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Executive Summary 

Rohingya refugees live in what is commonly known as ‘the world’s largest refugee camp’ in the 

Cox's Bazar district of Bangladesh. They live in densely populated camps currently facing the 

triple threat of fires, monsoons and COVID-19. The high density of these mega-camps and 

construction materials used for shelters and tents increasing the risk of a fire breaking and having 

catastrophic consequences. In March 2021, a devastating fire broke out in three Rohingya 

refugee Camps in Ukhiya Cox Bazar killing 11 refugees.   

Mobile Medical Teams (MMTs) from Health Sector partners were deployed in the affected areas 

of the camps to respond to the emergency- coordinated through the Health Sector Mobile Medical 

Team (MMT) Technical Working Group, as part of the WHO and IOM co-chaired Emergency 

Preparedness and Response Technical Committee. An After-Action Review was conducted 

between March and May 2021 using Key Informant Interviews (KIIs) followed by plenary session 

among the Mobile Medical Teams who were deployed in the field in response to the fire incident, 

and the incident commanders of each partners’ supporting the Mobile Medical Teams.  

The review examined the response and its key activities, analyzed the successes and challenges 

and explored the underlying issues and factors to these successes and challenges. Some of the 

recommendations include:  

• The nature of the emergency should be reviewed depending on the hazard prior to 

deployment of the MMTs in the field to ensure a more efficient response. 

• New and the existing partners’ supporting the Mobile Medical Teams should be trained on 

emergency preparedness and response readiness. 

• Improved coordination among MMTs, CHWs and DMU volunteers for synergistic roles for 

collective emergency response for emergency evacuation, triage, first response and 

referral.  

• Ensure linkage and coordination with the other working group partners like (MHPSS, 

CHWWG, SRHWG) for collective response. 

• Training on START triage protocol for systematic identification of casualties that require 

immediate medical assistance through referral. 

• Refresher orientation of MMTs on MCI management, including field-based triage as per 

the agreed protocol. 

• MMTs and CHWs should be trained on simple protocols for early identification patients 

who need MHPSS support. 
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• Common hazards for Cox’s Bazar should be mapped with the view of developing 

necessary public health messages including the action plan for its dissemination. 

• Integration of MHPSS trained staff within the MMTs for the provision of Psychological First 

Aid to the affected population. 
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Introduction 

According to the Government of Bangladesh-UN High Commissioner for Refugees (UNHCR) 

statistics, Cox’s Bazar hosts more than 860,000 Rohingya people (UNHCR, 2021). The refugees 

are living in 34 extremely congested camps in the Ukhiya and Teknaf subdivision of Cox’s Bazar 

District. Most of the Rohingya people living in these camps fled Myanmar’s Rakhine State in 2017 

following systematic torture and persecution. 

A devastating fire incident took place in the Kutupalong Balukhali Extension (KBE) on 22 March 

2021 at 3 PM Bangladesh Standard Time; it started in camp 8W and spread through camps 8E 

and 9 affecting camp 10 the next day. Majority of the casualties were mild injuries with superficial 

burns that were treated in nearby healthcare facilities or by the Mobile Medical Teams. A few 

severe cases were referred to 250 Bed District Sadar Hospital in Cox’s Bazar for further 

management and the rest were managed in sub district facilities. The fire incident damaged the 

shelters and belongings of 48,267 Rohingya refugees’ and the adjacent host community. It also 

claimed lives of 11 people and hundreds of burnt/injured cases. Some damage was also observed 

in the adjacent host population. 

The fire damaged or destroyed six health facilities: one specialized MSF clinic, one Primary Health 

Care (PHC) facility (IOM Balukhali Makeshift Primary Healthcare Center), and one Health Post 

(HP) were destroyed while another PHC and HP were partially damaged. In addition, a secondary 

health center (Turkish Field Hospital), one of the referral facilities in the camps was also destroyed 

completely.  

The Mobile Medical Team Technical Working Group (MMT TWG) of the Health Sector, 

coordinated by IOM, deployed five mobile medical teams for the immediate lifesaving response, 

after a rapid field assessment by health sector to gauge the needs and calibrate the response 

interventions for the affected populations. The response was further continued by deployment of 

four MMTs to ensure the continuity of the healthcare services at the affected site. During the 

response, it was also observed that six additional MMTs were deployed by partners who were not 

the part of the MMT TWG. The health services resumed in the affected camps from temporary 

health facilities, and through the deployed MMTs, who were gradually de-escalated following the 

recommendation of a health assessment conducted by the MMT working group. The working 

group, with the facilitation of Health Sector, WHO and IOM, then conducted an After-Action 

Review (AAR) with the MMT partners to document the observations and the learnings.  
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Bangladesh is a signatory member state to the International Health Regulations 2005 (IHR 

2005) which is a legal framework of WHO for the containment of public health emergency. 

After Action Review (AAR) is one of the voluntary tools under the IHR Monitoring and 

Evaluation Framework (IHR MEF) to assess the functionality of public health preparedness 

and response capacities and capabilities during a “real” event to capture the gaps, lessons 

learned, and best practices following responses to public health events. It is undertaken with 

a spirit of continual collective learning and improvement for better preparedness, more 

resilience and adaptability to respond to the next public health event or emergency. 

An After Action Review (AAR) is a qualitative review of actions taken to respond to a public 

health event or following a project or a public health intervention as a means of identifying and 

documenting best practices demonstrated and challenges encountered during the response 

to the event or the implementation of the project.  The process involves a structured facilitated 

discussion or experience sharing among responders to critically and systematically review 

what was in place before the response and could have been used, what actually happened 

during the response, what went well, what went less well, why events occurred as they did, 

and how to improve. It is an important management tool for continuous performance 

improvement and learning. It is critical to review and assess any actions taken as part of a 

public health response in order to capitalize on best practices, identify areas and actions for 

improvement, and promote individual and collective learning. An AAR provides an opportunity 

to review the functional capacity of public health and emergency response systems and to 

identify practical areas for continued improvement. 
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Figure 1. Roadmap of MMT response to the fire incident and the After-Action Review  

 

Objectives 

The overall objectives of the review are to:  

• Identify the actions that need to be implemented immediately, to ensure better preparation 

for the next event; and, 

• Identify the medium- and long-term actions required to strengthen and institutionalize the 

basic competencies of the Mobile Medical Teams for effective response to common 

hazards.  

 

The specific objectives of the review are to: 

• Facilitate a structured review of response interventions mounted by the Mobile Medical 

Teams for the fire incident 

• Document the learnings and experiences through the in-depth analysis of what happened 

in the field 
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• Identify the prioritized actions for improved response by the Mobile Medical Teams to the 

next event 

Methodology  

Following the response, an  After-Action Review was carried out involving the MMT partners, 

Health Sector, Emergency Preparedness and Response Technical Committee and the Mobile 

Medical Team Technical Working Group (MMT TWG) who were directly or indirectly involved in 

the response to fire incidents aiming to document the best practices, lessons learnt and gaps in 

several key domains of response to the fire incident.  

The key domains identified for the review was jointly identified by the Emergency Preparedness 

and Response Technical Committee, MMT TWG in close coordination with the Health Sector. 

The domains prioritized for review were:  

• Incident command system  

• Emergency health logistics & medical supplies  

• Capacities and competencies  

• Recording & reporting procedures, and 

• Coordination on cross cutting response with support from Sexual & Reproductive Health 

Working Group, Protection Working Group and Mental Health & Psychosocial Support  

 

The After-Action Review was completed in two phases. In the first phase, Key Informant Interview 

were conducted among the Mobile Medical Teams who were deployed in the field for response 

to the fire incident. The list of Mobile Medical Teams who were interviewed were jointly identified 

by the MMT TWG, Emergency Preparedness and Response Technical Committee and the Health 

Sector.  The identified partners supporting the Mobile Medical Teams were communicated to 

identify the most appropriate subject focal point for the interview. The draft review protocol was 

shared in the MMT Technical Working Group meeting for feedback before its undertaking. Several 

MMTs responded with their observations, helping us to elaborate and finalize the protocol. They 

further helped us with the review of the interviewee list to ensure that its comprehensive and none 

of the critical actors engaged in the response were missed.  The partners were requested to share 

nominations for the interviews accordingly and the interviews were anonymously recorded with 

all identifiable information to participant and/or patients omitted.  

 

To comprehensively capture their thoughts that weren’t included in the questionnaire, the 

responders were requested to share their experiences and review the response interventions 
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critically and systematically. They were to consider what was in place before the response and 

could have been used, what happened during the response, what went well, what went less well, 

why events occurred as they did, and how to improve.  

In the second phase, the incident commanders and response coordinators of each of partners’ 

supporting the Mobile Medical Teams were identified jointly by the Mobile Medical Team Working 

Group, Emergency Preparedness and Response Technical Committee and the Health Sector. 

The findings documented during the Key Informant Interviews were presented and further 

observations and reactions were captured during a plenary session with the selected 

representatives from the partners.  

Completing the phases and process of the After-Action Review of the response to fire incident 

occurred between March between – May 2021. A summary of the partners who were invited for 

the After-Action Review is appended below.  

 

Table 1: List of partners identified for the Key Informant Interview part of the AAR  

Partners identified for the Key 

Informant Interview  

No. of MMT deployed in the 

response 

# of participants participated 

in the AAR 

Formal partners of the MMT TWG  

IOM 3 2 

Relief International  1 2 

Save the Children 

International (SCI) 

1 2 

FH/MTI 0 2 

Agencies outside of MMT TWG  

BRAC 1 2 

RTMI/UNFPA 1 2 

Prantic 1 2 
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The After-Action Review was facilitated and moderated by WHO as the chair of the Emergency 

Preparedness and Response Technical Committee and IOM as the chair of the Mobile Medical 

Team Working Group in close coordination with the Health Sector. The review was largely 

structured, open ended and qualitative to best capture observations and experiences.  

The type of After-Action Review and its process adopted for review is illustrated below.   

AAR Process Type of AAR adopted 

Documented 

• What should have happened? 

• What actually happened? 

Multi-function review  

• An in-depth review of few functions for 

maximizing specific learning opportunities 

Assessed 

• What worked well? 

• What did not work well? 

Health sector review – medium scope 

• A review of all aspects of a response focusing on 

the health sector and collaboration within the 

health sector 
Expected Improvement  

• What action should be taken to 

improve response capacities? 

 

Observations and Findings 

Incident Command System  

The Incident Management System is a standardized structure and approach that is adopted to 

manage its response to public health events and emergencies and to ensure that the organization 

follows best practices in emergency management. Health Sector Emergency Preparedness and 

Response Technical Committee, chaired by WHO and co-chaired by IOM, under the overarching 

coordination architecture of the Health Sector co-lead by WHO is responsible for swiftly 

undertaking risk assessments for any public health events, and  for formally requesting for 

partners from the Mobile Medical Team Working Group, to deploy the Mobile Medical Teams are 

coordinated by IOM, the Mobile Medical Team Technical Working Group (MMT TWG), as part of 

the technical committee is mandated to design and implement the operational plans,  develop a 
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standardized package of services, harmonize the approach for humanitarian Mobile Medical 

Teams (MMTs), map their deployment capacity and develop a robust  management and 

coordination system in response to public health events. As of June 2021, 11 humanitarian 

partners are the members of the Working Group and support a total of 32 mobile medical teams 

for deployment in the Rohingya settlements.  

Most of the responders had the correct understanding about the coordination architecture in Cox’s 

Bazar for the swift deployment of the Mobile Medical Teams. According to the responders, MMT 

TWG, chaired by IOM was effective enough to co-ordinate with the Health sector, and conduct a 

rapid field level assessment through its partners on 22 March 2021, and continue to closely 

monitor the evolving situation for immediate response to the fire incident.  They also mentioned 

that, as part of the Health Sector Cyclone and Monsoon Contingency Plan for Cox’s Bazar (Health 

Sector, 2021), a response management system was activated immediately after the first 

information of the large fire incident was received.  

Clear division of the whole settlement area by the health sector into 18 catchment areas with 

clearly articulated service mapping for each catchment area for the mobile medical teams, 

ambulances and medical hubs was extremely helpful for mobilizing the desired interventions in 

the focused area. This prior division of area of responsibility to the mobile medical teams in 

catchment areas enabled the respective partners to deploy their teams in an expedited manner 

after the triggers were received from the Incident Manager of each partner. Overall steering of the 

response by the MMT Working Group Coordinator in consultation with the Incident Manager of 

each partner helped to mount response coherently without any duplication. However, few Mobile 

Medical Teams who were never a part of the MMT Technical Working Group were observed to 

be deployed in the affected area. As they had no understanding of the response architecture and 

the landscape of coordination, difficulties were encountered for catering services and coordinating 

with health and non-health sectors including the government entities in the camp.  

According to the responders, the teams were instrumental in responding timely and effectively as 

they were harnessed with:   

▪ Skills and competencies obtained through capacity building initiatives 

▪ Spot linkages at the community level with local stakeholders (e.g. SMSD, CiC), 

structures and community leaders 

▪ Consistent composition of the team and leadership in applying effective strategies to 

mitigate field challenges (e.g., setting up casualty collection point, setting up MMT 

operation site etc.) 
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▪ Ability to conduct onsite immediate need assessment by the MMT for operationalizing 

the services- MMT personnel arrived at the site visit first and identified the most 

vulnerable area where emergency health care services were more necessary 

Participants from MMTs outside of MMT TWG stated that they had taken their own initiatives and 

adaptive measures based on their first-hand experience during the initial days of response (e.g. 

adjusting emergency medicine & medical supplies, rotation of human resource etc. based on field 

need). As they were not coordinated by the MMT TWG, they did not have an understanding on 

how to cope with the field challenges and when they tried to address the issues encountered, 

they had limited knowledge and supervision of their senior management. The coordinated MMTs 

reported that the MMT TWG coordinator was extremely helpful for the activation of the Mobile 

Medical Teams based on the quick on-site assessments. They believed that the medical services 

were restored in limited scale in a very short span of time; however, critical issues like wireless 

connectivity, road accessibility and safe shelter should be coordinated by the health sector with 

other corresponding sectors.  

Respondents acknowledged that bilateral coordination with other sectors such as WASH and 

SMSD through a consultative approach was proved to be very beneficial during early hours of 

response. One of the Mobile Medical Team started operating near largest field hospital damaged 

by the fire, but they ran into problems with WASH facilities and management of healthcare waste. 

The WASH team assigned for the respective block promptly helped with the management of the 

healthcare waste produced by the MMTs including the quick reinstallation of the water line. 

According to the respondents, the following assessments were conducted to fathom the depth of 

the situation on the ground and mount the response adequately- 

▪ Soon after the immediate deployment of MMTs, three field-based assessments were 

carried out – within 24 hours, within 48 hours and within a week of the incident to assess 

the needs, and the nature and scope of operations by MMTs. Such assessments helped 

to calibrate the MMT interventions contributing to a harmonized response, equitable 

distribution of resources, and providing information regarding triggers for activation, scale 

up or deactivation of MMTs.  A few partners highlighted the need for a joint rapid 

assessment and gap analysis before activation, continuation and deactivation of MMTs in 

the field; while most partners had the consensus that the activation/deactivation process 

already was  done based on need assessments with the incorporation of below elements. 

▪ Joint rapid assessment - The need for early analysis, which would aid programming and 

programme monitoring, for coordinated rapid assessments 
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▪ Gap analysis - patient number, nearby health facility's patient load 

▪ Beneficiaries response – need for continuation, nature of services expected 

▪ Other key stakeholders’ observations (e.g., SMSD, WASH etc.) support and facilitation 

The partners strongly feel that there is a well-articulated, transparent incident command system 

with well explained chain of command and a backup support strategy in place for response to any 

public health event in the camps. The MMT TWG coordinator took the lead for unified MMT 

response and maintained close coordination with relevant sectors, including health, site 

management, protection and MHPSS. They also felt that the EPR focal point of the partners 

maintained close contact with the coordinator and the deployed teams participated in field 

activities. The coordinator provided real time information to the MMT focal persons and incident 

commanders; guided them when to remain standby, activate, respond and close the operation; 

and linked them to relevant actors, including camp-in-charges, site management, WASH and 

protection sectors facilitating immediate identification of the appropriate site to operate. The 

respondents from MMTs who were not listed in the MMT TWG mentioned that their organization 

focal point coordinated with the respective camp in charge/RRRC for their deployment after 

receiving permission.    

As part of preparedness, the partners felt that the training facilitated by the MMT-TWG and EPR 

TC on intensive emergency response trainings focused on incident command, MMT operation, 

preparedness and response system, mass casualty incidence management, management of 

burns, wound care, psychological first aid, safety and security, MHPSS and protection 

mainstreaming was helpful.  These training were done prior to the incident and enabled the MMTs 

to mount rapid, timely and effective response to the incident. However, the MMTs, which were 

deployed outside of the working group, encountered challenges in some technical areas, and in 

coordination due to lack of membership and access to these trainings. It was recommended to 

review the membership of the MMT TWG for better coverage and have periodic refresher trainings 

in line with the MMT TWG training package.  

Best practices:  

▪ Well established incident command system that regulates deployment, activation and 

deactivation of mobile medical teams  

▪ Early mapping and distribution of area of responsibility to MMT partners based on the 

catchment to have a harmonized response avoiding duplication and equitable distribution 

of resources  
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▪ The joint assessment carried out by MMT TWG at different phases of response helped 

the MMT TWG to strategize and calibrate their response  

▪ Collaboration with other stakeholders, e.g. WASH, SMSD at different levels enabled the 

MMTs to quickly operate  

▪ Support from Camp Health Focal Person to resolve different site challenges in the field 

▪ Regular training programs on management of emergencies organized for MMTs aligning 

to different scenarios of disasters. MMT TWG operational plan and training materials p 

provided necessary confidence to manage the scenario with minimal supervision in the 

field  

Recommendations:  

▪ The membership of MMT TWG needs to be reviewed and widened for better coverage of 

the camps  

▪ The nature of the emergency should be reviewed depending on the hazard prior to 

deployment of the MMTs in the field  

▪ The new and the existing partners should be capacitated with comprehensive training on 

emergency preparedness and response readiness  

▪ Emergency management of the burn cases needs to be included in the training module  

▪ The MMT's deployed on the field could also be used for the field assessment and gap 

analysis as required to review the response interventions  

 

Overall Coordination  

MMT responded to the fire incident after receiving the instruction for deployment by their agencies’ 

respective senior management in consultation with the MMT TWG; with voluntary participation. 

MMT TWG also conducted assessment of any human resource need in the facilities surrounding 

the fire affected camps and camps where relocation taken place and was prescriptive on the 

necessary HR to be deployed to cater health services for the affected population.    

Humanitarian Emergency Medical Response - Emergency Medical Teams Operational Plan 

(MMT TWG, 2020) and MMT-TWG training modules were widely used by all the coordinated 

MMTs as guidance documents. The health sector has dedicated camp health focal persons 

(CHFP) to coordinate the camp level health interventions. During the response, the CHFPs acted 

as a central coordinating person in the camp, facilitating the MMTs overcome the difficulties in 

the field and introduced the MMTs to relevant camp-based actors for coherent interventions. 
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Close collaboration with Camp Health Focal Point (CHFP) was critical in addressing problems 

related to site selection and evaluation, WASH and waste management. 

In Cox’s Bazar, there is a Dispatch and Referral Unit (DRU), operated by IOM in support with 

Health Sector, which is responsible for providing referral assistance and coordinating ambulance 

dispatch in the event of any emergencies, like disasters or outbreaks. The DRU closely 

collaborates with the MMTs throughout the response to provide ambulance support and referral 

assistance to the responders to the nearest health facilities or referral sites for further 

management. From the outset of the response, the teams referred a few cases from the casualty 

collecting point to primary and secondary health facilities depending on the nature of the 

medical/surgical need accessing the DRU services. However, the uncoordinated MMTs used 

ambulances from their own organization for patient referrals; in some instances, it was found to 

have led to delays in reaching to the referral facilities. Furthermore, it was also noted that the 

ambulances from these partners were not a part of the DRU pool for effective referral. 

Each MMT has a clinician who is the team leader and the incident commander for the team 

responsible for clinical care, on site operation and coordination as required for the continuity of 

the health services. The MMT-TWG maintained direct communication with respective partners’ 

MMT incident commander,  which enabled the teams to effectively respond , enabling the partners 

to mount  an efficient incident command system for continuation of the services through necessary 

activation of the MMT and their gradual scale down depending on the need. The MMT TWG 

coordination team also served as mediation and communication between MMTs, MMT to health 

facilities and MMT to CHFP in the same or neighboring catchment areas for mutual support and 

collaboration.  

There were no difficulties encountered, except for a cellular network problem, which participants 

engaged in the field response and in the AAR review reported  to have caused  most calls to be 

dropped, and that early in the response, the team communicated internally and externally through 

SMS or phone calls. The incident commanders maintained a contact line with camp health focal 

person, and all teams had a simple communication plan. According to them, having access to a 

Very High Frequency (VHF) radio is critical since the GSM network is ineffective in the camp 

settlement.  Some agencies used VHF phones, handheld or installed in the vehicles, for 

communication during the early response, when cellular communication was severely interrupted. 

It was also shared that the SMSD assisted the teams in assessing the location and providing 

logistical guidance for quickly installing their tents and temporary shelters in consultation with the 

camp-in-charge. Though a few participants expressed concern that using a common meeting 
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point was a waste of time, most of them, concluded that it is an effective option especially in the 

aftermath of a disaster to brief all the deployed team on expected actions and the process to be 

adhered to. In the aftermath of any public health emergencies in the refugee camp, it is observed 

as the alternate contact approach during the chaos environment. They also recommended to 

have community and religious leaders in the common meeting point for better understanding of 

the local perspective and interventions.  

Cellular communication interruption, site assessment, road blockage, and safe shelter were major 

concerns at the outset. Few participants stated that the contingency plan needs to be shared with 

all catchment focal person for better understanding and expected support to mount response. 

This observation was also noted by partners in their review on response to fire incidents.  

Each camp has around hundreds of volunteers trained by SMSD sector, called Disaster 

Management Unit (DMU) volunteers, who are responsible for firefighting, search and rescue and 

evacuation during an emergency. The camps also have a network of community health workers, 

who are trained on first response, including basic first aid. The review found that the coordination 

among MMTs, DMU volunteers and community health workers should be strengthened 

periodically through capacity building initiatives and coordination meetings in future responses for 

coherent rapid, efficient and comprehensive response to mass casualty incidents triggered by 

public health emergencies and natural hazards.  

Best practices: 

▪ Operational guidance by MMT TWG was helpful for calibrated response by MMT partners 

▪ Support from partners for maintenance of ambulance pool through Dispatch and Referral 

Unit for effective referral of patients in need 

▪ Coordination of MMT deployment through MMT TWG to harmonize the response  

▪ Collaboration with non-health sector/actors including SMSD for identification of the site in 

need, logistical support and shelter arrangement  

▪ Provision of common meeting point for all sectors promoted cooperation for prompt 

mounting of coherent response 

▪ Piloting the use of VHF as the successful alternative telecommunication measure  

Recommendations:  

▪ Ensure linkage and coordination with the other working group partners like (MHPSS, CHW 

WG, SRH WG) for collective response 
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▪ The Coordinator of the MMT TWG should serve as the  focal entity of control for all MMTs 

and, in the case of an emergency, as a nerve center for command and control to 

collaborate with and connect with other sectors to facilitate multi-sector service delivery 

for people affected by the public health event 

▪ Ambulance requests and dispatch to be maintained more collaboratively. DRU number to 

be disseminated widely through the health sector especially for use during emergencies 

▪ Priority access for MMTs to the incident site needs to be ensured in coordination with the 

DRU, CiC and relevant sectors.  

▪ Improve coordination among MMTs, CHWs and DMU volunteers for synergistic roles for 

collective emergency response for emergency evacuation, triage, first response and 

referral.  

▪ Promote involvement of community representatives in the common meeting point during 

the onsite planning and discussion on response.  

 

Mass Casualty Incident Management  

A standard package of MMT supplies (including. International Emergency Health Kits, Emergency 

Trauma Backpack, Personal Deployment Kit) was provided to the partners working in coordination 

with the MMT TWG. However, such emergency health logistics and medical supplies was not 

available in optimum amount for the uncoordinated MMTs, while coordinated MMTs found that 

they had sufficient regular supplies to treat patients affected by the burn compared to the 

uncoordinated MMTs who just had a simple wound care package that included povidone-iodine, 

gauze, splint, antibacterial ointment and analgesic.  

Although it was on a minimal scale, most coordinated MMT participants, who responded in the 

early phase, confirmed that they used the Simple Triage and Rapid Transport (START) triage 

algorithm and classified emergency referrals according to standard guidelines. Emergency Triage 

Assessment and Treatment (ETAT) protocol instead of START algorithm was used in the 

continuation phase of the response. However, partners outside of MMT TWG MMTs were not 

aware of START or the ETAT protocols. The respondents also expressed that the community 

health workers should be systematically trained and effectively engaged for field level triage 

during mega disasters with large-scale casualties.  

In the early phase of the response, MMTs set up casualty collection point (CCP), which according 

to respondents, was a context-based  concept, that allowed  teams to assemble all patients at 
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one location, systematically identify and manage as per the severity and  priority. Majority of the 

participants concluded that establishing a pre-determined CCP site was helpful for early 

identification of several casualties that require immediate assistance or referral.  

Best practices: 

▪ Harnessed with pre-designed emergency health logistics and medical supplies for the 

MMTs  

▪ Use of START triage protocol in the early phase of MMT response for systematic 

identification of casualties that require immediate medical assistance through referral 

▪ Set-up casualty collection point for MCI management and response  

Recommendations:  

▪ Sensitization on use of START protocol by all partners during any emergency 

▪ Coordinate with CHW WG for involvement of CHWs in MMT response, especially for field-

based triage and support for stabilization of the casualties in the field 

▪ Refresher orientation of MMTs on MCI management, including field-based triage as per 

the agreed protocol 

 

Health Emergency Logistics and Medical Supplies 

During the response, the SMSD assisted the teams in assessing the location identified as 

important by the MMT and providing guidance for installation of the tents and temporary shelters 

for continuing the emergency health services. A standard package of MMT supplies comprised of 

IEHK, Emergency Trauma Bag Pack, Personal Deployment Kit) was provided to the partners to 

all the coordinated MMTs. However, uncoordinated MMTs weren’t equipped with these kits; rather 

they had sets that had limited basic pharmacy supplies for management of wounds.   

While coordinated MMTs found that they had enough regular supplies to treat patients affected 

by the burns, the uncoordinated MMTs had limited supplies that included povidone-iodine, gauze, 

splint, antibacterial ointment and analgesic. With the standard supply kit for the coordinated 

MMTs, the teams could provide medical services for two more weeks without external additional 

assistance or request for refills from their attached health facility.  

With available kits, the regular MMTs who are a part of the MMT TWG could provide medical 

services for two more weeks without external additional assistance. However, it was found that 

the standard supply kit carried by the MMTs were quite bulky and inconvenient to transport to the 
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affected site. It was recommended to revisit the composition of the kits and simplify and debulk 

the kit for ease of transport to the affected site, and to facilitate the immediate mounting of 

response. The review also found that it would be useful to have camp or catchment level 

prepositioning of emergency supplies in some strategic locations for quick and easy access to 

emergency health logistics and medical supplies during response. This will avoid the difficulties 

and inconvenience caused by transport of bulky emergency health logistics and medical supplies. 

Best practices: 

▪ Harnessed with standard kits for response to public health emergencies and other public 

health events. Supplies enough to cater health services for at least two weeks in the field 

without additional refill  

Recommendations: 

▪ Revisit the emergency health kits to contextualize it for local scenario and common 

hazards  

▪ Develop visibility items like vest and flag for MMTs  

 

Reporting & Reporting mechanism   

A clear recording/reporting mechanism was in place for MMTs during the response. Respondents 

stated that they reported through their existing channels following the EWARS reporting process. 

The MMTs outside of MMT TWG reported that they offered information to their agency focal point 

daily and was not shared externally. Participants noted that the health sector continued to track 

events and indicator based epidemiological alerts for Acute Water Diarrhea (AWD) and other 

priority communicable diseases in the affected areas through an improved monitoring and 

reporting system enabled after the fire incident. Community-based and sentinel site-based 

monitoring were continued, with the EWARS weekly routine surveillance. A Joint Assessment 

Team (JAT) was also in position to investigate any events identified through the enhanced 

surveillance mechanisms.  

Best practices:  

▪ Enhanced EWARS based reporting system was readily available for the MMTs  

Recommendations:  

▪ Effectiveness of EWARS as recording/reporting in the immediate aftermath of 

emergency needs to be reviewed 
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▪ Enhanced surveillance esp. in the immediate aftermath of emergency is effective only if 

the focal points are adequately trained  

 

Mental Health and Psychosocial Services (MHPSS)  

According to most participants, the MMT TWG collaborated with the IOM Mental Health and 

Psychosocial and Support unit to deploy MHPSS staff together with MMTs, which assisted 

partners for the provision of psychological first aid and basic emotional support and provided 

referrals to specialized mental health and other services. The main goal was to have partner 

organizations focusing on their practices and decisions to increase their effectiveness and quality 

of service. MHPSS personnel was deployed from 23 March 2021 onwards, and while being 

integrated into the MMTs was able to provide essential MHPSS assistance to affected population 

in need. Participants states that the MHPSS personnel in MMTs assisted in reducing the initial 

emotional impact among the population affected by the fire incident by offering Psychosocial First 

Aid and lay counselling and ensuring linkage of the service receivers with other essential services. 

The team recognized that the affected population demonstrated higher level of distress and 

concerns related to displacement, loss and uncertainty about uncertain future.  

Best practices:  

▪ Integration of MHPSS trained staff within the MMTs for mounting Psychological First 

Aid and basic emotional support to the affected population and link them to other 

services 

Recommendations: 

▪ Coordinate with MHPSS WG to replicate the successful collaboration with MMTs in other 

emergencies  

▪ MMTs and CHWs needs to be trained on simple protocols for early identification patients 

in need of MHPSS support 

▪ Training of additional MHPSS staff to ensure adequate number of staff for backups in 

case of any future emergency 

▪ Encourage coordination at central and field levels to avoid duplication of MHPSS 

services within the same MMTs. Agencies are encouraged to communicate with actors 

on the ground whenever they are planning to provide the same type of support at the 

same location.  
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▪ Facilitate access of MMTs members to staff care services, as they often have to deal 

with emergency situations that could be traumatizing and have an impact on their mental 

well being 

 

Protection  

Most coordinated MMTs suggested that the MMTs be linked and coordinated with  the Protection 

Emergency Response Units for those cases that require further follow-up with support from the 

Health and Protection outreach refugee volunteers for status identification and referral of those in 

health service needs in remote areas and/or unable to reach and/or unaware of the MMTs 

deployed for surge support on temporary basis. Most of the participants emphasized the need for 

coordination with protection WG member for safe identification, referral and care of vulnerable 

children (e.g. lost, unaccompanied), and referral assistance for other identified vulnerable persons 

in need of targeted protection assistance, such as elderly persons at-risk, persons with disabilities, 

single women-headed households, etc. encountered during the surge medical/surgical support 

by MMTs. Some MMTs raised the concern that they had limited knowledge about the protection 

actors to identify and refer vulnerable persons in need of protection services. Some MMTs 

mentioned that they had a protection focal point embedded within their team from the protection 

unit of their agency assisting in support to affected population. This collaboration enabled early 

identification and prompt support to persons with protection concern.    

Best practices:  

• Protection mainstreaming within some MMTs – having a protection focal person from 

protection sector for early identification, initial and referral support to person with 

protection concern. 

Recommendations:  

▪ Revisit the composition of MMTs for its standardizing with provision of focal person from 

protection sector for all MMT 

▪ ToR of protection focal person within MMT should be made clear to the MMTs and 

protection representatives for better collaboration, coordination, recording and reporting  



 

23 
 

 

Sexual and Reproductive Health (SRH)  

Most participants mentioned that most of the team had a midwife to help provide the minimum 

initial services package for reproductive health  including provision of services like providing 

emergency obstetric care to women and girls with antenatal obstetric complications and making 

appropriate referrals, providing continuity of care for antenatal checkup,  post -natal checkup, and 

family planning services as well as emergency contraception for the beneficiaries that need them 

to prevent increased morbidities/mortalities. Participants from uncoordinated MMTs informed that 

they agreed with the recommendation from the health sector and included a midwife in their team 

for continuation of SRH services. According to a few MMTs, they collaborated bilaterally with the 

SRH WG and used their community health volunteer to address the field level SRH concerns. 

Majority of the participants acknowledged that maintaining privacy and confidentiality of the SRH 

issues of the patient was extremely challenging in the immediate aftermath of the fire incident. 

Best practices:  

▪ Provision of emergency SRH services leading to stabilization and appropriate referral for 

advanced care 

▪ Integration of SRH focal point in the MMT for continuation of the essential SRH services 

Recommendations:  

▪ Integration of the MISP for reproductive health care in all MMT services 

▪ Maintenance of privacy and confidentiality of SRH services  

▪ Identification and record of the pregnant women, immediate referral of a delivery case 

needs to be maintained by CHWs 

 

Risk Communication and Community Engagement 

Few participants reported that the Risk Communication and Community Engagement sector had 

widely disseminated the public health messages on fire hazards approved by the Civil Surgeon’s 

Office on its prevention and wound care by burn casualties including the health hazards after the 

site cleanup. They said that over a hundred community health workers (CHWs) were deployed to 

provide emergency first aid and referral services in the fire's immediate aftermath since the CHWs 

had already been trained in fire incident response. As a result, as reported by respondents, CHWs 

had begun door-to-door messaging on critical public health messages on fire hazards. They 
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continued to provide guidance and collaboration to partner organizations to ensure that the post-

fire health messages are readily understood and complied as advised. 

Best practices:  

▪ Immediate development and dissemination of risk communication messages based on the 

health hazard including availability of health services by the MMTs through the CHWs to 

link MMTs with the community  

▪ Engagement of CHWs in basic first aid in a wide-scale emergency was very helpful for 

providing immediate health support to the victims  

Recommendations:  

▪ Common hazards need to be mapped for the community anticipating them in advance to 

develop necessary public health messages including the action plan for its dissemination. 

 

Additional Note 

As the response was affected by the non-pharmacological interventions in place for the 

containment of COVID-19 crisis, the teams faced challenges in maintaining physical distancing 

and adherence to infection prevention and control measures in the aftermath of the incident. It 

was recommended to prepare a technical guidance note for MMTs on how to implement and 

maintain IPC measures while responding natural disasters or public health emergencies. One of 

the MMTs reported to have administrative challenge within the camp administration in terms of 

continuing their operation, which warranted further support from the MMT TWG and health sector.  

 

Conclusion 

The MMT response to the devastating fire incident on 22 March 2021 was effectively responded 

from the MMTs perspective.  Availability of preparedness and response readiness in place by the 

sector and technical working group complemented with periodic training and strong incident 

command system helped the MMTs mount the desired interventions in a short turnaround time.  

The learnings drawn from the Action Review of the fire incident will be used to address the gaps 

and strengthen the merits for comprehensive response to common natural hazards and public 

health emergencies in the Rohingya camps.  

 


