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IntroductionIntroduction

N
o doubt, 2010 will be a year to remember for Latin 

America and the Caribbean. Just as issues related to 

the A (H1N1) pandemic were receding, two massive 

earthquakes, within six weeks of each other, caused 

widespread devastation in Haiti and Chile and propelled the inter-

national community into action. This was just the beginning of what 

was to be an unprecedented and challenging year for this public 

health organization, as well as a year of opportunities. Following are 

10 things to remember about 2010.
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Get Prepared for More Complex Scenarios

Disasters claimed the greatest number of lives worldwide in 2010—more than any 
other single-year period in the last several decades. In just Haiti alone, the death toll was 
estimated at 230,000, although the actual number may never be known.  The variety, 
frequency and complexity of these events will continue to increase, as we live in a more 
sophisticated and interdependent world, and countries must prepare for this.

The Right Stuff to Save Lives

The foreign medical and rescue teams that arrived quickly in Haiti following the earth-
quake did save lives and prevented serious complications. However, this was not always 
the case with those who arrived later, nor has it always been true in other disasters, where 
medical teams arrived with sound technical skills but were not self-sufficient in terms of 
food, water, shelter or supplies. In the chaos of the first few weeks, the government may 
have been unaware of their presence. These are serious challenges for the Health Cluster 
and raise the imperative need for international guidelines for a more organized response.

The Perils of a Global Marketplace

 At one point, the global Health Cluster coordinated the work of more than 400 health 
actors in Haiti. Many skill sets were needed to rise to this challenge, from managers to 
epidemiologists to information specialists to experts in media relations, to name just a 
few. The international pool of experts (already in short supply for an emergency of this 
magnitude) was further reduced by the need to speak French (which excluded many highly 
skilled professionals in Latin America and the Caribbean). In a global marketplace like 
post-earthquake Haiti, international humanitarian agencies competed fiercely for available 
talent, with the highest bidder often winning.

The Unexpected Can Happen at Any Time

Cholera made a staggering resurgence in Haiti in 2010. Providing access to health care 
was a challenge in a country where less than 40% of the population had access to health 
care before the earthquake and where control of an epidemic depended on access to safe 
drinking water, basic sanitation and proper hygiene, all in short supply in Haiti.

Can We Put a Price Tag on Health Services?

 The complete destruction of a health facility is a worst case scenario. But even 
hospitals that are unable to provide health care due to far less dramatic reasons leave 
an average of 200,000 people without access to health services. The loss of emergency 
services further reduces the chance to save lives. This should be cause enough to make the 
necessary investment to safeguard these critical facilities. Stringent building codes in Chile 
should help reduce the chance of collapsed structure in future earthquakes.
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Emergencies Can Open a Window of Opportunity

The aftermath of a disaster does not begin and end in any one year. Likewise, the avail-
ability of relief funding can also cross calendar years—and with positive outcomes.

The generous funding for the response to the A (H1N1) pandemic in 2009 enabled ac-
tivities to continue into 2010, helping to mainstream pandemic preparedness into routine 
health disaster management and to better organize countries to face other disasters.

Too Big a Job for One Sector Alone

Establishing strong partnerships with and among the global network of multisectoral 
actors is critical in today’s humanitarian response landscape, both within and outside the 
health sector. Universities, regional coordination networks and regional disaster institu-
tions were just a few of the agencies with whom coordination and collaboration were 
strengthened in 2010. The strong and rapid response to Hurricane Tomas in Eastern Carib-
bean countries was a tangible outcome of these improvements.

Back to Basics

The health crisis caused by the A (H1N1) pandemic was barely subsiding in the Americas 
when earthquakes in Haiti and Chile propelled the global community into non-stop action. 
Response and recovery activities were still underway when the 2010 Caribbean hurricane 
season began. Then, in mid-season, the outbreak of cholera caused another shift in atten-
tion. An effective response to emergencies and disasters is contingent on a well-prepared 
health sector. Is sufficient attention and funding being directed to preparedness issues? Is 
the health sector itself as prepared as possible?

To Make Progress, We Must Measure It

With the endorsement in 2010 by the highest level health authorities of Canada, 
the U.S. and Latin America and the Caribbean, the health sector became the first sec-
tor (among those contributing to the Hyogo Framework for Action for building disaster 
resilience) to have developed a Regional Plan of Action—in this case for safe hospitals. 
With baseline data established, countries are now set to monitor their progress, using self-
assessment tools to evaluate preparedness and mitigation improvements and an online 
database that tracks the results of the application of the Hospital Safety Index.

Social Media—No Longer Just for Play!
Social media and networking are gaining a growing place in emergencies and we can 

no longer afford to ignore their impact. More than 770 people follow PAHO’s Emergency 
Operations Center Twitter account and a new Spanish-language Facebook page is generat-
ing quite a dialogue. PAHO’s blog on cholera was the Organization’s most widely read.

 Today, almost 80 million people in the Americas use Facebook and another 40 million 
have Twitter accounts (in 2009 the figure was 3.5 million). The health disaster community 
must harness this power.
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Chapter 1

Improving Disaster 
Preparedness and 

Readiness in the 
Health Sector

Chapter 1

Improving Disaster 
Preparedness and 

Readiness in the 
Health Sector

A health sector disaster program with the leadership,  
credibility and coordinating authority within the national  
context, which also integrates the participation of a wide 
range of actors, including NGOs and the private sector.

It is probably safe to say that the cumulative impact of  the disasters that oc-
curred in 2010 was the most devastating since PAHO’s Area on Emergency 
Preparedness and Disaster Relief  was established in 1976. Starting with the 
earthquakes that rocked Haiti and Chile in January and February, followed 

by Tropical Storm Agatha in Central America in May and the outbreak of  cholera 
in Haiti, 2010 was characterized by non-stop disaster response efforts by PAHO/
WHO, working together with many other actors across the globe. If  one goes back 
and includes the aftermath of  the H1N1 outbreak in 2009, it is clear that PAHO/
WHO and disaster managers regionwide faced overwhelming challenges as never 
before. 

Even as PAHO reassigned staff  and earmarked financial resources to deal with 
disaster response efforts in the Americas, countries continued to demonstrate a com-
mitment to disaster preparedness and mitigation. Whether this is a result of  the 
challenges related to H1N1 or the earthquakes in Haiti and Chile, the Organization 
and Member States realize that everyone is at risk, thus renewing the commitment to 
step up efforts to prepare for disasters and emergencies. This is reflected in requests 
for training activities, publications and most importantly, technical cooperation to 
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develop and/or strengthen health disas-
ter programs in the ministries of  health.

Support to Health Disaster 
Programs in the Ministries 
of Health

For decades, the formal establish-
ment of  a disaster management unit or 
program in the Ministry of  Health has 
been one of  PAHO’s priority objectives 
and a key area of  support to member 
countries. It is also an indicator of  a 
country’s commitment to health sector 
disaster risk reduction. Despite ongoing 
efforts to achieve a satisfactory capac-
ity in the health sector, it is still true to-
day that the level of  these programs, in 
terms of  human resources, budget and 
the position of  the program within the 
hierarchy of  the Ministry, varies from 
country to country. In 2006, PAHO/
WHO surveyed Member States to set 
a baseline against which to measure 
progress. A short summary of  the find-
ings appears in the box below. A follow 
up survey was to be conducted in 2010, 
however due to the earthquake in Haiti, 
it will be postponed until 2011. Never-
theless, the survey questionnaire was 
completed in 2010 and has been im-
proved to differentiate between types of  
hazards, the impact on the health of  the 

affected population, and specifically, the 
impact on health services and health fa-
cilities. Particularly important, the sur-
vey will collect information on the type 
and level of  existing health facilities by 
country and the results of  the applica-
tion of  the Hospital Safety Index where 
this has been applied. 

Regional, Subregional and  
National Support

During discussions at the 2008 Ca-
ribbean Health Disaster Coordina-
tors meeting, and in the framework of   
PAHO’s Disaster Strategic Plan, partici-
pants rallied around the idea of  devel-
oping a tool with which the health sector 
could evaluate its level of  preparedness 
and mitigation. Health Disaster Coor-
dinators and other stakeholders viewed 
this tool as a means of  measuring prog-
ress over time and identifying priorities 
for action. 

Determining the key elements of  
disaster mitigation and preparedness, 
from the health sector perspective, was 
the first step in building this tool. Once 
this was done, quantitative and qualita-
tive indicators of  the state or level of  
disaster mitigation and preparedness in 
the health sector were selected or devel-
oped. Finally, the questions that make 

up the Self-Assessment Tool for Disaster 
Risk Reduction were generated, specifi-
cally to collect the data needed for the 
indicators.

The self-assessment tool was com-
pleted at the end of  2009 and was pilot 
tested on a limited basis. However, by 
the end of  2010, the following countries 
had applied the tool and consequently 
had a clearer picture of  their progress 
in preparedness and risk reduction: 
Belize, St. Lucia, Anguilla, Dominica, 
Grenada, Guyana, St. Kitts and Nevis, 
Trinidad and Tobago, Suriname and 
the British Virgin Islands. General ob-
servations include:
• In many countries, a plethora of  

practices exist for health sector di-
saster risk management, but these 
are not grounded in policies; more 
formalization is required.

• In many countries, the PAHO ‘Safe 
Hospitals’ initiative was one of  the 

In 2006, PAHO/WHO completed a major survey of its Member States 
that looked at many issues related to disaster preparedness, mitigation and 
response. At the time, the survey revealed that 26 
(79%) of the 33 countries in the Region had formally 
institutionalized a health disaster reduction program 
or office. Only one country lacked either a focal point 
or some other ad hoc arrangement. Although most 
offices or units were shown to be modestly staffed, 
only 15 of the 33 countries said they had a specific 
budget line for disaster health preparedness.

The self-assessment tool differs 
from an external assessment in that 
it is generally limited to information 
and data—quantitative and quali-
tative—available to or generated 
by the health sector. As a tool for 
internal use by the health sector, it 
will aid in determining priorities for 
a national health sector risk reduc-
tion or disaster management pro-
grams (or set 
of initiatives) 
and, if used 
regularly, as a 
monitoring tool 
for measuring 
change (or lack 
thereof) over 
time.

Ministry of Health Disaster Programs Show Room for Improvement

What is the Self-Assessment Tool?
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few processes undertaking assess-
ment of  facilities in the health sector; 
this could be used as a basis. 

• In many of  the countries, the health 
sector is well integrated into the 
national disaster risk management 
(DRM) system and related struc-
tures.

• The enforcement of  building codes 
and land-use plans was flagged as 
an area requiring improvement, as 
evidenced by the fact that few health 
facilities were being built to code.

• In many cases, testing/exercising of  
health disaster plans needed to be 
improved upon into the future.

The Health Sector Self-Assessment 
Tool also included a component to 
measure preparedness for pandemic 
influenza. In Guyana, three hospitals 
used this tool to assess the state of  pre-
paredness of  health services for a poten-
tial influenza pandemic. The results of  
these hospital assessments were used to 
develop standard operating procedures 
for a national response to a health cri-
sis. A Spanish-language version of  the 
Self-Assessment Tool for Disaster Risk 
Reduction is currently being developed 
for use in Central and South America. 
(See Annex 1/1).

In South America, the ministers 
of  health of  member countries of  the 

Union of  South American Nations 
met in 2010 to exchange experiences 
and proposals that would improve inte-
gration of  the countries of  the region. 
Several resolutions were adopted on 
pressing issues such as Chagas disease, 
vaccination against A (H1N1) influenza, 
dengue, and emergencies and disasters. 
Importantly, a resolution was adopted 
pledging assistance to Haiti following 
the January 12 earthquake, in collabo-
ration with Caribbean countries. An ac-
tion plan for 2010–2015 was approved 
which, among other issues, addressed 
emergencies and disasters in light of  
the earthquakes in Haiti and Chile and 
the influenza pandemic in 2009. The 

plan highlighted the need to strengthen 
health sector preparedness and response 
and mechanisms to coordinate interna-
tional assistance. The ministers agreed 
to develop a network of  offices for emer-
gencies and disasters, which should be 
integrated with networks existing in the 
Andean Region and MERCOSUR.

PAHO has supported strategic actions 
to build capacity of  health disaster co-
ordinators, who serve as focal points for 
national preparedness and disaster risk 
reduction activities. In the Caribbean, 
the health disaster coordinators meet 
every two years to share experiences 
and identify common issues arising from 
the implementation of  disaster man-
agement activities. Among the issues 
at the 2010 meeting were the response 
to pandemic influenza H1N1, lessons 
learned from the Haiti earthquake, 
and country best practices on hospital 
safety improvements. Most countries 
reported they were on track with their 
work plan, despite challenges in human 
and financial resources. All participants 
also agreed that the commitment of  
senior health managers needed to be 
improved to move forward many activi-

A disaster risk reduction self assessment of Guyana’s health sector identi-
fied staff capacity building as a priority and PAHO/WHO supported this effort 
by conducting a workshop on disaster reduction in the health sector. During 
the training, Guyana’s Health Minister urged staff to adopt an attitude of pre-
paredness for potential disasters, by ensuring, for example, greater dissemina-
tion and awareness of the health disaster plan, which he considered currently 
a well kept secret! He also called on regional health officers to be responsible 
for the disaster management processes in their locations.

The Chief Medical Officer, in his closing remarks, announced that a module 
on disaster management had been included in the curriculum for nurses and 
doctors in the health sciences education program. He shared his intention to 
recommend that health disaster plans be required for hospital accreditation.

Commitment Matters!

Guatemala’s Ministry of Public Health and Social Assistance created a Rapid 
Response Unit that aims to create a culture of emergency preparedness and 
rapid response in health sector institutions and beyond the sector. This unit 
helps to identify and monitor risks and vulnerabilities that can lead to emer-
gencies and disasters and to analyze information generated in the Emergency 
Operations Center. 

Working with a host of national agencies, the new unit promotes the cre-
ation or strengthening of risk management committees, rapid response units 
in hospitals and offers training to health personnel. 

Guatemala Inaugurates Emergency Rapid Response Unit in Health Ministry

http://new.paho.org/disasters/index.php?option=com_content&task=view&id=1375&Itemid=1
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ties. Inter-country collaboration was ac-
knowledged as a strategy to collectively 
improve knowledge sharing, resource 
mobilization and promote international 
cooperation. A work plan for 2010-2011 
was developed to include a minimum 
set of  activities. These include devel-
opment or revision of  national health 
sector disaster plans, implementation 
of  simulation exercises, safe hospitals 
programming, and strengthening part-
nership with other disaster risk reduc-
tion actors (e.g. national disaster offices, 
private sector). See Annex 1/2.

Targeted support was also provided 
to a number of  national health sector 
disaster programs in the ministries of  
health. As is the case in many countries 
(and the trend is growing), several agen-
cies at national level share responsibil-
ity for disaster risk reduction. However,  
in 2010, these agencies met to establish 
a single national disaster and emergen-
cy agenda, shared among institutions.  
All agencies agreed to strengthen com-
munications and information systems 
and to coordinate with the Health 
Emergency Operations Center and 
UNETE, the UN Emergency Team 
in-country. Although the participants 
agreed that disaster response requires 
good information before, during and 
after an emergency, not just in the  
critical phase, they also recognized the 
challenge of  creating a flow of  infor-
mation with clear lines of  responsibil-
ity and mechanisms for verification,  
dissemination and visibility. It was 
agreed that weekly reports would be 
prepared.

Coordination among agencies, which 
included training workshops and visits 
to the EOCs of  the health sector and 
Civil Protection, paid off  during the 
floods in December 2010 (see Chapter 

3) when health EOCs were activated in 
Darien y Los Santos (Panama). Work-
ing closely with Civil Protection EOCs, 
more information was available, and 
available more quickly. This improved 
the management not only of  national 
health operations but also enabled the 
health sector to guide the UNETE and 
the UN agencies in Panama (most ma-
jor UN agencies have their regional 
headquarters in Panama) as to the most 
appropriate technical and humanitarian 
assistance.

Trinidad and Tobago’s Emergency 
Services and Disaster Preparedness 
Coordination Unit (ESDPCU) in the 
Ministry of  Health, established in 2006, 
has been PAHO/WHO’s counterpart 
for the implementation of  technical 
cooperation. In 2010, PAHO/WHO 
supported the Ministry’s efforts to 
mainstream an all-hazards approach to 
disaster management, thereby promot-
ing a culture of  readiness and risk re-
duction in all units of  the Ministry. In 
keeping with transformation processes 
underway in the Ministry of  Health, 
mandated by the Cabinet, PAHO was 
asked to help define new disaster man-
agement challenges and to conduct a 
comprehensive evaluation of  the pres-
ent structure and functions and define a 
future vision and culture of  disaster risk 
reduction and emergency management. 

The terms of  reference and scope of  
work have been agreed upon and work 
will commence in early 2011.

Venezuela made important advances 
in 2010 in the formulation of  disaster 
and emergency policies and in the area 
of  ‘safe hospitals.’ The country’s com-
mitment was backed by Ministry of  
Health resolutions, giving added weight 
to these efforts. Through one resolu-
tion, each branch of  the Ministry of  
Health—whether health districts, hospi-
tals or technical units—would create an 
emergency and disaster committee re-
sponsible for developing, evaluating and 
updating its emergency plan. A second 
resolution formalized the creation of  a 
national Safe Hospitals Program, under 
the supervision of  the Vice-minister of  
Health, and the creation of  a national 
Safe Hospitals Commission, with par-
ticipation of  both public and private 
health providers, the academic sector, 
professional associations, international 
organizations and the Red Cross. This 
Commission will plan activities de-
signed to keep hospitals functioning in 
emergencies.

EOCs and Situation Rooms

One of  the most common problems 
in managing disaster response is related 
to the lack of  coordination in informa-
tion management processes, decision 

Future physicians and nurses, in their last year at the national university in 
Chimborazo, Ecuador, participated in an internship program to become familiar 
with how an Emergency Operations Center is run.

Rotating through the provincial-level situation room, they learned about in-
formation management in disaster situations and the preparation of risk maps. 
Upon completion of their rotation, the students used the knowledge gained to 
prepare, review and/or update community health plans for a potential erup-
tion of the Tungurahua volcano and for other natural risks in the area.

Internships for Medical and Nursing Students in Provincial EOC

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1729&Itemid=
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making and the monitoring of  response 
actions. These are areas in which a 
Health Emergency Operations Center 
plays a key role by providing validated 
information in a timely manner. To 
demonstrate the positive impact that 
health EOCs have, training workshops 
were held on the basics of  operating 
health EOCs and situation rooms and 
the importance of  information manage-
ment, decision making and mechanisms 
to foster multi-sectoral coordination. 

Much of  the work in 2010 in estab-
lishing health EOCs was built upon 
previous efforts to sensitize the highest-
level national health authorities on the 
objectives of  a health EOC and how 
they contribute to national disaster re-
duction and response. Without the buy-
in of  these high-level decision makers, 
achievements could potentially be quick-
ly erased. In 2010, many activities were 
conducted to promote and publicize the 
opening of  the health EOCs and situa-
tion rooms in order to raise awareness 
in communities of  the benefits of  these 
facilities. The political commitment of  
health officials, who officially inaugu-
rate these health emergency operations 
centers, was critical.

To enable constant communica-
tion and monitoring of  emergencies 
and health crises, health EOCs require 
minimal equipment for operations. An 
example of  the equipment provided to 
the EOCs is in Annex 1/3. Priority was 
given to equipment that would allow 
the health EOC to capture information, 
process it and report to health authori-
ties and relief  agencies in each country. 
Ministries of  Health were responsible 
for providing the physical space for this 
equipment and maintaining it. Following 
are a few examples of  how this support 
improved the work of  the health EOCs:

• Guatemala’s new rapid response 
unit, URRAT (see box on p. 7) co-
ordinated all health aspects of  disas-
ters; equipment was provided to this 
new center. 

• Health authorities in El Salvador 
equipped two health situation rooms 
in San Miguel and Santa Ana—the 
two departments that were impacted 
by Hurricanes Agatha and Ida.

• Two EOCs in Costa Rica were 
equipped; one in the Ministry of  
Health and the second in Costa Ri-
ca’s Institute of  Aqueducts and Sew-
age Systems. Costa Rica has had a 
long history of  working sectorally 
(rather than by institution). Con-
sequently, the water and sanitation 
agency has been active in disaster 
response and this EOC will further 

strengthen this coordination. 
• Six EOCs were opened in Panama’s 

provinces of  Colon, Los Santos, 
Darien, Veraguas, Bocas del Toro 
and Chiriqui and were given basic 
equipment for wireless Internet ac-
cess. A health EOC was set up in 
the offices of  the provincial health 
authorities in Chimborazo, Ecua-
dor and in Nicaragua, although the 
equipment delivered to the Ministry 
of  Health, a room adjacent to the of-
fice of  the Minister was repurposed 
and was inaugurated as the health 
EOC—a clear demonstration of  the 
importance of  this space. 

It is vital that the staff  of  the health 
emergency operations center is clear 
about their role when responding to an 
emergency. They must also know how to 

• National health authori-
ties at all levels—the 
ministry of health, 
provincial health direc-
torates, health centers, 
municipalities and other 
stakeholders—must 
work in tandem, using 
reliable databases and 
with qualitative and 
quantitative information 
about the impact of a 
disaster on the popula-
tion. 

• Information about a disaster and the response must be collected, analyzed 
and preserved in an organized fashion. The health EOC can play an impor-
tant role in preserving a country’s historical memory of these events and 
avoiding a repetition of past mistakes. 

• When they are not activated, health EOCs can serve as training centers for 
people living in at-risk areas. This is especially true for the health EOCs lo-
cated at local level, where they provide a physical space for the community 
to work on disaster prevention and preparedness issues.

A Few Points About Health Emergency Operations Centers

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1730&Itemid=
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identify what information is needed and 
what processes are in place to ensure the 
proper flow of  information in order to 
meet the health needs of  the population 
and facilitate decision-making. In ad-
dition to national workshops in Guate-
mala, El Salvador, Costa Rica, Ecuador 
and Panama, four workshops were held 
that included participants from the na-
tional health emergency response teams 
for disasters and epidemics. An example 
of  the agenda of  one of  these training 
sessions is provided in Annex 1/4. 

Emergency Plans

PAHO/WHO continues to support 
Member States to create disaster pre-
paredness programs within the health 
sector that are credible and effective. 
One essential mechanism used to im-
prove the health sector capacity is the 
development of  disaster preparedness 
plans. In 2010, 19 countries developed 
and/or updated their preparedness 
plans. 

In Central America, a lessons learned 
meeting took place to identify gaps, re-
vealed by the H1N1 pandemic, in na-
tional preparedness. After assessing the 
strengths and weaknesses of  these plans, 
participants created a work plan for fu-

ture activities that will strengthen pre-
paredness. Among the areas they cited 
for improvement were continuity in the 
decision making levels, training at mu-
nicipal as well as central levels on epi-
demiological surveillance and logistics 
and updating of  existing plans. The key 
points of  their deliberations are found 
in Annex 1/5. 

Twenty-one English and Dutch Ca-
ribbean countries and territories pre-
pared National Influenza Pandemic 
Preparedness Plans, adapting a WHO 
template and documenting the link with 
the national disaster sector and advocat-
ing for stronger coordination links in the 
event of  a major health crisis. 

Using multi-level meetings, the coun-

tries participated in tabletop and field 
exercises, were given tools to assist in 
community mobilization and health 
promotion and, after the pandemic 
passed, they reviewed the gaps and 
shortcomings identified by their re-
sponse to the pandemic. In light of  the 
cholera outbreak in Haiti later in 2010, 
PAHO quickly canvassed these coun-
tries to review their national prepared-
ness for such a potential public health 
threat. All 21 countries reported that 
their emergency response plan (the Na-
tional Influenza Pandemic Plan) can be 
adapted for cholera. 

During 2009, PAHO provided sup-
port to the Ministry of  Health of   
Guyana to develop and test its national 

Emergency and disaster experts from Central America and Ecuador took part in an exercise that simulated an earth-
quake and response operations at several venues, including water plants, situation rooms, the emergency operations 
center and temporary shelters, giving some 40 participants the chance to use information and tools they had studied in 
training sessions. 

Costa Rica’s National Emergency Commission, the Institute of Aqueducts and Sewers, Ministry of Health, Social Se-
curity Fund, and the Red Cross provided logistical support and equipment, assisted in developing the simulation script, 
and took part in evaluation of the exercise.

Multidisciplinary teams responded to scenarios requiring damage and needs assessment in the health sector, infor-
mation management, logistics, and management of emergency shelters and water and sanitation systems. 

Participants noted the importance of teamwork, effective coordination, good management, and the timely flow of 
information for decision making in emergencies.

• 19 countries have convened a meeting to review provisions for a national 
response to cholera and identify the necessary resources.

• 13 countries have identified a location for the treatment of cholera cases 
and have initiated health promotion activities to promote food safety and 
hand washing.

• 14 countries have strengthened surveillance systems to detect outbreaks 
that may signal the presence of cholera. This includes routine reports of 
cases of diarrhea, alerting and preparing public health laboratories and is-
suing traveler notifications at ports of entry to enable prompt detection of 
suspected cases and early access to treatment.

Drills Improve National Coordination

Influenza Preparedness Plans Help Countries Face New Threats

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1731&Itemid=
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1732&Itemid=
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health disaster plan. Continuing the pro-
cess, in 2010 Guyana worked to develop 
two of  the four regional health plans (for 
Regions 1 and 4). Two desktop simula-
tion exercises were conducted to test 
and finalize the plans. In addition, the 
exercises also provided the opportunity 
to test and subsequently adapt to the Ca-
ribbean, the PAHO publication, “Guide 
for Conducting Simulation Exercises 
and Drills,” which had been recently 
translated from Spanish (see more about 
this publication at the end of  this chap-
ter.) A complete description of  the work 
done with Guyana, including evaluation 
and observations from the simulation ex-
ercises, can be found in Annex 1/6.

Simulation Exercises 

Simulation exercises and drills are 
among the best ways to evaluate and 
test emergency preparedness and re-
sponse plans. For many years they have 
been widely used as training tools for 
decision making and to build teamwork 
and coordination by many organiza-

tions working in development and disas-
ter response.

Drills were carried out in all Central 
American countries in the context of  
preparing the national emergency re-
sponse teams. Members of  health di-
saster response teams and other health 
professionals working in emergency op-
erations centers also used the comput-
er-based simulation exercises that were 
previously developed around scenarios 
related to a response to floods and vol-
canic eruptions.

Enhance Coordination 

Pandemic Preparedness

One way to improve preparedness 
and readiness to respond to emergen-
cies in the health sector is to demon-
strate a clear incentive to invest in these 
measures. The DaLA methodology is 
one such tool that is helping countries 
to take further steps in this direction. 
The DaLA, or Damage and Losses As-
sessment methodology, was developed 

by the Economic Commission for Latin 
America and the Caribbean (ECLAC) 
to assess the socio-economic impact of  
natural disasters and it has been widely 
applied in the Region over the last 35 
years. PAHO has always worked closely 
with ECLAC to develop, update and 
best adapt the methodology to the 
health sector. This methodology is ap-
plied when there might be significant 
damage to health infrastructure or dis-
ruption to health services. Chapter 4 
talks more about this partnership with 
ECLAC. 

An influenza pandemic is not a natural 
disaster, but as part of  the pre-pandemic 
preparedness activities, PAHO/WHO 
wanted to see if  this methodology could 
be adapted to assess the economic im-
pact of  major health crises such as pan-
demics, where there is no infrastructure 
damage, but where the economy may 
suffer significantly. To this end, in 2008, 
PAHO worked with ECLAC to develop 
two case studies of  a potential outbreak 
of  avian influenza, using speculative 
data. The results of  these studies were 
used to successfully advocate for allo-
cating resources to strengthen national 
preparedness. In 2009, when an actual 
pandemic hit Mexico, the opportunity 
to carry out an assessment using actual 
data presented itself  and a study was 
done to calculate the economic impact 
of  the first wave of  the H1N1 (2009). 
In 2010, the methodology was used to 
assess the impact of  the second wave of  
the pandemic in Mexico and to assess 
the impact on El Salvador. The results 
of  these assessments showed that in the 
first wave of  the pandemic in Mexico, 
the economic impact was very signifi-
cant, however relatively small in terms 
of  economic losses for health services, 
as most losses were tied to the closure 

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1733&Itemid=
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of  businesses and the cessation of  tour-
ism. Annex 1/7 shows a summary of  
the economic losses related to pandemic 
influenza A (H1N1) in Mexico. 

National Response Teams

When the impact of  a disaster exceeds 
the ability of  a country to meet health 
needs, a Regional Emergency Response 
Team is available for mobilization, and 
for many years PAHO/WHO has sup-
ported this regional team (see Chapter 3 
of  this report). However, in many disas-
ters and emergencies in Latin America 
and the Caribbean, strengthening the 
local capacity to provide an effective 
and efficient health response to disasters 
makes sense. One needs only to consid-
er this year’s major disasters to appreci-
ate how quickly one regional team can 
exhaust available resources. Add to that 
the need for members to respond in the 
local language (Creole or French, as was 
the case in Haiti) or to be on the scene 
in hours instead of  days, and it becomes 
clear that one way to support member 
countries to improve readiness is to help 
organize national-level emergency re-
sponse teams.

Improving the readiness of  the health 
sector to respond to disasters improves 
coordination at the national level, be-

cause an effective response is too big a 
challenge for any one sector alone and 
thus requires planning and collabo-
ration with many sectors. A number 
of  important activities contributed to 
developing this capacity in 2010, par-
ticularly in Central America. Training 
workshops were held on topics such as 
damage and needs assessment, surveil-
lance, mental health, water and sanita-
tion, communication and information 
management, and logistics and supply 
management. The box above shows 
the outcome of  these activities. In the 
Dominican Republic and Nicaragua, 
concepts related to the response to out-
breaks and epidemics were integrated 
into the work of  the national response 
teams. To further support ministries 
of  health, three evaluation teams were 
trained in the concepts and tools related 
to the safe hospitals initiative to assess 
the safety of  health facilities in the wake 
of  disasters. (More on the safe hospitals 
regional initiative in Chapter 2.) 

Two training workshops deserve spe-
cial mention. At the first, 25 journalists 
with some experience in disaster situa-
tions participated in a training session 
to become part of  national response 
teams, where they will cover commu-
nication and information needs and, 

where necessary, serve on the regional 
health emergency response team. 

At the second workshop, and as an 
extension of  the national meetings, spe-
cialists in areas such as epidemiology, 
mental health, health services, water 
and basic sanitation, administration, lo-
gistics, and communication from Costa 
Rica, Ecuador, El Salvador, Guatemala, 
Honduras, Nicaragua, and Panama 
came together and participated in an 
exercise that combined simulation tech-
niques (working with hypothetical infor-
mation for decision-making) and a drill 
(the field teams provided information on 
the findings, which required decision-
making and coordination). The partici-
pants faced complex situations in areas 
such as needs assessment in the health 
sector, information management, lo-
gistics, shelter management, water and 
sanitation, etc. 

In the Caribbean, specialized re-
sponse team training also took place 
for outbreaks and health crises such 
pandemic influenza and dengue. The 
potential for this type of  emergency sit-
uation is a growing concern and coun-
tries are investing in preparedness of  
their health staff. Together with health 
professionals working on the Interna-
tional Health Regulations (IHR) in the 

• Training must continue and reach a greater number of people, especially 
in countries where authorities and operational staff frequently change at 
central and local level. 

• Planning should be commensurate with what can be expected in terms of 
resources and commitments of all partners, taking into account the reality 
of each country. 

• To be effective, national response teams must have technical tools (such as 
LSS/SUMA) and standard operating procedures in emergency situations. 

• Outbreaks of dengue, malaria, leptospirosis, influenza and this year, cholera, 
have sparked increased interest in strengthening national response teams.

A Few Points About National Response Teams

By the end of 2010, a total of 
1,275 health professionals with a 
variety of skill sets were trained 
to become members of national 
response teams, and if needed, to 
incorporate into the regional team. 
In the same period, 69 training 
activities were held in Costa Rica, 
Ecuador, El Salvador, Guatemala, 
Nicaragua and Panama.

Training for National  
Health Response Teams

http://www.eclac.cl/publicaciones/xml/4/38894/2010-011_Influenza-L958w.pdf
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Americas, surveillance in seaports was 
targeted in the Caribbean, and in Cen-
tral America, IHR staff  collaborated 
on epidemiological training in border 
areas. In addition, responding to the 
needs identified during previous field 
operations, more than 120 people were 
trained in communicable diseases to 
enable these experts to participate in 
specialized sub-teams, when the mobi-
lization of  the complete team was not 
warranted. Two workshops were held in 
the Dominican Republic and in Nicara-
gua (which has gained extensive experi-
ence dealing with leptospirosis epidem-
ics, especially after Hurricane Felix) and 
one joint training session was conducted 
for Paraguay and Bolivia.

Basic equipment was also provided 
for the national response teams. The 
equipment differs from team to team—
there is no standard shopping list—
and depends on the approach of  each 
country. Equipment purchased for use 
in responding to health emergencies in-
cluded: laptop computers, GPS devices, 
digital cameras, walkie-talkie radios, 
portable printers, folding tables, ba-
sic survival equipment, life jackets and 
personal protective equipment. Coun-
tries ruled out the purchase of  satel-
lite phones as an unwarranted expense 
and difficult to maintain. Eight national 
emergency response teams have basic 
accessories and supplies for activation 
and response to disasters. 

As a result of  these efforts, each coun-
try in Central America has a National 
Emergency Response Team with health 
personnel trained in the response to 
emergencies and disasters in fields such 
as damage assessment, epidemiology, 
mental health, health services, water 
and sanitation, administration, logistics 
and information management and com-

munication. These professionals make 
recommendations on critical issues for 
shelter management, disease control, 
epidemiological surveillance, food, nu-
trition, handling of  corpses, safe water, 
and sanitation.

Gender Survey

Two years after the earthquake in 
Pisco, Peru, PAHO commissioned a 
study on the impact of  the disaster on 
families, within the framework of  reha-
bilitation projects ongoing in the area. 
In all disaster situations, the health of  
women and men, as well as boys and 
girls is affected differently, and conse-
quently, this study had a gender focus. 
For example, it found that 1.7 women 
were injured by the earthquake for ev-
ery man and that more women than 
men suffered psychosocial trauma. 
Among the causes for the stress-related 
trauma, the report points to increased 
demands placed on women in terms of  
feeding and caring for the family, cou-
pled with a lack of  resources to do so  
properly. 

The post-earthquake division of  la-
bor continued along gender lines. Wom-
en spent most of  their time attending to 
household matters. However, despite 
the fact that these chores occupied most 
of  their time, women also contributed to 
the household income to a much greater 
degree than prior to the earthquake. In 
10% of  the homes studied in this report, 
women were the exclusive breadwin-
ners. Read the complete report in An-
nex 1/8. A translation of  the report into 
English is available on request.

Training and Capacity 
Building

The Health Cluster

In September 2005, the United Na-
tions Inter-Agency Standing Commit-
tee (IASC) agreed to designate global 
“cluster leads”—specifically for human-
itarian emergencies—in nine sectors 
or areas of  activity. The World Health 
Organization, and in the region of  the 
Americas, the Pan American Health 
Organization, was designated to lead 

PAHO/WHO leading the Health Cluster in Haiti.

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1734&Itemid=
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1734&Itemid=
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the Health Cluster. The approach was 
designed around the concept of  part-
nerships between UN agencies, the 
International Red Cross and Red Cres-
cent Movement, international organiza-
tions and NGOs, working together to-
ward common humanitarian objectives 
both at the national and global level.

The Cluster mechanism had been 
activated previously in several emergen-
cies in the Americas: in the Dominican 
Republic (2007-08) and in Guatemala 
and Honduras in 2009. However, it was 
quickly recognized that coordinating 
the health response to a major disaster 
the likes of  Haiti (see report in Chap-
ter 3) required significant and sustained 
training to develop a pool of  experts 
who could manage this approach on be-
half  of  the affected country. Therefore, 
a workshop on Health Cluster Leader-
ship took place in June in El Salvador. 
Twenty-one participants from the entire 
Region of  the Americas (and with the 
participation of  WHO headquarters) 
represented a variety of  technical ar-
eas of  expertise, including water and 
sanitation, health, management, epi-
demiology, etc.). Experts in emergency 
management in El Salvador, Hondu-
ras, Nicaragua, Costa Rica, Panama, 
Dominican Republic, Haiti and Peru 
participated in the workshop. These ex-
perts work in the ministries of  health of  
the region and organizations like Plan 
International and OCHA. The work-
shop also featured the participation of  
the global cluster facilitator sent from 
Geneva. 

Existing response mechanisms were 
strengthened at the interagency level 
and key health response actors received 
information in line with Humanitarian 
Reform and the new procedures for di-
saster response coordination. The work-

shop also provided details on essential 
aspects of  resource mobilization (CERF, 
Flash Appeal) as well as promoted and 
strengthened leadership and coordina-
tion via a day-long simulation exercise.

The program’s main objective was to 
strengthen the profiles of  the potential 
cluster leads in areas such as communi-
cation, interagency work, conflict reso-
lution and teamwork, key factors for the 
development of  better cooperation, and 
to facilitate coordination among do-
nor agencies, NGOs and governments 
to maximize the support provided to 
countries, and particularly the health 
sector in emergencies and disasters. The 
agenda for this workshop can be found 
in Annex 1/9. 

Logistics Supply System

As a result of  experience gained by 
teams who used the Logistic Supply 
Management System (LSS/SUMA) 
during the response to the pandemic 

(H1N1) in 2009, efforts were stepped 
up in 2010 to train key people in the 
Americas, at national and local level, 
to manage medical supplies in the af-
termath of  disasters. Workshops helped 
those responsible for the storage, mobili-
zation and distribution of  humanitarian 
assistance to people affected by disasters 
by clarifying procedures for proper han-
dling of  supplies in each step of  the sup-
ply chain. 

The results were politically important 
as well. Over the years, the investment 
made in capacity building with health 
professionals regionwide has yielded 
dividends. What was once a system 
designed to manage the influx of  hu-
manitarian donations in the wake of  a 
disaster has now, importantly, become a 
tool for the management of  a country’s 
medical supplies on a daily basis. This 
trend is encouraging as it helps to ‘in-
stitutionalize’ the LSS/SUMA system 
into the health sector and provide ongo-
ing training for national staff. The Presi-
dent of  El Salvador declared that LSS/
SUMA would be the official system for 
logistical management of  humanitarian 
assistance that arrived in-country after 
Hurricane Ida. In Panama, the Minister 
of  Health declared that LSS/SUMA 
would be used not only to manage hu-
manitarian aid during emergencies, but 
also that it would be installed and adapt-
ed for warehouses for the daily manage-
ment of  the inventory of  medicines and 
supplies, which has proven to be very 
effective. The results of  other training 
efforts include:
• The Ministry of  Health of  Ecuador 

passed a resolution calling for the use 
of  the LSS/SUMA system and com-
pulsory training in the management 
software for health personnel and 
warehouse managers.

In El Salvador, the use of LSS/SUMA 
during tropical storms Ida (2009) and 
Agatha (2010) made it possible to 
provide both Civil Protection and the 
office of the President with timely in-
formation about resources arriving and 
distributed in the affected areas. At the 
subregional level, PAHO worked with 
CEPREDENAC to prepare guidelines for 
ministries of foreign affairs on issues 
related to the acceptance of humani-
tarian aid.

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1735&Itemid=
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• One of  the main recommendations 
from a workshop in Nicaragua was 
that the LSS/SUMA system would 
be used on an ongoing basis in lo-
cal health systems as well as for the 
management of  emergency supplies. 

• Because providing a safe and reli-
able source of  medicines and health 
supplies is critical to keeping health 
facilities functioning after disasters, 
a course on the management of  
humanitarian supplies, using LSS/
SUMA, was carried out within the 
framework of  the ‘safe hospitals’ ini-
tiative in Ecuador.

• In the Bahamas, following LSS/
SUMA training, a meeting was held 
to consider any adaptations required 
for this Caribbean country.

Hospital Disaster Planning 
Course

In 2009, PAHO/WHO worked to 
revise its course materials for Hospital 
Planning for Disaster Response. The 
Organization enlisted the collabora-
tion of  professionals from Central and 
South America. The process resulted in 
updates that included material about as-
pects of  hospital preparedness, includ-
ing the influenza pandemic, climate 
change, new concepts about safe hos-
pitals, and the Hospital Safety Index. 
The health specialists helped to review 
the course sequence and ensure that the 
content indeed offered a practical mod-
el of  a hospital emergency plan, which 
is the main objective of  the course. As 
part of  the revision, an analysis of  ex-
periences throughout the region was 
made. The Risk Management Team 
of  Costa Rica’s Social Security Fund 
agreed to prepare the first draft of  this 
analysis. Later, experts from Central 
and South America analyzed the con-

tent and methodology proposed for the 
new version. Finally, the materials were 
tested at the Hospital de Coban in Alta 
Verapaz, Guatemala. New recommen-
dations emerging from that trial were 
incorporated into the training materials. 
Institutions or organizations involved in 
hospital emergency planning can use 
this material in workshops; individuals 
can use it as a self-study tool to learn 
more about safe hospitals. Currently 
available on CD-ROM, the course will 
be incorporated into the new disaster 
information portal that is under devel-
opment. See Annex 1/10.

Information Management 
and Publications 

Disaster Health Information 
Portal

In the 2009 annual report, we briefly 
discussed a new disaster information 
portal under development. Although 

some advances were made, particularly 
in the second half  of  2010, our expec-
tations to have the portal completed by 
the end of  the year were unrealistic, 
given the time directed to response op-
erations in Haiti. Nonetheless, given the 
importance of  this project, a recap of  
where we are is in order.

The portal centers around a compre-
hensive new electronic publication. This 
publication is a complete re-write of   
PAHO’s scientific publication Natural 
Disasters: Protecting the Public Health, origi-
nally published in 2000. Since then, 
many revised concepts and indeed, 
completely new thematic areas have 
emerged, making it imperative to up-
date this publication and develop it into 
an electronic format that will make pe-
riodic updating more cost effective and 
easier. The table of  contents of  this new 
publication is available in Annex 1/11.

In 2010, the seven chapters that make 
up this new publication were completed 

http://www.planeamientohospitalario.info/
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1728&Itemid=
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and a letter of  agreement was prepared 
with the Division of  Education and In-
novation of  the Foundation of  Santa 
Fe de Bogota, a leading developer of  
educational platforms in the Americas. 
Work will now begin in earnest to design 
this interactive portal (a complicated 
task given that the electronic publication 
contains links to a wide range of  docu-
ments and publications, both those of  
PAHO/WHO and other agencies) that 
will serve as the platform for available 
training courses related to disasters and 
health. In the coming year, much work 
will have to go into focus testing the por-
tal to ensure it meets users’ needs. 

Disasters: Preparedness and 
Mitigation in the Americas

Disasters is the biannual newsletter 
of  PAHO’s Emergency Preparedness 
Program. Published continuously since 
1979, the Disasters newsletter reaches 
a global audience of  26,000 people in 
both print and electronic format. Last 
year, the frequency of  publication was 
reduced from three to two times a year 
to accommodate an expanded 12-page 
format and more in-depth treatment of  
issues that are not time sensitive. 

In 2010, the electronic edition of  the 
newsletter (web-based) was completely 
redesigned with a more dynamic and 
interactive format that allows for easier 
and more intuitive navigation. The chal-

lenge going forward is to adapt the print 
version to the new technologies current-
ly available, while at the same time ana-
lyzing the cost/benefit of  continuing to 
print and mail the newsletter to such a 
large distribution list. Also this past year, 
an extensive analysis was made of  the 
electronic book format (EPUB has be-
come the industry standard), allowing 
publications that have been developed 
using this format to be read on a wide 
variety of  eReaders, from dedicated 
hardware to desktop software to online 
based readers. The Disasters newslet-
ter is now also published in this format, 
allowing readers to download it onto 
mobile devices. Concerted action to 
encourage readers to utilize these new 
formats must be tempered by the fact 
that much of  our audience is the located 
in developing countries in which these 
devices and formats are still not widely 
used.

Social Media

In the last few years, PAHO has begun 
to use social media and other (now not-
so-new) communication technologies to 
disseminate information and targeted 
messages. Integrating social media into 
our activities and advocacy efforts al-
lows PAHO to leverage networks to 
encourage participation and interac-
tion. No one media or platform replaces 
another, but working in tandem, these 

technologies have proven to be an effec-
tive way to communicate rapidly with 
a wide audience (something very im-
portant in emergency situations, where 
more than 770 people follow PAHO’s 
Emergency Operations Center Twit-
ter account) and increase access to and 
distribution of  PAHO/WHO informa-
tion and materials. In 2010, this effort 
continued and a new profile in Twitter 
and a Facebook page were launched. 
Social media was used to promote an 
advocacy campaign in support of  the 
safe hospitals initiative, undertaken with 
WHO. PAHO’s disaster Facebook page 
harnessed support for the ‘Click-a-brick 
campaign’ Making Our Hospitals Safe 
from Disasters” http://www.facebook.
com/#!/clickabrick.

PAHO’s website on health and disas-
ters (www.paho.org/disasters) continued 
to grow in 2010 with some important 
changes. Behind-the-scenes program-
ming made it possible for each subre-
gional office to take control of  their sec-
tion of  the site, allowing these offices for 
the Caribbean, Central America and 
South America to place information of  
particular interest to their geographic 
users. Following a common format, they 
have developed health and disaster pro-
files for the countries in their region and 
have posted news on training workshops 
and meetings. Virtual courses, PAHO 
disaster videos in YouTube and mul-

• Latin America is the fastest growing region when it comes to Internet access. 
Between 2000-2010, Internet access grew more than 1,000%.  

• Today, almost 80 million people in the Americas use Facebook and another 
13 million have Twitter accounts (in 2009 the figure was 3.5 million).

• Even more popular than Facebook are blogs. In 2010, PAHO/WHO created 
several blogs on health issues, including a popular one on the outbreak of 
cholera in Haiti.

Potential of Social Media in the Americas
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timedia material are important parts 
of  this integrated site. Information of  
region-wide interest and importance is 
found on the principal home page; tabs 
across the top of  the home page provide 
access to the subregional sites. Our tar-
get audience in Latin America and the 
Caribbean has indicated they now find 
it much easier to access the information 
they need.

Regional Disaster Information 
Center

PAHO/WHO is a key partner of  the 
Regional Disaster Information Center 
(CRID) (in fact, when CRID was cre-
ated 20 years ago, PAHO was its sole 
partner and benefactor). During 2010, 
the CRID organized a major informa-
tion management initiative to support 
disaster units of  ministries of  health. 
This initiative began with the health di-
saster program of  El Salvador’s ministry 
of  health and included training, product 
development and information services. 
A virtual library was created with more 
than 140 practical documents for staff  
working in public health and risk man-
agement. In 2011, CRID will extend 
this support to the Ministry of  Health 
of  Panama. CRID also continued its 
work with the information centers of  the 
Central American Network for Disaster 
and Health Information (CANDHI), a 
multi-year project in collaboration with 
PAHO/WHO and the U.S. National 
Library of  Medicine. Specifically, sup-
port to the CANDHI network included: 
• Disasters in Guatemala: Toward 

disaster risk reduction (2010). A 
collection of  information resources 
produced by CONRED, the na-
tional disaster risk reduction agency, 
and other institutions working in the 
field.

• Information Resources on Risk 
Management and Land Manage-
ment in Honduras (2010).

• Risk management: an approach 
based on information resources of  
the National Service of  Territo-
rial Studies (SNET) in El Salvador 
(2010). 250 documents cataloged 
according to SNET’s action areas: 
geology, oceanography, hydrology, 
meteorology and risk. 

• Translation of  disaster guidelines 
into the Mayan language Kaqchiquel 
in Guatemala. Work carried out by 
the Information Center on Health 
and Disasters at the School of  Medi-
cal Sciences, University of  San Car-
los de Guatemala.

• Information on risk management in 
Costa Rica: regulations, decrees and 
emergency plans (2010). More than 
240 papers selected from the collec-
tions of  Information Center of  the 
National Commission for Risk Pre-
vention and Emergency Response in 
Costa Rica (CNE).

Search for this material on the CRID 
website: www.crid.or.cr.

Publications

A number of  publications were pro-
duced in 2010, following consultations 
and feedback received from many di-
saster experts in Latin America and the 
Caribbean. 

Safety Index for Smaller Health 
Facilities 

Based on experience with the applica-
tion of  the Hospital Safety Index, which 
many felt was geared more toward com-
plex health facilities, PAHO developed 
a new assessment tool in 2010 that is 
more appropriate to less complex fa-
cilities, including primary care hospitals 

that provide basic 
specialized ser-
vices (obstetrics 
and gynecology, 
pediatrics, internal 
medicine, and gen-
eral surgery), hos-
pitals with less than 

20 beds or without inpatient services, 
health centers, polyclinics, clinics, etc. 
This new publication outlines the most 
common risks for health facilities of  me-
dium and low complexity. It is designed 
to ensure that a facility will be able to 
continue providing services after an 
adverse event. It identifies the most im-
portant structural, non structural, and 
functional vulnerabilities and addresses 
interventions needed to increase the 
facility’s safety. Users are encouraged 
to adapt the contents to the situation 
in their country. In 2010 the guide and 
evaluation forms were available only 
in Spanish; the English version will be 
published in 2011. See Annex 1/12.

Earthquake in Pisco, Peru. Health 
Sector Lessons Learned

Although the earthquake in Pisco oc-
curred in 2007, response and recovery 

operations contin-
ued for some time. 
Work on this docu-
ment began in 2009 
and was completed 
in 2010. It was writ-
ten to chronicle 
the health effects 
of  the disaster and 

the lessons learned from the perspective 
of  the health sector two years after the 
earthquake. The publication looks not 
only at the economic impact on Peru 
and social infrastructure, but also takes 
into account the response operations, 

http://new.paho.org/disasters/index.php?option=com_content&task=view&id=1152&Itemid=1
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achievements in reconstruction, and 
international cooperation. Challenges 
that still remain unresolved are pointed 
out. Accompanying this publication is a 
20-minute video program. Both materi-
als can be found on our website: www.
paho.org/disasters.

Several other publications were pro-
duced to guide the health sector in 
emergency situations:
• Guidelines for Radio-nuclear 

Accidents was prepared and tested 
at a regional meeting of  experts. In 
addition, a guideline for the organi-
zation and execution of  drills for ra-
diological incidents is being finalized 
and should be available early next 
year.

• Psychosocial Support in Emer-
gencies and Disasters is a prac-
tical guide to mental health and 
psychosocial support, with a com-
munity approach. This user-friendly 
tool was designed for use by for pri-
mary health care teams responding 
to an emergency.

• Guidelines for the Preparation 
of  Simulation Exercises and 
Drills for Emergencies and 
Disasters: Simulation exercises 
and drills are used to evaluate and 
test the preparedness and response 
plans. For many years they have 
been widely used by organizations 
working in development or response 
to disasters. In addition, simulations 
and drills are also excellent training 
tools, improving the decision-mak-
ing process, teamwork and coordi-
nation within and between sectors. 
In preparing this document, the 
Pan American Health Organiza-
tion worked with a group of  experts 
from Latin America and the Carib-
bean, collecting and reviewing expe-

riences to prepare a set of  practical 
guidelines to facilitate the planning 
and implementation of  drills and 
simulations. The guidelines cover 
the organization, development and 
evaluation of  simulations and drills. 
This tool aims to support primarily, 
but not exclusively, health organiza-
tions to review and update processes 
in preparedness and response to 
emergencies and disasters. 

• Damage Assessment and Needs 
Analysis (DANA) in the Health 
Sector during Disaster Situa-
tions: Based on experience over the 
last six years, this new edition updates 
the original version from 2004, plac-
ing emphasis on the organization of  
the health sector, from the establish-
ment of  an emergency operations 
committee to the health situation 
room, a structure that should be rep-
licated at the national, regional and 
local levels. The characteristics of  
DANA are analyzed and model for-
mats for the collection and analysis 

of  health information are presented. 
Disaster-affected countries can use 
these forms or adapt them to their 
own needs, as Panama’s Ministry 
of  Health did to assess damage and 
needs in the health sector during the 
floods that occurred at the end of  
2010.

• Logistics in Disaster Situa-
tions: A draft of  this guideline has 
been developed but the development 
and publication will continue into 
2011.

And finally, at the very end of  2009, 
PAHO published a new manual on 
communications and informa-
tion management in disaster situ-
ations. As it turned out, this was just 
in time, as specialists in information 

management and 
communicat ions 
were deployed to 
form part of  the 
emergency re-
sponse teams dur-
ing the disasters in 
Haiti and Chile at 
the beginning of  

2010 (and later in the year in the floods 
in Central America). Read the story by 
one of  these communications experts in 
Annex 3/4. 

The manual, which is available in 
Spanish and English, gives recommen-
dations on how to manage informa-
tion and communicate with the public 
in emergency situations and provides a 
wide range of  templates for information 
needs. The publication can be down-
loaded at www.paho.org/disasters. 

In summary, seldom (fortunately) does 
a disaster occur of  the magnitude of  the 
2010 earthquake in Haiti. This emer-
gency put to the test years of  planning, 
preparedness and readiness activities. It 

Colombia’s Ministry of Health, in a 
ministerial resolution, called for the 
DANA methodology to be used as the 
official mechanism for collecting infor-
mation on disasters and emergencies. 

The DANA methodology has also 
been used to train emergency re-
sponse teams in Colombia. 

Colombia Commits to Using 
DANA Methodology
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must be acknowledged that no country, 
regardless of  its level of  development 
or preparedness, would have been in a 
position to tackle all of  the overwhelm-
ing challenges this disaster imposed. 

Therefore, each agency must include, in 
its priority tasks, a review of  the many 
lessons learned, with a view to improv-
ing how the next (inevitable) disaster is 
managed. A comprehensive review of  

these lessons is underway and a publica-
tion will come out in 2011. Below are a 
few of  the initial conclusions. 

The experience and lessons from the response to the earthquake in Haiti 
are highly perishable. The humanitarian community has a short memory and 
a remarkable capacity to repeat the same errors. If no formal evaluation and 
dissemination of these experiences are carried out, the losses in Haiti will not 
help other countries to be in a better position to face the next massive urban 
earthquake. That such an event will occur is not speculation, but certainty. 

It is time also for PAHO and WHO to review their guidelines on the use of 
foreign field hospitals (see Chapter 4) and the management of dead bodies to 
make their application more practical in extreme situations.

The more exposed a country is to daily emergencies and crises, the less in-
clined it is to prepare for the rare catastrophic events. In addition to their short 
memories, countries ignore warnings and recommendations. In 1990, Haiti or-
ganized a conference on natural disasters and the recommendations for action 
were submitted to the Prime Minister at the time. Only in recent years, with the 
support of international donors, have prevention and preparedness returned as a priority; far too late, however, to have 
had a significant impact in this catastrophe.

This earthquake has demonstrated that risk reduction is not a luxury for the poorest countries but a critical condition 
for their emergence from poverty. Sophisticated health response will always come late! Neighboring response must be 
respected, strengthened, and supported by donors. 

Haiti Earthquake Yields Important Lessons
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Chapter 2

Protecting Health 
Services from the 

Impact of Disasters

Chapter 2

Protecting Health 
Services from the 

Impact of Disasters
Better protected health services —including staff,  

management systems, equipment, assets and physical  
infrastructure— that are safe and remain functional during 

and after a disaster.

Technical Support to Member Countries
Health services and health facilities that remain functioning in the aftermath of  

a disaster or in an emergency situation, ready to provide immediate care to the vic-
tims, is a key indicator of  a country’s readiness to respond to disasters. Even before 
the devastating earthquakes in Haiti and Chile in 2010 and the severe floods in Cen-
tral America and the Caribbean, most countries in the Region had been working 
under the framework of  the Safe Hospitals Initiative. 

Countries in Latin America and the Caribbean, along with more than 160 nations 
worldwide, rallied around the indicator of  ‘hospitals safe from disasters’ at the 2005 
World Conference on Disaster Reduction (Kobe, Japan) and encouraged adoption 
of  national risk reduction policies to ensure that new hospitals are built to a level of  
safety that will allow them to function in disaster situations.

Making health facilities disaster resilient is approached from a number of  angles. 
The first is protecting the physical structure itself, which evidence has shown is cost 
effective because the cost of  building a new disaster-safe hospital is significantly less 
than repairing or rebuilding a damaged one. The second aspect looks protecting 
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Milestones toward safe hospitals in 

Latin America and the Caribbean

 1985: the Mexico earthquake is a 
watershed moment. The concept of 
safe hospitals emerges as an impera-
tive for all countries in the region. 

 1996: Conference on Disaster Mitiga-
tion in Health Facilities, which in-
cludes critical discussions on hospital 
safety; governments, and regional and 
international organizations to adopt 
policies reduce hospitals vulnerability.

 1996: ECLAC assessment of the 
socio-economic impact of disasters on 
health facilities, a 20-year retrospec-
tive study of losses and damage suf-
fered by the health sector. 

 1996-2001: vulnerability assessments 
carried out (Colombia, Peru and 
Chile), proving that evaluations and 
corrective mitigation measures were 
possible. 

 2001: Hemispheric Conference on Risk 
Reduction reaffirmed the need for 
action in regional hospitals and health 
care centers. 

 2002: countries assessed their needs 
and challenges in the Andean Strategy 
on Disaster Prevention and Relief.  

 2003: MERCOSUR countries create 
Commission for Risk Management 
and Vulnerability Reduction.

 2004: Report on Impact Reduction in 
Health Facilities in the Region, was 
presented to PAHO Directing Council, 
taken from regional country reports.

 2005: World Conference (Kobe, Japan) 
sets Hyogo Framework for Action, 
under which is a global commitment 
to make hospitals safe.

 2006: countries’ self-assessment 
of disaster risks, preparedness and 
mitigation carried out by the health 
authorities. 

 2008: World Disaster Reduction 
Campaign (ISDR/WHO/PAHO) shines 
global spotlight on safe hospitals.

 2007–2010: Wide variety of projects 
implemented and ongoing that have 
made significant strides in reducing 
the vulnerability of health facilities.

the non-structural aspects, equipment 
or lifeline services such as power and 
water, which if  damaged or out of  com-
mission can mean the difference be-
tween a hospital that can provide health 
services and one that cannot. Finally, a 
safe hospital depends on a health work-
force that is trained and plans that are in 
place to deal with emergency situations. 
The failure to take these elements into 
consideration can lead to the facility’s 
functional collapse.

Creating a national safe hospitals pro-
gram is an important first step and for 
a number of  years, PAHO has worked 
with counties in the Americas to craft 
such a program, using the following 
strategies:

• Establishing national and interna-
tional policy agreements

• Developing and updating norms and 
standards

• Involving other actors in these initia-
tives

• Incorporating protection criteria 
into new health infrastructure proj-
ects

• Raising the level of  safety of  existing 
health facilities

• Strengthening preparedness in 
health facilities

• Monitoring progress
Annex 2/1 outlines the objectives and 

activities of  a model program on safe 
hospitals. 

The goal for 2010 was to have three 

http://www.disaster-info.net/safehospitals_refdocs/documents/english/BrochureSafeHospitalsLowResEng.pdf
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additional countries in the Americas im-
plementing a safe hospitals program to 
reduce the vulnerability of  health facili-
ties (hospitals and clinics). However, as a 
result of  extensive and successful advo-
cacy efforts, currently, six countries (El 
Salvador, Chile, Dominican Republic, 
Turks and Caicos, Venezuela and Be-
lize) have achieved this milestone, twice 
the number required to reach the target 
for the year. You can read more on this 
in a later section of  the report.

Policies for Safe Hospitals

Recent disasters have again highlight-
ed the vulnerability of  Latin American 
and Caribbean countries, including the 
great losses suffered by the economy in 
general and the health sector in particu-
lar. For example, in Haiti, the overall 
impact of  the earthquake was US$ 7.8 
billion, which represents 121% of  the 
country’s annual GDP. Damage and 
losses in the health sector amounted to 
US$525 million.

This need not continue to be the 
case, especially in countries where a 
political framework or policy contrib-
utes to awareness and sustained efforts 
to reduce vulnerability. Countries in 
the Americas that have made strides in 
this regard have developed safe hospi-
tals projects that generate commitment 
from the provincial or departmental au-
thorities (including the national level), as 
an indispensable management element 
and an important strategy for converting 
the need for safe hospitals into national 
policies. PAHO continued to encourage 
the creation of  a legal platform/tools/
norms/framework to help sustain the 
technical and financial aspects of  these 
actions.

Member States in the Americas are 
awakening to the fact that national and 
regional policies must be in place to 
tackle the challenge of  protecting criti-
cal health infrastructure from the im-
pact of  large-scale disasters. In 2010, 
many countries took important steps 

forward. Peru is an excellent example. 
The President of  Peru signed a decree 
in April 2010 approving a national poli-
cy on safe hospitals. Placing the issue of  
safe hospitals at this level on the national 
agenda (Peru is the first country to have 
done so to this degree) is a clear demon-
stration of  the country’s commitment. 
Doing so has also served as an incentive 
for other countries to take similar steps.

The Peruvian National Safe Hospitals 
Committee organized a workshop on 
implementation of  the National Policy 
on Hospitals Safe from Disasters, with 
the following results: a) commitments 
were made  by regional and local health 
and civil defense authorities to guaran-
tee the implementation of  the national 
policy in geographic areas under their 
responsibility, including the creation of  
regional safe hospitals committees;  b) 
assigning a specific budget to the exist-
ing Hospital Disaster Committees in 
each facility to strengthen communi-
cation systems;  c) providing technical 
and financial support to regional and/
or local governments for planning and 
execution of  disaster mitigation inter-
ventions in priority health facilities; and 
d) formalizing the participation of  the 
Civil Defense Institute and other health 
sector institutions (Social Security, 
health systems of  the military and na-
tional police, private hospitals and clin-
ics and others) as full members of  the 
National Committee on Safe Hospitals. 

Venezuelan health authorities are 
developing a strategy to strengthen the 
safety of  the country’s hospitals, with 
broad participation from professionals 
who are committed to the optimal re-
sponse of  health facilities in emergen-
cies. As part of  the strategy, training on 
the Hospital Safety Index was given to 
professionals from various health insti-

P R O T E C T I N G  H E A L T H  S E R V I C E S  F R O M  T H E  I M P A C T  O F  D I S A S T E R S

Eight hospitals were totally de-
stroyed and 22 seriously damaged 
in Haiti’s three most earthquake-
affected departments (West, Nippes, 
South-East). In its Action Plan for 
National Recovery and Develop-
ment, the Government underlined 
the importance of rebuilding 30 of 
the existing 49 hospitals and related 
training structures. 

Haiti’s administrative infrastruc-
ture was not spared. The offices of 
the Ministry of Health were de-
stroyed—causing the death of some 
200 staff—and medical and nursing 
schools were damaged.

Earthquake's Catastrophic Toll on Haiti's Health Services

The Ministry of Health in Port-au-Prince, 
Haiti, after the earthquake.
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tutions and units in Caracas. This group 
then formed an assessment team to ap-
ply the Index in hospitals in the capital 
and throughout the country. New pro-
grams are now underway to train more 
teams to use the Hospital Safety Index 
to assess how well health facilities may 
function using their own resources after 
a disaster and to identify interventions 
and plans to improve hospital response. 
As a result, through a ministerial reso-
lution in 2010, the Ministry of  Health 
established a national safe hospitals pro-
gram and a national Committee, com-

posed of  representatives from the public 
and private health sector, the education 
sector, professional associations and in-
ternational organizations, to design ac-
tivities and processes to make hospitals 
safer.

Ecuador, which had one of  the ear-
liest national policies on safe hospitals, 
thanks to strong commitment from the 
Minister of  Health and passage of  a for-
mal resolution, hosted a meeting in Oc-
tober with participants from Peru and 
Uruguay to standardize their national 
safe hospitals programs and exchange 

experiences on their implementation. 
This was an excellent example of  inter-
country collaboration, under a single 
regional policy. 

At a CAPRADE meeting in 2010, 
participants approved a proposal, sub-
mitted by representatives from Co-
lombia’s risk management directorate 
(responsible for national ‘safe hospitals’ 
initiatives), which called for formulation 
of  an action plan on safe hospitals 2010-
2015. This plan falls within the frame-
work of  CAPRADE’s Strategic Plan for 
Disaster Prevention and Response. See 
Annex 2/2. 

Finally, Paraguay has a legal frame-
work at national level for safe hospitals 
and the Ministry of  Health has taken 
leadership by passing a ministerial reso-
lution.

Application of the Hospital 
Safety Index 

How can we tell whether a hospital 
is safe? What does “safe” really mean? 
What can we do when we know that it 
isn’t? For many years there were more 
questions than answers and this led to 
the development of  the Hospital Safety 
Index, which is used to assess or diag-
nose the existing safety level in hospitals 
and determine what needs to be done 
to reduce their vulnerability to disas-
ters. Countries in the Americas have 
been applying the Hospital Safety In-
dex for more than three years and this 
has helped them to target facilities that 
require interventions and to monitor 
progress. 

By October 2010, at least 27 coun-
tries and territories in the Americas had 
applied the Hospital Safety Index. See 
the box to the right and consult Annex 
2/3 for more information. Of  the first 
534 hospitals assessed, nearly 12% fell 

Hundreds of Haitian earthquake 
victims arrived in the small border 
city of Jimani, Dominican Republic in 
search of medical care. Some, who 
lived in the border region, made 
it on their own. Others were sent 
from Port-au-Prince to Jimani for 
treatment or referral to other specialized hospitals in the Dominican Republic be-
cause health services in Port-au-Prince could not meet the demand. Life quickly 
changed for health providers in Jimani as they sprang into action. Fortunately, for 
months before the quake, hospitals in and around Jimani had been planning and 
training for just such a contingency, as part of a safe hospitals initiative. 

This was how the General Melenciano Hospital, with just 36 beds, came face 
to face with this unanticipated demand for trauma services. Taking up the enor-
mous challenge, health and medical staff quickly transformed and repurposed 
a number of facilities and spaces into improvised health care centers in order to 
provide services for 4,831 patients. Additional equipment was brought in for op-
erating rooms, a frantic search was mounted for mattresses that could be used 
as beds, which were then placed in the hospital’s corridors and waiting rooms. 
The stock of medicines and medical supplies had to be increased and replen-
ished constantly to meet patient needs. Behind the scenes, the hospital dealt 
with the increased demands on everyday services such as solid waste disposal 

and electric and water systems. Staff, 
who were trained, knew their role and 
how to handle the unexpected influx 
of patients, kept this hospital func-
tioning and saving lives. What better 
definition of a 'safe hospital'?

A Safe Hospital – from Training to Action

http://new.paho.org/disasters/index.php?option=com_content&task=view&id=964&Itemid=911
http://new.paho.org/disasters/index.php?option=com_content&task=view&id=964&Itemid=911
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1736&Itemid=
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in category C, meaning that these fa-
cilities were unsafe and required urgent 
measures be taken to protect the lives of  
patients, health staff  and visitors in di-
sasters or crises. Currently, most of  these 
hospitals have begun the recommended 
interventions in order to improve safety.

Countries in South America made 
great strides in applying the Hospital 
Safety Index. Six health facilities in 
Colombia, Bolivia, Ecuador, Argen-
tina, Paraguay and Uruguay assessed 
their safety using this tool: the Japanese 
Hospital in Santa Cruz, Bolivia; Gen-
eral Teaching Hospital in Riobamba, 
Ecuador; Concepcion Hospital in Con-
cepcion, Paraguay; in Colombia, the 
Ministry of  Health asked that the Hos-
pital Safety Index be applied in three 
facilities: Federico Lleras Acosta, Elkin 
Patarroyo and Cajamarca Hospitals in 
the department of  Ibague. Professionals 
with specialized expertise (whose profile 
fit the three main components being as-
sessed in hospitals--structural, non struc-
tural and operational) were identified 
during training activities that began in 
2008 –when this tool was developed—
and were subsequently tapped to apply 
the Hospital Safety Index, together with 
hospital decision-makers who could di-
rectly take stock of  problems encoun-

tered in their health facilities and move 
forward with corrective measures.

The results of  the six hospitals assess-
ments were explained and submitted 
to the Hospital Emergency Commit-
tees. The reports included the ratings 
(%) of  structural, non-structural and 
operational components, together with 
recommendations to be implemented in 
the short, medium and long term.  Once 
activities began, other health facilities 
in Bolivia (2), Ecuador (2), Colombia 
(2) and Argentina (5) also assessed their 
level of  safety using the Index. The find-
ing from the application of  the Hospital 
Safety Index in the first six hospitals is 

presented in Annex 2/4.
Improving hospital safety does not 

end with the application of  the Hospi-
tal Safety Index. The results or safety 
score are used to develop action plans 
designed to improve safety. In coordina-
tion with local and national health au-
thorities, short, medium and long-term 
action plans were developed covering 
structural and non-structural aspects 
(training, which is a key strategy for im-
proving functional capacity, is covered 
in the next section). In the six hospitals 
mentioned, the action plans included 
preventive and corrective maintenance 
issues, emergency signage and improve-

The Hospital Safety Index is an easy-to-apply evaluation tool that helps hospital directors, 
administrators or health authorities determine the likelihood that their hospital or health 
facility can or will remain operational in emergency situations.

The Hospital Safety Index provides a snapshot in time of a hospital’s level of safety.  The 
Index can and should be reapplied a number of times, over an extended period, in order to 
continuously monitor safety levels.  In that way, safety is not seen as an absolute state of 
‘yes-or-no’ or ‘all-or-nothing,’ but rather as something that can be improved gradually.  The 
Hospital Safety Index is not designed to replace detailed vulnerability studies. However, 
because these can be very costly and time consuming, the Hospital Safety Index is a cost-
effective first step.

• Triage closet installed and equipped with triage cards, identification and 
protection gear loudspeakers, etc.

• Action cards developed and disseminated. 
• Internal response plan reviewed and scenario-specific contingency plans 

developed. 
• A referral and counter-referral network was organized following a simula-

tion exercise and drill on referral of “yellow” and “green” patients (triage 
categories) who may spontaneously seek care at a variety of venues. 

• An information system on safety measures was created, an emergency plan 
developed and evacuation routes for patients and visitors improved and 
made more visible. 

• Loose furniture and equipment was anchored and a handbook developed 
to manage fuel reserves. 

What is the Hospital Safety Index?

Examples of Short-Term Measures to Improve Hospital Safety

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1737&Itemid=
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ments to evacuation routes, fire preven-
tion measures, and improving internal 
communication within the facility. For 
example, in the Juan Domingo Hospi-
tal in Argentina, excellent safety levels 
were achieved, thanks to positive sup-
port from staff  and management, who 
gained a great deal of  experience in the 
process. The box on this page shows 
some of  the short-term actions under-
taken to improve safety.

Assessing the functional aspects of  
health facilities is also an important as-
pect of  the Hospital Safety Index. The 
assessment of  the functional aspects 
of  the Japanese University Hospital in 
Bolivia revealed a very low score, and 
consequently, a great deal of  attention 
focused on improving areas that would 
enable a hospital to remain operational 
in an emergency. The first area they 
tackled was the creation and strengthen-
ing of  an EOC for the facility. They did 
this by creating a Hospital Emergency 
Committee, fully supported by hospi-
tal authorities and with permanent as-
sistance from key technical areas in the 
hospital. Subsequently, they conducted 
training for HEC members on emer-
gency and disasters issues, decision-
making and the optimal organization 
of  a HEC. The EOC was equipped and 
the hospital’s IT staff  provided support 
in the systematic gathering, review, and 
processing of  information required for 
the hospital disaster plan and other con-
tingency plans. Clearly, this was an im-
portant step to mainstreaming responsi-
bility throughout the hospital. The Juan 
Domingo Hospital’s operational capac-
ity to manage a massive patient influx 
was improved. The hospital now has an 
emergency plan that has been dissemi-
nated and validated, a well-structured 
Hospital Emergency Committee whose 

functions have been properly identified 
and disseminated and an adequately 
equipped triage area, offering a safer 
environment for all users.

Most notable was the large-scale un-
dertaking by the government of  Mexico 
to assess hospitals nationwide using the 
Hospital Safety Index. In a period of  
just several weeks, they assessed more 
than 240 hospitals—almost the same 
number assessed during the entire pre-
vious three years, using certified evalu-
ators of  safe hospitals. This is a key 
component of  the National Earthquake 
Response Plan ordered by the President 
of  Mexico that is set to be finalized by 
April 2011, and will include this critical 
information.

In the Caribbean, the Hospital Safety 
Index was applied in the Georgetown 
(Guyana) Public Hospital. Several re-
cently trained local evaluators partici-
pated in assessment, which included 
international experts. The report of  
this assessment is being finalized and 
operational planning will take place to 
implement the recommendations from 
the application of  the Hospital Safety 
Index. 

The Hospital Safety Index was also 
applied in the Peebles Hospital in the 
British Virgin Islands. The assessment 
team included two local experts who 
had been trained under the framework 
of  the safe hospitals initiative. The Hos-
pital Safety Index was also applied in 
hospitals in Guatemala, El Salvador, Ni-
caragua, Honduras, and Panama.

PAHO developed an online database 
for countries to track progress toward 
safe hospitals. When the database is 
rolled out in 2011, health authorities 
will be able to upload data from the 
Hospital Safety Index and manage na-
tional priorities.

Tools and Training
Just as political will and commitment 

are critical to reaching the goal of  safe 
hospitals in disaster and emergency situ-
ations, so too is training. The dissemina-
tion of  information and capacity build-
ing workshops are fundamental, making 
this a priority in every health facility. 
Because the hospital community is large 
and diverse, and given that everyone’s 
role contributes to the safety of  the fa-
cility, training should reach as wide an 
audience as possible 

Self-Instruction Course on Safe 
Hospitals

A new self-instruction training course 
on Safe Hospitals, where professionals 
interested in evaluating their health fa-
cilities can work at their own pace and 
review the topics they feel are necessary, 
was designed and the process of  field 
testing is underway. The course is struc-
tured with multiple choice and true or 
false questions and each module should 
be successfully completed before pass-
ing on to the next. The estimated time 

By the end of the course, the 
participant should be able to:
• Describe key concepts of hospital 

safety. 
• Be familiar with all aspects re-

garding the structure and how to 
apply the Hospital Safety Index. 

• Adequately interpret the results 
of the Hospital Safety Index 
evaluation and be able to explain 
them to management.

• Clearly define the key areas that 
require follow up to improve 
hospital safety. 

Self-Instruction Course on  
Safe Hospitals
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required to complete the course is 30 
hours, over a period of  approximately 
three to four weeks, depending on the 
availability of  time and depth that one 
wishes to give to the topic. 

The course is comprised of  eight 
modules and delivered as interactive 
content, with role playing, scenarios, 
mandatory readings, review guides and 
questionnaires. It is structured around 
the following modules: 
1: Introduction to the self-study course 

on application of  the Hospital Safety 
Index

2: General aspects of  the Hospital 
Safety Index

3: Preparing for the assessment of  the 
health facility

4: Evaluating the geographic location 
of  the health facility

5: Evaluating structural components
6: Evaluating non-structural compo-

nents
7: Evaluating functional components
8: Results of  the ‘safe hospital’ assess-

ment 
The self-instruction course also in-

corporated links to all documents and 
publications that are available on safe 
hospitals, which gives the user a wide ar-
ray of  information on the subject. Field 
testing revealed that the number of  phy-
sicians taking the course was low (in all 
countries), as compared to other job cat-
egories. Because of  their importance to 
the health system in general, steps will 
be taken to assess their expectations and 
determine what motivates them in order 
to improve the design and methodology 
and raise participation rates.  Profes-
sionals from all areas of  the hospital as 
well as actors from other sectors (mu-
nicipalities, firefighters, civil protection 
or defense, etc.) whose competencies 
contribute to the hospital’s operations 

should also be encouraged to take this 
course

The first version of  this course is 
ready and is being field tested. It will be 
finalized in 2011. A CD-ROM of  the 
Beta version of  the course is available 
on request. 

Hospital Safety Index for Small-
er Health Facilities

No doubt, the Hospital Safety In-
dex has enabled 
countries in Latin 
America and the 
Caribbean to make 
great strides in im-
proving the safety 
of  their health 
facilities. How-

ever, over the years, health authorities, 
particularly those at local or municipal 
level, have expressed concern that the 
Hospital Safety Index methodology and 
questionnaire are geared more toward 
complex health facilities (large, multi-
story buildings; many specialized servic-
es offered; etc.) than toward the reality 
of  smaller facilities.

As a complement to the original Hos-
pital Safety Index, PAHO/WHO has 
designed a new version adapted to me-
dium and low-level facilities.  This will 
help to present a more accurate picture 
of  the level of  safety of  the entire health 
network in a country, rather than just 
complex hospitals.

In terms of  this new guide and meth-
odology, a smaller health facility is con-
sidered to form an integral part of  the 
health services network, but is classified as 
a primary or secondary level facility. Ex-
amples of  this type of  facility are primary 
care facilities with less than 20 beds; fa-
cilities that do not offer in-patient hospi-
talization; and health centers and clinics.

The package that makes up the Hos-
pital Safety Index for Smaller Health 
Facilities contains guidelines that ex-
plain how to complete the evaluation 
worksheets. The worksheets themselves, 
which are the vehicle for collecting the 
information necessary to calculate the 
level of  safety, include:
• Form 1, general information about 

the health facility, which should be 
completed by the hospital disaster 
committee prior to the evaluation.

• Form 2, the evaluation worksheet, 
made up of  93 questions, which is 
applied by the evaluation team in or-
der to calculate the safety index. 

• Form 3, an intervention plan to im-
prove the facility’s safety level. The 
plan prioritizes activities in accor-
dance with need and availability of  
resources.

 In 2010, few health facilities in Cen-
tral America and the Caribbean applied 
this tool. Therefore, during 2011 small 
health facilities in these regions will be 
encouraged to do so in order to finalize 
the tool. The results of  this application 
will serve to identify gaps and modifica-
tions needed to revise and update the 
tool. A new final version is expected to 
be finalized by the end of  2011.

Training on Damage and Loss 
Assessment

The DaLA methodology, developed 
by ECLAC, measures the impact of  
the damage and losses in all sectors. 
Health sector assessments are done in 
coordination with PAHO/WHO. Post-
disaster assessments are conducted after 
the emergency phase is over, not only 
to ensure that the evaluation work does 
not disrupt response efforts, but also to 
ensure that evaluators have a baseline. 
After the initial data collection and in-
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terviews with government counterparts 
and the private sector, field visits are 
conducted to estimate damage. The 
information obtained provides the ba-
sis for the formulation of  appeals to 
the international community and the 
identification of  key projects for recon-
struction. PAHO/WHO, in collabora-
tion with the Economic Commission 
for Latin America and the Caribbean 
(ECLAC), hosted a training session for 
professionals with experience in disas-
ters on the DaLA methodology. The 
main objective was to select participants 
for a health sector evaluation group.

In order to correct the lack of  evi-
dence demonstrating the economic 
benefit of  disaster mitigation in health 
facilities, PAHO prepared a project to 
study cost-benefit of  disaster risk reduc-
tion interventions in existing health in-
frastructure. This proposal was shared 

with ECLAC for input and the recent 
changes in ECLAC’s disaster unit, 
which was instrumental in the assess-
ment of  the socioeconomic impact the 
A (H1N1) pandemic, may facilitate ne-
gotiations. 

Other Training

Training of  Evaluators and the 
Application of  the Hospital Safety 
Index. Thirty participants attended 
the 4th Caribbean regional course in 
Guyana. For the first time, course evalu-
ation mechanisms included a pre-test/
post-test assessment, written course 
evaluations, and an informal assess-
ment of  participants by facilitators. The 
results showed positive outcomes. For 
example, after the pre-test, participants 
were better focused and attentive, fa-
cilitators were also more deliberate and 
targeted in their teaching. During the 

opening ceremony, Guyana’s Minister 
of  Health indicated commitment to the 
safe hospital initiative, emphasizing the 
importance of  assessing the hospitals to 
improve budgeting to address identified 
risks.

In Chapter 1 we talked about initia-
tives to disseminate information and 
news using Twitter and Facebook and 
through a new interactive web-based di-
saster portal that is under development. 
But the ‘high-tech’ road is not the only 
way to reach the at-risk population in 
the Americas.

In connection with activities carried 
out as part of  the World Disaster Reduc-
tion Campaign, which raised awareness 
about safe hospitals, a simple, practical 
tool was needed to pass these important 
messages to less technical audiences. 
The flip chart on safe hospitals, devel-
oped in collaboration with ISDR, IFRC 

This flip chart has been used in a variety of countries throughout the Americas. Rather than list these events, the 
impact may be clearer through the words of one of the trainers who used this material to communicate the strategic 
importance of safe health facilities (translated from Spanish). 

“I gave a course to 18 health promoters—part of the health network in the area surrounding Santa Cruz de la Sierra, 
in the Bolivian Andes.  Also present at the course were fire fighters and others in the region who were working on devel-
opment projects that have a health education component. 

After opening with a presentation on the safe hospitals initiative and watching the video that makes the point that 
safe hospitals are a shared responsibility, we presented the flip chart, inviting participants to take some time to reflect 
on each page and make the connection between what they see and their own health facility.

The participants really enjoyed using and studying this material, and it was interesting to note that, without looking 
at the text on the back of each page, they were 
easily able to identify the themes or messages 
that each sheet was trying to get across.  They 
eagerly studied each page and a lively discussion 
ensued as they took in the clever details of each 
picture. This was really a great experience!

To complement this exercise, we used the 
manual Is Your Hospital Safe? to enable partici-
pants to identify risks in their own hospitals.

In the Words of One Trainer . . .
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and UNICEF, proved to be a perfect ve-
hicle. Each of  the 10 illustrated pages 
presents simple but key concept about 
making hospitals safe from disasters and 
is designed with the community level, 
health care centers and schools in mind 
(of  course, there is nothing stopping it 
from being used in capital cities or large 
complex hospitals!) 

Partnerships, Networks 
and Coordination 

One of  the main challenges identi-
fied at the II Hemispheric Encounter 
of  National Networks for Disaster Risk 
Reduction, organized by the ISDR and 
OAS and held in Colombia in 2010, was 
how to better increase a community’s 
resilience to disasters.  In this regard, 
the participants saw the importance of  
applying the Hospital Safety Index as a 
way to move from theory into practice 
when it comes to disaster risk reduction, 
as it clearly demonstrated how prioritize 
interventions in a meaningful way in 
specific and critical services, rather than 
distributing scarce resources among all 
components, the impact of  which is 
almost always ineffective.  The latter 
resulted in assigning relatively few re-
sources for everything and therefore in 
a lack of  effective impact. 

 Interest on the part of  the Interna-
tional Hospital Federation in the safe 
hospitals initiative, which was initiated 
at its 2009 World Congress in Rio de 
Janeiro, was reiterated at the IHF Lead-
ership Summit held in Chicago in June 
2010. Safe hospitals was the first topic 
of  deliberation on the agenda and was 
officially included as one of  the activi-
ties that the International Hospital Fed-
eration promotes among all its members 
and networks. The IHF is a key partner 
in the dissemination of  the concepts, 

reference documents and assessment 
tools related to safe hospitals and the 
implementation of  the Safe Hospitals 
Plan of  Action.

 The A (H1N1) pandemic touched 
almost all countries, sectors and institu-
tions, but the security forces throughout 
the region played a critical role. This 
fact was recognized by the Center for 
Hemispheric Defense Studies at the 
U.S. National Defense University, a 
Center that conducts educational ac-
tivities for civilians and the military in 
the Western Hemisphere to regional 
cooperation and partner capacity.  The 
CHDS included preparedness and re-
sponse to pandemic influenza and other 
public health emergencies as part of  its 
curricula. Beginning in 2010, PAHO 
was invited to organize and present this 
topic in the Perspectives on Homeland 
Security and Defense Course, held an-
nually in Washington, D.C. These activ-
ities are carried out in close collabora-
tion the Inter-American Defense Board 
and its Inter-American Defense Col-
lege, where some 50 high level civilian 
and military officers from the Americas 
attend a yearlong advanced course on 
hemispheric security and defense.

 Many international partners and 
PAHO/WHO member countries have 
identified preparedness and response 
to bioterrorism as a priority.  PAHO 
has presented the technical aspects of  
the public health repercussions of  these 
events at international and national ac-
tivities organized by the Inter-American 
Committee against Terrorism (CICTE), 
the International Criminal Police Or-
ganization (INTERPOL) and in mem-
ber countries. These opportunities are 
particularly important because bioter-
rorism events are relatively rare and 
consequently compete for visibility and 

attention with other more urgent pub-
lic health priorities such as outbreaks 
and epidemics of  influenza, cholera, 
dengue, malaria and others for which 
prevention and preparedness activities 
are core responsibilities of  ministries of  
health. PAHO’s close collaboration with 
CICTE, INTERPOL and national se-
curity organizations has allowed na-
tional health authorities to expand their 
response capacity and increase coordi-
nation with key security actors in their 
own countries in order to better respond 
to a public health crisis generated by 
any cause.

Advocacy for Safer Health 
Services

An estimated 67% of  health facilities 
in Latin America and the Caribbean are 
located in areas that are exposed to di-
saster risk. Each hospital that is unable 
to function leaves an average of  200,000 
people in this region without health ser-
vices, and the loss of  emergency services 
during a disaster significantly reduces 
the chance of  saving lives.

There is growing public demand 
for safe hospitals and growing political 
will to meet this demand, as is evident 
from the resolutions, agreements, and 
commitments that have been adopted 
at global, regional, and subregional 
levels. In Colombia, Ecuador, Mexico, 
and Peru, political will has resulted in 
the creation and implementation of  
national hospital safety plans and pro-
grams. However, because of  increasing 
public health concerns and shrinking 
public budgets, initiatives for safe hospi-
tals must compete with other priorities, 
including the fight against poverty and 
inequality.

In some countries the responsibility 
for achieving the 2015 goal of  hospitals 

P R O T E C T I N G  H E A L T H  S E R V I C E S  F R O M  T H E  I M P A C T  O F  D I S A S T E R S
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safe from disasters is led or shared by na-
tional, multisectoral disaster reduction 
agencies. In most countries, however, 
the participation of  other sectors in di-
saster reduction is still very limited, and 
this has hampered the incorporation of  
the safe hospitals initiative into concrete, 
medium- and long-term actions.

While there have been advances in 
developing specific legislation on safe 
hospitals, most countries still lack up-
dated standards and mechanisms for 
regulatory and administrative oversight 
to ensure the safety and continued func-
tioning of  health facilities in the event of  
a disaster. The situation becomes even 
more urgent when the results of  the 
assessments using the Hospital Safety 
Index are taken into account. To date, 
these show that only 39% of  hospitals 

are highly likely to remain functional 
in the event of  a disaster and that 15% 
are in urgent need of  intervention mea-
sures. Nonetheless, application of  the 
Hospital Safety Index has proved ben-
eficial for strengthening health services 
networks, giving priority to measures 
that will improve safety, and develop-
ing disaster response plans in the health  
sector.

Against this backdrop, the Directing 
Council of  the Pan American Health 
Organization, composed of   the Health 
Ministers of  PAHO Member States in 
Latin America, the Caribbean, the U.S. 
and Canada, has adopted several reso-
lutions on safe hospitals in recent years, 
urging countries to adopt national poli-
cies and develop work plans. At its 2009 
meeting, PAHO held a roundtable dis-

cussion on Safe Hospitals: A Goal within 
our Reach.”  Resulting from these delib-
erations was the recommendation that 
during the coming year (2010) countries 
begin preparation of  a regional work 
plan to reach this goal by 2015. Prepa-
ration of  this plan required extensive 
participation on the part of  PAHO/
WHO member states in the Americas as 
well as the support of  PAHO’s executive 
management. See the box on this page 
regarding the outcome of  the regional 
meeting. Prior to this meeting, the draft 
plan received input from national and 
international experts in the region, and 
was the subject of  consultation in disas-
ter programs of  the ministries of  health.

The draft Regional Action Plan was 
presented to and approved at the 50th 
Meeting of  the Directing Council, in 

Ten South American countries met in Chile in July to assess the current situation in terms of hospital safety and to 
give input into a regional plan for safe hospitals, as called for by PAHO’s Directing Council.

 The participating countries were represented by staff from the Ministries of Health, PAHO and other sectors, 
and they worked together to create an Action Plan Framework that could be applied at the national level and included 
multisector actors.  

 The development of this plan began with a diagnosis of the advances of each country. In general, it was recog-
nized that the level of development varies widely; many have legal frameworks and have begun the assessment process 
and interventions in health facilities, while in other countries, the process is still in the initial phase.

 The proposed lines of action for the plan included: 
1. Create, promote and/or strengthen a policy and a national safe hospitals program, with broad political support and 

the participation of technical authorities from health and other sectors in each country. 
2. Form a National Hospital Safety Committee with representatives from the health sector, building sector, academia, 

citizen support and local authorities.
3. Review, consolidate, standardize or develop an information system to identify new construction of health facilities. 
4. Train and certify professional and technical staff to apply the Hospital Safety Index.
5. Incorporate the topic of hospital safety into the curriculum of undergraduate fields aligned with these issues.
6. Revise, promote or develop technical guidelines, norms, and/or minimum standards to support new investment proj-

ects in health. 
7. Use the Hospital Safety Index to assess existing facilities; define and prioritize plans based on results, including action 

plans to reduce the vulnerability of existing health facilities.   
8. Promote financial resources at the policy level of countries and international levels to boost hospital safety actions in 

the countries, financial resources to impulse hospital safety actions in the countries. 

Positioning Hospital Safety in Regional Platforms
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September 2010.  It was developed to 
enable Member States to adopt “Hos-
pitals Safe from Disasters” as a national 
risk reduction policy. The goal is for all 
new hospitals to be built to a standard 
that will ensure their ability to remain 
functional in disaster situations, and to 
carry out appropriate mitigation mea-
sures to reinforce existing health facili-
ties, especially those providing primary 
care.

The Directing Council asked PAHO/
WHO to support and promote action 
to achieve the goals laid out in the new 
Plan of  Action; develop technical in-
struments and guidelines to facilitate 
the monitoring of  progress in the imple-
mentation of  the plan; and promote the 
strengthening of  partnerships to mobi-
lize human and financial resources and 
the technology required to improve the 
safety of  health services in disasters. 

The passage of  the Resolution by 

the Ministers of  Health at the Direct-
ing Council is the clearest indication of  
political commitment to achieving this 
goal and will underpin national activi-
ties in the coming years. View the Reso-
lution passed by the Ministers of  Health 
in Annex 2/5.

The sustainability of  progress toward 
safe hospitals will continue to be linked 
with long-term technical and political 
platforms, as evidenced in Ecuador, 
which has a national policy and a safe 
hospitals action plan; in Colombia and 
Paraguay, where national authorities 
have passed resolutions; and in policies 
developed in Uruguay. 

The development of  new tools such 
as the self-study course for applying the 
Hospital Safety Index and the dissemi-
nation of  existing materials continued 
to be necessary to integrate other ac-
tors into this initiative, as was the case 
in the Metropolitan District in Quito, 

the Children’s Hospital in Uruguay, the 
San Juan de Dios and Arcoiris hospitals 
in Bolivia, and the IESS and Militar de 
Chimborazo in Ecuador.

Raising the need for political commit-
ment to safe hospitals at regional level 
will reinforce national action and pro-
vide support where it has been difficult 
to influence national or local level deci-
sions, as was the case of  Bolivia, which 
in 2009 and 2010 underwent major 
changes in the regional, departmental 
and local health structure. 

The resolution on Safe Hospitals, pro-
posed to the Executive Committee in 
March 2010 and approved by the 50th 
Directing Council in September 2010 
provided an important political plat-
form for moving this agenda forward in 
all countries, promoting this topic in a 
sustainable manner and with the great-
est possibility of  receiving the needed 
resources, both budgetary and staff.

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1121&Itemid=
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A health sector with the capacity to respond quickly and  
effectively to emergency events, with the guarantee of timely 

and appropriate regional support in cases when national  
capacity is overwhelmed.

In just the first two months of  
2010, two major earthquakes af-
fected PAHO member states. In 
Haiti, more than 230,000 people 

perished in a magnitude 7 earthquake 
(January 12); as search and rescue opera-
tions were concluding, it was acknowl-
edged that the real death toll might never 
be known. Six weeks later, on February 
27, a magnitude 8.8 earthquake in Chile 
killed 521 persons. The response to these 
two major disasters, which for a period 
of  time forced concurrent operations, 
will be discussed at length later in this 
chapter.

Chapter 3

Supporting Countries 
to Respond to  

Disasters in the 
Health Sector

Chapter 3

Supporting Countries 
to Respond to  

Disasters in the 
Health Sector

The striking difference in the loss 

of human life between the  

earthquake in Haiti and the  

significantly stronger event  

(Richter scale magnitude) in 

Chile, where relatively few  

buildings collapsed, illustrates 

the importance of building codes 

and risk reduction measures.
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Highlights of Natural Hazards and Health Crises in 2010

January

Earthquake in Haiti

On January 12, 2010, a catastrophic 7.0 earthquake shook Haiti’s most densely 

populated region, killing an estimated 230,000 people and displacing 1.5 million 

from their homes into overcrowded tent camps. The earthquake devastated a coun-

try already challenged by economic, environmental, and political insecurity. The in-

ternational community mobilized quickly to give aid to the devastated island coun-

try. Read more about the response to the earthquake in Haiti later in the chapter.

February

Earthquake in Chile

One of  the world’s most powerful earthquakes in a century, measuring 8.8 on the 

Richter scale, occurred near Chile, toppling buildings and triggering tsunamis at 

the end of  February.  The quake impacted six of  the country’s 13 regions, affecting 

2 million people. Reports estimate 370,000 homes, 73 hospitals, and 4,012 schools 

were damaged or destroyed. The Chilean Government continues to implement re-

construction plans in all sectors. For more information, see the section later in this 

chapter on the response to the earthquake in Chile.

March

Dengue Outbreak in Latin America

Although each year cases of  dengue are reported in the Americas, circulation in 

parts of  Central America and the Caribbean was unusually high in 2010. Many 

countries reported dengue activity by March, with intense outbreaks in various 

countries. During 2010, more than 1.8 million cases were notified, of  which 44,656 

were severe cases.

In 2010, climate conditions remained favorable for the Aedes aegypti mosquito, 

the agent of  dengue transmission, increasing rates of  dengue during the rainy season 

and affecting a large portion of  the populations at once. PAHO/WHO continued 

to provide technical support to the Member States to prevent and control dengue in 

areas such as epidemiology, case management, laboratories, vectors management, 

and risk communication. Once the crisis period had waned, PAHO/WHO con-

tinued technical support to the countries reporting high number of  cases of  den-

gue, including Costa Rica, El Salvador, Honduras, Colombia, Argentina, 

Puerto Rico, and Dominican Republic. The approach for next year must be on 

strengthening patient care and prevention of  the disease.
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May

Tropical Storm Agatha swept across Central America with torrential rains in 
late May, making landfall on the coast of  Guatemala, where floods and mudslides 
caused 80,000 people to flee their homes. Two days before the storm made landfall, 
the Pacaya volcano erupted, forcing 2,000 people to evacuate. The eruption of  
Pacaya and Tropical Storm Agatha activated the country’s Rapid Response Unit 
(URRAT). Experts in disaster management, communication, dengue, damage and 
needs assessment and LSS/SUMA from the Guatemala’s national response team 
(see the section in chapter 1 on national response teams) helped manage and distrib-
ute humanitarian aid to the public.  One important component of  PAHO’s response 
in Guatemala was the provision of  medical supplies for laboratories and water puri-
fication and health promotion activities. 

Brazil donated funds for the response to Agatha in Guatemala—one of  the first 
voluntary monetary contributions by this country and a demonstration that South-
South cooperation is a growing trend.

The storm also affected Honduras with heavy rainfall that caused rivers and 
streams in several areas to flood. The Ministry of  Health of  Honduras reported that 
14 departments were affected and 3,485 people were evacuated. Damage occurred 
primarily in the southern and central areas of  the country.

June

Rains in northeastern Brazil caused widespread flooding in late June. The 

flooding mainly affected Alagoas and Pernambuco, especially isolated rural areas.  

Hospitals in Pernambuco lost drugs, vaccines, and supplies for basic health care. 

In Alagoas, several hospitals were partially damaged and family health centers 

could not function in the affected cities. Needs were met with local resources and 

no international help was sought. The Ministry of  Health activated the Emergency 

Operations Center to deploy human resources, control water quality, and monitor 

the health situation. Monitoring incidence and prevalence of  diseases is a priority 

during the rainy season, especially for vector-borne diseases such as leptospirosis 

and diseases transmitted by contaminated food and water such as acute diarrheal 

diseases and Hepatitis A.

August

A series of  harsh climatic events negatively affected crop yields in the first and 

second planting season in the southern region of  Honduras, leading to food inse-

curity. The first harvest season losses were caused by excessive rains and the second 

season losses by drought. The excessive rains that came with Tropical Storm Agatha 

in May further damaged the agriculture sector. The prolonged drought caused water 

rationing in some areas of  Honduras, including the capital, Tegucigalpa.
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September

In 2010, Mexico suffered one of  its worst floods. Tropical Storm Karl and Tropi-

cal Storm Matthew made their way across Mexico, bringing with them record high 

rainfall. Mudslides in the vulnerable areas of  Mexico are blamed on deforestation. 

Some of  the poorest areas of  Mexico, including the states of  Chiapas and Oaxaca, 

were hardest hit by record rainfall. More than 810,000 people lost their homes and 

the flooding and mudslides caused damage topping $US 4 billion.

When Tropical Storm Matthew made landfall in late September, PAHO/WHO 

deployed specialists in disaster management and communications to El Salvador 

where an Emergency Operations Center was set up to monitor the progress of  the 

storm.

October

Haiti Cholera Outbreak

When Haiti’s National Laboratory confirmed an outbreak of  diarrheal disease as 

cholera, PAHO/WHO responded quickly, together with the Ministry of  Health and 

Health Cluster partners, using preexisting channels already in place for the earth-

quake response. PAHO/WHO immediately deployed a team of  experts in chol-

era, including epidemiologists, risk communicators, case managers and water and 

sanitation experts to both Haiti and the Dominican Republic. Cholera is an acute 

diarrheal disease that can be dangerous if  untreated, but relatively simple to treat 

and prevent. PAHO/WHO and Health Cluster partners responded with a mas-

sive public education campaign to ensure that every family knew how to prevent 

and treat cholera. An alert and response system that tracked hotspots and provided 

quick responses was developed, as part of  the larger surveillance system. Providing 

access to health was a challenge for Health Cluster partners in a country where less 

than 40% had access to health care before the earthquake. Further control of  the 

epidemic depends on access to safe drinking water, basic sanitation, and application 

of  proper hygiene. Complete information on the health response to cholera in Haiti 

is in a later section of  this chapter.

November

Tropical Storm Tomas pounded the Lesser Antilles as a Category 1 hurri-
cane, hitting hardest the island of  St. Lucia, leaving behind damage estimated at 
$100 million, about 10% of  the nation’s GDP. Localized flooding and landslides 
blocked major roads and caused countrywide power and water outages. Seven medi-
cal buildings were damaged and PAHO helped to restore the damaged water supply 
and provide clean drinking water for the island.

Tomas then made its way toward Haiti with torrential rain causing floods and 
overflowing rivers near IDP (Internally Displaced Persons) camps, where one million 
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Haitians had been living since the January earthquake. Flooding in the department 

of  West and Artibonite worsened the already deficient sanitary conditions, permit-

ting the outbreak of  cholera to spread more quickly. The situation was compounded 

by the civil unrest due to the election campaign that hampered access to treatment 

facilities for cholera.

Tropical Storm Tomas also caused some of  the worst flooding in Venezuela in 

40 years. Residents living in unplanned, hillside shantytowns in Caracas were hard 

hit when small mudslides toppled dozens of  houses and blocked roads.  The govern-

ment began construction of  4,000 homes in three municipalities in the state of  Zu-

lia. PAHO supported the Ministry of  Health in the response. In Costa Rica, Tomas 

also caused flooding and landslides. Twenty-nine persons lost their lives and 86 shel-

ters were set up to house the homeless. Water and sewerage systems were hard hit in 

rural areas and EOCs were set up to monitor the health situation. PAHO supported 

the government and national emergency response teams to manage the situation. 

December

By the end of  2010, more than 2 million people were affected by the floods in Co-
lombia. In early December, heavy rains in northern Colombia caused widespread 
flooding and landslides and PAHO/WHO and partners mobilized rapid response 
kits that included medicines, household water treatment equipment, and materials 
to set up community Oral Rehydration Units. The most urgent needs in the health 
sector were safe drinking water, hygiene and environmental sanitation in shelters, 
waste management, vaccination programs, and epidemiological surveillance. This 
same system caused widespread flooding in Panama. In addition to damage to 20 
rural aqueducts, the country’s main water treatment plant was only able to operate 
at limited capacity for more than a month. The Ministry of  Health activated its 
EOC and managed both the health impact of  the flooding and the implications of  
the water shortage. In both cases, PAHO provided water chlorination tablets and 
technical support.
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Earthquake in Haiti
For Haiti’s health sector, 2010 was 

a year of  unprecedented challenges. 
The January earthquake claimed more 
than 230,000 lives, including 300 health 
workers and injured many hundreds of  
thousands more. Damage and disrup-
tion to health infrastructure and services 
was devastating. The cholera outbreak 
posed new difficulties, just as the transi-
tion to early recovery was underway. 

PAHO/WHO and the Health 
Response

The health response to the earth-
quake in Haiti was the most challenging 
the Region has ever faced. The earth-
quake not only affected most of  the 
population of  Haiti, but also destroyed 
a large portion of  the health infrastruc-
ture, including hospitals and health 
centers (eight hospitals were totally de-
stroyed and 22 seriously damaged in the 
three departments that were most im-
pacted). In addition, the main building 
of  the Ministry of  Health collapsed and 

the earthquake rendered both the UN 
facilities and PAHO/WHO’s offices un-
inhabitable. 

The Organization seconded many of  
its senior staff  to support the response 
operations and most of  PED staff  was 
either deployed to Haiti or detailed to 
work on the Haiti response from other 
locations such as the headquarters 
Emergency Operations Center in Wash-
ington (see later section in this chapter). 

During the first phase of  the response:
• The Health Cluster was set up and 

running 48 hours after the earth-
quake.

• PROMESS began to continuously 
deliver medicines and medical sup-
plies and managed to keep the cold 
chain uninterrupted, even though 
fuel had to be brought in from the 
Dominican Republic (for several 
weeks). PAHO/PROMESS was the 
only provider of  medicines and sup-
plies.

• PAHO oversaw quality control of  
drinking water at chlorination sites.

• PAHO coordinated the reception of  
field medical teams.

• Prepared maps with the locations of  
health partners working in Haiti

• Carried out joint assessment 
missions. 

Even under these difficult circum-
stances, the health ministry, PAHO/
WHO and Health Cluster partners 
achieved several important milestones. 
PAHO (as leader of  the  Health Cluster) 
coordinated a response at levels never 
before experienced with the participa-
tion of  400 plus actors (UN agencies, 
international NGOs, national NGOs, 
bilateral teams from all WHO regions, 
military teams, multilateral teams, etc.).  
The Haiti earthquake posed special 
reporting challenges, as meetings were 
held in a variety of  locations (not only in 
Port-au-Prince, but also in Leogane and 
Jacmel, and in the Dominican Republic 
and Washington, D.C.) PAHO had to 
have representatives at these meetings 
to ensure that health concerns were re-
flected.  After one year, the key achieve-
ments were:
• Rapid establishment of  17 field hos-

pitals in the most devastated areas to 
provide emergency medical care to 
thousands of  patients.

• Uninterrupted management of  the 
cold chain.

• Distribution of  345,000 boxes of  
emergency medical supplies through 
PROMESS between January and 
March.

• Coordination by PAHO/WHO of  
the Health Cluster (some 400 health 
partners) in the four months follow-
ing the earthquake.

• Implementation of  the first phase 
of  the PAHO/WHO, UNICEF and 
MSPP’s post-disaster vaccination 
program, resulting in the delivery 



A
nn

ua
l R

ep
or

t •
 2

01
0

39

S U P P O R T I N G  C O U N T R I E S  T O  R E S P O N D  T O  D I S A S T E R S  I N  T H E  H E A L T H  S E C T O R

of  over 900,000 vaccine doses to the 
most vulnerable children and adults.

• Establishment of  three distinct dis-
ease surveillance systems to track 
illness, share information, and alert 
personnel to emergency situations.

• Comprehensive mapping of  all 
health facilities in Haiti, providing 
the foundation for a referral system.

• Coordination of  the response to 
the cholera outbreak, and support 
to CTCs (Cholera Treatment Cen-
ters) and CTUs (Cholera Treatment 
Units).

The Health Cluster

The United Nations humanitarian 
reform introduced the “cluster” or sec-
toral approach, which calls for a group 
of  humanitarian agencies and organiza-
tions to work together to achieve more 
coordinated, more efficient, and more 
appropriate response for a country af-
fected by disaster. Assistance is orga-
nized by areas or sectors that are led by 
one agency, always in support of  and 
in collaboration with the authorities of  
the country concerned. The cluster is 
meant to strengthen, never replace, ex-
isting coordination mechanisms in the 
sector. 

In Haiti, PAHO/WHO led and co-
ordinated the Health Cluster, which 
provided national authorities a mecha-
nism for communicating with the in-
ternational community. The Cluster 
approach improved coordination and 
cooperation among response actors, 
using widely-accepted humanitarian 
principles. It facilitated joint strategic 
planning and established a clear system 
of  leadership and accountability, under 
the overall guidance of  the humanitar-
ian coordinator. A major success was 
ensuring that the international response 

was appropriately aligned with national 
structures. This was possible because 
Haiti’s Response Commission, estab-
lished by the President and the Ministry 
of  Health, was involved from the very 
beginning of  the response. Some actors, 
generally new to this kind of  operation, 
did not involve the national health au-
thorities, creating coordination prob-
lems. However, management of  the 
Cluster was not without challenges.  See 
the box at the top of  this page.

Early outcomes included daily coor-
dination meetings (co-chaired with the 
health ministry); incorporating the min-
istry into health relief  efforts; coordinat-
ing assessment missions; organizing and 
managing medical supply distribution 
from PROMESS (the PAHO-managed 
warehouse for essential medicines in 
Haiti—see following section); contribut-
ing expertise to epidemiological moni-
toring sites; helping to distribute weekly 
epidemiology bulletin reports; contrib-
uting to the immunization campaign; 
and helping to organize and coordinate 
a wide variety of  actors who were work-
ing in the health sector, many of  whom 
had no experience with Haiti, disasters, 
or the  Health Cluster system. Beyond 
daily cluster meetings addressing infor-

mation needs of  partners, a small group 
of  health NGOs, separate from the 
larger health cluster and committed to a 
long-term presence in Haiti, was estab-
lished to steer policy, procure supplies, 
communicate needs to the Ministry, and 
solve emerging problems.

Working groups were created to take 
the lead on specific issues: 
• Primary care and mobile clinics (by 

March, 55 NGOs were managing 
some 160 mobile clinics)

• Hospitals and trauma care (by 
March, 2,000 beds were available 
and 43 hospitals were functional) 

• Mental health and psychosocial 
support

• Disabilities: more than 20 NGOs 
participated in this subgroup, which 
was led by Handicap International 

• Medical supplies: because of  
the delay in the arrival of  flights, 
many agencies initially needed the 
support of  PROMESS, which was 
well stocked before the January 
earthquake.

• Early warning and communicable 
diseases. 

The Health Cluster also worked with 
NGOs and the civil protection system to 
prepare for the 2010 hurricane season. 

The international community’s response to the Haiti earthquake was 
overwhelming, and there is no doubt that the aid was well-intentioned and 
spontaneous. The influx of assistance posed a major challenge for the cluster 
partners. Humanitarian aid agencies arrived in stages, varying widely in size, 
funds, logistical capacity, and level of self-sufficiency. More than 390 health 
sector actors, including NGOs, international, and bilateral teams, arrived in 
Haiti. By the end of March, some 553 agencies were on the ground, most of 
them international. Many lacked sufficient logistical capacity and had prob-
lems satisfying their own needs (lodging, transportation, etc.) See Chapter 
4 for more about PAHO’s work with the international community to develop 
guidelines on foreign medical teams.

Coordination is Always One of the Greatest Challenges
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Two events—a strong storm on Septem-
ber 24 and Hurricane Tomas in early 
November— put preparedness plans to 
the test. The prepositioning of  supplies 
among NGOs, as well as the participa-
tion of  the cluster leadership at the UN 
Emergency Operations Center, ensured 
assessments were quickly undertaken 
and health services were provided to 
the affected population. In late October, 
when the first cases of  cholera were re-
ported in Artibonite, the Health Cluster 
again played an essential role in the co-
ordination and leadership of  the health 
response. The cluster reacted quickly 
with the Ministry of  Health and Popula-
tion and PAHO supported the ministry 
to develop the National Response Strat-
egy to the cholera epidemic. Addition-
ally, response tools were developed: a 
website was populated with information 
on cholera treatment and prevention 
activities and protocols and a master list 
of  Cholera Treatment Centers (CTC), 
Cholera Treatment Units (CTU), and 
Oral Rehydration Points (ORP) was de-
veloped, circulated, and updated daily 
by the Cluster and the CTC/CTU/
ORP list—which includes GPS coor-
dinates—essential for coordination and 
referral efforts.  

Another important function of  the 

Health Cluster was to work with Haiti’s 
government to assess the condition of  
health facilities – evaluating whether 
they were fully or partially functional, 
identifying available health personnel, 
determining whether these facilities 
were receiving external support and 
what it consisted of. This helped to iden-
tify gaps between needs and capacities 
and establish priorities.

The Health Cluster played a key role 
in coordination. Incoming groups may 
have had the necessary skills but lacked 
logistical support; foreign health experts 
arrived who were not associated with an 
agency. Some were not self-sufficient in 
terms of  food, water, shelter or supplies, 
or they simply could not find partners. 
The ability to provide guidance to such 
organizations was one of  the successes 
of  the Health Cluster. The Health Clus-

ter published information on the work 
of  humanitarian partners, which was 
circulated daily to a global audience for 
six weeks, and subsequently, three times 
a week. Another area of  success was in 
matching needs and capacity. For ex-
ample, the Cluster was able to connect 
a group of  doctors from Bangladesh 
that arrived without equipment with a 
Belgian group that was departing from 
Haiti and leaving equipment behind in 
a particular hospital. 

In short, the earthquake reinforced 
the importance of  effective health sector 
coordination to support a government 
that was challenged by the disaster. 
Managing the Health Cluster required 
a team specialized in various disciplines 
(logistics, information technology and 
communications) to manage coordina-
tion and information. At the same time, 
the Cluster team had to operate inde-
pendent of  the routine activities of  the 
PAHO/WHO national office. 

In addition to the above mentioned 
activities, the Health Cluster in Haiti 
also coordinated the preparation of  the 
health component of  the CERF and 
Flash Appeal (earthquake and cholera) 
documents, ensuring interested partners 
were represented and resources were 
mobilized. The Flash Appeal mobilized 

Recognizing the shortage of 

skilled human resources, the 

Health Cluster called on re-

sponse agencies to build local 

capacity—working not only for 

Haitians, but with Haitians.

• Individuals willing to assist a country affected by a disaster must travel with institutional backing.
• The only way to be part of the solution and not a burden is to be self-sufficient. In a country devastated by a disaster, 

everything becomes a problem: accommodations, logistics, water, food, transportation, communication, etc. 
• It is important to be involved with the community and local professionals, even though in this case they themselves 

were severely affected. The local people are the first responders and will be there after everyone else has gone. The 
importance of involving and working with local doctors, nurses, and health authorities to achieve results cannot be 
overemphasized. 

• It is important to have local language skills. It is also important to go where the displaced population has genuine 
needs, which means being prepared to leave the capital city and travel to remote areas. 

Lessons from the Earthquake in Haiti
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more than US$100 million for health 
sector partners, and PAHO is manag-
ing almost US$28 million following the 
earthquake. At the end of  2010, the 
Health Cluster still remained operation-
al in Haiti and it is expected to continue 
throughout 2011, especially in light of  
the cholera epidemic. 

Access the full report of  PAHO/
WHO activities in Haiti for 2010 
through Annex 3/1. 

PROMESS

In the wake of  the earthquake, 
PROMESS became practically the only 
source of  medicines and medical sup-
plies in the country and it experienced 
a dramatic increase in the demand for 
these items after the earthquake. The 
Haitian Minister of  Health stated that 
“without PROMESS, there would have 
been a second catastrophe.” 

Humanitarian aid organizations and 
donor countries sent tons of  pharma-
ceuticals and non-medical supplies to 
Haiti to meet health needs following 
the earthquake. Organizing the enor-
mous volume of  supplies was a major 
challenge, and several governments, 

including the United States and Spain, 
assisted PROMESS. 

The PROMESS medical warehouse, 
established in 1992 to ensure access to 
quality medicines and supplies, is over-
seen by a management committee, led 
by the Haitian Minister of  Health and 
managed by PAHO/WHO. PROMESS 
served as the main storage and distribu-
tion center for medicines and supplies 
that were already in-country as well as 
those donated as part of  the relief  ef-
fort. PROMESS made drugs and medi-
cal supplies available to all public health 
facilities and national and international 
NGOs that were providing free health 
services to the earthquake-affected pop-
ulation.

In the immediate aftermath of  the 
earthquake, PROMESS served an av-
erage of  30-32 clients per day, includ-
ing public hospitals and international 
and local NGOs. During the first 45 
days, PROMESS distributed more than 
345,000 boxes of  essential medicines 
and supplies, including antibiotics; vac-
cines; drugs for mental health condi-
tions; drugs for treatment of  TB, diabe-
tes and malaria; and anesthetics. 

In early April, the Ministry of  Health 
extended free access to medicines 
through July 2010. Through the re-
mainder of  the year, PROMESS con-
tinued to partner with the ministry to 
distribute health packages to all mobile 
clinics, public hospitals and NGOs to 
meet the health needs of  the Haitian 
population. Following are examples of  
the health packages:
• Basic Units – Contains 24 boxes 

of  supplies with medicines, IV flu-
ids, renewable supplies, medical in-
struments, and clinical guidelines/
diagnostics and treatment manuals. 
The Units can care for 1,000 people 
for three months.

• Supplementary Units – Contains 
medical devices, essential medicines 
and equipment for a population of  
10,000 for a period of  three months.

• PROMESS Kit – Contains do-
nated supplies tailored to meet the 
needs of  displaced populations. This 
kit is assembled by PROMESS in its 
warehouse.

• Mobile Clinic Kits – Contains 
one Basic Unit and one PROMESS 
Kit.

• Emergency Health Kits – Con-
tains 10 basic Units and one supple-
mentary Unit.

The Haitian government’s medi-
cal warehouse, PROMESS, which is 
managed by PAHO/WHO, oversaw 
the distribution of quality medicines, 
vaccines and medical supplies to treat 
more than 100,000 cholera patients, in 
close collaboration with other  Health 
Cluster partners. PROMESS also main-
tained the temperature-controlled sup-
ply chain (cold chain) for vaccines and 
drugs, despite fuel shortages through-
out the year.

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1681&Itemid=
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1. Coordination and communication with national health authorities and 
field evaluation facilitates the targeting and prioritization of activities to be 
funded by international cooperation.

2. The donation of biomedical equipment and other goods should not only be 
focused on the affected facilities, but also on others with only minor or no 
damage at all, as the latter facilities provided urgent post-disaster health 
care to the affected population. 

3. The mobilization of experts, who work directly with national authorities, 
facilitates the development of contingency plans in collaboration with other 
agencies and follow the schedule of the emergency projects. 

4. The emergency response requires international cooperation to adapt to the 
special characteristics and capabilities of the affected country and its chang-
ing needs in the emergency phase. Therefore, the design and implementa-
tion of innovative strategies is important to ensure that donor coopera-
tion relates to existing programs and plans in countries. For example, the 
delivery of mobile vaccination units was an effective measure to strengthen 
the coverage of the immunization program of the Ministry of Health of Chile 
in the areas affected by the disaster.

5. Although preliminary assessments do not identify any needs in the areas of 
environmental, mental health and epidemiology, it is suggested to incor-
porate these components whereas these needs will appear as the most af-
fected when rural areas are reached, and more comprehensive assessments 
are obtained.

6. The development, dissemination and use of disaster response plans and 
protocols contribute to the better coordination and management of national and international cooperation

7. The systematization of activities and experiences of disaster response to previous events, including epidemics and 
other public health emergencies, is key to reduce response time and resources needed and to improve coordination 
in major adverse events such as the massive earthquake occurred in Chile.

Lessons from the Earthquake in Chile

• Reproductive Health Kits – 
Contains obstetric supplies, and sup-
plies to combat sexually-transmitted 
infections.

In late October, PROMESS led in 
providing medicines and supplies to ad-
dress the emergency cholera outbreak, 
organizing several large-scale medical 
supply drops: 87 tons of  essential medi-
cines and supplies (such as IV solution, 
lactate, rehydration packets, and anti-
biotics) to replenish medicines in areas 
already affected; prepositioning of  sup-
plies for treatment of  roughly 30% of  

the potential caseload over the coming 
months. Since November, more than 
100 tons of  new medical supplies for 
cholera response were distributed to all 
10 Departments through PROMESS, 
WFP and the health ministry. 

Earthquake in Chile
An earthquake measuring 8.8 on the 

Richter scale struck Chile on 28 Febru-
ary, leaving 521 dead and 56 missing. 
The quake impacted six of  the coun-
try’s 13 regions, where 80% of  the 
population lives. The majority of  the 

country’s hospital facilities are located 
in these regions, with 77% (20,950) of  
the nation’s hospital beds. Two months 
after the disaster, authorities estimated 
that the earthquake had affected 2 mil-
lion people; 370,000 homes, 73 hospi-
tals, and 4,012 schools (nearly half  the 
schools in the affected area) were dam-
aged or completely destroyed. The cost 
of  losses and damage were estimated to 
reach US$ 30 billion, equivalent to 17% 
of  the country’s gross domestic product.

The health services network was se-
verely affected, especially in the regions 
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of  Maule and Bio Bio. More than 4,000 
of  the country’s hospital beds were lost, 
but the Ministry of  Health was able to 
restore health services in a matter of  
days. Field hospitals (national and inter-
national) were set up to meet increased 
demand and, where necessary, services 
were relocated to functional facilities.

PAHO/WHO’s support to the health 
authorities began within hours of  the 
earthquake. The Organization’s coun-
try office in Chile redirected services to 
aid and collaborate with the Ministry 
of  Health. Using information from the 
rapid damage and needs assessment, 
PAHO/WHO mobilized international 
resources to address the impact on pub-
lic health and to restore health services. 
Actions focused primarily on:
• Supporting operations in health fa-

cilities by providing equipment such 
as power generators, medical and 
clinical laboratory equipment, ar-
ranging for the donation of  medi-
cines, and assisting in improving 
operations in 10 hospitals. Advice 
was given on options for installing 
temporary modular facilities to re-
establish hospital capacity. Training 
was provided on conducting hospital 
assessments, with a focus on safe hos-
pitals.

• Aiding the Ministry of  Health to 
assess structural and non-structural 
damage sustained by hospitals. Mak-
ing recommendations on repairs and 
reconstruction, consistent with the 
safe hospitals strategy.

• Coordinating donations of  vaccines 
(especially for hepatitis A and H1N1 
influenza) in support of  immuniza-
tion campaigns in the affected areas.

• Helping to develop a communica-
tion strategy for health promotion in 
the affected areas.

• Strengthening epidemiological sur-
veillance, disease control, and public 
health measures relating to safe wa-
ter, food, and sanitation.

• Initiating a mental health plan in the 
areas affected by the disaster.

The earthquake and tsunami in Chile 
caused considerable damage to the 
health network, particularly to hospitals. 
The first detailed assessment finalized 
by March 30, 2010 showed that of  the 
132 hospitals located in the affected Re-
gions, 18 hospitals were reported as un-
usable (see table in Annex 3/2), 31 with 
moderate damage and 83 were not op-
erational. In the unusable category were 
included hospitals that closed their op-
erations due to severe physical damages, 
those that lacked water supply and other 
services, and those which remained at 
risk in case of  aftershocks. Hospitals 
with moderate damage were those op-
erating at restricted capacity. Later on, 
the Ministry of  Health with cooperation 
of  PAHO/WHO and the Scientific and 
Technological Research Division of  the 
Pontifical Catholic University of  Chile, 
was able to determine with greater pre-
cision the degree of  damage, establish-

ing that at least 8 hospitals required re-
construction or repairs of  large scale, 6 
in Maule, 1 in Araucania and 1 in the 
Santiago Metropolitan Region.  

In general, the 31 moderately dam-
aged hospitals registered damage to non 
structural elements that endangered 
and impeded the adequate operation of  
the hospital. The magnitude of  the re-
pairs varied. For example, the hospitals 
of  Chillan, San Carlos and Gran Bena-
vente needed greater interventions due 
to damage to its towers and hospitaliza-
tion wards.  

Due to the earthquake, 4,249 beds 
were lost, especially in the regions of  Bio 
Bio, Metropolitan and Maule, where 
the lost beds represented around 22% 
of  the total of  beds in the affected area. 
Among the lost beds, 297 (7%) were in-
tensive care beds and 3,952 (93%) nor-
mal beds. It was also reported that 171 
hospitalization wards, approximately 
39% of  the available wards, were also 
lost, causing a severe reduction in health 
care availability especially in the regions 
of  Araucania, Maule and Bio Bio. In all 
these cases, transitory hospitalization 
services had to be established in a short 

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1738&Itemid=
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period of  time. The primary health care 
network also suffered important losses. 
An assessment carried out in all munici-
palities of  the affected regions revealed 
that 8% of  small health facilities had se-
vere damage and 42% had moderate to 
low damage.  

It is estimated that the earthquake 
and tsunami caused direct damage of  
2.5 million dollars in medical equip-
ment, around 5 million dollars in in-
dustrial equipment and nearly 1 million 
dollars in vehicles lost and in need of  
repair. The first damage estimates were 
facilitated by the existence of  a previous 
diagnosis of  the state of  equipment at 
the national level that could be com-
pared with information from the Health 
Services and the assessment performed 
by the Equipment Unit of  the Ministry 
of  Health.

The earthquake in Chile pointed to 
the importance of  developing or up-
dating health sector emergency and di-
saster plans, both regionally and at the 
national level. It also highlighted the 
critical importance of  strong coordina-
tion among institutions that form part 
of  the national civil protection system. 
The crisis provided opportunities to 
realize strategies, plans, and measures 
for safe hospitals, so that new and re-
built facilities will be able to continue to 
provide services after the next disaster. 
A complete report on the response to 
the earthquake in Chile is available on 
request. An extract from this report on 
PAHO/WHO’s health response to the 
earthquake is in Annex 3/3.

Cholera in Haiti
Haiti faced one of  the most severe 

outbreaks of  cholera in decades. The 
outbreak was made more complex by 
the humanitarian situation following 

the earthquake. The precarious living 
conditions of  the population in Haiti, 
particularly those in temporary make-
shift camps, made the country extreme-
ly vulnerable to the spread of  cholera. 
Treating people was also challenging 
because most health workers had little 
experience with the disease and the ex-
isting health system was weakened by 
the earthquake. 

In October, when PAHO/WHO was 
first notified of  the increase in cases of  
diarrhea in St. Marc, the Organization 
mobilized all available resources to sup-
port the Ministry of  Health and the 
Government of  Haiti. PAHO/WHO 
provided human and material resources 
for cholera response in terms of  dis-
ease surveillance and early warning, 
case management, essential medicines 
and supplies, training and guidelines, 
establishment of  cholera treatment 
centers (CTC) and cholera treatment 
units (CTU), environmental health, and 
health cluster coordination. 

PAHO supported the Ministry of  
Health to develop the National Re-
sponse Strategy for the Cholera Epi-
demic, which prioritized measures to 
protect families at the community level, 

strengthen primary health care centers 
already operating across the nation, and 
establish a network of  special Cholera 
Treatment Centers, strengthening des-
ignated hospitals for treatment for se-
vere cases. Work was carried out to es-
tablish community rehydration centers 
that provide oral rehydration by com-
munity workers. This was introduced 
in phases, using priority areas identi-
fied by the Ministry of  Health with 
PAHO’s support. Emphasis was and is 
being placed on prevention by ensuring 
access to clean water, promoting good 
personal hygiene and food handling 
practices, including hand washing, and 
trying to prevent defecation in open ar-
eas. Twelve public health messages were 
created and disseminated to the popula-
tion through various media. 

A cholera alert and response team 
was created to receive alerts (they can 
be extremely unofficial, just word of  
mouth) and determine if  they war-
ranted mounting an operation. Many 
alerts were received from remote areas 
and PAHO put together a response 
team, comprised of  NGOs and other 
organizations such as the Red Cross. 
Travelling to these remote areas could 

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1739&Itemid=
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be challenging. For example, reaching 
a village 30 miles from Port-au-Prince 
could take hours by donkey; in other 
cases, helicopters were needed. Once 
there, the team mounted the CTC 
(cholera treatment center) and began 
treat people. Read a first-hand account 
of  the work of  the PAHO/WHO Alert 
and Response Team in the small town 
of  Oupac in Annex 3/4.

The Health Cluster continues to as-
sist the Ministry of  Health to implement 
the national response plan, primarily in 
coordination with health services, pro-
viding technical guidelines/assistance 
and information management. The 
post-earthquake Health Cluster staff  
was increased to meet the demands of  
the evolving cholera situation. After 
the earthquake, Health Cluster staff  
was based in Port-au-Prince, Leogane, 
and Jacmel. With the cholera outbreak, 
Health Cluster staff  was redeployed to 
the affected areas. At the peak of  the 
outbreak, PAHO had field staff  present 
in all Departments in Haiti. In addition, 
an  inter-cluster response plan is being 
prepared. Its main objective is to reduce 
avoidable mortality and morbidity by 
limiting the impact of  the current chol-
era outbreak in Haiti, through support 
of  the MSPP and DINEPA National 
Response Plan. 

Complex Emergencies — 
Colombia

In collaboration with national and 
local health authorities, PAHO contin-
ued to work to improve the health of  
displaced populations in Colombia and 
refugees in neighboring countries. PA-
HO’s implementing strategy included 
managing activities from field offices in 
addition to the main office in Bogota. 
This field presence facilitates close co-

operation with local officials, NGOs 
and other international organizations 
and allows for an immediate health re-
sponse when a displacement occurs.  In 
2010, PAHO operated from three field 
offices in Nariño, Choco and Valle de 
Cauca, and carried out activities in 
eight departments of  Colombia as well 
as in Ecuador and Panama. 

More than 293,000 people were de-
clared as displaced in Colombia in 
2010, and registries show the total num-
ber of  displaced to be more than 3.6 
million individuals in the entire coun-
try.  Newly displaced populations and 
refugees continue to have difficulty ac-
cessing health care and lack knowledge 
about services available to them. While 
the Government has several policies in 
place to provide health care to displaced 
individuals, the translation of  these poli-
cies into action at the municipal level is 
often challenging. In addition to provid-
ing immediate assistance in the form of  
health care, water and sanitation, one of  
the most important aspects of  PAHO’s 

collaboration is increasing the knowl-
edge of  both health care providers as 
well as displaced populations of  their 
rights to access health care services. 

PAHO works with local officials to 
implement training activities for leaders 
within displaced and vulnerable com-
munities in order to increase the level 
of  awareness of  their rights and how 
to seek treatment and services. The Ac-
cess Route to Health care (La Ruta de 
Salud), a tool developed at the begin-
ning of  PAHO’s program in Colombia, 
continued to be essential, as it required 
community participation to describe 
and map out appropriate steps to take 
when accessing care. Messages are not 
only disseminated via workshops but 
also through radio messages and vol-
unteers that go from house to house to 
educate the community. In Choco, for 
example, the Access Route was adapt-
ed to Indigenous and Afro-Colombian 
communities and translated into Em-
bera and Wounaan languages. The lo-
cal health provider used an indigenous 

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1740&Itemid=
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facilitator as a way to enhance under-
standing and help direct patients within 
the facility, which has significantly im-
proved health access for ethnic groups. 

Another strategy used to empower 
displaced individuals and increase the 
knowledge of  their rights is the creation 
of  community oversight groups. Last 
year, PAHO supported the Departmen-
tal Health Institute of  Nariño to de-
velop a document that outlines models 
and ideas on how vulnerable communi-
ties can organize themselves and exer-
cise their constitutional rights. Practical 
tools and methods are also highlighted 
so these groups can apply the lessons to 
benefit themselves and the community. 
The document not only includes aspects 
related to displaced populations but pro-
vides information for all citizens inter-
ested in participating actively in govern-
ment decisions. 

Activities that build leaders and cre-
ate a sense of  ownership within com-
munities complement the emergency 
response activities that deliver immedi-
ate health care and provide clean water 
to communities. They add elements of  
sustainability, and as one leader from 
the displaced community stated: “Being 
able to work with someone who is going 
through what I have gone through…
is fulfilling, especially with the Access 
Route to Health, because with it, people 
know where to go, to which facility, and 
also where to demand their rights.” 

PAHO Headquarters  
Emergency Operations 
Center 

In 2010, the PAHO/WHO Emer-
gency Operations Center (EOC) was 
called upon to respond to particularly 
demanding emergency situations: the 
earthquakes in Haiti and Chile (2010) 

(the year before was almost equally dif-
ficult with the response to the H1N1 
(2009) pandemic). The magnitude and 
complexity of  these events put the EOC 
to the test as never before. In the pro-
cess, they confirmed the EOC’s undis-
puted usefulness, while at the same time 
providing valuable experience to make 
it more effective and efficient.

One way to improve effectiveness and 
efficiency, as recommended in an exter-
nal evaluation of  the Organization’s re-
sponse to the H1N1 (2009) pandemic in 
the Region, is to use principles of  an In-
cident Management System (IMS). This 
is an all-hazard, coordinated system for 
managing humanitarian emergencies or 
disasters, ranging from natural disasters, 
epidemics, technological disasters, ter-
rorism, to complex humanitarian emer-
gencies. It has proved to be a valuable 
emergency management tool and has 
been used for many years by multiple 
institutions and organizations. 

One aspect of  the IMS already has 
been developed and integrated into 
PAHO/WHO emergency response 

operations: the Incident Management 
Mechanism (IMM). Following the 
earthquakes in Haiti and Chile and later 
in 2010, after receiving notification of  
the cholera outbreak in Haiti, the head-
quarters EOC went into full response 
mode and was activated with surge ca-
pacity to function 24/7. The EOC was 
extremely active throughout most of  
2010 responding to these major emer-
gencies. Within the first week follow-
ing the Haiti earthquake, more than 20 
health experts were mobilized to Haiti 
and the Dominican Republic, including 
members of  the Regional Health Emer-
gency Response Team, and this number 
increased to more than 120 two months 
after the earthquake. Experts continued 
to be identified and deployed through-
out the year and the number increased 
after the cholera outbreak, including 
epidemiologists, water and sanitation 
specialists, logisticians, and information 
specialists. The Headquarters Disaster 
Task Force was immediately activated 
following these emergencies and spe-
cialized task forces were created to bet-
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ter coordinate technical activities and 
provide the most efficient support to 
countries. PAHO/WHO senior man-
agement briefed the press on a regular 
basis.

PAHO/WHO created a master list 
of  health facilities in Haiti, updating 
information on 1,200 - 1,500 facilities, 
including temporary facilities. The in-
formation on each health facility was 
gathered from multiple sources, includ-
ing Global Health Cluster partners. 
PAHO’s Emergency Operations Center 
collected new information and correc-
tions, and released seven updated ver-
sions. All partners in the response efforts 
in Haiti used this master list, which has 
become the official registry of  health 
facilities for planning and response op-
erations. In addition, the Master List 
assisted the Haitian Ministry of  Health 
(which maintains ownership of  the list) 

in its mid- and long-term efforts to re-
build Haiti’s health systems. It continues 
to be updated with feedback from part-
ners in the field (similar activities are 

ongoing to map out cholera treatment 
centers). 

For the first time during an emer-
gency, PAHO’s Emergency Operations 
Center also produced maps, based on 
this information, on a regular basis. See 
Annex 3/5 for examples of  maps pro-
duced by the EOC. Map A in the an-
nex was produced using the master list 
database and includes damage assess-
ment as of  Jan. 21, 2010. Map B was 
produced by OCHA using information 
from PAHO’s database, an important 
point to mention as PAHO maintained 
and updated the health facilities master 
list constantly and produced it in a stan-
dard format that allowed other interna-
tional institutions and partners to layer 
their own information onto these maps.

Clearly, several areas require im-
provement if  this approach is to be used 
in future large-scale disasters. The lack 
of  updated and precise information on 
existing health facilities (and the lack of  
a functioning health facilities database) 
slowed the process of  creating maps 
from existing information. PAHO will 
encourage the responsible technical 
area in the Organization to update the 
list of  health facilities in each member 
country offices with unique IDs, geo-

graphic coordinates and basic infor-
mation (type, number of  beds, contact 
information), starting with the most vul-
nerable countries.

PAHO will also explore developing 
standard operating procedures for GIS 
management to ensure consistency and 
continuity and create a “mapping task 
force” to support these initiatives dur-
ing emergencies, including what types 
of  maps or health facility information is 
required to best serve the needs on the 
ground during emergencies. 

Overall, the EOC has functioned as 
vital lifeline to those in the field, ensur-
ing that supplies and human resources 
required are identified, mobilized and 
deployed. It provided a space for vital 
coordination mechanisms and decision 
making such as meetings of  Headquar-
ters Disaster Task Force and with other 
partners such as the U.S. Centers for 
Disease Control and Prevention and 
government agencies. Finally, the EOC 
produced up-to-date reports following 
all three emergencies and distributed 
these reports to important stakehold-
ers and a distribution list of  thousands 
of  subscribers. All reports can be found 
online at www.paho.org/disasters (link 
to the Emergency Operations Center). 

Due to the overwhelming re-

quirements of the emergencies 

in 2010, it was necessary to 

postpone formal training on 

EOC procedures and systems, 

which originally was scheduled 

for 2010. However, the many 

PAHO/WHO staff who contrib-

uted to the response operations 

this year were trained on-site, a 

stressful but one-of-a-kind learn-

ing opportunity!

• An earlier database available through PAHO’s Health Services Division con-
tained no geographic information. The first health facility geo-coordinates 
was received from the field on day six of the response.

• The EOC generated its first maps of field hospitals and health facilities with 
damage classification on day eight of the response. Previously existing data 
were shared with and incorporated into maps produced by the UN System, 
most notably OCHA and the WHO.

• Focus shifted from map production to management of the Haiti Health 
Facilities Master List after day 21.

• On March 19 the Haiti Health Facilities Master List was officially transferred 
from PAHO/EOC to the government of Haiti.

Data on Health Facilities in Haiti Aids in Disaster Response

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1741&Itemid=
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Regional Health Emergency 
Response Team

In addition to response activities and 
training sessions for the Emergency 
Response Teams, a new field manual 
was created that outlines deployment 
of  the Disaster Response Team and its 
objectives, and responsibilities at dif-
ferent stages of  an emergency. The 
PAHO/WHO Regional Emergency 
Response Team - Field Manual 
describes the process of  mobilizing re-
sources and provides practical informa-
tion for work in the field. Evaluation 
forms and checklists for health services, 
shelter, water and sanitation, epidemio-
logic surveillance, damage assessment 
and needs analysis, and mental health, 
among others are also included in the 
guidelines. These forms are important 
for collecting and analyzing the infor-
mation needed to provide the most ap-
propriate types of  humanitarian assis-
tance. The information in this manual 
will be of  help to those advising PAHO/
WHO offices and health sector agencies 
and institutions when they respond to 
emergencies or disasters. The package 
includes a booklet with additional pull-
out copies of  the evaluation forms that 
can be used in the field to collect data. 
A CD-ROM, also included in the pack-
age, contains copies of  the forms. See 
Annex 3/6.

LSS/SUMA, the Logistics 
Supply Management  
System

Following the earthquake on Janu-
ary 12 in Haiti, PAHO/WHO mobi-
lized a Logistics Support System team 

(LSS/SUMA) to coordinate the work 
of  receiving, sorting, and distributing 
humanitarian supplies. The magni-
tude and complexity of  the emergency 
placed significant demands on logistics. 

The first experts in LSS/SUMA were 
deployed from Santo Domingo, Domin-
ican Republic to Jimaní, on the border 
with Haiti. They established storage ar-
eas to receive and classify humanitarian 
supplies and donations destined for Hai-
ti and to assist operations at PROMESS 
in Port-au-Prince.

Subsequently, other experts were de-
ployed from Nicaragua, Colombia, and 
Argentina. During the first days of  op-
erations, working conditions were very 
difficult due to the chaos that reigned at 
the airport, which was overwhelmed by 
the massive influx of  aid from all over 
the world.

Collaboration from the disaster re-

sponse team of  DHL was instrumental 
in collecting information on supplies 
entering the country. At the same time, 
Haiti’s Civil Protection Agency provid-
ed a team trained in the use of  LSS/
SUMA to work at the airport. Once 
operations at the port terminal resumed 
in Port-au-Prince, an LSS/SUMA team 
was established there to manage sup-
plies coming by sea. The information 
collected was shared with various orga-
nizations in Haiti.

LSS/SUMA operations are ongoing 
in Haiti. The PAHO/WHO office in 
Haiti has hired local staff  to continue 
using LSS/SUMA at the headquarters 
of  Haiti’s Civil Protection Agency. This 
agency develops the country’s emergen-
cy response plans, which include the use 
of  LSS/SUMA as an important tool in 
the logistics of  disaster response.

http://new.paho.org/disasters/index.php?option=com_content&task=view&id=1057&Itemid=924
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Chapter 4

Forging Stronger   
Partnerships at  

National, Regional 
and Global Levels

F
or many decades, PAHO was one of  the few international health sec-

tor actors working in emergencies and disasters in the Americas. In the 

last decade, this changed dramatically, requiring greater outreach and 

work with international development partners and humanitarian agen-

cies, ranging from regional disaster management bodies to donors, to UN agencies, 

while remaining mindful of  our underlying mandate to support the development of  

national capacity in the health sector of  the Americas. Forging strong partnerships 

is one of  PAHO’s strategic lines of  action to build a disaster-resilient health sector.

The value added of  partnerships is evident in many activities that were carried 

out in 2010 throughout the Region and the investment made in forging strong part-

nerships on a routine basis with UN agencies, governments and NGOs paid solid 

dividends following the earthquake in Haiti. The Health Cluster (of  which PAHO/

WHO was the lead agency) coordinated the actions of  more than 400 health actors 

(with many of  whom we have a history of  collaboration). In addition, the Health 

Cluster in Haiti published information on the work of  humanitarian partners, and 

this was circulated daily to a global audience for six weeks (and subsequently, three 

times a week), which helped keep the issue of  Haiti’s post-disaster health needs at 

the forefront. These activities were described in Chapter 3. This chapter outlines 

collaborative efforts with a wide variety of  partners throughout the region and at 

global level that contributed to improvements in health preparedness, risk reduction 

and response. 
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Collaboration with and 
among International and 
Subregional Agencies and 
Actors

U.N. International Strategy for 
Disaster Reduction (ISDR)

The U.N. ISDR launched a campaign 
in 2010 to mobilize action by local gov-
ernments to become more resilient and 
reduce urban disaster risk. The cam-
paign slogan is “My city is getting ready” 
and calls on countries to know more 
– invest more wisely – build safer. The 
campaign is creating a global network 
of  engaged partners and cities of  differ-
ent sizes, characteristics, risk profiles and 
locations to achieve this. The campaign 
is raising the political commitment to di-
saster risk reduction and climate change 
adaptation among local governments 
and creating a space for dialogue be-
tween national and local actors.

PAHO/WHO and countries in 
Latin America and the Caribbean are 
involved because it is closely linked to 
previous campaigns on safe schools and 
hospitals. This aspect is reflected as one 
of  the ten essentials for making cities 
resilient and a special pledging initiative 
“One million safe schools and hospi-
tals” was launched under the umbrella 
of  the campaign. PAHO/WHO and 
CAPRADE worked with ISDR on the 
launch of  this initiative in 2010.

City officials (mayors and city coun-
cils) were asked to sign a “Ten-point 
checklist for making cities resilient” (see 
Annex 4/1). This is the backbone for 
commitment on the part of  local gov-
ernments and partners, and an orga-
nizing principle for collection of  good 
practices, tools, resources and reporting 
to monitor progress.

PAHO also collaborated with ISDR 
to produce a radio soap opera to high-
light local risk reduction capacities and 
promote safer communities. One of  
the four radio programs that make up 
the series is entitled “Curarse en salud” 
(Heal through health). This episode tells 
the story of  the efforts of  a structural 
engineer to ensure that building stan-
dards are adhered to and consequently, 
that a hospital is built safely. The story 
“Curarse en salud” shows the difficul-
ties many communities face in building 
health centers and hospitals that can 

continue to operate at full capacity dur-
ing and after an emergency. This tool 
builds advocacy for conducting simula-
tions in hospitals and health centers and 
planning their responses to emergencies 
and disasters.

Each episode of  the radio soap opera 
encourages the public to think about 
ways to achieve truly safe communities, 
what can be changed, and the impact 
of  disasters on economic development, 
children, and health. In addition to 
broadcasting on local radio stations, the 
radio soap operas are being used as a 
training tool during workshops on disas-
ter risk reduction. They are innovative 
alternative instruments for educators 
and nongovernmental organizations 
working in risk management.

Center for Natural Disaster 
Prevention in Central America 
(CEPREDENAC)

CEPREDENAC is the subregional 
agency for Central America, responsi-
ble for disaster prevention. CEPREDE-
NAC has a multi-year strategy within 
the framework of  the Central American 
Plan for Integrated Risk Management. 
In 2010, several meetings took place 
with CEPREDENAC, SICA (the Cen-
tral American Integration System and 
the parent agency of  CEPREDENAC) 
and ministries of  health in Central 
America to integrate the ‘Safe Hospi-
tals’ strategy into this plan and to plan 
and carry out joint activities.

In 2010, CEPREDENAC and the 
U.S. Southern Command in Panama 
organized a leadership conference 
on disaster risk reduction for Central 
America. PAHO/WHO sponsored par-
ticipants and led sessions on health and 
disasters.

http://www.unisdr.org/english/campaigns/campaign2010-2011/documents/230_tenpointchecklist.pdf
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The Andean Committee for 
Disaster Preparedness and  
Response (CAPRADE)

CAPRADE is the disaster prevention 
and response organization for Andean 
region countries. Among its responsibil-
ities is the development of  inter-country 
cooperation strategies to deal with the 
impact of  disasters. At a CAPRADE 
meeting in 2010, participants approved 
a proposal, submitted by representatives 
from Colombia’s risk management di-
rectorate (responsible for national ‘safe 
hospitals’ initiatives), which called for 
formulation of  an action plan on safe 
hospitals. This plan falls within the 
framework of  CAPRADE’S Strategic 
Plan for Disaster Prevention and Re-
sponse (see Annex 4/2).

As a follow-up, and with support from 
PAHO/WHO, Ministries of  Health 
from South America met to review 
progress and commitments made by 
each country in relation to the indicators 
outlined in the Hyogo Framework for 
Action. This process provided the ba-
sis for the creation of  an action plan on 
safe hospitals that was developed later in 
2010 at CAPRADE’s XVI meeting in 
Bolivia. (See Annex 4/2). As mentioned 
in Chapter 2, this was an important step 
in the region-wide passage of  a resolu-
tion on safe hospitals at PAHO’s 2010 
Directing Council meeting.

Caribbean Disaster and  
Emergency Management 
Agency (CDEMA)

Underpinning the collaborative part-
nership between PAHO and CDEMA 
was a long standing Memorandum 
of  Understanding, established almost 
two decades ago (when the agency was 
known as CDERA, the Caribbean Di-
saster Emergency Response Agency). 
However, in light of  the transition from 
CDERA to CDEMA in 2009 and the 
desire to accomplish common objec-
tives, the MOU was revised and signed 
into effect during CDEMA’s Technical 
Advisory Committee Meeting, held in 
the Bahamas in May 2010. The over-
all objective of  the MOU is to support 
mainstreaming of  disaster risk reduction 
at national level and promote its incor-
poration into the health sector of  Carib-
bean countries. During 2010, PAHO/
WHO continued to actively work with 
CDEMA and other Caribbean partners 
to further this goal.  Some of  these ac-
tivities included:

• Participating in meetings of  the 
Caribbean Disaster Management 
(CDM) Coordination Harmoniza-
tion Council and the Caribbean 
health disaster risk reduction Com-
mittee.

• Conducting a programming consul-
tation to identify opportunities for 
coordination and collaboration, pro-
viding updates on areas moved for-
ward in advancing CDM at national 
levels.

• Conducting interviews and focus 
groups as part of  the participatory 
evaluation of  the governance mech-
anism for implementation of  Ca-
ribbean Disaster Management and 

preparation of  an evaluation report.
• Delivering presentations on the 

health aspects of  disaster manage-
ment at the 5th Annual Caribbean 
Disaster Management Conference 
“CDM: Strengthening Partnerships 
for Resilience.” This meeting pro-
moted good practices, shared ongo-
ing research for the advancement 
of  CDM in the Caribbean and pro-
vided opportunities for networking 
among disaster management prac-
titioners, public and private sector 
organizations and other CDM stake-
holders.

Caribbean Environmental 
Health Institute (CEHI)

CEHI is a Caribbean agency with 
16 member states, dedicated to finding 
cost-effective solutions to environmental 
health problems. In 2010, PAHO part-
nered with CEHI and the U.S. Cen-
ters for Disease Control and Preven-
tion (CDC) in an environmental health 
training in the context of  emergency 
response. PAHO supported the partici-
pation of  Environmental Health Direc-
tors from Belize and Guyana, who also 
serve as the health disaster coordinator 
in their country, and used this oppor-
tunity to discuss international/regional 
mechanisms for managing disasters in 
the Caribbean, with a focus on environ-
mental health issues and the develop-

http://www.caprade.org/caprade/index.php?option=com_content&view=article&id=26
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ment of  water safety plans. As a result 
of  this partnership, CDC is exploring 
other opportunities for collaboration 
with PAHO on environmental health in 
disasters in the Caribbean.

Eastern Caribbean Donor Group 
(ECDG) 

The Eastern Caribbean Donor Group 
for Disaster Management is a mecha-
nism for cooperation among develop-
ment partners operating in Barbados 
and the Eastern Caribbean. One issue 
the group deals with is environment, cli-
mate change and disaster management. 
At a 2010 ECDG meeting, participants 
included representatives from PAHO, 
UNICEF, UNDP, the Office of  the U.N. 
Resident Coordinator (UNRCO), FAO, 
IFRC, the U.K. Department for Inter-
national Development (DFID), CDE-
MA, and the Barbados Meteorological 
Services. The importance of  prepared-
ness in the context of  cholera was em-
phasized, with special attention to the 
most vulnerable populations. Topics 
included cholera scenarios, preliminary 
assessments on preparedness, mitigation 
gaps, mainstreaming of  HIV/AIDS, 
the feasibility of  a multiagency appeal, 
coordination models, and the frequency 
of  subsequent coordination meetings.

There was consensus that countries 
must be involved in decisions made and 
that the Caribbean Tourism Organiza-
tion, Caribbean Community Secretar-
iat (CARICOM), the Organization of  
Eastern Caribbean States (OECS) and 
Ministries of  Health should be invited 
to the next meeting. It was agreed that 
CARICOM Secretariat will be part of  
the ECDG. Priorities were established, 
including the revision and updating of  
national cholera plans and the devel-
opment of  communication plans, sce-

narios and the application of  simulation 
exercises. 

Regional Disaster Information 
Center (CRID)

The CRID has come a long way over 
the last two decades, from a regional 
entity, created and funded by PAHO, 
to a catalyst—in its own right—for the 
development of  initiatives that improve 
how disaster information is managed 
and shared.  PAHO continues to work 
with CRID on many of  these initia-
tives (the CANDHI network for disaster 
health information in Central America, 
which was discussed extensively in pre-
vious annual reports, is one example). 
The CRID also signed an agreement 
with the International Federation of  
the Red Cross to develop a learning 
platform ‘Desaprender.’ Desaprender is 
a social network that promotes experi-
ence-based learning. Users participate 
by exchanging information and tools to 
generate knowl-
edge about disas-
ter risk manage-
ment. See www.
desaprender.org.

In another col-
laborative ini-
tiative, CRID, 
UNESCO and 
partners are pro-
moting early 
warning activities 
and awareness, 
together with 
CEPREDENAC, 
CRID’s newslet-
ter Actualidades is 
being used to pro-
mote and dissemi-
nate activities and 
technical docu-

ments are published on the web and in 
the specialized portal on Education and 
Risk Management. 

The specialized web portals on a va-
riety of  topics related to disaster and 
risk management, which CRID is de-
veloping with partners, have become 
important training and information 
tools for member countries. Of  par-
ticular importance to the health sector 
in the Americas is the specialized web-
based portal on Public Health and Risk  
Management. This portal has 800 in-
formation resources divided into dif-
ferent sections to give users easy access 
to information on general risk manage-
ment and health; health sector organi-
zation and policy; health preparedness; 
the health sector response; safe hospi-
tals; pandemic and emerging diseases; 
cooperation and humanitarian assis-
tance. It is the product of  a major and 
comprehensive effort to review, select 
and systematize information resources 
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on public health and risk management 
that exist in the CRID.

This new information resource is the 
result of  close collaboration between 
CRID and the PAHO/WHO and the 
product of  a lengthy effort to review ma-
terials, information resources, and tech-
nical documents, carried out by public 
health and medical experts, PAHO staff  
and specialists from the CRID. 

Other specialized information portals 
include: 
• Climate Change and Risk Man-

agement. Product of  collaboration 
between the CRID, ISDR and the 
Spanish Agency for International 
Development Cooperation, this site 
offers access to relevant information 
about climate change and risk man-
agement: strategies, impact papers, 
plans and policies.

• Education and Management 
Risk. This site has become the ref-
erence point for information on pre-
vention, preparedness, response, sce-
narios, educational and multimedia 
resources for professionals and in-

stitutions working in education and 
risk management. 

See Annex 4/3 for direct links to 
these excellent new resources. 

Cascos Blancos (White Helmets)

White Helmets is an international hu-
manitarian initiative of  the government 
of  Argentina that organizes groups of  
volunteers with experience in health 
and medicine, sanitary engineering, 
water and sanitation and other disci-
plines into emergency response teams. 
The White Helmets have responded to 
emergencies in Costa Rica, Nicaragua, 
El Salvador, Colombia, Venezuela, and 
the Caribbean and others outside the 
region.

In response to widespread flooding 
in 2010 in Colombia and Venezuela, 
the White Helmets provided tents, wa-
ter chlorination tablets, food, blankets, 
etc.) and made available specialists in 
logistics, and community and psychoso-
cial support. They also played an active 
role in the response to the earthquake in 
Haiti and were members of  the Health 
Cluster. 

There was strong collaboration be-
tween the White Helmets and PAHO 
in terms of  preparatory work for the III 
regional meeting on humanitarian assis-
tance, which was held in 2010 in Buenos 
Aires. PAHO and White Helmets estab-
lished an agreement to create a regional 
emergency response team to manage 
LSS/SUMA operations in emergency 
situations as needed in MERCOSUR 
countries and this initiative was present-
ed at the meeting.

Civil-Military Collaboration

Several days after the earthquake, 
the U.S. Army offered to support 
PROMESS in the distribution of  drugs 

and supplies. The collaboration re-
volved around three areas.

The U.S. Army provided 25 medi-
cal logisticians and pharmacists who, 
for several weeks, worked throughout 
the night to update the inventory of  
PROMESS.

Through USAID, PROMESS re-
ceived help to organize more effectively 
the supply chain management of  medi-
cal items to be able to address the grow-
ing requests for drugs and supplies with 
the speed that the emergency required.

U.S. forces also provided engineering 
support to clear the rubble around the 
PROMESS facilities to create space for 
storage of  containers. In addition, they 
provided 24/7 security for the premises 
for over a month, until new walls could 
be erected.

An international Working Group, 
coordinated by PAHO/EOC and the 
U.S. Department of  Health and Hu-
man Services (HHS) launched an effort 
to create a central data repository for 
its Haiti Health Facilities Capacity In-
ventory. This Working Group included 
organizations such as USAID, DoD, 
FEMA, Shoreland Inc., Google, Data-
Dyne, IMA WorldHealth, Crisis Com-
mons, OpenStreetMap, World of  Hope, 
and Global Health Action. This inven-
tory helped identify health-service gaps 
and obstacles by collecting and provid-
ing near real-time critical information 
on available beds, medical services, and 
health care resources in all sectors of  the 
country.  

Special Issues

Coordination of  Humanitarian  
Assistance

Partnerships and dialogue are es-
sential to improving how effectively 

http://www.crid.or.cr/ing_index.shtml
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international humanitarian assistance 
is mobilized and managed. The chal-
lenges that rise time and again, and that 
are heightened even more in a disaster 
of  the magnitude of  the Haiti earth-
quake, may never be completely re-
solved, but through ongoing work with 
agencies, organizations and countries, 
incremental improvements are appar-
ent. In 2010, UN agencies (OCHA, 
ISDR, IFRC, etc.), donor countries, 
subregional organizations such as those 
mentioned earlier in this chapter and 
representatives from many countries 
in the Americas met at the III regional 
meeting on humanitarian assistance in 
Buenos Aires (the first meeting was held 
in Mexico in 2008; the second in Brazil 
in 2009). This meeting offered the op-
portunity to continue the dialogue on 

how to improve coordination and op-
timize resources. From the beginning, 
PAHO has been active in this process.  

For the health sector, this meeting was 
an important opportunity to highlight 
mechanisms such as LSS/SUMA and 
the campaign on good donations, which 
have been central to effective humani-
tarian response.  In the final declaration 
stemming from the meeting (see Annex 
4/4) participants again recognized the 
principles set forth in the Good Dona-
tions campaign (see box below) and the 
importance of  LSS/SUMA as a model 
for humanitarian supply management. 
The latter was championed by the White 
Helmets (Cascos Blancos).  PAHO will 
follow up on the recommendations of  
this meeting and report on progress at 
the 2011 meeting in Ecuador.

Foreign Field Hospitals and  
Medical Teams

Many foreign field hospitals (FFHs) 
were deployed to Haiti following the 
January 2010 earthquake and after sev-
eral other recent disasters as well, such 
as the earthquakes in Pakistan (2005), 
Iran (2003) and China (2008). The 
number of  foreign field hospitals and 
international medical teams mobilized 
in those sudden-onset disasters has in-
creased. While field hospitals were ben-
eficial in many situations, frequently 
questions arose regarding their timeli-
ness, self-sufficiency, ability to adapt to 
the local system or even the quality of  
service provided. 

In 2003, WHO/PAHO published 
Guidelines for the Use of  Foreign 
Field Hospitals in the Aftermath 

The issue of good donations is of concern to many agencies and countries. A scenario in which large quantities of 
humanitarian relief arrives in a disaster-affected country, only to create a second disaster, is common. In addition to 
technical and logistical problems, the situation is further complicated by donations that are inappropriate or arrive 
too late to meet the real needs of the disaster victims. This is recurrent and widespread in emergencies and therefore 
requires an interagency, multidisciplinary and participatory approach. To help solve this problem, PAHO has led an 
interagency group to develop a campaign on Good Practices in International Donations: public awareness and advocacy 
for the media and donor community.

The information that has been produced is available on a Spanish-language web site called Saber Donar (Know How 
to Donate — www.SaberDonar.info), including a brief guide, which is also available in English, entitled Be a Better Do-
nor: Practical Recommendations for Humanitarian Aid, that summarizes general principles of donations in different sec-
tors; a public information kit on how to both provide and receive more effective donations; 
and posters. Communication among partners and target groups takes place electronically, 
via the Internet, e-mail and on the web, using social networking tools. 

Given that it is not the exclusive problem of one agency, country or disaster, and that it 
is a recurrent common problem in many emergencies, this work took on an inter-agency, 
multi-disciplinary and participatory approach. Under the coordination of PAHO/WHO, an 
inter-agency group was established which applied the same approach, time-frame and main 
objectives of the campaign and was made up of the following agencies: OCHA, INTERMON/
OXFAM, the International Federation of Red Cross and Red Crescent Societies (both the re-
gional office and the Disaster Response Unit for the Americas), the World Food Programme 
(WFP) and the Regional Disaster Information Center (CRID), with the financial support of the 
Spanish Agency for International Development Cooperation (AECID).

The ‘Good Donations’ Campaign

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1742&Itemid=
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1742&Itemid=
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of  Sudden-Impact Disasters. Al-
though the guidelines remains valid, 
they needed to better take into account 
disasters that completely destroy health 
services as well as new technology and 
changing needs. The current guidelines 
also must include parameters for foreign 
medical teams to ensure quality of  care 

Within this scenario, at the end of  
2010, PAHO held a three-day consul-
tation on creating standards for foreign 
medical teams in sudden-onset disas-
ters. Participants came from interna-
tional organizations and NGOs and 
other stakeholders from the Americas, 
Europe, Australia, and the Middle East 
to look for ways to ensure that disaster-
affected countries receive field hospitals 

or medical teams that meet a standard 
of  care and are well coordinated to sup-
port national efforts. The box on this 
page presents a summary of  the recom-
mendations of  this meeting.  The meet-
ing’s conclusions are available in Annex 
4/5.

Partnerships in Training 
and Technical Resources

Economic Commission for Latin 
America and the Caribbean

Recent disasters in the Region have 
once again highlighted the vulnerabil-
ity of  Latin American and Caribbean 
countries, and the great losses suffered 
by the economy in general and the 

health sector in particular. For exam-
ple, in Haiti, the overall impact of  the 
earthquake was US$ 7.8 billion, which 
represents 121% of  the country’s an-
nual GDP. Damage to and losses in the 
health sector totaled US$ 525 million. 

The Economic Commission for Lat-
in America and the Caribbean devel-
oped the Damage and Loss Assessment 
(DaLA) methodology, which we spoke 
about briefly in Chapter 1 with regard 
to its use assessing economic losses from 
the pandemic. This methodology has 
been widely used in the Region over 
the last 35 years. It does not pretend to 
identify the origins of  a disaster or to de-
fine actions to be undertaken, but rather 
is a tool to estimate the funds needed to 
start recovery and reconstruction activi-
ties and to be the basis for the formu-
lation of  appeals to the international 
community. The table in Annex 4/6 
shows preliminary data on accumulated 
losses from disasters in the Americas in 
2010. The health sector is part of  the 
social component. 

PAHO has always worked in close 
collaboration with ECLAC; first, in 
the development and revision of  the 
chapter of  the DaLA Methodology 
on Health—which forms part of  the 
ECLAC Handbook for Estimating the 
Socio-economic and Environmental Ef-
fects of  Disasters—and secondly in the 
deployment of  health experts to sup-
port application of  the DaLA method-
ology in the wake of  a disaster. In 2007, 
PAHO and ECLAC worked together to 
adapt the methodology to assess health 
emergencies. For this purpose, two case 
studies (in Jamaica and El Salvador) 
were carried out to estimate potential 
losses in case of  an avian flu pandemic, 
using hypothetical data. When the pan-
demic A (H1N1) hit Mexico and dengue 

• Unanimous support for the revi-
sion of the 2003 WHO/PAHO 
guidelines for the use of Foreign 
Field Hospitals.

• Expand the concept and the 
term ‘Foreign Field Hospitals’ to 
incorporate the diversity of set-
tings in which foreign medical 
teams work after large emer-
gencies and disasters—in the 
revised refer to the term Foreign Medical Teams (FMTs) instead of FFHs. This 
term still incorporates FFHs but also expands the role of the foreign medical 
team.

• Unanimous support for an International Registration process for Foreign 
Medical Teams, as a step toward the accreditation of FMTs.

• The focus should be on health services offered or provided rather than the 
type of field hospital to be mobilized.

• The focus on the guidelines initially will be sudden onset disasters, with an 
emphasis on earthquakes. This will later include other large emergencies 
such as floods etc.

• The ultimate role of all FMTs is to support national governments and health 
systems, not replace them. Every attempt to be made to collaborate and, 
when appropriate, build capacity.

Consensus from International Consultation on  
Field Hospitals and Medical Teams

http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1743&Itemid=
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1743&Itemid=
http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1744&Itemid=
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fever affected Bolivia, this new adapta-
tion of  the methodology was imple-
mented to assess the total impact to the 
economy. In both cases it was shown, 
that although there was no physical 
damage to health infrastructure, the im-
pact to the economy was considerable, 
as the A (H1N1) pandemic in Mexico 
was  the costliest disaster in the Region 
that year and the dengue epidemic in 
Bolivia  caused a fiscal gap of  more than 
US$5 million.

Recognizing the importance of  this 
topic and the need to have health profes-
sionals trained in the methodology to be 
able to participate in evaluation teams, 
PAHO, with assistance from ECLAC, 
organized and held two workshops on 
the use the DaLA methodology. One 
was held in Trinidad for the Caribbean 
and the second in Peru for Central and 
South American countries.  The main 
objective was to select participants for a 
health sector evaluation group. 

Post-Disaster Needs  
Assessment (World Bank, 
WHO/PAHO, UNDP) 

The Post-Disaster Needs Assessment 
and Recovery Framework (PDNA/RF) 
is a government-led exercise that pulls 
together information into a single, con-
solidated report. This report details in-
formation on the physical impact of  a 
disaster, the economic value of  the dam-
age and losses, the human impact as ex-
perienced by affected populations, and 
related early and long-term recovery 
needs and priorities. It also incorporates 
mitigation and risk reduction measures, 
financing plans and sustainable devel-
opment strategies to be implemented 
in the affected country. The PDNA/RF 
brings together the assessment of  the 
socio-economic impact with the impact 

on human development, by combining 
the DaLA and HRNA methodologies. 
See Annex 4/7.

PAHO has recognized the importance 
of  the PDNA/RF process as the basis 
for a sustainable recovery and national 
reconstruction plan for Haiti’s health 
sector. Together with WHO, the World 
Bank and other agencies, PAHO was 
involved in the development, consulta-
tions and updating of  the guidelines of  

the PDNA/RF for the health sector and 
has participated in PDNA evaluations in 
the Region – Haiti and Guatemala. The 
Organization is working to ensure that 
risk reduction measures are incorporat-
ed into the construction/reconstruction 
of  health facilities in the region. 

In the case of  Haiti, and as the UN 
agency responsible for coordinating the 
Health Cluster, PAHO led the PDNA 
process, which consisted of  more than 
50 participants from different agencies 
and NGOs. Because of  the magnitude 
of  this disaster, evaluators were divided 
into working groups on damage and 
losses, human resources, access to health 
services, governance, supply chain man-
agement, technologies and medications 
and financing. The box below presents a 
summary of  the outcomes of  the PDNA 
conducted in Haiti in April-May 2010.

U.S. National Library of  
Medicine

The excellent relationship with the 
U.S. National Library of  Medicine U.S. 
(NLM) has been maintained. In the 

Five lines of action were identified through the PDNA, and these formed the 
basis of the ‘Plan Interimaire’ of the Haitian Ministry of Health:
1. Universal access to health services. The performance of the health system 

must be increased to ensure access to a range of services at all levels for 
vulnerable groups and people affected by the earthquake.

2. Leadership and Coordination of the Health Sector. The Ministry of Health 
should be able to play its role of leadership /coordination and regulation, 
as well as perform essential public health functions and support the decen-
tralization of the health sector.

3. Human Resources. The various dimensions related to the deficit of human 
resources should be addressed and improved.

4. Supply Management and Communication. Strengthening the management 
of essential drugs and patient transport and communication.

5. Risk Management and Disaster Preparedness. The health sector should 
able to adequately manage the risks associated with disasters.

Outcomes of the PDNA in Haiti

4/7   http://new.paho.org/disasters/index.php?option=com_docman&task=doc_download&gid=1745&Itemid=


A
nn

ua
l R

ep
or

t •
 2

01
0

57

F O R G I N G  S T R O N G E R  P A R T N E R S H I P S  A T  N A T I O N A L ,  R E G I O N A L  A N D  G L O B A L  L E V E L S

context of  response and reconstruc-
tion of  Haiti following the earthquake, 
CRID and PAHO, together with NLM, 
took steps to initiate a series of  activi-
ties aimed at improving access to and 
availability of  technical information on 
health aspects of  disaster preparedness, 
risk reduction and response and improv-
ing the capacity of  Haitian nationals to 
manage information. A small team is 
supporting CRID to collect, screen and 
organize information generated on the 
repercussions of  the earthquake and the 
outbreak of  cholera (technical docu-
ments, guides, manuals, studies) and 
create an easy-to-access web site in Eng-
lish and French with this information. 
This experiences will, no doubt, enrich 
a presentation that the CRID will make 
at an NLM-organized symposium on 
disaster information outreach, which is 
scheduled for 2011.

WHO Collaborating Center

The Peruvian-Japanese Center 
for Earthquake Research and Di-
saster Mitigation (CISMID), was es-
tablished in 1986 by the Faculty of  Civil 
Engineering of  Lima’s  National Engi-
neering University. CISMID is funded 
by the government of  Japan, through 
JICA, and is a leading earthquake en-
gineering and research agency in Latin 
America. PAHO/WHO has collabo-
rated with CISMID for two decades, 
as they were early pioneers in studies 
of  the structural safety of  buildings in 
areas at risk for earthquakes and PAHO 
leveraged this expertise to publish some 
of  the earliest publications on the safety 
of  hospitals and health facilities.  In 
2010,  PAHO initiated the process for 
CISMID to become a WHO Collabo-
rating Center on the topic of   vulner-
ability of  health facilities to disasters. 

University of Guyana

PAHO/WHO met with faculty at the 
University of  Guyana to discuss the uni-
versity’s involvement in the Safe Hospi-
tals Initiative, including pursuing their 
collaboration in delivering courses on 
the application of  the Hospital Safety 
Index. The University of  Guyana offers 
degrees in architecture, geology, and 
electrical, civil, and mechanical engi-
neering.  The university’s department 
of  architecture will include a module 
on safe hospitals in the second semes-
ter of  the students’ final year and will 
open the course to students from the 
other departments. PAHO/WHO will 
conduct a training/awareness sessions 
on the safe hospital initiative for faculty 
and will continue to liaise with the Min-
istry of  Health to include students (and 
faculty at times) in hospital assessments. 

University of West Indies 

The University of  the West Indies 
has a disaster risk reduction center and 
PAHO/WHO is looking to collaborate 
to develop a training program for health 
professionals in disaster management.  
The objective is to provide health pro-
fessionals with basic knowledge of  disas-
ter management and at the same time, 
provide them with the elements they 
need to do the following: a) develop a 
hospital emergency plan; b) put together 

simulation exercises; and c) become fa-
miliar with DANA (damage assessment 
and needs analysis) in health, preferably 
using the self-instruction, electronic 
format. Work is underway to integrate 
this course into the university’s Internet-
based programs. The longer-term strat-
egy will be to integrate the course into 
the formal curriculum.

Finally, special mention should be 
made of  collaboration and partnerships 
on several special initiatives:
• Office for the Coordination of  

Humanitarian Affairs (OCHA), 
which coordinates REDLAC, the 
inter-agency workgroup for Latin 
America and the Caribbean. In 2010 
PAHO coordinated with REDLAC 
members in response operations in 
Haiti and Chile. 

• World Food Program: WFP man-
ages the regional UN humanitarian 
depot in Panama, part of  a network 
that provides storage, logistics sup-
port and services to UN humanitar-
ian agencies, international humani-
tarian organizations, governmental 
and non-governmental organiza-
tions in humanitarian emergency re-
sponse operations. Their logistical 
expertise was very valuable during 
response operations after the Haiti 
earthquake. They managed the lo-
gistics of  sending materials from 
PAHO’s own stock in Panama (labo-
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ratory kits, for example) and they 
managed the dispatch of  items to 
Haiti that PAHO purchased from 
the humanitarian depot, including 
tents. 

• GOARN, the Global Outbreak Alert 
and Response Network, a technical 
collaboration of  existing institutions 
and networks that pool human and 
technical resources for the rapid 
identification, confirmation and re-
sponse to outbreaks of  international 

importance to keep the international 
community constantly alert to the 
threat of  outbreaks and ready to 
respond. The GOARN mechanism 
was activated following the outbreak 
of  cholera in Haiti to support na-
tional authorities and worked closely 
with the Health Cluster (coordinated 
by PAHO/WHO) and partners. In 
Haiti, GOARN team members were 
deployed to 10 departments to assist 
with surveillance, alert and response. 

See the special story in Chapter 3 on 
the work of  the outbreak and sur-
veillance teams during the cholera 
outbreak in Haiti.

• U.S. Centers for Disease Con-
trol and Prevention, epidemi-
ologists were seconded to PAHO/
WHO for surveillance support and 
were integrated into the health  
cluster.

As we mentioned at the outset of this report, 2010 was a year of unprecedented challenges for the health sector in Latin 
America and the Caribbean. It was also a year that saw significant strides in the development of tools to measure prog-
ress in disaster preparedness and mitigation and to consolidate a regional plan of action for safe hospitals. PAHO/WHO 
will accompany the health sector of member countries as they take these and other activities mentioned in this report 
forward into 2011.
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AcronymsAcronyms
AECID Spanish Agency for International Development Cooperation

CANDHI Central American Network for Disaster and Health Information

CAPRADE Andean Committee for Disaster Prevention and Relief

CARICOM Caribbean Community Secretariat

CDEMA Caribbean Disaster and Emergency Management Agency

CDC U.S. Centers for Disease Control and Prevention

CDM Caribbean Disaster Management

CEHI Caribbean Environmental Health Institute

CERF United Nations Central Emergency Response Fund

CEPREDENAC Center for Natural Disaster Prevention in Central America

CHDS Center for Hemispheric Defense Studies

CICTE Inter-American Committee Against Terrorism 

CISMID Peruvian-Japanese Center for Earthquake Research and 
 Disaster Mitigation

CNE National Commission for Risk Prevention and Emergency 
 Response (Costa Rica)

CONRED National Coordination Agency for Disaster Reduction (Guatemala)

CRID Regional Disaster Information Center for Latin America and the 
 Caribbean

CTC Cholera Treatment Center

CTU Cholera Treatment Unit

DaLA Damage and Losses Assessment
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DANA Damage Assessment and Needs Analysis

DFID United Kingdom Department for International Development

DINEPA National Directorate of  Water Supply and Sanitation (Haiti)

DoD United States Department of  Defense

DRM Disaster Risk Management

DRR Disaster Risk Reduction

ECDG Eastern Caribbean Door Group

ECLAC Economic Commission for Latin America and the Caribbean

EOC Emergency Operations Center

ESDPCU Emergency Services and Disaster Preparedness Coordination Unit 
 (Trinidad and Tobago)

FAO United Nations Food and Agriculture Organization

FEMA U.S. Federal Emergency Management Agency

FFH Foreign Field Hospital

FMT Foreign Medical Team

GDP Gross Domestic Product

GOARN Global Outbreak Alert and Response Network

GPS Global Positioning System

HEC Hospital Emergency Committee

HHS U.S. Department of  Health and Human Services

HRNA Human Recovery Needs Assessment

HVI/AIDS Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome

IASC Inter-Agency Standing Committee 

IDP Internally Displaced Persons

IESS Social Security Institution of  Ecuador

IHF International Hospital Federation

IHR International Health Regulations

IMS Incident Management System

IFRC International Federation of  Red Cross and Red Crescent Societies

INTERPOL International Criminal Police Organization

ISDR United Nations International Strategy for Disaster Reduction

IT Information Technology

JICA Japan International Cooperation Agency

LSS/SUMA Logistics Supply System/Supply Management System

MERCOSUR Southern Common Market (South America)

MOU Memorandum of  Understanding

MSPP Ministry of  Public Health and Population (Haiti)

NGO Non governmental organization

NLM U.S. National Library of  Medicine
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A C R O N Y M S

OAS Organization of  American States

OCHA United Nations Office for the Coordination of  Humanitarian  
 Affairs

OECS Organization of  Eastern Caribbean States

ORP Oral Rehydration Point

PED PAHO's Area on Emergency Preparedness and Disaster Relief

PAHO Pan American Health Organization

PDNA/RF Post-Disaster Needs Assessment and Recovery Framework

PROMESS Essential Medicines Program (Haiti)

REDLAC Risk, Emergency, and Disaster Task Force Inter-Agency Workgroup for Latin America and the Caribbean

SICA Central American Integration System

SNET National Service of  Territorial Studies (El Salvador)

UN United Nations

UNDP United Nations Development Program

UNESCO United Nations Educational, Scientific and Cultural Organization

UNETE United Nations Emergency Team

UNICEF United Nation's Children's Fund

UNRCO Office of  the UN Resident Coordinator

URRAT Rapid Response Unit (Guatemala)

USAID United States Agency for International Development

WFP United Nations World Food Program

WHO World Health Organization
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AnnexesAnnexes
Chapter 1
1/1 Self-Assessment Tool for Disaster Risk Reduction

1/2 Caribbean work plan for 2010

1/3 List of  basic equipment provided to national emergency operations centers

1/4 Sample agenda of  EOC training workshop

1/5 Recommendations from the Central American pandemic planning exercise

1/6 Technical support to the Ministry of  Health of  Guyana

1/7 Economic losses in Mexico due to pandemic influenza

1/8 Report on the impact of  the earthquake in Pisco, Peru on the affected popu-
lation, with an emphasis on gender

1/9 Agenda of  the regional training workshop for the Health Cluster

1/10 CD containing the revised Hospital Disaster Planning course

1/11 Table of  contents of  the new web-based disaster portal:  Disasters: Protect-
ing the Public’s Health 

1/12  Safety Index for Smaller Health Facilities

Chapter 2
2/1 Hospitals Safe from Disasters:  Creating a National Safe Hospitals Program

2/2 Activities approved by CAPRADE to reach the goal of  safe hospitals

2/3 What is the Hospital Safety Index? 
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2/4 Findings from the application of  the Hospital Safety Index in the first six hospitals

2/5 Plan of  Action for Safe Hospitals by 2015

Chapter 3
3/1 Report Earthquake in Haiti—One Year Later. PAHO/WHO Report on the Health Situation

3/2 Master List of  Hospitals Declared Unusable following the Earthquake in Chile

3/3 Report on PAHO/WHO’s health response to the earthquake in Chile

3/4 A first-hand account of  the work of  the PAHO/WHO Alert and Response Team in response to the cholera outbreak 
in the small town of  Oupac, Haiti

3/5 Examples of  maps produced by the PAHO/WHO EOC

3/6 Field Manual for the Regional Emergency Response Team

Chapter 4
4/1 Ten point checklist for making cities disaster-resilient 

4/2 CAPRADE Plan for Disaster Prevention and Response and 2010 Action Plan on Safe Hospitals, approved at 2010 
CAPRADE meeting

4/3 Specialized web portal on Public Health and Risk Management and other portals from CRID

4/4 Buenos Aires Declaration on humanitarian assistance

4/5 Conclusions of  the meeting on Foreign Field Hospitals and Medical Teams.  December 2010.

4/6 Preliminary study of  the economic impact of  disasters in Latin America and the Caribbean 2010. Source: Economic 
Commission for Latin America and the Caribbean (ECLAC)

4/7 Background information on the Post-Disaster Needs Assessment (PDNA)
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