it needed for emergency response. 

Such underfunding comes at a cost. For example, in 
Iraq in August 2015, a severe funding shortfall forced 
WHO and other humanitarian partners to temporarily 
close 84% of health programmes. This left almost 
3 million people without access to urgently needed 
health services. 

The WHO Syrian Arab Republic office estimated that 
for every US$ 1 million not received to fund the Syria 
Humanitarian Response Plan, 227 640 people would 
miss out on essential health services. Lack of access 
to health has been one of the main reasons given by 
refugees for fleeing the Syrian Arabic Republic.

THE RISKS OF UNDERFUNDING HEALTH  
IN EMERGENCIES

WHO reforms undertaken in 2015 to streamline and 
strengthen responses to emergencies included the 
establishment of a US$ 100 million Contingency Fund 
for Emergencies in May 2015. The fund is intended to 
address a critical gap in financing WHO’s emergency 
work: the period from the beginning of an emergency 
until resources from other funding mechanisms start 
to flow. Funds and donor appeals all take time to 
activate. The Contingency Fund for Emergencies is 
designed to be available to support WHO’s initial 
response from the time an incident is reported. This 
enables sufficient staff and standby partners to be 
‘surged’ immediately to the country concerned, and 
allows them to work to save lives from the beginning 
of an emergency. The fund was first used in late 2015, 
disbursing US$ 400 000 to support rapid response 
work in Ethiopia as a health crisis developed in 
relation to the El Niño-caused drought.

CONTINGENCY FUND FOR EMERGENCIES 
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The Ebola crisis in West Africa sparked intense 
international scrutiny of WHO’s work in 
emergencies. A series of evaluations and reviews 
in 2015 concluded that at the time of the 
outbreak the Organization did not possess the 
capacity and organizational culture to deliver a 
full emergency health programme.

Common to all evaluations was recognition of 
the important role of WHO in outbreaks and 
humanitarian emergencies. Member States gave 
a clear mandate to WHO to transform itself 
into a fully operational emergency organization 
capable of addressing all emergency health risks 
and events in a predictable, capable, dependable, 
flexible and accountable manner.

In May 2016, the 69th World Health Assembly 
marked a historic moment for WHO. Member 
States welcomed the new Health Emergencies 
Programme and gave WHO the mandate to move 
forward with the programme design, the results 
framework and the budget that have evolved out 
of the reform process. 

This is a profound change for the Organization, 
adding operational capabilities for outbreaks 
and humanitarian emergencies to its traditional 
technical and normative roles. 

WHO aims to be fast, effective and predictable in 
responding to health emergencies, whether from 
outbreaks, disasters, or conflicts, and to establish 
adequate field presences to protect and save lives 
in emergencies. Partners will know what to expect 
of the organization and when.

The mission of the Health Emergencies 
Programme is to help Member States build their 
capacities to manage health emergency risks and, 
when national capacities are overwhelmed, to 
enable WHO to lead and coordinate international 
health responses to contain outbreaks and 
to provide effective relief and recovery to 
populations affected by all kinds of crises.

To fully support Member States with technical 
and operational excellence, WHO will need 
sustainable core financing, contingency funding 
and funding for responses to specific emergencies. 

WHO is fully committed to the Health 
Emergencies Programme but our success will 
depend on support from all partners, including 
greater funding from Member States and other 
contributors.

WHO’S NEW HEALTH EMERGENCIES PROGRAMME 

ONE WORKFORCE

ONE BUDGET

ONE LINE OF 
ACCOUNTABILITY

ONE SET OF 
PROCESSES/SYSTEMS

ONE SET OF BENCHMARKS

ONE WHO
EMERGENCIES
PROGRAMME

2016 AND BEYOND: 
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ANNEX 1: GRADE DEFINITIONS 

GRADE DEFINITIONS FROM THE WHO EMERGENCY RESPONSE FRAMEWORK 

WHO has the following grade definitions:

 UNGRADED: an event that is being assessed, tracked, or monitored by WHO but that requires no 
WHO response at the time.

 GRADE 1: a single or multiple-country event with minimal public health consequences that requires 
a minimal WHO Country Office response or a minimal international WHO response. Organizational 
and/or external support required by the WHO Country Office is minimal. The provision of support to 
the WHO Country Office is coordinated by a focal point in the regional office.

 GRADE 2: a single or multiple-country event with moderate public health consequences that 
requires a moderate WHO Country Office response and/or a moderate international WHO 
response. Organizational and/or external support required by the WHO Country Office is moderate. 
An Emergency Support Team, run out of the regional office, coordinates the provision of support to 
the WHO Country Office.

 GRADE 3: a single or multiple-country event with substantial public health consequences that 
requires a substantial WHO Country Office response and/or a substantial international WHO 
response. Organizational and/or external support required by the WHO Country Office is 
substantial. An Emergency Support Team, run out of the regional office, coordinates the provision of 
support to the WHO Country Office.

ANNEXES 
> ANNEX 1:  

GRADE DEFINITIONS 

> ANNEX 2:  
2015 GRADED EMERGENCIES 

> ANNEX 3:  
EMERGENCY RISK AND CRISIS MANAGEMENT FUNDING

> ANNEX 4:  
OUTBREAK AND CRISIS RESPONSE FUNDING
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ANNEX 2: 2015 GRADED EMERGENCIES

LIST OF ACUTE/GRADED AND PROTRACTED EMERGENCIES  
IN THE REPORTING PERIOD (1 JANUARY–31 DECEMBER 2015)

Country, territory or area/emergency Type of crisis Grade at end of 2015

Afghanistan earthquake 1

Burundi conflict/civil strife 1

Cameroon conflict/civil strife 2

Central African Republic conflict/civil strife 2

Ethiopia food insecurity, El Niño 2

Guinea Ebola outbreak 3

Iraq conflict/civil strife 3

Jordan refugee displacement – conflict in the Syrian Arab Republic 3

Lebanon refugee displacement – conflict in the Syrian Arab Republic 3

Liberia Ebola outbreak 3

Libya conflict/civil strife 1

Madagascar floods 1

Malawi floods 2

Mali conflict/civil strife 1

Micronesia (Federated States of) Cyclone Maysak 1

Mozambique floods 2

Myanmar floods 2

Nepal earthquake 1

Niger conflict/civil strife 2

Nigeria conflict/civil strife 2

Philippines
Typhoon Koppu 1

conflict/civil strife 1

Sierra Leone Ebola outbreak 3

South Sudan conflict/civil strife 3

Syrian Arab Republic conflict/civil strife 3

Turkey refugee displacement – conflict in the Syrian Arab Republic 3

Tuvalu Cyclone Pam 1

Ukraine conflict/civil strife 2

United Republic of Tanzania
refugee displacement 1

conflict/civil strife 2

Vanuatu Cyclone Pam 2

Yemen armed conflict 3

Afghanistan protracted N/A

Burkina Faso protracted N/A

Cameroon protracted N/A

Chad protracted N/A

Democratic Republic of the Congo protracted N/A

Djibouti protracted N/A

Eritrea protracted N/A

Ethiopia protracted N/A

Gambia protracted N/A

Mali protracted N/A

Mauritania protracted N/A

Myanmar protracted N/A

Niger protracted N/A

Nigeria protracted N/A

Pakistan protracted N/A

Senegal protracted N/A

Somalia protracted N/A

Sudan protracted N/A

West Bank and Gaza Strip protracted N/A
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ANNEX 3: EMERGENCY RISK AND CRISIS MANAGEMENT FUNDING

FINANCING 2014-2015

This table is taken from WHO’s Programme Budget portal which lists specified voluntary contributions 
for Emergency Risk and Crisis Management (ERCM) 2014-15 by Member States. However, this table 
does not reflect voluntary contributions that originate from WHO’s base Programme Budget which 
may also be used to fund ERCM.

Who provided funds? 

MEMBER STATES (Voluntary Specified) CONTRIBUTION (US$)

United States 5 500 000

Sweden 3 900 000

Japan 3 840 000

Norway 3 490 000

Finland 3 190 000

Russian Federation 2 240 000

Republic of Korea 1 620 000

Australia 845 370

United Kingdom 828 780

Canada 593 980

Guinea-Bissau 467 290

Kuwait 429 040

Italy 275 770

Spain 259 700

Turkey 127 440

Estonia 116 830

China 50 980

United Arab Emirates 50 780

Germany 47 500

Thailand 42 480

Ireland 18 040

Monaco 11 540

South Africa 7 870

New Zealand 3 720

Hungary  810

TOTAL 27 957 920

UNITED NATIONS ORGANIZATIONS CONTRIBUTION (US$)

United Nations Central Emergency Response Fund (CERF) 9 100 000

Multi-Donor Trust Funds (MDTF) 4 110 000

United Nations Office for the Coordination of Humanitarian Affairs 1 420 000

United Nations Trust Fund for Human Security (UNTFHS) 485 810

UNDP South Sudan Common Humanitarian Fund (CHF) 393 470

Food and Agriculture Organization (FAO) 252 340

United Nations Development Programme (UNDP) 168 820

United Nations Children`s Fund (UNICEF) 143 400

United Nations Population Fund (UNFPA) 46 760

TOTAL 16 120 600

INTERGOVERNMENTAL ORGANIZATIONS CONTRIBUTION (US$)

European Commission 2 940 000

West African Health Organisation 350 000

TOTAL 3 290 000

PARTNERSHIPS CONTRIBUTION (US$)

GAVI Alliance 2 230 000

TOTAL 2 230 000
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Who provided funds? 

DEVELOPMENT BANKS AND FUNDS CONTRIBUTION (US$)

African Development Bank Group 2 030 000

TOTAL 2 030.000

NON-GOVERNMENTAL ORGANIZATIONS (NGOs) AND STATE GOVERNMENTS CONTRIBUTION (US$)

The Northern Territory Government of Australia 367 500

Relief International (RI) 91 470

Japan Private Kindergarten Association 12 480

Korean Foundation for International Healthcare 5 670

TOTAL 477 120

PHILANTHROPIC ORGANIZATIONS CONTRIBUTION (US$)

Margaret A. Cargill Foundation 206 540

CDC Foundation 54 140

TOTAL 260 680

ACADEMIC INSTITUTIONS CONTRIBUTION (US$)

Clinical and Laboratory Standards Institute (CLSI) 155 660

TOTAL 155 660

Where did the funding go? 

AFRICA RECEIVED (US$)

Africa Regional Office 7 470 000

Cameroon 3 140 000

Central African Republic 2 640 000

Niger 2 250 000

South Sudan 1 760 000

Ethiopia 1 750 000

Democratic Republic of the Congo 1 510 000

Guinea-Bissau 1 510 000

Mali 1 420 000

Ghana 1 040 000

Kenya 679 780

Madagascar 674 820

Guinea 623 540

Uganda 535 350

Gambia 462 660

Mauritania 290 780

Congo 281 590

Nigeria 276 080

Burkina Faso 274 440

Zimbabwe 274 200

Benin 216 260

Mozambique 194 360

United Republic of Tanzania 192 510

Burundi 182 260

Liberia 172 950

Rwanda 170 250

Malawi 169 450

Sao Tome and Principe 164 000

Côte d’Ivoire 162 740

Equatorial Guinea 136 110
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Where did the funding go? 

Senegal 131 230

Sierra Leone 128 500

Cabo Verde 128 090

Botswana 126 580

Zambia 115 610

Mauritius 111 130

Togo 100 000

Lesotho 69 150

Eritrea 68 840

Algeria 65 090

Angola 45 420

Gabon 45 000

Namibia 41 730

Comoros 41 000

Swaziland 38 000

Chad 32 210

Seychelles 16 000

TOTAL 31 927 710

EASTERN MEDITERRANEAN* RECEIVED (US$)

EMRO Office 7 390 000

Somalia 3 220 000

Afghanistan 2 010 000

Sudan 1 160 000

Djibouti 634 780

Pakistan 613 120

Yemen 183 940

Iran (Islamic Republic of) 159 110

Iraq 103 000

Oman 34 110

West Bank and Gaza Strip 31 210

Jordan 20 900

Qatar 11 000

Egypt 3 000

Bahrain  260

TOTAL 15 574 430 

*Most funds for the Syrian Arabic Republic are noted in Annex 4 for Outbreak and Crisis Response Funding on page 40.

SOUTH EAST ASIA RECEIVED (US$)

Nepal 2 050 000

SEARO Office 1 720 000

Democratic People’s Republic of Korea 698 680

Thailand 335 100

Indonesia 306 130

Myanmar 271 030

Bangladesh 138 020

Sri Lanka 136 860

Timor-Leste 113 890

Maldives 18 630

Bhutan 15 000

TOTAL 5 803 340
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Where did the funding go? 

WESTERN PACIFIC RECEIVED (US$)

WPRO Office 1 710 000

Philippines 367 990

Viet Nam 166 170

China 97 240

Solomon Islands 68 200

Fiji 50 000

Mongolia 28 990

Papua New Guinea 23 330

Marshall Islands 9 000

Samoa 9 000

Cambodia 2 720

TOTAL 2 532 640

EUROPE RECEIVED (US$)

EURO Office 2 180 000

Serbia 154 640

Tajikistan 121 900

Republic of Moldova 100 370

Kazakhstan 90 000

Ukraine 71 270

Kyrgyzstan 69 380

Turkey 40 560

Macedonia, The Former Yugoslav Republic of 14 150

Russian Federation 12 430

Uzbekistan 10 610

Slovakia 3 930

Armenia 3 900

TOTAL 2 873 140

ANNEX 4: OUTBREAK AND CRISIS RESPONSE FUNDING

FINANCING 2014-2015

This table is taken from WHO’s Programme Budget portal which lists specified voluntary contributions 
for Outbreak and Crisis Response (OCR) 2014-15 by Member States. However, this table does not 
reflect voluntary contributions that originate from WHO’s base Programme Budget which may also be 
used to fund OCR.

Who provided funds? 

MEMBER STATES (Voluntary Specified) CONTRIBUTION (US$)

United States 122 400 000

Japan 35 710 000

World Bank - Liberia 30 390 000

Norway 30 130 000

United Kingdom 29 290 000

Kuwait 27 480 000

Canada 26 180 000

World Bank - Guinea 16 130 000

Republic of Korea 16 000 000

Germany 12 970 000

Australia 9 470 000

Finland 9 150 000

Sweden 7 580 000
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Who provided funds? 

Saudi Arabia 6 820 000

Netherlands 5 820 000

World Bank - Sierra Leone 5 670 000

Brazil 4 820 000

Russian Federation 4 630 000

China 3 520 000

Italy 3 520 000

Denmark 3 420 000

Switzerland 3 010 000

Equatorial Guinea 1 510 000

Benin 1 270 000

Turkey 1 270 000

New Zealand 1 080 000

Mexico 934 580

Qatar 934 580

Cameroon 854 440

United Arab Emirates 846 410

Libya 763 930

France 654 590

Gambia 511 500

Gabon 480 880

Democratic Republic of the Congo 451 690

India 403 560

South Africa 383 090

Luxembourg 312 220

Chad 230 720

Lesotho 210 700

Greece 202 030

Portugal 183 020

Monaco 166 710

Estonia 161 180

Singapore 121 070

Poland 118 100

Sudan 116 820

Spain 110 840

Thailand 110 820

Brunei Darussalam 80 710

Hungary 58 480

Croatia 38 740

Israel 37 590

Mauritius 31 420

Slovenia 30 770

Ireland 24 300

Eritrea 18 820

Andorra 16 190

Slovakia 15 290

Seychelles 5 840

Belgium 80

TOTAL 428 861 710
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Who provided funds? 

UNITED NATIONS ORGANIZATIONS CONTRIBUTION (US$)

United Nations Central Emergency Response Fund (CERF) 71 060 000

United Nations Office for the Coordination of Humanitarian Affairs (UNOCHA) 53 340 000

Multi-Donor Trust Funds (MDTF) 47 240 000

United Nations High Commissioner for Refugees (UNHCR) 13 290 000

UNDP South Sudan Common Humanitarian Fund (CHF) 5 160 000

United Nations Development Programme (UNDP) 4 910 000

United Nations Foundation 2 380 000

United Nations Children`s Fund (UNICEF) 1 310 000

United Nations Trust Fund for Human Security (UNTFHS) 667 030

World Food Programme (WFP) 113 620

TOTAL 199 470 650

INTERGOVERNMENTAL ORGANIZATIONS CONTRIBUTION (US$)

European Commission 40 910 000

International Organization for Migration 138 000

TOTAL 41 048 000

DEVELOPMENT BANKS AND FUNDS CONTRIBUTION (US$)

African Development Bank Group 30 910 000

OPEC Fund for International Development (OFID) 403 560

Saudi Arabia 282 720

World Bank  400

TOTAL 31 596 680

PHILANTHROPIC ORGANIZATIONS CONTRIBUTION (US$)

Bill and Melinda Gates Foundation 11 790 000

Wellcome Trust 10 610 000

ELMA Vaccines & Immunization Foundation 934 080

Margaret A. Cargill Foundation 762 610

The Paul G. Allen Family Foundation 595 030

TOTAL 24 691 720

PARTNERSHIPS CONTRIBUTION (US$)

GAVI Alliance 7 030 000

TOTAL 7 030 000

NON-GOVERNMENTAL ORGANIZATIONS (NGOs) CONTRIBUTION (US$)

Qatar Red Crescent Society (QRCS) 467 290

Japan Private Kindergarten Association 268 500

Médecins Sans Frontières (MSF) 231 660

Nuclear Threat Initiative 154 200

Human Appeal International 118 690

Shinnyo-En 102 520

Health Action International (HAI) 38 580

Community and Family Services International (CFSI) 37 530

TOTAL 1 418 970
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Who provided funds? 

ACADEMIC INSTITUTIONS CONTRIBUTION (US$)

Innovation Norway 614 140

The Norwegian Institute of Public Health (NIPH) 301 720

TOTAL 915 860

PRIVATE SECTOR ENTITIES CONTRIBUTION (US$)

BHP Billiton Sustainable Communities 373 830

OAS African Investments Limited 100 000

Vale International Holdings Gmbh 93 460

Daco Alumina and Chemicals Ltd. 23 360

Société Anglogold Ashanti de Guinée (SAG) 23 360

Société des Mines de Fer de Guinée (SMFG) 23 360

TOTAL 637 370

Where did the financing go? 

AFRICA RECEIVED (US$)

Liberia 78 210 000

Guinea 55 210 000

Sierra Leone 47 860 000

AFRO Regional Office 27 910 000

South Sudan 17 120 000

Democratic Republic of the Congo 6 100 000

Cameroon 6 080 000

Central African Republic 5 070 000

Nigeria 4 320 000

Mali 2 910 000

Ethiopia 2 140 000

Kenya 2 070 000

Chad 1 790 000

Niger 1 650 000

Ghana 1 450 000

Uganda 1 250 000

Madagascar 1 100 000

United Republic of Tanzania 947 730

Benin 778 690

Eritrea 623 770

Gambia 600 070

Burkina Faso 564 790

Guinea-Bissau 464 230

Côte d’Ivoire 454 230

Senegal 444 230

Malawi 408 800

Mozambique 398 430

Congo 291 510

Rwanda 191 690

Mauritania 164 230

Togo 134 230

South Africa 74 370

TOTAL 268 781 000
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Where did the financing go? 

EASTERN MEDITERRANEAN RECEIVED (US$)

Syrian Arab Republic 82 530 000

Iraq 60 290 000

Yemen 28 230 000

Afghanistan 19 810 000

Sudan 19 400 000

Lebanon 15 890 000

West Bank and Gaza Strip 13 950 000

Pakistan 8 590 000

EMRO Regional Office 7 340 000

Somalia 5 150 000

Jordan 4 340 000

Libya 2 100 000

Djibouti 1 360 000

Egypt 1 120 000

TOTAL 270 100 000

WESTERN PACIFIC RECEIVED (US$)

Philippines 16 860 000

WPRO Regional Office 1 060 000

Fiji 1 060 000

Vanuatu 753 300

Solomon Islands 532 230

TOTAL 20 265 530

SOUTH EAST ASIA RECEIVED (US$)

Democratic People`s Republic of Korea 12 560 000

Nepal 3 880 000

Myanmar 1 490 000

SEARO Regional Office 122 630

Indonesia 120 000

Sri Lanka 72 790

TOTAL 18 245 420

EUROPE RECEIVED (US$)

Ukraine 8 500 000

Turkey 6 020 000

Serbia 862 450

Croatia 37 200

EURO Regional Office 12 890

TOTAL 15 432 540

AMERICAS RECEIVED (US$)

Haiti 2 640 000

Paraguay 945 500

Cuba 816 810

Guatemala 535 590

PAHO Regional Office 527 730

Colombia 471 710

Chile 381 630

Honduras 319 860

Bolivia 200 820

Trinidad and Tobago 16 000

TOTAL 6 855 650





For further information, please contact:

World Health Organization
20 Avenue Appia
1211 Geneva 27
Switzerland

Telephone: + 41 22 791 21 11
Facsimile: + 41 22 791 31 11
www.who.int/emergencies

WHO Reference Number: WHO/WHE/ERM/EXT/2016.4

MOST COUNTRIES 
EXPERIENCE A 
MAJOR EMERGENCY 
OR DISASTER 
EVERY FIVE YEARS. 
GET READY! 


