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Response to emergencies

The following brief description of some of the emergency and humani-
tarian actions undertaken in the different regions reflects the particu-
lar needs of the region concerned. No attempt is made to provide an
exhaustive list of activities. The intzntion is rather to trace the main
preoccupations and endeavours of WHO at country and regional level
during 1996. The WHO regional off ces, in: particular, have developed
strengths in different areas, largely secause of the types of disaster or
emergency that they most commonly face. Emergency response activi-
ties were preponderantly carried out in the African and European
Regions, mainly because of the scale and nature of the complex emer-
gencies in those two Regions. Emergency preparedness activities as
such are described in chapter 4; in addition, as described below, some
of the field support provided by WHO includes an element of training.

African Region

The complex emergencies affecting several countries in the African
Region led to huge population movements, putting immense strain on
health services already weakened by the effects of years of conflict and
unfavourable economic conditions. The health nsks to refugees,
returnees and internally displaced persons, as well as to indigenous
populations, were therefore great. In this context, much attention was
focused on the Great Lakes region where conflict situations, massive
numbers of displaced persons and transborder refugee flows had grave
health implications.

In addition to the emergencies created by conflict or post-conilict situ-
ations, the Region suffered from ep demics of cholera, plague, yellow
fever, meningitis, Ebola and Lassa fzver, and a range of natural disas-
ters, including drought, floeds and crelones. Many countries are facing
food emergencies, and the Region comprises a large number of coun-
tries classified as “least developed”.

The work of EHA in Africa in 1996 exemplifies its proactive approach.
In partnership with the Regional Office for Africa (AFRO), EHA was
active in the provision of technical and material support to a number of
countries facing different emergenc es. An EHA regional strategy was
formulated for prosentation to the forty-scventh mecting of the Regioaual
Commitiee, The closer relationship and better coordination with EHA
at headquarters, and the improving i 1teractions with WHO Representa-
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tives at country level have enabled the Regional Office to better re-
spond to the emergency situation in the Region. The severe shortages
of financial, material and human resources at the regional level will,
however, need to be addressed if the increasing demands of countries
of the Region facing emergency situations are to be met. Details of major
activities by country are given below.

Great Lakes area

Following an assessment mission, the Director-General of WHO ex-
pressed concern about the risk of epidemics. WHO posted a team of
experts o carry out surveillance and provide advice, and an emergency
health coordinator was appointed. In cootdination with other United
Nations agencies and under the auspices of DHA, WHO developed an
emergency contingency plan for Rwanda, Burundi and eastern Zaire,
as well as supporting the health systems of those cour tries. WHO was
able 1o mobilize about three-quarters of the resources it lad programmed
to deal with the humanitarian crisis consequent to the massive return
of Rwandan refugees in November 1996.

Burundi

The imposition of sanctions brought about a worseniag of the health
situauon in Burundi, which was further exacerbated by the cessation of
bilateral assistance and the return of refugees from eastern Zaire. WHO
in coordination with other United Nations agencies developed an emer-
gency contingency plan to cope with the evolving crisis. WHO coordi-
nated and supported activities to control meningitis outbreaks in the
northeastern provinces (Nyagisozi, Bugera and Niega), bringing together
nongovernmental organizations and national health authorities at
central level The outbreaks were successfully brought under control.
WHO helped to strengthen provincial health services by providing drug
supplies and human resources (for example, by deploying three sur-
geons, a gynaecologist and public health United Nations Velunteers),
Support to epidemiological training continued, witt a focus on the
development of an early warning system. Particular attention was paid
to the prevention of HIV/AIDS transmission, by helpi1g to ensure safe
blood transfusion and the availability of condoms. Technical expertise
was provided in the area of epidemiology.

Rwanda

WHO support to the Ministry of Health continued to focus on the
rehabilitation of health services, health sector planning, epidemiologi-
cal surveillance, women victims of violence, safe motherhood and

health-care ﬁnancmg. Long-term technical expertise was provided in
the areas of ¢cpidenmology and public health, and short-term consult-
ants were deployved on request.
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The sudden return of nearly 1.2 million FEwandan refugees from east-
ern Zaire and Tanzania to Rwanda in November and December 19956
posed significant threats to health becauss 1t overburdened the capac-
ity of the Government of Rwanda and the international community to
provide the necessary care. WHO responded immediately at field level
by coordinating health activities and monitoring the health status of
the refugees.

WHOQ assistance included:

® sending epidemiologists, public health specialists, and water and
sanitation experts to provide technical support in response to the
emergency situation;

@ recruiting United Nations Volunteers medical officers to provide
medical care in the district health facilities in the communes where
there was the greatest influx of refugees;

® making a rapid assessment of the health situation, at the request of
the Ministry of Health, following the massive influx of refugees;

® coordinating the activities of national and nongovernmental organi-
Zations in districts and communes;

@ assisting the Ministry of Health in elaborating the health component
of the Government's emergency programme for repatriation and
resettlement of returnees;

@ providing essential drugs and other medical supplies for the control
of cholera and malaria;

® supporting laboratory diagnosis of cholera, including sensitivity test-
ing to drugs.

United Republic of Tanzania

WHO set up a sentinel office in Kigoma to provide health assistance to
the massive influx of refugees from neighbouring Burundi, Rwanda and
Zaire, as well as to the local population, and to carry out epidemiologi-
cal surveillance. National and iniernational epidemiologists were
recruited, and supplies and logistic support provided. By the end of
December 1996, the deadline set by the Covernment of Tanzania and
UNHCR, over 480,000 refugees had returned to Rwanda. A WHO
cholera specialist went to Kigoma in December to provide support to
control a cholera outbreak.

Zaire

The conflict in eastern Zaire, compcunded by the strains caused by the
presence for more than two years of 1.25 million Rwandan and
Burundian refugees, sparked the mass movement of most of these refu-
gees in November and December 1996, creating 250,000 internally
displaced persons and affecting at le ast 500,000 others inside the coun-
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try. Most of the people within these groups were dependent for their
survival on urgent emergency assistance. As part of a continge ncy plan,
WHO set up several epidemiological sentinel stations, i particular in
Goma, Bukavu and Kisangani.

Other major areas of activity
Angola

Using the approach of “health as a bridge for peace”", WHO worked with
the Government and with UNITA, bringing both sides :ogether to deal
with health matters and thereby helping to construct a climate of con-
fidence. WHO assisted the Angolan Government in poli:y planning and
management of health services at provincial level, in collaboration with
nongovernmental organizations. An emergency health coordinator was
seconded to the United Nations Humanitarian Assistance Coordination
Unit to oversee health activities for demobilized soldiers. WHO contin-
ued to coordinate health services for demobilized soldiers and their
families in these areas, and provided direct assistance for trypanosomia-
sis control in quartering areas through the provision of medicines and
laboratory supplies. In collaboration with nongovernriental organiza-
tions, WHO conducted epidemic assessment and training, and provided
vaccines to control outbreaks of meningitis. Health csordination and
support were provided to provincial health authorities by WHO and
United Nations Volunteers and health situation assessment missions
were conducted in the provinces of Kuanza Norte, Malange and Zaire.
WHO brought together the Government and UNITA when necessary in
order to take specific action to control epidemic disease outbreaks. Tech-
nical expertise was provided in the areas of health policy and health
emergency coordination, at central and provincial lev:al.

Eritrea

The rehabilitation of three institutions for training nurses, health
assistants and midwives was completed and teaching/learning mater:-
als were developed. The WHO programme also helped to construct and
equip orthopaedic centres to meet the needs of war victims, as well as
providing training for national staff. WHO continued > provide fellow-
ships and equipment to the Department of Pharmacy ¢ f the Ministry of
Health In collaboration with the University of Messina, Italy, WHO
provided surgical equipment and expertise to the central hospital in
Asmara. A series of workshops on nutrition managern ent in emergen-
cies was conducted in conjunction with UNHCR.

Liberia

WHO provided medical sunplies. including cholera control material,
emergency kits, and medicine for leprosy patients who had been aban-
doned during the civil unrest. WHO coordinated activities to control
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yellow fever outbreaks, and supported the training of vaccinators, as
well as national teams in the field. More than 1.3 million people were
vaccinated against the disease. The situation in Libera worsened in
April 1996, however, when fighting resumed and the health system again
collapsed in Monrovia. EHA, in collaboration with the Regional Office
for Africa, supplied surgical and medical kits. Logistics {including
communications equipment and computers) were provided to re-
establish the operation of the WHO Representative office, and a public
health specialist and a logistician were appointed to strengthen the WHO
team.

Following an agreement in August 1996 between the parties to the con-
tlict, and despite cease-fire viclatio 18 which prevented humanitarian
relief reaching thousands of people in the South-Eastern and Cape Mount
counties, the situation improved towards the end of the year. In col-
laboration with other partners, WH( was able to contain outbreaks of
cholera and provide support to water and sanitation activities.

The civil war resulted in the displacement of some 1.5 million people,
while the end of hostilities and the beginning of demabilization led to
further population movements. Medical units at demobilization sites,
staffed by the Ministry of Health (w1th incentives being paid to doctors
by WHO), were the only sources ¢f primary health care services to
people long cut off by war. Encouraged by the presence of demobiliza-
tion sites, as well as visits of the humanitarian community to remote
areas, refugees and displaced persons started returning home. Epide-
miological surveillance was strengthened to ensure the carly detection
of epidemics.

Sierra Leone

WHO supported the development of an early warning system for out-
breaks of epidemics; provided finan:ial and material support for train-
ing in the prevention and care cf diarrhoeal diseases and acute
respiratory infections; and helped 10 support and coordinate disease
conzrol acuvities following outbreaks of cholera, yellow fever and Lassa
fever In collaboration with other organizations of the United Nations
systemn and nongovernmental organizations, WHO supported the reha-
bilitation of the health system.

Following the restoration of a mulii-party democracy in March 1996
and the ensuing cease-fire agreement, relief assistance remained
focused on internally displaced persons and others affected by war. In
order to facilitate post-war recovery, the Government of Sierra Leone
proposed a national resettlement, rehabilitation and reconstruction
programmine with two basic components:

® 2 quick action programme (QUAF) designed to address urgent short-
term needs of resettlement and rehabilitation over an estimated

period of two years;



3. RESPONSE TO EMERGENCIES

® 2 three-year medium-term reconstruction programrae, designed to
lay the foundation for long-term growth and development.

The Ministry of Health and Sanitation, with the assistance of WHO,
UNICEF and nongovernmental organizations, made sigr.ificant progress
in addressing the problems caused by overtaxed health services and
other social amenities. Satellite health clinics were established near
camp populations throughout the country. Child immunization contin-
ued in all accessible areas, and coverage in the westerr area increased
from 43% to 70%. Nutritional status stabilized, and the creation of a
water and sanitation technical committee together witii a cholera sub-
committee was instrumental in enhancing the national cholera prepar-
edness and response capacity.

Response to other emergencies

In collaboration with the WHO Division of Emerging and Other Com-
municable Diseases, EHA supported the Regional Office for Africa in
disease control activities in various countries, such as the Ebola fever
outbreak in Gabon, and meningitis outbreaks in Benin, Burkina Faso,
Chad, Nigeria, Niger and Mali. WHO also gave suppo:t to the Central
African Republic during a military rebellion that affected the health of
the civilian population. In addition, WHO supported the healih sys-
tems of Céte d'Ivoire and Guinea, which had been put under pressure by
the influx of refugees. Emergency medical supplies were provided to
flood victims in Ethiopia. In Mozambique, the programme for the reha-
bilitation of health services was completed, and WHO, with support
from the Government of Japan and in collaboration vwith the Associa-
tion of Medical Doctors for Asia, provided technical and logistical back-
ing, essential drugs and other medical supplies to control the increase
in malaria and diarrhoeal diseases, resulting from the heavy flooding
in Gaza province.

Region of the Americas

In addition to the political tensions, the Region of the Americas was
atfected by various natural disasters, inciuding hurricanes, an earth-
quake and floods. Although each of these disasters attracted some fund-
ing, the overall response of the international community continued to

be slow and small in all sectors, in a climate of fiscal austerity and
"humanitarian fatigue”,

The lack of international response was, however, larg:ly compensated
for by the high level of national preparedness capacity and, as in previ-
ous years, great emphasis was placed on strengthening even further
the capability of the Region and of individual countries to prepare for

emergericies and to mitigate the health consequences of disasters. These
activities are reported in chapter 4.
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Response to emergencies

AMRO/PAHO was responsible for the direct management of more than
US$ 1 million in rehef funds, including grants for emergency environ-
mental problems. In particular, AMRO/PAHO responded to floods in
Cuba, Honduras and Guyana, and an earthquake in Peru.

Eastern Mediterranean Region

As well as conflict situations, the Eastern Mediterranean Region faced
natural disasters, including floods and earthquake damage. The main
relief and rehabilitation activities carried out during 1996 are outlined
below.

Afghanistan

In view of the grave situation in Afghanistan, WHO technical and
material assistance focused on three priority areas identified in con-
junction with the public health authorities.

@ strengthening and establishmeni of emergency medical and casu-
alty units in all regional and provincial hospitals to cope with
landmine and war injuries, as well as other casualties,

® disease prevention and control;
& human resources development.

Implementation of a health emergency relief programme was contin-
ued throughout 1996 to provide ertergency health assistance to the
local communities and the displace population

Activities related to disease control, the provision of essential drugs,
and the upgrading of hospitals and health services were directed and
financed in coordination with a range of partners, including UNOCHA,
UNHCR and WFP. In particular, WHO undertook the physical and func-
tional rehabilitation of a number of health institutions, hospitals and
health centres in different regions of Afghanistan. This involved the
reconstruction or renovation of preraises and the provision of medical
and laboratory equipment and supplies, and health care documenta-
tion. An orthopaedic operating block was rehabilitated and a wheel-
chair production unit was established in conjunction with Handicap
international

The water supply system in Faizabal, Jalalabad and Kandahar was re-
habilitated in collaboration with otner United Nations agencies and
nongovernmental organizations. Public health staff were trained on the
interrelationship between water, sanitation and health, water surveil-
lance and cholera prevention. Around 285,000 people are benefiting
from these projects.

An integrated community-based development programme was
introduced in the eastern region of Afghanistan, under the basic devel-
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opment needs (BDIN) approach. Training materials and a questionnaire
for conducting rapid socio-economic surveys were developed for the
programme, and an intersectoral technical support team was set up to
assist communities in their endeavours to improve their lives through
sustainable social services, including health.

As part of its advocacy role, WHO negotiated with the Taliban forces
controlling most of Afghanistan to allow women to take part in the health
education and in work activities offered by various WHO programmes.
WHO succeeded in negotiating the passage of relief convoys through
the military front to besieged Kabul in winter 1996.

The mass immunization campaign, carried out by WIIO and UNICEF
in conjunction with the Ministry of Health and nongovernmental
organizations, was another examplc of WHO efforts botn to control com-
munmnicable diseases and to implement the objective of health as a bridge
for peace. Through advocating the right of all Afghans to health, nego-
tiating a humanitarian cease-fire, providing training and promoting
extensive nation-wide social mobilization, WHO d=smonstrated its
capacity to confirm the primacy of health and humanitarian issues above
the military conflict.

Iraqg

WHO continued its efforts to put health issues, particularly the detri-
mental impact of sanctions on the health and welfare of vulnerable
populations, high on the humanitarian agenda, in particular through
monthly reports and contacts with donors, the media and other
concerned agencies.

Security Council Resolution 986 allows the sale of oil for the purchase
of medicines and food. In its role as observer and implementer of Reso-
lution 986 with respect to drugs and medical equipment, WHO was
engaged in the preparation of the distribution and cbservation plans
required under the Memorandum of Understanding signed between
the United Nations Secretariat and the Iragi Government. With regard
to new medical equipment and spare parts in the discibution plan, the
WHO Representative in Iraq visited hospitals in the north, developed
revised formats, and assigned an expert engineer to review all details
related to spare parts and the identification of new equipment. WHO
also made efforts to improve the drug distribution and management
system, including the rational use of drugs Work started on the revi-
sion of lists of drugs at different levels of the health care system and in
implementing a country-wide programme of training seminars on the
rational use of drugs.

On the basis of several health situation assessments, WHO collabora-
tive activities with Irag, funded from the regular budget, focused in
particular on the serious problem of lack of essential emergency drugs
and other medical supplies.

17



18

EMERGENCY AND HUMANITARIAN ACTION - 1996 ACTIVITIES

Palestinian Self-Rule Areas

WHO supported institutional development and infrastructure-building
in the Palestinian Self-Rule Areas as a contribution to the peace proc-
ess. Within the coordinating mechenisms established by the Office of
the Special Cootdinator in the Occupied territories (UNSCO), WHO
continued to act as secretariat to the health sector group. In addition to
its coordinating role, WHO provided technical and material assistance
to the Palestinian Ministry of Healtl.. Advice was given on the function-
ing of the future central public heal:h laboratory being built by Italy. A
team of nursing and health traiminz experts worked with Birzeit Uni-
versity to establish the first diploria course in primary health care.
Another technical contribution was the establishment of a plan to for-
mulate a list of essential drugs and a drug quality assurance policy.
WHO and UNDP, together with the Furopean Commission, worked with
the Ministries of Health and Agriculture on the development of a pro-
gramme on zoonozic disease control policy.

A WHOQ tearm looked into the existing expanded programme of immu-
nization against preventable diseases and formulated recommendations
on improving surveillance, which he.ve been incorporated into the pub-
lic health programme of the Ministiv of Health.

Somalia

Despite deteriorating security conditions, especially in Mogadishu, WHO
staff kept working to improve the Lealth of the population. All WHO
activities were geared towards alleviating the health consequences of
the disintegration of governmental institutions. WHO supported dis-
ease control activities focusing on liarrhoeal diseases, acutc respira-
tory infections, malaria, sexually tranismitted diseases and tuberculosis.
A simplified disease surveillance system was developed and the essen-
tial drugs programme was further cecentralized. WHO supported the
development of laboratories by previding materials, technical guide-
lines and training, as well as carryirg out repairs.

WHO distributed essential drugs to selected national and international
nongovernmental organizarions, and area health authorities and
facilities. In response to outbreaks ¢ f chalera, WHO provided medical
supplies and health education mate:ials, as well as training for Somali
professionals in the prevention, control and treatment of cholera, More
than 600 profcssionals benefited from WHO in-country training pro-
grammes, and 16 Somali nationals attended training courses outside
the country. In preparation for a possinle nutrition crisis, 20 Somali health
professionals were trained as trainers in nutrition assessment in emer-
gencies and the operation of therapeutic feeding centres. Under war
conditions, and lacking resources to implement the primary health care
strategy, WHO continued to pursue the basic minimum needs approach
as a basis for development and to sustain the communicy health
system. WHO provided support for 52 villages applying the approach
in the Merca region in south Somalia.
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Sudan

The life-threatening diseases affecting populations living in areas of
conflict in the southern part of the country were the focus of WHC
activities in Sudan, and efforts were made to increase WHO's participa-
tion in Operation Lifeline Sudan. WHO, as executing agency of a UNDP-
funded project, continued to work towards strengthening the capacity
of the Ministry of Health in emergency preparedness and respomnse.
WHO achievements include:

® creation of a surveillance system able to produce hazard mapping
and risk analvsis;

@ creation of a radio network {over 50 sets) linking Khartourn with 17
states;

e creation of an early warning system for emergencies;

® improvement of the capacity of nationals for timely response to
emergencies;

® strengthening of coordination and linkage between concerned min-
istries and with other agencies;

@ production of a manual on emergency preparedness and response
for health workers and nongovernmental organizat ons;

® establishment of emergency management committees at different
levels.

Under the project, a national workshop was held on the integration of
emergency and humanitarian activities into the pririary health care
system. Emergency and humanitarian activities were institutionalized
by linking them with existing training centres and institutions. A start
was made on developing guidelines for hospital contingency plans, and
the training guidelines on emergency and humanitarian action were
upgraded. Training was provided for state-level fo:al points, radio
operators and radio technicians.

Health problems, in particular malaria, diarrhoeal diseases and eye
infections, started to increase following the heavy rainfalls during
August 1996, which led to wide areas being coverzd by water and
rapidly moving streams flowing into the Nile. Essertial medical sup-
plies and insecticides were provided.

Yemen

In the aftermath of the flooding in June 1996, the risk of outbreaks of
diarrhoeal and other water-borne diseases increased and the seasonal
transmission of malaria was expected to increase sharply. A rapid
assessment was made of the situation, and anti-malaria drugs, supplies
for the control of diarrhocal dissascs, as well ac essential driigs were
provided. All donarions of medicines and other medical su pplies were

channelled through WHO and distuributed according to the real needs
of the affected areas.
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European Region

Following the disintegration of the former USSR, several newly inde-
pendent countries became members of the European Region. These
newly independent States are undergoing enormous economic and
social, as well as political, changes which are adding to the burden of
ensuring a social safety net for vulnerable groups. In addition, the large
numbers of displaced persons constitute an additional risk factor and
place an added demand on the already overstretched public sector. The
environment of social and political unrest has repercussions on the
health sector in terms of disease and health status trends.

The role of humanitarian assistance in the reform process in the newly
independent States was examined by a workshop organized by the
Regional Office for Europe in November 1996. One of the key questions
raised was how to link emergency nealth assistance with long-term
capacity building. The health situation in the countries of central and
eastern Europe, as well as in the newly independent States, is deterio-
rating. There is a lack of knowhow, fanding and management capabil-
ity. In such an environment, it is important that urgent humanitarian
aid should support rather than undermine health sector development.
The major activities carried out in the European Region during 1996
are mentioned below. Countries are grouped by focus of activities, rather
than being listed alphabetically.

Albania

Following an outbreak of poliomyelitis which started in Aprit 1996, WHO
and UNICEF jointly launched an appeal to support the control of dus
epidemic and prevent its spread uito the surrounding areas The
response to this appeal was swift and led to the organization of a mass
immunization campaign, the treatrient and rehabilitation of those
affected and the implementation of action plans to prevent the spread
of the disease into the bordering countries. Virtually the entire popula-
tion was covered in two rounds of ir munization.

Bosnia and Herzegovina, Croatia, Faderal Republic
of Yugoslavia

WHO continued to operate an emergecy arl humanitarian programme
(initiated in 1992), within the overall United Nations programme. In
June 1996 in line with other United Nations agencies, the main focus
of the coordination of humanitarian assistance was transferred to
Sarajevo. The need for humanitarian health assistance did not dissi-
pate with the signing of the Dayton agreements, and WHO actively
identified and addressed urgent health needs wherever possible.

Throughout the year, however, empt asis moved increasingly towards
health reform and reconstruction.

The network of WHO area and field offices was expanded, to ensure a
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non-partisan representation. Field offices were opened in Bihac, Banja
Luka and Pale (Bosnia and Herzegovina) and in Vukovar/Erdut (east-
ern Slavonia, Croatia). This field presence made it possible to have a
comprehensive overview of health, and allowed for the coordination of
the health sector at regional and national levels. It als> made possible
the rapid identification of and response t threars to health.

The proliferation of mternational agencies operating in the mission area,
particularly in Bosnia and Herzegovina, intensified the need for coor-
dination and intersectoral collaboration. Reconstruction projects, for
example housing for returning refugees, cannot be successful without
complementary health, education and employment opportunities. WHO,
as the lead health agency, coordinated health activities to ensure that
priority needs were identified and met, and that the hea th sector worked
synergistically with other sectors.

The coordination of an adequate emergency response continued, but
the provision of emergency medical supplies was geneally scaled down
and the logistics capacity was reduced to a minimum. WHO continued
to build up national professional capacity to provide appropriate serv-
ices, especially to vulnerable groups. Needs assessments included
comprehensive surveys of the location and conditicn of health care
facilities in relation to displaced persons and repatriation. The number
and pattern of returnees did not, however, follow expacted trends, and
population movements are anticipated during 1997, as changes in refu-
gee status occur in countries where asylum was sought.

Among public health interventions were the continued monitoring of
health standards, water quality and nutrition, in support of needs
assessments. Extensive and detailed epidemiological studies were made,
providing data which had been impossible to collec: in recent years.
This information was invaluable to the ministries of health at cantonal
and central level, in terms of planning reconstruction and reform within
the health care system. A legacy of the uncoordinated aid early in the
conflict was the stockpiles of expired drugs and other medical supplies.
Whilst addressing the general lack of disposal of sol d waste, advising
on the destruction of these iterms was undertaken by WHO as part of an

overall strategy to secure sanitation standards and avert public health
Crises.

Following an outbreak of poliomyelitis in Albania, and its subsequent
spread to Greece and Kosovo (Serbia and Montenegro), it was decided
that preventive measures were needed, in addition to the continuing
epidemiological surveillance and information campaigns, given the low
immunization rates during the war. WHO and other humanitarian
organizations assisted the health authorities in the Fzderal Republic of
Yugoslavia (Serbia and Montenegro) in implemerting sub-national

pohq immunization days. These concentrated on Kosovo, adjacent
municipalities and others selected as having risk potentdal in central

Serbia. Two rounds of immunizations of children under £ve years of
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age took place, in September and November 1996, achieving 98% and
97% coverage, respectively. The target group was subsequently extended
to children under 15 years of age in Kosovo. In Bosnia and Herzegovina,
two national immunization days were held in December 1996. The
target group was children under six years of age, and 137 municipali-
ties participated. Over 600 immurization points were opened and
manned by health authorities, with technical support from UNICEF,
International Medical Corps and nongovernmental organizations, and
logistical support from IFOR. These emergency activities will make a
lasting impact on future health n tt e countries concerned.

The programme of rehabilitation of war victims continued to focus on
needs for physical and psychosocial assistance. As well as building the
capacity of health professionals, ministries of health were urged to plan
reforms for the future care of vulnerible groups through a community-
based approach, closely linked to primary health care.

During the ‘war, mental health assistance focused on war trauma treat-
ment and counselling services mair ly targeting women and children.
In the post-war period, “coping” is su.persecded by facing the realities of
the aftermath of the conflict Traumatization of families and subsequent
psychosocial vulnerability still need to be addressed. Large numbers of
demobilized soldiers and war invalids have faced post-trauma related
symptoms. Further traimng of professionals, and promoting understand-
ing and social acceptance of mental problems is necessary.

A review of needs and services for pezople with mental retardation was
carried out in 1996. During the conflict, this group suffered a double
handicap by being given little priorits for scarce resources. WHO raised
awareness of this and other vulnerable groups, including the elderly,
in order to ensure that the future health care system develops in line
with current ethical standards.

The elderly and children are the first indirect victims of war. Few data
exist on the impact on them of uprooting and displacement. In post-
conflict Bosnia and Herzegovina, WHO continued to draw attention to
the needs of these groups. A survey was carried out in February and
March 1996 on the health and soc al situation of elderly people in
Sarajevo. In the light of its results, "VHO emphasized the need to de-
velop new community-based services for the elderly, in which health,
social and welfare services are synchronized to produce relevant care.

WHO continued to bring together representatives of medical associa-
tions, throughout the hostilities, to maintain a dialogue and re-emphasize
that health issues are of common interest, and supported ministries of
health in planning and managing t1e process of reconstruction and
reform. In September 1996, the M nisters of Health of Bosnia and

Herzegovina signed a joint statement to the international community.
an unprecedented step that sent a positive message to hoalth profos-

sionals and their communities. Frame works of health care systems were
outlined within strategic health plans for both entities {Federation and
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Republika Srpska). Needs assessments provided a conceptual back-
ground for programmes on primary health care and public health, and
pilot projects are planned. In addition, WHO convened and supported
working groups on public health, pharmaceuticals, and health informa-
tion management

[n eastern Slavonia (Croatia), within the framework established by the
United Nations Transitional Administration (UNTAES), WHO worked
to build confidence between Croatian and Serbian health professionals
with the aim of implementing joint health activities, integrating east-
ern Slavonian and Croatian health staff into the Croztian health care
system, and incorporating the population of eastern &lavonia into the
Croatian health insurance system. Distrust on the part of patients and
obstruction or intimidation by officials and individuals have led to
unwillingness to accept services from other ethnic grcups. UNHCR re-
quested WHO to assist in the development of strategies to address these
issues. Lessons are being drawn from five years of experience for the
guidance of WHO action in similar complex emergencies in the future.

WITH FUNDS DONATED by the European Community Humanitarian Office of the Euro-
pean Union , WHO was able to contract the International Centre for Migration and Health,
Geneva, Switzerland, a WHO collaborating centre for health-related issues among people dis-
placed by disasters, to assess the health of displaced people in Bosnia and Herzegovina. The
survey included over 1,400 families, covering more than 5,200 individuals, and produced infor-
mation allowing for an assessment of the health status and projected health care needs of
internally displaced persons and refugees, the state of existing health care facilities notably in
areas earmarked to receive resettled people, the drug supply situation, and the resettlement
potential of the displaced populations.

Armenia

A water and sanitation project, which included trainir g courses for pro-
fessionals on the epidemiological aspects of outbreak investigation,
drinking water surveillance and engineering aspects of water manage-
ment, was completed. Chlorine disinfection plants were installed for
demonstration purposes in connection with the latter course. Leakage

detection equipment and various handbooks in Russian and Armenian
were supplied.

Various kits (diphtheria, tuberculosis, epidemic response and labora-
tory), medical supplies and equipment were delivered for distribution
in January 1997, and the tuberculosis control prograrime continued. A
programme to improve the primary health care of women living in
suburban Yerevan is under way to provide modern equipment for a
prenatal facility, upgrade the knowledge and skills of health personnel,
set up a referral system, and develop guidelines for prenatal assistance
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A plan of action on health information and policy development was
prepared and presented to the Minister of Heaith.

Azerbaijan

A plan was prepared for the development of health information serv-
ices, focusing on improving data generation, analysis and use for man-
aging health services in the districts implementing health care reform.

The tuberculosis control programme continued satisfactorily 1n three
pilot areas. Diphtheria kits were providec to help in the control and
diagnosis of diphtheria. Malaria remains a persistent problem. A health
and nutntion survey, carried out in April 1996, found evidence of chronic
malnutrition, but no signs of acute malnutrition. A proposal for a project
on anaemia and health was prepared.

Georgia

Three courses for water and sanitation professionals were held.
Chlorine disinfection plants, leakage detection equipment and infor-
mation documents in Russian and C:eorgian were provided.

A working group on clinical diagnostics, treatment and the recording of
performance was held in Thilisi, in which teams from each of the
Caucasus countries advised on specific health problems and service
activities. A national tuberculosis control programme was put in place
by the Ministry of Health in 1995, which by 1997 will cover the whole
country. Although case notification is still relatively high, there was a
decline during the third quarter of 1996 (475 new cases were detected
in the pilot areas compared with 963 in the previous quarter). Local
staff are being given in-service training, and close supervision will con-
tinue into 1997.

Russian Federation

In response to the humanitarian cris's in the Chechen and surrounding
republics in the north Caucasus, WHOQO together with partners in the
United Nations system and national authorities provided supplies for
the treatment and diagnosis of tuberculasis, immunization, laborato-
ries and sanitation for the thousands of internally displaced persons. In
addition, workshops were conducted and guidelines provided on the
control and prevention of diarrhoeal diseases including cholera, on
tuberculosis treatment, and on men al health services.

Work commenced on the first phase of a three-phase mental health
rehabilitation programme to provide local mental health professionals,
commumnity-level health workers and staff of international health relief
agencies with up to date information on the identification, treatment,
care and rehabilitation of persons with mental and psychological trau-
matic stress disorders.



3. RESPONSE TO EMERGENCIES

Some 150 amputees were fitted with artificial limbs before the prosthe-
ses workshop, established in Nazran, Ingushetia, in September 1996,
closed in December because of lack of funds.

Tajikistan

WHO technical advisers assessed the malaria and typhoid fever epi-
demics. A Tajikistan Donor Alert on the urgent humanitarian needs in
the country was launched by DHA in December 1996, containing WHO
proposals for programmes for the containment of both e sidemics. These
programmes will strengthen, on an emergency basis, the epidemic
control capacidies of the health service by providing adequate drugs,
and laboratory equipment and supplies, wairung heal:h professionals
in disease management, improving control and surveillance procedures,
and improving the water and sanitation situation.

South-East Asia Region

The South-East Asia Region, which includes several disaster-prone coun-
tries, faced both natural disasters and complex emergeniies during 1996.
Besides responding to specific emergencies, WHO mad: a special effort
to strengthen national capacity to prepare for emergencies, as reported
in chapter 4.

Democratic People’s Republic of Korea

WHO assessed the impact of floods on the health care delivery system
and mobilized extrabudgetary funds for flood relief. In addition, approxi-
mately US$ 1 million of WHO's regular budget was used to supply
urgenily needed essential drugs, vitamins and medical supp'ies.

Sri Lanka

WHO raised extrabudgetary fiinds for humanitarian action i favour of
the population affected by civil conflict and took action, in collabora-
tion with the United Nations Emergency Task Force, in.

& improving the flow of medical supplies to the atfected porulation by
standardizing medical supplies, facilitating dialogue among the
bodies concerned, and setting up an emergency supplies manage-
ment system,;

® training staff of nongovernmental organizations involved in provid-
ing assistance.

Other support

WHO technical support was provided in the area o emergency and
disaster management to Indonesia and Nepal WHO also provided funds
to meet the need for medical supplies of the population affected by
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floods in Nepal. In Myarmar, with funding from UNHCR and in collabo-
ration with the Ministry of Health ¢ nd UNHCR, WHO helped to rein-
force health services for returnees from Bangladesh in Rakhine state by
implementing a health education and training project

Western Pacific Region

WHO emergency and humanitarian activities in the Western Pacific
Region during 1996 focused on training in the areas of disaster manage-
ment and preparedness, and on responding to the natural disasters that
affected countries of the Region. The emergency preparedness activi-
ties are reported in chapter 4. WHO provided some small financial
assistance for emergency relief medical supphes to countries in the
aftermath of the disasters. The main activities are menrtioned below.

In Ching, following the earthquake in ‘funan Province, WHO implemented
the purchase of emergency supplies with funds from the Government
of Italy. In the Lao People’s Democratic Republic, after the floods in the
southern and central provinces, the Government of Australia donated
funds to WHO for immunization t¢ control the diphtheria outbreak.
WHO provided technical and financial support for a training course
and the formulation of plans for diphtheria and tetanus immunization
campaigns at provincial and district levels. In Vier Nam, because of the
severe typhoon damage to several provinces, the Government of [taly
pledged funding for emergency immunization and public health
programimes.



