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4. Intercountry Programmes

In 1993 WHO intercountry emergency preparedness
and response (EPR)} programmes were conducted
through the Pan-African Centre for Emergency Pre-
paredness and Response and the Emergency Pre-
paredness and Response Subregional Office for
Southern Africa. What follows includes highlights of
their activities in 1993,

a) Pan-African Centre for Emergency
Preparedness and Response

The Pan-African Centre for Emergency Preparedness
and Response was established in Addis Ababa, Ethio-
p1ain 1989. [ts general objectives are: {{) prevention of
health hazards and reduction of the adverse effects of
disasters on health and health services by developing
and strengthening national capacities for emergency
sreparedness and response; (ii) increasing awareness
of the need for emergency planning and preparedness
acuvities and integrating these activities into primary
health care; (iii) development of self-reliance in the
ministries of health and all other staff involved in
health care to 2ssume responsibility for immediate
action after a disaster strikes; and {iv) developmenc of
specific areas of couperation between different gov-
ernmental and nongovernmental relief agencies so as
te provide the maximum aid required to victims of a
disaster.

Pan-African Centre’s Emergency
Preparedness Unit

A questionnaire survey to determine the state of
emergency preparedness in African Member States
was finzlized. Despite efforts undertaken by govern-
ments to bring about socioeconomic development,
such efforts are likely to fail without developmentand
implementation of appropriate emergency prepared-
ness plans. A one-week mission to Guinea-Conakry
was undertaken (2-8B August 1993) to develop a na-
tonal EPR plan. Mission reporis were prepared for
Kenya, Niger, Nigena and the United Republic of
Tanzania to help strengthen national preparedness
capacities to respond to epidemic emergencies. Mis-
sion reports were also prepared for Niger and the
United Republic of Tanzania to swengthen health
survellance aystemns, devealop early warning systems
and enhance laboratory support. Appropriate training
was undertaken in Miger, Nigernia and Uganda to
strengthen health personnel performance in individual

case management to enhance laboratory diagnosis.

‘The dzparture of the Pan-African Emergency Pre-
paredness Unit's (PEP) project coordinator in the first-
quarter of 1993 hampered further progress towards
achieving; this objective, and lack of funds further
delayed this activity. [n addition, to assist in identify-
ing healta problems of refugees, retumnees and dis-
placed pzrsons, the Centre participated in regular
intzragercy meesings at the office of the Administra-
tien of Rafugee/Retumee Affairs.

“Technclogical disasters in Africa” project

Sirce the departure of the Associate Professional Of-
ficer (APO/TDA) in eatly February 1993, no special-
ized staff has been available, and thus no progress has
been achieved in the area of increasing national ca-
pacities o cope with chemical disasters. This may
change, however, with arrival of a new APO/TDA in
lat2 1993, The same reason is applicable to the activity
to increase awareness of potential health hazards and
tisks of dangerous materials through a regional work-
shop inane African country. Also, follow-up missions
planned ‘orEgyptand Zimbabwe to prepare a training
course on environmental and health effects of pesti-
cides could not take place owing to the departure of
the APO/TDA.

Hazard mapping and disaster database

As regards visualizaten of hazard-prone areas in
Alrica and finalization of the “Risk Atlas for Africa”
the issuz is being fully addressed under the new
disaster data-bank project for the Cente. As regards
the introduction of risk-mapping methodology at
community level in selected countries, a case study
wis developed from a five-weelk mission to Botswana
to implement vulnerability mapping at community
level. An integrated emergency data-vank system is
being set up. Various international institutions have
been contacted to acquire data on emergencies.
Tuventy-three country profiles of the most disaster-
prone Arican countries, dating back to the 1960s, will
be further developed to include around 140 relevant
indicators. As a direct follow-up of this activity, haz-
ard and vulnerability maps will be developed in 1934
te visualize disaster-prone areas in Africa. The activ-
ity toy evaluate the status of envirenmental services in
Tigray (Srhuopia) was integrated with the joint WHO/
EMA-UNICEF projecton “Selected indicatars foremer-
gency plannding in Eduapia”®,
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The actvity to develop risk maps to evaluate the
spread of acquired immunodeficiency syndrome
[AIDS) in Ethiopia was to have supported the AIDS
control programme of the Ethiopian Ministry of Health.
but so far no request for implementation has been
received. The activity to create an alpha-numeric data
bank to develop risk maps was integrated with the
creauon of a disaster data-bank system. Two soft-
ware programs were alsa developed: one to improve
theoretical models according to specified case-stud-
les, and the otherto retrieve data froma data bank and
indicate the best way to represent data on a map. As
a moderm is now available at the Centre, connection
with the E-Mail international network through PADIS
and UNECA is now possible and will be operational
by the end of 1993.

Constraints

Themajorconstraints include the cessation of USAIDYs
Office of Foreign Disaster Assistance (OFDA) funding
for the PEP project, as well as the departure of the PEP
project coordinator.

Pan-African Centre's Emergency
Response Unit

Most of the unit's achievements were attained in
collaboration with otherunits, owing to alack of staff.
The Centre participated in a consolidated United
Nartions appeal for displaced populanons in Rwanda
from 16 wo 25 March 1993. The objectives were to:
collaborate with the United Nations Department of
Humanitarian Affairs (DHA) and the UNDP in Kigali
and with other humanitarian agencies in finalizing a
consolidated interagency appeal for conflict-affected
persons in Rwanda; prepare a needs assessment for
the health secror; and discuss strategies for humani-
tarian assistance with the government, donors, UN
agencies, ICRC and NGO representatives.

Pan-African Centre's Emergency Training Unit

Among some of the activities and achievements of the
unit 1n 1993 were: identification of specific training
needs in health aspects af emergency preparedness
and response: continued guidance of training actvi-
ties at intercountry level based on the Centre’s 1992
document “Training opportunities for disaster man-
agement in Africa”; attendance at the Asia-Pacific
Warkshop far Mational Emergency Health Managers
(Bangkok, Thailand, 22-26 February 1993); convening
four workshops on developing national EPR plans
(two in Egypt. and ane each in Guinea Conakry and
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Meuroces); strengthening links with WHO collaborat-
ing centres and other disaster training institutes and
identifying appropriate areas of collaboration; devel-
oping training materials for dissernination to Member
States for use in national EPR workshops (e.g., pro-
duction of the document Epidemiology of disasters
foruse as a training module, including two slideshows,
one on the epidemiology of disasters and another on
national EFR planning; and appraisal of DHA-Geneva's

. Training manual for disaster reduction.

The Centre now hosts the UNDP’s Disaster Man-
agemnent Training Programme (DMTP) in Africa, and
both have collaborated closely to realize their com-
mon goals to develop national disaster management
capabilities. To this effect, a joint plan of action was
developed and implemented in September 1993.

Pan-African Centre’s Documentation Centre

The foliowing reports, documents and publications
weere preduced and issued by the Centre in 1993:

Selective indicators for emergency planning in Ethio-
pia. The focus of the joint WHO/EPR-UNICEF project
is cn population, health care and groundwater. Ethio-
pia, being one of the most populous Afncan countries,
also has rnmense diversity in its topography, climate
and people. Health care is provided through a five-tier
gystem that favours the urban over the rural popula-
tica, The project shows a well-distibuted groundwa-
ter presence in the country, although the Ogaden has
severe potential water problems resulting from salin-
ity and the high depth ro reach groundwarer.

The state of emergency preparedness of African
Member States (Questionnaire survey). Less than
six years remain in the International Decade for Naru-
ral Disaster Reduction (IDNDR), and Africa still re-
mains ‘n a rudimentary phase of emergency
preparedness and response. Emergency planning is a
necessity for socioeconcmic development. The find-
ings of the questionnaire survey reveal that Africa is in
serious tzouble as regards its emergency managerent
capabilities. It is time that all concerned parties, in-
cluding national governments, intermational organi-
zations and the general public alike realize that if
emergency situations on the continent are not Fully
addressed soon, Africa could plunge 1nto an almost
irreversible socioeconomic decline.

Vaulueralbility mapging at sdcro-level: Mission re-
portto Zimbabwe and Borswana (23 March -2 May
1793). The objectives of the mussion were to: pro-
duce hazard and vulnerability maps at community
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level; identify links for better data flow between the
community and district levels; draft recommenda-
tions for the Centre's future activities in this area;
conduct a case-study as a basis for a risk-mapping
manual; and disseminare to national authoricies infor-
mation enabling them to utilize hazard mapping as a
component of national emergency planning,

Projet de planification nationale pour la prepara-
tion a la gestion des catastrophes en Republigue de
Guinee. The major objective of this project was to
reduce the negative effects of disasters on the affected
populations and on the environment. It was also
meant to develop a national EPR plan for the country
in which the responsibilites of the concemed part-
ners are properly addressed.

The WHO/EPR Pan-African Centre Bulletin (Vol.
1, No. 1, 1993). Dissemination of information per-
taining to emergency prevention, preparedness and
response is one of the main activities of the Centre.
This quarterly bulletin, which veplaced The Ark, sum-
marizes relevant smentific information, disaster man-
agermnent guidelines, country and regional disaster
prufiles, workshop recommendations and resolutions,
Literature digest and update, expert views, and current
news relating to emergencies in generak.

Pan-African Task Force on Disaster Management
in Africa. A proposal for the formation of a Pan-
Alrican Task Force on Disaster Management in Africa
was submirted to the Organization of African Unity
(OAU) for consideration. Many multilateral, govern-
mental and nongovernmental organizations are in-
volved in disaster prevention, mirigation and
preparedness acuvities in Africa. Thus, there is a need
to fully coordinate their activities for the most effec-
tive and efficient utilization of their limited human,
and financial resources. A secretariat will be estab-
lished composed af experts from the QAU, UNDP
and WHO o serve on the Task Force.

African Report for the IDNDR World Conference.
“The African Common Posttion on Disaster Reduc-
tion and Humanutarian Assistance”, mcluding a plan
of action,. prepared jointly by the QAU, the Unjted
Nations Economic Commission for Africa (ECA), the
Pan-African Centre and the secretariat of Interna-
tional Decade for Natural Disaster Reduction (IDINDR)
for the IDNDR World Conference in Yokohama,

Japan in May 1994, was recommended by the P1fth
African Ministerial Conference on the Enviranment

Session {22-23 November 1993) for further elabora-
tion by African countries, and for final approval by the

OAU Council of Ministers in February 1994.

“The African Comumon Position” is an important
African initative giving direction for the next 10-20
years for disaster reduction and humanitatan assis-
tance placed centrally between conflice resolution, as
a precondition for sustainable development and envi-
ranmental protection. The final approved version and
its reglonal plan of action and subregional plans, will
be presented during the IDNDR World Conference.

Pan-African Centre’s meetings and
conferences

The Emergency Prevention and Preparedness Group
(EPPG) invites weekly representatives of various UN
agancies in Ethiopia concemed withemergency work,
refugees. returnees and displaced persons.

Pan-Afrlcan Centre's interagency meetings

The Regronal Liaison Office of the UNHCR convenes
fortnightly a meeting composed of UN agencies,
NGOs, donoragencies and foreign ernbassies in Addis
Ababa, as well as national government authorities
concermned with refugees, returnees and displaced per-
SOMS.

Funding,

In 1993 [taly, Canada and Finland helped to finance
the Cenire.

b} Emergency Preparedness and
Response Subregional Office for
Southern Africa

WHO developed emergency preparedness and re-
sponse (EPR) programmes in Angola and Mozambique
in 1988. By 1991 WHO had established a subregional
office (abbreviated in thus report as EPR-Harare) and
had set 1p a three-year programme which extended
sugpott in the health sector to the entire region of
scuthem Africa. Based in 1993 in Harare, Zimbabwe,
the programme stresses four areas: (i) country emer-
gency programmes for displaced populations; (ii) refu-
gee repatriation; (iili) regional emergency preparedness
training, and (iv) epidemic preparedness.

Background

From 1980 to 199, war-related deaths in countries

belonging to the Southemn African Development Co-
ordinaticn Conterence (SADCC) totalled around

1 9 millon. Violence now threatens 64 million peogle
in Angcla, Mozambique and South Africa. In 1993,
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100 000 people may have been killed in Angola, and in
South Africa the press reported 1000 violent deaths
from May to October 1993 alone, while post-war
instabulity is still prevalent in Mozambique.

Cholera and dysentery epidemics affect seven
countries in southern Africa. It is estimated that 80
million people in the countries are at risk of cholera.
Notifications from February to September 1993 to-
talled more than 4% 000 cases and 1600 deaths.

Droughts are annual events in many countries in
southern Africa, and during the last decade there have
been two sertous droughts in particular. In 1992-1593
the drought increased water-related diseases and
malnutrition in all SADCC member countries. Hospi-
tal admissions for malnutrition grew by 125-200%;
acute malnutrition rates of 10% were reported in
Malawt and Mozambique, and of 20% in Angola;
while Zimbabwe reported pellagra. In Namibia, the
drought caused excess health expenditures of
$3.8 million, while Malawi had to cut imports of
essential drugs.

In 1993 floods were widespread; the United Re-
public of Tanzania registered 6000 homeless; storms
and cyclones were reported in Lesotho, Mozambique,
Swaziland and the United Republic of Tanzania; bush
fires threatened Namibia, Swaziland, the United Re-
public of Tanzania and Zimbabwe; insect infestations
and other pests were common; and Malawi suffered
two severe landslides.

Severe road and railway accidents are almost daily
events. From May to October 1993, mining disasters
caused 110 deaths in South Africa, and deaths were
reported also from Zambia and Zimbabwe. So far,
chemicaland ou spillshave affected only Mozambique
and Zimbabwe, but Angola and Namibia are also
vulnerable to this hazard, due to their oil industry.

In short, vulnerability is high in these countries.
There are more than 2 millioen refugees in southern
Africa, including a total of 9 million internally dis-
placed persons in Angola and Mozambique. Violence
continues to cause internal displacementalso in South
Africa. Emigration is a traditional economic strategy
for the populations of these countries. Urban squat-
ting is a widespread problem; rates of growth of 7-8%
a year are common for all major towns.

Access to water is precarious for a large segment of
the population. Environmental degradation is wide-
spread. In addition to deforestation and land over-use
in Angola and Mozambique, there remains the danger
of unexploded land mines accumulated during 30
years of war (estimated at 1 million in Angola and 3
million in Mozambique).

The economies of countries in southern Africa rely
strongly on agriculture. Problems of land tenure are
compounded by difficult access to credit and agricul-
tural inputs. Rural households suffer from precarious
food security. Structural poverty is currently harsher,
as most countries are undergoing economic adjust-
ments. Inflation and unemployment are high, while
resources for investment and maintenance of services
are hard to come by.

[n 1992 the drought demonstrated the vulnerabil-
ity of infrastructure. In Zimbabwe many rural health
units had no water; in Lesotho, primary health care
(PHC) werkers migrated from their villages; in Angola
and Mozambique, all this was compounded by the
war. [n 1993 only 0.8% of Angola’s state budget was
allocated to health.

This scenario has interacted with an upsurge in
malaria, tuberculosis and the human immunodefi-
ciency virus (HIV). In July 1993 southern Africa ac-
counted ‘or 88 000 accumulated cases of acquired
immunodeficiency syndrome (AIDS). In Angola, the
contrel of trypancsomiasis has been discontinued
now for almost thirty years, and an epidemic appears
to be spreading.

Interest in disaster awareness increased in south-
ern Africa in 1993, But capacities still vary greatly from
country to country. Some have laws for civil protec-
tion but no executive strucrure, while others have
structures but no laws or EPR plans.

In1992-1993 all ministries of health were involved
in drought relief. They assisted in monitoring needs
and targeting the vulnerable, and they implemented
supplementary feeding programmes. At present, some
are working for rehabilitadon and recovery, and all
plan to strengthen their EPR capacity. While national
capacity exists in some countries, it is not structured
enough nor institutionalized. Only Namibia has an
emergency preparedness plan. Malawi, Mozambique,
Uruted Republic of Tanzania, Zambia and Zimbabwe
have decentralized capacities to the subnational level.
However, only Botswana and Zambia have stockpiles
and a regular budget for EPR

WHO action in southern Africa

Against this background, the EPR-Harare office en-
terzd its third year of activides. The office runs a
programumne of assistance to southem African coun-
tries, whose overall goals are to: promote capacities
and self-reliance in disaster management; enhance the
role of health in disaster management; and assist in
the health aspects of national and international re-
sponse to disasters.
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The prograrmme has a flexible framework thatcan
accommeodate health emergency assistance in disas-
ters, as well ag developmental initiatives aimed at
building national capacities for disaster management.
Its focus is on promoting collaboration of the health
sector with other sectors, WHO's participation in
IDNDR. and other UN activities, and collaboration
among Member States.

In 1992-1993 activities were mostly absorbed by
the response to drought and cholera in southem
Africa and the complex emergencies in Angola and
Mozambique. Nonarheless, a considerable number
ofinstitunen capacity-building activities for prepared-
ness were also implemented at country and
intercountry levels.

In 1993 the plan of action had three sets of opera-
tional objectives: (i) to provide technical support to
EPR programmes in Angela, Mozambique and Zim-
babwe; (i) to provide assistance and strengthen ca-
pacities in other countnes in southern Africa; and
(1ii) to provide WHO with a focal point for emergen-
cies in southern Africa.

Atcountry level, the first two objectives have been
attained to varying degrees.

With WHO assistance, the Ministry of Health in
Mozambique has developed strategies and structures
for emergency preparedness and response. WHO
assistance has helped to inregrate UN action for
humanirarian assistance and peace. Since January 1993
it has been exzended to district level in support of the
peaceful resettlement of the population. In Angola,
the priority remains to assist the Ministry of Health
in asserting its role in coordinating international aid
for health relief and rehabilitation. Both countries
have funds earmarked for specific EPR plans of action.
The EPR-Harare office provided technical back-up
and supported the transfer of experience from
Mozambique to Angola.

For Lesotho and United Republic of Tanzania,
WHO funds have been obligated for trawning and
other emergency and response activities The EPR-
Harare ofhice assisted WHO country offices and
ministries of health in identifying the strategies and
the components of medium-term <country
prograrmmumes. The Minisay of Health of the United
Republic of Tanzania has announced the establish-
ment of an Emergency Preparedness and Response
Uniit and is now planning tramning for district medical
officers.

Eor Botswana and Zimbabwe, WHC funds have
aeen earmarked for institutional strengthening in re-
sponse to the drought. Now, both programmes are

being revamped to assist national processes for emer-
gency preparedness planning, in collaboration with
ministries of health, other sectors of govemument,
UNDP and other UN parners.

After cansultations with WHO representatives in
Malawi, Namibia, Swaziland and Zambia, “seed-
money” has been earmarked for EPR studies and
training in these four countries. It is expected that
munistries of health will use this assistance to establish
a disaster database and devise proposals for national
capacity building.

In collaboration with the WHO Office for South
Africa, also based in Harare, studies and plans are
vnder way to extend emergency preparedness and
response assistance to that country in the near future.

At intercouniry level, the major wutiative of the
EPR-Harzre office in 1993 was a meeting where 30
senior officials from ministries of health and civil
defence insouthern Africa shared their experiencesin
disastermanagement. Inline with the objectives stated
above, the meeting produced a sumumary of subre-
gional hazards and capacities, plans, focal points and
facilitatos for national capacity building in the com-
Ing year.

As the EHA focal point for southern Africa, the
EPR-Harare office produces a quarterly emergency
update aad circulates epidemiological and technical
informat.on throughout the countries concerned as
well as to other disaster-stricken countries (e.g,
Liberia). An EPR briefing package was prepared and
distributed to all WHO offices in English-speaking
African countiies.

Collanoratng with other WHO programmes is
actively pursued through headquarters and the WHO
Regional Office for Africa {(AFRO), with, forexample,
WHO's Global Task Force on Cholera Control, Health
Systems Research and Development (HSR), Nutrition
(NUT), aad Health and Biomedical Information (HBI).
Collaboration has been achieved through common
initiatives, or by identifying together with WHO
representatives those programunes thav are most
nerded to support nabhonal EPR capacities.

A special effort has gone into promoting WHO's
rofz in disaster management as regards subregional
mstitutions and the international community. The
EPR-Harare office is the focal point for the WHO Pan-
Albrican Centre for Emergency Preparedness and
Response and for the UNDP’s Disaster Management
Training Programme (DMTF} n southern Africa. In
1993 the EPR-Harare office assisted DHA in the prepa-
ration ol the UN emergency appeal for Angola, and
collaberated with the Pan-African Centre-EPR,
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SADCC ICRC, IDNDR, UNECA and CAUinvarious
training events.

To give an idea of the global volume of activites,
between 1992 and 1993, the EPR-Harare office iden-
tified and promoted projects worth around $34 mil-
lion, addressing both preparedness and response areas.
Donors responded with 8 million, which has been
channeiled to the countries concerned with technical
support from the EPR-Harare office.

Altogether, in 1993 about 300 officials from vari-
ous institutions were briefed on disasters in southern

Africa and on disaster management, including the role
of WHC in chis area.

Locking ahead

For 1994 a tentative plan of action for emergency
preparedness in southern Africa has been outlined, in
close collaboration with ministries of health and WHO
country offices. [tincludes: (i} disaster-risk mapping at

EPR in southern Africa
State of implementation of WHO cauntry assistance
October 1993

Country Financial Callakoration

Angola Country programme UN consolidated
angeing appeals forthcommg

Botswana Funds earmarked for Collaboration with
country programme (No UNDP/DMTR for
reaction from MOH yet) Nationa! Disaster

Fian

Lesotho Funds ohligated for logad
rectuitment — AFROPQC
has line for EPR

Malawi Funds earmarked; training DMTP workshap
ang tocal costs {Ma forthcoming
reaction from MOH ver;

Mozamoique Country pragrameme DMTP workshop
ongoing — Assistance forthcoming —
extended to district Cotlgboration with
level LIBOROZ JUNOHAC

MNamibia Funds earmarked: training
and loeal costs - Request
for essisiance may be
fartheeming

Bwaziland Funds earmarked: training
ang iocal costs (Mo reaction
from MOH yet)

Tanzaria Funds obhigated for OMTP workshop
framning farthconting haisans

with GPM

Zambia Funds earmarked: training  Possible coilabor
and local costs (No ation with Owp
raaction from MOH yet) and UNDP/DMTP

Zimpagwe  Funas earmnarked for

country programme
{(Negotiations with KOG
are angomng)

Emergency Preparedness and Response
Subregional Office far Southem Africa

Scope of activibes 1993

[ EPR Office: for (—a»| Botswana  —f@» Response to
i S0 athern Africa Lesotho drought and
— Malaw! capacity-building
Namibia pregramme
Swaziland development
Tanzania
Zambra
Zimbabwe
Conaboration,
g=} i . I
Lnaiﬁgiﬂgb;\th EPR-Angola  —fe Crisis manage-
Addis Ababa ment capacity
«WHO/CCR/ building response
CTD programme
* WHO/HER development
-
-B;ﬂp EPR- - Crisis manage-
+|JMDR Mozambigue ment capacity
. R building
* SACCC faod programme
Security development
* support far
resettiement
district lavel
+ health enordina
fion for
humanitarian
assistanng

* health coordina
tign for demabili-
zation

nanional and subnational levels; (i) trainer’s training
and assistance to health emergency structures and
plans; (in) intersectoral action to promote a legal
framewcrk, political cornmitment, institutional ar-
ranigerne ats, public awareness and education in disas-
ter minagement

The extension of EPR assislance to all countries in
southemn Africa will require a substantial growth in
WHQO's capacity. The EPR-Harare office will be
strengthened accordingly, while WHO representa-
tives wili receive comprehensive briefing on disaszer
managernent, in line with World Health Assembly
resolution 45.6. WHO activines will be opomized by
strice collabozation with the partners already idenu-
fied, widunthe regional srategies promoted by OAU,

the Pan-Afncan Centre-EFE and IDNDR,

Funding

in 1993 raostintercountry and country activities were
funded -hrough [talian voluntary contributions to
WHO/EHA, including EFP's Hedip global programme.
Other contributions from Finland and Norway and
from US A (USAID) supported EPR activities in Angola
and Mozambique, Other donors have recently ex-
pressed interest in helping to fund the programme
forusing on countries in southern Afnca.
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African Region (AFRO)

Liberia

In 1993 the WHO African Regional Office {AFRO) in
Brazzaville, Congo, collaborated with other interna-
tional orgaruzations, donors and NGOs in the area of
emergency preparedness and response in, among other
places, Liberia. AFRO emergency activities covered
maternal and child health, AIDS control, wormen and
youtl in health development, commumty water sup-
ply and sanitation, emergency medical services, dis-
ease prevention and control, development of human
resources for health, and public information and edu-
cation for health

Interagency collaboration within the UN system

was strengthened, including collaboration with local
and international NGQs. Some of the activities in
1993 included:

* FPAL: Training in monitoring the use of contra-
ceptives for family planning;

* Médecins sans Frontieres/Netherlands:
Traiming of supervisors of traditional midwives
in Grand Cape Mount Country;

¢ Liberia National Red Cross Ambulance ser-
vice for ECOMOG liberated areas,

* UNICEF - medical/health relief activities:
WHO/AFRO and UNICEF closely collaborated

iu he amnplenwcutanen of Wie joint U wuss

border mission to Gharnga (21-24 April 1993).
¢ AFRO helped to distribute pharmaceuticals to

heaith facilities, inaddition to non-medical items
(food and clothing) to displaced persons in
Marzbi and Grand Bassa regions.

EPR activities in southemn African countries

Since 19927 most southemn African countries have
suffered from severe drought A large percentage of
the rural population have migrated to urban centres in
search of food, water and health care. As a result of
this, there has been an increase in malnutrition and
diarrhoeal diseases, including cholera. AFRO has car-
ried out collaborative activities in the following
drought-stricken countries: Angola. Botswana,
Malawi, Lesotho, Mozambique, Swaziland, Namibia,
Zarnbia, United Republic of Tenzania and Zimba-
bwe.

¢ Angola. Certain areas in Angolz have been
affected by drought. AFRO cooperated in the
programme of decentralization of health emer-
gency coordination and in strengthening the
information base.

+ Botswana. Data on the nutritional status of
childrenunder five years of age showed amarked
deterioration. Local authorities were requested
to identify projects for implementation within
thei- respective development plans, and AFRO
continued to assist the Ministry of Health in
emergency activities.

* Malawi. Financial support was given to help
strengthen the country’s health services.

¢ Lesotho. AFRO recruited two national officers
to support the Ministry of Health in field assess-
mert, data collection, supervision and health-
care monitoring. A specially appointed health
statistician consolidated and analysed data col-
lected in the field and integrated nutridonal,
epicemiological and operational data into emer-
gency activities.

¢ Mozambique. After the peace agreement was
signed, the Humanitarian Assistance Commit-
tee beganits operation through RENAMO-con-
trolled areas. In collaboration with donors,
interational agencies and NGOs, emergency
relief operatons were strengthened through
government efforts.

o Swaziland. In collaboration with national au-
drosities, WIIO/ATRO and UNICEF helped to

alleviate the impact of drought on health, water
supplies and sanitation. Efforts were also made
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to monitor drought-related nutrition, health,
water and sanutation status.

¢ Namibia. AFRO assisted 1n epidemiological
assessment and communmcable disease control.

¢ Zambia. Malnucritioninchildrenincreased and
cholera continued to be a threat WHO/AFRO
and UNICEF gave support to the Ministry of
Health for operational-capacity building.

¢ United Republic of Tanzania. AFRO pro-
vided the Munistry of Health with various drugs
to help control cholera and meningitis.

* Zimbabwe. The Child Supplementary Feeding
Programume continued to feed more than 1 mil-
lion children under five, and AFRO continued to
provide non-food support for the programme.
InSeptermberand October 1993, two EPR work-
shops were orgaruzed by the EPR-Harare office.
Government officials from southern African
countries participated.

Region of the Americas (AMRO)

The following are extracts from the Pan American
Health Organization/WHO Regional Office for the
Americas (PAHO/WHOQO) 1993 annual programme
evaluaton of its Emergency Preparedness and Disas-
ter Relief Coordination Programme (PED).

PED's components in 1993 consisted of: (a) overall
programme management. (b) technical cooperation
{preparedness/mitigation/prevention), and (c) disas-
ter relief and humanitarian assistance.

Overall programme management

Extrabudgetary sources of funding continued to con-
stitute the overwhelming majority of PED’s annual
budget. Only 12% of PED’s biennial budget for 1992-
93 came from PAHO/WHO regular funds. Therefore,
there was pressure to negotiate and finalize the grants
with its two principal donor agencies: the Canadian
International Development Agency (CIDA) and the
Office of U.S Foreign Disaster Assistance of the U 5.
Agency for International Development (OFDA/
USAID). The previous grant from CIDA expired in
Septernber 1993 The transition to a new grant, which
took effect 1 October and covered a three-year period
{CANS 3 million), was smooth. A new grant from
OFDA/USAID began on July 1, 1993 and increased
the previous level of funding by $200 000 per year (to
% 3 million for five yearsy While the re-financing of
these grants helped to secure medium-term “core”
funding, which in turn faalitated the planning of
programme acuvities. the AlID grant required that

these activities focus more narrowly on disaster miti-
gation in health facilities.

Additional sources of extrabudgetary funding were
secured for specific projects and programme activi-
ties. The Qverseas Development Authority (QDA} in
the United Kingdom supported health sector disaster
preparedress, mitigationand prevention in the Carib-
bean (3220 500 per year); the Government of the
Netherlands has been the principal financier of the
SUMA Project — Medical Supply Management in the
Aftermath of Disasters in Latn America and the
Caribbean ($262 115 per year); and the Government
of France has supported hospital preparedness and
mass castalty management in the eastern Caribbean
through a three-party agreement between France/
PAHQO/OECS, based in St. Lucia.

Additional funding is required to increase the level
of activities in underdeveloped or overlooked areas
such as ckemical accidents preparedness, IDNDR-and
prevention and mitigation activities.

The concept of subregional technical cooperation
has broacened, and more speciahized technical coop-
erazion is being provided through PED's regional
projects: SUMA, hospital mitigation, chemical acc-
dent preparedness, the Disaster Documentation Cen-
tre, prepa-edness of water supply systerns, and hospital
preparedness.

Technical cooperation

Most countries in the region have institutionalized
the concept of preparedness for natural disasters,
having crzated and staffed a health sector programme,
provided 1t with a budget and access to important
decision-making levels. This has enabled PED to en-
courage 4 multi-hazard national approach to disaster
management. PED also developed technical training
meterials to support national self-reliance, including a
four-volume technical publication entitled Mitigation
of disasters in hospitals and other health facilities.

PAHO/MWHO s Disaster Documentation Centre in
Costa Rica provides hard copies of technical, scientific
and audiovisual material and reference documents on
disaster preparedness and nutigation, free of charge,
to the hzalth sector of the Amercas. The Centre's
database grew by 50% in 1993 and is maintained on
MICROISIS, compatible with BIREME and othermajor
library software programs in the region. Its goal is to
become a multidisciplinary centre and not selely health
related. Fundraising will be needed to achieve this,
however.

PED’s extensive mailing list also distributes its
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Bollvia. Disaster supplles ara chacked on arrival at a civill
defense centre. PAHO/WHO's disaster preparedness
pragramme helps countries prepare for natural disasters such
as floods, earthguakes, ete.

IWHO/PARD, G, Gowre!

quarter.y newws.etter Disasters Mitigation and prepared-
ness in the Amremroas (presenc circulation 19 100), includ-
ing special supplements on various topics. In 1993
specialized maiing lists wees developed on hospital
mitigatior, SUMA, [DXDR and the Disaster Docu-
mentazon Cene.

PED alsn mz3 begun to enlist suppart from parlia-
mentar:zns W are 1t a pesiton to enact legislation
favourabdle to disaster mitigation measures in health
facilities and o comumiz the necessary national bud-
getary resourics 1o ensure 1ty implementation.

Since 1971 PAHOANWHO/PED has acted as a re-
gional collaborating insritution for the UNDP’s Disas-
ter Maragemen: Traimng Programme (DMTP) 1n the
Americas. Fhase | of DMTP has been completed;
phase [T will 2ancentrare onthe management of com-
plex disasters.

[DXDR 2::zoished a regional office 1n San José,
CostaRicz uncerthe admirastrative umbrelia of PAHO.
FED hiss prepered a regional reporton the hustory and

status of disaster management in the Americas for the
UN Waorld Conference on fNatural Disaster Reduc-
tion, to be held in Yokohama, Japan in May 1994.

At thz urging of PAHO, the Scientific and Techni-
cal Committee of IDNDR chose as the theme for the
1993 Werld Disaster Reduction Day (October 13) Stopy
Dyisasters in Hospetals and Schools, A widespread public
information and media campaign was launched, in-
cluding & video programme.

Several years ago, the School of Public Health at
the Universicy of Antioquia (Medellin, Colombia)
was designated a WHO Collaborating Centre and its
principa’ task is to support PED efforts to include
disaster preparedness in the faculdes of health of the
region’s universines. To a large degree, this has been
successbul. In 1993, greater efforts were directed to-
wards incorporating this topic into other health facul-
ties such as schools of sanitary engineering. Now PED
will begin to target non-health Eaculties {engineering,
architecture, etc.) whose professionals will be in-
voived in the design of health Facilities.

Disaster relief and humanitarian assistance

PED coliaborated closely with the Orgamzation of
American States {OAS) and other UN agencies to
prepare the jointappeal for humanitarian aid for Haiti.
In 1993 PED worked with the intemational commu-
nity to help mitigate the negative impact of imposed
sanctions on the most vulnerable Haitans. Funding
for this was received from the following and chan-
nelled through PED: Canada {CAN$1500000); Canada
(CANS 2 500 000%; Norway (US89 585); European
Union (EU) (US$340 900}, Despite these efforts, the
situation in Haici by the end of 1993 did not improve,
but worsened. Thus, PAHO/MWHO's country office
produced an Emergency Health Flan to increase exter-

Peru. Training practice fm hamndiing eimergencies.
(WHO /PAHD)
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nal humanitarian aid 1n the health sector. This will
require additicnal exhaustive follow up and perma-
nent laison with the international humanitarian as-
sistance community to mobilize the necessary external
resources.

Cuba

PED participated in the inter-programme response to
the optic neuritis epidemic in Cuba in 1993. One PED
staff member was part of the interdisciplinary team
that traveled throughout the country and whose re-
port formed the basis foranappeal to the international
community

SUMA

The SUMA project (mentioned earlier in this report)
has completed 1ts promotional phase and each PED
subregional office will be responsible for its manage-
ment within its geographical area. SUMA must ex-
pand beyond the health sector, and if efforts to “sell”
the project to national civil defense agencies are not
successful, the project will suffer. The longevity of
SUMA will depend on expanding the software pro-
gram to cover the management of distribution, in
addition to its present inventory functions.

Other matters

PED has been able to maintain, and even modestly
increase its level of extrabudgetary funding. How-
ever. to continue o maintain its level of activities,
additional support is required from PAHO. The ume
has come to pass on the responsibility for general
health sector disaster preparedness to the offices of
the PAHO/WHO representatives and focus PED staff
on promoting new trends, ideas and initiatives. This
does not mean that disaster preparedness will disap-
pear from PAHQO, but rather that it will change places
in the orgamuzational structure. This will be necessary
if PED is to implement the shift from preparedness to
mitigation, reach out to other sectors such as parlia-
mentarians, and develop other areas such as techno-
logical and complex disasters.

Eastern Mediterranean Region (EMRO)
1993 activities

Public awareness increased in the Eastern Mediterra-
nean Region in 1993 a< regards the importance and

value of emergency preparedness and planning in
national deveiopment plans. Following the tenth
meeting of the Regional Director with WHO repre-
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sentatives of the Region, a two-day workshop on
emergency preparedness and disaster management
was held in the Regional Office from 9 to 10 Septem-
ber 1993.

In support of IDNDR, all EHA focal ponts in
Member States were approached to help promote the
objecuves of the Decade. It was suggested that na-
tonal IDNDR committees be established to identfy
national Fealth priorities to promote Decade activi-
ties The theme of International Day for Natural
Disaster Reduction in 1993 focused on the importance
of schools and hospitals dunng emergencies, and
informartion on this was communicated widely to the
Member States in the Region.

Ongoing activities

An £PR project, funded by the UNDP and executed by
WHO, is expanding its activities in six areas in the
Sudan. In collaboration with the United Nations Re-
lief and Works Agency for Palestine Refugees
(UNRWA), assistance to the occupied Arab territories
is continting 1n the form of technical and financial
support. A meeting was held in the Regional Office
from 15 to 17 June 1993, attended by representatives
from UNRWA, the Palestine Red Crescent Society
and the newly established Palestine Health Council,
as well as staff from EMRO and WHO aeadquarters,
to assess health priorities and needs ¢f the Palestinian
pecple living in the occupied Arab territories. Infor-
mation exchange in disaster management continued
between EHA national focal points and EMRO, and
nuirition:] emergency assessments are being carried
out regularly in the Sudan in areas where food short-
ages are expected to occur, based on the national early
waming systern.

Achievernents

EMRQ’s technical units supported EPR activities in
the Regicn by producing a manual on “Rapid nutri-
tional assessment in emergencies”, which is being
finalized, and a manual on “Health laboratory man-
agement”, which is being printed. At country level,
Sudan’s EPR programme produced a manual on “EPR
training”, including a trainer’s training manual and
health emergency guidelines, all of which are avail-
ab.e in Arabic and English. In addition, ten Member
States have formulated hospital disaster plans.

Planned activities for 1994

In the area of programme and informatton manage-
ment suppott, activities in 1994 will include develop-



