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INDONESIA

Background and 
Vulnerability to Disasters

Indonesia is located on three tectonic plates, 
a ring of fire with 128 active volcanoes (15% 
of all active volcanoes in the world), and has 
the largest archipelago with more than 17 
000 islands. Due to its unique geography 
and geology, the country is prone to natural 
disasters such as earthquakes, tsunamis, floods, 
landslides, cyclones and volcanic eruptions. 
Earthquakes are frequent, and those that occur 
in the sea pose the danger of a tsunami, as in 
the devastating tsunami of 2004.

With a tropical climate, Indonesia is often 
subjected to massive amounts of rain within 
a short time. There are over 5000 rivers 
throughout Indonesia, of which at least 30% 
pass through major population settlements. 
The western areas of Indonesia are particularly 
susceptible to floods, due to heavy rainfall and 
shallow rivers. Although natural ecosystems 
serve as a buffer, in areas of heavy logging, 
the effects are exacerbated. Along with floods, 
heavy rains frequently cause deadly landslides 
due to the porous volcanic soil that is so 
common throughout many parts of Indonesia. A 
prolonged dry season and extreme heat wreaks 
havoc on crops, and may lead to fires. Recent 
patterns of logging and grazing have left large 
areas of Indonesia particularly susceptible to fire.

Based on the Emergency Health Information 
System records, from 2004 to 2010, there 
were 2260 emergencies and disasters of 

various magnitudes. During this time, 237 777 
persons died, 929 283 were injured, 4 941 
096 were internally displaced, and more than 
2000 were missing. Many health facilities were 
damaged and health staff also became victims. 
As a result, routine health systems were 
disrupted, and the livelihood, economy and 
development of the nation were  
affected. The operating modalities for 
managing emergencies and disasters were 
challenged by the decentralized administrative 
policies. 

In 2011, according to the data and information 
centre, Centre for Health Crisis, Ministry of 
Health (CHC MOH), there were approximately 
211 incidents of disaster in Indonesia. The 
number of deaths were 565, with 13 693 
people injured and 14 000 damaged houses. 
Out of the 211 incidents, around 73% were 
hydro-meteorological-related events.

Indonesia has a large population of 230 million, 
with diverse religions, cultures, ethnicities 
and traditions. This results in human-induced 
disasters such as fires, forest fires, pollution and 
environmental degradation. Ethnic and religious 
tensions often result in conflict. Terrorist attacks 
by radical Islamic fundamentalist groups have 
taken a devastating human toll. Industry-
related accidents are frequent due to the high 
density of industries, as well as biochemical and 
nuclear-related toxicities. Road traffic accidents 
kill about 50 000 Indonesians every year, and 
the figures are rising due to poor road safety 
standards.
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Indonesia’s natural vulnerability to disasters is 
aggravated by factors such as environmental 
degradation due to logging and mining, 
overcrowding, poor building practices, and the 
fact that large populations live in disaster-prone 
areas.

The country also faces several health hazards 
due to conflict-related complex emergencies and 
natural disasters. These include diarrhoea and 
gastroenteritis, dysentery, cholera, malaria, avian 
influenza, leptospirosis, chikungunya, and other 
airborne and water-borne infectious diseases.
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Methodology
To review Indonesia’s emergency preparedness, 
the country held three preparatory meetings, 
on 18 July, 29 September and 6 October 2011 
to review the benchmarks. The benchmarks 
were translated into the Indonesian language. 
A workshop was then conducted from 10 
to 12 October 2011 with all stakeholders 
from government and nongovernmental 
organizations, WHO and academic institutions. 
Relevant government bodies presented the 
current status in achieving the benchmarks, 
followed by group work to discuss the indicators 
and scoring, and arrive at a consensus. This is 
a preliminary assessment and this will be an 
ongoing process that will be applied for the 
country through its Regional Crisis Centres after 
further adaptation of the tool.

Findings: Achievements and Gaps
Assessment and review of benchmarks re-
lating to legal framework, rules of engage-
ment, national action plan and resources

BENCHMARK 1:
Legal framework and functioning 
coordination mechanisms and 
an organizational structure in 
place for health EPR at all levels 
involving all stakeholders.

Achievements
• A written policy/strategy document has been 

discussed and approved by the national 
government and was applied in a recent 
emergency.

• The national health policy is written 
and approved and includes emergency 
preparedness and response (EPR).

• The national policy/strategy is written and 
approved, and it makes specific mention of 
all concerned sectors expected to participate 
in preparedness and response.

• A coordination committee has been constituted 
with the health sector as a member. 

• There is a health coordination committee for 
EPR at the national and subnational levels 
including the subdistrict level.

• The coordination committee meets regularly 
and its proceedings are recorded. Meetings 
of the coordination committee are also held 
at the subnational level.

• Coordination committees for EPR are 
multisectoral and are formed at the central 
as well as at subnational levels.

• Roles and responsibilities of staff responsible 
for EPR in the health sector and all other key 
sectors are written along with clear directions 
on command and control. The roles, respon-
sibilities, command and control guidelines are 
also available at the subnational level.

• Staff in the health sector has been appointed 
specifically to perform EPR work at the 
national and subnational levels, and a 
budget has been allocated for preparedness 
work at the central and subnational levels.

Gaps
• The Disaster Management (DM) Bill was 

developed in 2007 and the national DM plan 
released in 2010. However, a review of the 
DM Bill has not been conducted.

• Subnational institutions have either not 
yet been fully established or are newly 
established.

• Legal framework and policies are available at 
the national and subnational levels; however, 
there are still challenges in ensuring that 
implementation is in compliance with the 
regulations.
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BENCHMARK 2:
Regularly updated disaster 
preparedness and emergency 
management plan for the health 
sector and SOPs (emergency 
directory, national coordination 
focal point) in place.

Achievements
• The contingency plan developed at the 

district level and the process has covered 
80% of districts. A national contingency plan 
will be prepared based on the district plan 
(bottom–up approach). The contingency 
plan includes the health sector’s (and various 
departments concerned) response and 
involvement of other sectors. 

• Health sector preparedness plans have 
been developed in consultation with and 
involvement of key partners. They include 
SOPs as well as logistics and procurement 
plans.

• Plans have been prepared at the subnational 
level based on information and mapping of 
disaster-prone areas.

• Institutional mechanisms for effective 
coordination within the health sector and 
with other sectors are built in at the national 
and subnational levels.

• The specific terms of reference (TORs) 
defining the roles of departments within the 
health sector and with other key sectors as 
well as institutions are defined and included 
in the national and subnational contingency 
plans. These TORs are known to all the 
partners.

• Logistics and procurement and stockpiling 
wherever relevant has been done for various 
concerned departments in the health and 

other sectors at the national level, and 
similar arrangements have been included in 
the subnational plans for various areas.

• The SOPs are an integral part of the national 
and subnational contingency plans and cover 
all important components. 

• Drills or simulation exercises were carried 
out at the national and subnational levels 
in disaster-prone areas at least once during 
the past one year. The drills and  
simulations address more than one 
scenario, e.g. natural emergencies,  
hazards and conflicts.

• Written SOPs are available for 
implementation of the national plan for 
EPR and for application at the subnational 
and community levels. The SOPs cover all 
the relevant health problems that occur in 
different types of emergencies.

• Memoranda of understanding have been 
developed and signed with key partners. 
The national and subnational plans 
were prepared in consultation with and 
involvement of key partners and these 
include SOPs as well as logistics and 
procurement plans.

• The SOPs have been revised and updated 
during the preceding three years.

• The SOPs and TORs for key sectors other 
than health have been developed for 
application at the national and subnational 
levels. These were updated and revised in 
accordance with the recommendations made 
by the relevant agencies.

Gaps
• Contingency plans have been prepared in 

hazard-prone areas at the district level but 
do not yet cover the entire country.

• Review and revision of the plans have not 
been completed at the district level.
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BENCHMARK 3:
Emergency financial (including 
national budget), physical and 
regular human resource allocation 
and accountability procedures 
established.

Achievements
• The national and subnational operational 

plans include a budget for EPR. They identify 
the allocation made from the national 
government and commitment from key 
partners in the health sector. The budget 
is based on the past experience with 
emergencies and on vulnerability and risk 
analysis, and is consistent with the national 
policy and strategy of EPR.

• Key sectors that are partners in EPR have 
identified the budgetary requirements in 
the unified plan and the funding gaps, and 
a road map has been prepared to fill the 
funding gaps.

• A full-time EHA focal point and a unit have 
been established by the Ministry of Health. 
At least part-time focal points are there at 
the subnational levels. 

• Budgetary provision has been made at the 
national and subnational levels to cover all 
areas that are disaster-prone or have faced 
emergencies during the past three years. 
Budgetary provisions have also been made 
for sustenance of these units at the national 
and subnational levels.

• More than one key partner who participated 
in EPR have appointed focal persons and 
established units at the national level. The 
necessary budgetary provisions have been 
made for this purpose on a sustainable basis. 
There are similar units at the subnational 
level in disaster-prone areas.

• Administrative procedures are laid out 
regarding the authority of the EHA focal 
point responsible for health and there 
is delegation of authority. This relates 

to delivery of services and delegation of 
authority for spending the funds authorized 
for focal points at subnational levels.

• There is delegation of authority to the EHA 
focal points in key sectors other than health 
at the national and subnational levels, which 
is backed by administrative procedures that 
promote speedy implementation.

Gaps
• The resource mobilization mechanism works 

well at the national and regional levels; 
however, funding gaps are still found at the 
subnational level.

• Funding gaps are identified for mobilization 
of additional funds because adequate 
advocacy has not been done and the 
subnational budgets have not filled the gaps 
in their planning cycles.

BENCHMARK 4:
Rules of engagement 
(including conduct) for external 
humanitarian agencies based on 
needs established.

Achievements
• The Ministry of Health has identified the ma-

jor partners working in health in the private 
sector (for-profit and not-for-profit), and 
academic institutions at the national and sub-
national levels. Some MoUs have been signed 
or these partners are included in the list of 
resources. These organizations and agencies 
are involved by the government in the plan-
ning process for EPR. Some of the partners 
have also succeeded in mobilizing funds.

• In the national and subnational documents, 
specific mention is made of the expected 
contributions from each of the partners at 
the national and subnational levels. These 
expected contributions match the mandates 
or objectives of the partner organizations 
according to their budgetary approvals.
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• Specific contributions for technical support 
and implementation from international 
organizations or agencies are reflected in the 
national and subnational operational plans.  

• Several key partners who contribute in 
EPR outside the health sector have been 
identified, formal mechanisms developed 
for collaboration, and many of the these 
organizations have been involved in 
the planning process at the national or 
subnational levels.

• National EPR plans include MoUs, or 
alternative suitable mechanisms for 
collaboration with key partners outside 
health.

• There is a written code of conduct specifying 
the role of international agencies and 
partners who are outside the health ministry 
and are providing technical support or 
assisting in implementation. Mechanisms 
have been formalized at the subnational 
level.

• A code of conduct in collaborating with 
international organizations for technical 
support and implementation in key sectors 
other than health has been developed, 
written and is compatible with the local 
needs.

Gaps
• Challenges in the management of external 

health resources were found during an 
earthquake in Sumatra province in 2009.

Assessment and review of benchmarks 
relating to community preparedness, 
participation and response

BENCHMARK 5:
Community plan for mitigation, 
preparedness and response 
developed, based on risk 
identification and participatory 
vulnerability assessment and 
backed by a higher level of 
capacity.

Achievements
• Capacity of communities has been 

developed at the subnational level by staff 
at the national level using the guidelines 
and methodologies developed by the EPR 
programme.

• Risk and vulnerability analysis has been 
completed in several communities in the 
country and hazard-prone areas have been 
mapped on the basis of the analysis.

• Based on the analysis and mapping, 
community action plans have been prepared 
and these are linked to healthcare facilities 
in the area for providing support to 
implementation of the plans.

• The plans have been prepared through 
a participatory process in which all 
stakeholders from the health department 
and representatives from the health facilities 
in the area were engaged.

• The involvement of stakeholders is reflected 
in the community action plans.

• Community-level focal points have access to 
subnational or national resources in addition 
to the resources in the community. There 
is evidence that these were asked for and 
utilized in a previous emergency. 

• The health sector national and subnational 
budgets for EPR plans include human 
and financial resources. Funds have been 
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released for activities prior to the occurrence 
of an emergency and during an emergency 
in the past two to three years. The resources 
were provided by stakeholders other than 
the government in support of health services 
or for an assessment.

Gaps
• Availability of a community plan is 

recognized in some disaster-prone areas but 
there is limited involvement at the national 
and subnational levels.

• There is insufficient involvement of 
stakeholders and linkages with the national/
subnational plans.

• The roles and responsibilities of each 
stakeholder and the mechanisms of 
collaboration among stakeholders are not 
clear in the action plans.

• Support from the national level to the 
community is provided through district 
authorities, but needs further strengthening.

BENCHMARK 6:
Community-based response and 
preparedness capacity developed, 
supported with training and 
regular simulation/mock drills.

Achievements
• Training needs assessment, training plans 

and preparations for training have been 
done in some locations.

• The training has included search, rescue and 
first aid.

• The training of health workers and health 
volunteers increased their capacity to provide 
first aid and competencies in the tasks that 
they are expected to perform during an 
emergency.

• Training of health workers and volunteers 
in the community included adequate 
information of the national standards 
(adapted from SPHERE standards) relevant to 

their work and how to apply these standards 
in the context of EPR.

• Training of health workers and  
health volunteers in the community was 
followed by provision of equipment and 
supplies which are needed by them  
for (a) conducting search and rescue 
operations, (b) implementing evacuation 
plans, and (c) providing first aid to the victims.

• Simulation exercises to develop 
competencies in first aid, relief,  
rescue and evacuation, and core  
functions were carried out in all the  
training courses for health workers and 
volunteers. These have been carried  
out once in a year to sustain 
competencies.

Gaps
• Training needs assessment, 

training plans and preparations for 
training have been done for several disaster-
prone areas, but do not yet cover all 
locations. 

• The target for training in terms of  
number of communities where training needs 
to be organized has not been met for more 
than 50% of the facilities as per the plans.

BENCHMARK 7:
Local capacity for emergency 
provision of essential services and 
supplies (shelters, safe drinking 
water, food, communication) 
developed.

Achievements
• Essential services and supplies needed have 

been listed and their quantities identified. 
These have been pre-positioned strategically 
and locations of emergency health facilities/
evacuation sites have been identified 
including their mapping. Most or all 
communities mapped are covered.
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• Based on these lists, emergency budgetary 
provisions have been made for all or most of 
the communities that are mapped as being 
at high risk for emergencies. Resource gaps 
have been identified and efforts made to 
mobilize additional resources.

• The essential supplies needed for responding 
to health care needs including medicines and 
equipment are prepositioned strategically 
in all the communities identified as being at 
high risk for emergencies.

• Inventory systems for supplies and 
equipment needed for health are developed 
and are in place in most areas to meet local 
community needs.

• Plans have been prepared for transport and 
distribution of supplies and equipment to 
communities. These plans are known to the 
community focal points.

• Suppliers and transporters have been 
identified and an agreement has been 
reached with them.

Gaps
• Transportation and distribution of 

medical supplies and equipment needs 
to be improved, and involvement of the 
community in this needs to be enhanced.

• Only some of the Sphere standards are 
applied and few of the community focal 
points use these standards.

• Specific guidelines to be followed by 
suppliers and transporters have been 
prepared in some areas. The arrangements 
have been finalized for 50% of high-risk 
communities.

Assessment and review of benchmarks 
relating to capacity of the system 
(advocacy, capacity to identify risks, human 
resource capacity and health facilities)  

BENCHMARK 8:
Advocacy and awareness 
developed through education, 
information management and 
communication (pre-, during and 
post-event).

Achievements
• Advocacy materials for policy- and decision-

makers as well as key messages for the 
community have been developed and used 
at the national level.

• Key messages have been developed and 
introduced for the media.

• The key messages developed are used in 
schools and the process of integration and 
incorporation of the messages has been 
started on a pilot basis.

• A system has been established for collection, 
collation and analysis of health-related EPR 
information. A list of stakeholders has been 
prepared for sharing of information with all 
the concerned stakeholders; this comprises 
a mailing list and website. The experience 
in a recent emergency has demonstrated 
that the information management system is 
operational and functional at the national 
and subnational levels.

Gap
• Advocacy materials need to be adapted for 

use at the subnational level.
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BENCHMARK 9: 
Capacity to identify risks and 
assess vulnerability at all levels 
established.

Achievements
• Expertise is available on disaster risk 

management, analysis of different models 
for application in different contexts, and 
the use of appropriate community-based 
approaches as relevant to the specific local 
context. 

• Appropriate tools have been developed 
for assessing risk and vulnerability at the 
national level. These have been adapted 
for use at the subnational and community 
levels, and the staff has the capacity to use 
the tools for participatory assessment of 
risk and vulnerability in the health sector. 
These assessments have been done in several 
locations in the country.

• Information and communication technology 
(ICT) to support the assessment of risk and 
vulnerability is available and expertise to 
use the technology has been developed. 
It has been used in many locations and it 
is proposed to use it increasingly in other 
sites.

Gap
• There is limited capacity to assess risk and 

vulnerability at the community level. 

BENCHMARK 10:
Human resource capabilities 
continuously updated and 
maintained.

Achievements
• Training institutions and training needs for 

doctors and healthcare providers have been 

identified for a range of training courses. 
Based on the training needs, training 
modules and guidelines have been prepared 
to cover the entire range of EPR health-
related components. 

• Training courses have been organized to 
build the capacity of the staff at the national 
and subnational levels.

• Orientation and training on public health-
related EPR has been completed for national-
level managers and healthcare providers 
including doctors. 

• Follow-up training courses on EPR are 
organized.

• Some integration of EPR topics in the 
curriculum has taken place. 

• All key health functions related to EPR have 
been identified and these are included in the 
TORs. 

• A national database/roster with a list of 
experts in different aspects relating to 
health sector preparedness and response 
to emergencies is available. It is complete 
and was updated during the past one 
year. Databases are also available at the 
subnational level in most of the places which 
are prone to emergencies. 

Gaps
• Follow-up training courses on EPR are 

conducted less frequently than required or 
are organized only following the occurrence 
of emergencies.

• There are challenges in providing training in 
the large geographical areas that need to 
be covered and limiting the high turnover of 
staff.

• The EPR component has not been included 
or fully integrated into the curriculum, even 
though these subjects are included in basic 
training.
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BENCHMARK 11:
Health facilities built/modified to 
withstand the forces of expected 
events.

Achievements
• Building codes have been developed and 

approved. Guidelines to follow the building 
code have also been prepared and are 
being used to some extent. Some of the 
hospitals have started to apply the guidelines 
for the protection of equipment and vital 
installations.

• Risk assessment has been done and the 
guidelines and codes are followed to some 
extent. Safety features are in place in large 
city hospitals.

• Progress has been made in vulnerability 
assessments of hospitals and health centres 
at the national and subnational levels. Plans 
for retrofitting have been prepared.

• A hospital emergency plan has been 
prepared. 

Gaps
• The building code has not yet been applied 

to all new buildings at the national and 
subnational levels. 

• The risk assessment process is not widely 
implemented. Safety features are not yet in 
place at the subnational level.

• Hospital emergency plans are available in 
disaster-prone areas but there are challenges 
in covering the entire country due to the 
large number of health facilities spread over 
a wide geographical area.

• About 50% of the hospitals and health 
centres have not yet undergone vulnerability 
assessments. Plans for retrofitting have not 
been fully implemented.

• Training for hospital and health centre staff 
needs to be improved by the addition of 
drills and simulation exercises.

• Coverage of the hospital emergency plan 
does not exceed 50% of the target.

• Attention has not been paid to prioritize and 
safeguard the lifelines that can be damaged 
in an emergency.

Assessment and review of benchmark: 
Early warning and surveillance systems for 
identifying health concerns established

BENCHMARK 12:
Early warning and surveillance 
systems for identifying health 
concerns established.

Achievements
• The health system has planned, organized 

and established  a surveillance and reporting 
system and has the capacity to address 
the needs arising as a response to threats 
of emergencies (all hazards and specific 
hazards) with the involvement of EPR focal 
points and EPR teams. 

• A response mechanism is in place to include 
the specific needs of EPR in the national 
surveillance system. This is broad-based and 
addresses all areas that are important in the 
context of EPR. Roles and responsibilities 
in the response mechanism have been 
identified and communicated to all those 
who need to participate in the response.

• Progress has been made in integrating EPR 
surveillance into the general surveillance 
system in the country. Some progress has 
been made at the subnational level, and 
among the private sector as well as academic 
institutions.

• The needs and gaps for surveillance have 
been identified for emergencies caused by 
all hazards and specific hazards. SOPs have 
been developed to address these needs and 
gaps. 

• Rapid response teams have been formed 
at the national and subnational levels. They 
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Summary of Results

No
Benchmark 

Groups

Number of 
indicators 
assessed

National
Yogyakarta 

Province
East Java 
Province

Aceh 
Province

West 
Sumatra 
Province Remarks

Score % Score % Score % Score % Score %

1

Legal framework, 
rules of 
engagement, 
national action 
plan and 
resources

38 70/74 92         

The 
benchmark 
was assessed 
at national 
level using all 
indicators

2

Community 
preparedness, 
participation and 
response 20 

(out of 33)
  34 85 34 85 33 82.5 33 82.5

The 
benchmark 
was assessed 
at sub-national 
level using 
only indicators 
related to 
health sector

3

Capacity of 
the system 
(advocacy, 
capacity to 
identify risks, 
human resource 
capacity and 
health facilities)  

19 
(out of 33)

  29 76 29 76 29 76 29 76

The 
benchmark 
was assessed 
at sub-national 
level using 
only indicators 
related to 
health sector

4

Early warning 
and surveillance 
systems for 
identifying 
health concerns 
established

8 
(out of 12)

14 87.5         

The 
benchmark 
was assessed 
at national 
level using 
only indicators 
related to 
health sector

have been trained to address the gaps and 
follow the SOPs. 

• An effective communication system 
for informing the community at risk is 
operational at the national and subnational 
levels. 

• Adequate resources have been identified 
and provided at the national and subnational 
levels to establish/strengthen the needs of 
surveillance and fill the gaps. The resources 
cover human resource development (HRD) 

and logistic needs for surveillance. The 
resources are sufficient to cover the gaps 
in communicable diseases as well as other 
problems, e.g. reproductive health, chronic 
diseases, problems of specific age groups 
and disabled people.

Gap
• Wider involvement is needed in integrating 

EPR surveillance into general surveillance in 
the country.
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Conclusion and Recommendations

Conclusion
The tool is able to provide a generic framework 
for the country to assess and review its 
emergency preparedness. However, the 
assessment tool needs to be adapted and 
modified according to the local context and 
disaster risk areas where the tool will be applied. 
It is recommended that the tool be equipped 
with a measuring instrument so as to gauge the 
preparedness status of a location. 

Recommendations

BENCHMARK 1:
Legal framework and functioning 
coordination mechanisms and 
an organizational structure in 
place for health EPR at all levels 
involving all stakeholders.

• As the Disaster Management (DM) Bill was 
developed in 2007 and the national DM plan 
was released in 2010, a review of the DM 
Bill is necessary.

• Although the legal framework and 
policies are available at the national and 
subnational levels, it is not clear how far the 
implementation is in compliance with the 
regulations. It is recommended to assess 
the consistency of implementation and 
regulation and suggest further measures as 
per the findings. It would be useful if the 
tool provides such assessment.

BENCHMARK 2:
Regularly updated disaster 
preparedness and emergency 
management plan for the health 
sector and SOPs (emergency 
directory, national coordination 
focal point) in place.

• As per the Indonesian context, the 
development of the national plan comes 
at a later stage as a compilation of the 
subnational plans, i.e. a bottom-up 
approach. 

BENCHMARK 3:
Emergency financial (including 
national budget), physical and 
regular human resource allocation 
and accountability procedures 
established.

• The fund mobilization mechanism works 
well at the national and regional levels. 
However, funding gaps are still found at 
the subnational level. It is recommended to 
review the current channels and procedures 
between the national and subnational levels.

BENCHMARK 4:
Rules of engagement 
(including conduct) for external 
humanitarian agencies based on 
needs established.

• The rules of engagement are in place. 
However, they need to be reviewed and 
updated, as challenges were faced in the 
management of external health resources 
during a natural disaster in Sumatra province 
in 2009. 
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BENCHMARK 5:
Community plan for mitigation, 
preparedness and response devel-
oped, based on risk identification 
and participatory vulnerability 
assessment and backed by a higher 
level of capacity.

• Community plans should be tested and 
assessed. The district authorities should 
reach out to communities and ensure that 
community plans are integrated into the 
district’s plans.

BENCHMARK 6:
Community-based response and 
preparedness capacity developed, 
supported with training and 
regular simulation/mock drills.

• As many training courses are organized by 
different bodies, it is recommended that 
training at the community level be mapped, 
and the training for community workers be 
standardized.

BENCHMARK 7:
Local capacity for emergency 
provision of essential services and 
supplies (shelters, safe drinking 
water, food, communication) 
developed.

• Transportation and distribution of 
medical supplies and equipment need 
to be improved, and involvement of the 
community needs to be enhanced.

• Sphere standards should be part of the 
community-level training course.

BENCHMARK 8:
Advocacy and awareness 
developed through education, 
information management and 
communication (pre-, during and 
post-event).

• It is recommended that disaster risk 
reduction (DRR) be mainstreamed in health 
in the curriculum of educational institutes.

BENCHMARK 9:
Capacity to identify risks and 
assess vulnerability at all levels 
established.

• The capacity to identify risks and assess 
vulnerability is present at all levels up to the 
district level. However, more efforts should 
be focused on the community level.

BENCHMARK 10:
Human resource capabilities 
continuously updated and 
maintained.

• Building capacity of human resources is a 
continuous process. However, involvement 
of educational institutes such as universities 
needs to be enhanced. Follow-up is also 
necessary, particularly in areas with a high 
staff turnover. 
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BENCHMARK 11:
Health facilities built/modified to 
withstand the forces of expected 
events.

• As this issue is often neglected, it is 
recommended that health facility safety  
be enforced by adding it as a requirement 
for the accreditation/license process and 
adopting a legal framework.

• A larger budget allocation is needed from 
the government and the private sector.

BENCHMARK 12:
Early warning and surveillance 
systems for identifying health 
concerns established.

• Wider involvement is needed in integrating 
EPR surveillance into general surveillance in 
the country.
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