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This is the first in series of two articles on Emer-
gency Risk Management for Health

Emergencies and disasters often result in signifi-
cant impacts on people’s health, including the
loss of many lives. Every new threat reveals the
challenges for man-aging health risks and ef-
fects of emergencies and disasters. Deaths,
injuries, diseases, disabilities, psychosocial
problems and other health impacts can be
avoided or reduced by emergency risk manage-
ment measures involving health and other sec-
tors.

Emergency risk management for health is mul-
tisectoral and refers to: the systematic analysis
and management of health risks, posed by
emergencies and disasters, through a combina-
tion of,

I.Hazard and vulnerability reduction to prevent
and mitigate risks,

Il. Preparedness,

Ill. Response and

IV.Recovery measures

The ftraditional focus of the health sector has
been on the response to emergencies. The on-
going challenge is to broaden the focus of emer-
gency risk management for health from that of
response and recovery to a more proactive ap-
~ proach which emphasizes prevention and miti-
gation, and the development of community and
country capacities to provide timely and effective
response and recovery. Resilient health systems
based on primary health care at community level
. can reduce underlying vulnerability, protect
| health facilities and services, and scale-up the
response to meet the wide ranging health needs
in disasters.
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Emergency Risk Management for Health (Part I)

Advocating for emergency risk management
for health

These advocacy materials are an introduction for
health workers engaged in emergency risk man-
agement and for multi-sectoral partners to con-
sider how to integrate health into their emer-
gency risk management strategies.

This overview places emergency risk manage-
ment for health in the context of multi-sectoral
action and focuses on the generic elements of
emergency risk management, including potential
hazards, vulnerabilities of a population, and ca-
pacities, which apply across the various health
domains.

The accompanying fact sheets identify key
points for consideration within a number of es-
sential health domains. However, importantly, all
health domains are interlinked; each fact sheet
should therefore be considered as part of the
entire set and in conjunction with the overview.

Why is there a need for emergency risk man-
agement for health?

Natural, biological, technological and societal
hazards put the health of vulnerable populations
at risk and bear the potential to cause significant
harm to public health. Examples of these haz-
ards are as follows:

e Natural: earthquake, landslide, tsunami, cy-

clones, flood or drought.

o Biological: epidemic disease, infestations of
pests.

e Technological: chemical substance, radiologi-
cal agents, transport crashes.

e Societal: conflict, stampedes, acts of terrorism.

Emergencies, disasters and other crises may
cause ill-health directly or through the disruption
of health systems, facilities and services, leaving
many without access to health care in times of
emergency. They also affect basic infrastructure
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such as water supplies and safe shelter, which are essential
for health.

International consensus views emergencies as barriers to pro-
gress on the health-related Millennium Development Goals
(MDGs), as they often set back hard earned development
gains in health and other sectors.

Natural Hazards

In the last year, in excess of 700 emergencies arising from
natural hazards affected more than 200 million people. A com-
parative analysis of emergency statistics in Latin America
found that for each disaster listed in global disaster databases,
there are some 20 other disasters with destructive impact on
local communities that are not recorded.

In Latin America, the cumulative effect of ten years of local
emergencies were found to have had a greater impact on the
poor than any one-off event. The incidence of emergencies
arising from natural hazards has been increasing and the im-
pact of climate change will increase the risk for millions of indi-
viduals, their homes, their communities, and the infrastructure
that supports them.

Biological Hazards

During the last few decades, biological emergencies have as-
sumed an increasing importance: major outbreaks related to
new and re-emerging infectious diseases such as SARS, influ-
enza (H1N1 and H5N1) and cholera.

Technological Hazards

The international disaster database (EM-DAT) recorded more
than 1,500 people from technological disasters killed which
also affected more than 17,000 individuals.

Societal Hazards

Complex emergencies, including conflict, continue to affect
tens of millions of people, causing displacement of people both
inside and across borders. In 2012 there were an estimated
total of 20 million persons who remained internally displaced
by armed conflict across the world.

Country capacities and needs

Progress has been made at global, regional, national and com-
munity levels, but the capacity of countries for risk reduction,
emergency preparedness, response and recovery remains
extremely variable. The 2007 WHO global assessment found
that less than 50% of national health sectors had a specified
budget for emergency preparedness and response. Factors
affecting capacity include:

e \Weak health and disaster management systems.
e Lack of access to resources and know-how.

e Continuing insecurity due to conflict.

But a number of high-risk countries have strengthened their
disaster prevention, preparedness and response systems; in
some countries, the health sector has led initiatives developing
multi-sectoral approaches to emergency and disaster risk man-
agement.

Emergency risk management for health in context
Sustainable development

Emergency risk management has emerged as a core element
of sustainable development and an essential part of a safer
world in the twenty-first century. Reducing risk is a long-term
development process, managed by communities and individu-
als working together.

Health Systems

Health care systems provide core capacities for emergency
risk management for health. Some countries affected by emer-
gencies have limited basic health services and infrastructure,
which in itself hugely compounds the challenges of disaster
response. Countries with well-developed systems are often
much more resilient and better prepared for disasters.

Primary health care (PHC) focuses on basic services to im-
prove health status, which in turn builds community resilience
and provides the foundation for responding to emergencies.
Policies and strategies focusing on PHC can contribute to de-
creasing vulnerability and preparing households, communities
and health systems for emergencies. Following an emergency,
focus is often given to acute care needs and specialist inter-
ventions; whilst important, it is usually chronic and pre - exist-
ing conditions that prove the largest burden of disease.

Community-based actions are at the front line of protecting
health in emergencies because:

o Local knowledge of local risks is used to address the actual
needs of the community.

e Local actions prevent risks at the source, by avoiding expo-
sure to local hazards.

e A prepared, active and well-organized community can re-
duce risks and the impact of emergencies.

e Many lives can be saved in the first hours after an emer-
gency through community response before external help
arrives.

Hospitals and health infrastructure

Health systems are composed of public, private and nongov-
ernmental facilities which work together to serve the commu-
nity; these include hospitals, primary health care centres, labo-
ratories, pharmacies and blood banks. Safe hospitals pro-
grammes ensure health facilities are safely built to withstand
hazards, remaining operational in emergencies.

Source
Emergency Risk Management for Health Fact Sheet (WHO-
Global Platform- May 2011) available at http://www.who.int/

hac/events/drm_fact_sheet_overview.pdf

Compiled by Dr. H. A. Shanika Rasanjalee of the Epidemi-
ology Unit

Page 2 to be continued |
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Table 2: Vaccine-Preventable Diseases & AFP 16th -22nd Aug 2014 (34t Week)
Disease No. of Cases by Province Number of | Number of Total Total num- Difference
cases cases number of ber of between the
during during cases to cases to number of
current same date in date in cases to date
w c S N E NW | NC 0] Sab week in week in 2014 2013 in 2013& 2014
2014 2013
AFP* 00 00 00 00 00 00 00 00 02 02 00 58 58 0%
Diphtheria 00 | 00 | 00 | 00 | 00 | OO | 00 | 00 | 00 00 - 00 - %
Mumps 01 04 02 00 01 00 01 00 02 11 14 491 1081 -54.6%
Measles 16 03 04 01 01 04 00 02 04 35 114 2490 2335 +6.6%
Rubella 00 00 00 00 00 00 00 00 00 00 00 14 21 -33.3%
CRS** 00 00 00 00 00 00 00 00 00 00 00 04 06 -33.3%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 10 13 -23.1%
Neonatal Teta- 00 00 00 00 00 00 00 00 00 00 00 00 00 %
nus
Japanese En- 01 00 00 00 00 00 00 00 00 01 00 21 65 -67.7%
cephalitis
Whooping 01 02 01 00 00 00 00 00 00 04 03 38 41 -7.3%
Cough
Tuberculosis 70 17 65 00 22 16 00 05 12 207 91 6345 5638 +12.6%

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

AFP and all clinically confirmed Vaccine Preventable Diseases except Tuberculosis and Mumps should be investigated by the MOH

Dengue Prevention and Control Health Messages
Look for plants such as bamboo, bohemia, rampe and
banana in your surroundings and maintain them
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