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Hosted by UNICEF, NYC, 12-13 November 2008 
 

Participating agencies: Africa Humanitarian Action(AHA), American Refugee Committee 
International, CARE, Catholic Relief Services, Center for Disease Control, Columbia University, 
ECHO, Harvard Humanitarian Initiative, International Medical Corps, International Rescue 
Committee, Johns Hopkins University, Merlin, Save the Children UK, Save the Children USA, 
UNFPA, UNHCR, UNICEF, Women's Commission, World Association of Disaster Emergency 
Medicine, World Vision International, WHO  

Click here for full list of Meeting Participants 

Click here for the Meeting Agenda  

Wednesday 12 November 2008 

Day's Objectives: Gain common understanding of progress on GHC work plan 2008, related 
challenges and solutions; impact on field operations; gain insight for determining the way forward      

Chair:  Linda Doull, Merlin      

     
1. Opening Remarks by Eric Laroche, Assistant Director General, HAC/WHO 
Welcome to everyone. Great to see the ongoing commitment to the health cluster and to working 
together to improve humanitarian action in health.  Happy to welcome first time participants who have 
asked to join our efforts from Catholic Relief Service, CARE and the American Refugee Committee 
International. Thank you to our colleagues at UNICEF for hosting us this week and for all the 
preparatory work, particularly by Robin Nandy and Andrea Thomas.    
There has been a great deal of hard work that has been done since our meeting in May in Geneva. 
However, success at the global level is only relevant if it is improving health action at the country 
level.  We cannot put more resources (time, staff, funds) into global level action, or ask for additional 
funding, if we cannot demonstrate our effectiveness. 
We have to look at accountability. The architecture of humanitarian reform makes clear the lines of 
accountability of the cluster lead agencies at global and country levels.  But what about the obligations 
and accountability of you the partners.  Should participation in such forums continue to be voluntary, 
or should each of us have specific obligations to fulfil.  This is part of the evolving process of the 
humanitarian reforms, and we must have this discussion as we move forward.  Gap filling is 
everyone's responsibility.  We have committed as cluster lead to serve as provider of last resort, but 
what is the commitment of partners to ensuring that gaps are filled and health action is effective?  We 
need to be frank and look honestly at the challenges we face.  If we share our views we need also to 
commit to the outcomes of the discussions. We need to work together.  
Finally, we need to look beyond health action and consider how to move forward on technical 
collaboration on inter-sectoral issues. Who is responsible for making this dialogue and planning 
happen? For monitoring the results?  What is the role of OCHA?  We need to encourage OCHA to 
clarify its role and the services it will provide to the international humanitarian community.   
At the donor/cluster lead meeting that took place on 22 October, donors voiced their appreciation and 
satisfaction with the results of the cluster approach. We have moved past counting how many 
countries have activated the cluster approach to HOW they implement the cluster approach…from 
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quantity to quality.  We too at the global level must increasingly focus our attention to how we can 
best improve the quality of country level planning, response and recovery and achieve our ultimate 
goal of a systematically more effective and predictable and accountable humanitarian health action. 
 
2. Update on cluster implementation at country level  
(Daniel Lopez Acuna, Director, REC/HAC/WHO) 
See Presentation on Cluster Implementation at Country Level 
With 26 countries implementing the cluster approach by the end of this year, we have to make sure 
that they are ready and that the necessary resources are in place.  We have to be clear on where the 
resources will come from. It is our role as the GHC to advocate for clusters at country level and for the 
funding of cluster functions through CAPs and Flash Appeals.  We also need to look at having some 
seed money at the global level for immediate deployment and support to country clusters.  Some 
partners agreed with this approach including the idea of establishing an emergency health cluster fund. 
Mainstreaming means that we all have to include elements of cluster work in our appeals and in our 
budgets at global and country levels.   Partners stated that they are committed to mainstreaming cluster 
within their organizations but that the financial commitment was significant and difficult, especially 
given the current financial crisis that will seriously affect private contributions.  
See Table Overview of Cluster Functioning in the Current 19 Countries. The table shows varying 
levels of engagement by partners. The majority of countries have conducted single agency assessments 
instead of joint needs assessments.  There is very little joint contingency planning and little joint 
strategic planning.  
The Joint Country Missions have taught us a great deal.  See Table of Main Findings of the JCM.  The 
members of the country clusters need to be briefed about the cluster approach. We need to reach out to 
the RO to get their support.  We should include donors on these missions to give them an 
understanding of the complexities at country level.    We need to better market and disseminate GHC 
tools at the country level. Particularly about joint needs assessments.   
Partners voiced disappointment that there have only been three dedicated HCC appointed out of the 26 
cluster countries. There was agreement that the GHC and WHO as cluster lead needs to focus on 
making country clusters work and that requires dedicated HCC and much more awareness building 
among partners at country level.   
 
3. Discussion on strategic issues related to the work of the WG on Country Support  
(Robin Nandy (UNICEF) and Gillian O'Connell (Merlin), WG Co-Chairs) 
See Plenary Presentation of WG on Country Support 
Progress in 2008:  Important progress has been made: 4 Joint Country Missions (JCM), two tri-cluster 
trainings, one HCC training in December; total of 40 HCC trained since establishment of GHC.  To do 
this, the WG has reviewed the concept note of the HCC and improved the training over time, reviewed 
the TOR of the HCC, reviewed and adapted the training objectives for HCC training, revised the 
curriculum to emphasize processes, approaches and skills and the GHC tools to facilitate these 
processes, established an inter- agency mechanism for selecting HCC candidates, agreed to promote 
the guidance note recommendations on capacity building of national stakeholders, and will conduct a 
health and nutrition cluster workshop for the Horn of Africa in November 2008 in Djibouti and a NGO 
partnership integration workshop in January 2009 aiming at getting the NGO participants to take their 
learning back to their country clusters.  All trained HCC have been accepted onto the roster, but with 
qualifications about where they are ready to serve (chronic or acute, national or sub-national) and their 
availability (short term or longer term).   
Issues and challenges: Country level support and acceptance of cluster approach is still weak; 
suboptimal country level leadership; roster candidates were from global level and were too 
experienced and therefore unable to be released to take a HCC post; need to focus more on those 
WHO staff currently wearing two hats (EHA and HCC) and promote the best of them to dedicated 
HCC; need guidance on how to use the roster; need regional buy-in of roster and its candidates, 
therefore trainings will now be regionally focused with representatives from the WHO regional offices 
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7. Update and discussion on HNTS by Pierre Salignon, Interim Manager, HNTS 

Pierre introduced himself and explained that he has spent the last month getting up to speed and 
meeting with experts and stakeholders to see the way forward; in the coming weeks he will define an 
action plan for the coming 6 months; he asked agencies and the GHC to specify what they wanted 
from the HNTS and whether they were looking for normative or operational services from HNTS; 
Pierre asked for opinions and input from all concerned; HNTS aims to make information lead to 
action; success depends on the partner organizations; he expects partners to be pro-active and to help 
steer the way forward.  There is currently an HNTS staff member in Kivu to look at possible HNTS 
support to the crisis.  Pierre encouraged partners and the GHC to contact him and to make 
recommendations.  If HNTS don't succeed in the next months it will be a collective failure.  Still work 
ahead to organize the steering committee. 
The following points were raised in discussion: strong support for the idea of opening a field office; 
we need to establish a process to measure mortality, malnutrition etc in a crisis situation; partners need 
to give a clear mandate to HNTS so they can move forward; we need HNTS to compile and make 
sense of data and validate data; we need to link HNTS to the Sphere standards and the revision of 
Sphere; we need more clarity on what HNTS can offer; we need to know and understand the core 
functions of the HNTS; we need a TOR of HNTS; we need to be able to respond to the finding of 
HNTS; we need to be ready to respond if HNTS tells us that mortality is increasing; we need to build 
understanding about what HNTS is and its core functions. 
 
Daily Wrap Up:  We need to make sure that the work plan developed tomorrow (13 November) 
includes the issues highlighted and discussed today and the lessons learned from cluster 
implementation about how the GHC might be most effective and useful; build guidance notes as 
discussed (on roster, on accountability, on roles and responsibilities at global and country levels); find 
solutions to sustainable funding for cluster work; ensure wide scale information and awareness and 
buy-in, share lessons between HCC; appoint dedicated HCC; provide feedback to HNTS to steer its 
way forward. 
 

Thursday 13 November 2008 

Day's objective: Gain common understanding of issues related to cluster implementation; gain 
understanding of WHO's programme of work and funding for 2009 and beyond and how it relates to 
the work of the GHC; reach agreement on GHC work plan for 2009 with aim for increased impact on 
field operations, related funding channels and the way forward    

Chair: Johan Heffinck, ECHO    

 
8. Update/discussion on inter-cluster work, cluster implementation, donor/cluster meeting 22 
October, phase 2 cluster evaluation, Humanitarian Health Appeal  
(Daniel Lopez Acuna, Director REC/HAC/WHO and Johan Heffinck of ECHO) 
Humanitarian Tracking Tool.  We must move now from the number of cluster countries to the quality 
of implementation; shift to operational and strategic focus, rather than a focus on coordination; still 
much work to be done on global awareness and the acceptance of the cluster approach;  Humanitarian 
Tracking Tool from OCHA provides some insight into the level of cluster implementation at country 
level: 16 countries responded of which only 7 countries have a compact between the HC and the ERC, 
only 11 have a common humanitarian platform, only 12 countries report that they are having inter-
cluster meetings, only 3 have early recovery networks. 
Donor/CLA meeting of 22 October.  The meeting was positive; donors want cluster work 
mainstreamed within CLA and partner agency programs and budgets and funding mechanisms; and 
the field level costs need to be included in CAPs and Flash Appeals; the GHC is one of the only 
clusters with a strategic framework.  

ECHO cluster survey. See Presentation on ECHO informal survey on cluster implementation.  ECHO 
asked seven open questions of its field staff; feedback from 21 out of 26 countries; results were a 
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general appreciation for the cluster approach; added value recognized; but with much variation 
between countries; significantly more inclusiveness of NGO; cluster leadership key to success; 
disconnect between global and country and between national and sub-national clusters; meetingitis; 
weakness of inter-cluster coordination and humanitarian country teams. 

Action: 

ECHO to circulate informal survey questions 

Cluster Evaluation, Phase 2: Aim to assess the operational effectiveness of the cluster approach; 
whether clusters are identifying and filling the gaps; this is a move from the Phase 1 Evaluation that 
focused on cluster processes, meetings and participation.  Consultant will meet with lead agencies to 
discuss indicators; outcome should be practical recommendations; set to begin in January; pending 
issues include selection of the countries (4 chronic and 2 sudden onset emergencies) 
Agreement of GHC to move away from processes and towards outputs and outcomes.  
Humanitarian Health Appeal: The proposal is one appeal that captures the funding needs of all health 
actors; something to consider for 2010. 
 
9. Update on the WHO 5 Year Institutional Strengthening Program and mainstreaming of 
health cluster activities  
(Daniel Lopez Acuna, Director REC/HAC/WHO) 
See Presentation on WHO 5 Year Program and Mainstreaming of Cluster Activities 
The WHO 5 Year Institutional Strengthening Program includes work in preparedness and emergency 
response and recovery. It is a follow up to the WHO 3 Year Plan but now with the cluster approach as 
a main area of work throughout.  It is based on the WHO institutional framework of SO5; Pillar 1 of 
this program concerns the implementation of the cluster approach in all priority countries; the GHC 
work plan is a fundamental part of this work; cluster lead agencies has been asked to mainstream the 
cluster in their work plans and the result is this 5 year plan; it is about capacity building which has a 
major component being the health cluster work at global and country levels; WHO needs the GHC 
behind this way of thinking and way of including GHC activities in this funding proposal; we need to 
define the GHC work plan for 2009 and insert it line for line in the WHO funding proposal related to 
its 5 Year Program; we can highlight the activities within the 5 Year Program that are GHC activities 
to be completely transparent to donors and to partners.  
The following points were raised in discussion: the 5Year Program should reflect the expected 
restructuring of HAC, the activities of the GHC within the 5 Year Program should be clearly labelled 
as such, mainstreaming can be seen as negative to the partners if all the funds will go only to WHO?; 
this is a good way to move forward for funding of GHC collective activities and the WHO inputs to 
those activities, but many NGO partners do not have similar funding mechanisms to raise funds for  
their own inputs into the cluster at global and country levels; the secretariat should remain within the 
plan; it would be helpful if partners documented their contributions to the cluster activities at global 
and country levels, to combine as a full package (maximum 5 pages). 
Agreement for WHO to proceed in this way, to mainstream GHC work, to mobilize resources on its 
own behalf and on behalf of the collective activities of the GHC; more thinking required to see how 
partners can raise funding for their own inputs to cluster work (staff, travel, time, etc) 

Action: 
Partners invited to document their contributions to the cluster activities at global and country levels, to 
combine as a full package (maximum 5 pages each). 

Partners invited to send comments to Daniel on the WHO 5 Year Program by end December. 
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10. Update on guidance by IASC Task Force on Safe Access to Firewood and alternative Energy 
in Humanitarian Settings (IASC Task Force SAFE) by Erin Patrick, Women’s Commission  

This is one of a series of presentations to the GHC over time to update partners on the work of the 
IASC Task Forces and Working Groups.  The GHC has had similar presentations from the IASC Sub-
Working Group on Gender and Sexually Based Violence, the IASC Sub-Working Group on Mental 
Health and Psychosocial Support and the IASC Task Force on Age-ing. 
The IASC Task Force SAFE is co-chaired by the Women’s Commission (working under the authority 
of InterAction), UNHCR and WFP. It is looking at humanitarian issues related to fuel and firewood 
collection, supply and use.  It has developed a matrix of roles and responsibilities and a decision tree 
diagram to guide appropriate fuel strategies within the various sectors and in various settings.  The 
guidance is expected to be endorsed by the IASC and circulated in 2009.  The Task Force considers 
this a cross-cutting area of work; the Task Force has created a technical network and a website 
(www.fuelnetwork.org); various sectors have contributed concerning indoor air pollution, shelter 
design for optimal ventilation, related sexual violence, etc.  
The issue was raised by the GHC as to whether this responsibility should be within an existing cluster 
such as shelter or protection or any cluster that then takes on the responsibility of ensuring any areas of 
strategic and operational overlap with other clusters.  However, the Task Force defines this as a non-
sector specific cross-cutting issue.   
 
11. The GHC in 2009: finalizing the work plan in accordance with GHC Strategic Framework  
Prior to this session, the WGs prepared their elements of the GHC work plan for 2009, arranged by 
Strategic Priority and Goals within the Strategic Framework, based on the issues raised during this two 
day meeting and the lessons learned over the past two years.  During this session, the WG elements 
were consolidated into one draft GHC work plan for 2009.  It was agreed that funding for this work 
plan would come from WHO resource mobilization efforts, supported by partners, towards its 5 Year 
Institutional Strengthening Program in which the specific GHC line items would be highlighted.  
See Draft GHC Work Plan 2009 as developed during this session 

Action: 
WG Co-Chairs to submit track changes on draft work plan by 10 December to Erin for finalization by 
end of 2008. 

 
12. GHC Meetings in 2009 
Agreement to have two GHC meetings in 2009 in May and November.  One should be in Geneva with 
the 6 WHO regional advisors; one should be in Nairobi with representatives of the regional health 
clusters.  The GHC might try to arrange back-to-back the HCC workshop and the November GHC 
meeting to benefit from as much HCC participation as possible. 

Action:  

Secretariat to circulate options for dates (and locations) and to confirm in early 2009. 

 
13. Brainstorming on GHC priority issues in humanitarian health in 2009  
Priority areas of humanitarian health that should be considered by the WG on Policy and Strategy 
include the following so far.  The WG will choose a few areas on which to concentrate its work in 
2009 and will keep the GHC informed on progress.  (listed in order recorded)  

1. User fees 

2. Funding during transition and recovery (example of Cote D'Ivoire) 

3. Advocacy-what is the role of the GHC 

4. Cross cutting issues-what should the GHC be doing 
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Meeting Agenda 


 
Hosted by UNICEF, NYC, 11-13 November 2008 


Tuesday 11 November 2008 
 
Location: UNICEF House, Three United Nations Plaza, on 44th street between 1st  and 2nd avenues 


Day's Objective:  Advance on GHC work plan; plan sessions of 12 and 13 November  


    9h00-10h00 9th floor 
Conference 
Room 


Planning session of the Co-Chairs of the WG on Country Support and the 
WG on Guidance and Tools 


  10h00-12h00 7th floor 
Conference 
Room  


WG on Country Support  (small working groups continue until 17h) 


 


  10h00-17h00 4th floor 
Conference 
Room 


WG Guidance and Tools 


 


  13h00-17h00 9th floor 
Conference 
Room 


WG Policy and Strategy 


  19h00 tbd Working dinner of the WG Co-Chairs  
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Wednesday 12 November 2008 


Location: 633 Third Ave (between 40th and 41st streets), 22nd floor Conference Room 


Day's Objectives: Gain common understanding of progress on GHC work plan 2008, related challenges and  


                             solutions; impact on field operations; gain insight for determining the way forward      


Chair:  Linda Doull, Merlin                                                     


  9h00 - 9h30 Opening remarks 


Eric Laroche, Assistant Director General, HAC/WHO 


  9h30 - 9h45 Review agenda and announcements, objectives of the day 


Linda Doull, Merlin  


  9h45-10h30 Update on cluster implementation at country level 


Daniel Lopez Acuna, Director, REC/HAC/WHO 


10h30-10h45 Coffee 


10h45-12h30 Discussion on strategic issues related to the work of the WG on Country Support  


Robin Nandy (UNICEF) and Gillian O'Connell (Merlin), Co-Chairs 


12h30-13h30 Lunch 


13h30-15h30 Discussion on strategic issues related to the work of the WG on Guidance and Tools 


Nichola Cadge (Save UK) and Nevio Zagaria (WHO), Co-Chairs 


15h30-15h45 Coffee 


15h45-16h30 Health Cluster Functions and Responsibilities and HCC TOR 


Nevio Zagaria, REC/HAC/WHO 


16h30-18h00 Discussion on the GHC Strategic Framework  


Eric Laroche (WHO and Mary Pack (IMC), Co-Chairs of WG on Policy and Strategy 


18h00 Wrap up 


18h30-19h30 


Special Evening 
Session 


Update and discussion on HNTS; introduction of newly arrived interim manager of HNTS; 
GHC expectations on output, process, structure, representation and communication channels 


Pierre Salignon, Interim Manager, HNTS 
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Thursday 13 November 2008 


Room: 633 Third Ave (between 40th and 41st streets), 22nd floor Conference Room 


Day's objective:  Gain common understanding of issues related to cluster implementation; gain understanding of  


                            WHO's programme of work and funding for 2009 and beyond and how it relates to the work of  


                            the GHC; reach agreement on GHC work plan for 2009 with aim for increased impact on field  


                            operations, related funding channels and the way forward    


Chair: Johan Heffinck, ECHO    


  9h00-  9h15 Open, review of yesterday, objectives for the day  


Johan Heffinck, ECHO    


  9h15-10h30 Update/discussion on inter-cluster work, cluster implementation, donor/cluster meeting 22 
October, phase 2 cluster evaluation, Humanitarian Health Appeal 


Daniel Lopez Acuna, Director REC/HAC/WHO 


10h30-10h45 Coffee 


10h45-12h00 Update on WHO's 5 year institutional strengthening program and mainstreaming of health 
cluster activities 


Daniel Lopez Acuna, Director REC/HAC/WHO 


12h00-13h30 


(12h30-13h00) 


Lunch 


Update on guidance by IASC Task Force on Fuel and Firewood by Erin Patrick 


13h30-15h00 The GHC in 2009: finalizing the work plan in accordance with the GHC Strategic Framework 


Eric Laroche (WHO)and Mary Pack (IMC), Co-Chairs of WG on Policy and Strategy 


15h00-15h15 Coffee 


15h15-16h15 Next steps: completing the 2008 work plan, beginning the 2009 work plan 


Working Group Co-Chairs of the three working groups 


16h15-17h00 Brainstorming on GHC priority issues in humanitarian health in 2009 


Eric Laroche (WHO and Mary Pack (IMC), Co-Chairs of WG on Policy and Strategy 


17h00-17h30 Meetings in 2009, AOB 


17h30 Closing Remarks 


Eric Laroche, Assistant Director General, WHO/HAC 


 


 








UPDATE ON CLUSTER 
IMPLEMENTATION AT 


COUNTRY LEVEL
HAC.WHO


November 12,2008
GHC Meeting, New York







Cluster implementation monitoring 7 November 08


Country
Numb 
er of 
health 
partn 
ers


Needs 
Assessme 
nt and   
Analysis


Preparednes 
s/Contingenc 
y Plan


Strategy/ 
Work plan


Training 
and 
Capacity 
Building


Main 
funding 
mechanis 
m


Key Issues


AFRO  Cluster Countries


Burundi 10 2005
Updated  Nov 
2008 for next 
six months


2008-2009 Needs for 
training CERF 


- 2 suboffices opened in 
October 2008  ( in Muyinga 
and Makamba) in the country 
for supporting the repatriation 
programme
- Main partners are involved in 
relief and rehabilitation 
activities


CAR 13 yes yes yes A lot of 
training but 
uncoordinat 
ed


CAP, 
CERF, 
ERF and 
CHF


NGOs to be encouraged to be 
engaged at country level


Chad 14 no yes yes Some 
training by 
WHO and 
UNHCR


CAP, 
CERF, 
Finland, 
Italy


Cyclic escalation of military 
activities reaching Ndjamina, 
the capital. Cluster not 
covering all east and is not yet 
involving the South


CDI 25 no yes no foreseen ( 
transformin 
g priorities 
to projects.


CAP, 
CERF


Support needed  for Boake and 
Abidjan offices. Cluster to deal 
with transitional issues. 
Meeting are more frequent , 
cluster activated in Boake







Democratic 
Republic of 
Congo


15 + used for  
PHA


At national 
and 
focus in three 
provinces ( N 
and S Kivu 
and Katanga  
province
(provincial)


+ 2007- 
2010 +


Workplan
CERF
Pooled 
Fund two 
times 
Bilateral ( 
Finland)


Sustaining a network of 12 sub- 
offices in DRC with international 
presence in Kinshasa, Bukavu and 
Bunia (Ituri) Mediating between 
MOH, Health Cluster and Donors 
(GIBS). The number of partners 
changes by provinces. At this 
moments there more than 40 in 
Goma (North Kivu)


Ethiopia 30 
same + none + none + yes + Induction 


of hours
CERF/Don 
ors


There is a process of 
decentralization of cluster. 
There is difficult to get money for 
cluster roll out


Eritrea 2 
Lack of 
fuel limit 
assessment


Yes 
coordinated 
by OCHA


no none
Bilateral 
DFID and 
ECHO


There are informal consultation, 
partners are limited to MoH and  
UNICEF


Kenya 30 +++ ++ + - needed for 
MoH CAP


WHO  is also  supporting the MOH 
in the North East (together with 
UNHCR) Backup offices fro South 
Sudan and Somalia  NGOs puling 
out


Guinea 18 + ++ +yes +finalized None 


Included in 
West Africa 
CAP and 
CERF


The health cluster just beginning. 
Challenge is to reactivate and fund 
the two suboffices in Nzerokore and 
Kissidougou.


Liberia 25 + + + - CAP like 


WHO supported the update of  
National Health Policy (2006-2010). 
WHO subcontracting  health NGOs: 
Two sub-offices in North and Centre 
of Liberia. Resources needed to 
continue and expand technical 
support to MOH







Niger 10 none


Yes 
integrated in 
the National 
plan


Planning 
for the 
meeting 


Two days 
organized 
by OCHA 


CAP
CERF


Activated  last year 09 2007
Two type of meetings  
(Thematic as well?)_


Uganda 40 +++ + National 
level


+ for 
cluster 
activities 
implementa 
tion


+ none this 
year


CAP and 
CERF


WHO support Gov. in the 
development of the Health 
Sector recovery strategy, 
outside Health Cluster 
activities,  one of the 
assessment concerning 
Congolese refugees is ongoing 


Zimbabwe 15 none yes None ( 
only WHO) 


Yes two 
days  
cluster 
training 


Cluster activated in June 


PAHO/AMRO Cluster Countries


Colombia 33 +


+
(Within the 
framework of 
the UN 
Emergency 
Team)


+ - CERF/Flas 
h Appeal


The clusters are called thematic 
groups to avoid tensions with 
the GoC.


Haiti 22 + - + - CERF/Flas 
h Appeal -







PAHO/AMRO Cluster Countries


Colombia 33 +


+
(Within the 
framework of 
the UN 
Emergency 
Team)


+ - CERF/Flas 
h Appeal


The clusters are called thematic 
groups to avoid tensions with 
the GoC.


Haiti 22 + - + - CERF/Flas 
h Appeal -







SEARO Cluster Countries


Indonesia 150 + + + +


CERF/
SEARO(SE 
AHREF)/Fl 
ash Appeal 
(not 2008)


Thousands of Islands with 
population diversity and 
tensions. Natural disasters and 
conflicts. Coordination 
mechanism at national level


Sri Lanka 8 + + + + CHAP


UN and NGOs left the Vanni 
(LTTE controlled areas) due to 
security reasons and do not 
have direct access to the IDPs 
and host communities in those 
areas.


Myanmar 35 +
+
(PoNREPP [i] 
ongoing)


+ +
CERF/ 
Flash 
Appeal


Township level cluster 
coordination; Funding 
constraints for early recovery 
activities; Phasing out of health 
partners from cyclone affected 
areas due to various reasons 
including funding, difficulty in 
maintaining human resources, 
completion of relief activities.


Nepal 40 +
(Ongoing) + + +


CERF/SEA 
RO(SEAH 
REF[ii])/
Flash 
Appeal


Limited field presence of 
WHO remains key challenge 
for ground level coordination


Timor 
Leste 20 +


(2006)


+
(Flooding, 
Drought and 
Conflicts)


-


+
(But, not 
custer 
level)


CHAP
The decision on activating the 
cluster approach will be taken 
probably within this month.


[i] The Post Nargis Recovery and Preparedness Plan
[ii] South East Asia Regional Health Emergency Fund : A small revolving fund in SEARO







EMRO Cluster Countries
Afghanistan 14 yes no no no CERF, 


HAP under 
way


HCC not replaced since July


IRAQ 17 and 
3 
observ 
ers


Desk 
analysis 
Joint needs 
assessment 
2003 


draft yes Yes WHO, 
UNICEF, 
WFP,


CAP, flash 
appeal, 
ITF, 
bilateral


Remote implementation high 
affiliation with MNF,   


Pakistan 20 
plus/ 
minus 
5 
depen 
ding 
on 
locati 
on


+ + + All done by 
agency not 
as cluster


FA & 
CERF


- ONE UN pilot
- 3 major emmerg. In 1 year, 
(flood, IDP, EQ)
- MOH capacity to be 
developed for coord. At all 
levels
- grey areas between health, 
nutrition, WASH & protection 
cluster


occupied 
Palestinian 
territory 
(oPt)


9-15 
depen 
ding 
on 
distric 
t


+ + + + CAP Cluster rollout for health sector 
still being under discussion at 
country level







Somalia 24 + + + + CAP Cluster leadership is 
decentralized according to 
capacity in the localities


Sudan 
(North)


~65 + + + Done by 
agency, not 
coordinated


UN Work 
plan


Situation differs between 
Darfur and Transitional areas; 
main issue in Darfur conflict. 
More partners in Darfur than in 
TAs. 


Sudan 
(South)


8-20, 
depen 
ding 
on the 
State


+ + + CD 
trainings 
are 
coordinated 
with 
partners


UN Work 
plan


Main focus in South Sudan is 
CDC







EURO Cluster Countries


Georgia 47 + + + + HAC/CER 
F/FA


Provision of health care 
services to Internally Displaced 
Persons (IDPs). Particular 
focus on infant and children 
feeding in emergencies.







Critical Issues resulting from the 
Missions


• Selection of the mission's members
• Involvement of WHO regions
• Donors involvement
• Participation of NGOs members has been crucial,.
• Time schedule of the missions are too short, 
• Observations


– "On the job" information (training) of the mission members, the WHO EHA Focal 
Point acting as Health cluster coordinator and health partners on the health 
cluster approach


– Better understanding of the cluster approach implementation in country - 4 
countries and 4 different implementation processes


– Too much time spent in informing (on the job training) health partners and EHA 
Focal point on the health cluster approach.


– Lack of knowledge of guidelines and tools
– Members of the cluster not  trained


Recommendations:
• Training of EHA focal point currently acting as health cluster coordinator and training 


of health coordinators from NGOs by the NGOs in the health cluster approach
• Participation and responsibility of health cluster partners could be really increased.







FINDINGS RECOMMENDATIONS AND ACTION 
POINTS OF THE JOINT CLUSTER 
IMPLEMENTATION ASSESSMET MISSIONS


Cluster 
Function


Côte d'Ivoire
January 2008


Afghanistan
April 2008


Centrafrique
September 2007


Tchad
End 2007


Recommendations 
for Partners


Recommendations 
for Cluster Lead


Comments/Actions 
to be taken


Partnership


Health 3 W 
database


Health 3 W 
database Health 3 W database Health 3 W 


database


Ensure that all health 
cluster partners are 
informed about your 
activities (What, Where 
and When) and inform 
other clusters/sectors 
(WASH & Nutrition)


Extend the partnership 
to all partners and  for 
all services deliveries 
both at capital and field 
level


OCHA's 3 W data 
base with the 
health sub sector 
field should be 
adopted and 
implemented at 
country level 


Health facilities 
database


Mapping by OCHA Mapping by USAID Mapping by WHO Mapping by OCHA


Mainly around 
EWARNS and CDC


Around BPHS 
partners


Mainly around 
EWARNS and CDC


Mainly round 
EWARNS and CDC


Promote 
and adopt 


standardize 
d methods, 
tools and 


formats for 
common 


use in 
health 
needs 


assessment 
s


No standardized 
methods, tools and 


formats


No standardized 
methods, tools and 


formats


No standardized 
methods, tools and 


formats


No standardized 
methods, tools and 


formats Ensure that appropriate 
tools are used.
Inform the partners 
about your planned 
surveys. Participate in 
join health, WASH and 
nutrition need 
assessments
Designate a focal point 
for the analysis of the 
collected data


Identify and verify the 
methods and tools 
currently in use.
Facilitate & coordinate 
the analysis of health 
related data and 
disseminate the results 
to all health cluster 
members.


The IRA tool 
should be 
finalized, adopted  
and used at 
country and field 
level.
If still under 
development 
(revised), the Rapid 
Health 
Assessment tool 
(WHO) should be 
used as 
standardized tool


IRA  tool tested in 
country


Assessment by 
agencies individually


Assessment  by 
Ministry of Rural 


Development, health 
cluster members for 


Drought Appeal


Joint Need 
Assessments and by 
agencies individually


Assessment by 
agencies individually


No joint analysis Joint analysis for 
Drought Appeal No joint analysis No joint analysis


Develop 
common 


health 
information 
managemen 


t strategy 
and tools


Data collection 
through national 
surveillance system. 
WHO & UNICEF 
supporting data 
collection
No joint analysis & 
no utilization of 
collected data for 
strategic planning


DEWS established 
& production of 
Weekly MMB (on 
EMRO website).
Analysis  by WHO, 
information shared 
with BPHS and 
health cluster 
partners
Update of access to 
health facilities for 
beneficiaries and 
partners


Data collection through 
national surveillance 
system. WHO 
supporting data 
collection. 
Quarterly Surveillance 
Briefing (MoPH)
No joint analysis & no 
utilization of collected 
data for strategic 
planning


Data collection 
through national 
surveillance system 
with support of WHO 
at Abéché with 
difficulties (lack of 
logistic  and 
communication 
means). 
No joint analysis & 
no utilization of 
collected data for 
strategic planning


Designate a focal point 
for the analysis of the 
collected data


Ensure technical 
support to the MoPH 
and facilitate the 
development of tools 
for common health 
information 
management
Ensure the analysis, 
dissemination and 
utilization of the data 
for strategic planning


No common tools
Elaboration, in close 
collaboration with 
MoPH, of a weekly 
and/or monthly 
Mortality and 
Morbidity bulleting 
and distribution to 
HC partners







Coordination 
of programme 
implementatio 
n and service 


delivery


No ToRs for 
cluster group


ToRs for Cluster 
group


No ToRs for cluster 
group


ToRs of Lead 
agency (IASC ) 


used


Participate in the 
development of the 
country, region etc, 
specific ToRs for the 
health cluster group


Develop according 
to the context  the 
appropriate health 
cluster ToRs in 
collaboration with 
the health cluster 
partners


Although Health 
cluster ToRs are 
specific to the 
country/region 
context, general 
ToRs should be 
available for the 
cluster members


No Health Cluster 
Coordinator


EHA/FP acting as 
HCC at capital 
level (double 


hated)


Health Cluster 
Coordinator at 
capital level


Decision taken for 
not having 


decentralized 
health cluster 


No Health Cluster 
Coordinator


EHA/FP acting as 
HCC at capital level 


(double hated)


No Health Cluster 
Coordinator at 
capital level
EHA/FP 
N'djamena left in 
2007 and was not 
replaced
HCC focal point at 
field level


Participate 
systematically into 
the HC coordination 
meetings and/or 
designate a focal 
point for  ad hoc or 
thematic meetings.
Share information 
on your planned and 
current activities ' 
implementation 
status with the other 
health cluster 
partners and surely 
with the MoPH


Ensure continuity in 
coordination both at 
national and field 
level.
Ensure regular gap 
analysis of services 
delivery and 
geographical 
coverage
Ensure, in 
collaboration with 
HC partners, 
prioritization of 
activities according 
to identified needs.
Elaboration of a 
monthly Health 
cluster bulletin
Ensure regular 
feedback on 
relevant and 
available information 
between capital and 
field (data 
management, 
programme 
implementation, 
polices and strategic 
planning)
Ensure analysis of 
partners capacities 
and financial 
resources  for filling 
gaps in health 
services deliveries


Strengthening of 
lead agency 
leadership and 
accountability:
HCC not replaced 
since mid-July in 
Afghanistan
WHO should 
ensure continuity 
of presence of 
EHA/HCC at 
country and field 
level
Health sector 
coordination 
mechanism is 
completely based 
on the EHA  
mandate /4 
functions with 
exception of 
Afghanistan
NONE of the 
EHA/FP have 
received the HCC 
training
The HeRAMS 
tool should be 
finalized, 
promoted and 
used at country 
/sub-country level 
asap


Not systematic 
and poor 
involvement of 
MoPH
At capital level: 
irregular 
meetings, mainly 
information 
sharing
At Field level: 
Irregular meetings 
mainly around 
EWARNS & CDC,
discontinued 
presence
Irregular agenda 
and minutes
Poor inter-cluster 
synergy


At capital level:
No programme 
yet within health 
cluster (early 
stage of cluster)
Involvement of 
MoPH difficult
Coordination 
meetings mainly 
around 
elaboration of 
ToRs, access to 
health facilities 
and Drought 
appeal.
Coordination for 
development 
oriented 
programmes with 
BPHS and EHPS 
implementers and 
Polio vaccination 
Clear agenda and 
minutes with 
action points
Strong inter- 
cluster synergy 
(focal point for 
Nutrition, WASH 
and Food 


At capital level:
Systematic monthly 
meeting for "Cluster 
santé" 
(development 
oriented with MoPH 
participation) and ad 
hoc and mainly 
around CAP & 
CERF for "Cluster 
santé humanitaire" .
At Field level:
Kaga Bandoro: no 
WHO office and 
irregular HCC 
meeting by EHA /FP 
(based in 
Bossongoa sub- 
office)
N'Délé: recently 
established WHO 
office and HCC 
meeting 
Irregular but good  
minutes with action 
points
Poor inter-cluster 
synergy


At capital level:
No health cluster 
coordination 
At Field level:
Systematic and 
chaired by  MoPH 
coordination 
meetings but 
mainly around 
EWARNS and 
CDC. General 
information 
sharing.
Integration of 
refugee's 
communities into 
health cluster 
coordination 
Clear agenda and 
minutes with 
action points
Good inter-cluster 
synergy







Develop/update 
agreed response 


strategies and 
action plans


Very weak strategic 
planning both at 
central & field level
Weakness in linking 
humanitarian and 
recovery/ 
development 
strategic planning


Strategic planning 
and elaboration of 
action plan for  
Drought appeal with 
ministries and 
partners
Existence of 
contingency plans 
(diseases outbreaks 
& natural disasters)
Strategic planning 
through other 
Development 
coordination 
mechanism


Strategic planning 
through and for the 
UNCAP process 
NAF elaborated early 
2008
Existence of 
contingency plans 
(diseases outbreaks 
and floods)
Weakness in linking 
humanitarian and 
recovery/ development 
strategic planning


Strategic planning 
according to 
vulnerable groups 
instead of  needs 
oriented - divided 
UNCAP 
Existence of 
contingencies plans 
(population 
movement and 
diseases outbreaks)
Weakness in linking 
humanitarian and 
recovery strategic 
planning


Participate into 
development and 
updating  processes of 
the strategic planning 
exercises and action 
plans


Ensure that all HC 
partners are involved in 
the strategic planning 
and elaboration of 
action plan and/or  
contingency plans both 
at national and field 
level
Ensure the linkage 
between humanitarian 
and national  recovery/ 
development plans


Strategic 
planning often 
donors interest's 
driven.
Increased 
involvement of  
MoPH and 
donors 
(humanitarian 
and 
development) in 
strategic 
planning 
required. 


Application of 
standards and 
relevant policy 


guidelines


Good but related to 
diseases outbreaks
IASC guidelines not 
disseminated


Relevant IASC and 
diseases outbreak 
control guidelines 
disseminated


Good but related to 
diseases outbreaks
IASC guidelines not 
disseminated


Good but related to 
diseases outbreaks
IASC guidelines not 
disseminated


Ensure that national 
and international 
policies are adopted 
and applied to all 
health interventions 


Ensure that national 
and international 
policies are adopted 
and applied to all 
health interventions 


GHC secretariat  
should assure 
that IASC, 
cluster guides 
are available to 
health cluster 
coordinators and 
partners (hard, 
soft or websites)


Ensure common 
monitoring 


mechanisms


Previously done by 
UNICEF
Currently no joint 
monitoring and no 
common mechanism


Common monitoring 
mechanism not 
elaborated for health 
cluster ( 
humanitarian space) 
except for polio 
eradication 


Weak and not 
systematic monitoring. 
Agencies individually
Systematic Information 
sharing at capital level 
but very weak 
feedback to field 


Limited to EWARS 
for IDPS and host 
population.
SIS established in 
all refugees camps
Insufficient analysis 
at Abéché level


Participate in joint 
monitoring when 
planned and share 
programme 
implementation' reports 
with health cluster 
partners.


Facilitate and 
coordinate the data 
collection for 
monitoring and 
supervision of health 
interventions .
Develop measurable 
indicators with MoPH 
and health partners.
Ensure regular 
feedback on analysed 
information, decision, 
policies etc.


Lack of common 
monitoring tools
Lack of 
measurable 
indicators
Support the 
MoPH in 
elaborating 
monitoring policy 
and 
standardized 
data collection 
system. 


Promote a 
common and 


joint system of 
reviews and 
evaluations


No joint review & 
evaluation


Individually done by 
agencies


Review of 
winterization & 
returnees plan done 
for WHO (not health 
cluster related)


No systematic review 
and evaluation 
(weakness of reliable 
health information)


Poor CAP  mid-term 
review and health 
situation analysis - 
focused on IDPS


Participate in CAP mid 
term review and final 
evaluation


Assure that mid-term 
review are done in line 
with CAP (e.g. use of 
same measurable 
indicators to evaluate 
process in project 
implementation


Poor 
involvement of 
partners in 
process.
Involvement of 
donors 
recommended







Identify core 
advocacy 
concerns, 
including 
resource 


requirement


Financial resource 
mobilization at 
capital level
Difficult access of 
NGO's to CERF.
No project selection 
committee for CERF
Additional bilateral 
donors funding


Financial resource 
mobilization at 
capital level
Cluster members 
included in proposal 
writing for CERF 
application
BPHS donors 
funding mechanism


Financial resource 
mobilization at capital 
level
Difficult access of 
NGO's to CERF
No project selection 
committee for CERF
ERF, CHF and 
additional bilateral 
funding
MoU with each partner 
for CERF, ERF and 
CHF funded projects


Financial resource 
mobilization at 
capital level
Difficult access of 
NGO's to CERF
No project selection 
committee for CERF
Additional bilateral 
donors funding 


Inform the HC 
coordinator on your 
other available 
financial resource


Inform health partners 
on selection criteria for 
submission of CERF 
proposal
Establish a committee 
(UN and NGOs)  for 
prioritization and 
selection of CERF and 
other funding 
mechanism proposal.


CERF selection 
criteria not clear for 
NGOs.
Advocacy for better 
integration of NGOs 
into the CERF


Support efforts 
to strengthen 


the capacity of 
the national 


authorities and 
civil society


Weak  support to 
national, regional 
and district level 
health authorities


NA during mission


Not coordinated, not 
compliant to national 
curriculum. Utilization 
of different curricula 
for health personnel 
training


Very little effort in 
training of health 
personnel except for 
UNHCR


Ensure that your 
training activities are 
compliant to national 
policy and training 
curriculum


Strengthen and 
increase technical 
support in training of 
health personnel 
especially at 
decentralized level.  


Important to provide 
cluster approach 
training/information 
to health 
authorities
Increase support to 
health authorities in 
managing & 
coordinating 
humanitarian crises
Training of health 
personnel should 
be included as a 
priority into the CAP


Acting as 
provider of last 


resort


WHO acted as last 
resort when MSF 
pulled out of 
Bouaké hospital (full 
salary support of 
health staff)
When diseases 
outbreaks 


WHO acting as last 
resort when 
diseases outbreaks


WHO acting as last 
resort when diseases 
outbreaks


Weakness in 
analysing partner5s 
capacities to 
response to any 
new and or 
identified needs


Inform health cluster 
coordinator about your 
availability of human 
and financial resources 
to better response to 
identified needs and 
priorities


Identify  strengths and 
weaknesses of health 
partners in responding 
to any remaining 
and/new gaps (human 
and financial 
resources) 
Advocate t the 
humanitairn


WHO response to 
diseases outbreaks 
is part of their 
mandate and 
function as health 
cluster partner
Donors involvement 
in identifying and 
responding to 
unmet need should 
be increased
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Country Support 
Working Group


GHC Meeting
12 Nov 2008


New York







Objectives


• To provide an update on the progress 
towards delivering the 2008 Work Plan


• To highlight the main strategic challenges 
and issues that need to be addressed by 
the GHC


• To make recommendations for the way 
forward 







Progress & Achievements: JCMs


• Completed 4 Joint Country Missions in 
Chad, CAR, Cote d’Ivoire, Afghanistan 
(Guinea will take place in Nov, Sri Lanka 
now early 2009)







Progress & Achievements: 
Training


• One Tri Cluster Coordinator Training in 
April in Ecogia: 9 HCC trained


• One Tri Cluster Coordinator Training in 
November in Tunisia:  (EMRO) 9 HCC 
trained







Progress & achievements 
Training II


• First Health Cluster Coordinator training 
will take place 9 – 14 December with 25 
participants


• By the end of 2009 40 Health Cluster 
Coordinators will have been trained 
(including long term emergencies)







Progress & achievements - 
Training III


• Reviewed Concept note for HCC Training


• Reviewed TORs for HCC


• Reviewed and adapted the training objectives for HCC 
training


• Curriculum revised to emphasise tools, processes, 
approaches and skills 


• Established interagency mechanism for candidate 
selection into the roster. Roster is operational







Progress & achievements – 
Awareness Workshops


• Cluster Workshop for Horn of Africa 18 – 
20 November 2008


• NGO Partnership Integration Workshop 
rescheduled for January 2009







Progress & achievements – 
National Capacity Building


• April: Produced a guidance note for the 
GHC on the promotion & advocacy for 
stronger national and local capacities in 
health emergency preparedness and risk 
reduction 







Issues & Challenges I


• Country level support and acceptance of Cluster 
Approach is still weak


• Suboptimal country level leadership
– Lack of a designated HCC (Only 3 of ?? Cluster 


countries)
– Untrained personnel filling the role of HCC
– Countries not requesting a HCC/Low utilization of 


HCCs
– No operational guidance about how to tap into the 


GHC roster for a HCC







Issues & Challenges II
• Rosters still needs expansion


– Only 18 HCC trained so far
– Recent strategic shift to include personnel 


more likely to be deployed
• Training HCC: 


– No long term emergency component of 
curriculum


• Continued lack of awareness of cluster 
approach among country level partners







Issues & Challenges III


• Joint Country Missions (JCM)
– Should we continue?  (Cost, time 


commitments, etc)
– If so how do we ensure follow up?
– How do we select countries (GHC decision vs 


country demand)
– Generic TOR not relevant to all contexts
– Generic TORs too broad – awareness 


raising/training/evaluation/lessons learned?







Issues & Challenges IV


• CROSS CUTTING: Evidence based 
decision making within  WG and among 
WGs of the GHC
– GHC not always aware of situation on the 


ground
– Conflicting information/Varying perceptions of 


cluster performance 







Recommendations I
• Country level support and acceptance of Cluster 


Approach is still weak
– WR workshop
– WHO HQ support
– Strengthened role of OCHA


• Suboptimal country level leadership
– Phased training during 2009 of ‘sitting’ cluster 


coordinators
– Create demand for a designated cluster coordinator
– Develop operational guidance on how to request a 


HCC from the global roster







Recommendations II


• Rosters still being developed
– Designated roster coordinator within the 


Cluster Hub
• Training HCC


– Long term emergency component integrated 
into HCC training curriculum (incl 
preparedness, DRR, early recovery)







Recommendations III


• Continued lack of awareness of cluster 
approach among country level partners
– Cluster awareness workshops at 


regional/country level?
– Increased OCHA engagement







Recommendations IV


• Joint Country Missions (JCM)
– Important mechanism to independently 


understand country level challenges
– However, the aims and objectives need clarity
– TORs needs modification for each context 


with engagement with country colleagues
– Accountability for follow up on 


recommendations need clarification (?WHO- 
HAC)







Recommendations V


• CROSS CUTTING: Evidence based 
decision making within  WG and among 
WGs of the GHC
– Carefully planned JCMs
– Annual conventions of HCC
– Tap into mission reports of partner 


agencies/donors







Conclusion
The Strategic focus for this Working Group 2009 to 2011 


will be:


• Ensuring the quality and utilization of the acute (short) 
and chronic (long term) rosters


• Developing capacity in the cluster approach at country 
level


• Developing longer term capacity at country level 
(including DRR & emergency preparedness in early 
recovery and transition planning)
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Health Status of 
Affected Populations


IRA
Initial Rapid Assessment


EWARN


Health Resources
Availability


Health System 
Performance


HeRAMS
Health Resources 


Availability Mapping 
System


HIS, nutritional and 
ad hoc  quantit& 
Qual


 


Surveys,
routine reporting, etc.


Identification of Priorities and Gaps in the Humanitarian Response


Targets –


 
Benchmarks – Thresholds –


 
etc.


Information needs


Information for HCC 
and HC partners is needed on:


Tools available


… for the collection, collation and 
analysis of this information:


Desired situation


… expressed in terms of specific 
programmatic targets, 
international standards, 


benchmarks, etc.


Response strategies and action plan


M
onitoring &


 review
 cycle







IRA- update and achievements


• Ongoing process with WASH and nutrition
• Various versions tested in 5 countries
• Short version developed 
• Guidance note finalised incl adaptation 


guidelines
• Acceptance remains a problem
• 2 options for final presentation offered to 


WG







IRA-Decision Points and Next steps
DP1: Consensus on vs 2.2 but we need to provide clearer 


guidance on team structure, roles and responsibilities, 
methodology (at both district and site level) and data 
triangulation and analysis.


AP1: Jonny, Anne and Oleg to draft short guidance  note 
by 15 Dec.


AP2: Finalise software for data entry and simple analysis
AP3: Work with WG on Capacity Building on CB and 


training on IRA and technical support field missions


SI1: How to improve the acceptability of the tool at country 
level?


SI2: How to ensure that it is included in contingency 
planning?







HeRams- update and 
achievements


• Visual concept sheet, health sub-sectors, health 
services checklist by level of care, data entry 
spreadsheets and simple analysis software 
completed


• OCHA has changed 3W tool to be compatible 
with HeRAMS sub-sectors


• Field tested in Darfur- report available end Nov. 
Second round under completion 











HeRams-Decision Points and Next 
steps


DP1: Proceed as planned- no adjustments required
DP2: Will be hosted and steered by HCC, with central 


database and analysis, but will be rolled out to partners 
to use in field with agreed periodic updates to monitor 
the availability of services, review trends, progress and 
identify gaps


AP1: Finalise HeRAMS field operational manual, and 
develop distribution strategy and support capacity to field 
use of the tool


AP2: Flag and discuss cross-over and information sharing 
with nutrition and WASH clusters a







Benchmarks-
Update and achievements:
• First draft available reviewed at meeting


Decision points and next steps:
DP1: Agreed need core set of indicators
DP2: To avoid duplication and build on work of HNTS 


request that HNTS lead on this process in consultation 
with WG G&T.


AP1:Need to consider practical implications of identify a 
core set of indicators


SI 1: How to address different contexts incl i) national 
approved targets ii) chronic protracted emergencies iii) 
recovery iv) coverage in health service utilisation/equity 







Gap Guidance and Analysis- 
update and achievements


• Gap guidance materials completed and on 
IASC website


• Findings have contributed to the Health 
Cluster Guide


• Gap Analysis field tested in Uganda as a 
tool, but was found to be not as relevant in 
its current  form for recovery contexts. 







Gap Guidance and Analysis- 
Decision Points and Next steps


Since original plan to develop gap analysis tool the IRA, 
HeRAMS and the benchmarks have been developed.  
These tools in part identify gaps.  However, the process 
and mechanism of a joint analysis and how to prioritise 
actions remains a weakness.


DP1: No further work on gap analysis required.  We will 
integrate the work on gap guidance and gap analysis 
into the other tools and guidance.


DP2: The Gap Guidance will remain a stand alone 
reference document


DP3: Prepare guidance on criteria for decision making and 
prioritisation that will included in Health Cluster Guide.







Gap Guidance and Analysis- 
Decision Points and Next steps


AP 1: Ron and Richard will draft a short 
guidance note on criteria and approach to 
prioritisation  by end Nov, circulate to WG 
and finalise.


AP 2: Analysis of how effective the tools are, 
in combination with each other, in 
identifying and analysing gaps and 
informing action plans must be part of the 
review of the 2009 filed testing







Health Sector Recovery Guide-


• Final draft developed – clearly addressing 
‘burning issues’ and structured around 
health system building blocks


AP 1:Develop action points/options to 
consider  to help operationalise the tools


AP 2: feedback from group by end Nov 08.  
finalise by end Dec 08.







Health Cluster Guide- update and 
achievements


• Current draft re-organised in line with the 
newly revised HCC TOR


• Pre final draft reviewed by :
• Semi-structured questionnaire developed 


to assist in feedback and review process







Health Cluster Guide-Decision 
Points and Next steps


DP 1: Essential to complete the Field version of the Health 
Cluster Guide by end Dec 09.


AP1: Proceed with extensive field testing during 2009
AP2: Develop dissemination plan- to include 


• Jan 09 partner integration workshop.
• Liaise with WG CB &T on HCC training and other CB efforts
• GHC partners to disseminate to their field offices.  E.g SC UK to 


include in Emergency Health SOPs


AP3: WG to investigate synergies and common 
language/text with nutrition and WASH during 2009 to 
include in final version in Nov/Dec2009







Workplan 2009
• Focus on dissemination, rollout and extensive field testing of the 


tools-
– Identify focal point full time  senior professional to drive, on a 


continual process, the roll out and coordinate the systematic 
evaluation of the tools 


– Identify milestones for progress
– Identify process for systematic evaluation of tool utilisation (done 


for HCG but not yet for others)
– Work with WG CB & T- training
– Mid term  progress review June 09
– Nov 09 - Collect analysis on the utilisation of tools- strengths, 


weaknesses, gaps.  Update accordingly- finalise tools  by end 
Dec 09


– Identify need for new tools/guidance arising from review- 2010 
workplan


Outstanding questions: Prioritise or phase countries for roll-out? 
How to ensure we get the coverage to ensure that we able to 
review utility/issues in different contexts.







2. Workplan 2009 


• Continue collation of comprehensive 
assessment tools- incl sub-sector specific.







Strategic Issues
AP 1: Endorsement of decision  points and action plan to 


complete and finalise remaining tools and guidance
SI 1: How to increase acceptance, ownership  and 


institutionalisation of tools at country and organisational 
levels


SI 2: GHC coherence and commitment to support the 
systematic testing and review/evaluation of the tools 
throughout 2009. If evaluation is to meaningful- must 
promote use all tools not selective use.


SI 3: Mainstreaming/roll out activities- funding in 2009 
budget


SI 4: Shift from participant to partner at global and 
country/field level 


SI 5:  Relevance and adaptation of tools to protracted 
crises and recovery





		Working Group on Guidance and Tools

		Slide Number 2

		IRA- update and achievements

		IRA-Decision Points and Next steps
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		Slide Number 6

		HeRams-Decision Points and Next steps

		Benchmarks-

		Gap Guidance and Analysis- update and achievements

		Gap Guidance and Analysis-Decision Points and Next steps

		Gap Guidance and Analysis-Decision Points and Next steps

		Health Sector Recovery Guide-

		Health Cluster Guide- update and achievements

		Health Cluster Guide-Decision Points and Next steps

		Workplan 2009
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		Strategic Issues
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Functions 1 Health Cluster Coordinator (HCC) 2 Cluster Lead Agency (CLA) 3 Cluster Partners/Participants 4 


1.  Coordination 
mechanisms 
and inclusion of 
key actors 
within the 
Health Cluster 
and inter-cluster 
[1+2]  
 
See chapters 1 
& 2 


 
1. Identify and make contact with all health actors 
including national health authorities, national and 
international organizations. 
2. Hold regular coordination meetings with country 
health cluster members, building when possible on 
an existing health sector coordination forum.   
3. Represent the Health Cluster in inter-cluster 
coordination mechanisms at country/field level, 
contribute to jointly identifying critical issues that 
require multi-sectoral responses, and plan 
relevant synergistic interventions with the other 
clusters concerned. 
4. Ensure collection and regular updating of health 
sector data in the 3W (Who’s doing What, Where) 
database managed by OCHA. Share and discuss 
this information with health cluster partners and 
the other clusters. 


 Use the CLA’s existing working relations with 
national health authorities and with national and 
international organizations, civil society and non-
State actors that are active in the health sector to 
facilitate their participation in the Cluster and 
relationships with the HCC, as needed. [CLA 
Rep./EHPM] 
Ensure that the CLA is appropriately represented 
at all cluster meetings (probably by the EHPM) to 
present the CLA’s own information, needs and 
concerns. [CLA Rep.] 
Ensure that sectoral coordination mechanisms are 
adapted over time to reflect the evolution of the 
crisis and the capacities of local actors and the 
engagement of development partners. [CLA Rep.] 
Work within the Country Humanitarian Team to 
help ensure appropriate understanding and 
prioritization of health concerns and appropriate 
inter-sectoral/ inter-cluster action, when required. 
[CLA Rep.] 


 Participate actively in Cluster meetings 
and activities and national and local 
levels. 
Share information on the situation and 
own organization’s activities. 
Coordinate and collaborate with local 
authorities and local health actors in the 
areas where working. 
Encourage local health actors to 
participate in relevant zonal health 
coordination mechanisms, where such 
exist. 
Propose ways by which the Cluster can 
be more effective in supporting the 
delivering of health services in the field. 


2.  Relations 
with other key 
stakeholders [3] 
 
See chapter 1  


 Keep Cluster partners/participants informed 
concerning the CLA’s relations/negotiations with 
these key stakeholders. 


 
In coordination with the Humanitarian Coordinator, 
maintain appropriate links and dialogue with other 
national and local authorities, State institutions, 
local civil society and other relevant actors (e.g. 
local, national and international military forces, 
peacekeeping forces and non-State actors) whose 
activities affect humanitarian space and health-
related programmes. [CLA Rep.] 


 Inform the HCC/CLA of developments in 
their own relations with key 
stakeholders. 


3.  Needs 
assessment 
[10a], situation 
monitoring & 
analysis [6] 
including 
identifying gaps 
in health 
response 
 
See chapter 3 


 
5. Ensure that health needs and gaps in the 
humanitarian response are identified by planning 
and coordinating: (i) joint, inter-cluster, initial rapid 
assessments adapting to local context the IRA tool 
developed by the Health, Nutrition and WASH 
Global Clusters; (ii) follow-on more in-depth health 
sub-sector assessments, as needed; and (iii) 
regular situation monitoring/surveillance. 
6. Assess and monitor the availability of health 
services in the crisis areas using GHC Health 
Resources Availability Mapping (HeRAMS) tool, 


 Make CLA technical expertise and other resources 
available for cluster and inter-sectoral 
assessments, as required. [CLA Rep.] 
Participate actively in the analysis of available 
information on health status and risks, health 
resources, and health service performance, and 
the ongoing monitoring of these key aspects. 
[EHPM] 
Ensure the rapid establishment of an appropriate 
early warning and response system (EWARS) for 
selected, locally relevant epidemic-prone diseases 


 Participate in joint assessments and 
data analysis making staff and other 
resources available as required and 
possible.  
Provide regular monthly activity reports 
on the health services supported at all 
levels of care 
Collaborate in assuring prompt EWAR 
sentinel site reporting from the selected 
health facilities.  
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Functions 1 Health Cluster Coordinator (HCC) 2 Cluster Lead Agency (CLA) 3 Cluster Partners/Participants 4 


including services provided by all health actors. 
Mobilize Cluster partners to contribute to 
establishing and maintaining (i) an appropriate 
early warning and response system (EWARS) led 
by the CLA/WHO,  and (ii) a monitoring system of 
the health services delivered. 
7. Lead cluster partners/participants in jointly 
analysing the health-sector data collected (see 
points 3, 4 and 5) and identifying gaps.  
Produce trend analyses.  
Disseminate assessment reports and periodic 
monitoring reports (including trend analyses). 


and other conditions, in coordination with national 
health authorities. [CLA Rep./WHO] 


 
8. Provide leadership and strategic direction to 
Health Cluster in (i) agreeing on priorities and 
strategies; (ii) developing the health sector 
components of FLASH Appeal, CHAP, CAP and 
CERF proposals and other interagency planning 
and funding documents; and (iii) planning 
coordinated action by Cluster partners/participants 
to address critical un-covered gaps. 
(This includes ensuring attention to priority cross-
cutting issues – such as age, diversity, 
environment, gender, HIV/AIDS and human rights 
– and the incorporation of appropriate exit or 
transition strategies.) 


 Participate actively in gap analysis, priority setting 
and the development of a Cluster strategy and 
work plan. Ensure that humanitarian responses 
build on local capacities and that the needs, 
contributions and capacities of women and girls as 
well as men and boys are addressed. [EHPM] 
Ensure that Cluster/sector plans take appropriate 
account of national health policies and strategies 
and lessons learned from past activities, and 
incorporate appropriate exit, or transition, 
strategies. [CLA Rep./EHPM] 


 Participate in the definitions of, and 
reaching broad consensus on, priorities 
and strategies, and in the elaboration of 
a “Cluster Strategy” and work plan  
Ensure that own organization’s project 
activities are in line with and contribute 
to the agreed Cluster strategy and work 
plan, and take appropriate account of 
priority cross-cutting issues. 
Plan/adapt own activities to contribute to 
filling identified gaps. 


 11. In a protracted crisis or health sector recovery 
context, ensure appropriate links among 
humanitarian actions and medium- and long-term 
health sector plans. 
(This includes ensuring attention to all six health 
system building blocks 5 and, in the recovery 
context, incorporating the concept of ‘building 
back better’ and specific risk reduction measures.) 


 Ensure that opportunities to promote recovery and 
appropriate re-building of the health system are 
identified and exploited from the earliest possible 
moment, and that risk reduction measures are 
incorporated in Cluster strategies and plans. [CLA 
Rep./EHPM] 


 Ensure that own organization’s project 
activities promote recovery from the 
earliest possible moment, and contribute 
to risk reduction, where possible 


 Establish schedules for the accomplishment of 
agreed Cluster members' individual and joint 
activities (possibly in the form of a “strategic work 
plan”) and monitor progress. 


 Arrange periodic reviews of the impact of the 
Cluster. [CLA Rep.] 


 Participate in and contribute to 
monitoring progress and reviewing the 
effectiveness of the Cluster in supporting 
the health service delivery in the field. 


4.  Strategy 
development & 
gap filling [8], 
[4], [5],  
 
See chapter 4 
(and ch. 9) 


 Inform the CLA Rep. of priority gaps that cannot 
be covered by any Cluster partners and require 
CLA action as provider of last resort. 


 
Act as the provider of last resort (subject to 
access, security and availability of funding) to 
meet agreed priority needs. Inform the 
Humanitarian Coordinator and CLA’s own 


 / 
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Functions 1 Health Cluster Coordinator (HCC) 2 Cluster Lead Agency (CLA) 3 Cluster Partners/Participants 4 


headquarters of resource needs and work with 
them to secure the necessary resources. [CLA 
Rep. /EHPM] 


5.  Contingency 
planning [7a]  
See chapter 4 


 
Lead the Cluster in contingency planning for 
potential new events or set-backs using the inter-
agency contingency planning guidelines. 


 Participate actively in cluster/inter-agency 
contingency planning and preparedness for new 
events or set-backs. [EHPM] 


 Participate in joint contingency planning 
for possible future events/set-backs 


6.  Application 
of standards [9]  
 
See chapter 5 


 9. Promote the use of the Health Cluster Guide to 
ensure the application of common approaches, 
tools and standards – notably the SPHERE 
standards – by all health cluster participants taking 
into account the need for local adaptation. Where 
necessary, advocate for the adherence to 
guidelines and best practices adopted by the 
global health cluster and the wider humanitarian 
community. 


 
Ensure that all Cluster partners are aware of 
relevant national policy guidelines and technical 
standards, and internationally-recognized best 
practices. [CLA Rep./EHPM]  
Where national standards are not in line with 
international standards and best practices, 
negotiate the adoption of the latter in the crisis 
areas. [CLA Rep.] 
 


 Adhere to agreed standards and 
protocols and promote their adoption in 
the delivering of health services  


7.  Training and 
capacity 
building [12], 
including 
emergency 
preparedness     
[7b]  
 
See chapter 6 


 10. Identify urgent training needs to ensure the 
adoption and uniform application by all Health 
Cluster participants of technical standards and 
protocols for the delivery of key health services. 
Coordinate the dissemination of key technical 
materials and the organization of essential 
workshops or in-service training. 


 
Promote/support training of staff and capacity 
building of humanitarian partners, and support 
efforts to strengthen the capacities of the national 
authorities and civil society to assure appropriate, 
sustainable health services. [CLA Rep./EHPM] 


 Ensure that own staff are adequately 
trained for the activities undertaken 
Identify own training needs, make these 
known, and assign staff to attend 
trainings as and when opportunities are 
made available 
Collaborate in organizing training for 
staff of local health actors and other 
partners, making trainers and other 
resources available when possible 


8.  Advocacy 
and resource 
mobilization 
[11], including 
reporting  
 
See chapter 7 


 
Collate information from all sources for inclusion in 
Cluster sitreps and regular Health Bulletins. 
Identify key health aspects that require advocacy 
and contribute to the development of key 
messages and related communications and 
advocacy activities together with other concerned 
Clusters. 
 


 Produce and disseminate Cluster sitreps and 
regular Health Bulletins using HCC input. 
[EHMP/Communications Officer] 
Advocate for donors to fund priority health 
activities of all Cluster partners/participants. [CLA 
Rep.] 
Represent the interests of the health sector in 
discussions with the Humanitarian Coordinator 
and other stakeholders on priorities, resource 
mobilization and advocacy. [CLA Rep.] 


 Participate in defining and agreeing on 
any information and reports that Cluster 
partners should provide to the HCC, and 
provide such information and reports a 
timely manner. 
Contribute to overall Cluster efforts to 
advocate for appropriate attention to all 
public health needs (and humanitarian 
principles in general).  


9.  
Communication 
and media 
relations [10b]  
 


 Identify common strategies and messages for 
communicating with the public, news-media, 
donors and policy-makers.  


 
Provide information regularly to the news-media 
and represent the Cluster in contacts with the 
news-media – press conferences, interviews, etc. 
[CLA Rep./ Communications Officer] 


 Present own activities in the context of 
the overall health sector effort whenever 
possible and appropriate 
Emphasize the important of – and own 
commitment to – coordination and 
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See chapter 8 collaboration 
Notes: 
1 In this first column, [#] = corresponding points in the generic TOR for CLAs 
2 Once the cluster approach is activated and a country CLA designated, the CLA country representative and country office are responsible for fulfilling HCC functions to the maximum extent 
possible pending the designation and arrival of an assigned HCC. 
3 The CLA Representative (CLA Rep.) is responsible for assuring that all these functions are satisfactorily fulfilled. Certain functions may be delegated to the CLA Emergency Health 
Programme Manager (EHPM) and other CLA staff, as indicated, but those marked [CLA Rep.] should be fulfilled by the CLA Representative personally or be delegated to the HCC. 
4 Cluster participants/partners would normally be represented in Cluster meetings by their country directors or emergency health programme managers 
5 The 6 building blocks (or core components) of a health system are: leadership & governance; information; service delivery; human resources; medicines & technologies; financing [Source: 
Strengthening Health Systems to Improve Health Outcomes: WHO's Framework for Action, WHO, 2007]. 


 = lead responsibility (the person finally accountable) for the set of activities defined in column 1. 


 


 


Provision of Last Resort 


Where necessary, and depending on access, security and availability of funding, the cluster lead, as provider of last resort, must be ready to ensure the provision 
of services required to fill critical gaps identified by the cluster. This includes gaps in relation to early recovery needs within the sector.   


Where critical gaps persist in spite of concerted efforts to address them, the cluster lead is responsible for working with the national authorities, the Humanitarian 
Coordinator and donors to advocate for appropriate action to be taken by the relevant parties and to mobilize the necessary resources for an adequate and 
appropriate response. [IASC Operational Guidance on the Concept of “Provider of Last Resort”, Draft May 2008] 


The “Provision of Last Resort” should be activated when:  


1. the Health Cluster agrees that there is an important life-threatening gap in the Health sector response, and 


2. one or more of the agreed benchmarks for the health sector response as a whole is not being met, and  


3. evidence suggests that a significant proportion of the target population is at risk of avoidable death if the gap is not filled urgently.  


Serving as provider of last resort is to be satisfied, and to have all partners satisfied, that all possible efforts have been undertaken to fill agreed priority gaps 
calling on additional local and international partners and advocating for additional donor commitment. 
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The Vision


Optimized health outcomes before, 
during and after crises through timely, 
effective, complementary and 
coordinated humanitarian action. 







The Mission


Build consensus on humanitarian health 
priorities and best practices for crises, and 
strengthen system-wide capacities to 
ensure effective and predictable 
responses 







Guiding Principles


Commitment


Partnerships


Tapping and building local capacities







Shift in emphasis


1. Strategic Coordination 


2. Operational Coordination
(including dissemination of and capacity building in 


guidance, tools and other normative products)


3. Technical Coordination
(including development of tools and guidance)







Strategic Priority 1: Build capacities within 
country clusters to design and implement and 
monitor an effective evidence based 
humanitarian health response


Goal 1.1: A widespread understanding and application of 
humanitarian and partnership principles influence the design, 
implementation, monitoring and evaluation of humanitarian health 
activities


Goal 1.2: Standards and best practices identified and promoted by 
the GHC to enable humanitarian health actors to provide a more 
effective response. 


Goal  1.3: Guidance and tools, developed, disseminated and 
maintained by the GHC, facilitate the planning, delivery and 
evaluation of humanitarian health action at country level







Strategic Priority 2:  Ensure operational 
support to complement country cluster 
capacities with human and material resources, 
as needed


Goal 2.1: Cluster rosters are regularly tapped by cluster 
leads at country level to access qualified Health Cluster 
Coordinators and other emergency  experts for the 
effective coordination and delivery of health services


Goal 2.2: Stockpiles of emergency supplies are 
systematically identify, coordinated and harmonized at 
the global level to be tapped by country clusters  







Strategic Priority 3: Specify humanitarian 
health priorities and coordinate global actions 
to address them 


Goal 3.1: Open discussion and exchange of 
information, experience and ideas within the 
GHC lead to consensus on public health 
priorities and coordinated action to address 
them. 







Strategic Priority 4:  Monitor and evaluate the 
progress and effectiveness of the health 
cluster at national and global levels


Goal 4.1:  Findings and recommendations from 
continuous monitoring and   evaluation result in 
improved effectiveness of the GHC and country 
clusters and ultimately improved humanitarian health 
action


Three components of M&E:
1. GHC within the context of humanitarian reform
2. GHC support to country clusters
3. Country cluster process and health outcomes







Other components of Strategic Framework


• Roles and responsibilities
– WHO and cluster partners


• Linkages
• Accountability
• Architecture/working methods/secretariat
• Funding arrangements
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