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This health sector COVID-19 operational plan for 2021 is developed based on 2020 health sector plan, for operational 
UN agencies and INGOs to support Libyan authorities’ (national and sub-national) led efforts with practical and high-
level actions under each of ten preparedness and response pillars in order to achieve the SPRP 2021 six strategic 
objectives: 
 
• suppress community 

transmission; 
• reduce exposure; 
• counter misinformation and 

disinformation; 
• protect the vulnerable; 
• reduce death and illness; 
• accelerate equitable access to 

new tools, including vaccines, 
diagnostics and therapeutics. 

 
Pillars 
 
Pillar 1: Coordination, planning, 
financing, and monitoring 
Pillar 2: Risk communication, 
community engagement, and 
infodemic management 
Pillar 3: Surveillance, 
epidemiological investigation, 
contact tracing, and adjustment of public health and social measures 
Pillar 4: Points of entry, international travel and transport, mass gatherings and population movement 
Pillar 5: Laboratories and diagnostics 
Pillar 6: Infection prevention and control, and protection of the health workforce 
Pillar 7: Case management, clinical operations, and therapeutics 
Pillar 8: Operational support and logistics, and supply chains 
Pillar 9: Strengthening essential health services and systems 
Pillar 10: Vaccination 
 

 
This health sector COVID-19 operational plan is a living document and will be updated regularly to incorporate new 
technical guidance in response to the constantly evolving epidemiological situation. It is highlighted that this plan should 
be implemented, in accordance with the principles of inclusiveness, respect for human rights, and equity.  
 

Pillar Lead agencies 

Pillar 1: Coordination, planning, financing, and monitoring WHO 

Pillar 2: Risk communication, community engagement, and infodemic management UNICEF 

Pillar 3: Surveillance, epidemiological investigation, contact tracing, and adjustment of public health and 
social measures 

WHO 

Pillar 4: Points of entry, international travel and transport, mass gatherings and population movement IOM 

Pillar 5: Laboratories and diagnostics WHO 

Pillar 6: Infection prevention and control, and protection of the health workforce WHO, UNICEF 

Pillar 7: Case management, clinical operations, and therapeutics WHO 

Pillar 8: Operational support and logistics, and supply chains WHO 

Pillar 9: Strengthening essential health services and systems UNICEF, UNFPA, WHO 

Pillar 10: Vaccination UNICEF 



 

 

 
 
Pillar 1: Coordination, planning, financing, and monitoring 
 
Inclusive multi-sectoral and multi-partner mechanisms for coordination, planning, financing and monitoring at national 
and municipality levels level are essential to avoid the duplication of efforts within and between pillars of the response, 
ensure there are no gaps in preparedness and response efforts, maximize the availability and efficient allocation of 
resources including new COVID-19 tools such as vaccines, and support the strengthening of health systems. 
 
• Review 2020 pandemic preparedness, readiness and response actions and identify key recommendations to improve 

preparedness and response plans and capacities at the strategic, operational and tactical levels as needed; engage 
key sectors, decision makers, partners and stakeholders; multi-sectoral coordination mechanisms at all levels to 
support COVID-19 emergency preparedness and response actions, including in cities and urban settings. 

• Evaluate direct impact of COVID-19 and adapt strategies to different contexts based on local understanding of the 
pandemic’s severity and other health needs. Lessons learned and dissemination of best practices across countries 
and regions should help to positively readjust strategies. 

• Coordinate within health agencies and across other sectors (inclusive of private sector, operational partners and civil 
society). 

• Update Libya-specific operational plan with estimated resource requirements for COVID-19 preparedness and 
response inclusive of vaccine readiness and research and innovation priorities (see Pillar 10 Vaccination), as well as 
early recovery investments. 

• Integrate national deployment and vaccine plan into existing Libya national COVID 19 Strategic Response Plan (see 
Pillar 10 Vaccination). 

• Enhance surge capacity response both staff and supplies at the hospital, primary care and community level including 
private health care providers. 

• Update country monitoring and evaluation systems and metrics by establishing set of indicators to assess the 
effectiveness and impact of planned measures on COVID-19 control, as well as overall population health, social and 
economic well-being; produce and share regular situation reports with WHO and partners. 

• Map the presence of vulnerable and hard to reach populations and ensure that they are included in COVID-19 plans. 
• Align the health sector response with humanitarian and development planning and strategic priorities, including 

supporting human rights, social cohesion, and livelihoods; and protecting, assisting, and advocating for refugees, 
IDPs, migrants and vulnerable groups. 

• Reinforce coordination across humanitarian, development and government actors (and including civil society and 
communities as noted above), to identify common solutions for shared operational challenges, such as common 
supply chains for commodities such as diagnostic tests, therapeutics, PPE, other medical supplies and, COVID-19 
vaccines. 

• Design/update public health policies with appropriate input from trusted community representatives and engage 
communities in the adaptation and implementation of response measures. 

• Engage all local donors, civil society organizations, and relevant authorities at all levels of government to update 
preparedness, readiness, and response plans. 

• Establish/reinforce two-way coordination and communication from the operational/field-level to the policy level 
amongst all pillars; ensure mechanisms are in place to collect, analyze and report all data relevant to the response. 

• Prepare for regulatory approval, market authorization and post-market surveillance of COVID-19 products such as 
diagnostics, therapeutics, and vaccines. 

• Consult with regional bodies on planning, information sharing, and COVID-19 preparedness and response across 
sectors, as well as strengthening collaboration and process harmonization though the EOC-NET supported by WHO 
and partners. 

• Conduct simulation exercises to examine country response plans and procedures and reinforce COVID-19 readiness 
and response capacities as relevant to country context and technical area. 



 

 

• Continue to engage communities, community-based organizations and local civil society organizations to assess the 
risks of COVID-19 introduction or spread in their community, and the impact of control measures on livelihoods and 
access to services. 

• Ensure those in situations of vulnerability, including migrants, those living in poverty, and those undocumented in 
national systems are not left behind as systems and programmes adapt to the outbreak.  

• Undertake continuous assessment of community coordination (e.g., area-based, inclusive, led by local decision 
makers) to ensure strategy, planning, and implementation are aligned with the principle of equity.  

• Monitor coordination across humanitarian, development, peace and government actors, inclusive of civil society and 
communities, for conflict-sensitive pandemic response management. 

• Conduct regular reviews (i.e., operational reviews and intra-action reviews (IAR), all hazard risk assessments) to 
assess implementation success and failures and impact on the epidemiological situation, adjust operational plans as 
necessary, and document good practices and lessons learned. 

• Document experience to inform longer term preparedness and all hazard risk management, and guide emergency 
risk management within the health system to promote resilience; use this as input for the revision of National Action 
Plans for Health Security and their integration in national policies and plans. 

• Support countries in the conduct of resource mapping to identify existing and potential sources of funding and 
expertise.  

• Map the linkages between capacity building activities implemented in readiness and response to COVID-19 and in 
longer-term preparedness for future threats, including in urban settings, and advocate for continued commitment 
and sustainable financing mechanisms to support them.  

• Provide guidance to Ministries of Finance, Ministries of Health and other key stakeholders in the national budget 
dialogue process as to the critical questions that have to be addressed to define what needs to be funded, the 
resource needs for these, and the relevant budget-holding entities at national and sub-national levels that would 
receive these funds, in order to best support deploying and delivering COVID-19 tools equitably whilst maintaining 
essential health systems and services.  

• Develop and support implementation of costing tools for preparedness and response plans, expanded to include 
vaccination, and assistance to countries provided to cost response plans including vaccination costs. 

• Develop technical notes, draft methodological guidelines, and implementation of guidelines to track COVID-19 
expenditure in countries to support accountability and inform their planning and resource allocation decisions. 

• Provide online resources on how to engage the private sector in the COVID-19 response through a global, web-
based private sector engagement learning hub, to be used for distributing evidence, tools, and guidance produced 
by WHO and partners and synchronize efforts to develop tools and guidance by WHO partners. 

• Support readiness planning and preparedness activities for countries to access COVID-19 tools. 
• Help to identify gaps and provide evidence for allocation of all COVID-19 tools in an equitable manner. 
• Support coordinated local and contextualized research. 
• Support research and scoping on governance issues and barriers and enablers to help shape assistance to countries. 
• Support contextualized research on COVID-19 actions in low capacity and humanitarian settings that may involve 

local adaptations and innovations, and facilitate the learning, contextualization and adaptation of these practices in 
other settings and countries. 

• Strengthen One Health activities and further develop operational tools to improve multi-sectoral coordination, 
surveillance, and information sharing mechanisms between stakeholders. 

 
Planned health sector response:  
 
WHO  
 

Activity 
Funding need 

(USD) 

Monitoring and evaluation via third party  723,475 



 

 

Support data collection, documentation and analysis (HR, data system including data collection 
from the field)  

175,000 

Support deployment of data team across EOCs to support data sharing and monitoring of trends 
on national platforms  

70,000 

Conduct full scale SIMEX 65,000 

Support to EOC contact points  60,000 

Capacity building of EOC managers, technical personnel 50,000 

Sub-total: 1,143,475 
 

IOM 
 

Activity 
Funding need 

(USD) 

Advocate for all migrants to be included in the national COVID-19 response, ensuring they can 
access to necessary services 

16,000 

Organize and conduct quarterly coordination/technical committee on migration health. 16,000 

Facilitate policy dialogue and technical support for development of public health emergency plan 
at POEs in line with IHR 

18,000 

Sub-total: 50,000 
 

GIZ  
 

Activity 
Funding need 

(USD) 

Review National Revised COVID-19 Response Plan with Municipal COVID-19 Response 
Committees in 16 municipalities and share recommendations to national coordination level 

 

Planned but funding not yet confirmed: build capacities of MECs’ coordination role in COVID-19 
Response in up to 11 municipalities  

 

Sub-total:  
 

Pillar 2: Demand, Risk communication, community engagement (DRCCE) and infodemic management 
 
The goal for this pillar is to prevent and reduce the negative impacts of COVID-19 on individuals and communities by 
using evidenced-based approaches to understand people’s perceptions and behaviors, communicate risk through timely, 
credible and relevant information. 
 
Facilitate community-led responses through the improvement of the quality and consistency of DRCCE approaches 
• Develop/update national COVID-19 RCCE action plans using social data analysis and specifics of the context and 

community. These plans should reflect community input into effective public health and social measures while 
addressing community readiness for vaccines, treatments and tests. 

• Identify and work with trusted community groups and influencers (e.g. doctors, community leaders, religious 
leaders, health workers, community volunteers, unions) as well as local groups (e.g. women’s and youth groups, 
associations for people living with disabilities, business groups, traditional healers) to ensure both community 
inclusion and consistency of DRCCE approaches through outreach. 

• Identify and map marginalized and at-risk populations to engage with culturally appropriate messages using relevant 
channels and community networks/influencers. 

• Pilot messages through participatory processes and prepare contextualized messages with communities based on 
the latest evidence through a participatory process that specifically targets key stakeholders 



 

 

• Integrate in DRCCE dialogue and community leadership the mitigation of effects on livelihoods, reducing demand 
side barriers to access essential health services, and respond to other health concerns or threats to their survival and 
dignity. 

• Establish mechanisms to embed the voice of communities into decision-making for emergency response (i.e. by 
nominating community representatives to participate in response planning and implementation). 

• Support the creation of agreements between the indigenous or Afro-descendant population and the integrated 
health services network, through its leaders (both men and women), on the actions that these leaders will take with 
respect to COVID-19 in their communities. 

• Build on RCCE experiences and capacities built during the response to strengthen the role of communities in support 
of longer-term preparedness and emergency risk management functions, as well as their role in the primary health 
care approach. 

• Work closely with stakeholders addressing the socio-economic impact of the pandemic and public health measures 
on communities and vulnerable households and establish links with social protection.  

• Map community-based measures for which Community Health workers and community-based actors can play an 
important role in implementation and oversight; assign responsibilities, train and provide the necessary support to 
the community health workforce accordingly. 

 
Strengthen coordination of DRCCE to increase quality, harmonization, optimization and integration 
• Activate or strengthen DRCCE coordination mechanisms and working groups in coordination with UN agencies, 

levels of government, civil society and partners to ensure the efficient use of each organization’s strength and 
audience. 

• Ensure participation of community and vulnerable groups. 
• Identify and work with existing public health and community-based networks to increase outreach and consistency 

of DRCCE approaches. 
• Work closely with relevant committees and advisory groups such as the National Immunization Technical Advisory 

Group, to ensure DRCCE and infodemic objectives are considered within advisory group recommendations. 
• Launch or strengthen an independent national alliance of influencers and stakeholders who can advocate, educate, 

address rumours and misinformation and build vaccine and health literacy. 
 
Reinforce local capacity and solutions to control the pandemic and mitigate its impacts 
• Map DRCCE capacities and systems at the national and sub-national level and wherever possible, capitalize on the 

resources and political will currently available during the pandemic to create sustainable change and be prepared to 
future emergencies. 

• Carefully map where RCCE expertise is needed and recruit as appropriate, providing training whenever necessary. 
• Establish DRCCE leadership at all levels with the necessary authority and respurces to coordinate partners. 
• Introduce and enforce SOPs for DRCCE if not already established as a central coordination and quality assurance 

tool. 
• Strengthen and maintain information and communication technology (ICT) infrastructure, networks and staff, and 

prepare for surges in demand across all sectors and different levels. 
• Ensure communication and information is accessible through culturally-appropriate, high-quality communication 

campaigns.  
• Include messages on coping with stressors and access to self-help tools and community based mental health and 

psychosocial support resources, as a component of risk communication and community engagement. 
• Use two-way communication to discuss community actions and solutions through social media, complaints 

mechanisms, and direct dialogues and consultations to ensure community feedback informs response measures, 
and the response is accountable to affected populations. 

• Build community capacities for resilience (i.e., health literacy, health mediators, contact tracing volunteers). 
 

Manage the infodemic 



 

 

• Ensure that individuals and communities have evidence-based relevant information at the right time from their 
trusted sources of information to make informed decisions, and that rumours, misinformation and disinformation 
can be identified and effectively managed. 

• Establish an infodemic task force as part of the RCCE working group that comprise of existing roles and activities 
(hotline 

• operators, social media analysts, community engagement and risk communicators) to manage overabundance of 
information, including misinformation and disinformation. 

• Design and implement a decision-making tool to decide if, when and how to counter mis- and dis-information. 
• Based on information collected regularly via social listening systems, identify misinformation early and regularly 

address rumours with evidence-based relevant information using the channels through which the rumours spread. 
• Ensure that guidance dispels rumours, misinformation and disinformation. 
• Ensure consistent communication mechanisms are in place to share data needed for course correction, inform 

strategic communications and broader response decision-making processes. 
• Communicate clearly, honestly and regularly and ensure two-way communication mechanisms are in place to co-

design communication solutions with community. 
• Disseminate empathetic and contextualized messages and materials in local languages and via relevant trusted 

communication channels. Risk communication should openly address uncertainty, describe the level of risk and 
respectfully address public fear and concern. 

• Educate the population about misinformation and disinformation to ensure that they are part of the solution and 
able to identify and stop mis and disinformation. 

 

Generate, analyse and use evidence about community context, capacities, perceptions, and behaviours 
• Monitor the effectiveness of the RCCE plan and document lessons learned to inform future preparedness and 

response 
• activities, including for concurrent and future health threats and emergencies. National all-hazards RCCE 

preparedness plans should be revised accordingly. 
• Monitor the communication and community engagement actions that aim to facilitate trust and population 

adherence to public health measures and the coordination between different sectors of society 
• Activate or strengthen social listening systems and formative research to understand why people may or may not 

adopt and or maintain protective measures, barriers to access essential services and the individual, and social and 
structural drivers of behaviour change. Bring together multiple formal and informal sources of information. Where 
possible use rapid qualitative and/or quantitative methodologies (surveys, audience analysis) to: 

o understand community knowledge/perceptions, behavioural drivers/barriers including health seeking 
behaviours, concerns/FAQ, misinformation; 

o identify power populations/ influencers, populations affected/ most at risk, religions/languages; and, 
map key communication patterns/ channels. 

 
• Ensure consistent communication mechanisms are in place to analyse and share data needed for course correction, 

inform strategic communications and broader response decision making processes. 
• Conduct an intra-action review specific to RCCE and infodemic management during the COVID-19 response for 

course correction and improvement. 
 

Support to ongoing national action plans 

• Continued quantification of the extent and influence of information disseminated and consumed through the web, 
mass and social media, chat apps, face-to-face and other traditional information channels. 

• Continue to develop and disseminate regional-level guidance and templates for many RCCE aspects of the response 
(i.e. RCCE strategy templates for countries, for contact tracing, hotlines, media, youth, vaccines) as well as webinar 
series for capacity building, support to plans revision, social listening, message testing, and in-country partner 
coordination. 

 
Planned health sector response:  
 



 

 

WHO  
 

Activity Funding need (USD) 

Support sensitization and community mobilization activities in municipalities like 
community meetings, hotlines, health volunteer networks, social listening, surveys 

270,000 

Training of media in Tripoli, Benghazi and Sabha to monitor disinformation, 
misinformation and rumors deemed harmful to public health  

175,000 

Capacity building of media and PHC physicians in the context of COVID19 regarding 
Diabetes and Hypertension  

160,000 

Maintenance of call line and social media platforms including rumour investigation and 
debunking 

150,000 

Capacity Building of media and PHC physicians on Tobacco Free Initiative in the context of 
COVID19 150000 

Engagement of community mobilizers  120,000 

Printing of IEC materials and photographers 120,000 

Support for training on risk communication and workshop on review of RCCE strategy  80,000 

Support Development appropriate communication means for people with special needs 
e.g. deaf, blind  

50,000 

Graphical design and visual representation of the print key preventive messages on Covid-
19 in acceptable format and cultural practices  

50,000 

Airing radio spot on COVID-19 prevention and radio mentions in news. 50,000 

Support cascade trainings of Community Health Worker on RCCE COVID-19 in selected 
municipalities  

50,000 

Sub-total: 1,425,000 

 
IOM 
 

Activity 
Funding need 

(USD) 

Contribute to the KAP assessments, which will serve as mid-line/end-line survey, among migrants 
and IDP communities 

20,000 

Develop or adapt and translate Information, Education, and Communication (IEC) materials 50,000 

Organize risk communication activities with municipal authorities, civil society organizations 
(CSOs), migrant community leaders, IDPs and other pertinent networks. 

250,000 

Conduct awareness-raising activities targeting staff working in detention centres (DCs) and Libyan 
Coast Guard (LCG) 

250,000 

Engage and train community mobilizers on DRCCE activities 230,000 

Sub-total: 800,000 
 

ACF 
 

Activity 
Funding need 

(USD) 

Stakeholders assessment to deepen our knowledge of the populations in need, to locate them 
according to geographical areas and public institutions, to adapt the RCCE strategy 

14,326 

RCCE Strategy developed and adapted to Benghazi vulnerable population 13,133 

Awareness sessions inside IDPs camps, schools, health facilities, social affairs institutions (5000 
Beneficiaries) 

164,162 



 

 

Distribution of Individual Covid19 motivation hygiene Kit (5000 Hygiene kits distributed) 65,665 

Sub-total: 262,659 

 
International Medical Corps  
 

Activity 
Funding need 

(USD) 

Engagement of community mobilizers 248,659.60 

Support IEC activities through print and social media  29,160.04 

Sub-total: 277,819.64 

 
PUI 
 

Activity 
Funding need 

(USD) 

Strengthening the community networks for awareness activities on COVID-19 related topics 
(including fight against stigma and misconceptions about the disease) 

44,200 

Developing IEC materials 17,300 

Sub-total: 61,500  

 
GIZ  
 

Activity 
Funding need 

(USD) 

Planned but funding not yet confirmed: build capacities of MECs’ role in COVID-19 DRCEE  

Sub-total:  

 
UNHCR 
 

Activity 
Funding need 

(USD) 

Engagement of community mobilizers  5,000 

Printing of IEC materials and photographers 5,000 

Sub-total: 10,000 

  

 
IRC 
 

Activity 
Funding need 

(USD) 

Engagement of community mobilizers  141,750 

IEC materials 18,650 

Sub-total: 160,400 

 
UNICEF  
 

Activity Funding need (USD) 



 

 

Develop DRCCE strategy and evolving plans, and orient regional and municipal structures, 
and civil society and other partners on implementation of the strategies 

50,000 

Support sensitization and community mobilization activities in municipalities like religious 
and community leaders’ meetings, and community mobilizers and health volunteer 
networks’ activities  

240,000 

Support awareness raising on COVID-19 vaccines’ eligibility, pre-registration procedures, 

and importance of COVID-19 vaccines through mass and outdoor media 
 

120,000 

Support national, regional and municipal level communication operations, including 

organizing press conferences, media coverage, opinion leaders’ publications, 

photography, documentation and dissemination with focus on COVID-19 vaccines  

360,000 

Support visibility and signposting for all Health facilities providing COVID-19 vaccines  110,000 

Support production of materials and job aids to guide maintenance of COVID-19 
precautionary measures and protocols at all COVID-19 vaccination sites  

110,000 

Support production and dissemination of national mass and outdoor media campaign 
materials promoting maintenance of COVID-19 precautionary and preventive measures 430,0000 

Support field monitoring of the implementation of all RCCE activities  50,000 

Support monitoring and evaluation, including social listening, and tracking of attitudes 
and behaviours through basic assessments and surveys  

150,000 

Sub-total: 1,620,000 

 
Pillar 3: Surveillance, epidemiological investigation, contact tracing, and adjustment of public health and social 
measures 
 
COVID 19 surveillance data are essential to detect cases, monitor the geographical spread and transmission intensity of 
the virus, track trends in age, gender and vulnerable population and settings, assess impacts on health-care services, and 
adjust appropriate and proportionate public health and social measures (PHSM), as well as to adapt to new 
developments such as vaccine introduction, evolution of virus variants, and findings from research and development. In 
settings where large-scale testing of suspected cases is limited or not possible, it is important to: 1) monitor overall 
trends for mortality or respiratory diseases, based on syndromic surveillance; and 2) undertake early detection of SARS-
CoV-2 spread through laboratory confirmation, focusing on a limited number of cases within clusters, with a focus on 
health workers, those with severe disease, and closest contacts. 
 

• Assess and adapt national surveillance capacity to collect, manage, analyze, interpret and report data in a timely 
manner from subnational to national level in order to: 

o estimate the burden of the disease; 
o monitor viral changes (variants, severity) and impact on vaccines, therapeutics and diagnostic tests; 
o identify the most vulnerable groups or settings for targeted interventions; 
o monitor impact on healthcare system (access and use); 
o inform appropriate mitigation such as adjustment of public health and social measures. 

• Ensure integration of COVID-19 surveillance in existing platforms such as the Early Warning Alert and Response 
System (EWARS), event-based surveillance, influenza or Integrated Disease Surveillance and Response (IDSR); and 
use digital platforms where possible for real-time information sharing. 

• Conduct capacity assessment and risk analysis for specific settings, including mapping of vulnerable populations or 
events such as mass gatherings. 

• Identify needs to strengthen contact tracing, active case finding, isolation, cluster investigation, as well as testing at 
all levels.  

• Identify needs to strengthen diagnostic capacity at all levels. If capacity is insufficient, prioritize testing and 
measures that can reduce spread (e.g. isolation of cases) in accordance with WHO guidance. 



 

 

• Assess the need to include in surveillance strategy the use of genetic and serological surveillance or sero-epi studies, 
with the aim to measure the effective extent of infection in the general population or subpopulations and the 
proportion of undetected or unreported infections (e.g. asymptomatic infections, insufficient testing capacity, or 
people who do not seek or cannot afford to seek care). 

• Engage with multisectoral household or community surveys that monitor adherence to PHSM, socio-economic 
impacts, and COVID-19-induced barriers to basic needs including health. 

• Conduct a risk–benefit analysis using defined indicators adapted to the existing systems and local context to decide 
when control measures need to be adjusted, in accordance with WHO guidance. Develop thresholds to scale up and 
down PHSM. 

•  Conduct fortnight transmission classification to guide actions or changes to the response strategy, particularly with 
respect to adjustment of PHSM. 

• On the basis of assessments above, new knowledge and lesson learned, develop and regularly update: a) COVID-19 
national surveillance strategy / guidelines including on public health and social measures (e.g. in schools, workplaces 
and Points of Entry (POE) settings where applicable); and b) COVID-19 national contact tracing strategy including 
international contact tracing; as well as case definition and investigation protocols in line with WHO guidance. 

• Re-disseminate national case definitions and investigation protocols to health and community workers (public and 
private sectors) in line with WHO guidance. 

• Enhance COVID-19 surveillance to detect suspect cases within 48 hours of symptom onset, with testing of suspect 
cases within 24 hours of detection using event-based surveillance from communities and hospitals, respiratory 
disease or infection surveillance systems, or sentinel sites, hospital-based surveillance, and investigation of clusters. 

• Enhance surveillance for residential facilities and for vulnerable groups. 
• Ensure community-based health workers have the necessary knowledge, protection and resources to immediately 

investigate clusters, scale up case management, and conduct individual isolation of cases, scale up contact tracing 
and quarantine of contacts. 

• Identify, follow up, and whenever possible quarantine contacts for the 14-day incubation period of the virus; actively 
engage communities for contact tracing, with a focus on high-risk settings. 

• Train sufficient contact tracing workforce to respond to demand. Contact tracing capacity may be stretched and 
should then prioritize the identification and investigation of new clusters, high risk settings and those at risk of 
severe disease. 

• Maximize laboratory capacity, including at subnational and in fragile, conflict and violent (FCV) and humanitarian 
settings, and promote use of well performing and validated laboratory methods and assays. 

• Analyze epidemiological data to identify key drivers of transmission, risk groups, impacts of public health and social 
measures, and other information relevant to local risk assessments and policy decisions. 

• Produce and disseminate weekly epidemiological reports to all levels and international partners, with robust and 
timely epidemiological data to continuously inform risk assessment and support operational decision-making for the 
response. 

• Undertake case-based or weekly aggregated reporting to WHO, as per WHO guidance. 
• Share with the global community all data necessary to conduct global and regional risk assessments, including 

anonymized surveillance data, clinical data, seroprevalence results, case fatality ratio, and specific information about 
high-risk groups (pregnant women, immunocompromised), health workers, and children. 

• Put in place measures to prevent and address the negative socio-economic consequences of public health and social 
measures.  

• Conduct a tabletop exercise to conceptualize the management of ongoing (local) COVID-19 outbreaks in the country, 
while minimizing social and economic disruption through effective public health and social measures. 

• Enhance event-based surveillance, case-detection and reporting capacities in health care facilities and the 
community. 

• Increase screening capacities for signs and symptoms in the community and important communal facilities. 
• Test suspected cases according to testing strategy and capacities. In settings where testing all suspected cases is not 

possible, prioritize testing as per WHO guidance i.e. laboratory confirmation of a limited number of initial cases to 
establish the presence of the virus in the community and follow with syndromic surveillance. Use standardized data 
definitions to collect and report data disaggregated by gender, age and occupation, at minimum. 



 

 

• Use syndromic surveillance and diagnosis of exclusion for isolation and clinical care decision making; ensure other 
morbidities can be detected and treated, especially those with high mortality and/or with readily available tests. 

• Analyze epidemiologic data to identify key drivers of transmission, risk groups, impacts of public health and social 
measures, and other information relevant to local risk assessments and policy decisions including global vaccination 
deployment and R & D prioritization. 

• Test and document the performance of surveillance mechanisms (focusing on age, gender disaggregation and health 
worker infections and deaths reporting) and use the findings to improve surveillance and inform future 
preparedness and response activities. 

• Monitor the intensity, geographical spread and severity of COVID-19, and all-cause mortality, in the population in 
order to estimate the burden of disease, assess the direction of recent time trends and inform appropriate 
mitigation measures. 

• Where capacities allow, monitor viral changes to inform drug and vaccine development, and to identify markers of 
severe infection. 

• Monitor changes in which risk groups are most affected in order to better target prevention efforts. 
• Monitor the epidemic’s impact on the healthcare system to predict the trajectory of the epidemic curve and inform 

resource allocation and mobilization of surge capacity as well as external emergency support (Hospital and ICU 
capacity for beds and oxygen). 

• Monitor the impact of any mitigation measures, including at points of entry, to inform authorities so they can adjust 
the choice of measures, as well as their timing and intensity. 

• Monitor whether contact-tracing operations are efficient and effective in terms of tracing contacts of identified 
cases and in reducing onward transmission. 

• Review epidemiological study protocols; address needs for future studies, in accordance with epidemiologic 
surveillance and contact tracing outcomes. 

• Conduct an Intra-Action Review (IAR) specific to surveillance, epidemiological investigation, contact tracing, and 
adjustment of public health and social measures during the COVID-19 response for course correction and 
improvement. 

• Document lessons learned and build on capacities strengthened during the response to improve epidemic 
surveillance and emergency related health information systems, for longer term preparedness and response 
functions. 
 

• Provide global COVID-19 cases and deaths data, other epidemiological information, and risk assessments, to support 
countries and the global community in their response efforts. 

• Support integration of COVID-19 Surveillance in national surveillance plans, with a focus on age and gender 
perspectives and surveillance for health workers and reinforce sentinel surveillance by continuing to build on and 
increasingly integrate COVID-19 into influenza detection, preparedness and readiness systems. 

• Coordinate direct and remote technical support for surveillance, contact tracing, and case investigation, including 
the continued rollout and support of digital case investigation tools (e.g. Go.Data). 

• Support countries to adopt and implement standardized epidemiologic investigation protocols, such as the Unity 
sero-epidemiology studies, in order to answer questions about what proportion of the population remains at the 
highest risk, transmission patterns, the presence and duration of any immunity in the population, clinical severity, 
and risk factors for infection. 

• In FCV contexts, support countries to expand syndromic respiratory disease surveillance systems such as influenza-
like illness (ILI) or severe acute respiratory infection (SARI) for COVID-19 surveillance, and combine with other official 
and unofficial surveillance and contextual data such as community alerts, hospital admission rates and bed 
occupancy, and overall mortality data to give a more accurate and balanced picture of the incidence of COVID-19 
cases and deaths. 
 

• Develop additional indicators to more rapidly and accurately assess transmission status, clinical severity, and health 
system impact to facilitate dynamic adaptation of the response and integrate with indicators used for other acute 
respiratory diseases such as influenza. 



 

 

• Use contact tracing, surveillance, standardized epidemiologic studies, and other epidemiologic data and modeling to 
answer key outstanding epidemiologic questions such as the role of children in transmission and the most effective 
tools for interrupting transmission in various settings 

• Adapt objectives of standardized epidemiologic studies according to gaps in surveillance and contact tracing 
performance. 

• Design and implement field operational studies aimed at better understanding factors influencing COVID-19 
transmission and outcomes in low capacity and humanitarian settings. 

 
Planned health sector response:  
 
WHO  

Activity 
Funding need 

(USD) 

Logistics for contact tracing teams (transport, communication allowance for active case search 
allowance) 

250,000 

Support for strengthening ILI, SARI surveillance (training, prining, supervision etc.)  220,000 

Support for capacity building of rapid response teams all levels on case definition, active 
surveillance, contact tracing, case investigation and other reporting tools  

220,000 

Screening / sero epidemiological surveys training and roll out three sero-survey studies using the 
WHO UNITY Population based age stratified sero-epidemiological investigation protocol for 
COVID-19 infection 

200,000 

Support surveillance activities at local community level through Community Volunteers 178,660 

Active case search for COVID and AEFI Logistics and Transport cost (22 municipalities)  100,000 

Procure tablets for contact tracing teams and Rapid Response Teams 100,000 

Training on COVID-19 through GISRS surveillance and reporting to WHO platforms 100,000 

Training of Health Facilities on COVID-19 surveillance alongwith assessment and control of 
occupational risks to health workers and responders to decrease COCID infections in HCWs 

61,878 

Procure laptops for National and district surveillance and data management teams 60,000 

Training building of municipality level surveillance staff (detailed case investigation, alert/rumour 
investigation, reporting (20 states) 

50,000 

Conduct training of contact tracers on COVID-19 contact tracing and its data management 28,760 

Training of District Hospital Staff by Surveillance lead and RRT clinician (in each district hospital)  26,600 

Conduct supportive supervision of COVID-19 surveillance activities in health facilities and 
implement at least three early sero-epidemiological investigation using WHO UNITY study 
protocols (excluding population- based age stratified sero-epidemiological investigation 
protocols) 

10,757 

Sub-total: 1,606,655 
 

IOM 
 

Activity 
Funding need 

(USD) 

Support the expansion and strengthening of the Early warning, Alert and response system 
(EWARS) and the District Health Information system (DHIS-2). 

400,000 

Support surveillance and rapid response teams with mobile solutions for data collection and 
reporting 

300,000 

Conduct baseline health assessment at detention centres to establish minimum health service 
package plan 

300,000 

Sub-total: 1,000,000 



 

 

 

International Medical Corps 
  

Activity 
Funding need 

(USD) 

Augment triage and screening in all supported health facilities  49,298.20 

Surveillance and Reporting (Procurement of IT equipment) 5,740.00 

Sub-total: 55,038.73 
 

GIZ 
 

Activity 
Funding need 

(USD) 

Planned but funding not yet confirmed: Build capacity of MECs to use EWARN data for planning 
coordination of COVID-19 response in up to 11 municipalities.  

 

Sub-total:  
 

UNHCR  
 

Activity 
Funding need 

(USD) 

Procure IT equipment for National and district surveillance and data management teams 20,000 

Sub-total: 20,000 
 

IRC 
  

Activity 
Funding need 

(USD) 

Strengthen triage and screening in all supported health facilities  112,200 

Support surveillance and reporting (Procurement of IT equipment) 4,500 

Sub-total: 116,700 
 

Pillar 4: Points of entry, international travel and transport, and mass gatherings 
 
Efforts and resources in the context of international travel and transport should focus on implementing adequate 
risk mitigation measures as outlined in the guidance Considerations for implementing a risk-based approach 
to international travel in the context of COVID-19. These actions must be preceded and informed by a thorough 
and regular risk assessment, which should take into account: the local epidemiology in departure and 
destination countries; travel volumes and connectivity between countries; public health and health services 
capacity and performance to detect and care for cases and their contacts, including among 14ravelers, in the 
destination country; public health and social measures implemented to control the spread of COVID-19 in 
departure, and destination countries and the level of adherence in the public; and contextual factors, including 
economic impact, human rights and feasibility of applying measures, among others. All measures should evidence 
based, time-limited and scientifically evaluated. Essential travel should always be prioritized (e.g. emergencies and 
humanitarian actions, essential personnel, repatriations, and cargo transport for essential supplies such as food, 
medicines, and fuels). 
 



 

 

• Develop and adjust COVID-19-related public health protocols at points of entry, including for managing acute events, 
considering the risk mitigation measures adopted and resulting from the risk assessment, as well as for mass 
gathering events. 

• Disseminate regularly to relevant officials and stakeholders in the transport sector, and mass gathering organizers, 
COVID-19 related epidemiological information, risk assessment, legal and normative provisions/tools, and protocols. 

• Conduct regular risk assessments, using global, regional and/or national and local risk data to inform the calibration 
of risk mitigation measures in the context of international travel and mass gatherings. 

• Equip and train staff at point of entry in appropriate actions to detect, manage and refer ill passenger(s) and identify 
their contacts, and to carry out cleaning and disinfection; prepare for novel public health approaches for resumption 
of international traffic, including at points of entry, as well as public health and social measures, and their 
implementation at points of entry.  

• Communicate to 15ravelers updated information about COVID-19 related entry and exit requirements, prevention, 
health care, local public health and social measures in place, sanctions for breaching regulations in place. 

• On the basis of a risk assessment evaluation associated with planned mass gatherings; Consider restricting, 
postponing or adapting mass gatherings, by ensuring that physical distancing, use of face masks, hand hygiene and 
other precautionary measures can be implemented to reduce the potential for SARS-CoV-2 spread, 

• including religious, sports and entertainment events, market attendance, vaccination activities, humanitarian 
distributions and other assistance; Share the process of empowering individuals and communities to make informed 
decisions based on scientific guidance. 

• Ensure testing capacity is reserved for strategically high risk/ vulnerable individuals and health care workers, and not 
absorbed by testing of 15ravelers. 

• Conduct risk assessments to guide preparedness for response to COVID-19 in refugee and migrant settings 
specifically around ground crossings and reinforce screening for signs and symptoms and access to care in camps 
and other collective settlements. 

• Regularly monitor and evaluate the effectiveness of travel and mass-gathering-related risk mitigation measures and 
adjust protocols according to the results from risk assessments, new evidence as it becomes available, and 
recommendations from WHO. 

• Document experience and lessons learned in minimizing transmission of SARS-CoV-2 during international travel for 
longer term preparedness and response. 

 

• Continue to work closely with countries and partner organizations representing aviation, maritime, trade, and 
tourism sectors to ensure that international travel is always prioritized for emergency and humanitarian actions, 
essential personnel, repatriations, and cargo transport of essential supplies such as food, medicines, vaccines and 
fuel; and to ensure that a risk-based approach is applied for decision making on travel related risk mitigation 
measures in the context of COVID-19. During 2021, as the context is further complicated by the need to support 
vaccination efforts, this coordination will be all the more vital. 

 

• Continue to develop joint guidance, training and statements of support to prevent and manage COVID- 19 in the 
context of international travel and transport, including at ports, airports and ground crossings. 

• Monitor measures taken by governments and private entities that impact international travel and trade and assess 
effectiveness of such measures. 

• Continue to develop and disseminate the WHO policy position on the legal, ethical, scientific, and technological 
considerations related to requirements for proof of COVID-19 vaccination for international travelers, in accordance 
with relevant IHR provisions. 

 
WHO will coordinate with relevant stakeholders the development of standards for digital documentation and 
interoperable digital platforms. This will include the documentation of the vaccination status in preparation for 
widespread vaccine access. 
 



 

 

WHO will continue to undertake systematic reviews of the scientific literature on the effectiveness, safety, and potential 
harms of various public health mitigation measures for SARS-CoV-2 transmission implemented before, during, and after 
travel via air, sea and in-land, including at points of entry. The resulting knowledge products will be published as a series 
of scientific briefs or interim guidance documents, as applicable. 
 
Planned health sector response:  
 
WHO 
  

Activity 
Funding 

need (USD) 

Support for staff deployed to POE, Arrival Screening, Exit Screening, Screening at Domestic terminals  230,000 

Training of Staff & personnel of frontline Agencies at Seaports, Ground Crossings and Airports on IPC, 
Screening protocols, Heightened Surveillance and Facilitating Contact Tracing  

100,000 

Training on COVID-19 Surveillance at point of entries and all designated POE have competent 
authorities identified  

97,000 

Produce and distribute COVID-19 messages concerning COVID-19 for travelers, PoE staff and 
conveyances operators 

75,000 

Assessment and analysis of the risk of transmission through the POEs including land crossings & 
seaports and all designated PoE have public health emergency contingency plans  

50,000 

Retraining of teams on vessel decontamination (air, sea etc.) 25,000 

Sub-total: 577,000 

 
IOM 
 

Activity 
Funding need 

(USD) 

Support for staff deployed to Points of Entry (POE), arrival screening and exit screening 575,000 

Conduct needs assessment and capacity building training on COVID-19 contact tracing and data 
management for POE workers 

1,500,000 

Produce and distribute COVID-19 messages concerning COVID-19 for travelers and POE staff 575,000 

Sub-total: 2,650,000 
 

UNHCR  
 

Activity 
Funding need 

(USD) 

Support POE with Desktops and internet connection   20,000 

Provide prefabs containers 42,960 

Sub-total: 62960 

 
Pillar 5: Laboratories and diagnostics 
 
Testing remains one of the most important ways to inform response strategy and subsequently limit the spread of 
COVID-19. Extensive, systematic, and strategic testing can be used to inform public health and social measures such 
as contact tracing, quarantining of suspected cases and isolation of confirmed cases, and avoid extensive repeated 
lockdowns. In addition, genomic sequencing has been critical in detecting and responding to new SARS-CoV-2 
variants. Increasing sequencing capacity and access to existing capacity across the world is a high priority during 
2021. Improved surveillance and laboratory capacity to monitor variants of concern must be accompanied by 



 

 

prompt sharing of sequences, virus and serum samples via globally agreed mechanisms. There is still an urgent 
need to scale up diagnostic capacity with a new focus in 2021 to increase research and development efforts to 
improve the detection of variants and understand their impact on response measures. 
 
• Develop and implement a national testing strategy with clear links to defined public health and social measures that 

covers: 
o Clear in-country coordination structure for national and subnational levels; 
o Test selection and procurement, according to use setting and accessibility, including point-of-care (POC); 
o Testing objectives in the local context, each with an appropriate diagnostic algorithm, that can be adjusted 

according to different transmission scenarios, including consideration for surge capacity; 
o Defined registration process for dedicated testing facilities and clear pathways for sample transport and 

data communication; 
o A functional laboratory information management system (LIMS) to ensure traceability of results and 

facilitate data management and sharing; 
o A communication plan for stakeholders and communities to inform when to test; 
o Appropriate prioritization of testing, particularly when resources are constrained; 
o Quality assurance system that includes supervision and audits, standard operating procedures, proficiency 

testing and participation in international external quality assessment (EQA). 
• Ensure legislative support is in place, including enforcement of regulations for the transport and sharing of 

specimens and genomic data, quality and biosafety; 
• Develop accelerated or designated customs procedures to facilitate import of diagnostic materials and donations. 
 
 

• Assess the potential impact of increasing COVID-19 testing capacities on diagnostics for other diseases in the 
country, not to endanger other disease control s, particularly TB, HIV, viral hepatitis and antimicrobial resistance. 

• Plan investments for COVID-19 diagnostics with the view of strengthening laboratory capacities in the long term, in 
alignment with overall disease surveillance and early warning systems. 

• Ensure specimen collection and transport and testing network are functional and meet testing needs, with a 
mechanism to rapidly ship samples to international referral laboratories. 
 

• Identify gaps in human resources and use to develop and implement training for the laboratory workforce, 
particularly those involved in specimen collection, transport and testing. 

• Increase access to designated SARS-CoV-2 testing facilities and consider integration of diagnostic capacity from 
other sectors including research, academic or veterinary laboratories, or deployment of rapid response mobile 
laboratories (RRMLs). 

• Develop a SARS-CoV-2 sequencing strategy with specific goals, such as surveillance for variants or targeted 
populations and identify national, regional or international capacity for sequencing, and leverage existing networks 
such as GISRS. Ensure timely sharing of genetic sequence data through open access platforms such as GISAID. See 
WHO interim guidance on SARSCoV-2 genomic sequencing for public health goals. 

• Special considerations for fragile, conflict-affected and vulnerable settings, including humanitarian settings.  
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• Regularly monitor all processes implemented for SARS-CoV-2 laboratory and diagnostics, evaluate key response 
aspects and adjust the national testing strategy as necessary, including: Access to testing sites, number of tests 
performed, number of positive test results and test positivity rates; Turnaround time between sample collection and 
test result; Performance of in vitro diagnostics; Number of samples sequenced and the timely upload of virus 
sequence data to open access platforms. 

• Document lessons learned and build on laboratory capacities strengthened during the response to improve longer 
term preparedness. 

• Conduct an Intra-Action Review (IAR) for Laboratories and diagnostics during the COVID-19 response for course 
correction and improvement. 
 

• Continue to develop and disseminate guidance on laboratory and diagnostics. 



 

 

• Continue to expand External Quality Assessment (EQAP) to subnational laboratories. 
• Work closely with the operational support and logistics pillar and UN Supply Chain task force, to maintain and 

increase access to supplies of laboratory reagents and consumables. 
• Support countries to increase access to genomic sequencing for SARS-CoV-2, through national capacity building and 

international referral and to continually monitor and understand variants of concern through the risk monitoring 
framework. 

• Continue to assess new diagnostic tests for EUL and develop target product profiles for diagnostics. 
• WHO will continue to lead the development and implementation of a fair and equitable allocation process for 

COVID-19 diagnostics. 
• WHO and partners will continue to provide technical assistance to countries to prepare for the introduction and roll-

out of COVID-19 diagnostics, including advising on diagnostic strategies. 
• WHO will provide in-person and virtual trainings through the Health Security Learning and OpenWHO platforms, in 

all UN languages on laboratory and diagnostic topics. 
• Support and conduct implementation research to optimize the use of new or novel tests in different contexts, such 

as for Ag-RDTs, and contribute to acceleration of equitable access to new COVID-19 tools. 
 

Map 1. Distribution of COVID-19 laboratories across the country  

 

 
Planned health sector response:  
 
WHO  
 

Activity Funding need (USD) 

RT-PCR machines compatible with the kits 440,000 

Antigen-based rapid diagnostic tests (includes sample collection kit) 500,000 

Sample collection kit: swab and viral transport medium 320,000 

BGI Real-time fluorescent RT-PCR kit for detecting 2019-nCoV (includes sample collection kit, 
consumables, extraction kit, and PCR test) 

434,000 

Cepheid Xpert system, 4 modules instrument 360,000 



 

 

Support implementation of the Sequencing protocol in Libya 300,000 

Cepheid Xpert Xpress SARS-CoV-2 test, for use on the Cepheid Xpert systems (includes 
extraction kit and PCR test within cartridge) 

475,200 

On the job training and support supervision 70,000 

Revision of key guidelines to all the municipalities, NCDC branches and laboratories; and 
sensitize at the sentinel sites on ILI/SARI surveillance  

40,000 

Training of District Hospitals on Specimen Collection, sample collection, triple packaging, and 
transport 

34,000 

Supportive Supervision to ALL District Hospitals on COVID-19 sample collection, triple 
packaging, and transport assessment/strengthening  

22,000 

Participating in WHO’s COVID-19 External Quality Assessment Project 10,000 

Sub-total: 3,005,200 

 
IOM 
 

Activity 
Funding need 

(USD) 

Support national laboratory capacity building of the lab staff 100,000 

Procure necessary lab equipment 700,000 

Sub-total: 800,000 

 
International Medical Corps 

Activity 
Funding need 

(USD) 

Procurement of diagnostic equipment and compatible kits  576,248.40 

Training of health care workers including medical doctors and laboratory technicians  19,172.16 

Sub-total: 595,420.56 
 

PUI 
 

Activity 
Funding need 

(USD) 

Increase the COVID-19 testing capacities in the South-east of Libya  50,000 

Sub-total: 50,000 
 

GIZ 
  

Activity 
Funding need 

(USD) 

Provide three BSL2 containerized and fully equipped laboratories for Tobruk and Brak Al-Shate 
and Tarhuna (Tarhuna to be reconfirmed with MoH) 

 

Sub-total:  
 

UNHCR 
 

Activity 
Funding need 

(USD) 



 

 

Laboratory re-agents for COVID screening and follow up investigations  45,000 

Antigen-based rapid diagnostic tests (includes sample collection kit) 20,000 

Support Laboratories with Desktops for data filing  20,000 

Sub-total: 85,000 

 
IRC 
 

Activity 
Funding need 

(USD) 

Antigen-based rapid diagnostic tests (includes sample collection kit) 320,000 

Staff training and monitoring  20,000 

Sub-total: 340,000 

 
Pillar 6: Infection prevention and control, and protection of the health workforce 
 
Infection prevention and control (IPC) s and practices in health and long-term care facilities and communities should be 
evaluated using existing standardized tools (e.g. the IPC core components), enhanced for the identification and 
management of patients infected with SARS-Cov-2, and to ensure the prevention of transmission to staff, between staff, 
between staff and patients/visitors/caregivers, and in the community. This includes monitoring at national, subnational 
and facility level to prevent health care associated infections during the provision of care in non-COVID-19 health 
services (or settings). 
 
• Continue to assess and strengthen IPC capacity for COVID-19, through development and/or strengthening of IPCs 

according to the WHO-recommended core components and minimum requirements for IPC programmes covering 
all levels of the healthcare system including public, private, traditional practices, non -traditional settings that may 
be utilized for isolation and care of patients, and/or quarantine, such as pharmacies. 

• Review and update existing national IPC guidance for health and community care settings inclduing defined patient 
referral pathway, in collaboration with case management and implementation of IPC measures, to allow safe health 
and home care environments and safe delivery with adequate supplies as well as appropriate infrastructure to 
maintain IPC measures. 

• Review and update existing health workers training strategies and plans based on needs assessment. 
• Develop safe vaccine rollout plans incorporating IPC measures including hand hygiene, PPE, injection safety and 

waste management. 
• In collaboration with logistics, develop or review a budgeted national PPE plan to ensure access to sufficient quantity 

and quality of PPE. This includes PPE supply management (stockpile, distribution, quality assurance), identification of 
IPC surge capacity needs (personnel numbers and competencies), and strategies for appropriate and rational use of 
PPE in all health and community settings, in collaboration with partners as required. 

• Promote research and development with a focus on identifying or improving IPC measures such as PPE innovation, 
cost effectiveness of IPC interventions, and studies investigating risk factors for SARS-CoV-2 transmission in health 
care and infection among health workers. 

• Advocate for sufficient safe water and WASH services to allow for IPC measures in healthcare facilities, public and 
communal spaces. 
 

• Ensure community guidance includes specific recommendations on IPC measures and referral systems for public 
places such as schools, markets and public transport, as well as recommendations to community, household, and 
family for promoting good practices. 

• Develop and implement a country road map for achieving the goals of the WHO/UNICEF Hand Hygiene for ALL 
initiative in community, public and health care settings. 
 

• Identify minimum requirements for IPC measures needed in FCVs and humanitarian settings. 



 

 

• Develop mortuary plans/contingency plans to manage COVID‑19 deaths and ensure safe burial measures are 
supported while maintaining IPC measures in place. 

• Advocate for the inclusion of WASH services in economic response packages to support vulnerable crisis-affected 
households. 
 

• Implement national and sub-national policies and strategies to ensure the implementation of the WHO minimum 
requirements of IPC programmes in all health care facilities. 

• Identify IPC focal points with the authority and expertise to implement IPC activities and measures at all levels of the 
health system, applying IPC strategies to prevent or limit transmission of COVID-19 in health and long-term care 
settings. Prioritize based on risk assessment. 

• Adapt, disseminate and implement IPC guidance such as the use of standard and additional precautions for health 
care settings including home and community care providers. 

• Provide training to all health workers and essential staff, according to the national strategy, on IPC measures and on 
the rational use of PPE in the context of COVID-19. 

• Apply IPC measures and provide training of health workers involved in the delivery of the COVID-19 vaccine 
programme. 

• Implement strategies and tools for preventing, investigating and manage health worker infections. 
• Mobilize resources and partners to implementation national PPE plan to ensure continuous stock at health care and 

community level. 
• Support implementation of research and development studies focusing on understanding SARS-CoV-2 infection 

among health workers and improving compliance with IPC measures. 
• Implement improvements to water and sanitation for health facility according to the country road maps developed 

using the WASH FIT tool. 
• Ensure adequate IPC and WASH resources for implementation of the Hand Hygiene for All initiative and the WHO 

global hand hygiene campaign “SAVE LIVES: Clean Your Hands”. 
• Conduct a health facility and IPC tabletop exercise that aims to examine the implementation of IPC strategies 

required to prevent or limit transmission of SARS-CoV-2 in health care facilities. 
 
• Support access to WASH services in public places and community spaces most at risk, with special considerations for 

vulnerable collective sites (including for homeless people, migrants, and long-term care populations) and community 
isolation centres. 

• In line with the Framework to Reopen Schools, ensure schools have access to adequate safe water, handwashing 
stations, cleaning supplies, proper ventilation, and, wherever possible, establish or expand sex segregated toilets or 
latrines including provisions for menstrual hygiene management. 

• Ensure adequate IPC and WASH resources for implementation of the Hand Hygiene for All initiative and the WHO 
global hand hygiene campaign, “SAVE LIVES: Clean Your Hands”. 

• Ensure hand hygiene stations are accessible, available, supplied and functioning at all gathering places (markets, 
clinics, places of worship, public facilities and transport stations) in COVID-19 affected areas, high-risk areas and 
humanitarian settings. 

• Ensure WASH and IPC measures and resources are in place in education settings. 
• Implement occupational health IPC programmes and plans to ensure safe working conditions. 

 
• Implement IPC and public health and social measures identified as minimum requirements in public and communal 

settings and facilities including mechanisms to support individuals at risk of complications to stay at home. 
• Mobilize resources and partners to make sure safe water is available adequately. When water cannot be provided, 

hand sanitizers’ provision should be ensured. 
• Adapt burial ceremonies to reduce transmission risks but meet local cultural, social and religious needs. 
• Monitor and evaluate IPC guidance, dissemination, implementation and impact. 
• Monitor and periodically evaluate IPC and WASH indicators, reflecting adequate infrastructures and implementation 

of best practices at the point of care in selected healthcare facilities and public spaces, using standardized tools. 
develop and implement action plans according to the results, following a continuous quality improvement process. 



 

 

• Monitor the continuity of WASH services, supplies, prices and financial sustainability, analyze trends, estimate gaps, 
and propose corrective actions when needed. 

• Evaluate the training strategy, including the impact and effectiveness of IPC training for standard and additional 
precautions and COVID-19 measures for all health workers’, with an aim to prevent health care associated infections 
and mitigate health worker infections. 

• Monitor and evaluate the PPE supply chain management system including for stockouts, quality assurance, etc. 
• Collect and report standardized data on health worker morbidity and mortality, disaggregated by gender, age and 

occupational group, at a minimum. 
• Conduct an Intra-Action Review (IAR) for infection prevention and control during the COVID-19 response for course 

correction and improvement. 
• Document lessons learned and build on capacities strengthened during the response to improve IPC for longer term 

preparedness and response functions, as well as for general safety of services delivered through the PHC approach 
and regional support. 
 

• Publish additional online training courses on the OpenWHO platform to provide IPC training for health workers in 
various settings including non-healthcare settings. WHO will continue to develop and update a variety of training 
resources on different platforms. 

• Support the implementation of guidelines and trainings with direct deployment of experts and master trainers 
through WHO’s networks. 

• In addition to continuing to play a key role in collaboration with the operational support and logistics pillar in the 
procurement and distribution of PPE to countries, WHO will continue to update crucial technical specifications on 
the quality, performance characteristics and related standards of PPE to be used in the context of COVID-19 as well 
as supporting innovative PPE research. 
 

• WHO will work with stakeholders to rapidly understand and forecast IPC needs related to vaccination, activities with 
particular emphasis on FCV contexts and other low-capacity settings where WHO and partners are likely to fulfill a 
role as providers of last resort. WHO will provide guidance and training material on IPC measures in the context of 
COVID-19 vaccination activities, address PPE needs during vaccination activities and monitor the uptake and 
implementation of guidance. 
 

• Work with countries to better understand the epidemiology and burden of SARS-CoV-2 infections among health 
workers, and therefore strengthen measures to protect health workers by optimizing the availability, fit and use of 
personal protective equipment and other infection prevention and control (IPC) measures. 

• Improve the understanding of SARS-CoV-2 modes of transmission, and translation of that evidence into guidance on 
effective prevention measures. 

• PPE availability, production, rational use, and innovation will continue to receive substantial attention through 
ongoing expert panel review, scoping literature reviews, and through dedicated efforts to ensure international 
research and innovation efforts are translated into guidance and implemented. 

• Identify and document good practices for IPC in low capacity and humanitarian settings that may involve local 
adaptations and innovations, and facilitate the learning, contextualization and adaptation of these practices in other 
settings and countries. 

 
Planned health sector response:  
 
WHO  

 

Activity 
Funding 

need (USD) 

Joint Supportive supervision with national health authorities 160,000 

RESPIRATOR, mask, FFP2/KN95, Other PPEs 633,200 

Support nationwide orientation and training of healthcare workers on IPC 100,000 



 

 

Workshop on National IPC Program 80,000 

Conduct training of RRT teams on COVID-19 surveillance, IPC & Case management 60,000 

Trainings for acute healthcare facilities  with isolation capacity  to develop capacity that meets 
minimum IPC requirements 

50,000 

Training of acute healthcare facilities to  conduct screening  and triage of patients ,referral or 
admission of  patients following  IPC measures 50,000 

Conduct IPC capacity assessment in all health facilities and provide tailored support to the health 
facilities based on the findings 

40,000 

Training of Long-Term Care Facilities (LTCF) on IPC 25,000 

Trainings on improvement of WASH in healthcare  25,000 

Sub-total: 1,223,200 

 
IOM 
 

Activity 
Funding need 

(USD) 

Scale up the already initiated training on IPC measures and COVID-19 case management for 
frontline healthcare workers, LCG staff and DC management staff 

300,000 

Light basic rehabilitation works or maintenance of WASH infrastructure in detention centres, 
disembarkation points, PoEs, shelters, embassies in urban areas where migrants and IDPs are 
accommodated 

1,500,000 

Hygiene promotion and COVID awareness-raising campaigns in detention centres, disembarkation 
points, PoEs, shelters, embassies in urban areas where migrants are accommodated 

200,000 

Sub-total: 2,000,000 
 

ACF  
 

Activity 
Funding need 

(USD) 

Provision of PPE against COVID-19 for X facilities  50,776 

IEC material - COVID 19 sensitisation on IPC  392 

Provision of PPE against COVID-19 for Community women’s Group 2,063 

Sub-total: 53,233 

 
International Medical Corps  
 

Activity 
Funding need 

(USD) 

Procurement of Personal Protection Equipment  318,347.54 

Training of infection Prevention and Control  4,793.04 

Support for Infection Prevention and Control Focal Point to Supported IUs  32,123.47 

Sub-total: 355,264.04 

 
PUI 
 

Activity 
Funding need 

(USD) 



 

 

Increase the IPC capacity in PHCC targeted including the development of facility-specific protocols 
and IPC plans 

 18,500 

Sub-total: 18,500 

 
WW-GVC 
 

Activity 
Funding need 

(USD) 

Provision of PPE kits and severe patients kits  to isolation centers and health care facilities 330,000 

Capacity building on IPC, correct use of PPE and COVID-19 related topics for medical staff 30,000 

WASH rehabilitation of health care facilities  155,000 

WASH rehabilitation of schools and implementation of safe re-opening protocol 190,000 

Hand-washing stations at community level 120,000 

Awareness sessions on COVID-19 at community level 5,000 

Sub-total: 717,000 

 
GIZ 
 

Activity 
Funding need 

(USD) 

Planned but not yet confirmed: Introduce quality management system to maintain IPC in x PHCCs 
in up to 11 municipalities  

 

Sub-total:  

 
UNHCR 
  

Activity 
Funding need 

(USD) 

Hospital tents  16420 

RESPIRATOR, mask, FFP2/KN95, Other PPEs  45,000 

Sub-total: 61,420 

 
IRC 
 

Activity 
Funding need 

(USD) 

Procurement and provision of PPE at health care facilities 326,000 

IPC training 25,000 

IPC improvement at health care facilities (handwashing, Patient flow, separated entrance, 
separated waiting areas, isolation area)  128,000 

Recruit and assign IPC focal points at the health care facilities 81,000 

Sub-total: 560,000 

 

UNICEF 

 

Activity 
Funding 

need (USD) 



 

 

IPC coordination and capacity 25,000 

Provision of PPEs for health workers, Water and sanitation workers, schools and community 500,000 

Conduct IPC Training for health workers, water institutions, camp manager and MoE     150,000 

Distribution critical WASH supplies (including hygiene items) and rehabilitation/IPC services   4,500,000 

Reach people with hand-washing behavior change program 500,000 

Sub-total: 5,675,000 

 
Pillar 7: Case management, clinical operations, and therapeutics 
 
Health service adaptations for the delivery for large increases in the number of patients with suspected or 
confirmed COVID-19 at national and subnational levels should be implemented. In all health facilities, staff 
should be familiar with the suspected COVID-19 case definitions, and must be able to deliver the appropriate 
care pathway, ensuring that patients with, or at risk of, severe illness are treated and referred immediately. A 
high volume of cases will put staff, facilities, and supplies under pressure. This pressure can be minimized with 
appropriate surge planning.  
 
• Map vulnerable populations and public and private health facilities and workforce (including traditional healers, 

pharmacies, long-term living facilities, and other providers), and identify alternative facilities that may be used to 
provide treatment. 

• Continuously assess the management capacity of the health services networks to coordinate with various providers, 
and to ensure continuity of care. 

• Continuously assess the human resources needs (skilled workforce). Take actions to grow workforce capacities. 
• Continuously assess availability of biomedical equipment including oxygen source capacity and respiratory devices 

high flow, BIPAP, mechanical ventilation and associated consumables and accessories. Take actions to avoid 
unavailability of tools for work force. 

• Continuously assess availability of essential medicines, including COVID-19-specific therapeutics (i.e. corticosteroids) 
to care for COVID-19 patients in either ambulatory or hospital settings. Take actions to avoid unavailability of tools. 

• Review health care facilities using facility assessment tools for COVID-19 case management capacities including: 
readiness to implement diagnostics, therapeutics, vaccines (see also Pillar 10) and other health products; use and 
availability of biomedical equipment for COVID-19 case management; identify and take action to remedy any gaps in 
capacity. 

• Develop, monitor and update operational plans and assign financial resources for health service delivery to ensure a 
timely response to the needs of COVID-19 patients. 

• Continuously assess and update management processes to respond to the increased demands of COVID-19 patients. 
• Continuously assess the burden on the local health system, and capacity to safely deliver primary health care 

services and other essential health services. 
 
 

• Evaluate training level of workforce regarding the use of COVID-19 tools including therapeutics and biomedical 
equipment. 

• Ensure the implementation of updated, evidence-based recommendations according to local context, and assess the 
impact of implementation for all patients, including those with mild, moderate, severe and critical COVID-19, and 
those that may experience the Post COVID-19 Condition. 

• Disseminate regularly updated information and evidence, train, and refresh the health workforce in the 
management of COVID-19, using specific protocols based on international standards and WHO clinical guidance. 

• Ensure integration of new therapeutics according to WHO Living guideline: Therapeutics and COVID-19 as part of a 
holistic approach that includes the delivery of optimized supportive care interventions according to the WHO Clinical 
management of COVID-19 living guidance, and WHO SARI Toolkit. Integrate training packages such as WHO Basic 
Emergency Care training, and SARI Critical care training into curricula. 

• Ensure comprehensive medical, nutritional, psycho-social, and palliative care for those with COVID-19. 



 

 

• Ensure that mental health support guidance is made available for the care of all patients with COVID-19, and 
community health workers regardless of where they are being cared for. This includes settings such as home-based 
care and self-care for those with mild COVID-19 (if self-isolation is the correct care pathway) and acute care for 
those with severe disease, with specific considerations made for social groups facing social vulnerabilities. 

• Ensure availability of and access to quality, safe and cost-effective pharmaceuticals, medical devices, oxygen and 
other health technologies considered essential for the treatment of COVID-19, according to the level of care and 
context. 

• Set up screening and triage areas at all health care facilities with capacity for isolation of suspected and confirmed 
cases; set up screening capacities in the community. 

National action plan key activities 
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• Establish medical surge capacity according to the epidemiological scenario and the health services network context; 
establish mechanisms to request assistance and facilitate skills and knowledge transfer; establish dedicated COVID-
19 treatment areas to effectively isolate and treat all COVID-19 patients, under the EMT standards approach. Surge 
should take into account the maintenance of essential health services to avoid excess mortality. 

• Integrate training packages developed for the management of sudden increased health needs into curricula for 
different occupations of health workers and managers. 

• Strengthen capacities in the first level of care for detection and monitoring of COVID-19 cases in the community, 
ambulatory management of mild and moderate cases, and referrals (as per clinical guidelines).  

• Maintain routine and emergency health service provision for the population. 
• Participate in the WHO global clinical network knowledge exchange platform to aid in the clinical characterization of 

COVID-19, address challenges and share best practices in clinical care, and foster global collaboration (optional 
based on country capacity). 

• Contribute clinical data on hospitalized COVID-19 patients to the WHO Global COVID-19 Clinical Platform. 
• Adopt international R&D Blueprint efforts and research protocols, such as: Monitored Emergency Use of 

Unregistered and Investigational Intervention protocol; the Solidarity trial for therapeutics; Unity sero-
epidemiological studies to investigate epidemiological, virological, and serological characteristics (optional based on 
country capacity). 

 
• Focus therapeutics and roll out of response on interventions for which health work force is already trained such as 

oxygen therapy, use of dexamethasone. 
• Make every effort, mobilize resources and partners to strengthen sustainable oxygen supply system. 
• Monitor use of diagnostics, therapeutics, and vaccines in clinical trials, along the regulatory approval pathway, 

market authorization, and/or post-market surveillance, as appropriate. 
• Monitor performance indicators at patient level to assess whether processes of care are improved.  
• Use analytics from the WHO Global COVID-19 Clinical Platform at country level to guide actions to improve care. 
• Evaluate implementation and effectiveness of case management procedures and protocols (including for pregnant 

women, children, elderly patients, and immunocompromised patients), and adjust guidance and/or address 
implementation gaps as necessary. 

• Assess the implementation of the WHO COVID-19 research and development road map at the national level. 
• Conduct an Intra-Action Review (IAR) for case management, clinical operations, and service delivery during the 

COVID-19 response for course correction and improvement. 
• Document lessons learned and build on capacities strengthened during the response to scale up epidemic case 

management for longer term preparedness and response functions. 
 
• Continue to develop the Living clinical guideline, and subsequently continue with monthly updates of the 

therapeutic and clinical guidelines based on new evidence available. This will ensure WHO releases the most up to 
date guidelines to the clinical community and policy makers. 

• WHO has launched the first clinical channel on OpenWHO, which is a comprehensive educational package on the 
multidisciplinary care of patients with COVID-19, including patients with mild to severe disease, as well as including 



 

 

different disciplines and types of interventions such as home care, rehabilitation, basic emergency care, and critical 
care. 

• Support the implementation of guidelines with direct deployment of expert trainers taking full advantage WHO’s 
growing clinical networks. 

• WHO will continue to provide material support to countries and ensure that the support delivered during COVID-19 
has a lasting positive legacy. WHO has already worked with several countries to train and equip health facilities with 
oxygen generators to meet any future increase in demand for medical oxygen, and that initiative will expand 
throughout 2021 to provide oxygen not only to COVID-19 patients, but also for safe surgeries, trauma, maternal and 
child care and other causes of critical illnesses.  

• WHO will continue to facilitate access to a well-trained, rapidly deployable, certified and largely self-sufficient surge 
emergency health workforce through the more than 100 Emergency Medical Team (EMT) focal points worldwide, 
who have worked closely with the EMT secretariat at WHO throughout 2020 to implement and monitor COVID-19 
emergency response operations. WHO will provide support to national regulatory authorities for regulatory 
pathways, oversight and product assessment through prequalification and emergency use listing. 

 

 
• Gather systematic data on how guidelines are implemented in practice across a range of contexts and feed those 

findings back into the development of updated multidisciplinary guidance. This will contribute to both the ACT-
Accelerator therapeutics and Health System 

• Connector pillars to ensure uptake of guidance into national guidelines and into clinical practice at facility level. 
• WHO will collaborate closely with partners across the three major work streams of the ACT-Accelerator therapeutics 

pillar, in addition to leading work on the equitable access framework for therapeutics. 
 
• Continue to enroll participants, centres, and therapies (including antivirals and monoclonal antibodies) into the 

Solidarity Trial and Unity Studies. 
• Continue to encourage countries, health facilities and institutions to participate in a global effort to collect 

anonymized clinical data related to hospitalized suspected or confirmed cases of COVID-19, and contribute these 
data to the Global COVID-19 Clinical Data 

• Platform: a secure, limited-access, password-protected platform hosted on OpenClinica. Countries can use this 
platform to monitor the clinical characterization and management patterns at national or facility level on a regular 
basis. 

• Identify and document good practices in community-based and home-based care for mild to moderate COVID-19 
cases without risks of complications in low capacity and humanitarian settings that may involve local adaptations 
and innovations, and facilitate the learning, contextualization and adaptation of these practices in other settings and 
countries. 

• WHO will continue to advance the research agenda on oxygen and respiratory support to better understand oxygen 
use for COVID-19 as well as interventions that may reduce need for Intermittent Mandatory Ventilation (IMV). 

 

Map 2. Distribution of COVID-19 health facilities across the country (see annex 6)  



 

 

 

Planned health sector response:  
 
WHO  
 

Activity 
Funding 

need (USD) 

Patient ventilator, intensive care, for adult and pediatric, with breathing circuits and patient interface 
(TYPE 2): 

706,770  

Patient ventilator, transport, for adult and pediatric, with breathing circuits and patient interface 600,000  

Concentrator O2, portable, with accessories (10L) 425,000  

High Flow Nasal Cannula, with tubing and patient interfaces for adult and paediatric, with accessories 625,350  

Patient monitor multiparametric with ECG, CO2, BIOPAMO003 4,005.86 invasive blood pressure (IBP), 
non-invasive blood pressure (NIBP), oxygen saturation (SpO2), respiratory rate (RR), and temperature 
(TEMP) sensor 

600,900  

BiPAP, with tubing and patient interfaces for adult and paediatric, with accessories 260,200  

Capacity building of Case Management pillar members on COVID-19 case management  220,000  

Capacity building of volunteer healthcare workers on effective management of COVID-19 in community 
settings  

220,000  

Printing and Dissemination of guidelines, job-aids and SOPs including protocols on home care, specimen 
collection, patient transfer, triage algorithm 

150,000  

Sub-total: 3,808,220 
 



 

 

 

IOM 
 

Activity 
Funding need 

(USD) 

Support designated health facilities with isolation units and needed equipment. 1,000,000 

Assist the identified healthcare facilities’ service providers with human resources to fill the 
essential gaps. 

700,000 

Support staff trainings for COVID-19 case management according to level of care. 300,000 

Sub-total: 2,000,000 
 

ACF 
 

Activity 
Funding need 

(USD) 

Rapid Mental Health and Psychosocial needs and gaps assessment 4,452 

Mental Health and psychosocial education sessions and brief mental health PM+ intervention for 
vulnerable population inside IDPs Camps, students inside schools, users of health facilities, people 
with disability/elders/orphans inside social affairs institutions 153,625 

Individual Psychological support to health workers inside heath facilities  13,096 

Sub-total: 170,258 
 

International Medical Corps  
 

Activity 
Funding need 

(USD) 

Augment health care workers in IU units for triage and case management  269,024.62 

Procurement of essential medical and diagnostic commodities – pharmaceuticals, equipment, 
consumables  27,204.80 

Training for health care workers and support staff  19,172.16 

Sub-total: 315,401.58 
 

PUI 

Activity 
Funding need 

(USD) 

Ensure training on COVID-19 case management for HCF 10,000 

Sub-total: 10,000 
 

WW-GVC 

Activity 
Funding need 

(USD) 

Provision of medical equipment to isolation centers and health care facilities 420,000 

Sub-total: 420,000 
 

 



 

 

GIZ 

Activity 
Funding need 

(USD) 

Planned but funding not yet confirmed: support MoH in introduction of Home-Based Care 
trainings for physicians and nurses   

Capacity building through IMC for management of patients with COVID-19 in up to 8 hospitals   

Sub-total:  
 

UNHCR 
 

Activity 
Funding need 

(USD) 

Patient ventilator, intensive care, for adult and pediatric, with breathing circuits and patient 
interface  

240,000 

Daily Medical supplies and daily consumables  60,000 

Sub-total: 300,000 
 

UNICEF 
 

Activity 
Funding need 

(USD) 

Support COVID-19 emergency response through providing health facilities hospital and isolation 
centers with required medicine, equipment and supplies (including O2 concentrators, monitors, 
sphygmomanometers, stethoscopes, thermometers, essential medicines) covering pediatric and 
adult age groups  

1,000,000 

Support targeted health facilities COVID-19 response through Provision of Lifesaving/ Essential 
medicines & equipment (package) and training to ensure their preparedness to respond to 
emergencies 

240,000 

Sub-total: 1,240,000 
 

IRC 
 

Activity 
Funding need 

(USD) 

Support with isolation units and needed equipment. 100,000 

Support deployment of Rapid Response Team (RRTs) 154,000 

Support staff trainings on case management. 13,000 

Sub-total: 267,000 
 

Pillar 8: Operational support and logistics, and supply chains 
 
At country level logistical arrangements to support incident management and operations should be reviewed. 
Expedited procedures may be required in key areas (e.g. surge staff deployments, procurement of essential 
supplies, staff payments, staff trained in the use of the Essential Supplies Forecasting Tool). Due to acute supply 
shortages, the COVID-19 supply chain system (CSCS) was established in 2020 to provide countries with essential 
supplies for their COVID-19 response. 
 



 

 

• Engage with the key operation pillars and partners, particularly Laboratories and Diagnostics, Case Management, 
IPC, and Vaccination to provide estimates of supply requirements based on the 2021 Response Plan, and 
map/update available resources and supply systems in health and other sectors; and conduct/update in-country 
inventory review of supplies. 

• Identify central stock reserves, for COVID-19 case management. 
• Establish the means to gather key monitoring and performance information, including key performance indicators 

(KPIs) monitoring of lead times, supply gaps and optimization (efficiency, consumption rates, loss rates, access to 
local markets). 

• Working with the CSCS plan for: (1) transition of longer-term solutions and member state autonomy through the use 
of Long-Term Agreements (LTAs); (2) sharing of technical guidance; (3) continued access to scarce essential supplies. 

• Plan and mobilize correct technical capacity to support operation support and logistics (OSL) planning and 
implementation functions at national level should they be required. 

• If not already in place, implement supply chain control and management system (quality assurance, stockpiling, 
storage, security, transportation and distribution arrangements) for medical and other essential supplies. 

• Support national delivery and distribution of key COVID-19 supply efforts, as and when required, including review of 
operational plans, end-to-end logistics set-up, partner mobilization, to ensure the organized flow of supplies 
(vaccines, diagnostics, PPE, biomedical equipment and therapeutics). 

• Facilitate access to information on improved health facility set up and technical designed in support of better patient 
care, IPC management including ventilation, reduced consumption of essential supplies and improved waste 
management. 

• Support health facilities with improved access to oxygen-therapy options through ensuring provision of technical 
requirements for correct equipment, human capacity, maintenance options and the current state of infrastructure 
to support.  

• Working with key humanitarian partners, establish playbook for who does what and ensure adequate technical 
capacity to provide operation support and logistics support role in the direct delivery of supplies, equipment and 
services for people in hard to reach areas. 
 

• Identify and support critical functions that must continue such as: water and sanitation; fuel and energy; food; 
telecommunications/internet; finance; law and order; education; and transportation; and essential workforce. 

• Coordinate with supply management for regular health services and with humanitarian supplies and logistics where 
present, to identify possible integrated solutions for common challenges. 

• Document lessons learned and build on capacities strengthened during the response to improve operational support 
and logistics, including management of stocks within future preparedness and contingency planning, for longer term 
preparedness and response functions. 

• Conduct an Intra-Action Review (IAR) for operational support and logistics during the COVID-19 response for course 
correction and improvement. 
 

• Refinement of supply planning tools including the Essential Supplies Forecast Tool (ESFT), Disease Commodity 
Package for COVID-19, critical items list. 

• Provision of guidance and use-cases for supply interventions that inform need and demand. 
• Based on forecasts and actual demand data, provide updated reports on financing gaps. 
• Support to accelerate equitable access to new COVID-19 tools 
• Based on the CSCS review, plan and implement key recommendations, working closely with the regions to define 

priority actions, including ensuring correct capacity and resources are available for WHO/OSL regional management. 
• Continue and improve multi-channel reporting on demand, procurement, shipping and delivery and disseminate 

data on key bottlenecks and gaps. 
• Provision of up to date market intelligence on availability, specification, quality assurance and potential 

procurement channels, opportunities for regionalization/localization. 
• Ensure that allocation and prioritization is health response-led and is coherent with overall pandemic response 

strategy. 
• Coordinate global network of stocks/inventory to enable quick access and shorter lead times to critical supplies. 



 

 

• Put in place special financing mechanisms that enable rapid scale up and support immediate market access. 
• Data sharing protocols and platform for enhanced visibility, including market data, availability and price. 
 
Planned health sector response:  
 
WHO  

Activity Funding need (USD) 

Security Cost 800,000 

Logistics, Shipment, Customs, Clearance 1,748,654 

Administrative costs (communication, travel, fuel and per diem, office partition) 100,000 

Operational costs 100,000 

IT equipment for field officers 44,000 

Sub-total: 3,592,654 

 
IOM 
 

Activity 
Funding need 

(USD) 

Procurement of IT equipment to support enhancing the surveillance activities at POE and 
detention centres 

500,000 

Administrative costs (communication, travel, fuel and per diem, office partition) 500,000 

Sub-total: 1,000,000 
 

ACF 
 

Activity 
Funding need 

(USD) 

Rapid Mental Health and Psychosocial needs and gaps assessment 4,452 

Mental Health and psychosocial education sessions and brief mental health PM+ intervention for 
vulnerable population inside IDPs Camps, students inside schools, users of health facilities, people 
with disability/elders/orphans inside social affairs institutions 153,625 

Individual Psychological support to health workers inside heath facilities  13,096 

Sub-total: 118,053 
 

International Medical Corps  
 

Activity 
Funding need 

(USD) 

Shipping and customs clearance for procured PPEs  216,060.60 

Other operational costs (warehousing/transport in -country)  149,731.40 

Sub-total: 365,792.00 
 

PUI 
 

Activity 
Funding need 

(USD) 

Set-up a supplies contingency stock  8,000 



 

 

Sub-total: 8,000 

 
UNHCR 
 

Activity 
Funding need 

(USD) 

 Ambulances  456,252 

IT equipment for field officers 20,000 

Sub-total: 476,252 

 
IRC 
 

Activity Funding need (USD) 

Logistics, Shipment, Customs, Clearance 193,800 

Warehouse rent and operational cost 100,000 

IT equipment 12,000 

Sub-total: 305,800 

 
Pillar 9: Strengthening essential health services and systems 
 
To balance the demands of responding directly to COVID-19, with the need to maintain the safe delivery of 
other essential health services and public health functions. Many routine and elective services have been suspended, 
and in some cases, restarted and resuspended. Existing delivery approaches are being adapted to the evolving 
pandemic context as the risk–benefit analysis for any given activity changes. As the outbreak is brought 
under control and restrictive public health measures are gradually eased, some adaptations in service delivery may 
need to be reversed, others continued for a limited time, and yet others that are found to be effective, safe and 
beneficial can be incorporated into routine post-pandemic practice, contributing to longer term health system 
resilience and progress toward universal health coverage (UHC). The course of the outbreak is likely to surge and 
recede, and the strategic response must be dynamic and calibrated. Decision-makers should anticipate the need to 
start, stop and restart adaptations. Regular monitoring of service availability, access barriers and use of health 
services and health outcomes at all levels of care should guide programming decisions and priorities. Decisions 
should be aligned with relevant national and subnational policies and should be re-evaluated at regular intervals. 
Effective prioritization and implementation will depend on a health system’s baseline capacity, the burden of 
disease, the socio-economic conditions of communities and the COVID-19 transmission context. High priority 
categories for continuity include preventing and treating communicable diseases; averting maternal and child 
morbidity and mortality; preventing acute exacerbations of chronic conditions, including mental health conditions, 
by maintaining established treatment regimens; continuity of critical inpatient therapies; and managing emergency 
conditions requiring time-sensitive intervention. Routine health promotion visits and elective encounters may 
be limited, and delivery of vaccinations, antenatal and postnatal care, and sexual and reproductive health 
services, among others, will likely need to be adapted. Special attention needs to be given to planning for 
mental health services, given the enormous impact of the pandemic and its indirect consequences. 
Ensuring safe and effective patient flow (including screening for COVID-19, triage and targeted referral) 
remains critical at all levels; but even as pathways to ensure safe delivery of health services are established, 
access barriers and decreased care-seeking continue to contribute to preventable morbidity and mortality. 
Effective community engagement is essential to ensure safe and appropriate care-seeking. In many contexts, 
the response has required a substantial surge or redeployment of health workers; efforts should include 
optimizing distribution of health worker tasks and roles among interdisciplinary teams, including at community 
level. Specific programmes should be implemented to protect vulnerable populations (including older adults, 
people with chronic and immunosuppressive diseases, pregnant and lactating women, children, people with 
disability, and residents of long-term facilities) and in FCV and humanitarian settings. 



 

 

 

Establish simplified purpose-designed governance, finance, coordination and monitoring mechanisms to complement 
response protocols 

• Designate a focal point for essential health services as a member of the COVID-19 IMT and establish channels of 
coordination and communication among the IMT, essential health service programme managers and public and 
private sector service providers. 

• Establish (or adapt) simplified mechanisms and protocols to govern essential public and private health service 
delivery in coordination with response protocols. 

• Establish triggers/thresholds for phased reallocation of capacity from routine comprehensive services towards 
essential services, and for the re-expansion and transformation of services as the pandemic evolves. 

• Conduct functional mapping of health facilities for acute, chronic and long-term care, including those in public, 
private (commercial and non-profit) and military systems. (This is a shared action with Pillar 7: Case Management). 

• Assess readiness and availability of human resources for health to meet needs and to support immunization roll-
out.; conduct regulatory review to address waiver requirements; and align resources to rapidly address deficits. 

• Create and implement a roadmap for phased implementation and timely scale-up of a workforce hiring, deployment 
• and redistribution strategy. 
• Utilize WHO’s COVID-19 surge calculators to inform planning and prepare for the workforce gaps. 
• Map essential services list to resource requirements, map major public and private distribution centres and assess 

supply chain constraints. 
• Ensure dedicated budgets for national planning and activities for maintaining essential health services. 
• Document adaptive responses (e.g. teleconsultation, integrated primary care, remapping of referral pathways) and 

incorporate capacity gains from the response into PHC strategies to improve system resilience and integration of 
health security planning within national health strategic plans. 

 

Identify context-relevant essential services 
• Generate a country-specific list of essential services (based on context and supported by WHO guidance and tools), 

ensuring the particular needs of marginalized populations are addressed. 
• Identify routine and elective services that can be delayed or relocated to non-affected areas, and create a roadmap 

for progressive phased reduction and re-introduction of services. 
• Identify the most effective service delivery platforms during acute phases of crises that may involve mass 

displacement of populations, including health workers, and the risk of destruction or forced closure of health 
facilities. 
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Optimize service delivery settings and platforms 
• Coordinating primary care support, adjust hospital admission and discharge protocols to limit duration of inpatient 

stays as appropriate and appropriate and safe. 
• Where safe and appropriate, limit face-to-face encounters by: integrating services across disease programmes, 

redesigning chronic disease management, increasing self-management, and shifting encounters to digital platforms 
where appropriate, while ensuring access to necessary medications and supplies. 

• Considering re-purposed facilities, concentrate 24-hour acute care services at designated first-level hospital 
emergency units (or similar), reorient referral pathways, and ensure public awareness of these changes. 

• Establish outreach mechanisms and strengthen community-based health care, including increased availability of 
medicines at pharmacies, as needed to ensure delivery of essential services. 

• Disseminate information to prepare the public for changes in service delivery platforms (including outreach and 

community-based health care), and to guide safe care‑seeking behavior. 
 

Optimize health workforce capacity and protect and support health workers 
• Ensure decent working conditions, including implementing occupational health and staff safety measures including 

psychological support for for all health care workers. 



 

 

• Initiate rapid training mechanisms and provide job aids for key capacities, including for screening, triage, clinical 
management, supply chain management, use of digital tools, and essential IPC measures for existing and newly 
recruited health workers. 

• Ensure mechanism for timely payment of salaries, overtime, sick leave, and incentives or hazard pay, including for 
temporary workers and community health workers. 

• Include training on epidemic preparedness and response in the curricula of all cadres of health workers and health 
managers. 

 

Establish safe and effective patient flow (screening, triage, and targeted referral) at all levels 
• Disseminate information to inform the public and guide safe care-seeking behavior. 
• Ensure that minimum requirements for IPC, including implementation of standard precautions, are in place in all 

facilities throughout the health system and ensure adequate IPC supplies to guarantee the safe delivery of essential 
health services. 

• Establish screening of all patients on arrival and mechanisms for isolation at all sites using the most up to date 

COVID‑19 guidance and case definitions. 
• Establish clear criteria and protocols for targeted referral (and counter-referral) pathways among public and private 

providers. 
• Schedule appointments, limit visitors and manage patient flows to ensure distancing, avoid crowding in waiting 

areas, and create uni-directional flow of patients and staff. 
 

Strengthen communication strategies to support the appropriate use of essential services 

• Use multiple communication approaches, including social media channels, to build public confidence and encourage 
continued utilization of essential services during the outbreak. 

• Engage with communities to inform the adaptation of services so they are more responsive to local needs. 
• Identify information sources trusted by the public – such as primary care clinics, pharmacies, community health 

workers and leaders, and peer networks – and ensure these sources are kept up to date about changes in essential 
service delivery and about available resources, such as hotlines. 

• Negotiate with agencies implementing social cash transfers to include a proportion for health. 
• Make access to health care independent of migration status. 
• Continuously adjust service delivery platform to the evolution of humanitarian emergency, taking into consideration 

population displacement and the forced closure of health facilities. 
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Strengthen the monitoring of essential health services 
• Conduct an Intra-Action Review (IAR) for Maintaining core health systems functions and essential health services 

during the COVID-19 response for course correction and improvement. 
• Assess and monitor utilization of essential health services and barriers, including financial, gender-based, 

geographical and cultural barriers to utilization, and identify solutions in close collaboration with communities. 
• Anticipate restoring suspended services based on changing needs as public health measures are gradually eased and 

address any new barriers to access. 
• Where possible, integrate community-based reporting with facility-based health information systems to maintain a 

comprehensive approach to monitoring service delivery and utilization. 
• Conduct rapid health facility assessments to monitor the evolving capacity to provide essential health services; 

assess disruptions, mitigation approaches, capacity for screening and triage, workforce capacity and the availability 
of essential medicines and supplies (including PPE). 

• Create a dedicated platform for monitoring inventory and stockouts of essential medications, equipment and 
supplies, and for the coordination of re-distribution of supplies. 

 

Support to ongoing national action plans 

• Continue to update WHO’s guidance Maintaining essential health services: operational guidance for the COVID-19 
context. 

• Coordination of WHO and partner efforts for rapid service readiness assessments in health facilities, supported by 
the WHO suite of health service capacity assessments. 



 

 

• Continue monitoring and disseminating information on disruptions of essential health services, through WHO pulse 
surveys in all regions. 

• Provide support to update COVID-19 preparedness and response plans, to ensure health system functions (including 
the maintenance of essential services) are well incorporated in emergency planning and management. 

• Strengthen health workforce capacity for the pandemic response monitoring the availability and safety of health 
workers, ensuring training and support and assessing health worker infections and estimating health workforce 
requirements for surge and vaccine roll out and providing guidance on role optimization.. 

 
Planned health sector response:  
 
WHO  
 

Activity 
Funding 

need (USD) 

Supporting maternal and newborn health by training midwives and community midwives on antenatal 
care, skilled care of pregnant COVId19 patients, post-partum care in COVID patients as part of 
maintaining essential health services in COVID19 pandemic 

200,000 

Supporting general management of chronic Non-Communicable Diseases, Chronic Respiratory 
Diseases and Diabetes, Renal Dialysis, and oral health care as part of maintaining essential health 
services in COVID19 pandemic 

300,000 

Supporting maternal nutrition, breastfeeding, early referral, and treatment of wasting and screening in 
sick children as part of maintaining essential health services in COVID19 pandemic 

300,000 

Supporting general management of Communicable diseases-HIV, Hepatitis B, Malaria and Neglected 
Tropical Disease NTD like Leishmaniasis as part of maintaining essential health services in COVID19 
pandemic 

300,000 

Strengthening Routine Immunization Services by supporting capacity building on IPC, modifying 
immunization services and mass vaccinations in COVID19, screening and triage at vaccination center, 
and safe outreach services in communities experiencing community transmission of COVID19.  

220,000 

Support capacity building for use of adapted guidelines and tools and implementation of ICT / e-
learning platforms (including medical certification of causes of death, teleconsultations, caller hotlines 
in medical universities) 

170,000 

Recruitment of 22 APW as Field Coordinators 161,091 

Scaling up of Community Health Volunteers initiative in East and South for strengthening home based 
care, referral to essential health services and disease reporting based on community-based a 
and event-based surveillance  

110,000 

Strengthening the monitoring of essential health services by conducting rapid health assessments to 
assess evolving capacities, disruptions, workforce capacity and availability of essential health services 
and supplies in primary and secondary healthcare facilities across Libya  

100,000 

Strengthening people with disability and impairments in disability centers in Libya by supporting 
training and logistics of long-term care medical and paramedical staff across Libya.  

80,000 

Sub-total: 1,941,091 

 
IOM 
 

Activity 
Funding need 

(USD) 

Provide primary health care services to migrants, IDPs, returnees and host communities at IOM 
health intervention sites 

500,000 

Support the referral of migrants and IDPs to secondary and tertiary care services for life-saving 
interventions 

900,000 



 

 

Provision of life-saving medications and supplies for the ongoing management of chronic diseases 600,000 

Sub-total: 2,000,000 

 
International Medical Corps  
 

Activity 
Funding need 

(USD) 

Augment health care workers in at least 27 service delivery points for essential health care 
services  1,111,183.97 

Procurement of essential medical and diagnostic commodities including pharmaceuticals, 
consumables and equipment  748,618.99 

Training for health care workers and support staff  625,621.64 

IEC Materials 54,270.16 

Sub-total: 2,539,694.77 

 
PUI 

Activity 
Funding need 

(USD) 

Provision of PPE for the maintaining of essential health care services  68,500 

Sub-total: 68,500 

 
GIZ  
 

Activity 
Funding need 

(USD) 

Through IMC provision of IEHK and capacity building in essential services in up to 8 PHCCs  

Sub-total:  

 
UNHCR 
 

Activity 
Funding need 

(USD) 

Medical equipment, U/S, ECG, CTG, Basic laboratory machines  188,346.5 

Sub-total: 188,346.5 

 
UNICEF  
 

Activity 
Funding need 

(USD) 

Training and capacity building for health care staff on Emergency maternal, obstetric and 
newborn care (EmONC), Newborn resuscitation, The Integrated Management of Newborn & 
Childhood Illnesses (IMNCI), Infant and Young Child Feeding (IYCF) 

75,000 

Communication for development C4D & Promotion of healthy Practices through establishment of 
community health worker teams and Promote scale up of integrated IYCF and Micronutrient 
supplementation and DRCEE 

200,000 

Provision of Supplies/Service package (equipment and medicines as uniform PHC package) 750,000 

Strengthening School and Adolescent health program  



 

 

Strengthening of data collection, reporting and evidence generation through capacity building, 
technical assistance and provision of ITC equipment for implementation of DHIS2  

150,000 

Strengthen Monitoring and evaluation through joint planning, mapping and costing  25,000 

Sub-total: 1,200,000 

 
IRC  
 

Activity 
Funding need 

(USD) 

Procurement of essential medical and diagnostic commodities including pharmaceuticals, 
consumables, and equipment  646,000 

Training for health care workers and support staff  124,000 

IEC Materials 57,000 

Sub-total: 827,000 

 
Pillar 10: Vaccination 
 
As COVID-19 vaccines receive approval through WHO PQ process (and/or EUL) and national regulatory 
authorities, countries must prepare for their introduction and deployment. Adequate preparation requires early 
planning, regulation, policy, communications, training, logistics, legislative actions, infrastructure, operations, 
data systems, and other areas that must be reviewed and made ready to ensure successful and timely distribution 
of vaccines. This process should be based on WHO’s fair and equitable access and allocation framework, and follow 
guidance issued by WHO’s Strategic Advisory Group of Experts on Immunization (SAGE). 
Countries are recommended to develop end-to end National Deployment and Vaccination Plans (NDVP) and 
use the Vaccine Introduction Readiness Assessment Tools (VIRAT/VRAF 2.0) to monitor progress NDVP preparation 
and implementation. The NDVP and VIRAT help structure the process of introducing a COVID-19 vaccine(s) into 
national immunization programmes, and to monitor, manage and communicate safety issues. This preparation 
process includes technical assistance from WHO to ensure a safe, secure, and effective deployment. 
 

Coordinate and plan vaccine introduction 
• Establish a National Coordinating Committee (NCC), or engage an existing committee, for COVID-19 vaccine 

introduction with terms of reference, roles and responsibilities and regular meetings, including relevant sub 
technical working groups. 

• Develop a National Deployment and Vaccination Plan (NDVP) with inputs from relevant bodies and in line with WHO 
guidance and SAGE recommendations (Values Framework, Population Prioritization, and product specific), including 
COVID-19 vaccine programme costs (vaccine and supplies, operating costs, HR and capital costs), and a plan for 
vaccine and immunization of vulnerable populations (e.g. refugees, migrants, displaced persons), including those in 
settings outside government control. 

• Identify and plan a national vaccine access/procurement approach (e.g. COVAX Facility, bilateral purchase 
agreement).  

• Procurement through UN agency, self-procurement), ensuring that the procurement plan and purchasing strategy 
includes vaccines, ancillary supplies, and Personal Protective Equipment (PPE). 

• Support the adoption of efficient and expedited regulatory pathways for approval and regulatory oversight of 
COVID-19 vaccines (i.e. emergency use authorization, exceptional approval/approval mechanism based on 
reliance/recognition, abbreviated procedure, fast track, etc.), including risk-based pharmacovigilance and post 
marketing surveillance of products. 

• Assess required logistical procedures, as well as dry storage and cold chain capacity and infrastructure needs at all 
levels with regards to the COVID-19 vaccines characteristics and develop a plan to fill the identified supply and 
logistics gaps. 

• Review and address specific training requirements of the involved staff for vaccination and reporting events. 



 

 

• Ensure policies or mechanisms (including legislation) are updated or in place to enable the indemnification of 
vaccine manufacturers against any losses they may incur from the deployment and use of COVID-19 vaccines and 
vacinees are informed about the availability 

• Brief key ministries, National Immunization Technical Advisory Groups (NITAG), stakeholders and partners about 
COVID-19 vaccine introduction and their expected roles. Inform regularly & disseminate global and regional 
guidance (i.e. SAGE) with NITAGs and Regional Immunization Technical Advisory Groups (RITAG) and support NITAG 
working groups on COVID-19 vaccines. 

• Ensure NITAG and associated working groups, or the equivalent, are established and resourced to enable a policy 
recommendation/advice on the use of COVID-19 vaccines. 

• Using NITAG prioritization recommendations, review epidemiological data and operationally define target 
populations that will be prioritized for access to vaccines, estimate their numbers, and develop a delivery strategy 
for reaching these populations. 

• Ensure that the data related with underlying health conditions are captured in the health information system to help 
planning the prioritization of vaccination for populations at risk for severe COVID-19. 

• Ensure a safety coordinating committee is in place. 
• Include COVID-19 vaccine programme costs (vaccine, operating costs, human resources and capital costs) in 

government budgetary and/or planning documents approved by the appropriate authority; in addition, include 
appropriation or allocation (from Ministry of Finance or Ministry of Treasury) in the cash planning as an additional 
means to ensure that financing is readily available. 

• Identify funding gaps in operational costs and if needed apply to multilateral back funding and in-country donor 
funding. 

• Agree on context-specific vaccination strategies in fragile settings – including appropriately prioritized/sequenced 
public health goals (for example, protecting health workers and older adults) and then wider goals, using SAGE 
population prioritization. 

• Plan for how to identify and reach high-risk individuals, the elderly, those with exacerbating underlying conditions, 
and health care workers (in private and public sectors), including in areas not under government control, as well as 
those in areas under government control who may be excluded or not covered by the public health system (e.g. 
detainees, migrants and refugees, and stigmatized populations. 

• Prioritize available vaccine stocks appropriately based on risks and vulnerabilities so that populations are reached 
progressively on the basis of need. 
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Ensure regulatory preparedness 
• Ensure the national regulatory authority or other concerned authority has clarified the regulatory requirements, and 

documents needed for regulatory approvals of COVID-19 vaccines and related supplies. The expected timeline: 
Maximum 15 days based on reliance to WHO Emergency Use Listing (EUL) or SRAs Emergency Use/Conditional 
Authorization (EUA). 

• Ensure that regulatory procedures are in place for import permit of COVID-19 vaccines and related supplies, and 
identify the requirements and documents needed to import COVID-19 vaccines and related supplies, including for 
taxes and tariffs. 

• Confirm to WHO and UNICEF the existence of an expedited import approval from appropriate authorities. Timelines 
and maximum number of days should be mentioned. (Expected timeline: maximum 5 working days.) 

• Ensure COVID-19 vaccines can be released (lot release) in less than two days by reviewing the summary lot protocol 
only (testing is not required). Identify the requirements and documents needed for national regulatory authority 
(NRA) lot release for COVID-19 vaccines. Timelines and maximum number of days for lot release process should be 
mentioned. 
 

Optimize service delivery 
• Update protocols for infection prevention and control measures including adequate personal protection equipment 

to minimize exposure risk during immunization sessions. 
• Identify and implement COVID-19 vaccine delivery strategies leveraging both existing fixed site vaccination platforms 

and non-vaccination delivery approaches to best reach identified target groups. 



 

 

• Ensure vaccination supports re-establishment of other essential health services, without excessively diverting 
resources such that services are further disrupted. 

 

Plan training and supervision 
• Develop a training plan at all levels to prepare for COVID-19 vaccine introduction, including adaptation of training 

materials, and identification of key training partners and training methods (in-person or virtual). 
• Ensure availability of plans to safeguard the security of staff (e.g. during an emergency or major campaign) as well as 

security at the central and/or regional storage facilities and for transit of products. 
• Adapt supportive supervision tools and develop plans for visits at all levels. 
• Conduct one of the published COVID-19 vaccine table-top exercises to test COVID-19 country readiness. 
 
Put in place monitoring and evaluation systems 
• Develop or adapt existing surveillance and monitoring frameworks with a set of recommended indicators (coverage, 

acceptability, disease surveillance, etc.) for COVID-19 vaccine, including gathering information from facilities and 
contractors participating in vaccine delivery, and ensuring necessary human resource capacity is in place. 

• Develop or adapt necessary electronic and/or paper-based monitoring tools and appropriate institutional 
arrangements (e.g. vaccination cards/certificates, facility-based nominal registers, etc.) to monitor progress and 
coverage among different at-risk categories and facilitate vaccine delivery and timely reporting. 

• Produce and distribute monitoring tools to eligible vaccination providers, develop, test and roll-out any changes to 
electronic systems, provide training for use of these tools and processes to traditional and new providers. 

 

Prepare cold chain, logistics and infrastructure 
• Update and implement systems and protocols for tracking and monitoring the stock management and distribution 

of vaccines and key supplies through the Government’s existing Vaccine Logistics Management and Information 
System (VLMIS), including operating procedures to reflect the characteristics of COVID-19 vaccines (i.e. vial size, 
vaccine vial monitor (VVM), etc.). 

• Create a distribution strategy, including mapping the potential port(s) of entry, points of storage (stores) and 
stocking, and fallback facilities in the country with their respective cold chain storage (2-8C, -20C, -60/70C) and 
transportation capacity for vaccines and ancillary products, and ensure necessary human resource capacity is in 
place. 

• Map and develop plan to provide for infrastructure needs, including for energy (primary and back-up power, 
especially in cold chain), information technology/communications (including internet connectivity) and water. 

• Plan and procure waste management supplies and equipment for appropriate implementation of waste 
management protocols. 

 

Establish or reinforce vaccine safety surveillance systems 
• Ensure guidelines, documented procedures and tools for planning and conducting vaccine pharmacovigilance 

activities (i.e. adverse events following immunization (AEFI) reporting, investigation, causality assessment, risk 
communication and response), have been developed and disseminated to surveillance facilities/sites. 

• Establish the reporting forms and procedures among the EPI and NRA to share safety information and decision 
making. 

• Stimulate and focus passive surveillance on groups and events according to available safety information (consider 

risk‑management plans). 
• Plan active surveillance of specific COVID-19 vaccine related adverse events.  
• Expedite appropriate representation, well defined terms of reference and training the AEFI committee to review 

COVID-19 Vaccine safety data (e.g. causality assessment of serious AEFI, clusters of AEFI, emerging safety concerns, 
etc.). 

• Identify provisions that require manufacturers to implement risk-management plans and collect and report COVID-
19 vaccine safety data to the NRA. 

• Define roles and responsibilities and establish a coordination mechanism between relevant stakeholders (NRA, 
Expanded Programme on Immunization [EPI], MAH, Ministry of Health, WHO and others) for exchange of COVID-19 
vaccine safety information, including relevant data systems and information flow. 



 

 

• Identify and secure channels of data sharing mechanisms to share COVID-19 vaccine safety data and findings with 
relevant regional and international partners. 
 

Support demand, risk communication and community engagement (DRCCE) 
• Design and distribute a social mobilization and engagement strategy/demand plan and information awareness 

programme (including advocacy, communications, social mobilization, risk and safety communications, community 
engagement, and training) to support confidence, acceptance and demand for COVID-19 vaccines, taking into 
account cultural and historic issues that may influence vaccine hesitancy in various communities. 

• Engage healthcare workers as central to vaccine rollout success, with their three roles as vaccine receivers, 
providers, and influencers of people’s vaccine acceptance and uptake. 

• Evaluate anti-vaccination perceptions in population and communicate appropriately to build vaccine acceptance and 
demand.  

• Develop key messages and materials for public communications and advocacy, in alignment with demand plan. 
• Address vaccine hesitancy, misinformation and other demand-side issues. 
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Initiate and evaluate vaccine deployment processes 
• Continue data monitoring of vaccine implementation, including coverage by target group, age, gender as well as 

stock management, safety and social listening. 
• Establish and implement post-introduction surveillance, to inform optimization of the vaccine. In addition to disease 

surveillance this should include reporting of temperature excursions that may occur as well as quality or safety 
deviations if found. 

• For some settings, establish post-implementation vaccine effectiveness and impact assessments to inform policy and 
optimization. Establish approaches to assess vaccine breakthrough cases as indicators of vaccine effectiveness. 

• Update the National Deployment and Vaccination Plan (NDVP) or similar strategy document with input from 
relevant bodies and in line with WHO guidance and SAGE recommendations, incorporating new information vaccine 
profiles, etc. 

• Conduct post-introduction evaluation (PIE) and impact. 
Global and regional support 

Support to ongoing national action plans 
• Support countries in the development and improvement of their National Deployment and Vaccination Plans (NDVP) 

and in the use of the Vaccine Introduction Readiness Assessment Tools (VIRAT/VRAF 2.0) to monitor progress, NDVP 
preparation, and implementation. 

• WHO will continue to support a key portfolio of trainings, briefs and simulation exercise (available from OpenWHO) 
to help country programmes and health care workers in the preparation for vaccine roll-out. 

• WHO will provide coordination support for all Immunization Partners (UN agencies, CSOs, donors, COVAX partners, 
etc.) in the global COVID-19 vaccine rollout through planning, convening, and requesting countries to upload funding 
and technical assistance needs on the COVID-19 Partners Platform. 

• Provide technical assistance during the preparation and review of the NDVPs, and during the deployment of the 
COVID-19 vaccines. 

• Adaption of the COVID-19 Intra-Action Review (IAR), which was developed to guide countries to conduct periodic 
reviews of their national and subnational COVID-19 response, to include vaccination and support countries with 
their reviews. 

• Support the documentation of learning and best practices during national vaccine introductions to share and use to 
adapt trainings and support. 

• Establish norms, guidance, and protocols for vaccine effectiveness and impact evaluations, and tracking of vaccine 
breakthrough cases; convene post-implementation evaluation partners and continuously review and interpret the 
lessons from the results of these evaluations to inform policy decisions. Provide technical and financial support to 
undertake such evaluations in representative countries/regions. 

• Continue to monitor vaccine implementation through a global dashboard of key indicators of the introduction and 
monthly data collection by all countries through a COVID-19 vaccine module on the WHO/UNICEF Electronic Joint 
Reporting Form. 



 

 

• Monitor impact of the COVID-19 vaccine roll-out on regular immunization and other health services and advocate 
and support countries to adapt and maintain essential services. 

• Support countries in preparing for vaccine roll-out through simulation exercise. Vaccine table-top exercises are 
available to assist countries plan, develop and update their national deployment and vaccination plans. 

 

Support to accelerate equitable access to new COVID-19 tools 
• WHO’s Strategic Advisory Group of Experts on Immunization (SAGE) will continue to review all available information 

on vaccine candidates that have reported phase 3 data. 
• On the basis of these deliberations SAGE will formulate policy recommendations on how these vaccines can be best 

deployed in different contexts. SAGE will also make recommendations on additional evidence needed to better 
understand safety, long-term efficacy, disease impact, vaccine dosing, performance against vaccine variants, and 
impact on transmission to inform optimization of the COVID-19 vaccine and other public health and social measures. 

 
Research and innovation priorities 
• Support for network of post-introduction operational research on vaccine delivery, acceptance and performance. 

WHO convenes partners (UNICEF, GAVI, BMGF, CDC, etc.) to support the development or adaptation of digital tools 
for the COVID-19 vaccine roll-out. 

• WHO will continue to lead normative guidance on research and development, including target product profiles for 
vaccines, defining animal models and lab assays, core protocols for clinical trials, maintaining a landscape document 
of all vaccines in development, and convening manufacturers and experts to guide vaccine development. 

• WHO will continue to lead normative guidance and coordination on post-introduction vaccine effectiveness, impact 
and optimization evaluations to inform vaccine use policies and vaccine development needs.  

• Support the Solidarity Vaccine Trial that will be launched in 2021 and holds the promise to ensure that as many of 
the 200 vaccine candidates still in development have the best chance of success. Its aims are to evaluate efficiently 
and rapidly (within 3–6 months of each vaccine’s introduction into the study) the efficacy of multiple vaccines, 
helping to ensure that weakly effective vaccines are not deployed. 

 
Planned health sector response:  
 
WHO 
  

Activity 
Funding need 

(USD) 

Evaluation of COVId19 vaccine introduction 280,000 

Training and capacity building on vaccine safety monitoring, management of adverse events 
following immunization (AEFI) and injection safety 

300,000 

Development of COVID immunization monitoring system  300,000 

Development of National Deploymnet and Vaccination Plan for Libya 300,000 

Training and roll out of COVID19 surveillance  210,000 

Vaccine acceptance and uptake/demand 200,000 

Human resource training and supportive supervision 200,000 

NITAG meetings for COVID vaccine roll out 50,000 

Sub-total: 1,840,000 

 
IOM 
 

Activity 
Funding need 

(USD) 

Conduct an assessment to provide data and analysis on migrant and refugee populations to 
inform vaccination campaign planning and implementation 

200,000 



 

 

Provide technical support to the three taskforces responsible for cold chain/vaccine logistic 
management, capacity building and the demand creation 

250,000 

Identify and target migrant-dense localities in east, west and south Libya, and deliver trainings on 
vaccination campaign implementation to MoH and NCDC health workers and administration staff 
who are responsible for administering the vaccines to project beneficiaries    

250,000 

Provide Libyan authorities with cold chain equipment to support vaccination campaign 
implementation 

400,000 

Sub-total: 1,100,000 

 
International Medical Corps 
 

Activity 
Funding need 

(USD) 

Support for community health workers for C-19 vaccine awareness 16,800.00 

Augment health care workers to assist in the vaccine roll out among migrant communities  52,684.72 

Operational costs for proper vaccine storage and transport 70,000.00 

Sub-total: 139,484.72 
 

GIZ  
 

Activity 
Funding need 

(USD) 

Planned but not yet confirmed: support capacity building in up to x facilities (target facilities to be 
agreed on according to national vaccine rollout plan with MoH, UNICEF, WHO) 

 

Sub-total:  

 
UNHCR 

Activity 
Funding need 

(USD) 

Cold chain logistic support  40,000 

Sub-total: 40,000 

UNICEF 
 

Activity 
Funding need 

(USD) 

M&E and evidence generation through Effective Vaccine Management assessment, periodic Cold 
Chain Inventory updating, and Assessment of the impact of COVID-19 (morbidity and mortality), 
web-based reporting 

200,000 

Capacity building for Middle level managers (MLM) training, Cold Chain and Vaccine 
management, Routine Immunization Microplanning, FT2 placement and training,cold chain 
technician training  

300,000 

Cold chain Equipment & Supplies including Cold chain package (cold rooms ,refrigerators, cold 
boxes ,vaccine carriers, FT2, power regulators, generators) and refrigerated vans 

1,000,000 

DRCCE, Demand creation for vaccination (Awareness through media, IEC and context specific 
activities) and EPI center's visibility 

330,000 

Emergency preparedness & Response, Support the formulation of Emergency response plan, 
Support continuity of safe and quality vaccination (outbreaks, epidemic and pandemic), 
Vaccination in disembarkation sites and detention centers 

150,000 

Sub-total: 1,980,000 



 

 

 
IRC 
 

Activity 
Funding need 

(USD) 

Support for community health workers for C-19 vaccine awareness 81,800 

Support health facilities to roll out the vaccination activities   66,300 

Operational costs for proper vaccine storage and transport 94,000 

Sub-total: 242,100 

 
Pillar 11: Research, evidence, innovation  
 
Planned health sector response:  
 
WHO  
 

Activity Funding need (USD) 

Innovation Strategy for COVID-19 Response in Libya 267,000 

 
UNICEF 
 

Activity Funding need (USD) 

Implementation of innovative web application to improve COVID-19 case reporting  40,000 

Monitoring Children and Families in Covid 19 (MCF19) 25,000 

Sub-total: 65,000 

 
Annex 1. Funding requirement for COVID-19 response by UN agencies:  

Pillars WHO UNICEF UNFPA UNHCR UNDP IOM 

P1. Leadership, coordination, 
planning, and monitoring 

1,143,475     50,000 

P2. Risk communication and 
community engagement 

1,425,000 1,620,000  10,000  800,000 

P3. Surveillance, case investigation 
and contact tracing 

1,606,655   20,000  1,000,000 

P4.  Travel, trade and points of 
entry 

577,000   62,960  2,650,000 

P5. Diagnostics and testing 3,005,200   85,000  800,000 

P6. Infection prevention and 
control 

1,223,200 5,675,000  61,420  2,000,000 

P7. Case management and 
therapeutics 

3,808,220 1,240,000  300,000  2,000,000 

P8. Operational support and 
logistics 

3,592,654   476,252  1,000,000 

P9. Essential health systems and 
services 

1,941,091 1,200,000  188346.5  2,000,000 

P10. Vaccination 1,840,000 1,980,000  40,000  1,100,000 

P11. Research, innovation and 
evidence 

267,000 65,000    - 

TOTAL:  20,429,495 11,780,000  1,243,979  13,400,000 

 



 

 

Annex 2. Funding requirement for COVID-19 response by non-UN agencies (international organizations)  

Name of 
international 
organization 

Pillar 
1 

Pillar 2 Pillar 3 
Pillar 

4 
Pillar 5 Pillar 6 Pillar 7 Pillar 8 Pillar 9 Pillar 10 

ACF  262,659    53,233 170,258 118,053   

AICS            

CEFA           

Chemonics           

Emergenza 
Sorrisi 

          

Expertise 
France 

          

GIZ  To be confirmed  

HI            

Helpcode           

IFRC           

IMC  277,819 55,038  595,420 355,264 315,401 365,792 2,539,694 139,484 

IRC  160,400 116,700  340,000 560,000 267,000 305,800 827,000 242,100 

LPFM           

MSF France           

MSF Holland           

PUI  61,500   50,000 18,500 10,000 8,000 68,500  

TdH           

Voluntas            

WeWorld-
GVC 

     830,000 420,000    

TOTAL:  762,378 171,738 0 985,420 1,816,997 1,182,659 797,645 3,435,194 381,584 

 
Overall funding situation 

Name of international organization 
Estimated funding 
requirement (USD) 

Funding available (USD) 
Estimated funding gap 

(USD) 

WHO 20,429,495  20,429,495 

UNFPA    

UNICEF 11,780,000  11,780,000 

UNHCR 2,000,000.00 1,243,979.00 756,021.00 

UNDP    

IOM 13,400,000  13,400,000 

    

ACF 604,203 550,970 53,233 

AICS     

CEFA    

Chemonics    

Emergenza Sorrisi    

Expertise France    

GIZ  1,000,000 (TBC)   

HI     

Helpcode    

IFRC    

IMC 4,643,916 2,971,699 2,017,600 

IRC 2,658,600 0 2,658,600 

LPFM    

MSF France    

MSF Holland    



 

 

PUI 166,500 116,500 50,000 

TdH    

Voluntas     

WeWorld-GVC 1,250,000 1,067,000 183,000 

TOTAL: 57,932,714 5,950,148 51,982,566 

 
Annex 3. Monitoring and evaluation, key performance indicators (health sector 2021)  

Pillar  Indicators 

1.National 

Coordination, planning 

and monitoring 

# of transmission classification and capacity assessment 

# of daily situation update disseminated 

# of biweekly operational and epidemiological update disseminated 

# of coordination meeting with health Authorities conducted 

# of coordination meeting with partners conducted 

2.Risk communication 

and community 

engagement 

# of trained community volunteers (RCCE) 

People reached with messages on COVID-19 preventive measures and access to health care (Libyan) 

People reached with messages on COVID-19 preventive measures and access to health care (Non-Libyan) 

IEC materials distributed 

People engaged on COVID-19 through RCCE actions 

3. Surveillance, RRT 

and Case Investigation 

# of total RRT established and functional in all districts across the country 

# of surveillance officers trained on COVID -19 data collection  
 

5. National laboratory  

# of Cepheid Xpert system machines distributed  

# of RT-PCR machines distributed 

# of provided test kits (Cepheid Xpert system) 

# of provided RT-PCR kits  

# of provide antigen-based rapid diagnostic tests (WHO approved) 

# of swabs and medium provided 

6. Infection prevention 

and control 

disinfectant materials distributed 

PPEs (# Gloves) 

PPEs (# Surgical Masks) 

PPEs (# Mask 95) 

PPEs (# Face Shield) 

PPEs (# Gowns) 

PPEs (# Goggles) 

PPEs (# Coverall) 

PPEs (# Aprons)  

# Thermometers (non-contact & clinical) 

7. Case management  

# of supplied oxygen cylinders  

# of supplied oxygen concentrators  

# of supplied oxygen plants 

# of supplied liquid oxygen plants  

# of supplied ICU patient ventilators (adult and children)  

# of distributed pulse oximeter  

# of distributed patient monitors  

9. Maintaining 

Essential Health 

Services 

# of NCD kits provided to health facilities  

# of PHC facilities with COVID-19 triage unit  

# of health facility assessment conducted on minimum service availability 

8. Cross Cutting-

Training 

# of training workshops for MoH and other staff on risk communication (RCCE) 

# of community volunteers trained on RCCE for COVID19 (RCCE) 

# of participants trained on RRT protocols (Surveillance) 



 

 

# of lab staff trained on COVID lab techniques (National Lab) 

# of HCWs trained on IPC (Infection Prevention Control) 

# of PHC HCWs trained on COVID19 (Essential Health Services) 

# of HCWs trained on case management (Case Management) 

10. Vaccination 

Number of campaign guidelines printed and distributed 

Number of vaccinators and supervisors trained on COVID 19 campaign guidelines 

Number of a) messages developed; b) number of vaccination launches held; 3) number of informative 

documents printed (flyers, brochures, leaflet, FAQs) 

 
Annex 4. Mapping of proposed response coverage by international organizations  
 

District/Mantika Present health sector organizations 

Al Jabal Al Akhdar WHO, IOM, UNHCR 

Al Jabal Al Gharbi WHO 

Aljfara WHO 

Aljufra WHO, IOM, PUI, GIZ 

Alkufra WHO, IOM 

IAlmargeb WHO, UNHCR, IRC  

Almarj WHO, IOM, PUI 

Azzawya WHO, IOM, UNHCR 

Benghazi WHO, IOM, ACF, UNHCR, IRC 

Derna WHO, UNHCR 

Ejdabia WHO, GIZ 

Ghat WHO, IRC 

Misrata WHO, IOM, UNHCR, IRC  

Murzuq WHO, IRC 

Nalut WHO, GIZ, UNHCR  

Sebha WHO, IOM, UNHCR, IRC 

Sirt WHO, IRC 

Tobruk WHO, UNHCR  

Tripoli WHO, IOM, UNHCR, IRC  

Ubari WHO, IOM, IRC 

Wadi Ashshati WHO 

Zwara WHO, IOM, IRC 

 
Annex 5. Contact information of health sector partners on COVID-19 

IMC 
Claudio Colantoni ccolantoni@internationalmedicalcorps.org 
Bernardita Gaspar bgaspar@InternationalMedicalCorps.org  

PUI   
Marianne Theïs, lby.medco@premiere-urgence.org  
Camille Saulnier, lby.hom@premiere-urgence.org 

ACF France  

Leila Garbouj, program@actionagainsthunger.org 

Samy Guessabi, cr@actionagainsthunger.org 

GIZ 
Maria Manuela Peters, Project Leader, maria.peters@giz.de 
 

UNHCR 
Meftah Lahwel lahwel@unhcr.org 

IOM 
Syed Arif Hussain AHSYED@iom.int 
Rashid Haroon Ur harrashid@iom.int 
Salem Elferjani  SELFERJANI@iom.int 

UNICEF 
Mohammad Younus myounus@unicef.org 

Mohammad Abugalia, mabugalia@unicef.org  
Mawaheb Shelli, mshelli@unicef.org 

WW-GVC 
Deborah GOTTI, deborah.gotti@gvc.weworld.it 

WHO 
Jorge Martinez, martinezj@who.int  

Health Sector 
Azret Kalmykov, kalmykova@who.int 
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IRC 
Elsheikh Abdalla: Elsheikh.Abdalla@rescue.org 
Ahmed Ejaeidi: Ahmed.Ejaeidi@rescue.org 
Andrea DeGaetani-Buttram:  Andrea.DeGaetani-
Buttram@rescue.org 

 

 
Annex 6. List of isolation and triage centers, COVID-19 inpatient facilities  

Region District Municipality Facility name Facility type status 

West Tripoli  Ain Zara Tripoli university hospital Hospital Functional  

West Tripoli  Tripoli Ophthalmology hospital Tripoli Hospital Functional  

West Tripoli  Tripoli Souq-Altulataa isolation center Isolation center Functional  

West Tripoli Suq Aljumaa Mitiga isolation center Isolation center Functional  

West Tripoli Suq Aljumaa Ibn-Aouf battelship Isolation center Functional  

West Almargeb Alkhums Alkhums isolation center (2) Isolation center Functional  

West Almargeb Msallata Msallata isolation center Isolation center Functional  

West Almargeb Qasr  Akhyar Awlad Hussein health center Isolation center Not Functional 

West Almargeb Alkhums Alkhums isolation center (1) Isolation center Functional  

West Misrata Zliten Zletin isolation center Isolation center Ready 

West Misrata Zliten Zletin teaching hospital Hospital Functional 

West Misrata Misrata Misurata medical center Hospital Functional 

West Misrata Misrata Misurata isolation center 1 Isolation center Functional 

West Misrata Misrata Misurata isolation center 2 Isolation center Functional 

West Misrata Misrata Misurata TB center Hospital Functional 

West Misrata Misrata AL kararim isolation center Hospital Functional 

East Almarj Almarj Almarj isolation center isolation center Functional  

West Zwara Aljmail Aljmail isolation center isolation center Functional 

West Zwara Rigdaleen Rigdaleen isolation center isolation center Functional 

West Zwara Sabratha Sabratha isolation center Isolation center Functional 

West Zwara Zwara Zwara isolation center isolation center Functional 

West Zwara Zwara Alsaria Altibia center Hospital Functional 

West Azzawya Azzawya Abusourra isolation center Isolation center Functional 

West Azzawya Azzawya Abo-glasha isolation center Isolation center Functional 

West Azzawya Surman Surman isolation center Isolation center Functional 

West Aljfara Swani Bin Adam Alswani isolation center Isolation center Ready 

West Tripoli Tripoli Tripoli central hospital Hospital Functional  

West Tripoli Abusliem Tarabulus aljadida isolation center Isolation center Functional  

West Tripoli Abusliem Almuasafat isolation center Isolation center Functional  

West Tripoli Tripoli Zawiat aldhmani triage center Triage center Functional  

West Aljfara Janzour Janzour isolation center Isolation center Ready 

West Zwara Zwara Alsaria Altibia center Hospital Functional  

West Nalut Alharaba Alharaba isolation center isolation center Functional 

West Nalut Wazin Wazin isolation center (1) isolation center Functional 

West Nalut Nalut Nalut isolation center Isolation center Functional 

West Nalut Daraj Daraj isolation center isolation center Pending 

West Nalut Ghadamis Ghadamis isolation center Isolation center Functional 

West Nalut Baten Aljabal Tigi isolation center Isolation center Ready 

West Al Jabal Al Gharbi Azzintan Azzintan isolation center Hospital Functional 

West Al Jabal Al Gharbi Azzintan Azzintan isolation center Isolation center Functional 

West Al Jabal Al Gharbi Jadu Shakshuk isolation center isolation center Not Functional 

West Al Jabal Al Gharbi Ghiryan Ghiryan isolation center Isolation center Functional 

West Al Jabal Al Gharbi Yefren Yefren isolation center Isolation center Functional 

West Al Jabal Al Gharbi Arrayayna Arrayayna isolation center Isolation center Ready 

West Al Jabal Al Gharbi Arrajban Arrajban isolation center Isolation center Ready 
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West Al Jabal Al Gharbi Alasabaa Alasabaa isolation center Isolation center Ready 

East Benghazi Benghazi Benghazi Medical Center Hospital Ready  

East Benghazi Benghazi Al Hawari General Hospital  Hospital Functional  

East Benghazi Benghazi Military Field hospital  Hospital Ready  

East Benghazi Benghazi Burj al'amal isolation center isolation center Functional  

East Benghazi Benghazi 1200 general hospital Hospital Functional  

East Benghazi Benghazi Erada Clinic Hospital Ready  

East Benghazi Benghazi Juliana Military Hospital  Hospital Ready  

East Benghazi Suloug Isolation department  Hospital Functional  

East Benghazi Benghazi Queifia Chest Hospital Hospital Functional  

East Ejdabia Ejdabia Abu shaala PC Hospital Functional  

East Ejdabia Jalu Jalu  isolation center Hospital Functional  

East Ejdabia Ejdabia Alshahid amhmd almaqrif hospital Hospital Functional  

East Ejdabia Albrayga Albrayga General Hospital  Hospital Functional  

West Sirt Khaleej Assidra Khaleej Assidra isolation center isolation center Functional  

West Sirt Sirt Ibn Sina General Hospital Hospital Functional  

South Aljufra Aljufra Al wadan rural hospital  Hospital Functional  

East Al Jabal Al Akhdar Shahhat Al Mansora Chest Hospital Hospital Functional  

South Sebha Sebha Sebha Isolation Center, Al Barkoly Isolation center Functional  

South Sebha Sebha Abdulkafi Isolation Center Isolation center Ready  

South Wadi Ashshati Brak Brak Isolation Center Hospital Not functional  

South Ubari Bint Bayya Bint Bayya Isolation Center Hospital Functional  

South Murzuq Taraghin General Hospital  Hospital Functional  

South Murzuq Wadi Etba Wadi Etba Triage center Triage center Functional 

South Murzuq Wadi Etba Wadi Etba Isolation Center Isolation center Functional 

South Ghat Ghat Ghat Isolation Center Hospital Under Maintenance  

East Derna Derna Alfateh hospital Hospital Functional  

East Alkufra Tazirbu Tazirbu isolation center Hospital Functional  

East Alkufra Alkufra Alkufra isolation center Hospital Functional  

East Tobruk Tobruk Al-Haya Isolation Department  Hospital Functional  

 


