2

Copyright © 2000 by the International Federation of Red Cross and Red Crescent Societies.
ISBN 92-9139-066-6
All rights reserved. Except for quotation in a review of the work, no part of this publication
may be reproduced, stored in a retrieval system, or transmitted, in any form or by any means,
electronic, mechanical, photocopying, recording or otherwise, without the prior permission of
the International Federation of Red Cross and Red Crescent Societies. This publication is
copyright, but may be reproduced without fee for teaching purposes but not for resale. Formal
permission is required for all such uses. For copying in any other circumstances, or for re-use
in other publications, or for translation or adaptation, prior written permission must be
obtained from the publisher.
The opinions expressed in this publication do not necessarily represent the official policy of
the International Federation of Red Cross and Red Crescent Societies or of individual national
Red Cross or Red Crescent societies. The designations used do not imply the expression of any
opinion on the part of the International Federation or National Societies concerning the legal
status of a territory or of its authorities.
Printed by SADAG Imprimerie, Bellegarde/Valserine, France
Acknowledgements
The World Disasters Report 2000 was edited by Peter Walker and Jonathan Walter.
Principal contributors:
Chapter 1, Michael Day and Jonathan Walter; Box 1.1, Fred Pearce; Box 1.2, Michael Day;
Box 1.3, Michael Day; Box 1.4, Patrick Fuller (International Federation) and Jonathan Walter;
Box 1.5, Jari Vainio (International Federation)
Chapter 2, Jane Cassidy; Box 2.2, Claude de Ville (PAHO); Box 2.4, Michael Day
Chapter 3, John Sparrow
Chapter 4, John Owen-Davies
Chapter 5, Leyla Alyanak; Box 5.1, Sergei Neverkevitch (International Federation); Box 5.2,
Jean-Pierre Revel (International Federation); Box 5.4, Shaun Burnie (Greenpeace
International)
Chapter 6, Edward Girardet; Box 6.1, Jonathan Walter; Box 6.4, Loretta Hieber (Media
Action International)
Chapter 7, Andrew Simms; Box 7.1, David O’Brien and Abby Stoddard (New York
University)
Chapter 8, Michael Hoffman (American Red Cross)
Chapter 9, Centre for Research on the Epidemiology of Disasters; US Committee for Refugees
Chapter 10, Box 10.2, World Bank/Disaster Management Facility
Thanks to all those who assisted contributors during travel and research, including Guy
Bentham, Aradhna Duggal, Isabelle Grondahl and Fernando Soares.
Contact details:
International Federation of Red Cross and Red Crescent Societies
17, chemin des Crêts, P.O Box 372
CH-1211 Geneva 19, Switzerland
Tel.: (41)(22) 730 4222; fax: (41)(22) 733 0395
E-mail: secretariat@ifrc.org; web site: http://www.ifrc.org
To e-mail the World Disasters Report editors: wdredito@ifrc.org
World Disasters Report 2000

3

Contents
International Federation of Red Cross and Red Crescent Societies
Acknowledgements
Introduction

inside front cover
2
6

Section One Focus on public health
Chapter 1 Public health – has it fallen off the map?

Box 1.1
Box 1.2
Box 1.3
Box 1.4
Box 1.5
Figure 1.1
Figure 1.2

La Niña storms savage Venezuela
Nicaragua needs a break
Minamata – poisonous reminder of the past
Orissa – from cyclone to suicide
Turkish earthquakes leave long-term legacy
Investment in public health pays off
Public expenditure on health as a percentage of GDP

Chapter 2 Assessing and targeting public health priorities

Box 2.1
Box 2.2
Box 2.3
Box 2.4
Figure 2.1
Figure 2.2

Volunteers vital for meningitis vaccination
SUMA in East Timor
Dengue fever contained by cooperation in Cambodia
Consigning polio to the grave
The planning cycle
Satellites map Mozambique’s floods

Chapter 3 AIDS in Africa: no longer business as usual

Box 3.1
Box 3.2
Box 3.3
Map:

Save the orphans
Herbal healers and HIV
Generation of hope
Spread of HIV in sub-Saharan Africa

Chapter 4 North Korea’s public health pays the price of isolation

Box 4.1
Box 4.2
Box 4.3
Box 4.4
Map:

Juche – ideological cornerstone
“Nothing prepares you for North Korea”
‘Outing and shouting’: NGO departures underscore problems
Chronology of events, 1950-2000
Democratic People’s Republic of Korea

Chapter 5 Chernobyl: a chronic disaster

Box 5.1
Box 5.2
Box 5.3
Box 5.4
Map:

Thyroid gland cancer: who cares?
Red Cross volunteers key to psychosocial recovery
International assistance programmes for Chernobyl
Flaws at Tokai-mura look familiar
The world’s worst nuclear accidents

Chapter 6 Kosovo – the humanitarian Klondike

Box 6.1
Box 6.2
Box 6.3

Ten tons of darkness
Military and private sector challenge established aid providers
News you can use

8
10
13
14
18
26
21
25
30
34
39
43
45
32
36
52
55
61
67
69
74
80
82
84
88
76
92
95
98
102
105
96
110
114
117
120
Contents

4

Box 6.4
Map:

Returning to normal: the role of radio in traumatized societies
Back and forth: refugees in Kosovo and Yugoslavia

124
113

Section Two Tracking the system
Chapter 7 Surprise upturn in global aid

Box 7.1
Box 7.2
Box 7.3
Figure 7.1
Figure 7.2
Figure 7.3
Figure 7.4
Figure 7.5
Figure 7.6

Advance funding and contingency planning save lives
A climate of debt
Aid overshadowed by trade and debt
ODA in 1998 from DAC countries – net disbursements
ODA in 1998 from DAC countries as a percentage of GDP
The long-term decline: ODA as a percentage
of DAC donors’ GNP from 1956 to 1998
Bilateral aid to emergency relief in 1998 from DAC countries
Fluctuating allocations to emergency relief from
DAC countries (1969 to 1998) as a percentage of total ODA
Commitments to basic health and education as a percentage
of DAC countries’ bilateral ODA (1993-1998)

Chapter 8 Towards an international disaster response law

Box 8.1
Box 8.2
Box 8.3
Box 8.4

Sovereignty and assistance – room for reconciliation?
IDL – precedents for an operational approach
Sphere’s Minimum Standards –
customary international law in the making?
IDL – areas in need of further legal development

Chapter 9 Disaster data: key to improved response

Box 9.1
Table 1
Table 2
Table 3
Table 4
Table 5
Table 6
Table 7
Table 8
Table 9
Table 10

Disaster data: use with caution
Total number of reported disasters by continent
and by year (1990 to 1999)
Total number of people reported killed by continent
and by year (1990 to 1999)
Total number of people reported affected by continent
and by year (1990 to 1999)
Total amount of estimated damage by continent
and by year (1990 to 1999) in US$ thousands
Total number of reported disasters by type of phenomenon
and by year (1990 to 1999)
Total number of people reported killed by type of phenomenon
and by year (1990 to 1999)
Total number of people reported affected by type of phenomenon
and by year (1990 to 1999)
Total amount of estimated damage by type of phenomenon
and by year (1990 to 1999) in US$ thousands
Annual average (1990 to 1998) and total (1999)
number of people reported killed and affected by country
Total number of reported disasters by continent
and by type of phenomenon (1990 to 1999)

World Disasters Report 2000

128
132
134
138
130
131
133
136
137
139
144
150
151
153
154
158
165
167
167
168
168
169
170
171
172
173
176

5

Table 11
Table 12
Table 13
Table 14
Table 15
Table 16
Table 17
Table 18
Table 19
Table 20

Total number of people reported killed by continent
and by type of phenomenon (1990 to 1999)
Total number of people reported affected by continent
and by type of phenomenon (1990 to 1999)
Total amount of estimated damage by continent and by type
of phenomenon (1990 to 1999) in US$ thousands
Total number of reported epidemics by continent
and by year (1990 to 1999)
Total number of people reported killed by epidemics,
by continent and by year (1990 to 1999)
Total number of people reported affected by epidemics
by continent and by year (1990 to 1999)
Refugees and asylum seekers by host country (1993 to 1999)
Significant populations of internally displaced people (1993 to 1999)
Non-food emergency and distress relief, grant disbursements
in millions of US dollars (1990 to 1998)
Breakdown of food aid deliveries by category per year
(1991 to 1999) – cereals in grain equivalent

Chapter 10 Years of reponse to disasters

Box 10.1
Box 10.2
Box 10.3
Figure 10.1
Figure 10.2
Figure 10.3
Figure 10.4

Figure 10.5

Figure 10.6
Figure 10.7
Figure 10.8
Figure 10.9

ARCHI 2010: investing in health
ProVention Consortium on natural and technological catastrophes
Sponsors and signatories of the Code of Conduct
International Federation/League operations by region
from 1919 to 1999
The most frequent disasters (in terms of programmes
and operations to receive international support) from 1919 to 1999
Top ten countries – relief appeals and main relief operations
Number of beneficiaries (in millions) per year
from 1992 to 1999 in operations responding to socio-economic
dislocation and population movements
Number of beneficiaries (in millions) per year
from 1992 to 1999 in operations responding to food security
and floods, cyclones and earthquakes
Relief appeals by type in 1999 (percentage)
Number of beneficiaries by type of disaster in 1999
Twenty largest donors to 1999 International Federation appeals
in millions of Swiss francs (contributions in cash, kind and services)
Public health under threat in sub-Saharan Africa

176
177
177
178
178
179
180
184
186
187
188
194
194
198
189
190
190

191

191
192
192
193
196

Chapter 11 The global reach

202

Chapter 12 Wherever needs exist

218

World Disasters Report 1993-2000
Index
Fundamental Principles

225
227
inside back cover
Contents

6

Investing in people
to bridge the gap
In most people’s minds, the Red Cross and Red Crescent is best known for its disaster
response, whether in local communities or the international arena. But our day-to-day
work has more to do with providing basic health care and welfare – bridging the gap
between that which communities and families provide for themselves and that which the
state provides.
When disaster strikes, however, community care falters as families are torn apart. State
systems crack, and the gap between needs and service delivery dramatically widens. Filling
this gap in times of disaster, though, often means that as the threat of disaster recedes,
emergency responders find themselves faced with a dilemma. To pull out, knowing that
neither community nor state systems have re-established themselves. Or to stay and risk
being caught in the open-ended commitment of welfare provision.
Worse still, while sudden disasters hijack headlines and money, it is the silent, ongoing
disasters – with less obvious root causes – that are more deadly. Many countries’ public
health systems are in crisis and grossly underfunded. Weak systems underlie many of
today’s disasters, and are weakened further in the wake of disaster.
In Africa, the disaster of HIV/AIDS cannot be rolled back though expensive drugs. It
requires basic health education and a health system that can deliver consistent care. In
DPR Korea – which once boasted a health-care system among the best in the developing
world – tuberculosis and malaria are taking hold, while hospitals fuel their heaters with
soot gathered from nearby chimneys. Around Chernobyl, millions still live with the
nightmare of radiation. Cancer rates continue to rise, 14 years after the disaster, but
screening, treatment and psychosocial support remain inadequate. In Kosovo, the healthcare system has been irrevocably changed. Rebuilding it will require not just capital but
completely rethinking the role of the state in providing care.
I am convinced we must highlight some of the underlying causes of suffering and the longterm consequences of the crises to which we react. The days when disaster response meant
‘quick in, quick out’ are long gone. We cannot just pack up and go home after the disaster.
But pumping inadequate resources into dysfunctional systems is equally flawed.
Today we have to be smarter. Humanitarian organizations must engage in much more
focused advocacy and action – through partnerships with local communities, governments,
private sector companies, health research bodies and journalists. Public health education
and provision within local communities will render them stronger and better able to cope.
We need to invest in people, not just in commodities. Encouraging behavioural change is
as important as building hospitals. Support for disaster-affected states in providing
appropriate public health systems will help prevent future disasters. Advocacy at the
international level must address some of the systemic threats to public health – lack of
investment in solutions to developing world diseases, shifts from aid towards capital flows
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which may not serve the needs of the most vulnerable, changes in climate and land use,
poverty and poor education.
The International Federation was created in 1919 to respond to the post-war threat of
epidemics in Europe. Today, eight decades on, we remain committed to preparing for and
responding to not only crises, but chronic threats to people’s lives and dignity.

Didier J Cherpitel
Secretary General

Introduction

8

Section One
Focus on
public health

World Disasters Report 2000

9

Public health
– has it fallen off the map?
While public health has improved dramatically over the last century in much of the developing
world, it is under increasing threat as governments retreat from national health provision and
look to the private sector and non-governmental organizations (NGOs) to fill the gap.
Diseases such as HIV/AIDS and malaria have become ongoing disasters – less headlinefriendly than sudden natural catastrophes or refugee crises, but far more deadly. In 1999,
between 70,000 and 100,000 people were killed by natural disasters, but around 13 million
died of infectious diseases.
Responding to such chronic public health crises is beyond the capacity of humanitarian
organizations alone. International partnerships with governments, the private sector and
financial institutions offer one way forward. But often overlooked are local partnerships with
the communities facing first-hand the threats of disease and endangered health. Preventive
strategies and health education at the front line – promoted by trained volunteers and
community health workers – must complement initiatives at an international level.

Chronic health crises dwarf natural disasters
While dramatic catastrophes make the media headlines, chronic, unreported public health
disasters continue to claim the lives of millions. Primary health care in the poorer parts of Asia,
Africa and Latin America is deteriorating due to lack of resources – drained by conflicts, debt
and economic marginalization – as well as misguided resource allocation and failed
development.
What are the dimensions of the public health threat facing millions of vulnerable people, aid
agencies and governments at the brink of the millennium? First a few facts:
■ Public expenditure on health in low-income countries averages 1 per cent of gross
domestic product (GDP), compared to 6 per cent of GDP in high-income countries.
■ Every day, over 15,000 people are infected with HIV/AIDS – half of them under 25 years old.
■ Over 40 per cent of the world lives in malaria-prone areas.
■ Five hundred million people alive today will eventually be killed by tobacco.
■ One mother dies from pregnancy-related causes for every hundred live births in parts of
sub-Saharan Africa.
■ An estimated 150 million people have died from AIDS, tuberculosis (TB) and malaria
since 1945, compared to 23 million from war between 1945 and 1993.
■ Global military spending in 1995 topped US$ 864 billion, compared to an estimated
US$ 15 billion spent on prevention and control of AIDS, TB and malaria.
■ One B-2 ‘stealth’ bomber costs US$ 997 million compared to the US$ 160 million
Africa receives in official aid each year to fight HIV/AIDS.
■ Most of the 13 million annual deaths from infectious diseases could be prevented for
US$ 5 per person.
■ Only 2 per cent of all global public and private biomedical research is devoted to the
major killer diseases in the developing world.
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Box 1.1 La Niña storms savage Venezuela
For the second year running, Latin America was
dealt a massive death toll from flooding and
mudslides, after unprecedented rainstorms blew
in off the Caribbean Sea. The year before it was
Honduras and Nicaragua, mauled by Hurricane
Mitch (see ‘World Disasters Report 1999’). In
December 1999, it was the turn of Venezuela’s
coastal region, one of the most densely populated areas of the continent.
This time there was no hurricane, and hence
no warning from the hurricane watchers in
Florida. But two weeks of record rains turned soil
to mud and hillsides into tropical avalanches,
sweeping hundreds of bodies and entire
buildings out to sea. Fifteen-metre waves
inundated the coastal state of Vargas, destroying
entire communities.
Unofficial estimates put the death toll at
around 30,000 – making it Latin America’s worst
natural disaster of the 20th century. With 23,200
houses destroyed, over 110,000 people were
forced to take refuge in schools and stadiums in
the capital Caracas, or erect temporary shelters
near their vanished villages – despite
government efforts to move them to safer
ground.
The ingredients of the disaster were eerily
similar to those that had killed some 10,000
people in Honduras a year earlier. First, one of
the century’s most intense episodes of the
tropical climate aberration known as La Niña was
still bringing fierce storms, hurricanes and heavy
rainfall throughout the Caribbean region.
Meteorologists had warned at the start of 1999
that “another Mitch” was likely, and so it proved.
Second, the flight of unemployed rural
Venezuelans to urban areas in the past two
decades had turned the steep coastal hillsides
around Caracas, where the rainfall was most
intense, into an endless succession of precariously built shanty towns. Some 85 per cent of
Venezuela’s population of 22 million live in urban
areas. Many homes are built on ledges hacked
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illegally into the hillsides. Few drains have been
constructed to channel away flood waters.
And finally, high above these shanty towns
on the hilltops, logging had stripped out the
trees, the last protection against mudslides. It was
a disaster waiting to happen, says Luis Oswaldo
Baez of the UN disasters office in Caracas, “yet
the population is allowed to grow in these
areas.” Baez argues that the Venezuelan
Environment Ministry should have done more to
keep migrants away. Others say people were
well aware of the risks. Those with money settled
in safer areas. But the poorest, with least choice,
ended up “living in areas that should not be
inhabited and in houses not designed to resist
any unstable movement,” says Cesar Centano,
forestry professor at Venezuela’s Universidad de
los Andes.
Dead bodies mixed up in mudslides did not
present a significant public health risk, according to
the International Federation’s Hakan Sandbladh.
Concerns focused instead on an increase in
diarrhoeal and respiratory diseases, plus
surveillance and health education to combat
cholera, dengue, malaria and leptospirosis. And to
prevent an outbreak of equinine myoencephalitis,
50,000 doses of vaccine were provided.
Overcrowding in temporary shelters, collapse of
basic services, and above all unsafe drinking water
posed the greatest risks to health. Vargas state will
have to pump raw sewage into the sea and drink
water supplied by road tankers for the next two
years, while water and sanitation pipelines running
along the coast are repaired.
To meet longer-term public health challenges,
the Inter-American Development Bank has
approved the reprogramming of US$ 200 million
in loans for drinking water distribution, epidemiological surveillance and health education.
But with nearly a quarter of a million jobs lost in
Vargas state alone, and 29 per cent of the nation’s
health infrastructure damaged or destroyed, cash
to repay loans may be in short supply.
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HIV/AIDS – from disease to disaster
Since AIDS was first identified, 50 million people around the world have become infected
with HIV, the virus that causes AIDS. Nearly a third of those have died – and each hour,
another 300 people die worldwide from the AIDS pandemic (see Chapter 3).
In January 2000, the United Nations (UN) Security Council raised the subject of health for
the first time at one of its meetings as it debated the AIDS issue. United States Vice President
Al Gore said: “When a single disease threatens everything from economic strength to
peacekeeping, we clearly face a security threat of the greatest magnitude,” and went on to claim
that “the number of people who will die of AIDS in the first decade of the 21st century will
rival the number that died in all the wars in all the decades of the 20th century.”
Yet while AIDS activists welcomed the US focusing political attention on the pandemic, the
extra US$ 110 million pledged by the US was seen as just a start. The president of the
World Bank, James Wolfensohn, told the Security Council: “We estimate that the total sum
needed for prevention in Africa annually is in the order of US$ 1 billion to US$ 2.3 billion
and yet, at present, Africa is receiving only US$ 160 million a year in official assistance for
HIV/AIDS.” He added that the war chest for the fight against AIDS is “woefully empty”. In
April 2000, however, HIV/AIDS prevention among the young people of Botswana,
Ghana, Tanzania and Uganda was boosted by a pledge of US$ 57 million from the
Bill & Melinda Gates Foundation.
AIDS amply demonstrates how a disastrous new disease may disproportionately affect the
world’s poor. While effective but pricey drug combinations (US$ 12,000 per person, per year)
have slashed the number of AIDS deaths and emptied hospital wards in industrialized nations,
the death toll in the developing world continues to soar. Sub-Saharan Africa, home to 70 per
cent of the world’s HIV-positive people but to just a tenth of the earth’s population, bore the
brunt of the 2.6 million AIDS deaths last year.
Life expectancy figures demonstrate the catastrophic effect the virus is having on public health
– and will continue to have on the region’s economies. Life expectancy at birth in southern
Africa, which climbed from 44 in the early 1950s to 59 in the early 1990s is expected to
plunge back to 45 in the next decade. The AIDS pandemic is not just a humanitarian disaster
for sub-Saharan Africa and parts of Asia and the Caribbean – it is an economic disaster as well,
since the disease targets the most economically active members of society. Half of the 5.6
million people to be infected last year with HIV were under 25 years old.
“With an epidemic of this scale, every new infection adds to the ripple effect, impacting
families, communities, households and increasingly businesses and economies. AIDS has
emerged as the single greatest threat to development in many countries of the world,” said
UNAIDS Executive Director Peter Piot recently.
The AIDS issue in Africa raises the crucial question of how best to allocate limited public
health resources. The risk of mother-to-child transmission (MTCT) of the virus can be
radically cut by treatment with relatively expensive antiretroviral drugs such as nevirapine. But
without the necessary public health infrastructure to identify those in need and administer
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complicated drug regimes, scant health care resources for sub-Saharan Africa may be spent
better elsewhere. Essential drugs are needed to combat opportunistic infections such as
pneumonia or TB which prematurely claim the lives of so many suffering from HIV. And with
5.6 million new infections last year, resources must be channelled to revitalize communitybased prevention and home care.
Political consensus and urgency are desperately needed in Africa. One in four adult
Zimbabweans is infected with HIV/AIDS, yet last year the political will to announce a
national disaster and allocate resources to the crisis seeemed lacking. Use of condoms is one of
the most effective means of preventing transmission of the virus. Yet while thousands of
Kenyans continued to die each week of AIDS, President Daniel arap Moi, in a speech in
November 1999, criticized the promotion of condoms as “improper”.
India and China – the world’s two population giants – face their own unfolding disasters.
Latest available World Health Organization (WHO) estimates (for 1998) suggest that at least
400,000 Chinese are HIV-positive. As at March 2000, WHO estimated 3.5 million Indians
were infected with HIV/AIDS.
Long-term solutions to AIDS in developing countries rest on a combination of successful
vaccine research and prevention strategies. According to Seth Berkley, president of the
International AIDS Vaccine Initiative, even “with full guns blazing” an AIDS vaccine could
take seven to ten years to develop. Meanwhile, a range of short- and long-term preventive
measures must be adopted. Such measures include: aggressive and frank health education
(greatly underused by many nations at risk); screening of donated blood for the virus; and,
ultimately, improving the status of women in developing countries.

Fight against infectious diseases
Dangers posed by new and re-emerging infectious diseases are underlined in a declassified CIA
report, dated January 2000, which “responds to a growing concern by senior US leaders about
the implications – in terms of health, economics, and national security – of the growing global
infectious disease threat. The dramatic increase in drug-resistant microbes, combined with the
lag in development of new antibiotics, the rise of megacities with severe health-care
deficiencies, environmental degradation, and the growing ease and frequency of cross-border
movements of people and produce have greatly facilitated the spread of infectious diseases.”
The report predicts “economic decay, social fragmentation, and political destabilization in the
hardest hit countries”.
Comprehensive strategies of surveillance, immunization, treatment and education are needed
to tackle the big infectious diseases. Just over 80 years ago, a spectacularly virulent influenza
pandemic (‘Spanish flu’ as it became known) killed up to 40 million people in 12 months.
Another potential influenza pandemic was stopped in Hong Kong two years ago by vigilant
infectious disease experts. Left unchecked, that outbreak of a deadly bird flu in several Hong
Kong residents could have allowed the strain to develop into one transmissible between
humans. Influenza experts think it’s only a matter of time before such a strain emerges again.
And acute respiratory infections (ARIs) such as pneumonia and influenza still kill more people
– 3.5 million in 1998 – than any other infectious disease.
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Box 1.2 Nicaragua needs a break
Hurricane Mitch, which devastated Central
America in late 1998 and killed around 3,000
Nicaraguans, was only the latest in a succession
of natural and man-made disasters. Decades of
corrupt dictatorships, trade blockades and civil
war, on top of volcanoes and floods, have
eroded the country’s already precarious ability to
provide health care.
Post-Mitch, Charles Cherrett of the Dutch
overseas aid department said: “There is no such
thing as a natural disaster; there are natural
phenomena that interact with human activities.”
The left-wing Nicaragua Solidarity Campaign
asked rhetorically in the 5 December 1999 issue
of ‘New Times’: “So why did Hurricane Mitch
become such a human and environmental
tragedy of catastrophic proportions? Dozens of
hurricanes have struck the United States but
none in the last 25 years has claimed more than
100 lives.”
Caught in a vicious spiral of debt and disaster,
Nicaragua is one of many developing nations
whose ability to prepare for and cope with
catastrophe gets weaker each time disaster strikes.
And the burden to provide stopgap health cover
falls increasingly on humanitarian agencies.
A quick look at the state of Nicaragua’s
finances shows why this is happening. In 1997,
according to Oxfam, “over half of government
revenue went into servicing the US$6 billion
debt. The effects on social sector spending have
been disastrous…” Although Nicaragua
consistently failed to service its debts in full, the
amount it repaid in 1997 on loans (over US$
600,000 per day) was over twice that spent on
health and education combined.
Even before the hurricane, over 40 per cent of
Nicaraguans did not have access to safe water
and sanitation, according to Christian Aid – a
factor that plays into the hands of infectious
disease agents. And UN figures claim 84 per cent
of Nicaraguan children live in poverty. With an
estimated 60 per cent of the nation’s

infrastructure destroyed, including 102 health
centres and 512 schools, a moratorium on debt
payments was agreed by creditors after Mitch
struck. Oxfam suggests that debt relief should be
combined with “national development plans”, to
encourage judicious use of public funds and
enable this desperately poor country to break the
vicious cycle of poverty and poor public health.
In late October 1999, hundreds of people in
Achuapa, 110 km north-west of Managua, were
struck by leptospirosis, a disease spread by rats,
following heavy rains and flooding. By midNovember nearly 2,500 had become ill.
According to David Brandling-Bennett of the PanAmerican
Health
Organization
(PAHO):
“Leptospirosis is a persistent, often underrecognized problem to which the international
community has paid relatively little attention. In
Nicaragua, public health interest was sparked by
the concern the epidemic of a new disease would
pose to other communities and countries.”
If a deadlier disease were to emerge in this part
of the world it’s unlikely that Nicaragua’s
diagnostic, treatment and containment facilities
would be able to cope. Yet there is evidence that
dengue fever and its deadly cousin dengue
haemorrhagic fever are re-emerging in the region.
The familiar message of “invest now and save
later” has never sounded more pertinent. That’s
not to say Nicaraguans themselves have no
responsibilities or bearing on the fate of their
country. Why, post-Mitch, did the government
choose to spend money widening a four-lane
motorway between Managua and Masava, not a
yard of which was damaged by the hurricane?
According to President Aleman, it will take
20 years just to regain the level of development
reached before Mitch struck. Countries like
Nicaragua need a combination of imaginative
debt-relief and long-term humanitarian support
in order to rebuild the flawed systems that make
its citizens vulnerable to disease and natural
disaster.
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Failure by some of the world’s richer developing nations to adopt recommended treatment
guidelines mean hundreds of thousands of people are unnecessarily catching and dying from
TB, warned WHO. TB kills around 1.5 million people a year, mainly adults and adolescents.
HIV/AIDS sufferers are especially at risk – since HIV weakens the immune system, it can
activate latent TB infection and is also believed to multiply the risk of initial infection with
TB. Around one-third of all AIDS deaths are from TB.
Launching the Stop TB initiative, with the World Bank, the US Centers for Disease Control
and Prevention, and non-governmental groups, Gro Harlem Brundtland, director-general of
WHO, said: “We have a choice to act now and control TB, or we can continue business as
usual and let strains of multi-drug-resistant TB thrive. We have the cure; we need to mobilize
the world to use it.”
Stop TB aims to place TB research and control higher on the political agenda. Previous
complacency that TB was on the way out, thanks to the effective DOTS (Directly Observed
Treatment, Short-course) therapy, is gone. WHO has identified inadequate treatment

Box 1.3 Minamata – poisonous reminder of the past
Thirty-four years ago in the small coastal town of
Minamata, Japan, a new disease was diagnosed
among the local population. The condition,
which destroyed brains and minds, was named
simply after the town where it first appeared. And
as this disease was as man-made as the town
itself, that seemed entirely appropriate.
Minamata disease is an extreme form of
mercury poisoning. Not naturally occurring
mercury, but an easily absorbed organic form
called methyl-mercury that accumulates in the
food chain when large quantities of the metal are
released into the environment. At the time,
mercury was being used as a catalyst in the
industrial production of formaldehyde. The metal
was flushed along with waste water into the
town’s bay, where it was absorbed by small
organisms and passed up the food chain into fish
and other seafood, before arriving on the plates
of locals.
Some 1,500 people suffered damage to their
nervous systems with loss of muscle control, fits
and personality change. Many children born to
those exposed had terrible deformities.
Just as the disease was fading from the
world’s memory, it sprang up in Latin America.
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Fishing villages in remote parts of the Amazon
have begun to see the tell-tale trembling fits.
Japanese experts from the Kumamoto and
Yokohama national universities flew to villages
around San Luis do Tapajós in Brazil and
discovered dangerous levels of methyl-mercury in
the bodies of local people. Other researchers,
including Donna Mergler of the University of
Quebec in Montreal, believe methyl-mercury
contamination of the Amazon is more widespread that we realize. Experts agree the latest
victims were poisoned by eating fish, though it’s
unclear whether the mercury results from gold
prospecting or deforestation.
Mergler contends that mercury occurs
naturally in Amazon soils and is released by the
slash-and-burn techniques of loggers. Villagers
could possibly benefit from eating vegetarian fish
which may be less contaminated. But there
appears to be no action to address the likely
causes. Even with the political will to act, the
scale of the clean-up task would be daunting.
Japanese authorities spent millions of dollars
cleaning up Minamata Bay. What price to
decontaminate vast areas of the Amazon Basin?

15

programmes in Indonesia, Russia and South Africa that are encouraging the spread of the
disease. China on the other hand has built up its TB control programme and has achieved 95
per cent cure rates over half the country with DOTS programmes up and running.
Malaria continues to be a major public health problem in over 90 countries. It kills anything
from 1 million to 2.6 million people per year – no one knows exactly how many, but threequarters of them are children. Again, sub-Saharan Africa is disproportionately affected,
accounting for 90 percent of deaths. Gains made over the disease in the past 50 years are being
reversed by global warming (making transmission possible at higher altitudes and latitudes);
increased migration and emergency population displacements; changes in land use such as
urban sprawl spreading into endemic areas; and the appearance of drug-resistant strains. The
explosion in international travel means cases are turning up in developed countries.
Worryingly, malaria is re-emerging in areas such as Azerbaijan and Tajikistan where it was
previously under control. WHO claims that 500,000 deaths a year could be prevented with
about US$ 1 billion extra spending on strengthened health systems.
In November 1999, the non-profit Medicines for Malaria Venture (MMV) was announced by
governmental and inter-governmental organizations, plus, significantly, the International
Federation of Pharmaceutical Manufacturers Associations (IFPMA). MMV’s aim is to bring
about the registration of one new anti-malarial drug every five years. New drugs will be needed
to combat emerging drug resistance – particularly in south-east Asia. Artemether and similar
drugs derived from a Chinese shrub are currently the last line of defence against the deadly
falciparum strain of malaria in some border regions of Thailand and Viet Nam. If – or when
– quinine-resistant variants spread to sub-Saharan Africa, artemether-type drugs will be all that
stands between the region and another public health catastrophe.
AIDS, along with the longstanding scourges of ARIs,
diarrhoeal diseases, TB, malaria
and measles, stand as a grim
reminder that the threat of
infectious diseases still looms
large. Equally worrying are the 28
or so new or re-emerging
pathogens, such as ebola and
dengue fever. Diphtheria in the
former Soviet Union, for example,
has shot up from a few thousand
reported cases in the 1970s and
1980s to over 50,000 in 1995.
Syphilis infection among Russians
has increased 40 times since 1989.
Predictably, the poor are hit
hardest – 58 per cent of those who
die of infectious diseases are
among the poorest 20 per cent of
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Preventive
education targeted
at young adults,
seen here on the
streets of Maputo,
Mozambique, is a
crucial strategy in
the fight against
HIV/AIDS. Each
day, 16,000 more
people worldwide
are infected with
the virus – half of
them under 25
years old.
Photo:
UNAIDS/Neeleman
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the world’s population, but only 7 per cent of victims are among the richest 20 per cent.
WHO claims in its report Removing Obstacles to Healthy Development that the majority of the
13 million deaths a year due to the six main infectious diseases could be prevented for less than
US$ 5 per sick person. WHO’s Brundtland has stated that vaccination is “one of the most
powerful and cost-effective technologies.” And politicians and experts alike have often been
heard to mutter that if malaria were as common in Europe or the United States as it is in subSaharan Africa, there would probably be an effective vaccine against it by now.

Poor health drives poverty…
In addition to the terrible toll on human life exacted by infectious diseases alone, they also
accounted for 365 million lost years of healthy life in 1998 – that means 1 million lost DALYs
(Disability Adjusted Life Years) each day, according to the WHO. So concerned is WHO
about the economic implications of poor health that in January 2000, WHO’s Brundtland
launched a two-year commission on macroeconomics and health in order to study how
concrete health interventions can lead to economic growth as well as reduce inequity in
developing countries. And the World Bank’s Wolfensohn said in February that 60,000 of the
world’s poorest, surveyed by the Bank across 60 countries, themselves revealed that “the single
largest contribution to poverty is poor health.”
While the world’s richest nations (the Organisation for Economic Co-operation and
Development (OECD) countries) have consistently cut back on government health spending
since 1993, World Bank figures for poorer countries show even more disturbing priorities.
India, for example, spends just 0.7 per cent of its GDP on health, but more than three times
that amount on its military. Turkey spent 4 per cent of its GDP on the military in 1995, but
averaged just 2.7 per cent on public health from 1990 to 1997. In eastern Europe, the former
Soviet Union and many developing countries, a greater part of health care is being outsourced
to private companies and clinics, as part of the transition from state control to market
economy. This leaves those who cannot afford such care relying on reduced government
services and humanitarian agencies. But what happens to those who fall through the net?
In India, three-quarters of the nation’s health care is in private hands, claims Mira Shiva, head
of the public policy division for the Voluntary Health Association of India and Asian
coordinator of the International People’s Health Council. But for the 400 million Indians
living below the poverty line, who spend most of their income on food, private health care is
hard to afford and often out of reach. Yet people travel great distances at great expense to visit
hospital for often ‘trivial’ complaints. According to Shiva’s research, 65 to 70 per cent of
outpatient problems in India are totally preventable. But the Western medical model adopted
over the past two decades in India, based on ‘drugs, doctors and dispensaries’ now dominates,
with 60,000 drug formulations on the domestic market. As a result, the cost of medical care
is emerging as the second commonest cause of rural indebtedness in India.
Public health is under threat, claims Shiva, from pharmaceutical companies pushing nonessential medicines for profit; from centralized, vertical health-care programmes which deal
with diseases separately not collectively; and from international loans for capital-intensive
health initiatives which poor nations find hard to sustain. Market forces, argues Shiva, are
extinguishing traditional health systems such as ayurveda, and undermining preventive public
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health provision, since “the privatization of medical care by its very logic has to be curative
care, because nobody profits from public health.”

…but poverty and isolation also drive
poor health
One place yet to feel the forces of privatization is the Democratic People’s Republic of Korea
(DPRK) (see Chapter 4). DPRK’s public health system was once the envy of developing
nations – a system which counted the elimination of TB among its achievements. Today, the
system has, according to first-hand witnesses, been brought to its knees by years of political,
economic and professional isolation.
Hospital staff are forced to gather soot from local chimneys to burn as heating fuel, in the
absence of coal or oil. Many North Koreans are unable to reach hospital simply through lack
of transport. And a scant supply of drugs, medical equipment and food keeps many others
away. While DPRK has over 600 general hospitals, winter occupancy averages just 15 to 20
per cent.
Following reports of a devastating famine in 1994-96, a nutritional survey carried out in 1998
found that 60 per cent of under-sevens suffered stunting, caused by chronic malnutrition.
Malaria is on the increase and TB cases top an estimated 40,000 a year, according to WHO.
Since 1998, three leading NGOs, Médecins sans Frontières (MSF), Oxfam and Action contre
la Faim have left DPRK, following problems with access to parts of the country and difficulties
monitoring where all their aid supplies were going. The International Federation has stayed
on, distributing drugs down to district-level clinics and running training courses for medical
staff. Marcel Fortier, desk officer for the International Federation, believes that the
humanitarian needs of North Koreans are better served by remaining inside rather than out.
“We are doing things today which were impossible 18 months ago”, he says.
Poverty brings with it malnutrition which lowers the body’s natural resistance to infectious
diseases. WHO claims that malnutrition is an underlying factor in more than half of all deaths
among children globally – and one in three of the world’s children is malnourished. WHO’s
Brundtland argued recently that “investing in health means improving the conditions of work
and the ability to become productive and get out of poverty.”
By last year the numbers of people living in absolute poverty (on incomes of less than a dollar
a day) had risen to 1.5 billion, and is likely to rise further. Of these, WHO estimates over a
billion lack access to safe drinking water. As violent storms along the coasts of Venezuela and
India last year tragically showed, it is the poorest whose health will be hardest hit when disaster
strikes (see Boxes 1.1 and 1.4).
Political isolation behind the Iron Curtain, followed by economic crisis and poverty since the
curtain came down, have taken a heavy toll on the health of literally millions affected by the
Chernobyl catastrophe in the former Soviet Union (see Chapter 5). Meltdown of Chernobyl’s
nuclear reactor in 1986 expelled 100 times more radiation into the earth’s atmosphere than the
combined effect of the atomic bombs which fell on Hiroshima and Nagasaki at the end of
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World War Two. While attracting media attention at the time, it took four years until the first
international humanitarian assessment was made.

Box 1.4 Orissa – from cyclone to suicide
Within days of super-cyclone 5B striking the India
state of Orissa, government health officials,
NGOs and the media were all warning of a
looming public health crisis. The tidal surge and
heavy rains that accompanied the cyclone
caused massive flooding, contaminating
thousands of tube wells, swamping crops and
killing hundreds of thousands of cattle.
Human and animal corpses littering the
affected areas were thought to pose a major
health hazard and it seemed likely that a cholera
epidemic could claim more lives than were lost
during the cyclone itself. Why the predicted
epidemic never materialized is still open to
question. After the cyclone, people had no
choice but to draw water from contaminated
sources. In some coastal areas the cyclone
destroyed 99 per cent of the coconut trees – but
they provided a good supply of green coconuts
which served as a valuable source of clean water
and nutrients for many who had little or no
access to food.
While access to clean drinking water was an
acute problem, many knew to boil water before
consumption. Comprehension of public health
issues, particularly among Orissa’s coastal
population, has been boosted by the long-term
presence of many aid organizations. Following
the disaster, mobile clinics reinforced hygiene
awareness.
Within days, supplies of water treatment
chemicals such as halogen tablets were being
distributed as an integral component of most
relief distributions carried out by the government
and NGOs. Such a rapid and widespread
intervention certainly reduced the incidence of
water-borne diseases. Water surveillance,
epidemiological monitoring for communicable
diseases, and a massive programme to clean
wells were undertaken. While a small number of
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cholera and measles cases were reported, these
diseases are considered endemic to the coastal
region. The initial increase in hospital admissions
occurred mainly in bigger towns such as
Paradwip and Cuttack where unsanitary,
overcrowded conditions led to increased cases of
diarrhoeal diseases.
However, longer-term public health impacts
of the cyclone may be less obvious and more
serious. Endemic poverty in Orissa means people
spend four-fifths of their income on food, leading
to ‘starvation debts’ which have forced mothers
to sell their own children in order to survive. And
around half all Indian children under five are
malnourished. Add to this fragile situation a
devastating cyclone, and the principal public
health crisis – and challenge – becomes food
security.
Vandana Shiva, director of the Research
Foundation for Science, Technology and
Natural Resource Policy in India, argues that
commercial exploitation makes matters worse.
Sea water swept 20 to 30 km inland because
coastal mangrove swamps, which previously
acted as a brake on storm surges, had been
slashed to make way for shrimp farms. Floods
wiped out seed stocks as well as the
immediate standing crop. “The corporations
are trying to make the crisis an entry point for
hybrid seeds,” alleges Shiva. Hybrid seeds
deliver one great crop but are useless if
replanted, she claims. The capital needed to
buy new seed annually, plus the herbicides
essential for hybrid varieties to survive, is
locking farmers into debt. Unable to afford
either hybrid inputs or food produced
elsewhere, many farmers are taking their own
lives. “The epidemic of suicides in India I see as
a public health crisis,” maintains Shiva.
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Today, although the technical problems of securing the leaking sarcophagus which covers the
contaminated reactor receive attention, the humanitarian needs of those living nearby remain
poorly met by the international community. Yet rates of thyroid cancer – directly linked to the
leaked isotope iodine-131 – will not peak until around 2005 – nearly two decades after the
disaster. And according to one Belarusian source, birth defects since 1986 have soared by 87
per cent.
Less expected was the psychological fallout from the Chernobyl catastrophe. The mental
health of the contaminated – and those who think they were contaminated – was aggravated
by the culture of official secrecy which pervaded the region. Some Belarusians were only told
they had been contaminated two and a half years after the event. The International Federation
launched a psychosocial support project in 1997 to begin assisting the estimated 4 million
people still traumatized by what was the world’s worst nuclear accident.
It is difficult to determine the direct effect that radiation from Chernobyl has had on emerging
cancers, birth defects and psychological trauma in the region. Declining standards of living
following the collapse of the former Soviet Union also play a part. But while scientists argue
about cause and effect, humanitarian needs remain urgent, long-term and largely neglected.

Sudden-onset disasters leave traumatic legacy
The shock associated with sudden-onset disasters can have an effect on the mental health of
survivors which lasts long after the media and relief agencies have packed their bags. As a
public health concern, psychological trauma is especially vulnerable to insensitive short-term
interventions, and especially aggravated by longer-term systemic crisis.
Survivors of crises involving human rights abuses have in the past attracted more mental health
care than survivors of natural disasters. But following last year’s crisis in Kosovo and
earthquakes in Turkey, psychological concerns were equally at the fore.
By late summer 1999, Kosovo’s capital, Pristina, was flooded with humanitarian organizations,
many with well-meaning but inappropriate and short-term projects. Confusion reigned as up
to 200 agencies – two or three times more than necessary – competed in the health-care sector
alone. The self-respect and self-reliance of many of Kosovo’s well-trained cadre of professional
doctors and nurses were undermined – in turn hampering the psychological recovery of
survivors. Worse still, psychosocial issues became ‘flavour of the month’, leading some
attention-seeking agencies to pursue misguided projects such as interviewing rape victims for
re-broadcasting purposes (see Chapter 6).
In the aftermath of Turkey’s tragic earthquake in August last year, myths and misinformation,
spread by ill-informed officials and the media, misled many. Reporters on prominent networks
such as the BBC could be heard every night talking about the “frantic race to bury the dead”
in order to avert “feared cholera epidemics”. Even Turkey’s prime minister, Bulent Ecevit,
was quoted as encouraging swift action to dispose of dead bodies to avoid epidemics. But
Michel Thieren, from WHO’s emergency department, emphasized at the time that dead
bodies were less likely to pass on infection than live ones. Although bodies left unburied can
contaminate drinking water, many Turks were unnecessarily traumatized as lost loved ones
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were hastily tossed into mass graves or bulldozed into the sea. Millions of Turks were estimated
to be suffering from psychological trauma, as thousands of aftershocks continued to rock the
region (see Box 1.5).
Nearly two years on from the terrorist bomb – which was meant for the US embassy but
destroyed Nairobi’s business district in August 1998, killing over 200 and injuring more than
5,500 – the mental suffering goes on. “The wounds do not heal overnight,” said the
International Federation’s head of regional delegation. “It’s a long agonizing process, the more
so in Kenya where poverty exacerbates the suffering.” Such a disaster is unprecedented in this
region and the long-term effects on victims’ mental health can only be guessed at. A Red Cross
mental health programme is targeting 5,000 families of those injured or killed by the blast –
as well as 500 relief workers, some of whom suffered severe mental trauma after labouring for
over five days to sift the living and dead from the rubble.
Aid agencies as well as governments still have much to do to ensure that long-term, culturally
sensitive psychosocial care in disaster settings is given the priority it deserves. The Red
Cross/Red Crescent Movement and UNICEF have initiated psychosocial support
programmes in the Balkans, and during 1999 WHO and the International Federation
developed the first-ever guidelines for rapid mental health needs assessments in the field. But
very few disaster managers are specifically trained in this field and many methods appropriate
in traditional mental health services don’t apply in the extreme situation of major
humanitarian crises and disasters. According to Daniel Pierotti, principal officer for crisis relief
at the UN Population Fund: “There’s still a lot of quackery going on. Things are getting better,
but slowly.”

Partnerships and priorities for prevention
What are the implications for humanitarian agencies, as decreased primary health care
spending leads to a deterioration in public health? According to Peter Walker, director of
disaster policy at the International Federation: “Public health disasters are not one-off, they are
systemic. But agencies are being asked to pick up systemic problems as if they were still
‘emergencies’.” And while organizations operating in countries like Somalia are under
increasing pressure to take on roles usually reserved for ministries of health, donors are wary
of committing funds to long-term projects in case they get stuck without an exit strategy.
Partnerships are a key way forward. In order to prepare better and respond in a quicker, more
effective way to meningitis outbreaks, WHO, the International Committee of the Red Cross
(ICRC), the International Federation, MSF and UNICEF formed the Interagency
Coordination Group (ICG) in 1996. But the control and prevention of infectious diseases is
clearly beyond the scope of aid agencies alone. To control malaria, for example, a combination
is needed of improved health-system interventions, more insecticide-treated bed nets, better
environmental management and new malaria drugs and vaccines. WHO has formed a
coalition with other UN agencies, the World Bank, commercial companies and host
governments to combat the disease, called Roll Back Malaria.
In November 1999, the Bill & Melinda Gates Foundation donated US$ 750 million over five
years to establish a global fund for children’s vaccines. The fund will be administered by the
World Disasters Report 2000
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Global Alliance for Vaccines and Immunization (GAVI) – a partnership between pharmaceutical companies, national governments, public health and research institutions, the Rockefeller
Foundation, UNICEF, the World Bank and WHO. Their aim is to save the lives of the 3 million children worldwide who die each year of vaccine-preventable illnesses. GAVI will use the
fund to purchase underutilized and new vaccines, to provide resources to strengthen immunization infrastructure and to support research for developing new vaccines against diseases
such as malaria, AIDS and TB. At the official launch of the initiative in February 2000,
President Chissano of Mozambique said: “Immunization of our children is a critical pre-condition to ending poverty and establishing a healthy and productive population.”

Changing behaviour saves lives
Mortality and morbidity figures from chronic public health disasters are mind-numbing. But
vaccination is only one component of a prevention strategy – many lives could be saved by
simple preventive measures and changes in behaviour. Research in the US suggests that investment in public health measures such as improving personal hygiene and lifestyles can reduce
mortality by over 60 per cent. Yet such investment amounts to just 5 per cent of US government health spending. Meanwhile investment in health infrastructure (hospitals, drugs, etc.)
consumes around 90 per cent of the government’s national health budget, but its impact on
reducing mortality is a mere 11 per cent (see Figure 1.1).
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Figure 1.1
Investment in
public health
pays off
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“If populations adopted more healthy behaviour patterns,” argues Jean Roy, a senior health
officer with the International Federation, “we would see a significant decrease in mortality
rates among under-fives in Africa.” Roy maintains that “physical buildings and hospital
facilities are really secondary in terms of addressing the big killers such as HIV/AIDS, ARIs,
malaria, diarrhoeas, vaccine-preventable diseases and malnutrition. All of these diseases can be
addressed by changing behaviour and seeking appropriate care.”
Often it is not the lack of prevention and treatment strategies that bring disease and death, but
the failure to use these tools properly. Tens of thousands of lives in the developing world could
be saved each year by re-prioritizing existing resources away from tertiary infrastructure
towards lifestyle improvements, such as:
■ correct handling of drinking water;
■ improved sanitation through building and maintaining latrines;
■ correct rehydration during bouts of diarrhoea;
■ safer sex through condom-use;
■ breastfeeding exclusively for the first six months;
■ ensuring parents take advantage of existing vaccination opportunities for themselves and
their children;
■ use of impregnated bed nets in malaria-prone areas;
■ more appropriate and nutritious foods; and
■ better primary care of acute respiratory infections.

Invest in volunteers
Getting into developing world communities – beyond government hospitals and clinics – is a
key priority for the Red Cross/Red Crescent Movement, according to the International
Federation’s Hakan Sandbladh: “Governments are slipping on their responsibilities for basic,
preventive health care. But there is a danger in replacing what the government should normally
do,” he says, adding: “Pouring money into national health systems is not cost effective, as up
to 70 per cent can get siphoned into the big hospitals.” Sandbladh advocates training
volunteers in the community to enable them to take care of basic health problems. Trained,
mobile volunteers can spread prevention strategies against killer diseases like diarrhoea,
malaria, measles, HIV/AIDS and ARIs far more effectively than can underresourced hospitals
or clinics. And as Sandbladh points out: “Most sick kids die before reaching the peripheral
clinics anyway.”
ARCHI 2010 (the African Red Cross/Red Crescent Health Initiative) is a collaborative
venture engaging the resources of national Red Cross/Red Crescent societies regionwide to
focus on high-priority public health interventions, defined through discussion with national
health authorities, major health agencies, academics and beneficiaries (see Chapter 10).
Priority has been given to activities within the capacities of volunteers and which have a
positive impact on health indicators if implemented on a sufficient scale. Red Cross/Red
Crescent volunteers are present in virtually every African community and can play a key role
in the promotion and delivery of basic health services.
Working with a minimum figure of 1 million existing volunteers across the continent, the
International Federation’s Roger Bracke argues that, if each volunteer were to target just five
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families of five members with health education, up to 25 million Africans could be reached.
“When someone visits a village for a couple of hours, talks about health, then leaves – that’s
not prevention,” says Bracke. Only by engaging a network of voluntary and paid community
health workers in a variety of activities, which consistently pass on the same messages and basic
skills, can public health interventions work on the huge scale necessary in, for example, subSaharan Africa. But, continues Bracke, the burden of caring for the millions of Africans
suffering from AIDS and other diseases is way beyond the capacity of humanitarian
organizations alone. ARCHI 2010 can play its part in spreading local-level preventive health
education, and can encourage home care for sufferers within that context – but it is the
responsibility of governments to establish the continuum of health care from the home to the
clinic to the hospital.
Engaging local resources is critical to the success of interventions. Mira Shiva draws a
distinction between public health and community health: “Public health can be just a narrow
approach, such as throwing chloroquine at malaria – or it can involve the community, for
example through vector control.” She argues that to achieve a broad, integrated approach, as
much money must be spent on training field-based, community health personnel as on
distributing and developing vaccines.
In order to encourage the types of behavioural change outlined above, however, it will take
more than periodic visits from community health workers. President Chissano told the World
Disasters Report: “We have eradicated polio in Mozambique because we had the whole
population contributing including the business community.” He added that, as far as
HIV/AIDS was concerned, “the youth in Mozambique did not believe first of all that this
disease exists. Today they are engaging themselves in health education campaigns. Before they
used to come to us and ask for money for these campaigns. But today they have found their
way to sell something in order to have money to continue these campaigns.” Peer-to-peer
education is key to behavioural change and its role in relation to AIDS is examined in greater
detail in Chapter 3, Box 3.3.

Share knowledge locally and internationally
Clearly, many factors other than the level of medical assistance influence the outcome of public
health crises. Infant mortality and birth control are directly related to the educational
attainment of mothers. David Bryer, director of Oxfam, said in February 2000 that, for every
year a young woman spends at school, the chances of her infant dying decrease 5 to 6 per cent,
while the risk of dying herself in childbirth plunges by 8 per cent. President Chissano echoed
this in saying at GAVI’s launch of its child immunization programme: “Education is very
important for the success of these activities – especially the education of girls.”
Yet despite UN commitments during the 1990s to increase access to basic education to all the
world’s children, illiteracy is spreading. In sub-Saharan Africa, where AIDS and malaria hit
hardest, less children attend school now than ten years ago – 40 million do not even get
primary education. In a continent where women are often under pressure to sell sexual favours
to survive, thereby exposing themselves to AIDS, education is one of the only ways they can
improve their status and income.
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Many of the world’s poorest nations are not just cash poor – they are knowledge poor as well.
Vast inequities in scientific progress between richer and poorer nations will have to be
addressed by rich governments – since global capitalism alone is unlikely to do so. As Jeffrey
Sachs, professor of international trade at Harvard University, has pointed out, there is no
market in malaria. “A hundred IMF missions or World Bank health-sector loans cannot
produce a malaria vaccine,” he argued in The Economist magazine recently. “The root of the
problem is a much more complex market failure: private investors and scientists doubt that
malaria research will be rewarded financially.”
One solution Sachs suggests is that rich nations pledge to buy an effective vaccine for Africa’s
25 million babies born each year, if the vaccine is developed. They could guarantee a
minimum price of say US$ 10 a dose, with target countries contributing where they can. The
pledge would spark vaccine research, which if successful could save millions of lives at a cost
around one-quarter of the United States’ current debt to the UN. “Such a vaccine would rank
among the most effective public-health interventions conceivable,” claims Sachs, “and if
science did not deliver, rich countries would end up paying nothing at all.”
Gordon Perkin, director of the global health programme for the Bill & Melinda Gates
Foundation, recently described the foundation’s approach to help stimulate the development
of new vaccines as a “push, pull, punt”. The ‘push’ is US$ 100 million of grants to help develop
candidate vaccines through to early clinical evaluations. The “pull” is the US$ 750 million
grant to GAVI to buy existing vaccines and thereby create a market. This should then spur
commercial research and development into new vaccines and medicines. Finally, says Perkin:
“The ‘punt’ is a step toward risk reduction, including the provision of loan funds (capital) to
facilitate the production to scale of new vaccines.”
The past may give us cause for hope. As one WHO official said in 1980: “When the history
of the 20th century is written, smallpox eradication will be ranked along with the mastery of
flight and the exploration of space as one of the century’s greatest achievements.” Jean Roy, of
the International Federation, points out: “The eradication of smallpox in 1977 was achieved
more than 150 years after the discovery of the vaccine – and remarkably, the public health
community is about to eradicate polio, this time only 50 years after discovering the vaccine. If
there is a will, we can cut the time even shorter between vaccine discovery and control or
eradication.”
Meanwhile, there is plenty the poorer nations can do while waiting for the rich world to get
its act together. When cholera swept through Latin America in 1991, Costa Rica rapidly
deployed education and sanitation programmes that kept the disease at bay. Many aspects of
Costa Rica’s health care compare favourably with first world countries such as the United
States – even though its per capita income is ten times less. According to World Bank figures,
Costa Rica spends 6 per cent of its GDP on public health measures – ten times more than it
does on defence (see Figure 1.2). Costa Ricans live nine years longer than their wealth would
predict and infant mortality rates have fallen to levels comparable with industrial nations.
Unfortunately, Costa Rica, with its stable democracy and remarkably even wealth distribution
is the exception rather than the rule.
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Continuity of comprehensive community health care
The range of public health challenges facing governments, humanitarian organizations and the
private sector pays no respects to paper distinctions between development and disaster. In
order to meet needs stretching from psychosocial trauma in Chernobyl, Kosovo and Turkey to
the 10 million AIDS orphans growing up across sub-Saharan Africa, the response must be
comprehensive and continuous.
Increasingly, humanitarian agencies who once focused on short-term interventions to alleviate
acute suffering find themselves unable to leave after the disaster. There is often no return to
normality, no safety net for the most vulnerable, no system for protecting health and
preventing disease. No one can walk away from such dilemmas, so agencies have to change the
way they work. Advocating for and supporting continuity of basic health education and
primary health care become the priorities.
Continuity of health care means investing in people, not just in commodities – whether
through supporting peer-to-peer AIDS education in sub-Saharan Africa, or training of
midwives and nurses in DPRK. Getting beyond media-driven, reactionary ‘band aid’ towards
committed long-term support is crucial.

Figure 1.2
Public expenditure
on health as a
percentage of GDP
Source: World
Development
Report 1999/2000
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Box 1.5 Turkish earthquakes leave long-term legacy
The ground shook for just 45 seconds, but the
damage was devastating: over 17,000 dead,
44,000 injured, millions psychologically affected.
The massive earthquake which struck northwestern Turkey at 3 a.m. on 17 August 1999
measured between 7.4 and 7.8 on the Richter
scale. It damaged or destroyed around 340,000
buildings, hitting Izmit hardest – an industrial city
of 1 million inhabitants. The floors of apartment
blocks collapsed “like a loaf of sliced bread”,
according to one observer, crushing thousands
in their sleep. As the seabed dropped suddenly
along the fault line, a tidal wave as high as six
metres swamped the coast.
Over 1,300 aftershocks followed, culminating in
a second major quake on 12 November around
100 km east of Izmit. Rated 7.2 on the Richter
scale, it killed at least 845 people and injured
nearly 5,000 more. A further 40,000 homes and
buildings were destroyed.
The sheer scale of the first catastrophe caught
everyone off guard, prompting the Turkish
government to declare a state of emergency and
request international assistance. Initial fears –
widely publicized in local and international media
– that epidemics of cholera would be spread by
dead bodies beneath the rubble proved
unfounded. Emergency public health activities
focused on surveillance of communicable
diseases; providing clean water and sanitation
equipment for survivors living in tent cities and
prefabricated settlements; and distributing
medicines and medical equipment to hospitals,
clinics and rehabilitation centres.
While the international media publicized the
work of dozens of international search-andrescue teams lifting injured survivors out of the
rubble, these images disguised the reality that
most of the rescue work, in the first crucial hours
after the disaster, was done by neighbours, often
digging with bare hands. And the spontaneous
but professional action of Turkish health workers
– many of whom had themselves lost homes and
family members – undoubtedly saved lives.
Estimates of the survivability of victims buried
under collapsed buildings in Turkey indicate that
within six hours less than 50 per cent of those
buried were still alive. With even the quickest
international rescue teams taking 12 hours to
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reach the disaster zone, clearly it is local people
and institutions that need to be strengthened
and supported to cope whenever disaster strikes.
An assessment team deployed by the
International Federation shortly after the first
earthquake was surprised to find few patients in
the disaster area. Turkish health personnel had
already evacuated seriously injured patients to
Istanbul or Ankara, while ‘walking wounded’ had
moved to safer areas.
Nevertheless, temporary clinics and hospitals
were needed to meet the demands of nonearthquake-related patients. The pre-quake
5,000-bed capacity of the 25 hospitals in the
most seriously affected provinces dropped to just
300 beds after the earthquake – and half of this
capacity was in ‘buffer hospitals’ outside the
immediate disaster zone. Tented, ‘container’ and,
later, prefabricated hospitals provided temporary
clinical health services in the earthquake area.
But while international aid organizations
focused on the epicentre of the earthquake,
looking to support hospitals that suffered
structural damage, the buffer hospitals received
the bulk of patients – and hardly any
international assistance. The Kandira State
Hospital, to the north of the August epicentre,
had a tenfold increase in admissions and
operations. “I performed 11 caesarean sections
within the first day after the earthquake and the
midwife assisted in 35 births,” said hospital
director Ismail Yilmaz. Hundreds of patients were
admitted to his hospital, despite the lack of telecommunications, staff, medication, clean water
or electricity. “Today, seven months later, we
continue to face serious personnel, financial and
structural constraints,” explained Yilmaz.
In the aftermath of disasters, international aid
could make more difference if it were focused on
‘helping the helpers’. That means, within the
health context, material support for the buffer
hospitals bearing the brunt of treating patients,
and physical and psychological support for local
hospital and health personnel.
Local and international health professionals
considering the long-term public health
implications of the two earthquakes agree that,
.../
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.../
besides widespread damage to health facilities, at
least two other direct consequences of the
disasters will be felt for years to come: the need
for essential physical rehabilitation of severely
disabled quake survivors; and the importance of
addressing the psychosocial needs of the
affected population.
Since August 1999, the International
Federation’s health team in Turkey has visited
many of the Istanbul hospitals to which most
seriously injured patients were transferred. One
17-year-old boy, who lost his home and entire
family, is now paralysed from the neck down and
still waits for medical rehabilitation seven months
later. An estimated 4,000 quake survivors are
suffering from spinal-cord injuries, peripheral
nerve lesions, multiple bone fractures and
extremity amputations. The majority of these
victims
received
emergency
treatment
immediately after the earthquakes. However, due
to the limited capacity of local health institutions,
many patients must wait up to a year for crucial,
often lifesaving, physiotherapy and rehabilitation.
The earthquakes and aftershocks caused severe
psychological disturbances and many still suffer
from post-traumatic stress symptoms, including
sleep disorders, irritability, hyperarousal, anxiety,
depression and psychosomatic disorders. In
addition, the constant predictions, widely
advertised by the Turkish media, that another
strong earthquake could hit Istanbul at any
time, have added to survivors’ distress. The
International Federation has initiated a
community-based psychosocial programme –
starting in Avcilar, Istanbul – aimed at providing
immediate support to quake survivors, medical
personnel and relief workers.
Long-term efforts in the health sector will
not only focus on psychosocial support,
physiotherapy and rehabilitation for severely
injured quake survivors, but also on public health
issues, first-aid training and upgrading the
Turkish Red Crescent Society’s nationwide blood
programme. Other key areas for the Red
Cross/Red Crescent include reconstruction of
health, education and social facilities, social
welfare and disaster preparedness.
What has been learnt in the aftermath of
disaster? A comprehensive disaster preparedness
plan encompassing the government, non-

governmental and civil society organizations,
health institutions and individual families is
needed. The following list highlights some of the
important public health aspects to be taken into
consideration when serious disasters strike:
■

Assess the damage and consider the
immediate needs of hospitals and clinics in
the disaster zone. Main needs often include:
clean water and food; staff; medicine and
medical items; and electricity.

■

Assess the needs of buffer hospitals and
clinics surrounding the disaster area, which
may receive a high number of victims in
addition to their regular caseload and may
quickly become overwhelmed.

■

Helping the helpers: the basic needs of
health personnel must be quickly met to
enable them to perform their duties
effectively.

■

Swiftly organize psychological debriefing for
both local and international health and aid
personnel.

■

Mobilize additional medical staff from outside
the disaster area.

■

Organize additional field hospitals/temporary
clinics in the disaster area within 24 hours –
not for lifesaving purposes, but for filling
temporary gaps in the health service.

■

Health personnel must be trained
beforehand in triage and first aid, while the
general public needs prior training in basic
rescue and first-aid skills.

■

Public health surveillance is crucial in a
disaster-stricken area. Fast response must
follow up any detected needs.

■

A disaster preparedness plan must provide
for sufficient relief items and medical stocks,
availability of transport to evacuate patients
quickly, good communication, generators
for hospitals, and a database of available
human resources.

■

Recovery programmes should include the
reconstruction of the health structure and
facilities as well as the physical and
psychological rehabilitation of the affected
population.
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Comprehensive responses will only be possible through public/private partnerships such as
ARCHI 2010 and GAVI, which can act in an integrated rather than vertical fashion. The
causes and consequences of public health disasters reach far beyond the medical realm. In
January 2000, James Wolfensohn told the UN Security Council: “Many of us used to think
of AIDS as a health issue. We were wrong. AIDS can no longer be confined to the health or
social sector portfolios. AIDS is a global issue. It forces us to bring all our understanding
together – of security, health, economics, social and cultural change. It forces us to bring all
actors together – from developed and developing countries, communities and governments,
business and NGOs, science, faith and civil society.”
The same is true of the less reported public health disasters which maim lives and manacle
social and economic development. Such disasters are not one-off – they are symptoms of an
often systemic failure of development and public health provision. Countering these negative
trends will take courage, vision and commitment at a global level – there is more than simply
health at stake.
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Section One
Focus on
public health
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Assessing and targeting
public health priorities
The world in which relief organizations are now operating has changed faster than anyone
could have predicted. Post-Cold War fragmentation in the Balkans and continuing floods and
refugee crises in sub-Saharan Africa have taken a heavy toll on public health. A series of ‘100year’ storms whipped up by the El Niño/La Niña event of 1998-99 killed tens of thousands
and devastated swathes of infrastructure across Latin America. As a result, many poorer states
have to divert precious resources to deal with disasters, leaving little to support medium- to
long-term public health provision.
Disasters destroy progress in public health and feed off weak public health infrastructure. This
vicious spiral of cause and effect is drawing humanitarian agencies into situations more
complex than they ever imagined. A short-term refugee crisis in Kosovo is becoming a
medium- to long-term reconstruction of the province’s health system. Famine in the
Democratic People’s Republic of Korea (DPRK) during 1994-96 may have been the widely
reported disaster – but the ensuing public health crisis is more serious still. The HIV/AIDS
pandemic in sub-Saharan Africa has been termed a ‘complex emergency’ in its own right,
demanding both immediate and longer-term responses.
Such crises suggest the era of the quick fix is over. Decision-makers must come to terms with
long-term involvement in areas where emergency interventions were once the rule. But facing
up to unlimited public health needs with limited resources demands ever more rigorous
assessing and targeting of priorities.
The textbook version of how to plan relief responses is often set out in diagram form (see
Figure 2.1), but what looks so clinically easy in theory can become impossibly complex in the
field. This chapter explores some of the tools and principles that enable agencies to meet postdisaster public health needs more effectively.
How best to collect and disseminate data? How cost-effective are high-tech assessment tools?
How should international agencies engage with local communities? Effective targeting of
public health aid demands coordination of standards and delivery in the disaster zone. Should
we have lead agencies or lead methodologies – tools or turf? How can the impact of health
interventions be multiplied to create maximum effect?
Increasingly, questions are being raised about the legitimacy of humanitarian actors and their
often self-proclaimed agenda. So how should organizations improve and monitor the
standards of service they offer to beneficiaries? If humanitarians are to wield the power of life
and death, they must prove their competence to intervene and be accountable for their actions.
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Forward planning and partnerships key to data
collection
The idea that data collection starts in the aftermath of a disaster is flawed. Health professionals
working in development settings recognize the value of tracking disease patterns and studying
epidemic cycles to forecast and prepare for outbreaks – such as the cycles of meningitis that
until recently struck sub-Saharan Africa once a decade (see Box 2.1). The regularity of these
cycles has been broken down by population movement and climate change – Médecins sans
Frontières (MSF) reports that meningitis outbreaks can now happen anytime, anywhere in
Africa – making data collection and analysis even more critical.
Fruitful partnerships have developed with meteorologists who can map severe, changeable
weather conditions, helping prepare for floods, hurricanes and drought. The Famine Early
Warning System (FEWS), focusing on the Sahel, is one well-established example.
But much more useful information remains to be tapped, especially by disaster response
planners. Epidemiologists are now monitoring socio-economic data on issues such as crime
rates, political changes and corruption, compiled by political scientists, military planners,
economists and intelligence agencies. Such information sources help pinpoint areas of
potential conflict, enabling planned responses well ahead of public health crises.
Figure 2.1
The planning cycle
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Kosovo, Angola and East Timor were all highlighted as potential hot spots for 1999 – and
using this information, Eric Noji, of the World Health Organization’s (WHO) emergency and
humanitarian action department, visited Kosovo in the run-up to the NATO bombing
campaign on a forward-planning mission.
There, Noji built up baseline information on Kosovo and its neighbouring states so that when
refugees started pouring across the border, emergency teams had access to a communicable
disease profile and information on issues such as vaccination status and existing health
problems in the Kosovar population. These included high incidence of tuberculosis (TB)
(often multi-drug-resistant strains) and Balkans Renal Syndrome, leading to kidney failure and
requiring the transfer of refugees for dialysis. Also recorded were details of the public health
infrastructure and information about health professionals in neighbouring Albania and
Macedonia, where hundreds of thousands sought refuge.
One attempt to formalize information gathering is HINAP (Health Intelligence Network for
Advanced Contingency Planning), launched by WHO in December 1999 – an early warning
system designed for use by all organizations involved in public health relief in emergencies
involving sudden population displacements. Its main goal is to consolidate, analyse and
redistribute background and health information to the right people, at the right time, in the
right format, in order to promote better-informed and -targeted interventions. Information
aims to be country-by-country, covering communicable diseases, immunization coverage and
nutrition, along with overviews of economy, government structures and existing infrastructure
– analysed in the context of current events to highlight main issues of concern.
By focusing on countries where latent or low-level tensions have gone unnoticed but could
escalate, and by early detection of negative trends in key health and medical indicators,
HINAP also aims to spur preventive decision-making and contingency planning – at both
governmental and non-governmental organization (NGO) levels. By February 2000, the
HINAP web site had information on nine countries: Albania, Angola, Colombia,
Yugoslavia/Kosovo, Macedonia, Indonesia, Nigeria, Tajikistan and Uganda.
While HINAP has not yet proven itself, it does hold promise for the future. According to
Ronald Waldman, of the Program on Forced Migration and Health at the Mailman School of
Public Health of Columbia University in New York City, HINAP should analyse the quality
of the data available. “HINAP is a very innovative and potentially useful idea”, says Waldman,
“and will be all the more useful if it filters, assesses and selects the information it is
disseminating, so that the user can rely on that information to be of the highest possible
quality.” Although HINAP may be helpful as emergencies unfold, its ability to predict where
future public health disasters will occur remains to be seen.

High-tech tools map public health priorities…
The Kosovo crisis marked a technological leap forward for agencies in the field. In Albanian
camps, ‘cyber-points’ were set up to enable refugees to e-mail relatives around the world and
to trace missing family members via the Internet. Communication breakdowns and
incompatibilities which dogged recent relief efforts from Rwanda to Afghanistan are being
consigned to history. Now, reports from the field can be transmitted swiftly back to base. The
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latest generation of international mobile phones, carrying cordless e-mail and Internet
capabilities, will make front-line aid workers of the 21st century even more connected.

Box 2.1 Volunteers vital for meningitis vaccination
Sudan has experienced widespread meningitis
epidemics in ten-year cycles during the dry
seasons in 1979 and 1989. Although outbreaks
are now reported at any time of year and outside
the so-called ‘meningitis belt’ of sub-Saharan
Africa, epidemiologists tentatively predicted 1999
as the year for another major outbreak. So, close
monitoring was already in place when numbers
of reported cases and mortality rates began to
climb in December.
On 12 December 1998, 25 cases of
cerebrospinal meningitis were reported in North
Darfour state which escalated to 190 cases
within a month. The highest disease rates are
found in the young, with older children,
teenagers and young adults also affected. The
mortality rate was very high and prompted plans
for a mass vaccination campaign by Sudan’s
Ministry of Health (MoH).
A Red Cross/Red Crescent training of trainers
workshop during the first week of February 1999
covered vaccination techniques, methods for
preventing the spread of the epidemic, and
active case-finding. As part of the awareness
programme, 10,000 posters and pamphlets
were produced and distributed and 250
volunteers took part in the North Darfour
vaccination campaign.
Outbreaks were reported in 12 other states in
February, transmitted along the main road and
rail transport routes. Weekly coordination
meetings between the MoH, the Sudanese Red
Crescent
(SRC)
and
the
Inter-agency
Coordinating Group (ICG, comprising the
International Federation, WHO, UNICEF and
MSF) decided priority regions and presented new
figures on reported cases and deaths.
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The average number of cases reported per
day was 135, but a very sharp increase took
place between 21 and 31 March, when 3,454
cases and 146 deaths were reported over the
ten-day period. The SRC and ICG launched a
vaccination and health education campaign on 1
March which could be implemented quickly
thanks to swift donor response to both an initial
appeal and an appeal for further funds following
the rapid spread of the epidemic.
Within three weeks, drugs and vaccines were
delivered to begin targeting people aged from 2
to 30 years, lowering morbidity and mortality
rates and controlling the spread of the disease in
the initial target area. Peaking at the end of April,
having spread to 17 states, meningitis infected
more than 33,000 people and killed at least
2,375 of them. Eleven million people nationwide
were targeted with vaccines, and, as part of the
intervention, a disaster preparedness plan was
put in place, which included stocking 30,000
vials of oily chloramphenicol at five strategicallylocated treatment facilities.
SRC volunteers were described by the annual
ICG meeting as crucial in helping organize the
vaccination programme and identifying
suspected cases early for treatment. Local radio
and television, posters and leaflets were used to
help spread information.
To try to contain a future meningitis epidemic
as quickly and efficiently as possible, response
plans are now being set up by the MoH and SRC.
A local-level prevention training programme is
now planned for the seven states where the SRC
has a major presence, to try and ensure
treatment campaigns take place as soon as the
next cycle of disease sweeps through the region.
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Computer software packages to aid decision-making are now becoming commonplace.
Geographic Information Systems (GIS) are graphically presented databases allowing the user
to click on a map of a chosen country to access multi-layered information.
But some organizations making GIS and image processing software available to agencies
believe it is being underused. Global Resources Information Database (GRID) is, according to
its director Ron Witt, “an application in search of users.” Digital maps, satellite images and
aerial survey results are included in GRID’s data archive, part of a worldwide network of 15
environmental data centres developed by the United Nations Environment Programme
(UNEP) and available free on-line.
WHO and UNICEF have jointly developed HealthMap – a GIS-based application which
maps public health resources and diseases in relation to the local environment and
infrastructure. By plotting the locations of, for example, villages, schools, health centres and
clean water sources onto one map, then overlaying the spread of specific diseases, public health
professionals can prioritize needs and target resources far more effectively.
Satellite imaging systems are now becoming so sophisticated they can accurately estimate
displaced populations, making the technology extremely helpful in assessing and targeting
health needs. During the Somalian floods of 1997, satellite images showed the Juba River
inundating towns way off its usual course. This helped the International Committee of the
Red Cross (ICRC) pinpoint areas to target before relief teams arrived, saving valuable time and
resources on the ground.
When ICRC teams in the field asked villagers how many of them were affected by flooding,
answers for one location could vary from 10,000 to 50,000 people. “The figures can be grossly
exaggerated,” said Riccardo Conti, who heads ICRC’s water and habitat unit.
But use of satellite images plus GIS software containing the results of a 1991 census survey
and databanks of information positioning wells, boreholes and donated seed distribution, gave
Conti and his team a head start in assessing and planning their response.
“Satellite images not only differentiate water from soil, they can reveal vegetation and
germination rates. We could see where the donated seed had been planted and whether it had
been flooded or not,” said Conti.
Risk Map, developed by John Seaman of Save the Children Fund, is a software tool that helps
decision-makers in Africa prioritize areas in need of food aid, using complex analysis based on
information collected via rigorous fieldwork about how rural households live in normal years.
The programme formalizes previously patchy approaches to vulnerability analysis and famine
prediction, standardizes methods of data collection and analysis, and has developed databases
on the economies of several African countries.
The user can analyse a large geographic area composed of many different food economy zones
simultaneously, can predict to some degree how prices of various commodities will be affected
by a given problem – such as crop failure, sick livestock, or closure of markets – and can then
determine how rural households will be affected by these changing prices.
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“Inefficient use of resources kills a lot of people and impoverishes a lot more. Getting it right
is actually quite important,” says Seaman, who has been working on Risk Map for eight years,
and is completing a training manual to help spread its use. It has already been taken up by the
governments of several countries in Africa. Seaman can see enormous scope for developing his
technology to help model health and social service systems.
Emergency response units (ERUs) taking part in relief health operations for refugees can tap
into Health Monitoring System (HMS), a database and analysis software tool developed by
Oleg Blinnikov for the International Federation of Red Cross and Red Crescent Societies, to
help epidemiological monitoring and health management of refugees and displaced
populations. Easy to learn and use, the basic version contains databases of camp population,
patients, staff and drug use, plus a diagnosis list of the most common communicable diseases
in refugee camps. A more complex version designed for mobile referral hospitals can be used
by any in-patient department, and features surgical and maternity databases as well as a
diagnosis list covering diseases most frequently encountered by displaced rural African
populations. A third pharmacy version lists most types of drug and material used in the field.
At Johns Hopkins University School of Hygiene and Public Health, Jonathan Patz is an
environmental health scientist who is combining geography, spatial statistics, high-speed
computer simulations and satellite surveillance to investigate the health effects of climate
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change and global warming. He and colleague Gregory Gurri Glass, an infectious disease
ecologist, are using satellite photos to map areas of moisture and vegetation in order to predict
regions prone to malaria outbreaks.
However, both accept the limitations of their high-tech approach, reporting that such
technology is prohibitively expensive for developing countries, and that orbiting cameras are
useless on cloudy days during the rainy season – precisely when malaria-carrying mosquito
populations are at their worst. With this in mind, they looked for simpler prediction methods,
using the amount of water held in soils in the region. Analysing the biting rates and
infectiousness of local mosquitoes in Kenya, and combining the data with information on
local temperature, rainfall, humidity, wind speed and solar radiation, they produced a model
which could be easily used in the field.

…but field-based tools deliver the detail
Joachim Kreysler, formerly of the US Centers for Disease Control and Prevention, and the
International Federation, argues that public health priorities should be dictated by needs on
the ground and questions the value of computer modelling. “There is a dangerous convergence
between virtuality and reality,” he says. “We avoid the horror of disasters through using
computer screens.”
High-tech tools may deliver the
public health planner with a more
complex and detailed overview of
a crisis – but they can’t replace
simple field methods. A satellite
photograph will never reveal
refugees scattered across wide
areas or sheltering in the homes of
host families. Only ‘quick and
dirty’ field surveys will identify
hidden people in need.
But even these existing field-level
epidemiological methods can be
improved
upon.
Cluster
sampling, for example, is a
popular method of needsassessment, but as a method it has
important limitations, argues
Columbia University’s Waldman.
Given the changing nature of
emergencies, and changing
information needs, the means of
collecting and analysing data need
to change as well. Developmental
methods such as participatory
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rural appraisal should also be adapted to emergency settings, suggests Waldman. “We need to
find the optimum combination of quantitative and qualitative methods”, he says, “which can
generate data to guide the design and implementation of humanitarian interventions.”
The WHO-led Roll Back Malaria initiative is employing a range of surveillance tools to fight
a disease which claims an estimated 1 to 2.6 million lives each year. While depending on GIS
mapping technology to plan anti-malaria interventions, WHO is exploring cheaper
technologies to diagnose malaria. High-tech microscopy used to be the only means of testing
for malaria, and it is still useful for detecting parasites and TB. But microscopy is a hospitalbased technology, which requires electricity and well-trained technicians. Since many areas
where malaria is endemic often lack the public health infrastructure to support such
technology, WHO has developed diagnostic dipsticks that can be distributed at low cost and
easily taught to local health workers and volunteers.
In order to reach and test a greater proportion of people living in malarial zones, some unusual
volunteers have stepped forwards. Barmen in Brazil and teachers in Bangladesh, for example,
have been taught to use dipsticks in their place of work to test anyone suffering from a fever.
By placing a pinprick of blood on the dipstick, they can diagnose within 15 minutes whether
the patient has malaria. The dipstick method has several advantages – it can be used by
volunteers, minimal training or infrastructure are needed, and it cuts down the time between
diagnosis and cure.

Useless drug donations dog disaster zones
Attempts to plan ahead of public health crises must be matched by serious efforts to cut
wasteful and inefficient practices still dogging relief efforts. Tax breaks benefit US
pharmaceutical companies which offload drugs on disaster zones – a bitter pill, if those
‘donations’ turn out to be useless.
WHO has long promoted good drug-donation practices, and issued interagency guidelines
three years ago – updated in September 1999 and based on a consensus among 15 major
United Nations (UN) and international agencies. They appealed for donors to ensure
contributions are based on consultation with recipients and are of maximum benefit. Yet a
WHO survey during the Kosovo crisis reveals unacceptable practices are still taking place.
Of 108 drug-donation lists submitted to the Albanian Ministry of Health during May 1999,
only half mentioned trade names and many of these were unknown to local health
professionals. Just 56 per cent included information on shelf-life, 41 per cent had a remaining
shelf-life of less than a year, and 18 per cent of donations contained small packs of free samples
or drugs returned to pharmacies.
Unsolicited and inappropriate donations flooding into Turkey after the massive August 1999
earthquake seriously hampered restocking of regular and emergency medical supplies,
according to the International Federation. It seems little has been learned since Bosnia in
1997, when a joint study by Epicentre and Pharmaciens sans Frontières estimated almost twothirds of drug donations were inappropriate.
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The cost of flying in and then disposing of unsolicited donations is bad enough. Often
classified as chemical waste, drugs must be disposed of in purpose-built facilities, such as
incinerators, to minimize potential environmental contamination. Shipping them out is the
costly alternative. The United States will be paying US$ 2 to 4 million to ship 1,000 tonnes
of inappropriate pharmaceuticals and medical supplies from Croatia for appropriate disposal.
One tool, developed by the Pan American Health Organization (PAHO), to rationalize drug
donations in emergencies is SUMA – a Supplies Management system which inventories and
filters incoming medicines (see Box 2.2).
Drug supplies can filter into a population and actually worsen the health situation. In the
former Soviet republic of Georgia, drug donations to combat tuberculosis triggered a market
for uncontrolled use – this in a region where the only hope of limiting TB is strict control of
drug distribution to reduce lethal multi-drug resistant strains.
Such drug donation is a crime, says Ann Aerts-Novara, of ICRC’s health services unit. She
welcomes legislation introduced by the Georgian government, allowing only licensed doctors
to prescribe TB medication, in an effort to stamp out unofficial supplies. Perhaps other

Box 2.2 SUMA in East Timor
Traditionally, disasters attracting prime-time
media coverage are also those which stimulate
unsolicited donations. Humanitarian workers and
disaster managers are all too familiar with
mountains of inappropriate supplies – medical or
other – competing for space, transportation and
time against those items of critical importance.
Alarmed by early indications that huge
amounts of all kinds of supplies for Timor were
piling up in Darwin, Australia, WHO despatched
four experts in Supplies Management (SUMA) – a
computerized system for sorting, classification
and inventory of humanitarian supplies.
They found that, while large amounts of
supplies were stacked in the Darwin warehouses,
most had been ordered, requested and expected
by humanitarian organizations. Few supplies
were unsolicited or donated by the public or
industry.
Had the international community suddenly
learnt to refrain from sending unsolicited and
inappropriate donations, like those dispatched in

large quantities to Kosovo and Central America?
One explanation was the logistical difficulty and
cost of shipping supplies first to Australia then on
to East Timor, an island without commercial
communications with the outside world. A similar
situation prevailed in the enclave of Iraqi
Kurdistan when the military was in full control.
SUMA proved to be a coordination success in
East Timor. In addition to standardizing
information among agencies, over two tons of
unclaimed medical supplies in Darwin were listed
and referred for decision to the Health
Coordinating Committee in Dili. Medical supplies
were salvaged from looted warehouses and
inventoried for use by the participating agencies.
Collaboration over SUMA between sister UN
agencies and both international and local NGOs
contributed to a transparent exchange of
information – proving the feasibility and value of
a common inventory and data management
approach to supplies management, whether in
complex emergencies or natural disasters.
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countries should follow Georgia’s example. Fines could be levied against those who fall foul of
WHO’s guidelines.

Coordination or cooperation?
Tools to assess and target effective public health interventions are useless without coordination
or at least cooperation between disaster stakeholders. The cornerstone of effective
humanitarian action lies in coordination between governments, donors, the UN and NGOs,
with clear lines of responsibility, an identified lead agency, sharing of information, timely
surveillance data, and agreed strategy and objectives – so wrote Anthony Zwi, head of the
health policy unit at the London School of Hygiene and Tropical Medicine (LSHTM), and
two colleagues in the European Journal of Public Health during the Kosovo crisis last year.
Yet, they noted, the humanitarian disaster following NATO air strikes was met with
inadequate support services for the hundreds of thousands of refugees fleeing over the border
into Albania, one of Europe’s poorest nations.
Kosovo’s refugee crisis was an “intensely politicized” event, claims the independent evaluation
of the role of the Office of the UN High Commissioner for Refugees (UNHCR) in the
emergency, published in February 2000. The political/military agenda of NATO states at
times competed with the humanitarian agenda of aid organizations, leading to poor
information sharing and lack of coordination. As an illustration of external constraints, the
evaluation notes that NATO refused flight clearance for the aircraft supposed to carry
UNHCR’s first emergency response team into Albania on 31 March 1999.
Coordination between, and even within, agencies continues to be an uphill struggle. “We had
two or three months when we knew NATO was going to intervene in the Kosovo crisis.
Surveys were done. We had a good perception of the situation on the ground,” says ICRC’s
Riccardo Conti. “But why didn’t Geneva-based agencies hold a single common meeting
during those months?”
WHO’s Eric Noji criticizes the “false dichotomy” institutionalized within relief agencies
whereby totally different medical communities respond to natural disasters and complex
humanitarian emergencies – and rarely meet. Yet lessons from one side have value for the
other, and assessments during all these disasters follow much the same criteria, he argues.
By late summer 1999, around 400 different agencies had converged on the Kosovar capital
Pristina, swamping local resources and in some cases undermining local efforts to recover.
Over-assessments and duplicated relief efforts wasted energy and resources, and antagonized
those supposedly being helped. People in shock from the trauma of losing loved ones, or
returning to see their homes turned to rubble, were not well served by being asked the same
questions again and again by different visiting delegations.
Some have warned that unless the proliferation of organizations working in international aid
get their own houses in order, others will do it for them: “Steps toward greater efficiency,
effectiveness and community transparency either will come because we can collectively learn
from our mistakes, or they will be forced upon us, at some point, by the people we are
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attempting to serve,” observed Jennifer Leaning, senior research fellow at the Harvard Center
for Population and Development Studies.
In the aftermath of the Turkish earthquake, the government quickly designated the
International Federation as the lead humanitarian organization, and daily meetings were held
to promote interagency communication and coordination. For the first time, Oxfam
channelled their water and sanitation relief through the International Federation, taking part
in joint assessment missions.
However, this fell well short of ‘coordination’. No one, for example, coordinated the deluge of
search-and-rescue teams that arrived from dozens of different countries. And relief efforts were
continually complicated by conflicting, lengthy or non-existent flows of information between
the International Federation, the Turkish Red Crescent and Turkish government officials at
local, provincial and national levels.

WHO gets operational
WHO is moving to assume more of a leadership role in crises with a public health dimension.
Violence in East Timor in September 1999 forced more than 500,000 people into forest and
mountain camps, where water, food and health services were in short supply. A further
170,000 were displaced into West Timor. Having taken part in a health assessment in April
1999, and several interagency missions in August and September, WHO was well placed to
identify problems and priorities.
WHO identified key areas of concern: all surveillance and epidemic response activities had
ceased for nearly a year; the majority of the population had insufficient food, shelter, clean
water or sanitation for extended periods; most had no access to medical or preventive care; and
public health programmes such as immunization and vector control had been seriously
disrupted. Many health professionals had fled, nearly all the health infrastructure was seriously
damaged, and most medical supplies had been looted or destroyed.
Based on this information, WHO appealed for US$ 9 million in September 1999 to revitalize
health infrastructure, continue coordinating the control of key infectious diseases such as
malaria and TB, and initiate programmes on mental and reproductive health. Although the
appeal had raised only US$ 2 million by the end of 1999, WHO was able to implement its
Roll Back Malaria initiative in East Timor, with MERLIN as the main implementing agency
and the International Rescue Committee providing insecticide-impregnated bed nets.
Using the fledgling state’s crisis as an entry point, this anti-malaria partnership aims to
establish long-term training of local health professionals, health education for East Timor’s
communities, drug availability and early warning mechanisms.
Some believe WHO’s strengths lie in data collection and analysis, dissemination of statistics in
emergencies and guidelines for best practice, and that the organization cannot compete
operationally with well-established front-line agencies, not least because of its bureaucratic
administration. However, argues Maire Connolly, who led WHO’s response in East Timor, the
organization is taking a more active role in health coordination, and has implemented
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surveillance systems for the emergency phase in Macedonia, Kosovo and East Timor. “WHO
can be operational, in providing not health care, but technical coordination at the field level,”
maintains Connolly.

Tools not turf
The much-discussed concept of overall lead agency, however, seems unworkable in practice.
Some sources privately admit this is because established agencies don’t like to be ordered
around by ‘new kids on the block’ like OCHA, the UN’s Organization for the Coordination
of Humanitarian Affairs. Some claim the relief world is not authoritarian in structure, like the
military, and therefore has no culture of obeying orders.
During the devastating floods in Mozambique in March 2000, the head of relief for one
leading international aid agency publicly admitted that coordination was impossible, given the
range of military and humanitarian assets deployed by both regional and international actors.
The question of coordination can be looked at another way. Instead of arguing about lead
agency status, it may be more productive to focus on ‘lead methodologies’ around which
collaboration and cooperation could be built – ‘tools not turf ’.
While the humanitarian response to Kosovar refugees last year was slow to start, in Macedonia,
teams from a number of separate agencies worked together to assess needs. Key to their success
was their commitment to hold regular ‘coordination’ meetings (hosted by WHO and
UNHCR) and to use a common disease-surveillance form provided by WHO in April 1999.
The teams were given three days to take away the form, study and return it with comments
before it was put into use as an agreed template.
The survey results were collated and analysed by WHO on a weekly basis. Published in a
weekly report and handed out, this showed that the information was being used to decide
priorities. The teams got feedback showing their efforts were appreciated and decisions leading
to action flowed from the information they had gathered, spurring them to maintain interest
in their work. The bulletins were also made available in electronic form, so agencies could
e-mail them back to their headquarters quickly and easily.
A lead methodology developed by WHO for treating TB is DOTS (Directly Observed
Treatment, Short-course), which ensures that patients complete the full regime of drugs to
avoid multi-drug-resistance. In order to combat TB in Georgia, the ICRC agreed to intervene
only if the DOTS method was used – an argument that eventually was won. Now DOTS is
accepted nationally as the treatment which gives the best results.
In Cambodia last year, the Red Cross, WHO, the government, local volunteers and the media
joined forces to contain an epidemic of dengue haemorrhagic fever (see Box 2.3). Joint needs
assessments, common response and prevention strategies were key to the success of this
operation. And a health education campaign using local Cambodian radio and TV helped
disseminate ways of preventing further outbreaks of dengue fever.
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Using journalists and mass media to help target public health interventions, in both disaster
and development situations, is a tool often overlooked or underexploited. While some aid
agencies may view the media with suspicion, partnerships with radio professionals can greatly
magnify public health messages.

Box 2.3 Dengue fever contained by cooperation in Cambodia
Close cooperation between the Cambodian
Ministry of Health (MoH), the International
Federation and the Cambodian Red Cross (CRC),
during a seven-month operation ending in
February 1999, helped bring under control a
serious epidemic of dengue haemorrhagic fever
(DHF). A rare and deadly outcome of dengue
fever, DHF is a viral disease spread by the ‘aedes
aegypti’ mosquito which mainly affects children
under 14 years.
The seasonal DHF outbreak in Cambodia
escalated into an epidemic from June to October
1998. Peaking in August, 4,434 patients were
admitted to hospital and at least 185 children
died. Recorded cases throughout the year
reached over 16,000.
The International Federation’s regional health
and information delegates arrived on 7 August to
assist the CRC. They reviewed health data on
population and numbers of new cases, provided
by the MoH and WHO, in order to identify highrisk provinces.
Red Cross teams then carried out village-level
spot checks with the MoH outreach team,
monitoring use of insecticides and the practice of
covering water storage jars. The CRC, MoH and
WHO carried out a needs assessment during a
joint field visit to hospitals in the two worstaffected provinces and the national paediatric
hospital in Phnom Penh, where they assessed the
situation of hospital wards and drug supplies.
What the teams found in the field corresponded
closely with centralized data.
The information they collated enabled them
to identify urgent medical supply, insecticide and
staffing needs and set up a variety of preventive
and education campaigns bolstered by CRC

youth and volunteer training. There is no known
vaccine to help combat DHF, making other
preventive measures like reducing the population
of mosquitoes and health education the most
effective form of control.
Immediate objectives aimed to reduce
mortality rates by targeting hospitals, carrying a
DHF caseload of more than 150 as of 31 July,
with medical supplies and blood transfusion kits.
A health education campaign via TV, radio,
leaflets and posters urged people to store water
in specially cleaned containers, to use lids to
cover them and to add larvicide to the water. The
education campaign also advised mothers in
high-risk areas how to recognize early symptoms
so that children could receive prompt medical
treatment.
Simultaneously, Red Cross volunteers helped
promote early hospitalization and mass
environmental clean-ups, while larvicide and
insecticide supplies airlifted into the country were
distributed via the MoH and WHO.
Monitoring was based on drug consumption
and hospital records. Evaluation was carried out
after three months using epidemiological data
provided by the MoH and WHO, hospital patient
records and drug consumption records. Success
of preventive measures was determined by
monitoring behavioural changes of the
population and spot checks helped evaluate
participation in clean-up campaigns.
Longer-term, the Red Cross aims to reduce
the vulnerability of the urban population to DHF
outbreaks with the introduction of a dengue
module in their community-based first-aid
training, and through regular environmental
clean-ups organized by CRC youth groups.
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Broadcasting editorially independent ‘news you can use’ via local radio stations reaches
populations otherwise out of reach, especially women and children who may in some,
especially Moslem, cultures be required to stay at home. Radio can be used in emergencies to
help trace missing family members, to direct people towards aid, or to communicate messages
of psychosocial support (see Chapter 6, Boxes 6.3 and 6.4).
Radio has played a key role in targeting vaccines to children in need. According to Carol
Bellamy, executive director of UNICEF, “the use of mass media…has been crucial to the
success of immunization campaigns so far. No matter how much money or how many
vaccines, without some kind of mobilization, it’s not going to work.” And radio can be used
in longer-term interventions to diffuse health education messages, often through the medium
of soap opera.
A more comprehensive attempt to focus on tools not turf is the Sphere Project (see World
Disasters Report 1999), during which hundreds of agencies came together to reach consensus
on operational minimum standards in disaster response. These professional standards, which
include health services, may even take their place in a future international disaster response law
(see Chapter 8, Box 8.3).
While Sphere presents humanitarians with an unparalleled opportunity to cooperate in
disaster response, monitoring adherence to the minimum standards remains an elusive goal.
“The project has no interest to act as judge and jury,” says Sphere’s project manager Nan
Buzard. She suggests that the task of enforcing accountability and compliance may lead to
partnerships between donors and NGOs.

Accreditation and evaluation benchmark best
practice
Accountability and transparency of agencies involved in public health interventions could be
boosted by a system of accreditation, whereby agencies demonstrate competence in a range of
different fields.
In particular, suggests Anthony Zwi, agencies may come under pressure to show that they
adhere to accepted guidelines, can monitor and evaluate their own work, and are open to
independent review and evaluation. Especially important, argues Zwi, is a demonstrated
willingness to document field experience, to highlight strengths and weaknesses, and to
propose remedial action to avoid recurrent problems.
Those best demonstrating that they were building appropriate standards into services could be
offered incentives by donors and governments who would refer to the accreditation system
when deciding what to fund and with whom to work.
“The accreditation mechanism, however, would need to reflect the concerns of a wide range
of stakeholders – such as donors, beneficiaries, the UN, service-providers and NGOs – if it is
to stand a chance of being successfully implemented. Participants would need to consult
actively and work together to agree the standards and guidelines they wished to promote,” Zwi
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suggests. He stresses the importance of making resources available to assist those smaller and
poorer agencies with integrity, so they are not frozen out of accreditation schemes because of
resource-consuming, but necessary, reporting requirements.

Box 2.4 Consigning polio to the grave
In March 1999, WHO announced poliomyelitis
had been eradicated from the western Pacific
region. WHO and its partners in the global push
to consign the crippling viral infection to the
grave say the disease is unlikely ever to return to
this region, which includes all of China.
Polio, which can be prevented by simple oral
vaccination, most commonly strikes young
children, with devastating effects – infants can
become paralysed within hours, and in severe
cases death by asphyxiation follows.
Thanks to mass immunization campaigns,
the number of polio cases worldwide fell from
an estimated 350,000 in 1988 to some 6,400
confirmed cases in 1999, according to WHO.
Eradication relies on a combination of: routine
polio vaccination; vaccination through campaigns, known as National Immunization Days
(NIDs); and close surveillance for signs of the
acute flaccid paralysis caused by the disease.
WHO and its partners (UNICEF, Rotary
International and Western governments) aim to
eradicate the virus from the whole world by the
end of 2000. In addition to the goal of total
eradication, the polio initiative provides broader
benefits. The NIDs – or ‘Days of Tranquillity’ – can
contribute towards stopping conflict, at least
temporarily, as combatants lay down their arms
to permit immunization of children, whatever
their origins and affiliations. And NIDs strengthen
existing vaccine delivery systems in sub-Saharan
Africa and south Asia.
While some argue it would be more costeffective to control the caseload of polio at a
manageable level rather than aim for total
eradication, WHO says eradication and the

eventual halt of polio immunization worldwide
would save US$ 1.5 billion a year. WHO’s
rationale for eradication is that: polio only affects
humans, so there is no animal reservoir; an
effective, inexpensive vaccine exists; immunity is
lifelong; there are no long-term carriers; and the
virus can only survive for a very short time in the
environment.
Predictably, polio is proving most persistent in
nations where public health systems are
fragmented or nearly non-existent. Although only
three major areas of transmission remain, they
include the highly populated countries of India,
Pakistan and Nigeria, together with the war-torn
states of Afghanistan and parts of central Africa.
And UNICEF has warned that declining
commitment to public health in Iraq is prompting
an upsurge of the disease there. According to
WHO, the migration of minority populations
across Iraq’s national boundaries with Iran,
Jordan, Kuwait, Saudi Arabia, Syria and Turkey,
plus civil unrest and poor case management,
have created perfect conditions for the polio virus
to spread.
Conflict-torn Angola suffered one of the
largest-ever outbreaks in Africa in early 1999,
when over 1,000 children were affected and 58
died. But in the Democratic Republic of the
Congo, 75,000 health workers managed to
vaccinate over 80 per cent of the country’s
under-fives, during a specially brokered ceasefire
between the warring parties in August 1999.
WHO’s director-general, Gro Harlem Brundtland,
welcomed the achievement but warned that
“war is one of the greatest hurdles that we now
face in our effort to eradicate this disease.”
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Despite attempts to promote ‘credentialing’ in the United States, many relief agencies have no
established requirements of competence, according to Columbia University’s Waldman. And
attempts by donors to hold NGOs accountable for their performance are only in preliminary
stages. “Essentially, anyone can provide health care to refugees,” he claims, adding that “no
licensing and no certification are required.” Frequently, the credentials of health care personnel
are not reviewed by the country in which they will be practising. This issue took on renewed
importance during the Kosovo crisis, when national authorities sought to review the
credentials of foreign personnel. Not all agencies complied, nor did UNHCR require them to.
Yet, points out Waldman, most European and North American countries do not allow
foreigners to practise health care delivery without passing stringent examinations.
As for the idea of an ombudsman (an independent individual who can investigate complaints
and disagreements), Zwi prefers the idea of a community ‘ombuds-group’, set up in relation
to a particular event or conflict, constituted at a high level, with a mandate to pull together a
respectable team, drawing on local expertise and concerns and with some input from regional
NGOs, academics and UN agencies.
“The team would look at what’s going on in ‘real time’ rather than provide post hoc analysis,
and would challenge NGOs to work together and the UN to perform its function. And it
would be able to make statements about the role of the military and the relationship between
indigenous and international NGO communities,” he says.
How can one introduce calm and measured analysis and reflection into a working
environment dominated by the need for rapid response to increasing numbers and types of
crises? Overwhelming pressure to perform is aggravated by a pervading atmosphere of rivalry,
as agencies compete for dwindling donor budgets. Couple this with the rapid turnover of staff
working in disaster settings, with very few making emergency health their career, and there is
a danger that skills can be lost and best practice is not passed on.
“NGOs see their job as providing services and often do not have the resources to reflect upon
and maximize the learning of lessons from their own experience and that of other agencies.
Some are much more reflective than others,” says Zwi. He believes one way of stimulating
research and analysis about front-line practices lies in promoting partnerships between
academic institutions and humanitarian organizations to allow staff to discuss and document
their work.
As has been done at the Johns Hopkins University and Columbia University Schools of Public
Health, among others, LSHTM and MERLIN have set up a joint project to support a senior
lectureship in evidence-based humanitarian aid. They hope the model can be replicated with
academic/NGO partnerships worldwide, and that donors will be prepared to help fund them.
Waldman adds that “although health concerns tend to dominate our interventions in
emergencies, there’s been very little done to formally evaluate those factors which contribute
to successful outcomes.” He points to recent evaluations of the humanitarian response to
Kosovo which analyse issues of coordination and relations with the military in some detail but
which fail to address health-sector issues in a detailed fashion. Zwi also intends to host writing,
reflection and policy (WRAP) workshops allowing aid workers from different settings to share

World Disasters Report 2000

47

evidence and experiences from the field – with the goal of documenting lessons learned,
facilitating policy refinements and stimulating peer debate.

Partnerships multiply impact of interventions
As we have seen, technical partnerships – with meteorologists, economists, social scientists,
journalists and academics – can produce new tools to assess and target public health
interventions.
Strategic partnerships – between, for example, humanitarian organizations, governments,
international banks, pharmaceutical companies and philanthropists – can multiply the impact
of existing tools, such as immunization (see Box 2.4). The Global Alliance for Vaccines and
Immunization (GAVI), launched in November 1999 with a US$ 750 million donation from
the Bill & Melinda Gates Foundation, aims to save 3 million children’s lives a year by ensuring
they are vaccinated against preventable diseases (see Chapter 1).
But no amount of new tools or international partnerships will make much impression on
public health without trained hands on the ground, in disaster-affected communities, ready to
turn theory into reality. Jean Roy, senior health officer with the International Federation,
argues that building and multiplying local capacities is crucial: “A strong volunteer network in
a community can address several problems sequentially,” he says, “for example, an effective
immunization programme contributes to polio eradication which can then lead to measles
control and even the introduction of new vaccines.”
Volunteers are sometimes only thought of and brought into use during emergencies, then left
to lapse into inactivity in the periods between crisis situations. But the skills of local people
and local organizations must be developed to build continuity and make projects sustainable.
Nowhere is this more appropriate than in the field of public health, where preventive action
is always needed and its effectiveness can be measured.
In addition, community health workers trained in first aid not only promote long-term good
health, they are also more than likely to be the first on the scene of a major disaster, saving
lives long before international teams arrive.
Training and investment in humanitarian staff – both professional and volunteer, local and
international – is woefully lacking, especially when compared to the sums spent on national
military training. If donors are serious about meeting humanitarian needs, then redirecting
their emphasis to invest in people is long overdue.
The International Federation’s African Red Cross/Red Crescent Health Initiative (ARCHI
2010 – see Chapter 10) is working through Red Cross and Red Crescent societies to motivate
and support local volunteers in Africa, where the presence of western NGOs can all too often
diminish the notion of self-help. Basic incentives are being worked on at branch level to
motivate those whose efforts are needed over long periods and to try to decrease the drop-out
rate. Priority health areas have been identified by National Societies, as well as an agreement
to focus on health prevention and first-aid activities, rather than curative projects.
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Local knowledge is useful in making preventive services more accessible to remote or serviceshy populations. This was found to be the case during a Romanian mass measles
immunization campaign from October 1998 to January 1999, which followed an epidemic of
33,000 cases and 21 deaths. Intensive efforts were made to reach children who were out of
school, living in inaccessible gypsy communities, working, or perhaps itinerant. Romanian
Red Cross volunteers led social mobilization efforts, bringing visibility and accessibility to the
campaign. As a result, the risk of future measles outbreaks among targeted adolescents was
greatly reduced.

From knee-jerk to helping hand
Trained volunteers and community health workers bridge the gap between disaster and
rehabilitation often left yawning by humanitarian responders. This is especially relevant in the
case of post-disaster psychological trauma, which in areas contaminated by the Chernobyl
nuclear catastrophe, for example, is still affecting millions of people 14 years after the event.
Developing best practice in psychosocial response is problematic for international teams,
which struggle to offer therapy and support to those of a different language and culture.
Psychiatric intervention in humanitarian emergencies may prove inappropriate – but there are
plenty of common-sense approaches which non-specialist aid workers should adopt (see
Chapter 6, Box 6.1). Nevertheless, local capacity building is likely to be the only effective way
of delivering the kind of context-sensitive, long-term response needed to heal mental scars.
Investing in local capacities – both human and infrastructural – will mitigate the effects of
ongoing public health crises and future disasters. Local people are on the scene of a disaster
long before international agencies arrive, and they remain long after the agencies have gone.
Humanitarian organizations can use disasters as a way in to longer-term contributions that
build rather than reduce local self-dependence. If, for example, a fraction of the money poured
into Tanzanian refugee camps during the Rwandan crisis had gone into health infrastructure,
the country would still be reaping the benefits years after the refugees had gone home. Why
spend money, for example, putting in a collapsible bladder tank when you could use the
resources on a water system that will keep working in the medium to long term?
If agencies need to adjust their perspective to think longer-term, then so do donors. Those in
the relief world are crying out for an end to knee-jerk, stop/start funding, most easily gained
in an emergency, but harder to come by for preventive and preparedness projects. The
sequential nature of current funding mechanisms mean there are often damaging delays
between emergency, rehabilitation and reconstruction funding.
The distorting effect of the media spotlight on emergencies such as those that afflicted Kosovo
and Turkey leads some agencies to seek higher individual profiles (and therefore funds) at the
expense of inter-agency cooperation. Worse still, the glare of TV cameras can distort donor
resource allocations geographically, so that some (nearest to home) gain at the expense of
others (usually in Africa) who are forgotten. There is, perhaps, a need for more trust funds,
independent of donor government-driven priorities which may favour specific geographical
areas or certain times of year in which to spend annual budgets.
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Warped funding priorities affect the ability of agencies to operate where they feel there is the
greatest need. “It’s a real balance. Agencies have to work to have a raison d’être and to survive
financially. And the pressure to follow ‘where the bees are buzzing’ to get funding is very
powerful,” says MERLIN’s Bruce Laurence.
“We work mainly in areas of chronic emergency – in areas of conflict where there is grinding
poverty – that often receive very little media coverage, like Irian Jaya, which we plugged and
plugged.” Laurence says that the only way to act reasonably and ethically is to continue
working in underreported crises and fight for as much public money as possible.
Cooperation between agencies and donors involves more than just information-sharing. It
involves taking on the burden of the less media-friendly humanitarian causes: “We’re trying to
persuade other agencies to come in and help us in Sierra Leone because we’re on the edge of
being overwhelmed. But people aren’t interested in coming because organizations tend to
build up loyalties to their own countries. Sierra Leone’s not in the public eye and it’s insecure,”
says Laurence. “We’re very overstretched, but then most agencies are. We’re all trying to face
unlimited needs with limited capacity.”

Old enemies and new challenges
The retreat of many governments from public health provision, combined with increasing
urbanization, climate change and environmental degradation, is opening the door to new
disasters and fresh public health challenges. Old enemies, such as malaria and TB, are
reasserting their influence, and new diseases continue to emerge. To deal with the enormity of
the task ahead, agencies must redefine their roles.
Margareta Wahlström, under-secretary general for disaster response and operational
coordination at the International Federation, warns that humanitarian agencies are often too
self-limiting in the way they are operating, and too slow to detect the scale of the public health
and social welfare challenges ahead: “The problems have been so big, so vast, nobody felt
inclined to get involved, thinking, ‘if I put my foot into that I’m going to be swallowed
whole’,” she says.
“But you can’t defend not doing anything, particularly if the humanitarian system is the only
system that can mobilize resources. We must change our attitude to the problems we’re facing.
We have much more global responsibility. Many, many more people are looking to us for help.”
Yet, simultaneously, aid agencies are under attack for being unaccountable, undemocratic and
uncoordinated. So how can humanitarian actors meet these challenges? Three principles
emerge:
■ Tools not turf: agencies and donors must collectively seek out, develop and embrace
common methodologies and benchmarks – rather than exploiting disaster zones to build
profile.
■ Strategic and technical partnerships: cooperation across borders and disciplines will
throw up new tools and multiply their effects.
■ Local capacities: tools only work in trained hands. Improving public health means
investing in people as well as technology.
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To make these principles a reality, humanitarians must take forward planning, training and
disaster preparedness more seriously – which in turn requires funding that is consistent and
unwavering in face of media hype. Humanitarians must cooperate rather than compete – a
well-worn mantra, but one which has yet to be taken on board. And they must think beyond
their own limits – to work in more imaginative, and more local, partnerships. It is a case of
adapting not only to survive, but to help others to survive.
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Web sites
Columbia University’s Program on Forced Migration and Health –
http://cpmcnet.columbia.edu/dept/sph/popfam/rp/forced_health.html
Drug donations guidelines – http://www.drugdonations.org
European Community’s Humanitarian Office (ECHO) – http://europa.eu.int/
Global Resources Information Database (GRID) – http://www.grid.unep.ch
Health Monitoring System (HMS) – http://www.geocities.com/~endopediatric/HMS/project.htm
International Federation of Red Cross and Red Crescent Societies – http://www.ifrc.org/
Médecins sans Frontières – http://www.epicentre.msf.org
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Sphere Project – http://www.sphereproject.org/
The Lancet – http://www.thelancet.com
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