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Executive Su

National Public Health Institutes (NPHIs| hold a unique position and function in the
public health emergency ecosystem. Through their mandates many NPHIs are part
of government at the national level and function at the infersection of sectors that
have operational roles in a health emergency. NPHIs provide their expertise and
advice primarily to government using evidence-based approaches. The Global
Health Emergency Corps (GHEC), with the secretariat af the VWWHO, is a network
of networks. GHEC seeks to provide a framework that enables a co-ordinated
approach to prevent and respond fo health emergencies, thereby reducing the
impact of health emergencies on populations.

The aim of GHEC s fo create collaborative networks at the national, sub-national,
and community levels, as well as across the health system and across sectors.
These collaborative networks are a workforce of professionals across
governmental and non-governmental sectors that can be called upon and
mobilised to respond to public health emergencies. These professionals have
expertise, skills, and competencies, across a range of activities from forecasting
and predictive infelligence, early warning to mobilising public health action on
the ground when needed.

The national health emergency workforce will have an intimate knowledge of their
country context, including the specific needs, challenges, and gaps. Through their
NPHIs, countries can leverage additional support via connected leaders
established through bilateral, regional, and international parinerships. The
organisation of such a national health emergency corps will enable a co-ordinated
deployment of staff and resources, as well as the ability fo surge expertise and
resources needed in health emergencies.

With funding from the Gates Foundation and in consultation with the GHEC
secretariat, IANPHI conducted a survey with its members to understand the role of
NPHIs in health emergencies with a focus on the deployment and surge of the
health emergency workforce. In addition, interviews were held with 15 NPH
leaders, including two subnational directors and one regional multi-country public
health agency director to understand the current state of the inferactions,
relationships, and strength of connected leaders within the country from national to
community level. The interviews also sought to understand how leaders engage
with neighbouring countries, regional entities or internationally to expedite access
fo intelligence, support and agree actions that are mutually beneficial to prevent
spillovers across borders and prevent epidemics from becoming pandemics, and to
enable timely response fo protect borders.

A workshop was held in February 2025 to analyse and inferpret initial data, as
well as a session with the GHEC secretariat, GOARN and the chair of the IANPHI
Pandemic Preparedness Response and Recovery Thematic committee to discuss
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emerge themes. Subsequently, at the IANPHI Annual Meeting in Maputo,
Mozambique in April 2025 a session was held with NPHI attendees to present the
findings and to discuss further the concept of connected leadership. '

Key findings

Some NPHIs do not fulfil all emergency management functions and tend to have
limited operational roles in health emergencies. This is partly because they are
organisationally restricted by their remit and mandate, size, and workforce. In
health emergencies it is the Ministry of Health that usually has the leading role for
implementing operational responses. NPHIs support government actions primarily
through the Ministry of Health. They have a mandate for providing independent
evidence-based policy advice aligned to disease surveillance, prevention, public
protection and promotion of health and well-being. Key operational funcfions of

NPHIs include:

1. specialist laboratory testing — in health emergencies this will include
working with the health secfors on testing and diagnostics;

2. surveillance of infectious diseases in health emergencies, and the
moniforing of the secondary health impacts of emergencies
(e.g., food and shelter insecurity), extreme heat, and pollution;

3. epidemiological expertise applied to investigational activity, research,
surveillance and contact tracing analysis; and

4. providing specialist scientific and technical expertise, guidance,
and policy advice.

Notably, NPHIs in low-income countries tend to lead on the coordination of
emergency response, including mounting a field response, and related functions
[emergency planning, emergency training, emergency needs assessment,
evaluation of response). NPHIs in higher income countries are less involved in
disaster recovery planning, the mobilization of field response, or post disaster
debriefing and lesson learning. Some of the key public health workforce challenges
reported by NPHIs from all regions included training, funding, workforce planning
and staff retention.

In public health emergencies, NPHIs often act as frusted connectors who bridge
health and non-health sectors. Effective leaders wield decision-making authority and
control over resource allocation, while also demonstrating the capacity to influence
and collaborate across diverse sectors, helping bridge health with broader national
security and socio-economic agendas. Effective leadership is seen as not merely as
exercising operational command, but as articulating a compelling vision that
positions public health as a vital national priority, and not just a health sector issue.

Connected leaders can draw on key professional and organisational networks to
enable a coordinated and accelerated response, that includes timely information
and intelligence exchange through formal and informal agreements, shared
understanding of risks and impacts, and common purpose to deliver mitigation



actions that profect health and economic security across borders and regions. For
leaders of NPHIs, clearly defined roles and responsibilities and delegated authority
from government—paired with an understanding of the roles other sectors play
during health emergencies—are essential for fostering strong relationships and
ensuring a well-coordinated response. Much of this is shaped by the nafional
confext, the mandates of the agencies involved, and the prevailing norms
governing inferagency working.

Key recommendations

Based on the findings of this work, a series of impactful recommendations are
proposed as follows:

Legal and political mandates

¢ Clarify the mandates of NPHIs and other partners in public health
emergency management. Strengthen political advocacy for the role of
NPHIs in managing public health emergencies.

* Monitor and analyse political economy risks that may hinder effective
inter-agency working.

Resourcing and workforce

¢ Identify the skills and competencies required, and strategies to address
gaps, for the national health emergency workforce. This includes
expertise required from in country professionals for deployment and
surge at national, subnational and community level, as well as
expertise and resources required from infernational sources.

* Develop a recognised multisectoral cadre of trained national health
emergency workforce (nafional health emergency corps). that is
assimilated under one collaboration and can be called upon when
needed. This cadre of professionals needs to be identified at all levels
(from community to national) and working across sectors.

Mechanisms and systems

¢ Enhance coordination mechanisms both nationally and internationally,
for example through conducting cross-border emergency preparedness
exercises fo strengthen coordinated regional responses.

* Develop and fund comprehensive surge plans, including deployment
and surge register with attached training plan which is multi-sectoral
and updated by the NPHI (or other lead agency for public health
emergency activities).

* Explore the role of technology to support health emergency response.

Executive Summary



* Infegrate system strengthening specialists into health emergency
management systems with strafegic oversight of parinership,
collaboration, and action.

Leadership and global engagement

* Formalize the role of the NPHI for all public health emergencies,
including participation in nationaHevel decision-making to amplify their
influence and visibility. Position NPHI leaders strategically within
national governance structures (e.g., national security councils, cross-
ministerial task forces).

¢ Include NPHI leaders on global networks, expand support networks
and develop communities of shared practice, particularly for low-
income countries. Support NPHIs as local translators of global
frameworks, ensuring emergency systems align with sociocultural
norms, infrastructure, and community needs.

*  Clobal leadership development in health emergency management that
links NPHI leaders to peer networks and provides strategic mentorship.
Train NPHI leaders in stakeholder engagement and diplomacy to
strengthen collaboration with sectors like disaster management,
defence, and finance.

¢ Strengthen global norms for public health emergency response,
particularly for multi-sectoral and cross border collaboration as
normative practice. Build bridges through simulation exercises for cross
border sTreng’rhening. Investment in joint training, twinning, peer review,
and simulation exercises to foster reciprocity, solidarity, and peer
support.

The survey and inferviews demonstrated that even though NPHIs are the
recognised insfitutes for public health in their countries there is sfill variation in their
mandates and authorities. NPHIs who have surveillance and specialist laboratories
under their functions will be responsible for providing services in the lead up to and
during health emergencies. Most NPHIs will act as evidence-driven trusted advisors
fo governments and other secfors.

Connected leaders' networks need fo be strengthened to create a network of
networks that operates according to country context. NPHIs should lead this
endeavour as bridge connectors, authorised by government. They should not be
restricted to the national level unless subnational investment is robust for health
emergency management, in which case close collaborative networks between
national and subnational levels become critical. leaders need to be adept at
working across sectoral boundaries, identifying shared priorities that foster
collaborations, and building norms of cross-sectoral working. Governments need to
provide NPHIs with those levers that enable NPHI leaders to be part of the wider
intergovernmental dialogue that impacts health security.
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2.1 Background context

The COVID-19 pandemic exposed significant failures and gaps in international
and national responses o an emerging pandemic threat. The Independent Panel
on Pandemic Preparedness and Response (IPPR) in 2021 concluded that “current
institutions, public and private, failed to protect people” from the pandemic and
called for transformational change to a new system that is coordinated, connected,
fastmoving, accountable, just, and equitable” [1]. Despite some progress in recent
years, in 2024, the IPPR concluded that “the world remains unprepared to stop an
outbreak from becoming a pandemic” [2]. Following these longstanding calls for
action and learning from the pandemic as well as other health emergencies, the
Clobal Health Emergency Corps (GHEC) was devised and launched in May
2023 as a strengthened approach fo collaboration for countries and health
emergency networks [3].

2.2 GHEC concept and development

GHEC is a framework for enhancing health emergency workforce capacity within
health emergency prevention, preparedness, response, and resilience (HEPR) work
[4]. It is a collaboration platform for countries and health emergency networks and
integrates with the existing Infernational Health Regulations as well as WHO's
updated HEPR framework [5, 6, 7]. GHEC comprises of a network of networks
including IANPHI, EMT, GOARN, SBP, WHO regional offices and country offices,
supranational CDCs, EOC-Net, TEPHINET and Health Cluster.

The vision of Global Health Emergency Corps (GHEC] is a health emergency
workforce centred in countries and coordinated regionally and globally, that
connect health emergency workforces, rapid response capacities, and leaders in
every country info a cohesive, proactive system (Figure 1) [4]. It was envisaged
by the WHO Director General, Dr Tedros Adhanom Ghebreyesus, that GHEC
"will enhance interoperability between national and regional teams based on
common sfandards and protocols and establish a network of national health
emergency leaders.”
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Figure 1: Global Health Emergency Corps overview

A small secrefariat at global and regional levels will build on and connect existing
health emergency networks and institutions info a collaboration platform to
collectively address the gaps exposed by the COVID-19 pandemic, identify best
pracfices, areas for collaboration, crossfertilization and common leaming in
strengthening the emergency workforce, surge capacities, and connected
leadership. The anticipated benefits are that health emergencies are managed
closest to where they start, there is surge capacity so that countries are not
overwhelmed by emerging health threats and through the efforts of connected
leaders and global coordination the next pandemic is stopped (Figure 2).

Figure 2: Global Health Emergency Corps benefits and domains
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2.3 Aims and objectives of the survey

The focus of this survey and inferviews with NPHIs was on the role and functfions of
NPHIs in health emergencies. The survey aimed to understand how and the extent
to which NPHIs are leading or involved in health emergencies, and specifically
with regards to the key domains outlined by the GHEC framework. The information
collected sought fo:

* Provide an overview of the current landscape and support needed for
NPHIs to strengthen their roles in rapid response to health emergencies.

*  Provide evidence fo support the development of IANPHI guidelines for
NPHIs, focusing on reviewing, planning, or developing surge
capabilities to respond to domestic, regional, and international
emergencies.

*  Generafe position papers and publications to advocate for investment,
support and strengthening of the roles and responsibilities of NPHIs in
health emergencies.

¢ Identify key recommendations to support further GHEC development.

The survey included all NPHIs worldwide who are members or associates of
IANPHI. This survey did not set out to provide specific individual country confext
insights but sought to give a comprehensive overview of the diversity of contexts,
systems, needs, management approaches, governance, and authorities that NPHIs

need fo prevent, prepare and respond fo health emergencies.

The objectives of the survey were to collect primary data from NPHIs in the
following areas:

*  Mandates and authorities of NPHIs in health emergency prevention,
preparedness, response, and resilience

* National governance of health emergencies

¢ Functions linked to the HEPR [7], IHR [6] and key health emergency
frameworks

* Workforce needs for a resilient public health system at the national and
subnational level

*  Gops and challenges for NPHIs during health emergencies

*  Key relationships between NPHIs and other external public health
functions (e.g., PHEOCs, environmental health, MoH)

* Key relationships between NPHIs and health emergency networks
(e.g., GOARN, EMT, FETP)
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In addition, focused key informant interviews were held with a targefed selection
of senior leaders of NPHIs from all regions. The objectives of the interviews were
to explore the concept of connected leadership from country, regional and global
perspectives. The interviews sought fo elucidate the formal and informal reporting,
partnerships, networks, and collaborations essential for strategic decisions and
agreements. This included an understanding of cross-border and transnational
agreements, and relationships that need to be sustained through normative
practice, fo realize a streamlined approach to preparing and responding to
health emergencies.

It was anticipated that the outputs of both the survey and interviews would provide
key evidence fo inform the development and realisation of the GHEC framework,
as well as support efforts to strengthen public health services and capacity,
specifically with regards to NPHIs' health emergency preparedness and response
[8]. In turn, the outputs will help inform and support fargefed actions for national
and subnational sfrengthening of the roles and functions of NPHIs. It is envisaged
that through connected leadership at the national, regional, and global levels, and
built on agreed mechanisms for preparedness and response, co-ordinated and
collaborative responses to health emergencies can be mounted.
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3.1 Overview of Respondents
3.1.1 Survey responses

Of the 127 IANPHI member institutions fo which the survey was sent in October
2024, 56 completed and 4 partially complefed responses were received, @
response rate of 47% (60/127).

Respondents represented all seven VWorld Bank regions. The regions with the
lowest representation proportional to IANPHI membership were East Asia and the
Pacific (39%), and Latin America and the Caribbean (42%). Regions with the
highest representation proportional to IANPHI membership were North America
(100%), South Asia (60%) and Middle East and North Africa (56%). By World
Bank country income group, a higher proportion of NPHIs from high income
countries [HICs) (56%) responded compared fo countries from Upper Middle
(UMIC), Lower Middle-LMIC), and Low-income (LIC) groups (41% to 47%)
(Figure S1).

By WHO region, the regions with the highest proportion of respondents
proportional to IANPHI membership were the Eastern Mediterranean region

(EMRO) (65%), the Western Pacific region (WPRO) (56%) and the Region of the
Americas (AMRO) (53%). The WHO region with the lowest response rate was the
South-East Asia Region (SEARO) (14%) (Figure 3).

Figure 3: Survey response numbers and proportions by WHO region

IANPHI 100
members
(n=127) by

GHEC
survey
participation
by WHO
region

WHO Region African region  Eastern European Region of  South-east Wester Pacific
Mediterranean  regigon  the Americas Asia region region
GHEC region
participation
status Did not complete (n=67) . Completed (n=60) .
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3.1.2 Characteristics of survey respondents

Most of the responses were received from NPHIs (20%, 52/58) and most were
IANPHI national members (86%, 48,/56)." There was considerable diversity in
size, age, and mandate of the NPHIs. NPHI sizes varied from less than a hundred
to over 2000 employees — many had an employee size of less than 500 (55%,

33/60). Most of the responding NPHIs were established more than 10 years ago
(72%, 42/58).

Almost all the respondents had a national remit for health emergencies with teams
operating at the national level (95%, 56/59). 42% (25/59) of respondents said
they had a local remit with teams operating at the local, provincial, or state level.
However, few NPHIs have an international remit with only 29% (17/59) of
respondents indicating that they have teams operating internationally (Figure 4).

Respondents from HICs (45%, 10/22) and the Region of the Americas (50%,
4/8) were more likely to report an international remit. Conversely, respondents
from the LIMICs (8%, 1/12) were less likely to report having an international remit
(Table QQA, Q9B).

Figure 4: NPHIs' scope of work by WHO region

Percentage

Scope of
organisation’s
work

\WHO Region

100

807

607

407

207

1/1 /1 1/1 /1 1/1

Local remit with teams National remit with International remit
operating at the teams operating with teams
local/provincial/state level at the national level operating internationally

Arr0o@®  amrO @ emro @ EURO searo @  wero @

3.2 NPHI Mandate and Governance
3.2.1 The role of NPHIs in a Public Health Emergency

Most respondents indicated that their NPHIs have a role in public health
emergencies. 85% (50/59) of NPHIs specified that they have a legally
mandated role whilst the remaining 15% indicated that they had a role, but it

1 IANPHI includes members who are NPHIs, as well as associate members who are not NPHIs e.g. regional public health
networks and organisations such as CARPHA.
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was not legally mandated (Figure Q11). For this latter group, five of the 9 countries
were from the EURO region, with the remaining four from AMRO, AFRO, and
EMRO regions (Table Q11B).

3.2.2 NPHI involvement in specific functions and issues

With regards fo specific public health functions in relafion to national public health
emergencies, respondents reported that their NPHIs were offen the lead agency
for specialist laboratory or scientific capability (75%, 45/60), surveillance
(65%, 39/60), and risk assessment (57%, 34/60) [Figure Q12, Table Q12A).
Conversely, the most common functions that NPHIs reported not being involved in
were disaster recovery planning (20%, 12/60), mobilization of field response
(20%, 12/60), or postdisaster debriefing and lessons learning (13%, 8,/60). In
low income countries, NPHIs were more likely to report being the lead agency in
mobilization of field response (58%, 7/12, compared to 23%, 5/22, in HICs)
and none reporfed not being involved in this function (compared to 32%, 7/22,
in HICs) (Table Q12B, Table Q12C). A similar pattern was observed by WHO
Region, with EURO respondents reporting higher non-involvement than other
regions (Tables Q12D-G).

NPHIs and Ministries of Health (MoHs) were frequently reported as being actively
involved in the response for infectious disease public health emergencies

(Figure Q13). This high involvement remained regardless of country income level
(Table Q13A). For other public health emergencies, namely environmental,
chemical, biological, or radiological hazards, NPHI involvement was relatively
high and more likely with higher income level. Involvement of MOH was relatively

high in all but the lowermiddle income countries, where it was markedly lower
(Table Q13A).

For public health emergencies related to civil disorder, the involvement of NPHIs
was low across the board. The involvement of a civil defence agency was low in
LICs, except for public health emergencies related to civil disorder. For countries of
other income levels, civil defence agency involvement was higher, yet lowest for
emergencies related fo infectious disease (Table 13A).

In terms of broader public health issues, fewer NPHIs reported being involved in
employment (27%), housing (34%), animal health (58%), health equity (60%), and
water and sanifation (64%) in a public health emergency (Figure Q14). Higher
proportions of NPHIs reported leading on or having some involvement in non-
communicable disease management (15% leading, 70% some involvement),
healthcare planning and management (7% leading, 60% some involvement),
community engagement (10% leading, 52% some involvement], environmental
issues (3% leading, 65% some involvement], and mental health (3% leading, 42%
some involvement) (Figure Q14).

The relatively low proportions of NPHIs reporting leading on these broader public
health issues were marginally lower in high income countries compared to low-
income countries, although they remained very low for most of the functions
regardless of income level (Table Q14B, Q14C).
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3.2.3 What emergency preparedness and response plans are
in place?

Most NPHIs (78%, 47 /60) reported that there is a formal framework or plan in
place for public health emergencies (Figure Q15). This was more likely for HICs
(86%, 19/22) and larger NPHIs (88%, 23,/26), and lowest in the AMRO region
(62%, 5/8) [Tables Q15A, Q15B, Q15C). Most NPHIs have updated this plan
since the COVID-19 pandemic (75%, 33/44), and especially larger NPHIs (90%,
18/20) (Figure Q16, Table Q16C). Many respondents reported that this plan
was collaboratively produced with other departments, agencies, or
organisations (82%, 37/45) (Figure Q17).

Around half (47%, 27/58) of responding NPHIs said they contributed fo a
regional or infernational plan (Figure Q18). A quarter (24%, 14/58) of
respondents reported contributing at a regional and/or international level for
certain hazards only, and 9% (5/58) reported that they did not contribute to any
plans for emergency preparedness and response at these levels.

When looking at formal agreements with international organisations for emergency
response, over half the respondents confirmed that they have agreements with
other NPHIs (54%, 32/59) and/or with international organisations (51%,
30/59). 19% (11/59) of respondents stated that they do not have any such
agreements (Figure Q19). When asked what these agreements included, the
majority stated that they included sharing of health intelligence (76%, 32/42),
sharing of laboratory samples (55%, 23/42) and testing facilities (45%,
19/42) (Figure Q20).

3.3 Public Health Emergency Workforce

The survey examined several workforce related issues regarding workforce
planning, staff qualification requirements, training, and where staff could be drawn
from in the event of a public health emergency.

3.3.1 Planning for public health workforce in an emergency

Many respondents (54%, 32/59) reported that their country has a national public
health workforce strategy or development plan with specified roles and
responsibilities for national public health emergencies (Figure Q21). Respondents
who reported that their country did not have such a strategy or plan were likely to
be from low-income countries (LIC) (55%, 6/11, vs. HIC 32%, 7/22), from the
African region (AFRO) (56%, 9/16) or from smaller NPHIs (48%, 16/33, vs.
larger NPHIs 15%, 4/25)? (Table Q21A-C).

Most respondents noted that their workforce plan or strategy had been developed
or updated in the past year (43%, 13/30) or within the last one fo three years
(33%, 10/30) (Figure Q22). Of concem, 13% (4/30) said their plan was

developed or last updated more than 3 years ago.

2 We define size of NPHIs as follows: <=500 as small, >500 as large.
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In terms of responsibility for public health workforce planning for national health
emergencies, in general the MoH (92%, 54/59) was more likely to be the
responsible body, followed by the NPHI (59%, 39/59) (Figure 5). Similarly,
the MoH (86%, 51/59), followed by the NPHI (61%, 36/59), were more
likely to be involved in assessing the public health workforce needs of the
country (Figure Q24).

Figure 5: Responsibility for public health workforce planning for national health emergencies

Q23: Who is responsible for public health workforce planning for health emergencies in your country?

Number of 60T
responents 54
(n=59)
50 [
National
public health ()
emergency 407 35
30
30 |7 27
Regional 23
public health () 19
emergency 20T 16
14
i 9 10 ,
International 10 5 5 6
public health 1 1 2 1 2 3
emergency Lo a-a
0

NPHI Ministry Other Non- No one | don't know Other
of Health gov. gov.
dept. organisation

3.3.2 Public health emergency staff

Several organizations were reported fo provide public health staff to respond to a
national public health emergency. Most respondents reported that the staff came
from the MoH (81%, 48,/59) or NPHI (75%, 44/59) or other government
department (39%, 23/59) (Figure Q25). Non-government organisations (NGOs)
were cited as a source of staff by 20% of respondents (12/59). There was o
difference however for an international health emergency with more high-income
countries reporting NGOs as a source of public health staff (32%, 7/22,
compared fo other income groups <9%) (Table Q25A).

3.3.3 Key public health workforce challenges

In responding to health emergencies, the key public health workforce challenges
reported by NPHIs from all regions were training (76%, 44,/58), funding (76%,
44,/58), workforce planning (67%, 39/58), staff retention (57%, 33/58), gaps
in the wider health system (52%, 30/58), and recruitment (50%, 29/50)
(Figure Q26).
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3.3.4 Required qualifications for health emergencies

Respondents reported that staff qualifications for work in health emergencies were
required for clinical (97%, 57/59), laboratory (86%, 51/59), emergency services
(85%, 50/59), public health (83%, 49/59) and emergency planning and
management (69%, 41/59) roles (Figure Q27). 19% (11/59) of respondents
stated that formal qualifications were not required for emergency planners and
managers, and 15% (9/59) stated that formal qualifications were not required for
public health staff. There were variations by country income group, with
qualification requirements for emergency planning and management roles were
lowest in high income countries (45%, 10/22, not required) (Table Q27A).

3.3.5 Training providers for public health emergencies

Across all regions and country income groups, the NPHI and MoH were the most
common providers of fraining (0%, 53/59 and 76%, 45/59 respectively)
(Figure Q28). There were differences by country income levels; LIC were more
likely to report having UN agencies (LIC 45%, 5/11, IMIC 38%, 5/13, UMIC
38%, 5/13) as a training provider compared to HIC (0%, 0/22) (Table Q28A).
Regional agencies were also cited to be a popular training provider for middle
income countries (MIC) (LMIC 69%, 9/13, UMIC 54%, 7/13) compared to HIC
(23%, 5/22). Academic institutions in higher income countries (UMIC 54%, 7/13
- HIC 59%, 13/22) were also more likely to be training providers than in lower
income countries (LIC 18%, 2/11, IMIC 31%, 4/13) (Table Q28A).

By region, for the AFRO, AMRO, EMRO and EURO the NPHIs and MoHs were
most frequently cited as training providers (Table Q28B|. For AFRO, the regional
agencies and UN agencies also were reported fo have strong roles (56%, 9/16;
and 50%, 8/16 respectively). In Europe and the Americas, academic institutions
were also a key fraining provider (88%, 7/8; and 61%, 11/18, respectively).

3.4 Surge Capacity and Rapid Response

This section investigated the preparedness and capacity of NPHIs to surge their
functions for national and regional or infernational health emergencies.

3.4.1 Source of surge capacity

NPHIs reported several places from which they drew their staff in the event of a
national public health emergency. The most popular responses were from an
existing NPHI rapid response team (66%, 38/58), from non-NPHI staff working
within the public health care sector (64%, 37/58), short term temporary
recruitment (62%, 36,/58), and from existing NPHI staff who could be redeployed
(60%, 35/58) (Figure Q38). The less popular sources were non-NPHI staff
working within the private health care sector (28%, 16/58), private consultancy
firms (26%, 15/58), a volunteer roster (33%, 19/58), retired staff (31%, 18/58),
or from academic institutions (34%, 20,/58).
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Regional differences did appear; no AMRO respondents reported drawing non-
NPHI staff from private health care sector and only one indicated that a volunteer
roster was used (Table Q38B). For EMRO respondents there was a heavy reliance
on a roster of volunteers (55%, 6,/11). EURO respondents had a high proportion
redeploying existing NPHI staff (71%, 12/17). Respondents from high income
NPHIs were more likely to draw on existing NPHI staff (67%, 14/21 compared to
45%, 5/11 in low income NPHIs) and use refired staff (57%, 12/21 compared
to 18%, 2/11 in low income NPHIs) (Table Q38A).

3.4.2 Experience of deployment to a national health
emergency in the last decade

Since 2014, 75% (42/56) of respondents reported that their NPHI has deployed
workforce in response fo a national level health emergency (Figure Q29). There
were no strong differences in national deployment rates among income groups nor
region, except for EMRO respondents reporting the lowest deployment rate (55%,
6/11: Tables Q29A, Q29B, Q29C).

Of the respondents reporting national deployments since 2014 (n=42/55), the
types of workforces being deployed reflected the higher frequency of threats
related fo infectious diseases, environmental and biological hazards. The fop types
of workforces deployed were public health rapid response teams (81%,
34/42), epidemiology/data and analytics staff (81%, 34,/42), surveillance
staff (79%, 33/42), laboratory staff (79%, 33/42), and public health
technical experts (64%, 27/42). The top types of workforces deployed were
similar across the country income groups and regions. Other commonly deployed
staff included leadership staff (55%, 23/42), and research, evidence, and/or
knowledge management staff (50%, 21/42; Figure Q30). The workforce that
was reported fo be deployed with the lowest rate was “Public safety/national
disaster response” (17%, 7/42). IMICs, NPHIs with < 500 employees, and
NPHIs from the AFRO region were more likely to deploy a wider range of
workforce types (Table Q30B).

3.4.3 Challenges to increasing surge capacity to respond to
national health emergencies

The commonly reported challenges currently to increasing surge capacity to
respond fo health emergencies at the national level were logistical challenges
deploying staff (61%, 34/56), lack of staff to deploy (54%, 30/56),
challenges with rapid recruitment (52%, 29/56), lack of plan or protocol for
deployment of staff (48%, 27/56), lack of budget for deployments (45%,
25/56), lack of required skillset in staff available to deploy (43%, 24/56), and
delayed identification of surge needs (39%, 22/56; Figure Q36).

In comparing the LIC and HIC groups, LIC challenges tended more towards
preparedness issues such as the lack of plan or protocol for deployment of staff
(73%, 8/11), challenges with logistics required to deploy staff (73%, 8/11), or
the lack of budget for deployments (73%, 8,/11). The top challenge for the HIC
was related fo staffing (lack of staff to deploy (75%, 15/20; Table Q36A).
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3.4.4 Experience of receiving workforce from abroad in a
public health emergency

Most respondents (64%, 38/59) reported that since 2014, no regional or
infernational workforce was received to support an emergency (Figure Q31). LICs
(36%, 4/11) and IMICs (46%, 6/ 13) were more likely to report receiving support
(Table Q31A). AFRO and EMRO respondents reported higher rates of receiving
support compared to AMRO and EURO respondents (Table Q31B). Smaller NPHIs
with <500 employees were also more likely to report receiving support compared
to larger NPHI's with >500 employees (Table Q31C).

For the 27% (16,/59) of respondents reporting that regional or infernational
workforce support was received (Figure Q31), the types of workforces received
suggested support was needed for emergencies related to infectious diseases,
environmental or biological hazards. The top five reported workforces received
were epidemiology/data and analytics staff (62%, 10/16), public health
rapid response teams (56%, 9/106), laboratory staff (56%, 9/16),
surveillance staff (44%, 7/16), and research, evidence, and/or knowledge
management staff (44%, 7 /16| [Figure Q33). The types of workforces received
closely mirrors the types of workforces reported to be deployed by NPHIs for
national level emergencies (Figure Q30).

Of the respondents that reported receiving regional or infernational workforces
(27%, 16/59) [Figure Q31), 15 reported that there were challenges when
integrating the external staff info their NPHI workforce (Figure Q34). The main
challenges were related to understanding of organisational processes, remit,
and responsibilities (60%, 9/15), difficulties related to orientation &
management of external staff (40%, 6/15), language barriers, cultural
norms, and familiarity with organisation (33%, 5/15). The lack of appropriate
skills and experience of external staff (27%, 4,/15) was less commonly reported to
be an issue.

The highest reporting rates for challenges were reported by respondents from LIC,
AFRO and smaller NPHIs with <500 employees (Tables Q34A, Q34B, Q34C).
The same group of respondents that reporfed receiving regional or international
workforces reported that their NPHI gave feedback to the sending organisation
(Figure Q35; 62%, 10/16). With a small sample size, it was difficult to assess for
frends in returning feedback. However, there is evidence that larger NPHIs are
more likely to return feedback (Table Q35C).

3.4.5 Experience of deployment to a regional or international
health emergency

The most common health emergencies NPHIs indicated they would respond fo at
the regional level were infectious diseases (97%, 56/58), environmental hazards
(76%, 44/58), biological hazards (72%, 42/58), chemical hazards (48%,
28/58) and radiological/nuclear hazards (38%, 22/58) (Figure Q39). Similarly,
but with much reduced capacity (particularly for non-infectious disease
emergencies), NPHIs indicated they would respond fo these health emergencies at
the international level in a similar order; infectious diseases (69%, 40/58),
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biological hazards (40%, 23/58), environmental hazards (38%, 22/58),
chemical hazards (22%, 13/58) and radiological /nuclear hazards (19%,
11/58).

There was little difference between responses fo infectious diseases and
environmental hazards by income groups, but noticeable differences for the other
health emergencies between LICs and HICs, particularly when responding to
international versus regional emergencies (Table Q39A). In general, HICs were
more likely to be involved in infernational response across all types of emergencies
compared to LICs. Response fo international emergencies by NPHIs was lowest for
regional civil disorder/conflict and radiological /nuclear hazards (Figure Q39). In
general, larger NPHIs were more likely to report responding to regional and
infernational emergencies compared to smaller NPHIs, particularly af the regional
level (Table Q39C).

Since 2014, 50% (29/58) of respondents reported that their NPHI deployed
workforce in response fo a regional or infernational health emergence

(Figure Q40). The types of workforces that were deployed were similar fo the
types of workforces deployed nationally and received by NPHIs from regional and
international mechanisms (Figure Q33). The top five workforce types deployed af
the regional or international levels were epidemiology,/data and analytics staff
(86%, 25/29), public health rapid response teams (69%, 20/29), surveillance
staff (62%, 18/29), public health technical experts (59%, 17/29), and laboratory
staff (55%, 16/29) (Figure Q41).

With the small sample size of respondents deploying workforce af regional and
international levels (n=29/58) it was difficult to draw strong conclusions at the
group levels. However, survey results suggest that higher income and larger NPHIs
(>500 employees) have higher deployment rates than lower income and smaller
NPHIs (Table Q40C). Most respondents reported that their NPHI deployed
workforces within their WHO region (61%, 17/28), followed by deployments fo
neighbouring countries (43%, 12/28) and within the continent (39%, 11/28),
and lastly, outside of the WHO region (36%, 10/28; Figure Q43).

There is an indication that as income group increases, deployment rates to more
distant locations increase [Table Q43A). NPHIs from LICs are more likely to deploy
fo neighbouring countries (62%, 5/8 vs. 10%, 1/10 for HICs) or within their
WHO region (75%, 6/8 vs. 30%, 3/10 for HICs), whilst NPHIs from HICs are
more likely to deploy further afield internationally (80%, 8,/10, vs 0%, O/8 for
LICs). Regional trends were less clear but suggest NPHIs in AFRO deploy closer to
home (to neighbouring countries (64%, 7/11), or within WHO region (82%,
9/11)), and NPHIs in EURO were more likely to deploy outside of region (62%,
5/8). The low deployment within neighbouring countries in EURO (12%, 1/8;
Table Q43B) may reflect sufficient capacity of EURO countries to respond fo public
health emergencies at the national level.
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Regarding the length of deployments, most respondents reported short
deployments of up to three months. The reported rates were <1 month (24%,
7/29), 1 to <3 months (34%, 10/29), 3 to <6 months (14%, 4/29), and =6
months (0%, 0/29) (Figure Q48). The sample sizes were small, but there is
evidence that there is a broader range in deployment lengths for LIC and AFRO
(Tables Q48A, Q48B, Q48C). There were no notable trends by NPHI size (Table
Q48C).

3.4.6 Deployment mechanisms to a regional or international
health emergency

There was no clearly dominant mechanism used by NPHIs to deploy sfaff af
regional or international levels. This may reflect the context of individual NPHIs
given their location, familiarity, and history of using deployment mechanisms, and
other factors related to their capacity, availability, and political willingness o
deploy. Overall, the top four mechanisms used were via GOARN (50%, 14/28),
other international organisations (e.g., European Centre for Disease Prevention
and Control (ECDC), European Programme for Intervention Epidemiology Training
(EPIET), International Committee of the Red Cross (ICRC), or Africa Centres for
Disease Prevention and Control (Africa CDC)) (46%, 13/28), NPHI has deployed
staff directly to another country on an ad hoc basis previously (36%, 10/28), other
UN agencies [e.g., United Nations Children’s Fund (UNICEF), United Nations
Development Programme (UNDP), United Nations High Commissioner for Refugees
(UNHCR)) (29%, 8/28; Figure Q42).

Trends were difficult to discern with the small sample size, however, GOARN was
more commonly cited by respondents in HIC, EURO, and larger NPHIs

(Table Q42). The commonest mechanism cited for the AFRO region was via other
international organisations (55%, 6/11). For LIC, the top selection was via other
UN agencies (50%, 4/8) and where the NPHI has deployed staff directly to
another country on an ad hoc basis previously (50%, 4/8).

3.4.7 Support and training provided for deployment to a
regional or international health emergency

Self-reported rates of pre-deployment training were low (46%, 28,/60). Of those
who reported fraining staff before deployment, the top fraining categories was for
health and safety (75%, 21/28), cultural awareness (68%, 19/28) and personal
security (61%, 17/28). less commonly reported was fraining for IT and
cybersecurity and Safeguarding and Sexual Exploitation (43%, 12/28 each)
(Figure Q46). Training provision was more commonly reported for larger NPHIs
(Table Q46C).

With regards to support received by staff while on regional or infernational
deployments, the top selection was fechnical support (83%, 24/29), followed by
financial support (72%, 21/29), and wellbeing support (48%, 14/29;

Figure Q47). Reported technical and financial support were consistently high
across the different NPHI groups; while support for wellbeing was always lower
(Tables Q47A, Q47B, Q47C).
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3.4.8 Current challenges to increasing surge capacity to
respond to regional and international health
emergencies

Response rates for this question at the regional level were higher than for the
infernational level (Figure Q44), but this may simply reflect the fact that most NPHIs
deploy regionally rather than further afield internationally (Figure Q41).

The top reported challenges were similar fo those reported for increasing surge
capacity at the nafional level, suggesting that preparedness and staff issues are
common barriers fo increasing surge capacity. More specifically, the top
challenges at regional and international levels centred on logistical challenges to
deploy staff (regional 57%, 31/54; infernational 43%, 23/54), lack of plan or
protocol for deployment of staff (regional 56%, 30/54; international 50%,
27/54), issues with the coordination of deployments (regional 50%, 27 /54,
infernational 46%, 25/54), and lack of staff to deploy (regional 46%, 25/54,
international 39%, 21/54) (Figure Q44).

LIC respondents reported the top challenges were the lack of a plan or protocol
for deployment of staff (regional 73%, 8/11) and lack of budget for deployments
(regional 4%, 7/11). The top challenge shared by the middle-income
respondents was logistical challenges to deploy staff at the regional level. IMIC
NPHIs also reported that unclear decision-making authority around deployment
was also a top challenge. For the HIC respondents, the response rate was lower
than the other groups, with the top challenge cited being issues with the
coordination of deployments af the infernational level (53%, 10/19; TableQ44A).
Respondents from AFRO, EMRO, and smaller NPHIs were more likely to report
challenges (Table Q44B).

3.4.9 Priority areas for improving surge capacity to respond to
health emergencies

Survey respondents were asked to identify their NPHIs' top three priority areas for
improving surge capacity fo respond to health emergencies at the national,
regional, and international level. Similar priorities were reported by respondents for
health emergencies at the national, regional, and international levels. These were:
resources (primarily monetary), workforce (both capacity and level of expertise),
emergency planning/protocols, and coordination of the deployment and
response. Priorifies around communication with the public and key
stakeholders, and data surveillance and public health intelligence (e.g.,
greater infegration of various sources of intelligence and surveillance data, and
improving the speed of data analytics), were also identified.

For regional emergencies, developing communication and emergency
protocols were more frequently cited as priorities for NPHIs in lowermiddle
income seftings; while developing public health intelligence was more
frequently cited by NPHIs in upperhigh income settings. For national emergencies,
developing the workforce was more frequently cited as a priority for insfitutions
in upperhigh income settings, rather than those in lowermiddle income setting.
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3.5 Connected leadership in health emergencies
3.5.1 Senior level NPHI lead for national health emergencies

Most respondents indicated that there is a high-level NPHI lead for health
emergencies (84%, 47/56). 8/56 (14%) reported that it would depend on the
specific context of the health emergency. 2/56 (4%) stated that there was no NPH
lead (Table Q49).

3.5.2 Key partners for the NPHI in response to health
emergencies

For national health emergencies, the MoH was the most cited (26%, 54/56) key
pariner for NPHIs in nafional health emergencies. Other frequently identified
stakeholders included other government departments (75%, 45,/60), subnational
government (7 3%, 41/56), disaster management agency (66%, 37/56),
academic institutions (62%, 35/56), and non-governmental organisations (61%,
34/56) (Figure Q50). Ministry of Health were sill the most common key partner
in regional and international health emergencies; however, regional and UN
agencies were also frequently cited. Across the board, privafe agencies or
contractors were not a common partner. Civil sociely organisations and NGO
stakeholders were less commonly cited in HIC, whilst the military was a more
prominent partner for national emergencies, especially in LIMICs. Other NPHIs
were listed as a partner for 52% of respondents in HIC during international
emergencies and 42% of respondents during regional emergencies in both UMIC
and IMIC (Table Q50A).

3.5.3 NPHI collaboration with other NPHIs

In terms of the nature of the collaboration, most NPHIs reported meeting with other
NPHI leads (90% will meet with other NPHI leads before a health emergency), to
share information or intelligence on health threats (8 1% will share information
during a health emergency), share lessons learned from recent incidents (67% will
share lessons learned affer a health emergency) and to collaborate on joint policies
or projects related fo health emergencies (79% will collaborate before a health
emergency). NPHIs were less likely however to run simulation or fraining exercises
with other NPHIs: 19% (10/52) indicated that they do not run simulation or

fraining exercises fogether (Figure 6).



Figure 6: How does your NPHI collaborate with other NPHIs before, during and after health emergencies?
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3.5.4 Organisations and associations contacted in a health
emergency

In @ health emergency of potential international concern, most NPHI respondents
said they would contact WHO, or a continental organisation or network (such as
ECDC or Africa CDC), or other NPHI. This would be for the purposes of alerting/

reporting, information sharing, or to request assistance (Figure 7).

Results

Figure 7: International organizations and associations an NPHI would consider contacting in a health emergency

of potential international concern

Q52: Which international organizations and associations would you consider contacting in a health emergency of potential

international concern?
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With regards fo seeking assistance, LIC respondents were most likely to select
several organisations to contact including WHO (82%), IANPHI (73%), @
continental organisation or network (7 3%) or a regional organisation or network
(64%). NPHIs from HIC were less likely to report contacting other organisations for
this purpose, apart from WHO (48%), and only 10% of respondents indicated that
they would confact IANPHI. (Tables Q52A and Q528

In terms of regional frends, NPHIs from the African region were likely to seek
assistance from the WHO (73%) or a continental organisation or network (67%),
whilst NHPIs from the Americas were likely to choose a continental organisation or
network (62%) (Table Q52B).

3.5.5 Timing of contact

In terms of timing of contact, more than half of NPHIs indicated that they would
confact regional or international organisations when a health emergency has been
declared (72%, 38/53), when additional support is required (68%, 36/53), or
following a further risk assessment conducted (30/57; 53%). Notably, 36%
(19/53) said they would only do so if the health emergency has potential
international concern or spread (Figure 8). There were regional differences in the
timing of contact — NPHIs from the African region said they would make contact
when a health emergency has been declared, or when additional support is
required, or affer further risk assessment. NPHIs from EURO and AMRO said they

would make contact af an earlier stage after initial risk assessment (Table Q53B).

Figure 8. \When the NPHI would contact a regional or international organizations and associations regarding a

health emergency

Q53: When will your NPHI contact any regional or infernational organisations and associations regarding a health emergency?
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3.5.6 Type of support sought in a health emergency

In a national health emergency, if the NPHI confacted other organisations for
support, respondents said this was for fechnical expertise (70%, 38/54), financial
support (57%, 31/54), professional public health support (52%, 28/54). Similar

frends were seen for regional and international emergencies (Figure Q).



Figure 9: Type of support sought in a health emergency
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3.5.7 Standard protocols on who to contact

For a national health emergency, respondents mostly indicated that they have
standards profocols on who fo contact for: professional public health support (6%,
35/53), technical expertise (55%, 29/53) and financial support (55%, 29/53).
The same frend was seen for regional and infernational health emergencies,
although less than 50% of respondents selected these options. Four NPHIs
indicated that they will not seek support during national or regional health

emergency (8%, 4/53) (Figure 10).

Figure 10: In a health emergency, does the NPHI have standard protocols for who to contact
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3.5.8 NPHI emergency preparedness activities

Respondents were asked if their NPHIs were involved in activities to aid
preparedness for health emergencies. Most NPHIs did training within their NPHI
(82%, 45/55) and with national partners (82%, 45/55). Most respondents (80%,
44/55) indicated that they shared best practices within their NPHI, 82% (45/55)
shared best practices with national partners and 64% (35/55) shared best
practices with infernational partners. Drills, exercises, and simulations were done
more frequently with national partners (78%, 43/55) and within the NPHI (76%,
42/55) and less so with international partners (55%, 30/55) (Figure 11, Table
Q56).

Figure 11. NPHI involvement in simulations, drills, and exercises to aid preparedness for health emergencies

Q56: Is your NPHI involved in simulations, drills and exercises to aid preparedness for health emergencies?
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3.5.9 After action learning

Posthealth emergency, most NPHIs said they undertook a lesson learned sharing
activity [always, 54%, 30/56; occasionally, 39%, 22/56) (Table Q57). Most
responded that other organisations are involved in this exercise (always, 50%,
26/52; occasionally, 35%, 18/52] (Table Q58). Most respondents reported that

their NPHI implement changes based on the recommendations from after action

reviews (always, 55%, 30/55; occasionally, 36%, 20/55) (Table Q59).

Figure 12. After action learning by NPHIs
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We interviewed Direcfor Generals or their Deputies of 15 NPHIs. Parficipating
NPHIs were selected from all WHO Regions [AFRO - 4, AMRO - 3, EMRO - 3,
EURO - 2, SEARO - 1, WPRO - 2), and across different World Bank Income
Groups (HIC = 6, UMIC = 3, LMIC - 3, LIC = 3). The type of NPHIs also varied
and included a regional NPHI responsible for several countries, national level
NPHIs in centralised and decentralised countries, national level NPHIs in a
federated state, as well as sub-national/provincial level NPHIs in a federation. The
key themes emerging from the inferviews can be grouped into the following inter-
linked thematic categories: connected leadership, the legal and political mandates
of NPHIs, mechanisms and processes, workforce and resources, and system and
structures, for which there are further specific country context influences. (Figure 13)

Figure 13: Key themes emerging from the interviews
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Themes from the Key Informant Inferviews

4.1 Legal and political mandates
4.1.1 Legal mandate

First, the legal mandates of NPHIs, as set out by their home governments with
regards to health emergencies and particularly for deployments within a country
and beyond ifs borders, affect what the NPHI can and cannot do. The legal
mandate and governance frameworks dictate the permissions, remit, and
autonomy that an NPHI has to operate in health emergencies. The importance of
supportive legal frameworks and mandate was a recurrent theme voiced by many
respondents. Natfional legislation gives NPHIs the authority and legal infrastructure
to operate. NPHI leaders were very conscious of the need to operate within the
legal remits for their agencies.

The legal mandate and governance frameworks also determine the leadership
and command and control structures in a couniry for health emergencies. One
NPHI leader reflected that it is useful to have the “legal status of NPHI with clear
authority fo lead in health emergencies and to coordinate efforts,” a need for
“common words in the mandate” and clarity as to “who is responsible for
decisions.” The lafter is important as the remit for health emergencies may be
split between different government agencies and NPHIs may “only have part of
the mandate.” A legal mandate and framework can help clarify purpose, roles and
responsibilities of the different actors involved in a health emergency.

However, there is considerable variability in the legal mandates of the NPHIs
interviewed. Some have only a domestic mandate and have no mandate to deploy
abroad to an international health emergency. Many NPHIs must seek permissions
from their respective Ministries or other higher authority. It also impacts on the
degree of agency and autonomy the NPHIs and other responder organisations
have, and the permission for the NPHIs to collaborate. “(NPHIs need a) legislative
framework that promotes collaborative engagement ... (such that the] NPHI does
not need to go the Minisiry for permission ... The bureaucracy (of seeking
permissions| would stifle (collaboration).”

4.1.2 Political support

Another closely related aspect linked to the legal remit of NPHIs for health
emergencies is the extent of political support they have for responding and
deploying abroad - “(li] relies on goodwill of ministers who champion Global
Health Security.” Some NPHIs had high-level political support whilst a few did not.
Respondents described how essential it was to have strong political support and
sanction, and government commitment, as this in turn would “give strategic intent,
positioned at that level to get political buy in, that would then facilitate the technical
level”. The level of political support also appeared to correlate with degree of
resourcing for the NPHI and their autonomy. Examples given of NPHIs with strong
political support included one agency that “belonged” to the Prime Minister with a
Board headed by the Prime Minister. Another NPHI had its director in a powerful
decision-making position in the country, on a national committee linked into other
key government agencies.
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The policy framework for engagement “spells out what do (NPHIs) do, step by
step, triggers, and SOPs with defined roles and responsibilities.” National inferests
and political agendas may dictate where they can deploy to. These national
inferests may extend beyond the health domain and include for example national
economic interests. As one NPHI respondent described, “We respond where the
government wants us fo go. We are all bound by our own politics and funding
opportunities.”

The political context within a country could also be complicated by local and
national “politics,” turf wars and competing political agendas. These could be
significant barriers to NPHI funcfioning. For example, one NPHI described how
efforts to set up the NPHI were derailed by other political actors who feared the
NPHI would take away their authority and resourcing: " Commissioners think we're
taking away their powers. The NPHI is seen as more powerful and more
respected, ... dismantling the components of the ministry system. Some political
actors worried the NPHI will take authority, powers, ... steal the show.” The
political context can therefore be both an enabler—or constraint—on the activities
of NPHIs in health emergencies and in global health engagement. It was also
recognized that what NPHIs could do was infrinsically tied to their governments’
decisions, priorifies, and policies.

4.1.3 Perceived value, need, and purpose

Respondents stated a need for clarity of purpose and NPHI role in
emergencies, but also specific mention was made for GHEC, “What is the
problem we are trying to solve@" Currently, there was a perception that “GHEC s
not tangible, ... (and is) difficult to explain.” It was not clear to them how GHEC
fits into the WHO structure, and the gap or niche GHEC will address. There were
concerns around potential duplication. Furthermore, it was sfated that the case for
GHEC must be needs-driven and based on the assessed needs for the country. The
latter includes assessments of the “competencies and capacities needed” for health
emergency response, spanning multiple sectors and domains [e.g., knowledge,
ICU capacity, etc.).

Respondents arficulated the need for advocacy at the highest level to “position
GHEC at the highest level.” The advocacy includes of the value of having highly
skilled public health staff, and the need for continued support to train them up.
Furthermore, NPHI respondents highlighted the need to communicate the value:
"Socialise GHEC into NPHIs so there’s a good understanding of intent, what's the
valve it's going to add, demonstrate the valve.” It was also clear that the
arficulation of value had to be “something concrete” with clear description of the
added benefit, especially in the context of competing priorities that NPHIs and
national government ministries may be experiencing. Indeed, a few respondents
questioned the value of deployments, longer term impact, and value for money of
such activities with concerns about the possible diversion of funds, gaps, and
challenges with gefting and mobilising more funds.



4.2 Mechanisms and processes

The presence and state of existing mechanisms and procedures for the mobilisation
of health emergency workforce and response was frequently commented on by
respondents. In an emergency, NPHIs would often need to mobilise staff from
within the agency, However, a few respondents reported that their NPHIs did not
have a clear mechanism for mobilising surge capacity from their own sfoff. As
one respondent noted, “(There is) no clear guideline how to send staff to respond
fo international call for help... Unsure how fo receive staff from abroad... No clear
SOP for requesting support.” For some specific health emergencies, such as natural
disasters, a few NPHIs reported having well developed guidelines already. Other
NPHIs reported having well versed mechanisms, e.g., for the deployment of
emergency medical teams, usually in the context of existing partnerships. However,
for other threats, often there were no guidelines or processes.

Coordination challenges were repeatedly cited as a common issue including for
the coordination of surge responses. There was a mulfiplicity of routes identified
by which international requests for support may come in currently: NPHIFNPHI,
ministry to ministry, government to government, via WWHO, or partner collaboration
networks. These may be ad hoc as well as through more formalized existing
mechanisms such as GOARN. Where mechanisms were already in place, they
were often for regional collaborations such as the EU Health Task Force or bilateral
agreements usually with neighbouring countries. Respondents were keen to avoid
duplication and fo not operationalise another system on top of existing systems

(e.g., GOARN) and overstretched public health systems.

There were also multiple issues with deploying a response that were identified
such as late engagement by the agencies involved, or legislative or governance
requirements at national and subnational levels that delayed responses. The
response deployed may not align with response needs and there were also
challenges maintaining the supply of emergency response resources to meet rapidly
changing and growing demand in crises. There needed to be “prepared and
tested logistics of deployment before the deployment and not (just] in emergencies.”
There was also the question of how best to support staff that were deployed in an
emergency, and the need for streamlined reporting mechanisms. The imporfance of
having clear established guidelines or protocols in place was highlighted due to
the problem of frequent churn of key decisionmakers who may be unfamiliar with
processes., “(We have) turnover of people in power so need these protocols
wriffen down.”

Another aspect of this domain was the issue of how emergency response was
authorised, friggered, and escalated by the NPHI. As already highlighted above,
some NPHIs needed government approval for international deployment.
Others required concrete, clear requests for assistance — with a specific ask to
address a specific need. However, the need for international assistance is not
always clear cut = "When is it really required"2 Similarly, the approvals process for
deployments may not always have clear criteria or basis for them. The speed of the
decision-making processes triggered in turn varied considerably. Some NPHIs

were able fo enact fast decision-making processes (e.g., for procurement of
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required resources) whilst others were hampered by problems with bureaucratic
government processes; “In a crisis, (we) need staff mobilised within 1-2 days but it's
not easy fo get government approval fo deploy. This takes fime. Not sure how fo
leverage MoH."

4.3 Workforce and Resources
4.3.1 Funding and resources

Resource mobilisation, including funding, was cited as a major barrier or enabler
for emergency response mobilisation and deployments. For funding in
emergencies, several NPHIs stated the need to apply to their Finance Ministry.
Emergency funding may not be easily mobilised as there could be strict limitations
and rules governing how the monies were spent. Applications for funding also
needed to make the case and demonstrate that it is “needs based”. Public funds for
this purpose were not always profected and ringfenced with a risk it could be
diverted elsewhere. Some NPHIs had fo rely on their own allocated funds or seek
other external sources of funding. A few NPHIs reported funds for emergency
response usually are found, but “the challenge is the delay in the process”. Another
said, "In a crisis there will be funding. The funds become available when the house
is on fire. The challenge is to have funding before it is aflame.” Ideally, response
plans need fo have mechanisms to mobilise funds quickly.

Similarly, preparedness activities were resource-dependent and impacted by
funding availability. Funding for activities outside of emergency response such as
preparedness whilst important was more difficult to secure. Funding is also
needed to support collaborative visits and work with other countries as there are
often travel restrictions experienced by NPHIs. In low-income country settings, the
resourcing fo address funding gops were highly dependent on donors and
development partners. However, various respondents reported shrinking NPHI
budgets postpandemic and public health is increasingly a neglected area,
again. Against this backdrop, financing was identified as a key priority going
forward. Indeed, in ferms of 10-year priorities for NPHIs, funding was a common
priority, specifically for steady, sustained, and predictable funding including
targeted allocation for emergency preparedness. In terms of advancing the
GHEC agenda, it was articulated that GHEC needs resources, “Game changer

"

if it is resourced seriously.

In terms of mobilising response to support other actfors in health emergencies, it
was observed that there are different modalities of needs and surge, such as
people, skills, data, vaccines, PPE, funding, etc. That said, support mobilised
tended to have a narrow spectrum — NPHIs tended to have a limited offer as
to what can be brought to the table. The other related issue flagged by one
respondent was that all the emergency resources needed did not always
sit with the NPHI — “{\We had) no medical countermeasures as it is in a
different agency.”



4.3.2 Capacity and capacity gaps

Issue of existing capacities and capacity gaps in the NPHI and system for health
emergency response were also highlighted by the NPHIs. A universal issue
reported by the NPHIs was of being under constant pressure, working with
constrained resources and limited capacity. Often, there is “no national reserve.”
These capacity issues were further heightened during times of crisis when
additional surge capacity is often required. Respondents said, “Surge capacity
gaps are often neglected in the broader health system”; " Surge capacily is always
going fo be a problem even for a middle-income country that has resource
allocations of a lower income country”; “How do you deploy surge capacity when
you don't have ite"

Several NPHIs reported that it was difficult to deploy staff to respond to
emergencies. Such deployments require “experienced staff with no strings
attached” who were “readily available” and had prior institutional approval to be
deployed. Moreover, deployments would often mean other functions performed by
those staff would be affected. “People have day jobs — how can you pull them
oute" long deployments were particularly challenging. Deployments and surge
responses are therefore usually short term only. Some NPHIs use temporary short-
ferm confracts, but this creafes a problem of temporary staff. Other NPHIs
described having a register of staff who can be deployed as part of their
deployable surge capacity. These include district or regional teams (including case
management teams) that can be mobilised. However, such capacity is limited.

The other issue reported were existing capacity gaps that included having the
right staffing and skill mix, i.e., there needed to be a trained surge team.
Respondents highlighted a need for capacity building within their NPHIs that
included workforce training to cover all phases of the emergency management
Cyc|e from eor|y warning to response, to "sfrengfhen the workforce.” In this regord,
it was suggested that there may be a role for GHEC to identify the cadre of health
emergency workforce with the specific skills and capacity required for emergency
response, and fo build that capacity. It was recommended that GHEC avoid
duplicating other public health emergency initiatives but to “push the boundaries -
the space is crowded so move info a different, ground break, solution-oriented
infervention, space. Build health work cadre capacity.”

Another aspect of the capacity dimension was about having the public health
emergency response workforce with the right skills and competencies. These skills
and competencies had to match what was needed. When what was provided did
not fit what was needed, it could lead to suboptimal outcomes. For example, one
NPHI described how foreign health workers deployed during COVID-19 was a
bad fit: “It was a disaster due fo language and cultural problems but also because
they had epidemiology skills thrown into emergency medical/response roles.” This
also reiterates the need for fraining and capacity building, not just af the nafional
but also subnational levels.
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It was noted that currently emergency medical teams (EMTs) usually have intense
fraining pre-deployment, but this was not the case for public health workforce
deployed in emergencies. One respondent noted that for infernational emergency
response, there were “not many personnel trained to do this” and their staff had
"variable skills and expertise.” Another reported that although they had sfaff to
deploy, they offen struggled with language barriers or lacked international
experience or sufficient understanding of public health systems abroad. Deployed
staff also needed to be supported on deployment, including insurance and salaries
or compensation.

Another important aspect was contextual awareness — infernationally deployed
staff may lack adequate understanding of the local confext. One respondent fed
back, “It takes time to understand the context (of the host country) before (the
international staff] can support properly.” It was also stressed that when staff are
deployed, they should be operating “within (their) own expertise” and NPHIs
needed to ask, “For responding abroad, have we the expertise? Are they
available? Is there funding (o support the deployment|2” Another warmed, " You
can't just parachute people in." As such, building the emergency response is “not
just workforce volume but also quality’ and the need to "develop workforce
competencies.”

There were existing exemplars of how this could work. The example that was oft
cited was the support for training for advanced epidemiologists, usually as part of
capacity building through participation in Field Epidemiology Training Programmes
(FETPs), that were usually based at NPHIs. However, epidemiology skills were just
one competency domain. Another respondent stated the need to strengthen
PHEOC, with trained staff, supporting lab capacity and workforce development.
Another highlighted the essential need to strengthen public health leadership
competencies.

There were different forms of skills building mentioned. One was through “learning
by working — Experience of multiple outbreaks, from actual response and not just
simulations.” However, this was a reactive “firefighting” approach. Another
approach suggested was fo “increase understanding of emergency preparedness
by doing more (training) sessions on this fopic.” In this regard, there was a need for
fraining of frainers.

The refention of staff was identified fo be problematic for some seffings. For
example, the sfaff they have trained up are not bonded. As they are not paid well
and have “marketable skills,” they tend to “move on affer 2-3 years".
Consequently, the system is not sustainable, highlighting a need to create
opportunities fo refain staff.



Themes from the Key Informant Interviews

4.3.4 Knowledge, data, and information sharing

Another resource domain that arose in the interviews included knowledge, data,
and information. This includes research evidence as well as information as part of
situational awareness. There was value arficulated in knowledge production and
scale up — this requires building up the research infrastructure as well as research
capacity through establishing research groups and networks working on public
health emergencies. In turn, these research groups need fo be sustained “in
peacetime” between emergencies.

Currently, the knowledge base was sfated o be scarce with considerable gaps,
"lots of research is needed on how to scale up, vulnerable groups, modelling efc.”
The information and dafa existed in silos and greater integration of health service
data is needed. There may be value for promoting multi-country research, which in
turn requires protocols for funding, research activities, clear situation analysis and
gap analysis, sharing of knowledge and good pracfice, as well as sharing of
experfise and experts. Another related aspect voiced was around facilitating
information and knowledge exchange, as well as sharing of good practice
and learning, both within and between counfries. These could include the use of
simulation exercises fo impart learning, but this was confingent on having
appropriate fechnical staff available to deliver them and resourcing fo run them.
Moreover, data sharing with neighbouring countries was identified as a barrier
offen attributed to data profection concerns.

4.4 System and structures

The ability of the health system to respond to public health emergencies was noted
fo be contingent on the health infrastructure in place. Responses were
delivered through the existing health system infrastructure and covered for example
laboratory infrastructure, surveillance systems, and health related supply chains.
(Figure 14| The health infrastructure did not operate in isolation but existed in a
wider system involving health and related partners.

Figure 14. Schematic illustration of surveillance to public health response pathway
and partner roles
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Public health emergency response was recognized to not be a single agency
domain but o multi-sectoral and multi-agency endeavour involving government,
NGOs, as well as development pariners and implementing partners. Government
involvement could involve multiple ministries. This entails different layers of
responsibility, and cross-government connections. Such multisectoral responses
needs coordination and collaboration, not just af the fechnical level but also
higher levels. The leadership of the response is consequently multi-sectoral too.
However, respondents noted this introduced significant complexity, and links to
animal health surveillance was identified as challenging, “How can we think of
transboundary issues, e.g., zoonotic diseases¢ A One Health Strategic Framework
for the country exists but it is difficult as many ministries are involved.” This reiterates
the need to develop the One Health framework for response.

The health emergency system also acts at various levels from local to international.
Respondents described how subnational resources could be mobilised to support
national responses, and in turn national responses could support international
efforts through global networks. Health emergency response was described as
operating through a “matrix of collaboration” or a “network of networks."

However, the public health system infrastructure was often evolving and described
in some cases as insufficient. Respondents voiced the need fo "strengthen health
infrastructure at (all the) different levels.” This included “lab system strengthening
including the courier system (for sample collection)” as lab infrastructure was often
neglected and there were frequent problems with diagnostics, equipment,
reagents, and supplies. Similarly, there was a need to establish and strengthen
surveillance systems to improve real time surveillance, sample referral systems and
cross-border surveillance.

Respondents noted there was less focus currently on health system strengthening
which they felt needed to change as there is a real need fo strengthen the
internal capacity in every country to respond to emergencies — "Best
preparedness is actually (one's) own country being able to respond (so that external
support is secondary)”. Likewise, they articulated a need to build regional
capacities in the preemergency period, “What we do between emergencies also
imporfant - e.g., build links, build capacities.”

Respondents recommended that GHEC needs to network with existing structures.
There is a role for the NPHI to “act as a nucleus of change and mobilise
responses.” Recognizing that health emergency response occurs at the systems
level highlights the need for conversations fo occur foo af the network of networks
level. This requires setting up and nurturing relationships and network engagement,
the benefit of which are partnerships and relationships that are long lasting. NPHIs
could play a role here convening and coordination such networks of networks. An
example given by respondents was the role played by the IANPHI network during
the COVID-19 pandemic which they said, “simplifies network engagement” and
gave the sense of “camaraderie” and "being part of an (international) team”.



Themes from the Key Informant Inferviews

4.5 Connected leadership
4.5.1 Collaborative leadership, bridge connectors and trust

There is a clear need for leadership in this space. Respondents described the
need for “respected leaders ... (who) support at all levels” and have decision-
making powers and authority to commit resources. “Strong leadership provides
vision." Health emergencies needed to have a “clearly appointed incident
commander.” It was also identified that there needed to be a “focus on
collaborative leadership,” but also that this concept needed further clarification and
development. Some elements of collaborative leadership were identified which
included engagement with other actors, working to have influence, strengthening
relationships, as well as bridging different sectors to “avoid the misperception that
(health emergencies) was health only.”

Key to successful collaborations were the presence of "bridge connectors” between
NPHIs. These bridge connectors helped to “form bridges with other connected
leaders... who build bridges within your institution and outside your sector... (to
create a) matrix of multiple different connected leaders ... (who can) leverage those
links for problem solving” .

Effective collaboration relies on relationships “built on trust” that were “built
during non-emergency times.” “Trust is the biggest asset.” Such relationships of frust
are characterised by “information sharing, collegial relationships, (where NPHIs)
benchmark good practice, learn the lessons from elsewhere and implement (them
locally)". There is a “history of working together” and having “trained together”
over many years. NPHIs suggesfed that such relationships can be fostered through
twinning projects and other longferm collaborations.

Connected leadership could also help foster the creation of global norms. This
sense of connection and collaboration was clear in responses from interviewees:
"(We are/ part of the global ..., (we) can't do things alone.” Being part of the
global network brought with it a “sense of belonging, recognition, momentum, and
clout.” Respondents highlighted the need to continue to promote international
collaboration, a role that IANPHI could play. This would help foster similar values
and strengthen inferpersonal relationships between NPHIs. Inclusivity was essential
and this boffom-up inclusive approach was desired early on.

From the interviews, it was evident that many international collaborations were
weighted towards regional collaborations. Countries tended to be more
concerned for their neighbouring countries with whom they were likely fo have
close ties and much bilateral conversation. Respondents highlighted the need to
continue to strengthen regional coordination, such as through cross border meetings
and onefoone engagements, to explore and find areas of collaboration, share
data, and unify processes [e.g., for cross border screening]. It was identified that
collaboration is “needed at all levels,” from subnational to national and
infernational levels. Moreover, respondents said, “Of necessity we have fo
collaborate and share resources”, and spoke also of common shared issues and
risks, “Our neighbours” problems are our problems, and our problems are our
neighbours” problems” and “pathogens don't respect borders”. The more
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developed relationships also tended to be with neighbouring countries. These
relationships of frust were also with other external and international organisations
(e.g., USCDC, ECDC, IANPHI) and had the benefit that NPHIs could tap info
additional technical assistance by drawing on their good relationships with
partners. That said, it was felf that there is sfill a need o improve (engagement)
processes.

4.5.2 Relational factors

NPHI responses and support to other NPHIs were strongly characterised by
relational factors between them. These included aspects such as reciprocity and
working for mutual benefit and having opportunities for collaboration. The
deployment and receipt of deployed resources in a health emergency relied on
perceived mutual benefit and reciprocity between NPHIs. For example, “Africa
CDC sent them epi support during COVID. (Our NPHIJ has sent staff to (other

NPHis) ... (These were) mutually beneficial two-way collaborations.”

Opportunities for collaboration included staff exchanges, bilateral twinning
arrangements, and peer reviews which were appreciated as mutually beneficial
learning opportunities, to “learn the lessons of how it was managed (elsewhere)
NPHIs recognized that “Our challenges are the same” and through joint working,
there was a sense of “You are not alone”. There was perceived value in coming
together “to prepare together,” so that NPHIs understand each other, and learn to
work fogether. Such opportunities could be through joint training and exercises,
regular communication, networking. Such opportunities offen require a convening
partner and focus, for example it could be a “SimEx with neighbouring countries
around points of entry.”

"

The relationships established through joint working and networking were reported
to be important drivers of collaboration. Having good pre-crisis relationships
between political leaders of different countries was a key enabler. IANPHI
played a significant role here in facilitating opportunities for international
collaboration through providing a forum for more regular communication and a
"safe space to speak openly” on technical matters. In terms of mechanisms and
structures for collaboration, there are few pre-existing collaboration platforms for
regular affairs, but otherwise there is “no user manual” for facilitating
collaboration and it is often ad hoc.



Themes from the Key Informant Interviews

4.6 Specific country contexts

The context and environment in which NPHIs operate in is highly diverse. These
multiple contextual factors influence how the NPHIs operate. For example, there are
sociocultural norms with regards to how co-working, co-operation and
collaboration operates in different countries. As one respondent described, “(li]
depends on the administrative culture in your society ... (We) need to build
[emergency response] systems that work with the people and society.” Other
related sociocultural context factors include social trends that manifest for example
through social media driven mis- and disiinformation. This is further compounded by
population diversity within and between countries.

A recurrent theme was the need for infernational guidance or frameworks to be
adaptable to fit local contexts. “(\We have) shared goal but how do we achieve
it2 (i) has fo be adapted to context” How one NPHI operates in a country may be
considerably different to another NPHI in a different country. Externally imposed
ways of working may not fit local norms. This highlights a key role of NPHIs actfing
as the “franslators into practice,” who think through operationalising concepts, “We
take the WHO approach and then failor it to local context and capacities.” To this
end, flexibility of mechanism was highlighted as important. This flexibility was
essential fo adapt the guidelines and frameworks to different health infrastructure for
different countries. This translation was needed to fransform guidance and policy
info real world solufions.
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5.1 Summary of key insights

There is significant contextual variability between countries and NPHIs such that it is
unlikely a onesizeditsall framework can be devised that fits all circumstances. The
abilities of NPHIs to respond depends on several key elements (Figure 15):

*  legal and political mandate to operate,

¢ resources including human resources and funding,

* mechanisms and procedures for response,

* a functional health system and infrastructure by which
a response is delivered,

* and connected leadership working through collaborative
networks of networks.

Figure 15: Network of networks diagram
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Discussion (X X}

5.1.1 Legal and political enablers are essential

The legal and political contexts were clearly foundational enablers—or
constraints—on the effectiveness of NPHIs, particularly during health emergencies
and in global health engagement. legal mandates set out the remits,
responsibilities, and authority of NPHIs. It is important fo have clear mandates and
clear division of responsibilities between agencies and stakeholders. Strong
political backing is linked with greater NPHI autonomy, visibility, and access to
resources. Where political support is weak or dependent on individual champions,
NPHIs may face operational limitations or fragile mandates. Political buy-in is also
essential for franslating strategic infent info actionable policy and resourcing. The
alignment of the work of the NPHI and government policies is also influential as
national political priorities {including non-health domains such as trade, economy,
and foreign policy) can shape or restrict NPHI engagement in activities abroad.
Political engagement and support are also required to avoid any political friction.

5.1.2 Surge capacity is limited by existing mechanisms and
resourcing

The capacities of NPHIs and health systems are highly contingent on the extent of
their resourcing. Similarly, the surge capacities of national systems rely on the
pre-existing resource envelopes for NPHIs and health system providers. To this end,
there may be value in mopping what NPHIs can offer, especially at the regional
level, that could be brought to bear in an emergency. It also highlights the need to
strengthen domestic funding, ensuring it is sustainable and longer term.

Human resources for public health emergency response was a frequent problem for
which there were different considerations including sufficiency of numbers of sfaff,
skills, and competencies. Several NPHIs described not having enough staff
(especially trained staff), and this was particularly true for long deployments. NPHI
involvement in workforce strategies and planning are pafchy, and this may leave
gaps in readiness. In some countries workforce planning is not the NPHI's
responsibility, as other agencies are responsible for the actual operational
emergency response. Qualification requirements and training sfandards also vary
widely, particularly for emergency planning roles. Low-income countries also face
dependency on external fraining providers.

NPHIs may find it useful to map and assess their health emergencies workforce
needs — what deployed skillsets and functions are needed — that may facilitate
strategic workforce planning and enable more fargeted requests for fechnical
assistance and streamlined deployments that meet local needs. Practical tools such
as the PANDEM-2 tool for Public Health Emergency Preparedness workforce
selfassessment for NPHIs® may be helpful in this regard.

3 PANDEM:2 tool for Public Health Emergency Preparedness workforce self-assessment for NPHIs. Available online at:
https: / /www.resilienceadvisors.eu/docs /eNOTICE /38-workforce _self-assessment.pdf 47



https://www.resilienceadvisors.eu/docs/eNOTICE/38-workforce_self-assessment.pdf

48

Role of NPHIs in Health Emergencies

5.1.3 Narrow range of NPHI responses to emergencies

Most NPHIs are wellpositioned in scientific and technical leadership functions, but
their operational role in emergencies varies. The scope of work for many NPHIs is
offen focused on infectious disease threats, particularly in LICs, and do not cover
the full range of hazards (e.g., chemical, biological, radiclogical /nuclear, efc). It is
also does not span the full emergency management cycle with notably less
involvement in postemergency recovery and lessons learning aspects. NPHIs in
low-income seftings are more involved in field response, possibly due to weaker
health system infrastructure. The engagement of civil defence and other sectoral
agencies also varies significantly. In addition, several cross-sectoral issues critical to
long-term health outcomes (e.g., housing and environment) are often not within
NPHI mandates or activities. NPHI remits do not always include water and
sanitation, or animal health, which will have implications for One Health. The
question that arises here is whether NPHIs should continue to solely focus on their
unique strengths (surveillance, specialist laboratories, and scientific and fechnical
advice), or is there a need to expand the mandate and offer of NPHIs wider, or to
collaborate better and in @ more structured way with other stakeholders.

5.1.4 Deploying a response internationally is challenging

The key challenges to mobilizing national and infernational surge capacity include
logistical barriers, lack of profocols, coordination problems, and sfaff shortages.
LICs tend to struggle with the lack of plans and budget, whilst HICs experience
more coordinatfion issues. Across all levels (nafional, regional, infernational), the
fop priorities for strengthening emergency deployment identified were for resources
(especially funding), workforce (capacity and expertise), deployment planning and
coordination. Streamlined, established and wellrehearsed mechanisms for requests
for technical assistance and surge deployment are needed. Some of these already
exist (e.g., GOARN) and duplication should be avoided. These mechanisms need
fo be universally agreed, transparent and accessible. There are other international
examples that could be emulated such as the IASC Protocol for the Control of
Infectious Disease Events Humanitarian System-Wide Scale-Up Activation (2019).4

It is also important to understand what ‘receiving’ NPHIs need in emergencies, how
best to deliver that support, whether that support works, but also whether that
support was needed or reflected what NPHIs were able fo send. In terms of the
support sought in emergencies, NPHIs usually request technical expertise, financial
assistance, and public health personnel. However, there are considerable
challenges to integrating external staff, especially around understanding
organizational processes, and remit and responsibilities, as well as language and
cultural barriers. This indicates that deployed staff require better pre-deployment
information and fraining, or in-country fraining, but this would create additional
burdens on the host agency at a time of extremis.

4 JASC Protocol for the Control of Infectious Disease Events Humanitarian System-Wide Scale-Up Activation (2019). Available
at: https: //interagencystandingcommittee.org/iasctransformative-agenda/iasc-protocol-control-infectious-disease-events-
humanitarian-system-wide-scale-activation-2019
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Discussion

The value, impact and success of international deployments need to be better
evaluated. Most international deployments tended to be with neighboring countries
or counfries within the same region. This may reflect local commondlities

(e.g., language and culiure) or pre-existing ties that may facilitate crossborder
collaborations. Many of these appear to be short term (less than 3 months), with a
small number of deployed staff with a specific skillset or expertise (usually
epidemiology, surveillance, or laboratory|, sent out in an emergency. This
approach has parallels with the US CDC Epi Aid® model where Epidemic
Infelligence Service officers are deployed to support the investigation of urgent
public health problems, such as infectious and non-infectious disease outbreaks,
unexplained illnesses, or natural or manmade disasters. However, such
deployments are unlikely to address the full range of needs of local public health
sysfems in an emergency or all domains of an emergency response. That said,
they may usefully tackle a particular aspect, be it rapid outbreak investigation or
disease surveillance.

5.1.5 Collaborative, connected leadership is key

The findings underline the importance of connected leaders, strategic
partnerships, and robust leamning sysfems in health emergency preparedness and
response. Experienced, senior leadership is often required in emergencies,
collaboratively working in parinership with Ministries of Health, government
agencies, and other disaster response partners. Such leadership connections exist
at all levels from subnational, national to international, and are also evident in
NPHHNPHI collaborations. These have a key role in facilitating joint planning,
information-sharing that enhances situational awareness, and the sharing of good
practice. Global and regional coordination during infernationally significant
emergencies, functions that the WHO, continental networks and UN agencies
often fulfil, are also enhanced by established, 'trusted” working relationships
between partner agencies.

However, the nature of the leadership connections is organic and patchy. There
needs fo be spaces and opportunities for collaboration fo take place to build those
relational links between leaders, NPHIs and partner agencies. These opportunities
for collaboration facilitate contact between partners, sharing of information and
ideas, and build familiarity with protocols, remits, and responsibilities. Further
opportunities to develop such links, e.g., including the greater use of cross-border
simulation exercises and other areas of joint working, may be useful areas for
targeted investment and development.

5 US CDC Epidemic Intelligence Service. Requesting EIS Services — Urgent Assistance (Epi-Aid). hitps: //www.cde.gov/eis
php/request-services/index.himl#: ~:text=An%20E pi-Aid%20enables?%20rapid%20response % 20by% 20CDC%275%20
Epidemic,natural%200r%20manmade?%20disasters. %20YVhat%20is%20an%20E pi-Aid % 3F
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5.2 Recommendations

5.2.1 Legal and political mandates

1. Clarify the mandates of NPHIs and other partners for public
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health emergency management: There are multiple roles and
functions spanning the emergency management cycle, from
preparedness, response fo recovery, that involve multiple agencies
and sectors. The emergency management structure, and the roles of
these agencies needs to be clearly defined, including that of the
NPHI. Countries need fo codify emergency response roles and
responsibilities of NPHIs in national legislation or policy. This is fo
ensure operational clarity, legitimacy, and insulation from discrefionary
or politically motivated changes. NPHIs could be provided model
SOPs and policy templates through international platforms (e.g.,
IANPHI, WHO collaborations). In addition, there is a need to
strengthen the cross-sectoral collaboration and to build normative
parinerships between NPHIs and the other agencies involved in
emergency management including MoHs and civil defence agencies.
This extends to other sectors including housing, mental health, animal
health, and climate change.

Strengthen political advocacy for clear public health emergency
management roles of NPHIs: Political support is essential for NPHIs
to perform their role effectively in public health emergencies. Develop
and implement a political engagement plan targeting high-level
policymakers, tailored to each country’s governance structure. This is to
secure political buy-in for NPHI mandates and reinforce long-term
commitment beyond political cycles. This includes advocacy for
strategic alignment of NPHI responsibilities and activities, as well as
government policy, to build public health capacity, and to strengthen
the public health system as well as health emergency management
system that can stand up rapidly and effectively o respond to public
health emergencies. Case studies of successful, politically empowered
NPHIs could be used as examples. Developing communities of shared
practice would help facilitate active knowledge management and
dissemination. This will benefit NPHIs in making a case to governments
and stakeholders of innovative and effective practice that could be
applied according to country context. It is not only imporfant fo
strengthen NPHI's role, but also to have clearly defined roles and
responsibilities vis-a-vis other stakeholders involved in health
emergencies. Power struggles and competition between agencies for
overlapping responsibilities hinders emergency responses.



3. Monitor and analyse political economy risks: NPHIs operate in a
complex multisectoral environment with many actors and agendas.
Consequently, there is a need fo infegrate political economic analysis
info NPHI development, expansion, or reform projects. Proactively
identify and address barriers stemming from political rivalry, resource

competition, or ideological resistance. Develop a rapid political context

assessment fool for use in country planning missions, that can form part
of the emergency needs assessment for a country.

5.2.2 Resourcing and workforce

4. |dentify the skills and competencies required, and strategies to
address gaps, for the national health emergency workforce:
Public health emergency management is multimodal and requires
different workforce, skills, and competencies. There is a need for a
recognised cadre of frained multisectoral national health emergency
workforce (national health emergency corps) that can be called upon
when needed. This cadre needs fo be identified from the community
level up to national level, that include public health professionals
working across different sectors. As a first step, this entails mapping of
current public health emergency workforce staffing and needs. A
related issue is the need for the standardization of qualification
requirements, and advocacy for minimum competency and certification
standards, especially for emergency planning and management roles.
In turn, there is a need to invest in regional and local fraining
infrastructure. This could be achieved by encouraging parinerships with
academic institutions and regional bodies to expand access fo high
quo|iTy, contexT—specific fraining.

5. Support the development and updating of workforce strategies:
National workforce planning is essential fo address key systemic
workforce challenges, such as through the integration of funding,
refention, and recruitment sfrategies info national workforce plans with
a focus on longterm system resilience. There is value in enhancing the
role of the NPHI in workforce planning, particularly with regards to
strengthening NPHI capacity, and consider in conjunction with their
respective MoHs their role in addressing wider public health system
workforce issues beyond the NPHI. There may also be a need to
prioritize technical and financial support for low-income countries and
small NPHIs to establish or refresh workforce plans.

6. Develop and fund comprehensive surge plans: There is a need for
comprehensive surge plans, as the lack of these leads to a delay in
securing and deploying resources in a response. There is a need for
NPHIs, especially in LICs, to create and operationalize clear, confext-

specific surge profocols. This can be assisted through regional or peer-to-

peer support. Peerfo-peer across borders means there is a likelihood of
shared understanding, support, and goals which can be beneficial
during epidemics that threaten to spill over borders and pandemics.
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7. Build a diverse, flexible workforce resource for public health

emergencies: Existing rapid response and surge capacity for many
NPHIs is currently limited. There needs to be a standing corps of staff
frained in basic emergency response skills and able to be rapidly
deployed. This pool of human resources to be drawn on for
emergencies needs fo be expanded. This can be done through
esfablishing volunteer rosters, retired staff databases, as well as
parierships with academia and NGOs who can provide additional
surge capacity. Linked to this is the need to invest in deployment
fraining and support for this deployable pool of reserves, such as
standardized pre-dep|oyment fraining in health, safety, and cultural
readiness, and strengthened support systems for deployed staff,
including wellbeing and reintegration. It is important fo define a
minimum workforce capacity between emergencies that can scale up
when emergencies emerge. This minimum capacity must be kept in a
state of readiness. Between emergencies, this resource can be
deployed to conduct other useful preparedness and sysfem
strengthening activities.

Explore the role of technology to support health emergency
response: Arfificial intelligence and automation of early warning
systems was identified as a potential enabler fo improve public health
emergency management. Similarly, public health intelligence
dashboards could help provide better situational awareness. On a
related theme, there is a need to strengthen and improve infelligence
systems (through greater integration of surveillance dafa) and
communication channels to aid timely response and transparency.

5.2.3 Mechanisms and systems

9. Enhance coordination mechanisms: Coordination across sectors in

emergencies is offen cited as a challenge. As a first step, existing surge
mechanisms should be mapped, and gaps should be identified. This
will help inform the development of streamlined deployment and surge
coordination mechanisms as necessary — these may be current
mechanisms or new mechanisms. Ideally, promote the use of existing
multi-lateral deployment platforms (e.g., GOARN), especially in LMICs
and for rapid response, rather than duplicate mechanisms. However,
surge response mechanisms will need to be flexible and adapted to
reflect local context, capacities and hazards, particularly in AFRO and
EMRO regions. Similarly, capacity building will need to be tailored to
develop confextspecific strategies that support field response roles in
lowerincome countries and improve multi-hazard response capacity in
higherincome countries. Institute cross-border emergency preparedness
exercises fo strengthen coordinated regional responses. Infegrate
system sfrengthening efforts into health emergency management systems
with a focus on strategic oversight of partnerships, joint collaborations
and coordinate multi-agency and multisectoral action.



10.

Develop global engagement protocols: Currently, infernafional
deployments and bilateral joint actfion is not common. There is offen o
mismatch between what is deployed by sending countries and what is
needed by receiving countries. Aligned with national interests, WHO
(GHEC/GOARN] could support NPHIs to develop deployment plans
or SOPs that align public health priorities with regional and
international networks’ operating models and national development
goals. This should enhance the legitimacy of, and facilitate smoother
approvals for, international response work. By creafing engagement
protocols and policy briefs co-authored with ministries of foreign affairs
(or equivalent) or national security agencies, this can help NPHIs to
provide visibility and governmental endorsement for deployments.
Moreover, effective collaboration across borders and regionally
depends on mutual benefit and past engogements. These relationships
can be built up through investment in joint fraining, NPHI to NPHI
twinning, peer review, and simulation exercises that fosters reciprocity,
solidarity, and peer support.

5.2.4 Leadership and global engagement

11.

12.

Formalise the role of the NPHI for all public health emergencies:
Clear leadership in emergencies is essential for effective and well-
coordinated responses. Ensure all NPHIs have a clearly designated
senior leader for emergencies to coordinate multi-sectoral efforts and
improve accountability. Formalise also parinerships with key
stakeholders (e.g., MoHs, disaster agencies, and academia) as well
as encourage greater inclusion of NGOs, civil society, and the private
sector, especially in HICs. Build and support formalised leadership
structures and leadership development for emergencies from national to
subnational levels that includes key subnational and provincial
organisations. Implement formal lines and methods of communication
and information exchange.

Strengthen global norms for public health emergency response
and collaboration: International collaboration for public health
emergency response is still developing and highly dependent on
existing relationships and networks esfablished usually af the bilateral
level. There is considerable variability in such collaborations leading to
issues with equity of international response. Norms for greater multi-
sectoral and global collaboration need to be strengthened, such as for
early engagement in an emergency — NPHIs should be encouraged to
activate and alert the wider system early. This will require standardised
criferia for when to contact international bodies (e.g., postinitial risk
assessment]. Encourage proactive rather than reactive communication.
Institutionalise After-Action Reviews that are mandatory, multi-sectoral,
systematically documented, with plans for corrective action to be taken.
Such plans should track the implementation of AAR recommendations fo
close the feedback loop and audit. Strengthen infernational NPHI
collaboration, e.g., through regular joint simulations and training
exercises with other NPHIs and facilitate multilateral platforms for peer
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learning and coordinated policy development. Establish communities of
shared practice to exchange ideas, good practice, learning, and
intelligence. Invest in simulation exercises and emergency preparedness
activities across borders. Promote and fund cross-border emergency
drills, particularly for pandemic threats and regional hazards.

13. Expand support networks: There are delays to LIC's in accessing
support in a timely manner. Therefore, mechanisms need fo be
established to enable LICs to access broader infernational support
rapidly. Thus, approaches to co-ordinate this support should be
implemented which reduces duplication and redundancy of misplaced
expertise. There is a need fo strengthen resource mobilisation through
networks like IANPHI and WHO regional offices as well as
encourage international donor support for preparedness in under-
resourced seftings.

Our recommendations are further mapped out, with suggested stakeholders
and lead agencies for each recommendation, in the Appendix section entitled

"Call for Action."

5.3 Conclusion

There is considerable variability between countries in terms of confext, legal
mandates, and authority for NPHIs, capabilities, processes, and experience of
mobilising surge capacity to national and international public health emergencies.
This implies a one-sizefits-all approach is unlikely to work, and tailored, country-
adapted approaches are needed. The early detection and confirmation of the
pathogen, followed by timely public health intervention are essential for effective
pandemic control. This requires multi-sectoral and multi-agency responses be it at
the subnational, national, or international levels. For exomp|e, health providers/
health system are key for the early reporting, sample taking through to response.
NPHIs play a key role in this chain of action and response through provision of
specialist scientific and technical advice, surveillance, and specialist laboratory
facilities/testing, that help inform health providers, policymakers, and decisions.
Consequently, it is vital to ensure NPHIs are developed, resourced, and
empowered fo fulfil that function.

However, there are significant gaps and challenges experienced currently by
NPHIs. There is limited surge capacity within countries let alone internationally, that
limit what NPHIs can deploy. The current approach to responding to public health
emergencies fends to be quite reactive and the prevailing view is that not enough
is done on public health system strengthening in the intercrisis period. There is o
pressing need for further work to develop surge mechanisms and exercising how
countries surge and deploy, particularly in support of other countries or for cross-
border issues. Most NPHI to NPHI and bilateral interactions tend to be with
neighbouring countries and countries within the same continental region.
Consequently, if the aim is fo strengthen infernational collaboration, a natural
starting point would be to foster and develop cross-border collaborations. This



could be through developing frusted relationships at various levels of NPHIs and
having more inferactions, such as through cross-border simulation exercises or other
joint projects.

Finally, connected leadership in health emergencies refers to a leadership
approach that emphasizes collaboration, communication, coordination, and
relationship-building across various sectors, organizations, and communities to
effectively manage and respond fo crises like pandemics, natural disasters, or other
public health threats. It is made up of a network of people, working in different
places and at various levels, with a common purpose, and cooperating to deliver
a coordinated response or make a system level impact. For it to be effective,
relationships and trust are needed as sysfems can only move forward at the speed
of frust. Connections between public health agencies can be established and
strengthened at the various leadership levels [i.e., building “connected leadership”)
and through scientific, technical, and professional networks operating in a “network
of networks.” This would serve to enhance information and intelligence exchange
that benefits greater situational awareness. The sharing of good practice and
lessons learned improves effective practice. These connections foster collaboration
essential for coordinated responses, strengthen global health security systems, and
enhance the capacity fo sfop the next pandemic.

Discussion
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8.1 Call for Actions

Every country is different, in terms of context, health systfem organisation, processes
and NPHI remits for public health emergencies. Consequently, there is no universal
model, and each country will need fo tailor and adapt public health emergency
planning from emergency preparedness to surge response and deployment to suit
their country-specific context. Such planning would benefit from peerto-peer
support, knowledge exchange and the sharing of experience, as well as
collaboration particularly for cross-border and infernational response to public
health threats. Moreover, multisectoral and multiagency responses are required and
hence various acfors, with differing remits, powers, and resources, are involved. In
the call for action table below we identified areas for action to strengthen national
health emergency workforce and surge required fo respond fo public health threats,
based on the findings from this IANPHI project. In the lead/responsibility column,
we have indicated which of the actors has responsibility for leading the
implementation of these actions.




8.1.1 Legal and political mandates

Areas for
Action

Stakeholders Activity

Lead/

Expected

Responsibility Output

Appendices

Expected
Outcome

1) Clarify the Clear roles and MoH, NPHI, i) Map all roles and functions spanning the  MoH i) Defined roles for all National public health
mandates of responsibilities forall ~ WHO, Regional emergency management cycle. agencies involved and emergency
NPHIs and agencies involved in CDC i) Countries ideally need to codify the national structures for management activity
other partners  public health emergency response roles and public health emergency occurs seamlessly,
for public emergency responsibilities, including supporting management. and responds
health management national legislation and policy. i) Supporting legislation efficiently and
emergency i) Build partnerships and strengthen that provides the legal effectively to public
management cross-sectoral collaboration. mandates for key health threats

agencies, including the

NPHI.

i) Norms for multi-agency

partnership working in

emergencies.
2. Strengthen Ensure NPHIs have MoH, NPHI, i) Develop and implement an engagement  NPHI, IANPHI i) NPHI responsibilities and  NPHIs have the

political the political support to  WHO, Regional plan targeting high-level policymakers, activities, are political support and
advocacy for engage in public CDC, IANPHI tailored to each country's governance strategically aligned and  long-term

clear public health emergency structure. supported by commitment, working
health management i) Develop, share and use case studies of government policy. in conjunction with
emergency successful, politically empowered i) NPHIs and MoH enabled  MoH to build public
management NPHIs. to make the case to health capacity,

role of NPHIs

iii)

Develop communities of shared practice
to facilitate active knowledge
management and dissemination.

government and political

stakeholders for the key
functions NPHIs provide

strengthen the public
health and emergency
management system.

in public health

emergency

management.
3. Monitorand  To enable awareness ~ NPHI, MoH, i) Integrate political economic analysis into  NPHI / IANPHI / NPHIs proactively identify Measures can be put
analyse and agility to political ~ IANPHI, WHO NPHI development, expansion or reform  WHO and address potential in place to mitigate
political and policy changes projects. barriers stemming from potential political

economy risks

impacting national
emergency response
capabilities

IANPHI or WHO could develop a rapid
political context assessment tool for use
by NPHIs/MoHs in national public health
emergency management planning. This
can form part of the emergency needs
assessment for a country.

political rivalry, resource

competition, or ideological

resistance.

barriers to NPHI
activity in public
health emergencies
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8.1.2 Resourcing and workforce

Areas for
Action

4. Establish a
register of a
multi-sectoral
health
emergency
workforce

Establishing an
understanding of

the types of expertise
and professions that
enable response for
health emergency

Stakeholders Activity

MoH,
OneHealth
stakeholders,
academic,
national
organisations

Lead/

Expected

Responsibility Output

Identify a list of the professionals that MoH/NPHI
would be engaged in a public health

emergency.

Disseminate the list to organisations that

could identify key roles within their

organisation that could provide support

Comprehensive list of the
location of health
emergency workforce on
national, subnational
(district, provincial, regional)
level.

Expected
Outcome

In times of health
emergency surge of
professionals that can
support response and
identification of gaps
that can then be

professionals situations (public, private), in a national public health emergency requested through
that could be civil society international networks
needed during

a health

emergency

5. Identify the Achieve a recognized  MoH, NPHI i) Identify current public health emergency MoH, NPHI Comprehensive national Workforce mapping

skills and
competencies
required, and
strategies to
address gaps,
for the national
health
emergency
workforce

multisectoral cadre of
national health
emergency workforce
that can be called
upon to respond to
public health
emergencies

workforce (in terms of numbers, roles,
skills, and competencies).

Identify and map national public health
workforce staffing gaps and needs.
Review the need for standardization of
qualification requirements for key roles.
Advocate for minimum competency and
certification standards in emergency
planning and management roles.
Invest in regional and local training
infrastructure.

Encourage partnerships with academic
institutions and regional bodies to
expand access to high quality training
required.

picture of staffing skills and
capacity gaps and needs.
Standardization of skills,
competencies and
certification of the public
health emergency
workforce.

Strengthened training
infrastructure and provision
of high quality training.

guides longer term

strategic workforce
planning to address
gaps and needs.

The public health
emergency workforce
is better trained and
their skills and
competencies are
standardized.
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Areas for
Action

Stakeholders Activity

Lead/ Expected
Responsibility Output

Expected
Outcome

6. Supportthe  Address key systemic  MoH, NPHI, i) Enhance the role of NPHIs in workforce  MoH, NPHI NPHI input into national Strengthened NPHI
development workforce challenges  IANPHI planning to strengthen NPHI capacity. health emergency and health emergency
and updating through supporting i) NPHI, working in conjunction with their workforce planning with a workforce capacity.
of workforce national workforce respective MoH, to input into national focus on wider and long-
strategies planning health workforce planning that term system resilience.
addresses the wider public health National workforce plans
system workforce issues beyond the devised or refreshed.
NPHI.
i) Technical and financial support for
low-income countries and small NPHIs
through peer to peer or bilateral
relationships to establish or refresh
workforce plans.
7. Develop, test  Clear, tested, NPHI, MoH i) Create and operationalize surge NPHI Comprehensive surge plans  Health systems able
and fund context-specific protocols. devised and exercised. to rapidly and
comprehensive surge protocols i) Exercise those surge protocols. effectively surge their
surge plans implemented i) Regional and peer to peer support and workforce to respond
exchange of knowledge and experience. to a public health
iv) Fund the development and testing of emergency
surge plans.
v) Secure funding for surge deployments.
8. Build a To have an expanded  MoH, NPHI i) Establish a volunteer roster MoH, NPHI Roster/database of In the event of a
diverse, flexible pool of human i) Collate a database of retired staff who deployable staff that can be  national public health
workforce resources that can be can be called upon activated in an emergency.  emergency, sufficient
resource for drawn on for i) Develop partnerships with academic and Developed standardized skilled staff can be
public health emergencies. NGOs who can provide additional surge pre-deployment training in ~ sourced and
emergencies capacity health, safety, and cultural mobilised as part of
iv) Deliver deployment training readiness. surge response.
vi) Develop support mechanisms for Strengthened support

deployed staff

systems for deployed staff.
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Areas for
Action

9. Explore the
role of
technology to
support health
emergency
response

Health emergency
response is optimised
through the use of
technology.

Stakeholders Activity

NPHI, MoH

i)

Explore the possible utility of artificial
intelligence and automation to enhance
early warning systems.

Optimise public health intelligence
dashboards.

Strengthen and improve intelligence
systems (e.g. through greater integration
of surveillance data)

Strengthen and improve communication
channels to aid timely response and
transparency.

Lead/

Expected

Responsibility Output

NPHI

Early warning systems are
optimised to provide timely
alert and warning of
potential threats.
Situational awareness for
decision makers is
improved.

Expected
Outcome

Health system
response to public
health threats is timely
and optimised
through better
situational awareness
and early warning.
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8.1.3 Mechanisms and systems

Areas for i Stakeholders Activity Lead/ Expected Expected
Action Responsibility Output Outcome
10. Enhance To improve the NPHI, MoH, i) Map existing surge mechanisms and NPHI, WHO Streamlined deployment of ~ Well-coordinated
coordination coordination of surge  WHO, IANPHI, identify gaps. surge response and well- multi-agency and
mechanisms responses to public regional i) Develop and improve deployment and coordinated surge multi-sectoral action,
health emergencies networks surge coordination mechanisms. mechanisms. including for
and threats. (GOARN, EMT) i) Promote the use of existing multi-lateral Context-specific cross-border
with country deployment platforms mechanisms developed responses to public
presence iv) Adapt mechanisms to reflect local that support field responses  health threats.
contexts, capacities and hazards. and improve multi-hazard
v) Institute cross-border emergency response capacity.
preparedness exercises Greater cross-border
vi) Integrate system strengthening efforts collaborations.
into health emergency management
systems
11. Develop Strengthen global WHO, IANPHI i) Support NPHIs to develop deployment WHO NPHI deployment plans Global norms for joint
global norms of joint working plans or SOPs that align public align with national and working and response
engagement and response to health priorities with regional / international protocols. to public health
protocols public health threats. international networks' operating NPHI resources threats
models and national goals. (engagement protocols and
i) Create engagement protocols and policy briefs) to advocate for
policy briefs to support efforts to gain deployments.
governmental endorsement for Culture of joint NPHI-NPH]I
deployments. training and peer reviews
i) Carry out joint training, NPHI-NPHI becomes normative.
twinning, peer reviews, and simulation
exercises.
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8.1.4 Leadership and global engagement

Areas for
Action

12. Formalise
the role of the
NPHI for all
public health
emergencies

Stakeholders Activity

There is clear MoH, NPHI,
leadership and role for Governmental
NPHIs in public health  ministries
emergencies

NPHI clearly designates a senior leader
for emergencies to coordinate multi-
sectoral efforts

Partnerships between key stakeholders
are formalised

Build formalised leadership structures
for public health emergency
management

Lead/

Expected

Responsibility Output

MoH, NPHI

Clear senior NPHI leader for
emergencies that is known
across sectors.

Trained cadres of leaders for
public health emergencies.
Formal structures for health
emergency management.
Formal partnership

Expected
Outcome

Clear and strong
leadership in public
health emergencies.

Clear role for NPHIs in
public health
emergencies.

iv) Train and develop leaders for agreements on ways of
emergencies from national to working in emergencies
subnational levels. between key actors.
v) Implement and clarify formal lines of Clear communication lines
communication and information between actors
exchange between partners and levels
of government.
13. Establish Establish global MoH, NPHI, i) Develop and agree standardised criteria WHO, Regional ~ Early engagement / alerting Wider national and
global norms norms for public WHO, Regional for when countries would contact CDCs, IANPHI by countries in a public international public
for public health emergency CDCs, IANPHI international bodies. health emergency. health system
health response and i) Encourage proactive rather than reactive AARs are routinely activated early in an
emergency collaboration communication between key agencies. conducted after major emergency
response and i) Institute multi-agency After Action incidents and public health
collaboration Reviews (AARs). emergencies.
iv) Audit the implementation of learning Communities of shared
from AARs. practice exist to exchange
v) Conduct activities that promote ideas, good practice,
international NPHI collaboration e.g. joint learning and intelligence.
cross-border simulation and training Regular international
exercises. collaboration activities
vi) Establish communities of shared between NPHls.

practice.

14. Expand
support
networks

Strengthen resource  WHO, Regional
mobilisation for LICs in  CDCs, IANPHI,
emergencies donors

Establish mechanisms to enable LICs to
access broader international support
rapidly.

Encourage donor support for
preparedness activities in under-
resourced settings

WHO, Regional
CDCs, donors

Clear mechanisms exist for
LICs to seek timely
international support.
Avenues for donor support
exist.

Resource gaps in
health emergencies in
LICs can be rapidly
addressed.




Appendices

8.2 Methods

This survey had two components — a structured questionnaire survey sent to all
IANPHI members, and key informant inferviews with a targeted selection of NPHI
leaders.

8.2.1 The survey

A web-based questionnaire was disseminated to 127 IANPHI members in 107
countries between October 2024 and March 2025. The survey was deployed
using the survey tool, SelectSurvey v5.0. IANPHI requested a seniorlevel focal
individual to act as liaison and coordinator fo collate the information. All IANPHI
member institutions were invited to participate, and email reminders were used to
maximize the survey response rate. Data were securely collected and stored on @
cloud-based server housed in the European Union to which only core survey team
members had access. Data were descriptively analyzed, strafified by World Health
Organization region, World Bank Income Group, and self-reported NPHI size.

8.2.1.1 Questionnaire development

The survey was developed and deployed digifally, using Select Survey. The
questionnaire was developed in English. Areas covered by the survey are
summarised in Table 1. A fofal of 5@ questions were asked, including questions
about the characteristics of the IANPHI member organisation responding o the
questionnaire. Core survey questions included questions on the responding NPHI's
mandate and governance, public health emergency workforce, surge capacity and
rapid response, and connected leaderships in health emergencies.

Table 1. Areas covered by the survey

Objectives of the surveyAreas covered by the survey

1. Describe the * Baseline characteristics of NPHIs surveyed (e.g., size, year of establishment, type of
characteristics of NPHIs organisation)
surveyed

2. Understand the * Scope of the organisation's work
mandates and * Legal frameworks and remit
authorities of NPHIs for * Role and place of NPHI in the national architecture for disaster and emergency
health emergencies management

e Core public health functions in the NPHI's mandate

3. Describe the * Existence of formal framework or plan for emergency preparedness and response
governance of country * National level co-ordination
health emergencies * NPHI level co-ordination with multi-sectoral partners both nationally, sub-nationally

and internationally
* Collaboration agreements

4. Identify the workforce * National public health workforce plans
needs for a resilient * Needs and priorities for NPHI (professions, skills, and competencies)
public health systemat ¢ Public health system emergency gaps
national and
subnational level

o/
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Objectives of the surveyAreas covered by the survey

5. Understand current
surge capacity and rapid
response mechanisms

Training providers for public health emergency preparedness and response
NPHI experience of surge deployment

Current challenges to increasing surge capacity

Sources of workforce for current surge capacity

Types of emergencies that the NPHI would respond to

NPHI's top priorities for improving surge capacity

6. Explore the nature of
connected leadership

Key stakeholders involved in health emergency response

How NPHI collaborates with other NPHIs

* Which international organizations are contacted in emergencies and protocols for
contacting

* Type of support sought from other agencies in emergencies

* Lessons learning and sharing

8.1.1.2 Questionnaire validation

Once the survey was populated in SelectSurvey, various members of the analysis
feam proofread and tested the survey to ensure responses were collected and
collated accurately. Skip logic questions were checked by multiple feam members
and mock data surveys were completed and extracted for validation. Prior to the
launch of the online survey, the questionnaire was formatted and pilotfested to
identify potential constraints and time requirements to complete the questionnaire.
Based on the pretest experience, the survey questionnaire was revised and
franslated from English info French, Portuguese, and Spanish.

8.1.1.3 Sampling approach and recruitment

The target survey population included the 127 NPHIs in 107 countries who were
members or associate members of IANPHI in 2024. These NPHIs were from all
WHQO regions of the world.8 Invitation emails were sent to all IANPHI members
through the designated focal points as registered with IANPHI, with a further round
of follow up invitation emails if no response was initially received. Respondents
were given six weeks from the end of October 2024 to complete the survey, with
reminders sent periodically to maximise the response rafe. A two-week extension
was initially provided, but the survey remained opened, and the last respondent
completed the survey in March 2025. Personal communication and
encouragement fo participate from the project team and the IANPHI president,
Duncan Selbie, was sent to encourage responses. In addition, individual lefters to
the heads of each IANPHI member were sent to highlight the importance of the
project and the survey with the aim to improve the quality and elicit a high
response rate.

8.1.1.4 Data collation

Survey data was extracted from Select Survey and quantitative descriptive analyses
were undertaken using R Statistical Software v4.4.1. Survey responses were
checked for duplications, in the case of multiple responses from the same IANPH
member institute, the survey response provided by the more senior respondent in
the IANPHI member organisation was refained. Survey questions were summarised
info fables and figures for all respondents and stratified by WHO region, World
Bank Income Group and selfreported NPHI size. Data were tabulated by



responding institutions and presented as absolute numbers and proportions. As the
denominator used to calculate proportions varied by question, denominators are
presented alongside proportions.

8.1.1.5 Data analysis

Four analysts (IB, NG, VN, ER) extracted survey responses and conducted
descriptive analyses of the 59 questions in the survey. Responses were analysed

across all respondents, then grouped by WHO regions, World Bank Income group

and selfreported NPHI size for sub-analyses. Results were written up in this report
and support by tables and figures in the Appendix. For each survey question,
supplementary material is provided to support the findings, in addition to select
tables and figures presented in this report. The free text question responses (Q37,
45) were reviewed by two authors AT, Al) with responses grouped info
overarching themes. A narrative summary of these themes was discussed and
agreed between authors.

8.1.1.6 Strengths and limitations of the survey

The survey achieved a reasonable response rate for a large multi-country survey
and was well represented across all WWHO regions and World Bank income
groups, but with less than half of all survey respondents submitting a survey, it was
difficult to generalize results to other NPHIs. As with all self-administered surveys,
this study was limited by the perceptions and experience of respondents and their
ability to interpret the questions and response options. Further, the survey was
administered in four languages only, which might have an impact on interpretation
and understanding of the questions as well as led to sampling bias towards
IANPHI members fluent in the four languages available. Despite targeting senior-
level respondents, having only one focal person per NPHI responding fo a topic
area that covers regional and international topics may have limited responses
beyond the national confext.

Further, our approach of breaking down responses into key themes introduced
some subjectivity into the analytical process. However, the results presented can be
friangulated with similar findings in both the quantitative elements of the survey, and
the findings from the inferviews.

8.2.2 Key informant interviews

Key informant interviews were also carried out through a qualitative sub-study
conducted affer the initial survey.

8.2.2.1 Sampling and recruitment for interviews

The project team identified a targeted set of NPHIs to conduct more in-depth
inferviews with. The NPHIs were selected to ensure diversity in terms of country
income levels, and WHO region. In addition, a regional network that was an
associate member of IANPHI was also invited fo capture a regional organisation’s
perspective. Invitation emails were sent o the respective directors of those NPHIs.
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Potential participants were informed in writing of the purpose of the inferviews. The
inferviews were voluntary and undertaken on the condition of anonymity to
encourage open dialogue.

8.2.2.2 Interview methodology

Inferviews were conducted virtually by videoconferencing online with the respective
NPHI key informant. The interviews took place between January — February 2025.
These were undertaken by 2 inferviewers and observed by 2 note-takers who fook
notes as well as transcribed and summarised the inferviews. These interviews lasted
between 30-60 minutes and carried out in English. The interviews were guided by
an inferview fopic guide (Table 2) developed specifically to explore the following
key themes:

1. What would enable NPHIs (leaders?) to engage and respond to
national and international public health emergencies?

2. How can IANPHI help NPHIs to enable them to engage with GHEC

3. Focused discussion on connected leadership

The development of the topic guide was informed by the survey which identified
various themes that could not be sufficiently explored through the survey questions.
These included for example questions around the concept and experience of

connected leadership.

Table 2. Interview topic guide

Topic 1. Enablers and Barriers to NPHIs responding to international health emergencies

1. Tell us about some of the enablers and barriers that your NPHI experiences when it comes to responding to
international health emergencies.

2. Has your NPHI either received or lent workforce to an international health emergency? Please describe your
experience

3. What are your NPHI's three main priorities over the next ten years that would improve the response to health

emergencies?

Topic 2. Connected Leadership

4. Describe to us the health leadership mandates, authorities and structure for health emergencies in your country/
NPHI

5. How does your NPHI link and interact with other agencies internationally?

6. What are the triggers and mechanisms for convening leaders and aligning emergency response

7. Can you give an example of successful coordination with other organizations in a health emergency? How does your

NPHI collaborate with other agencies in other countries?

Topic 3. How IANPHI can help

8. Reflecting on our discussions so far, what do you think are the biggest challenges / gaps with connected leadership?
What are the biggest challenges for realizing the GHEC concept?
9. How can IANPHI help NPHIs to realize GHEC?




8.2.2.3 Interview analysis

The interviews were transcribed, and coding of the transcripts was then
undertaken. These were then categorised into themes and higher thematic
categories, using a qualitative thematic analysis approach. Using an inductive
approach, a thematic map was developed based on the emerging insights from
the inferviews as well as through friangulation with the survey findings.

8.2.2.4 Subsequent triangulation and analysis

The findings from the interviews and survey were then triangulated, analysed and
inferprefed by the team at a 3-day workshop in February 2025. Emerging findings
and themes were shared with key expert representatives from WHO GHEC and
GOARN. These findings were subsequently shared af the IANPHI Annuall
Conference in April 2025 with attending NPHI representatives from around the
world to sense check the findings and conclusions. At this meeting, further
roundtable discussions were held with attendees to explore the concept of
connected leadership. No new themes were identified, and the discussions helped
fo confirm our findings and conclusions.

8.3.1 Ethical waiver and research governance

This survey and inferview protocol was submitted for review and approval by the
IANPHI working group. IANPHI formally requested and received a waiver from
ethical approval from Emory University's institutional ethics review board.

In addition, the IANPHI project team ensured, in line with IANPHI's infernal policies
and code of conduct, that the steps associated with the survey took measures to
protect the participants from harm or danger, preserve their rights, and reassure
them that this was being done.

* Benefits and harm: The questions included in the survey questionnaire
and inferviews did not include sensitive issues.

* Anonymity: The survey and interviews were anonymised.

* Confidentiality: Interviewers, supervisors, translafors, analysts were
aware about confidentiality and ook all reasonable measures possible
fo maintain confidentiality throughout the survey.

* Right of withdrawal: Partficipation to the survey and interviews was
on a voluntary basis and participants were free fo withdraw at any
stage without offering an explanation.

* Consent and information to participants: Consent was obtained
from the participating inferviewees prior fo initiating inferviews.
Similarly for the survey questionnaire, the infroductory letter o them
clearly set out the purpose of the survey.
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8.4.1 Data management and protection

IANPHI complies with the General Data Protection Regulation (GDPR) that came
info effect on 25 May 2018. All data was processed in a manner that ensures
appropriate security, including protection against unauthorised or unlawful
processing and against accidental loss, destruction, or damage. With regards to
the security of data storage, with the online survey, there was inbuilt mechanisms to
protect data. Data was stored on IANPHI's SharePoint folder which was password
protected with an individual password known only by members of the survey team.
Data transfer was encrypted and the server where dafa was stored was also
encrypted and protected, as well as backed up in line will the required standards.
Survey data was stored on the IANPHI's server (kept inside the European Union)
with only the core survey team having access to it. Access to data on the server is
only allowed to limited staff via a private key and is not accessible to anyone else
(including server owners). This system is fully backed up to limit the risk of any loss
and data leakage. Data will be retained for a maximum period of 3 years and will
only be used for the purpose of this exercise. To ensure high-quality dafa, IANPH|
regularly checks the data uploaded on the server. The survey team checked for any
missing values or inconsistencies. These were discussed with the survey team lead
fo ensure that those errors do not persist and on two occasions the team reached
out to a small number of NPHIs involved to clarify discrepant survey responses.



8.3 Data Figures and Tables
8.3.1 NPHI Respondents Details

Figure S1: Survey response numbers and proportions by World Bank country
income group

Question 6 What type of organisation do you work for?

Figure Q6
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Table Q6A: By Income Group

Options Level n total LIC LMIC UMIC HIC

National Public Health Institute 52 58 92% (11/12) 85% (11/13) 100% (11/11) 86% (19/22)

Ministry of Health 2 58 8% (1/12) 8% (1/13) 0% (0/11) 0% (0/22)

National Public Health Laboratory 0 58 0 0 0 0

Other Government Department 3 58 0% (0/12) 8% (1/13) 0% (0/11) 9% (2/22)

Other organization 1 58 0% (0/12) 0% (0/13) 0% (0/11) 5% (1/22)
Table Q6B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
National Public Health Institute 52 58 88% (15/17)  100% (7/7)  73% (8/11) 94% (17/18)  100% (1/1)  100% (4/4)
Ministry of Health 2 58 6% (1/17) 0% (0/7) 9% (1/11) 0% (0/18) 0% (0/1) 0% (0/4)
National Public Health Laboratory 0 58 0 0 0 0 0 0
Other Government Department 3 58 6% (1/17) 0% (0/7) 18% (2/11) 0% (0/18) 0% (0/1) 0% (0/4)
Other organization 1 58 0% (0/17) 0% (0/7) 0% (0/11) 6% (1/18) 0% (0/1) 0% (0/4)
Table Q6C: By NPHI Size

Options Level n total <100 101-500 501-1000 1001-2000 >2000 Unknown

National Public Health Institute 52 58 100% (5/5)  85% (23/27)  100% (9/9)  86% (6/7) 89% (8/9)  100% (1/1)

Ministry of Health 2 58 0% (0/5) 7% (2/27) 0% (0/9) 0% (0/7) 0% (0/9) 0% (0/1)

National Public Health Laboratory 0 58 0 0 0 0 0

Other Government Department 3 58 0% (0/5) 4% (1/27) 0% (0/9) 14% (1/7)  11% (1/9) 0% (0/1)

Other organization 1 58 0% (0/5) 4% (1/27) 0% (0/9) 0% (0/7) 0% (0/9) 0% (0/1)




Question 7 Is your organisation a National Member or an Associate Member of IANPHI?

Figure Q7
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Table Q7A: By Income Group

Options Level n total LIC LMIC UMIC HIC
National Member 48 56 91% (10/11) 85% (11/13) 92% (11/12) 80% (16/20)
Associate Member 8 56 9% (1/11) 15% (2/13) 8% (1/12) 20% (4/20)
Not a member of IANPHI 0 56 0 0 0 0
Table Q7B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
National Member 48 56 81% (13/16)  75% (6/8) 82% (9/11)  100% (16/16) 100% (1/1)  75% (3/4)
Associate Member 8 56 19% (3/16)  25% (2/8) 18% (2/11) 0% (0/16) 0% (0/1) 25% (1/4)
Not a member of IANPHI 0 56 0 0 0 0 0 0
Table Q7C: By NPHI Size
Options Level n total <=500 >500
National Member 48 56 90% (28/31)  80% (20/25)
Associate Member 8 56 10% (3/31) 20% (5/25)
Not a member of IANPHI 0 56 0 0




Question 9 What is the scope of your organisation's work?

Figure Qg
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Table Q9A: By Income Group

Options Level n total LIC LMIC UMIC HIC
Local remit with teams operating at the local/provincial/state level 25 59 67% (8/12) 25% (3/12) 31% (4/13) 45% (10/22)
National remit with teams operating at the national level 56 59 100% (12/12)  92% (11/12) 100% (13/13)  91% (20/22)
International remit with teams operating internationally 17 59 17% (2/12) 8% (1/12) 31% (4/13) 45% (10/22)
Table Qg9B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Local remit with teams operating at the 25 59 53% (9117)  25% (218)  45% (5/11)  41% (7M7) 100% (1/1) 20% (1/5)
local/provincial/state level
National remit with teams operating at the national level 56 59 100% (17/17) 100% (8/8)  82% (9/11)  94% (16/17) 100% (1/1) 100% (5/5)
International remit with teams operating internationally 17 59 12% (2/17) 50% (4/8) 27% (3/111)  41% (7/117) 0% (0/1) 20% (1/5)
Table Q9C: By NPHI Size
Options Level n total <=500 >500
Local remit with teams operating at the local/provincial/state level 25 59 38% (12/32) 48% (13/27)
National remit with teams operating at the national level 56 59 97% (31/32) 93% (25/27)
International remit with teams operating internationally 17 59 19% (6/32) 41% (11/27)




Question 10 What is your organisation’s total number of emloyees?

Figure Q10

Table Q10A: By Income Group

Options Level

total

LIC

LMIC

uMIC

HIC

<100

101-500

501-1000

1000-2000

2000+ staff

Not known

28

10

60

60

60

60

60

60

17% (2/12)
58% (7/12)
17% (2/12)
8% (1/12)
0% (0/12)

0% (0/12)

15% (2/13)
62% (8/13)
8% (1/13)
8% (1/13)
8% (1/13)

0% (0/13)

8% (1/13)
54% (7/13)
15% (2/13)
8% (1/13)
15% (2/13)

0% (0/13)

0% (0/22)
27% (6/22)
23% (5/22)
18% (4/22)
27% (6/22)

5% (1/22)
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Role of NPHIs in Health Emergencies

Table Q10B: By WHO Regions

Options Level

n total AFRO AMRO EMRO EURO SEARO WPRO
<100 5 60 12% (2117) 0% (0/8)  27% (3/11) 0% (0/18) 0% (0/1) 0% (0/5)
101-500 28 60 65% (11/17)  25% (2/8)  45% (5/11)  39% (7/18)  100% (1/1) 40% (2/5)
501-1000 10 60 12% (2117)  38% (3/8) 9% (1/11) 17% (3/18) 0% (0/1) 20% (1/5)
1000-2000 7 60 6% (1/17) 0% (0/8)  18% (2/11)  17% (3/18) 0% (0/1) 20% (1/5)
2000+ staff 9 60 6% (1/17)  38% (3/8) 0% (0/11)  22% (4/18) 0% (0/1) 20% (1/5)
Not known 1 60 0% (0/17) 0% (0/8) 0% (0/11) 6% (1/18) 0% (0/1) 0% (0/5)
Table Q10C: By NPHI Size
Options Level n total <=500 >500
<100 5 60 15% (5/33) 0% (0/27)
101-500 28 60 85% (28/33) 0% (0/27)
501-1000 10 60 0% (0/33) 37% (10/27)
1000-2000 7 60 0% (0/33) 26% (7/27)
2000+ staff 9 60 0% (0/33) 33% (9/27)
Not known 1 60 0% (0/33) 4% (1/27)




8.3.2 NPHI Mandate and Governance
Question 11 Does your NPHI have a role in the management of public health emergencies in your country?

Figure Q11
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Role of NPHIs in Health Emergencies

Table Q11A: By Income Group

Options

n total LIC

LMIC

uUMIC

HIC

Yes, legally mandated role

50 59 92%, (11/12)

100%, (12/12)

77%, (10/13)

77%, (17/22)

Yes, but not a legally mandated role 9 59 8%, (1/12) 0%, (0/12) 23%, (3/13) 23%, (5/22)

No role 0 59 0 0 0 0

Don't know 0 59 0 0 0 0
Table Q11B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO

Yes, legally mandated role 50 59 94%, (16/17) 75%, (6/8) 90%, (9/10) 72%, (13/18) 100%, (1/1) 100%, (5/5)

Yes, but not a legally mandated role 9 59 6%, (1/17) 25%, (2/8) 10%, (1/10) 28%, (5/18) 0%, (0/1) 0%, (0/5)

No role 0 59 0 0 0 0

Don't know 0 59 0 0 0 0
Table Q11C: By NPHI Size

Options n total <=500 >500 Unknown

Yes, legally mandated role 50 59 84%, (27/32) 85%, (22/26) 100%, (1/1)

Yes, but not a legally mandated role 9 59 16%, (5/32) 15%, (4/26) 0%, (0/1)

No role 0 59 0 0

Don't know 0 59 0 0




Question 12 Is your NPHI involved in the following public health functions related to national public health emergencies?

Figure Q12
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Table Q12A: Overall

NPHI is the lead

%

NPHI has some NPHI is not -
agency . . ) - Total NPHI is the lead .
R involvement in involved in NPHI has some NPHI is not .
responsible for . . . . (overall) agency . . . . Did not
. X this function this function R involvement in involved in
this function responsible for K . . . answer
this function this function this function
Emergency planning and/or preparedness planning for response to a public health emergency 26 34 1 60 43% 57% 2% 0%
Coordination of public health emergency response activities 28 28 4 60 47% 47% 7% 0%
Surveillance capability to detect diseases/ hazards/ threats 39 18 3 60 65% 30% 5% 0%
Business continuity planning and management 9 29 6 60 15% 48% 10% 27%
Emergency training and exercises 20 24 2 60 33% 40% 3% 23%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 45 8 7 60 75% 13% 12% 0%
Mechanisms and analytical capability to carry out risk assessments 34 22 2 60 57% 37% 3% 3%
Emergency needs assessment of affected populations 16 37 7 60 27% 62% 12% 0%
Devising and/or implementing control measures 22 32 4 60 37% 53% 7% 3%
Monitoring and evaluation of the emergency response 20 25 3 60 33% 42% 5% 20%
Knowledge management A¢a,~4€ce e.g. research and evidence reviews to guide responses 25 22 2 60 42% 37% 3% 18%
Disaster recovery planning 2 31 12 60 3% 52% 20% 25%
Post-disaster debriefing and lessons learning 7 41 8 60 12% 68% 13% 7%
Communicating information on the hazard to government and national agencies 20 37 3 60 33% 62% 5% 0%
Communicating information on the hazard to the public 20 35 5 60 33% 58% 8% 0%
Communicating information on the hazard to international partners 16 35 6 60 27% 58% 10% 5%
Mounting a public health response through the mobilisation of field level teams 20 26 12 60 33% 43% 20% 3%
Other 8 6 10 60 13% 10% 17% 60%
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Table Q12B: Low Income Countries
%
NPHI is the lead NPHI h NPHI is not
agency ' 8550Me | involved in Total NPHI is the lead NPHI is not
. involvement in . NPHI has some i ) .
responsible for ) . this (overall) agency . ) involved in Did not
. . this function K ) involvement in .
this function function responsible for . R this answer
) K this function .
this function function
Emergency planning and/or preparedness planning for response to a public health emergency 7 5 0 12 58% 42% 0% 0%
Coordination of public health emergency response activities 8 4 0 12 67% 33% 0% 0%
Surveillance capability to detect diseases/ hazards/ threats 7 5 0 12 58% 42% 0% 0%
Business continuity planning and management 4 3 0 12 33% 25% 0% 42%
Emergency training and exercises 5 2 0 12 42% 17% 0% 42%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 10 1 1 12 83% 8% 8% 0%
Mechanisms and analytical capability to carry out risk assessments 9 3 0 12 75% 25% 0% 0%
Emergency needs assessment of affected populations 7 4 1 12 58% 33% 8% 0%
Devising and/or implementing control measures 5 7 0 12 42% 58% 0% 0%
Monitoring and evaluation of the emergency response 5 2 1 12 42% 17% 8% 33%
Knowledge management A¢3,-a€ce e.g. research and evidence reviews to guide responses 6 2 0 12 50% 17% 0% 33%
Disaster recovery planning 1 5 2 12 8% 42% 17% 33%
Post-disaster debriefing and lessons learning 3 5 4 12 25% 42% 33% 0%
Communicating information on the hazard to government and national agencies 4 8 0 12 33% 67% 0% 0%
Communicating information on the hazard to the public 4 7 1 12 33% 58% 8% 0%
Communicating information on the hazard to international partners 2 5 2 12 17% 42% 17% 25%
Mounting a public health response through the mobilisation of field level teams 7 5 0 12 58% 42% 0% 0%
Other 3 2 1 12 25% 17% 8% 50%
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Table Q12C: High Income Countries

%

NPHI is the lead NPHI h NPHI is not
agency . as som.e involved in Total NPHI is the lead NPHI is not
R involvement in R NPHI has some ) X i
responsible for ) ) this (overall) agency . . involved in Did not
) K this function . ) involvement in .
this function function responsible for K . this answer
. . this function _
this function function
Emergency planning and/or preparedness planning for response to a public health emergency 7 14 1 22 32% 64% 5% 0%
Coordination of public health emergency response activities 9 11 2 22 41% 50% 9% 0%
Surveillance capability to detect diseases/ hazards/ threats 15 5 2 22 68% 23% 9% 0%
Business continuity planning and management 2 14 2 22 9% 64% 9% 18%
Emergency training and exercises 5 11 2 22 23% 50% 9% 18%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 15 3 4 22 68% 14% 18% 0%
Mechanisms and analytical capability to carry out risk assessments 14 6 2 22 64% 27% 9% 0%
Emergency needs assessment of affected populations 3 15 4 22 14% 68% 18% 0%
Devising and/or implementing control measures 8 9 3 22 36% 41% 14% 9%
Monitoring and evaluation of the emergency response 6 12 1 22 27% 55% 5% 14%
Knowledge management A¢a,~4€ce e.g. research and evidence reviews to guide responses 7 11 1 22 32% 50% 5% 14%
Disaster recovery planning 1 11 7 22 5% 50% 32% 14%
Post-disaster debriefing and lessons learning 1 19 2 22 5% 86% 9% 0%
Communicating information on the hazard to government and national agencies 8 13 1 22 36% 59% 5% 0%
Communicating information on the hazard to the public 8 13 1 22 36% 59% 5% 0%
Communicating information on the hazard to international partners 7 14 1 22 32% 64% 5% 0%
Mounting a public health response through the mobilisation of field level teams 5 8 7 22 23% 36% 32% 9%
Other 1 1 6 22 5% 5% 27% 64%
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Table Q12D: EURO WHO Region
%
NPHI is the lead NPHI has some NPHI is not Total . '
agency.responjsible inv?lvemeht in irTvoIved.in (overall NPHI is the Iea?d NPHl has son?e NPHl is n?t Did not
for this function this function this function agency responsible involvement in involved in
for this function this function this function answer
Emergency planning and/or preparedness planning for response to a public health emergency 7 10 1 18 39% 56% 6% 0%
Coordination of public health emergency response activities 9 8 1 18 50% 44% 6% 0%
Surveillance capability to detect diseases/ hazards/ threats 13 3 2 18 72% 17% 11% 0%
Business continuity planning and management 1 12 2 18 6% 67% 11% 17%
Emergency training and exercises 4 9 2 18 22% 50% 11% 17%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 13 1 4 18 72% 6% 22% 0%
Mechanisms and analytical capability to carry out risk assessments 14 2 2 18 78% 11% 11% 0%
Emergency needs assessment of affected populations 4 11 3 18 22% 61% 17% 0%
Devising and/or implementing control measures 6 8 2 18 33% 44% 11% 11%
Monitoring and evaluation of the emergency response 7 8 1 18 39% 44% 6% 11%
Knowledge management A¢4,-a€ce e.g. research and evidence reviews to guide responses 5 10 1 18 28% 56% 6% 11%
Disaster recovery planning 1 9 6 18 6% 50% 33% 11%
Post-disaster debriefing and lessons learning 2 14 2 18 11% 78% 11% 0%
Communicating information on the hazard to government and national agencies 8 9 1 18 44% 50% 6% 0%
Communicating information on the hazard to the public 7 10 1 18 39% 56% 6% 0%
Communicating information on the hazard to international partners 9 9 0 18 50% 50% 0% 0%
Mounting a public health response through the mobilisation of field level teams 5 6 6 18 28% 33% 33% 6%
Other 2 1 3 18 11% 6% 17% 67%
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Table Q12E: AFRO WHO Region

%

NPHI is the NPHI has NPHI is

lead agency some not Total NPHI is the NPHI has NPHI is

responsible involvement involved lead agency some not .

for this in this in this (overall responsible involvement involved Z;Z:/Z:
function function function for this in this in this
function function function

Emergency planning and/or preparedness planning for response to a public health emergency 9 8 0 17 53% 47% 0% 0%
Coordination of public health emergency response activities 11 5 1 17 65% 29% 6% 0%
Surveillance capability to detect diseases/ hazards/ threats 11 6 0 17 65% 35% 0% 0%
Business continuity planning and management 4 4 2 17 24% 24% 12% 41%
Emergency training and exercises 7 3 0 17 41% 18% 0% 41%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 15 1 1 17 88% 6% 6% 0%
Mechanisms and analytical capability to carry out risk assessments 9 7 0 17 53% 41% 0% 6%
Emergency needs assessment of affected populations 8 8 1 17 47% 47% 6% 0%
Devising and/or implementing control measures 6 10 0 17 35% 59% 0% 6%
Monitoring and evaluation of the emergency response 7 3 2 17 41% 18% 12% 29%
Knowledge management A¢3,-3€ce e.g. research and evidence reviews to guide responses 10 2 0 17 59% 12% 0% 29%
Disaster recovery planning 1 8 3 17 6% 47% 18% 29%
Post-disaster debriefing and lessons learning 3 10 4 17 18% 59% 24% 0%
Communicating information on the hazard to government and national agencies 4 12 1 17 24% 71% 6% 0%
Communicating information on the hazard to the public 5 11 1 17 29% 65% 6% 0%
Communicating information on the hazard to international partners 3 9 2 17 18% 53% 12% 18%
Mounting a public health response through the mobilisation of field level teams 8 8 1 17 47% 47% 6% 0%
Other 3 3 1 17 18% 18% 6% 59%
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Table Q12F: EMRO WHO Region
%
NPHI is the NPHI has NPHI is
lead agency some not Total NPHI is the NPHI has NPHI is
ota
responsible involvement involved lead agency some not .
. L N (overall) ) . ) Did not
for this in this in this responsible involvement involved
. . - answer
function function function for this in this in this
function function function
Emergency planning and/or preparedness planning for response to a public health emergency 5 6 0 11 45% 55% 0% 0%
Coordination of public health emergency response activities 4 7 0 11 36% 64% 0% 0%
Surveillance capability to detect diseases/ hazards/ threats 7 3 1 11 64% 27% 9% 0%
Business continuity planning and management 3 4 1 11 27% 36% 9% 27%
Emergency training and exercises 4 4 0 11 36% 36% 0% 27%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 6 3 2 11 55% 27% 18% 0%
Mechanisms and analytical capability to carry out risk assessments 5 5 0 11 45% 45% 0% 9%
Emergency needs assessment of affected populations 3 7 1 11 27% 64% 9% 0%
Devising and/or implementing control measures 5 6 0 11 45% 55% 0% 0%
Monitoring and evaluation of the emergency response 3 5 0 11 27% 45% 0% 27%
Knowledge management A¢4,-a€ce e.g. research and evidence reviews to guide responses 2 6 0 11 18% 55% 0% 27%
Disaster recovery planning 0 6 2 11 0% 55% 18% 27%
Post-disaster debriefing and lessons learning 2 7 2 11 18% 64% 18% 0%
Communicating information on the hazard to government and national agencies 4 6 1 11 36% 55% 9% 0%
Communicating information on the hazard to the public 6 4 1 11 55% 36% 9% 0%
Communicating information on the hazard to international partners 2 6 3 11 18% 55% 27% 0%
Mounting a public health response through the mobilisation of field level teams 3 6 2 11 27% 55% 18% 0%
Other 2 0 4 11 18% 0% 36% 45%
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Table Q12G: AMRO WHO Region

%

NPHI is the NPHI has NPHI is
lead agency some not Total NPHI is the NPHI has NPHI is
ota
responsible involvement involved lead agency some not .
. L N (overall) ) . ) Did not
for this in this in this responsible involvement involved
. . . . . - answer
function function function for this in this in this
function function function
Emergency planning and/or preparedness planning for response to a public health emergency 2 6 0 8 25% 75% 0% 0%
Coordination of public health emergency response activities 1 5 2 8 13% 63% 25% 0%
Surveillance capability to detect diseases/ hazards/ threats 4 4 0 8 50% 50% 0% 0%
Business continuity planning and management 0 4 1 8 0% 50% 13% 38%
Emergency training and exercises 2 5 0 8 25% 63% 0% 13%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 7 1 0 8 88% 13% 0% 0%
Mechanisms and analytical capability to carry out risk assessments 2 6 0 8 25% 75% 0% 0%
Emergency needs assessment of affected populations 0 6 2 8 0% 75% 25% 0%
Devising and/or implementing control measures 3 4 2 8 38% 38% 25% 0%
Monitoring and evaluation of the emergency response 1 5 0 8 13% 63% 0% 25%
Knowledge management A¢4,-a€ce e.g. research and evidence reviews to guide responses 5 1 1 8 63% 13% 13% 13%
Disaster recovery planning 0 3 0 8 0% 38% 0% 63%
Post-disaster debriefing and lessons learning 0 4 0 8 0% 50% 0% 50%
Communicating information on the hazard to government and national agencies 2 6 0 8 25% 75% 0% 0%
Communicating information on the hazard to the public 1 5 2 8 13% 63% 25% 0%
Communicating information on the hazard to international partners 1 6 1 8 13% 75% 13% 0%
Mounting a public health response through the mobilisation of field level teams 1 3 3 8 13% 38% 38% 13%
Other 0 2 1 8 0% 25% 13% 63%
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Table Q12H: NPHI Size under or equal at 500 employees
%
NPHI is the NPHI has NPHI is
lead agency some not Total NPHI is the NPHI has NPHI is
responsible involvement involved ote lead agency some not .
. . . . i (overall) R . R Did not
for this in this in this responsible involvement involved
. . . . o o answer
function function function for this in this in this
function function function
Emergency planning and/or preparedness planning for response to a public health emergency 15 18 0 33 45% 55% 0% 0%
Coordination of public health emergency response activities 16 17 0 33 48% 52% 0% 0%
Surveillance capability to detect diseases/ hazards/ threats 19 11 3 33 58% 33% 9% 0%
Business continuity planning and management 4 17 2 33 12% 52% 6% 30%
Emergency training and exercises 10 11 2 33 30% 33% 6% 30%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 24 5 4 33 73% 15% 12% 0%
Mechanisms and analytical capability to carry out risk assessments 18 11 2 33 55% 33% 6% 6%
Emergency needs assessment of affected populations 9 20 4 33 27% 61% 12% 0%
Devising and/or implementing control measures 11 19 2 33 33% 58% 6% 3%
Monitoring and evaluation of the emergency response 11 12 2 33 33% 36% 6% 24%
Knowledge management A¢4,-4€ce e.g. research and evidence reviews to guide responses 10 13 2 33 30% 39% 6% 24%
Disaster recovery planning 1 18 4 33 3% 55% 12% 30%
Post-disaster debriefing and lessons learning 5 20 6 33 15% 61% 18% 6%
Communicating information on the hazard to government and national agencies 9 22 2 33 27% 67% 6% 0%
Communicating information on the hazard to the public 10 19 4 33 30% 58% 12% 0%
Communicating information on the hazard to international partners 7 21 3 33 21% 64% 9% 6%
Mounting a public health response through the mobilisation of field level teams 12 16 5 33 36% 48% 15% 0%
Other 5 3 7 33 15% 9% 21% 55%




Q2

Table Q12l: NPHI Size superior at 500 employees

%

NPHI is the NPHI has NPHI is
lead agency some not Total NPHI is the NPHI has NPHI is
responsible involvement involved ote lead agency some not .
. K . . i (overall) R . R Did not
for this in this in this responsible involvement involved
. . . . o o answer
function function function for this in this in this
function function function
Emergency planning and/or preparedness planning for response to a public health emergency 11 14 1 26 42% 54% 1% 0%
Coordination of public health emergency response activities 12 10 4 26 46% 38% 15% 0%
Surveillance capability to detect diseases/ hazards/ threats 19 7 0 26 73% 27% 0% 0%
Business continuity planning and management 5 11 4 26 19% 42% 15% 23%
Emergency training and exercises 10 12 0 26 38% 46% 0% 15%
Specialist laboratory or scientific capability to confirm diagnosis of pathogens/hazards/threats 20 3 3 26 77% 12% 12% 0%
Mechanisms and analytical capability to carry out risk assessments 15 11 0 26 58% 42% 0% 0%
Emergency needs assessment of affected populations 6 17 3 26 23% 65% 12% 0%
Devising and/or implementing control measures 11 13 2 26 42% 50% 8% 0%
Monitoring and evaluation of the emergency response 8 13 1 26 31% 50% 4% 15%
Knowledge management A¢4,-4€ce e.g. research and evidence reviews to guide responses 14 9 0 26 54% 35% 0% 12%
Disaster recovery planning 1 13 7 26 4% 50% 27% 19%
Post-disaster debriefing and lessons learning 2 20 2 26 8% 77% 8% 8%
Communicating information on the hazard to government and national agencies 11 14 1 26 42% 54% 1% 0%
Communicating information on the hazard to the public 10 15 1 26 38% 58% 4% 0%
Communicating information on the hazard to international partners 9 13 3 26 35% 50% 12% 4%
Mounting a public health response through the mobilisation of field level teams 8 10 6 26 31% 38% 23% 8%
Other 3 3 2 26 12% 12% 8% 69%




Question 13 In your country, which agencies are actively involved in the response for the following national public health emergencies?

Figure Q13
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Table Q13A: By Income Group

Options Level n total LIC LMIC UMIC HIC
Infectious diseases NPHI 57 60 100%, (12/12) 85%, (11/13) 92%, (12/13) 100%, (22/22)
Infectious diseases MOH 51 60 75%, (9/12) 92%, (12/13) 100%, (13/13) 77%, (17/22)
Infectious diseases Civil defence / National disaster management agency 20 60 17%, (2/12) 23%, (3/13) 54%, (7/13) 36%, (8/22)
Infectious diseases Other government department 19 60 25%, (3/12) 23%, (3/13) 31%, (4/13) 41%, (9/22)
Environmental hazards NPHI 45 60 67%, (8/12) 69%, (9/13) 69%, (9/13) 86%, (19/22)
Environmental hazards MOH 45 60 67%, (8/12) 62%, (8/13) 100%, (13/13) 73%, (16/22)
Environmental hazards Civil defence / National disaster management agency 39 60 58%, (7/12) 77%, (10/13) 77%, (10/13) 55%, (12/22)
Environmental hazards Other government department 42 60 67%, (8/12) 54%, (7/13) 77%, (10/13) 77%, (17/22)
Chemical hazards NPHI 37 60 50%, (6/12) 62%, (8/13) 54%, (7/13) 73%, (16/22)
Chemical hazards MOH 38 60 50%, (6/12) 46%, (6/13) 85%, (11/13) 68%, (15/22)
Chemical hazards Civil defence / National disaster management agency 39 60 33%, (4/12) 85%, (11/13) 77%, (10/13) 64%, (14/22)
Chemical hazards Other government department 39 60 58%, (7/12) 62%, (8/13) 69%, (9/13) 68%, (15/22)
Biological hazards NPHI 49 60 75%, (9/12) 85%, (11/13) 69%, (9/13) 91%, (20/22)
Biological hazards MOH 44 60 75%, (9/12) 62%, (8/13) 92%, (12/13) 68%, (15/22)
Biological hazards Civil defence / National disaster management agency 30 60 8%, (1/12) 62%, (8/13) 69%, (9/13) 55%, (12/22)
Biological hazards Other government department 30 60 33%, (4/12) 54%, (7/13) 46%, (6/13) 59%, (13/22)
Radiological/Nuclear hazards NPHI 29 60 42%, (5/12) 38%, (5/13) 38%, (5/13) 64%, (14/22)
Radiological/Nuclear hazards MOH 35 60 58%, (7/12) 31%, (4/13) 77%, (10/13) 64%, (14/22)



Appendices

Options

Level

n

total

LIC

LMIC

UMIC

HIC

Radiological/Nuclear hazards
Radiological/Nuclear hazards
Civil disorder/Conflict

Civil disorder/Conflict

Civil disorder/Conflict

Civil disorder/Conflict

Other

Other

Other

Other

Civil defence / National disaster management agency
Other government department

NPHI

MOH

Civil defence / National disaster management agency
Other government department

NPHI

MOH

Civil defence / National disaster management agency

Other government department

37

44

18

46

47

60

60

60

60

60

60

60

60

60

60

8%, (1/12)
58%, (7/12)
17%, (2/12)
25%, (3/12)
58%, (7/12)
58%, (7/12)
0%, (0/12)
0%, (0/12)
0%, (0/12)

8%, (1/12)

62%, (8/13)
69%, (9/13)
0%, (0/13)
15%, (2/13)

85%, (11/13)
69%, (9/13)
0%, (0/13)
0%, (0/13)
0%, (0/13)

0%, (0/13)

85%, (11/13)
77%, (10/13)
23%, (3/13)
31%, (4/13)
69%, (9/13)
92%, (12/13)
15%, (2/13)
15%, (2/13)
15%, (2/13)

31%, (4/13)

77%, (17/22)
82%, (18/22)
18%, (4/22)
41%, (9/22)
86%, (19/22)
86%, (19/22)
0%, (0/22)
0%, (0/22)
5%, (1/22)

5%, (1/22)
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Table Q13B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO

Infectious diseases NPHI 57 60  94%, (16/17)  100%, (8/8)  82%, (9/11)  100%, (18/18)  100%, (1/1)  100%, (5/5)

Infectious diseases MOH 51 60  82%, (14/17)  100%, (8/8)  91%, (10/11)  83%, (15/18) 0%, (0/1) 80%, (4/5)

Infectious diseases Civil defence / National disaster 20 60  29%, (5/17)  75%, (6/8) 18%, (2/11) 39%, (7/18) 0%, (0/1) 0%, (0/5)
management agency

Infectious diseases Other government department 19 60 35%, (6/17) 25%, (2/8) 27%, (3/11) 39%, (7/18) 0%, (0/1) 20%, (1/5)

Environmental hazards NPHI 45 60  71%,(12/17)  75%, (6/8) 64%, (7/11) 94%, (17/18) 0%, (0/1) 60%, (3/5)

Environmental hazards MOH 45 60 76%, (13/17) 100%, (8/8) 55%, (6/11) 78%, (14/18) 0%, (0/1) 80%, (4/5)

. Civil defence / National disaster

Environmental hazards 39 60  65%, (11/17)  88%, (7/8) 55%, (6/11) 67%, (12/18)  100%, (1/1) 40%, (2/5)
management agency

Environmental hazards Other government department 42 60 71%, (12/17) 88%, (7/8) 36%, (4/11) 78%, (14/18) 0%, (0/1) 100%, (5/5)

Chemical hazards NPHI 37 60  59%,(10/17)  50%, (4/8) 55%, (6/11) 83%, (15/18) 0%, (0/1) 40%, (2/5)

Chemical hazards MOH 38 60  53%,(9/17)  100%, (8/8)  45%, (5/11) 72%, (13/18) 0%, (0/1) 60%, (3/5)

. Civil defence / National disaster

Chemical hazards 39 60  59%,(10/17)  88%, (7/8) 45%, (5/11) 78%, (14/18)  100%, (1/1)  40%, (2/5)
management agency

Chemical hazards Other government department 39 60 65%, (11/17) 62%, (5/8) 55%, (6/11) 67%, (12/18) 0%, (0/1) 100%, (5/5)

Biological hazards NPHI 49 60  82%, (14/17)  62%, (5/8) 73%, (8/11) 94%, (17/18) 0%, (0/1) 100%, (5/5)

Biological hazards MOH 44 60  71%, (12/17)  100%, (8/8)  64%, (7/11) 72%, (13/18) 0%, (0/1) 80%, (4/5)

Biological hazards Civil defence / National disaster 30 60  29%, (5/17)  88%,(7/8)  36%, (4/11)  61%, (11/18)  100%, (1/1)  40%, (2/5)
management agency

Biological hazards Other government department 30 60 41%, (7/17) 50%, (4/8) 45%, (5/11) 61%, (11/18) 0%, (0/1) 60%, (3/5)
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Options Level N total AFRO AMRO EMRO EURO SEARO WPRO
ﬁ:zd;?('jzg'ca'/ Nuclear NPHI 29 60  35%,(6/17)  38% (3/8)  45%,(5/11)  T72% (13/18) 0%, (OA) 40%, (2/5)
ﬁ:ﬁ;‘r’(‘j‘f'ca" Nuclear MOH 35 60  41%,(717)  100%, (8/8)  36%, (4/11)  T72% (13/18) 0%, (0A) 60%, (3/5)
Radiological/Nuclear Civil defence / National disaster 37 60 35%, (6/17) 88%, (7/8) 27%, (3/11) 94%, (17/18) 100%, (1/1) 60%, (3/5)
hazards management agency
E:Zd;‘:('jzg'ca" Nuclear Other government department 44 60  71%, (12117)  62%, (5/8) 64%, (7/11)  83%, (15/18) 0%, (0/1) 100%, (5/5)
Civil disorder/Conflict NPHI 9 60 12% (217)  12%, (1/8) 0%, (0/11) 28%, (5/18) 0%, (0/1) 20%, (1/5)
Civil disorder/Conflict MOH 18 60  12% (217)  12%, (1/8)  27%,(3111)  61%, (11118) 0%, (0M) 20%, (1/5)
L . Civil defence / National disaster o o o o o o
Civil disorder/Conflict 46 60  76% (13117)  62%, (5/8)  64%, (7/11)  94%, (17118)  100%, (1/1)  60%, (3/5)
management agency
Civil disorder/Conflict Other government department 47 60  59% (10/17)  88%, (7/8)  82%, (9/11)  89% (16/18) 0%, (0M1)  100%, (5/5)
Other NPHI 2 60 0% (0M7)  12%, (1/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Other MOH 2 60 0% (0M7)  12%, (1/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Other Civil defence / National disaster 360 0% (0M7)  12% (118) 0%, (0/11) 1%, (2/18) 0%, (0/1) 0%, (0/5)
management agency
Other Other government department 6 60 6% (117)  38% (38) 9%, (1/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
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Table Q13C: By NPHI Size

Options Level n total <=500 >500 Unknown

Infectious diseases NPHI 57 60 94%, (31/33) 96%, (25/26) 100%, (1/1)
Infectious diseases MOH 51 60 82%, (27/33) 88%, (23/26) 100%, (1/1)
Infectious diseases Civil defence / National disaster managementagency 20 60 33%, (11/33) 35%, (9/26) 0%, (0/1)

Infectious diseases Other government department 19 60 33%, (11/33) 31%, (8/26) 0%, (0/1)

Environmental hazards NPHI 45 60 73%, (24/33) 77%, (20/26) 100%, (1/1)
Environmental hazards MOH 45 60 70%, (23/33) 81%, (21/26) 100%, (1/1)
Environmental hazards Civil defence / National disaster managementagency 39 60 70%, (23/33) 62%, (16/26) 0%, (0/1)

Environmental hazards Other government department 42 60 61%, (20/33) 81%, (21/26) 100%, (1/1)
Chemical hazards NPHI 37 60 67%,(22/33) 54%, (14/26) 100%, (1/1)
Chemical hazards MOH 38 60 58%, (19/33) 69%, (18/26) 100%, (1/1)
Chemical hazards Civil defence / National disaster management agency 39 60 64%, (21/33) 65%, (17/26) 100%, (1/1)
Chemical hazards Other government department 39 60 61%, (20/33) 69%, (18/26) 100%, (1/1)
Biological hazards NPHI 49 60 79%, (26/33) 85%, (22/26) 100%, (1/1)
Biological hazards MOH 44 60 70%, (23/33) 81%, (21/26) 0%, (0/1)

Biological hazards Civil defence / National disaster management agency 30 60 48%, (16/33) 50%, (13/26) 100%, (1/1)
Biological hazards Other government department 30 60 48%, (16/33) 50%, (13/26) 100%, (1/1)
Radiological/Nuclear hazards NPHI 29 60 52%, (17/33) 42%, (11/26) 100%, (1/1)



Options Level n total <=500 >500 Unknown
Radiological/Nuclear hazards MOH 35 60 52%, (17/33) 69%, (18/26) 0%, (0/1)
Radiological/Nuclear hazards Civil defence / National disaster management agency 37 60 58%, (19/33) 65%, (17/26) 100%, (1/1)
Radiological/Nuclear hazards Other government department 44 60 70%, (23/33) 77%, (20/26) 100%, (1/1)
Civil disorder/Conflict NPHI 9 60 18%,(6/33) 12%, (3/26) 0%, (0/1)
Civil disorder/Conflict MOH 18 60 30%, (10/33) 31%, (8/26) 0%, (0/1)
Civil disorder/Conflict Civil defence / National disaster management agency 46 60 76%, (25/33) 81%, (21/26) 0%, (0/1)
Civil disorder/Conflict Other government department 47 60 73%, (24/33) 85%, (22/26) 100%, (1/1)
Other NPHI 2 60 3%, (1/33) 4%, (1/26) 0%, (0/1)
Other MOH 2 60 3%, (1/33) 4%, (1/26) 0%, (0/1)
Other Civil defence / National disaster management agency 3 60 3%, (1/33) 8%, (2/26) 0%, (0/1)
Other Other government department 6 60 12%, (4/33) 8%, (2/26) 0%, (0/1)
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Role of NPHIs in Health Emergencies

Question 14 In a public health emergency, is your NPHI also involved in the following issues?

Figure Q14



Table Q14A: Overall

%

NPHI is th NPHI is
is the -
NPHI has some not ) NPHI is
lead agency . . . Total NPHI is the
i involvement in | involved in NPHI has some not .
responsible for ) ) ) (overall) lead agency ) ) ) . Did not
this function this ) involvement in | involved in
this function responsible for ) ) ) answer
function ) . this function this
this function )
function

Non-communicable diseases management or prevention/screening 9 42 9 60 15% 70% 15% 0%
Healthcare / health service planning and management 4 36 17 60 7% 60% 28% 5%
Mental health 2 25 17 60 3% 42% 28% 27%
Community engagement 6 31 8 60 10% 52% 13% 25%
Housing / shelter 0 13 41 60 0% 22% 68% 10%
Water and sanitation 4 29 23 60 7% 48% 38% 7%
Employment & Economy 0 10 44 60 0% 17% 73% 10%
Animal health 0 29 25 60 0% 48% 42% 10%
Environmental quality / issues 2 39 15 60 3% 65% 25% 7%
Health equity e.g. marginalized groups 4 31 24 60 7% 52% 40% 2%
Climate change adaptation / sustainability 1 35 13 60 2% 58% 22% 18%
Other 1 2 8 60 2% 3% 13% 82%
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Table Q14B: Low Income Countries

%

NPHI is the NPHs ,
NPHI has some not ) NPHI is
lead agency ) . . Total NPHI is the
- involvement in | involved in NPHI has some not )
responsible for ) ) ) (overall) lead agency . ) ) . Did not
this function this - involvement in | involved in
this function responsible for ) ) ) answer
function . . this function this
this function )
function

Non-communicable diseases management or prevention/screening 1 9 2 12 8% 75% 17% 0%
Healthcare / health service planning and management 1 9 1 12 8% 75% 8% 8%
Mental health 2 3 1 12 17% 25% 8% 50%
Community engagement 3 2 2 12 25% 17% 17% 42%
Housing / shelter 0 1 8 12 0% 8% 67% 25%
Water and sanitation 2 6 3 12 17% 50% 25% 8%
Employment & Economy 0 0 10 12 0% 0% 83% 17%
Animal health 0 8 2 12 0% 67% 17% 17%
Environmental quality / issues 1 5 5 12 8% 42% 42% 8%
Health equity e.g. marginalized groups 0 6 5 12 0% 50% 42% 8%
Climate change adaptation / sustainability 1 3 4 12 8% 25% 33% 33%
Other 0 0 1 12 0% 0% 8% 92%




Table Q14C: High Income Countries

%

NPHI is the NPHs ,
NPHI has some not ) NPHI is
lead agency ) . . Total NPHI is the
X involvement in | involved in NPHI has some not )
responsible for ) ) ) (overall) lead agency . ) ) . Did not
this function this - involvement in | involved in
this function responsible for ) ) ) answer
function , . this function this
this function )
function
Non-communicable diseases management or prevention/screening 1 9 2 12 8% 75% 17% 0%
Healthcare / health service planning and management 1 9 1 12 8% 75% 8% 8%
Mental health 2 3 1 12 17% 25% 8% 50%
Community engagement 3 2 2 12 25% 17% 17% 42%
Housing / shelter 0 1 8 12 0% 8% 67% 25%
Water and sanitation 2 6 3 12 17% 50% 25% 8%
Employment & Economy 0 0 10 12 0% 0% 83% 17%
Animal health 0 8 2 12 0% 67% 17% 17%
Environmental quality / issues 1 5 5 12 8% 42% 42% 8%
Health equity e.g. marginalized groups 0 6 5 12 0% 50% 42% 8%
Climate change adaptation / sustainability 1 3 4 12 8% 25% 33% 33%
Other 0 0 1 12 0% 0% 8% 92%
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Role of NPHIs in Health Emergencies

Question 15 Does your NPHI have a formal framework or plan for emergency preparedness and response in a health emergency?

Figure Q15



Table Q15A: By Income Group

Options n total LIC LMIC UMIC HIC
Yes 47 60 75%, (9/12) 77%, (10/13) 69%, (9/13) 86%, (19/22)
No 12 60 25%, (3/12) 23%, (3/13) 31%, (4/13) 9%, (2/22)
Don't know 1 60 0%, (0/12) 0%, (0/13) 0%, (0/13) 5%, (1/22)

Table Q15B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO

Yes 47 60 71%, (12/17) 62%, (5/8) 82%, (9/11) 83%, (15/18) 100%, (1/1) 100%, (5/5)

No 12 60 29%, (5/17) 38%, (3/8) 18%, (2/11) 11%, (2/18) 0%, (0/1) 0%, (0/5)

Don't know 1 60 0%, (0/17) 0%, (0/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Table Q15C: By NPHI Size

Options n total <=500 >500 Unknown

Yes 47 60 70%, (23/33) 88%, (23/26) 100%, (1/1)

No 12 60 27%, (9/33) 12%, (3/26) 0%, (0/1)

Don't know 1 60 3%, (1/33) 0%, (0/26) 0%, (0/1)
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Role of NPHIs in Health Emergencies

Question 16 If yes, has this plan been updated since the COVID-19 Pandemic?

Figure Q16



Table Q16A: By Income Group

Appendices

Options n total LIC LMIC UMIC HIC

Yes 33 44 75%, (6/8) 70%, (7/10) 43%, (3/7) 89%, (17/19)

No 9 44 25%, (2/8) 30%, (3/10) 57%, (4/7) 0%, (0/19)

Don't know 2 44 0%, (0/8) 0%, (0/10) 0%, (0/7) 11%, (2/19)
Table Q16B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO

Yes 33 44 55%, (6/11) 100%, (3/3) 89%, (8/9) 73%, (11/15) 100%, (1/1) 80%, (4/5)

No 9 44 45%, (5/11) 0%, (0/3) 11%, (1/9) 13%, (2/15) 0%, (0/1) 20%, (1/5)

Don't know 2 44 0%, (0/11) 0%, (0/3) 0%, (0/9) 13%, (2/15) 0%, (0/1) 0%, (0/5)
Table Q16C: By NPHI Size

Options n total <=500 >500 Unknown

Yes 33 44 65%, (15/23) 90%, (18/20) 0%, (0/1)

No 9 44 35%, (8/23) 5%, (1/20) 0%, (0/1)

Don't know 2 44 0%, (0/23) 5%, (1/20)

100%, (1/1)
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Role of NPHIs in Health Emergencies

Question 17 If yes, was this plan produced in collaboration with any other government departments, agencies, or organisations?
Figure Q17



Table Q17A: By Income Group

Options n total LIC LMIC UMIC HIC

Yes 37 45 86%, (6/7) 90%, (9/10) 78%, (7/9) 79%, (15/19)

No 5 45 0%, (0/7) 10%, (1/10) 22%, (2/9) 1%, (2/19)

Don't know 3 45 14%, (117) 0%, (0/10) 0%, (0/9) 11%, (2/19)
Table Q17B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO

Yes 37 45 90%, (9/10) 80%, (4/5) 78%, (7/9) 73%, (11/15) 100%, (1/1) 100%, (5/5)

No 5 45 10%, (1/10) 0%, (0/5) 11%, (1/9) 20%, (3/15) 0%, (0/1) 0%, (0/5)

Don't know 3 45 0%, (0/10) 20%, (1/5) 11%, (1/9) 7%, (1/15) 0%, (0/1) 0%, (0/5)
Table Q17C: By NPHI Size

Options n total <=500 >500 Unknown

Yes 37 45 86%, (19/22) 82%, (18/22) 0%, (0/1)

No 5 45 9%, (2/22) 14%, (3/22) 0%, (0/1)

Don't know 3 45 5%, (1/22) 5%, (1/22) 100%, (1/1)
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Role of NPHIs in Health Emergencies

Question 18 Does your NPHI contribute to a regional or international framework or plan for emergency preparedness and response in a health emergency?

Figure Q18



Table Q18A: By Income Group

Appendices

Options n total LIC LMIC UMIC HIC
Yes, we contribute at the regional and international level 27 58 45%, (5/11) 33%, (4/12) 54%, (7/13) 50%, (11/22)
Yes, we contribute at the regional level only 14 58 27%, (3/11) 17%, (2/112)  23%, (3/13) 27%, (6/22)
Yes, we contribute at the international level only 0 58 0 0 0 0
Yes, we contribute to a regional and/or international plan but only for certain hazards 14 58 18%, (2111)  25%, (3/12)  31%, (4/13) 23%, (5/22)
No, we do not contribute to regional and/or international plans 5 58 9%, (1/11) 25%, (3/12) 8%, (1/13) 0%, (0/22)
Don't know 1 58 0%, (0/11) 0%, (0/12) 0%, (0/13) 5%, (1/22)

Table Q18B: By WHO Regions
Options n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, we contribute at the regional and international level 27 58 44%, (7/16) 50%, (4/8) 20%, (2/10) 44%, (8/18) 100%, (1/1) 100%, (5/5)
Yes, we contribute at the regional level only 14 58 25%, (4/16) 25%, (2/8) 40%, (4/10) 22%, (4/18) 0%, (0/1) 0%, (0/5)
Yes, we contribute at the international level only 0 58 0 0 0 0 0 0
::;,a\r/:/ji contribute to a regional and/or international plan but only for certain 14 58 19%, (3/16) 50%, (4/8) 20%, (2/10) 28%, (5/18) 0%, (0/1) 0%, (0/5)
No, we do not contribute to regional and/or international plans 5 58 12%, (2/16) 0%, (0/8) 30%, (3/10) 0%, (0/18) 0%, (0/1) 0%, (0/5)
Don't know 1 58 0%, (0/16) 0%, (0/8) 0%, (0/10) 6%, (1/18) 0%, (0/1) 0%, (0/5)




Role of NPHIs in Health Emergencies

Table Q18C: By NPHI Size

Options

n total <=500 >500 Unknown
Yes, we contribute at the regional and international level 27 58 41%, (13/32) 52%, (13/25) 100%, (1/1)
Yes, we contribute at the regional level only 14 58 22%, (7/32) 28%, (7/25) 0%, (0/1)
Yes, we contribute at the international level only 0 58 0 0
Yes, we contribute to a regional and/or international plan but only for certain hazards 14 58 25%, (8/32) 24%, (6/25) 0%, (0/1)
No, we do not contribute to regional and/or international plans 5 58 12%, (4/32) 4%, (1/25) 0%, (0/1)
Don't know 1 58 3%, (1/32) 0%, (0/25) 0%, (0/1)
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Question 19 Does your NPHI have collaboration agreements with international organizations or institutions from other countries for public health emergency response,
eg., legal agreements, Memoranda of Understanding, data sharing agreements etc.?

Figure Q19



Role of NPHIs in Health Emergencies

Table Q19A: By Income Group

Options n total LIC LMIC UMIC HIC
Yes, we have agreements with other NPHIs 32 59 55%, (6/11) 54%, (7/13) 54%, (7/13) 55%, (12/22)
Ye§, we hgve agreements with non-NPHI government agencies in 6 59 0%, (0/11) 0%, (0/13) 31%, (4/13) 9%, (2/22)
neighbouring countries
Yes, we have allgreement.s with non-NPHI government agencies in 7 59 0%, (0/11) 0%, (0/13) 31%, (4/13) 14%, (3/22)
non-neighbouring countries
Yes, we have agreements with international organizations 30 59 55%, (6/11) 46%, (6/13) 62%, (8/13) 45%, (10/22)
No 11 59 18%, (2/11) 8%, (1/13) 23%, (3/13) 23%, (5/22)
Yes, we have agreements with other organizations 8 59 0%, (0/11) 23%, (3/13) 31%, (4/13) 5%, (1/22)

Table Q19B: By WHO Regions
Options n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, we have agreements with other NPHIs 32 59 69%, (11/16) 62%, (5/8) 36%, (4/11) 44%, (8/18) 0%, (0/1) 80%, (4/5)
Ye_s, we hgve agreements with non-NPHI government agencies in 6 59 6%, (1/16) 38%, (3/8) 0%, (0/11) 11%, (2/18) 0%, (0/1) 0%, (0/5)
neighbouring countries
Ye§, we hgve agreements with non-NPHI government agencies in non- 7 59 6%, (1/16) 38%, (3/8) 0%, (0/11) 17%, (3/18) 0%, (0/1) 0%, (0/5)
neighbouring countries
Yes, we have agreements with international organizations 30 59 44%, (7/16) 75%, (6/8) 45%, (5/11) 61%, (11/18) 100%, (1/1) 0%, (0/5)
No 11 59 12%, (2/16) 25%, (2/8) 45%, (5/11) 11%, (2/18) 0%, (0/1) 0%, (0/5)
Yes, we have agreements with other organizations 8 59 6%, (1/16) 25%, (2/8) 27%, (3/11) 6%, (1/18) 0%, (0/1) 20%, (1/5)




Table Q19C: By NPHI Size

Options n total <=500 >500 Unknown
Yes, we have agreements with other NPHIs 32 59 52%, (17/33) 56%, (14/25) 100%, (1/1)
Yes, we have agreements with non-NPHI government agencies in neighbouring countries 6 59 6%, (2/33) 16%, (4/25) 0%, (0/1)
Yes, we have agreements with non-NPHI government agencies in non-neighbouring countries 7 59 9%, (3/33) 16%, (4/25) 0%, (0/1)
Yes, we have agreements with international organizations 30 59 42%, (14/33) 64%, (16/25) 0%, (0/1)
No 1 59 27%, (9/33) 8%, (2/25) 0%, (0/1)
Yes, we have agreements with other organizations 8 59 12%, (4/33) 16%, (4/25) 0%, (0/1)
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8.3.3 Public Health Emergency Workforce
Question 20 If yes, what do these agreements include?

Figure Q20



Table Q20A: By Income Group

Options n total LIC LMIC UMIC HIC
Sharing of health intelligence 32 42 78%, (7/9) 58%, (7/12) 86%, (6/7) 86%, (12/14)
Providing staff support e.g., health emergency specialists 18 42 33%, (3/9) 50%, (6/12) 57%, (417) 36%, (5/14)
Sharing of laboratory samples 23 42 44%, (4/19) 67%, (8/12) 71%, (5/7) 43%, (6/14)
Testing facilities 19 42 44%, (4/9) 50%, (6/12) 57%, (4/7) 36%, (5/14)
Urgent supplies 14 42 44%, (4/9) 33%, (4/12) 43%, (3/7) 21%, (3/14)
Procurement and distribution 14 42 33%, (3/9) 42%, (5/12) 14%, (1/7) 36%, (5/14)
Don't know 2 42 0%, (0/9) 8%, (1/12) 0%, (0/7) 7%, (1/14)
Other, please specify 7 42 0%, (0/9) 17%, (2/12) 29%, (2I7) 21%, (3/14)
Table Q20B: By WHO Regions
Options n total AFRO AMRO EMRO EURO SEARO WPRO
Sharing of health intelligence 32 42 69%, (9/13)  80%, (4/5)  33%, (2/6)  92%, (12/13) 100%, (1/1) 100%, (4/4)
Providing staff support e.g., health emergency specialists 18 42 46%, (6/13) 60%, (3/5) 17%, (1/6) 46%, (6/13) 0%, (0/1) 50%, (2/4)
Sharing of laboratory samples 23 42 38%, (6/13)  60%, (3/5)  67%, (4/6) 62%, (8/13) 100%, (1/1) 50%, (2/4)
Testing facilities 19 42 46%, (6/13)  40%, (2/5)  17%, (1/6) 54%, (7/13) 100%, (1/1) 50%, (2/4)
Urgent supplies 14 42 31%, (4/13)  40%, (2/5)  33%, (2/6) 38%, (5/13) 0%, (0/1) 25%, (1/4)
Procurement and distribution 14 42 23%, (3/13)  20%, (1/5)  50%, (3/6) 46%, (6/13) 0%, (0/1) 25%, (1/4)
Don't know 2 42 0%, (0/13) 0%, (0/5) 17%, (1/6) 8%, (1/13) 0%, (0/1) 0%, (0/4)
Other, please specify 7 42 15%, (2/13)  60%, (3/5)  17%, (1/6) 0%, (0/13) 0%, (0/1) 25%, (1/4)
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Table Q20C: By NPHI Size

Sharing of health intelligence

Providing staff support e.g., health emergency specialists
Sharing of laboratory samples

Testing facilities

Urgent supplies

Procurement and distribution

Don't know

Other, please specify

32

18

23

19

14

14

42

42

42

42

42

42

42

42

74%, (17/23)
48%, (11/23)
61%, (14/23)
52%, (12/23)
43%, (10/23)
43%, (10/23)
4%, (1/23)

13%, (3/23)

83%, (15/18)
39%, (7/18)
50%, (9/18)
39%, (7/18)
22%, (4/18)
22%, (4/18)
0%, (0/18)

22%, (4/18)

0%, (0/1)
0%, (0/1)
0%, (0/1)
0%, (0/1)
0%, (0/1)
0%, (0/1)
100%, (1/1)

0%, (0/1)
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Question 21 Is there a national public health workforce startegy or development plan with specific roles and responsabilities for national public health emergencies?

Figure Q21



Role of NPHIs in Health Emergencies

Table Q21A: By Income Group

n total Low income Lovyer middle Upper middie High income
income income
Yes 32 59 (5/11) 45.45% (7/13) 53.85% (8/13) 61.54% (12/22) 54.55%
No 21 59 (6/11) 54.55% (4/13) 30.77% (4/13) 30.77% (7/22) 31.82%
Don't know 6 59 (0/11) 0% (2/13) 15.38% (1/13) 7.69% (3/22) 13.64%

Table Q21B: By WHO Regions

Eastern

n total Africa Americas Mediterranean Europe South-East Asia Western Pacific

Yes 32 59 (7/16) 43.75% (5/8) 62.5% (5/11) 45.45% (9/18) 50% (1/1) 100% (5/5) 100%

No 21 59 (9/16) 56.25% (3/8) 37.5% (4/11) 36.36% (5/18) 27.78% (0/1) 0% (0/5) 0%

Don't know 6 59 (0/16) 0% (0/8) 0% (2/11) 18.18% (4/18) 22.22% (0/1) 0% (0/5) 0%
Table Q21C: By NPHI Size

Options n total <=500 >500 Unknown

Yes 32 59 (13/33) 39.39% (19/25) 76% (0/1) 0%

No 21 59 (16/33) 48.48% (4/25) 16% (1/1) 100%

Don't know 6 59 (4/33) 12.12% (2/25) 8% (0/1) 0%




Question 22 If yes, when was this plan developed or last updated?

Figure Q22
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Table Q22A: By Income Group

n total Low income Lower middle Upper middle High income
income income

Within the last year 13 30 (3/4) 75% (3/7) 42.86% (3/8) 37.5% (4/11) 36.36%

Between 1-3 years ago 10 30 (0/4) 0% (3/7) 42.86% (4/8) 50% (3/11) 27.27%

More than 3 years ago 4 30 (1/4) 25% (1/7) 14.29% (0/8) 0% (2/11) 18.18%

Don't know 3 30 (0/4) 0% (0/7) 0% (1/8) 12.5% (2/11) 18.18%
Table Q22B: By WHO Regions

Options total Africa Americas Meci’?:rt;rr?ean Europe South-East Asia Western Pacific

Within the last year 13 30 (4/6) 66.67% (2/5) 40% (2/5) 40% (3/9) 33.33% (1/1) 100% (1/4) 25%

Between 1-3 years ago 10 30 (1/6) 16.67% (2/5) 40% (2/5) 40% (3/9) 33.33% (0/1) 0% (2/4) 50%

More than 3 years ago 4 30 (1/6) 16.67% (0/5) 0% (1/5) 20% (1/9) 11.11% (0/1) 0% (1/4) 25%

Don't know 3 30 (0/6) 0% (1/5) 20% (0/5) 0% (2/9) 22.22% (0/1) 0% (0/4) 0%
Table Q22C: By NPHI Size

Options n total <500 >500

Within the last year 13 30 (6/12) 50% (7/18) 38.89%

Between 1-3 years ago 10 30 (3/12) 25% (7/18) 38.89%

More than 3 years ago 4 30 (1/12) 8.33% (3/18) 16.67%

Don't know 3 30 (2/12) 16.67% (1/18) 5.56%




Question 23 Who is responsible for public health workforce planning for health emergencies in your country?

Figure Q23
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Table Q23A: By Income Group

Options Level n total Low income LOViV:C"Or:j:dle Uppi):cror:j:dle High income
NPHI :::l‘t’r?i'rﬁ;‘zfmy 35 59 (8/11) 72.73% (9/13) 69.23% (7/13) 53.85% (11/22) 50%
NPHI E:;it‘r’]”:r'n%fggﬁcy 19 59 (4/11) 36.36% (5/13) 38.46% (2/13) 15.38% (8/22) 36.36%
NPHI L”;glrtrr‘]agr‘]’gggﬁzgc 14 59 (3/11) 27.27% (3/13) 23.08% (1/13) 7.69% (7/22) 31.82%
Ministry of Health r':':;il‘t’r:‘ae'r::gi;’ncy 54 59 (9/11) 81.82% (12/13) 92.31% (13/13) 100% (20/22) 90.91%
Ministry of Health E:glit‘r’]”:r'n‘;‘:g!ﬁcy 30 59 (4/11) 36.36% (8/13) 61.54% (7/13) 53.85% (11/22) 50%
Ministry of Health L”;:trr‘]ag;rﬁg‘;‘;z';f 27 59 (3/11) 27.27% (5/13) 38.46% (7/13) 53.85% (12/22) 54.55%
Other gov. dept. r':l:;iﬁr?iln?:g:ncy 23 59 (2/11) 18.18% (6/13) 46.15% (6/13) 46.15% (9/22) 40.91%
Other gov. dept. E:glitf]”:r'n";‘:ggfmy 16 59 (0/11) 0% (3/13) 23.08% (1/13) 7.69% (12/22) 54.55%
Other gov. dept. L”;g[t?]agr%l?;zzzgc 9 59 (0/11) 0% (2/13) 15.38% (0/13) 0% (7/22) 31.82%
Non-governmental organisation k'\]'j:ft’;‘ae'r::ziecncy 10 59 (3/11) 27.27% (3/13) 23.08% (1/13) 7.69% (3/22) 13.64%
Non-governmental organisation ~ ogional public 59 (1/11) 9.09% (1/13) 7.69% (1/13) 7.69% (4/22) 18.18%

health emergency
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Options Level total Low income Lovyer middle Upper middle High income
Income Income
Non-governmental organisation L”;::;]a;';”j;‘;:ggc 59 (1/11) 9.09% (0/13) 0% (0/13) 0% (4122) 18.18%
No one E':;'ﬁr?ae'rﬁigg’ncy 59 (0/11) 0% (1/13) 7.69% (0/13) 0% (0/22) 0%
No one Regional public 59 0 0 0 0
health emergency
No one L”;z[tr;agr‘:ﬁ;g‘;g;c 59 (0/11) 0% (1/13) 7.69% (0/13) 0% (0/22) 0%
I don't know r'\]l::ﬁr?zlr::g:;ncy 59 (0/11) 0% (1/13) 7.69% (0/13) 0% (1/22) 4.55%
| don't know E:glt%n:rﬁ:ggﬁcy 59 (0/11) 0% (0/13) 0% (0/13) 0% (1/22) 4.55%
| don't know L”etz[tz""g;’;?gzﬁz'}'f 59 (0/11) 0% (0/13) 0% (0/13) 0% (2/22) 9.09%
Other ::':;'l‘t’r?ae'rﬁ;gsncy 59 (0/11) 0% (0/13) 0% (1/13) 7.69% (4/22) 18.18%
Other E:;'t‘;”:r'n%;ggfmy 59 (1/11) 9.09% (0/13) 0% (0/13) 0% (5/22) 22.73%
Other International public 59 (1/11) 9.09% (0/13) 0% (0/13) 0% (2/22) 9.09%

health emergency




Role of NPHIs in Health Emergencies

Table Q23B: By WHO Regions

Options Level n total Africa Americas Me(i?::;r:ean Europe South-East Asia Western Pacific
NPHI E::rt):?;n?;gl:ncy 35 59 (11/16) 68.75% (4/8) 50% (8/11) 72.73% (7/18) 38.89% (0/1) 0% (5/5) 100%
NPHI E:;'t‘r’}”:#‘;‘:ggﬁcy 19 59 (4/16) 25% (2/8) 25% (4/11) 36.36% (5/18) 27.78% (0/1) 0% (4/5) 80%
NPHI Lrgzlrtrr‘]ag;’;g;‘:]ggc 14 59 (2/16) 12.5% (2/8) 25% (3/11) 27.27% (5/18) 27.78% (0/1) 0% (2/5) 40%
Ministry of Health E:;'ft’r?i'nﬁ’:g:ncy 54 59 (14/16) 87.5% (8/8) 100% (10/11) 90.91% (16/18) 88.89% (1/1) 100% (5/5) 100%
Ministry of Health E:agl'tf]”:r'n";‘:ggﬁcy 30 59 (5/16) 31.25% (6/8) 75% (7/11) 63.64% (7/18) 38.89% (0/1) 0% (5/5) 100%
Ministry of Health L’::Eﬂ;l?gg‘;g;c 27 59 (3/16) 18.75% (6/8) 75% (5/11) 45.45% (8/18) 44.44% (0/1) 0% (5/5) 100%
Other gov. dept. E::ft’;i'rﬁggfncy 23 59 (6/16) 37.5% (3/8) 37.5% (5/11) 45.45% (7/18) 38.89% (0/1) 0% (2/5) 40%
Other gov. dept. E:agl't‘r’}”:#‘;‘:ggﬁcy 16 59 (2/16) 12.5% (3/8) 37.5% (2/11) 18.18% (7/18) 38.89% (0/1) 0% (2/5) 40%
Other gov. dept. Lﬁg[{;ﬁ;’%g‘;gg‘: 59 (1/16) 6.25% (1/8) 12.5% (0/11) 0% (5/18) 27.78% (0/1) 0% (2/5) 40%
g%:f;‘;‘;g’:}memm E:;'ft’r?ae'nﬁ’:g:ncy 10 59 (3/16) 18.75% (0/8) 0% (3111) 27.27% (2/18) 11.11% (0/1) 0% (2/5) 40%
Non-governmental Regional public 59 (0/16) 0% (0/8) 0% (2/11) 18.18% (3/18) 16.67% (0/1) 0% (2/5) 40%

organisation

health emergency
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Options Level total Africa Americas Egstern Europe South-East Asia Western Pacific
Mediterranean
’;‘%’;'rf‘i:‘;‘;g:]me”ta' L“;glrtrr‘]ag;’sgz:ggc 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (3/18) 16.67% (0/1) 0% (1/5) 20%
No one E:;'I‘::Z'n‘]’;‘g::ncy 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (0/18) 0% (0/1) 0% (0/5) 0%
No one Regional public 59 0 0 0 0 0 0
health emergency

No one L“;zlrt:agzﬁgz:ggc 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (0/18) 0% (0/1) 0% (0/5) 0%
| don't know E:;'I?t:‘i'n‘]’:%fncy 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (1/18) 5.56% (0/1) 0% (0/5) 0%
I don't know E:g't‘;”:%‘;‘:ggcy 59 (0/16) 0% (0/8) 0% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%
| don't know L“;ﬁﬁiai,il?g§ﬂ23° 59 (0/16) 0% (1/8) 12.5% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%
Other E:é'ﬁﬁ'ae'nfé’gfmy 59 (0/16) 0% (2/8) 25% (0/11) 0% (3/18) 16.67% (0/1) 0% (0/5) 0%
Other Ej;'tf]”:%‘;‘:ggﬁcy 59 (1/16) 6.25% (1/8) 12.5% (0/11) 0% (4/18) 22.22% (0/1) 0% (0/5) 0%
Other International public 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (2/18) 11.11% (0/1) 0% (0/5) 0%

health emergency




Role of NPHIs in Health Emergencies

Table Q23C: By NPHI Size

Options Level n total <=500 >500 Unknown
NPHI r':':;ili’:fa'rﬁngncy 35 59 (20/33) 60.61% (15/25) 60% (0/1) 0%
NPHI E:aglit‘t’j”;‘;‘:ggicy 19 59 (9/33) 27.27% (10/25) 40% (0/1) 0%
NPHI L”;z:rt?]agr‘ﬁggﬁggc 14 59 (6/33) 18.18% (8/25) 32% (0/1) 0%
Ministry of Health I’l\ll:;il?r?aelrr?:ggncy 54 59 (31/33) 93.94% (23/25) 92% (0/1) 0%
Ministry of Health E:glit‘;”:r'n‘;‘:ggicy 30 59 (16/33) 48.48% (14/25) 56% (0/1) 0%
Ministry of Health L”;:L’;agr%’z;z:ggc 27 59 (14/33) 42.42% (13/25) 52% (0/1) 0%
Other gov. dept. r"]':;il‘t’r?ae'rs:gfncy 23 59 (12/33) 36.36% (11/25) 44% (0/1) 0%
Other gov. dept. sgglit‘;”:r'n";‘iggicy 16 59 (5/33) 15.15% (11/25) 44% (0/1) 0%
Other gov. dept. L”;:Lr;]ag;”eigz:ggc 9 59 (3/33) 9.09% (6/25) 24% (0/1) 0%
Non-governmental organisation r':':;ili’:fa'rﬁngncy 10 59 (7/33) 21.21% (3/25) 12% (0/1) 0%
Non-governmental organisation Regional public 7 59 (4/33) 12.12% (3/25) 12% (0/1) 0%

health emergency
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Options Level total <=500 >500 Unknown
No one E::I‘t’:i'n‘l’:gfncy 59 (1/33) 3.03% (0/25) 0% (0/1) 0%

o one e ok . :

No one L”;:Irt’;]ag;'zg‘;:ggc 59 (0/33) 0% (1/25) 4% (0/1) 0%

| don't know E:;il‘;r?z'rﬁ:gfncy 59 (1/33) 3.03% (0/25) 0% (1/1) 100%
| don't know E:gl't‘;”:r'n'“:ﬁggﬁcy 59 (0/33) 0% (0/25) 0% (1/1) 100%
| don't know L”;:Irt?]ag;ligzxgc 59 (0/33) 0% (1/25) 4% (1/1) 100%
Other E::ﬁ;? 2|,§:,t-)glfncy 59 (1/33) 3.03% (4/25) 16% (0/1) 0%

Other hR:aglit‘r’]”:r'n‘;‘ﬁggﬁcy 59 (2/33) 6.06% (4/25) 16% (0/1) 0%

Other International public 59 (1/33) 3.03% (2/25) 8% (0/1) 0%

health emergency




Role of NPHIs in Health Emergencies

Question 24 \WWho is responsible for public health workforce planning for health emergencies in your country?

Figure Q24
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Table Q24A: By Income Group

Options Level n total Low income LOYsgor:Jgdle Uppi)negor:ni:dle High income

NPHI r"]':;ift’r']‘ae'nﬁ’;‘gfncy 36 59 (9/11) 81.82% (7/13) 53.85% (8/13) 61.54% (12/22) 54.55%
NPHI E:;it%n:rlnzlﬁggﬁcy 19 59 (5/11) 45.45% (3/13) 23.08% (2/13) 15.38% (9/22) 40.91%
NPHI L”;g[{;i‘;ﬁggﬁggc 14 59 (3/11) 27.27% (2/13) 15.38% (1/13) 7.69% (8/22) 36.36%
Ministry of Health ::;il?:?elrﬁ;ziacncy 51 59 (10/11) 90.91% (11/13) 84.62% (12/13) 92.31% (18/22) 81.82%
Ministry of Health E:glit‘r’]”:r'n‘;‘;ggﬁcy 29 59 (4/11) 36.36% (7/13) 53.85% (7/13) 53.85% (11/22) 50%

Ministry of Health L”;g:'t%ag;rzgzﬁggc 21 59 (3/11) 27.27% (4/13) 30.77% (6/13) 46.15% (8/22) 36.36%
Other gov. dept. r':':;il‘;:ae'rﬁ:zfmy 20 59 (3/11) 27.27% (3/13) 23.08% (5/13) 38.46% (9/22) 40.91%
Other gov. dept. E:glit‘r’]”:r'n%:ggﬁcy 11 59 (1/11) 9.09% (1/13) 7.69% (0/13) 0% (9/22) 40.91%
Other gov. dept. L”;g:'t%ag;rzgzﬁggc 7 59 (1/11) 9.09% (0/13) 0% (0/13) 0% (6/22) 27.27%
Z'r‘;’;'r?i‘;‘:fig;me”ta' E'Sgﬁﬁi'rﬁizfmy 8 59 (2/11) 18.18% (1/13) 7.69% (1/13) 7.69% (4/22) 18.18%
Non-governmental Regional public 59 (1/11) 9.09% (0/13) 0% (0/13) 0% (3/22) 13.64%

organisation

health emergency



Role of NPHIs in Health Emergencies

Options Level total Low income Lovyer middle Upper middle High income
Income Income

';'I%r;'giz‘;‘;g:‘me”ta' L”;:[{ﬂ';”;;‘;g'}',c 59 (1/11) 9.09% (1/13) 7.69% (0/13) 0% (4/22) 18.18%

No one E‘fﬁ'ﬁﬁrﬁé’g;w 59 (0/11) 0% (1/13) 7.69% (0/13) 0% (0/22) 0%

No one Regional public 59 0 0 0 0
health emergency

No one International public 59 0 0 0 0
health emergency

| don't know ::;II?:aeln?:z:ncy 59 (0/11) 0% (0/13) 0% (0/13) 0% (1/22) 4.55%

| don't know E:gl'tf]”:r'n‘;‘:ggﬁcy 59 (0/11) 0% (0/13) 0% (0/13) 0% (1/22) 4.55%

| don't know L”;g:’;i‘;ﬁg‘;‘;g'}'{c 59 (0/11) 0% (0/13) 0% (0/13) 0% (2/22) 9.09%

Other E::I?:zlrr?:z:ncy 59 (0/11) 0% (0/13) 0% (0/13) 0% (5/22) 22.73%

Other E:gl't‘;”:r;‘;‘:ggﬁcy 59 (0/11) 0% (0/113) 0% (0/13) 0% (5/22) 22.73%

Other International public 59 (0/11) 0% (0/13) 0% (0/13) 0% (2/22) 9.09%

health emergency




Table Q24B: By WHO Regions
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Eastern

Options Level n total Africa Americas Mediterranean Europe South-East Asia Western Pacific
NPHI r'f:;iﬁﬁae'n?é’f’g'fncy 36 59 (11/16) 68.75% (4/8) 50% (8/11) 72.73% (9/18) 50% (0/1) 0% (4/5) 80%
NPHI E:g’l't‘t:”:;q'[;‘;ggﬁcy 19 59 (4/16) 25% (2/8) 25% (4/11) 36.36% (6/18) 33.33% (0/1) 0% (3/5) 60%
NPHI L”;g;;aggr‘e?gz:zgc 14 59 (2/16) 12.5% (3/8) 37.5% (2/11) 18.18% (5/18) 27.78% (0/1) 0% (2/5) 40%
Ministry of Health I',\ml:;il(t):zlrr?:giecncy 51 59 (13/16) 81.25% (8/8) 100% (11/11) 100% (14/18) 77.78% (1/1) 100% (4/5) 80%
Ministry of Health E:gl't‘r’]”:r'n'[;‘:ggﬁcy 29 59 (6/16) 37.5% (7/8) 87.5% (4/11) 36.36% (7/18) 38.89% (0/1) 0% (5/5) 100%
Ministry of Health L”etglr;aggﬁgz:gc 21 59 (2/16) 12.5% (5/8) 62.5% (3/11) 27.27% (6/18) 33.33% (0/1) 0% (5/5) 100%
Other gov. dept. r,:l:;il(t)r?zlrr?:ziecncy 20 59 (4/16) 25% (2/8) 25% (5/11) 45.45% (8/18) 44.44% (0/1) 0% (1/5) 20%
Other gov. dept. ﬁ:gl'tf]”:r'ni’a‘:ggf‘cy 11 59 (2/16) 12.5% (2/8) 25% (1/11) 9.09% (5/18) 27.78% (0/1) 0% (1/5) 20%
Other gov. dept. L”;gﬂ?i;’:'gg:g;c 59 (1/16) 6.25% (1/8) 12.5% (0/11) 0% (4/18) 22.22% (0/1) 0% (1/5) 20%
gg;fg;ﬁg:,memal r’:l:;il(t)r?zlnf;z:ncy 8 59 (1/16) 6.25% (1/8) 12.5% (2/11) 18.18% (3/18) 16.67% (0/1) 0% (1/5) 20%
Non-governmental Regional public 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (2/18) 11.11% (0/1) 0% (1/5) 20%

organisation

health emergency



Role of NPHIs in Health Emergencies

Options Level total Africa Americas Eastern Europe South-East Asia Western Pacific
Mediterranean

2‘%’;}%‘3’;‘;&“”@' L"éiﬂ'&ag;ﬁ'gﬁﬂ?y'c 59 (0/16) 0% (1/8) 12.5% (2/11) 18.18% (2/18) 11.11% (0/1) 0% (1/5) 20%

No one r’:‘::ft’[:‘ae'”‘]’:gfncy 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (0/18) 0% (0/1) 0% (0/5) 0%

No one Regional public 59 0 0 0 0 0 0
health emergency

No one International public 59 0 0 0 0 0 0
health emergency

I don't know t’:‘::ft’[:“";'rf:gfncy 59 (0/16) 0% (0/8) 0% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%

I don't know ssgl't"’]”:r'npe‘:ggflcy 59 (0/16) 0% (0/8) 0% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%

| don't know L“;:[{;f;’ﬁgg‘;g'f 59 (0/16) 0% (1/8) 12.5% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%

Other E:;'I?;Z'rﬁggfncy 59 (0/16) 0% (0/8) 0% (1/11) 9.09% (4/18) 22.22% (0/1) 0% (0/5) 0%

Other s::l't"’]”:r'n‘;‘:ggﬁcy 59 (0/16) 0% (1/8) 12.5% (1/11) 9.09% (3/18) 16.67% (0/1) 0% (0/5) 0%

Other International public 59 (0/16) 0% (0/8) 0% (0/11) 0% (2/18) 11.11% (0/1) 0% (0/5) 0%

health emergency




Table Q24C: By NPHI Size
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Options Level n total <=500 >500 Unknown
NPHI r’:‘::ft’:ae'nf:gfmy 36 59 (19/33) 57.58% (17/25) 68% (0/1) 0%
NPHI ﬁ:;itﬁ”:r'n‘::é’gﬁcy 19 59 (9/33) 27.27% (10/25) 40% (0/1) 0%
NPHI L”et:[tr;a;';l?gz:ggc 14 59 (5/33) 15.15% (9/25) 36% (0/1) 0%
Ministry of Health :::ﬁr?aeln?:g:ncy 51 59 (28/33) 84.85% (23/25) 92% (0/1) 0%
Ministry of Health Eeegl't‘r’]”:r'n‘;‘;ggﬁcy 29 59 (14/33) 42.42% (15/25) 60% (0/1) 0%
Ministry of Health L”(:;rtrr‘]ag;larggiggc 21 59 (10/33) 30.3% (11/25) 44% (0/1) 0%
Other gov. dept. r’:‘:;il‘t’f:‘ae'nf:gfmy 20 59 (11/33) 33.33% (9/25) 36% (0/1) 0%
Other gov. dept. E:;E”:%‘;‘:ggﬁcy 11 59 (3/33) 9.09% (8/25) 32% (0/1) 0%
Other gov. dept. L”;E[trr‘]ag;ﬁ;zﬁggc 7 59 (2/33) 6.06% (5/25) 20% (0/1) 0%
Non-governmental organisation :::I(t):aeln?:giecncy 8 59 (4/33) 12.12% (4/25) 16% (0/1) 0%
Non-governmental organisation E:gtﬁ”:r'n%‘:ggﬁcy 4 59 (1/33) 3.03% (3/25) 12% (0/1) 0%
Non-governmental organisation International public 59 (2/33) 6.06% (4/25) 16% (0/1) 0%

health emergency



Role of NPHIs in Health Emergencies

Options Level total <=500 >500 Unknown
National public
No one ealth areergoncy 59 (1/33) 3.03% (0/25) 0% (0/1) 0%
No one Regional public 59 0
health emergency
No one L”:Irt’;]ag;ﬁ;‘;iggc 59 (0/33) 0% (1/25) 4% (0/1) 0%
| don't know E:‘:I‘t’;ae'nﬁ’;‘gfncy 59 (1/33) 3.03% (0/25) 0% (1/1) 100%
| don't know hR:aglltzn:ranl:ggﬁcy 59 (0/33) 0% (0/25) 0% (1/1) 100%
| don't know L”;:Irt’;]ag;r;gz;’]ggc 59 (0/33) 0% (1/25) 4% (1/1) 100%
Other E:;'I?:Z'n‘l’;‘z::ncy 59 (1/33) 3.03% (4/25) 16% (0/1) 0%
Other hR:j'tf]”:r'n‘;‘:ggﬁcy 59 (2/33) 6.06% (4/25) 16% (0/1) 0%
Other International public 59 (1/33) 3.03% (2/25) 8% (0/1) 0%

health emergency




Question 25 Which organization provides public health staff from your country to respond to a public health emergency?

Figure Q25
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Table Q25A: By Income Group

Lower middle

Upper middle

Options Level n total Low income income income High income

NPHI E:;iﬁr?aeln?sg:ncy 44 59 (8/11)72.73%  (10/13) 76.92% (9/13)69.23%  (17/22) 77.27%
NPHI Ej:lit‘;’]”:r'n‘;fggicy 26 59 (4/11)36.36%  (6/13)46.15%  (4/13)30.77%  (12/22) 54.55%
NPHI L”;:{tr;agr?:z;‘:r‘]ggc 24 59 (4/11)36.36%  (4/13)30.77%  (3/13) 23.08%  (13/22) 59.09%
Ministry of Health E:;il‘t’;z'nf:gi:ncy 48 59 (11/11)100%  (10/13) 76.92% (11/13) 84.62% (16/22) 72.73%
Ministry of Health Eeefftﬁn:r'nilﬁggﬁcy 26 59 (5/11)45.45%  (7/13)53.85%  (6/13) 46.15%  (8/22) 36.36%
Ministry of Health Lnég{tr;]ag;l?;g;t;;c 24 59 (4/11)36.36%  (5/13) 38.46%  (6/13)46.15%  (9/22) 40.91%
Other gov. dept. E::I‘t’:z'nfngmy 23 59 (4/11)36.36%  (3/13)23.08%  (6/13) 46.15%  (10/22) 45.45%
Other gov. dept. E:glitﬁ”:r'npe‘:ggicy 17 59 (2/11)18.18%  (1/13)7.69%  (3/13)23.08%  (11/22) 50%

Other gov. dept. L”;zﬂr;ag;lige";?}"c 11 59 (1/11)9.09%  (0/13) 0% (2/13) 15.38%  (8/22) 36.36%
Non-governmental National public 12 59 (2/11)18.18%  (3/13)23.08%  (1/13)7.69%  (6/22) 27.27%

organization

health emergency
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Lower middle

Upper middle

Options Level n total Low income ; . High income
Income Income

Non-governmental Regional public 9 59 (1/11)9.09%  (2/13)15.38%  (1/13)7.69%  (5/22) 22.73%

organization health emergency

Non-governmental International public 9 59 (1/11)9.09%  (0/13) 0% (1/13)7.69%  (7/22) 31.82%

organization health emergency

No one National public 1 59 (0/11) 0% (0/13) 0% (1/13)7.69%  (0/22) 0%
health emergency

No one Regional public 2 59 (0/11) 0% (1/13)7.69%  (1/13)7.69%  (0/22) 0%
health emergency

No one International public 1 59 (0/11) 0% (0/13) 0% (113)7.69%  (0/22) 0%
health emergency

| don't know National public 2 59 (0/11) 0% (1/13)7.69%  (0/13) 0% (1/22) 4.55%
health emergency

| don't know Regional public 2 59 (0/11) 0% (113)7.69%  (0/13) 0% (1/22) 4.55%
health emergency

| don't know International public 3 59 (0/11) 0% (1/13)7.69%  (0/13) 0% (2/22) 9.09%
health emergency

Other National public 6 59 (0/11) 0% (0/13) 0% (113)7.69%  (5/22) 22.73%
health emergency

Other Regional public 5 59 (1/11)9.09%  (0/13) 0% (0/13) 0% (4/22) 18.18%
health emergency

Other International public 4 59 (1/11)9.09%  (0/13) 0% (0/13) 0% (3/22) 13.64%

health emergency




Table Q25B: By WHO Regions

Options Level n total Africa Americas Metitaesrtrearr?ean Europe South-East Asia Western Pacific
NPHI ::;il?:?rﬁggfncy 44 59 (10/16) 62.5% (7/8) 87.5% (9/11) 81.82% (13/18) 72.22% (1/1) 100% (4/5) 80%
NPHI hRjglit‘;”:r'n‘;‘:ggﬁcy 26 59 (4/16) 25% (4/8) 50% (6/11) 54.55% (8/18) 44.44% (011) 0% (4/5) 80%
NPHI L”;:[t%ag;“ear'g‘;:tc’gc 24 59 (2/16) 12.5% (4/8) 50% (5/11) 45.45% (10/18) 55.56% (0/1) 0% (3/5) 60%
Ministry of Health E:;il‘t’:?nﬁ’:ggncy 48 59 (14/16) 87 5% (6/8) 75% (10/11)90.91%  (13/18) 72.22% (0/1) 0% (5/5) 100%
Ministry of Health hR:aglit‘r’]”:r'n‘;‘;ggﬁcy 26 59 (6/16) 37.5% (5/8) 62.5% (5/11) 45.45% (5/18) 27.78% (0/1) 0% (5/5) 100%
Ministry of Health L”éﬁﬂﬁaiﬁlfgﬂﬂ?f 24 59 (3/16) 18.75% (5/8) 62.5% (4/11) 36.36% (7/18) 38.89% (0/1) 0% (5/5) 100%
Other gov. dept. E:;ilct)r?zln?:g:ncy 23 59 (6/16) 37.5% (5/8) 62.5% (1/11) 9.09% (8/18) 44.44% (1/1) 100% (2/5) 40%
Other gov. dept. hR:;;lit(r)mn:ranL:ggﬁcy 17 59 (3/16) 18.75% (5/8) 62.5% (1/11) 9.09% (6/18) 33.33% (0/1) 0% (2/5) 40%
Other gov. dept. L”;:Irt’;]asaﬁg‘;:ggc 1 59 (1/16) 6.25% (4/8) 50% (0/11) 0% (5/18) 27.78% (0/1) 0% (1/5) 20%
’;‘%’;'r?i‘;;:g:]me"ta' ::;il?:?rﬁggfncy 12 59 (3/16) 18.75% (1/8) 12.5% (2/11) 18.18% (3/18) 16.67% (1/1) 100% (2/5) 40%
Non-governmental Regional public 9 59 (1/16) 6.25% (1/8) 12.5% (2/11) 18.18% (3/18) 16.67% (0/1) 0% (2/5) 40%

organization

health emergency
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Eastern

Options Level total Africa Americas . Europe South-East Asia Western Pacific
Mediterranean
':r‘;r;'rf’i‘z’:;g:]me“ta' L”;glrt’;]agiﬁg‘;:zgc 59 (1/16) 6.25% (1/8) 12.5% (0/11) 0% (5/18) 27.78% (0/1) 0% (2/5) 40%
No one E:;'I‘t’r?";'nf:gfncy 59 (0/16) 0% (1/8) 12.5% (0/11) 0% (0/18) 0% (011) 0% (0/5) 0%
No one hRjagl't‘r’]”:r'n’;‘:;gﬁcy 59 (0/16) 0% (1/8) 12.5% (1/11) 9.09% (0/18) 0% (0/1) 0% (0/5) 0%
No one L”;g[;aggligz:ggc 59 (0/16) 0% (1/8) 12.5% (0/11) 0% (0/18) 0% (0/1) 0% (0/5) 0%
| don't know E:;'I‘t’:jn‘:gz:ncy 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%
| don't know hR:;'t‘:]”:r'nF;‘:ggzcy 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%
| don't know L”;:Ir{;]a;';’;gz:ggc 59 (1/16) 6.25% (1/8) 12.5% (0/11) 0% (1/18) 5.56% (0/1) 0% (0/5) 0%
Other E:;'ft":‘z'rg:g:ncy 59 (0/16) 0% (1/8) 12.5% (1/11) 9.09% (4/18) 22.22% (0/1) 0% (0/5) 0%
Other hR:agl't"’]”:r'nZ‘:;';cy 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (4/18) 22.22% (0/1) 0% (0/5) 0%
Other International public 59 (1/16) 6.25% (0/8) 0% (0/11) 0% (3/18) 16.67% (0/1) 0% (0/5) 0%

health emergency




Table Q25C: By NPHI Size

Options Level n total <=500 >500 Unknown
NPHI National public health emergency 44 59 (22/33) 66.67% (21/25) 84% (1/1) 100%
NPHI Regional public health emergency 26 59 (10/33) 30.3% (15/25) 60% (1/1) 100%
NPHI International public health emergency 24 59 (8/33) 24.24% (15/25) 60% (1/1) 100%
Ministry of Health National public health emergency 48 59 (26/33) 78.79% (22/25) 88% (0/1) 0%
Ministry of Health Regional public health emergency 26 59 (14/33) 42.42% (12/25) 48% (0/1) 0%
Ministry of Health International public health emergency 24 59 (13/33) 39.39% (11/25) 44% (0/1) 0%
Other gov. dept. National public health emergency 23 59 (8/33) 24.24% (15/25) 60% (0/1) 0%
Other gov. dept. Regional public health emergency 17 59 (3/33) 9.09% (14/25) 56% (0/1) 0%
Other gov. dept. International public health emergency 11 59 (2/33) 6.06% (9/25) 36% (0/1) 0%
g'r‘;g'r%‘;‘:t"’i;”nme”ta' National public health emergency 12 59 (6/33) 18.18% (6/25) 24% (0/1) 0%
(’;‘g;'r‘;‘icz"a";;”nme”ta' Regional public health emergency 9 59 (4/33) 12.12% (5/25) 20% (0/1) 0%
’;‘%’;'rf’i‘;‘;ﬁ;”nme”ta' International public health emergency 9 59 (2/33) 6.06% (6/25) 24% (1/1) 100%
No one National public health emergency 1 59 (1/33) 3.03% (0/25) 0% (0/1) 0%
No one Regional public health emergency 2 59 (2/33) 6.06% (0/25) 0% (0/1) 0%
No one International public health emergency 1 59 (1/33) 3.03% (0/25) 0% (0/1) 0%
| don't know National public health emergency 2 59 (1/33) 3.03% (0/25) 0% (1/1) 100%
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Options Level total <=500 >500 Unknown
| don't know Regional public health emergency 59 (1/33) 3.03% (0/25) 0% (1/1) 100%
| don't know International public health emergency 59 (1/33) 3.03% (1/25) 4% (1/1) 100%
Other National public health emergency 59 (3/33) 9.09% (3/25) 12% (0/1) 0%
Other Regional public health emergency 59 (3/33) 9.09% (2/25) 8% (0/1) 0%
Other International public health emergency 59 (2/33) 6.06% (2/25) 8% (0/1) 0%
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Role of NPHIs in Health Emergencies

Question 26 What do you think are the key public health workforce challenges for responding to health emergencies in your country?

Figure Q26



Table Q26A: By Income Group

Appendices

Lower middle

Upper middle

Options n total Low income income income High income

Workforce planning 39 58 (7/11) 63.64% (10/13) 76.92% (9/13) 69.23% (13/21) 61.9%
Training 44 58 (11/11) 100% (10/13) 76.92% (11/13) 84.62% (12/21) 57.14%
Accreditation 20 58 (6/11) 54.55% (5/13) 38.46% (6/13) 46.15% (3/21) 14.29%
Recruitment 29 58 (5/11) 45.45% (8/13) 61.54% (5/13) 38.46% (11/21) 52.38%
Retention 33 58 (8/11) 72.73% (10/13) 76.92% (6/13) 46.15% (9/21) 42.86%
Funding 44 58 (10/11) 90.91% (12/13) 92.31% (9/13) 69.23% (13/21) 61.9%
Duration of deployment of staff coming into your organisation 13 58 (6/11) 54.55% (2/13) 15.38% (4/13) 30.77% (1/21) 4.76%

Z:;Vtiﬁgrgf deployment of staff leaving your organisation to work 17 58 (5/11) 45.45% (1/13) 7.69% (5/13) 38.46% (6/21) 28.57%
Gaps in the wider health system 30 58 (7/11) 63.64% (6/13) 46.15% (6/13) 46.15% (11/21) 52.38%
Post deployment staff recovery and recuperation 19 58 (7/11) 63.64% (1/13) 7.69% (5/13) 38.46% (6/21) 28.57%
Post deployment staff mental health and welfare support 18 58 (5/11) 45.45% (4/13) 30.77% (5/13) 38.46% (4/21) 19.05%
Other, please specify 5 58 (0/11) 0% (1/13) 7.69% (1/13) 7.69% (3/21) 14.29%




Role of NPHIs in Health Emergencies

Table Q26B: By WHO Regions

Options n total Africa Americas Meclj_:i’?esrt;r:ean Europe South-East Asia Western Pacific
Workforce planning 39 58 (12/16) 75% (4/8) 50% (7/11) 63.64% (13/18) 72.22% (1/1) 100% (2/4) 50%
Training 44 58 (16/16) 100% (6/8) 75% (8/11) 72.73% (10/18) 55.56% (1/1) 100% (314) 75%
Accreditation 20 58 (6/16) 37.5% (3/8) 37.5% (4/11) 36.36% (4/18) 22.22% (1/1) 100% (214) 50%
Recruitment 29 58 (8/16) 50% (4/8) 50% (5/11) 45.45% (9/18) 50% (1/1) 100% (214) 50%
Retention 33 58 (14/16) 87.5% (3/8) 37.5% (5/11) 45.45% (7/18) 38.89% (1/1) 100% (314) 75%
Funding 44 58 (15/16) 93.75% (6/8) 75% (9/11) 81.82% (11/18) 61.11% (1/1) 100% (2/4) 50%
Duration of deployment of staff coming into
Jour organisation 13 58 (4/16) 25% (2/8) 25% (3/11) 27.27% (2/18) 11.11% (1/1) 100% (1/4) 25%
Duration of deployment of staff leaving your 17 58 (4/16) 25% (2/8) 25% (4/11) 36.36% (6/18) 33.33% (0/1) 0% (1/4) 25%
organisation to work elsewhere
Gaps in the wider health system 30 58 (10/16) 62.5% (2/8) 25% (5/11) 45.45% (10/18) 55.56% (1/1) 100% (214) 50%
fe“’jp‘ﬁgl%’r:“e”t staff recovery and 19 58 (8/16) 50% (4/8) 50% (0/11) 0% (5/18) 27.78% (0/1) 0% (2/4) 50%
z:ﬁ;‘::'[;f’gg(‘;”t staff mental health and 18 58 (8/16) 50% (3/8) 37.5% (0/11) 0% (5/18) 27.78% (0/1) 0% (2/4) 50%
er, please speci () (V) . (" . 0 0 ()
Other, pl ify 5 58 (0/16) 0% (2/8) 25% (1/11) 9.09% (2/18) 11.11% (0/1) 0% (0/4) 0%




Table Q26C: By NPHI Size

Options n total <=500 >500 Unknown
Workforce planning 39 58 (24/33) 72.73% (14/24) 58.33% (1/1) 100%
Training 44 58 (28/33) 84.85% (16/24) 66.67% (0/1) 0%
Accreditation 20 58 (14/33) 42.42% (5/24) 20.83% (1/1) 100%
Recruitment 29 58 (18/33) 54.55% (11/24) 45.83% (0/1) 0%
Retention 33 58 (20/33) 60.61% (13/24) 54.17% (0/1) 0%
Funding 44 58 (28/33) 84.85% (15/24) 62.5% (1/1) 100%
Duration of deployment of staff coming into your organisation 13 58 (10/33) 30.3% (3/24) 12.5% (0/1) 0%
([a)ll;gvtir?gr:f deployment of staff leaving your organisation to work 17 58 (9/33) 27.27% (8/24) 33.33% (0/1) 0%
Gaps in the wider health system 30 58 (18/33) 54.55% (11/24) 45.83% (1/1) 100%
Post deployment staff recovery and recuperation 19 58 (10/33) 30.3% (9/24) 37.5% (0/1) 0%
Post deployment staff mental health and welfare support 18 58 (11/33) 33.33% (7/24) 29.17% (0/1) 0%
Other, please specify 5 58 (1/33) 3.03% (4/24) 16.67% (0/1) 0%

Appendices



Role of NPHIs in Health Emergencies

Question 27 Are formal qualifications required for the following staff groups who are involved in health emergencies in your country?

Figure Q27



Appendices
Table Q27A: By Income Group
Options Level n total LIC LMIC UMIC HIC
Clinical staff Yes 57 59 100%, (11/11) 92%, (12/13) 100%, (13/13) 95%, (21/22)
Clinical staff No 2 59 0%, (0/11) 8%, (1/13) 0%, (0/13) 5%, (1/22)
Clinical staff Don't know 0 59 0 0 0 0
Laboratory staff Yes 51 59 91%, (10/11) 100%, (13/13) 85%, (11/13) 77%, (17/22)
Laboratory staff No 3 59 9%, (1/11) 0%, (0/13) 8%, (1/13) 5%, (1/22)
Laboratory staff Don't know 4 59 0%, (0/11) 0%, (0/13) 8%, (1/13) 14%, (3/22)
Public health staff Yes 49 59 100%, (11/11) 100%, (13/13) 85%, (11/13) 64%, (14/22)
Public health staff No 9 59 0%, (0/11) 0%, (0/13) 15%, (2/13) 32%, (7/22)
Public health staff Don't know 1 59 0%, (0/11) 0%, (0/13) 0%, (0/13) 5%, (1/22)
Emergency services staff Yes 50 59 82%, (9/11) 85%, (11/13) 85%, (11/13) 86%, (19/22)
Emergency services staff No 6 59 9%, (1/11) 8%, (1/13) 8%, (1/13) 14%, (3/22)
Emergency services staff Don't know 2 59 0%, (0/11) 8%, (1/13) 8%, (1/13) 0%, (0/22)
Emergency planners and managers Yes 41 59 91%, (10/11) 77%, (10/13) 85%, (11/13) 45%, (10/22)
Emergency planners and managers No 11 59 0%, (0/11) 0%, (0/13) 8%, (1/13) 45%, (10/22)
Emergency planners and managers Don't know 5 59 0%, (0/11) 15%, (2/13) 8%, (1/13) 9%, (2/22)
Other Yes 3 59 0%, (0/11) 8%, (1/13) 0%, (0/13) 9%, (2/22)
Other No 1 59 0%, (0/11) 0%, (0/13) 0%, (0/13) 5%, (1/22)
Other Don't know 3 59 9%, (1/11) 0%, (0/13) 8%, (1/13) 5%, (1/22)




Table Q27B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Clinical staff Yes 57 59 100%, (16/16) 100%, (8/8) 91%, (10/11) 94%, (17/18) 100%, (1/1) ~ 100%, (5/5)
Clinical staff No 2 59 0%, (0/16) 0%, (0/8) 9%, (1/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Clinical staff Don'tknow 0 59 0 0 0 0 0 0
Laboratory staff Yes 51 59 94%, (15/16) 62%, (5/8) 91%, (10/11) 83%, (15/18) 100%, (1/1) ~ 100%, (5/5)
Laboratory staff No 3 59 6%, (1/16) 0%, (0/8) 9%, (1/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Laboratory staff Don't know 4 59 0%, (0/16) 38%, (3/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Public health staff Yes 49 59 94%, (15/16) 62%, (5/8) 100%, (11/11) 67%, (12/18) 100%, (1/1)  100%, (5/5)
Public health staff No 9 59 6%, (1/16) 38%, (3/8) 0%, (0/11) 28%, (5/18) 0%, (0/1) 0%, (0/5)
Public health staff Don't know 1 59 0%, (0/16) 0%, (0/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Emergency services staff Yes 50 59 81%, (13/16) 62%, (5/8) 91%, (10/11) 89%, (16/18) 100%, (1/1) 100%, (5/5)
Emergency services staff No 6 59 6%, (1/16) 25%, (2/8) 9%, (1/11) 11%, (2/18) 0%, (0/1) 0%, (0/5)
Emergency services staff Don'tknow 2 59 6%, (1/16) 12%, (1/8) 0%, (0/11) 0%, (0/18) 0%, (0/1) 0%, (0/5)
Emergency planners and managers Yes 41 59 88%, (14/16) 38%, (3/8) 100%, (11/11) 44%, (8/18) 100%, (1/1) 80%, (4/5)
Emergency planners and managers No 11 59 0%, (0/16) 50%, (4/8) 0%, (0/11) 39%, (7/18) 0%, (0/1) 0%, (0/5)
Emergency planners and managers Don'tknow 5 59 6%, (1/16) 12%, (1/8) 0%, (0/11) 11%, (2/18) 0%, (0/1) 20%, (1/5)
Other Yes 3 59 0%, (0/16) 0%, (0/8) 9%, (1/11) 11%, (2/18) 0%, (0/1) 0%, (0/5)
Other No 1 59 0%, (0/16) 0%, (0/8) 0%, (0/11) 6%, (1/18) 0%, (0/1) 0%, (0/5)
Other Don'tknow 3 59 0%, (0/16) 12%, (1/8) 18%, (2/11) 0%, (0/18) 0%, (0/1) 0%, (0/5)




Table Q27C: By NPHI Size
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Options Level n total <=500 >500 Unknown
Clinical staff Yes 57 59 97%, (32/33) 96%, (24/25) 100%, (1/1)
Clinical staff No 2 59 3%, (1/33) 4%, (1/25) 0%, (0/1)
Clinical staff Don't know 0 59 0 0

Laboratory staff Yes 51 59 91%, (30/33) 84%, (21/25) 0%, (0/1)
Laboratory staff No 3 59 6%, (2/33) 4%, (1/25) 0%, (0/1)
Laboratory staff Don't know 4 59 0%, (0/33) 12%, (3/25) 100%, (1/1)
Public health staff Yes 49 59 94%, (31/33) 72%, (18/25) 0%, (0/1)
Public health staff No 9 59 6%, (2/33) 28%, (7/25) 0%, (0/1)
Public health staff Don't know 1 59 0%, (0/33) 0%, (0/25) 100%, (1/1)
Emergency services staff Yes 50 59 88%, (29/33) 80%, (20/25) 100%, (1/1)
Emergency services staff No 6 59 6%, (2/33) 16%, (4/25) 0%, (0/1)
Emergency services staff Don't know 2 59 3%, (1/33) 4%, (1/25) 0%, (0/1)
Emergency planners and managers Yes 41 59 85%, (28/33) 52%, (13/25) 0%, (0/1)
Emergency planners and managers No 11 59 3%, (1/33) 40%, (10/25) 0%, (0/1)
Emergency planners and managers Don't know 5 59 6%, (2/33) 8%, (2/25) 100%, (1/1)
Other Yes 3 59 3%, (1/33) 8%, (2/25) 0%, (0/1)
Other No 1 59 0%, (0/33) 4%, (1/25) 0%, (0/1)
Other Don't know 3 59 6%, (2/33) 4%, (1/25) 0%, (0/1)




Role of NPHIs in Health Emergencies

Question 28 Who provides training for public health emergency preparedness and response in your country?

Figure Q28



Table Q28A: By Income Group
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Options n total LIC LMIC UMIC HIC
NPHI 53 59 100%, (11/11) 85%, (11/13) 92%, (12/13) 86%, (19/22)
Ministry of Health 45 59 82%, (9/11) 69%, (9/13) 77%, (10/13) 77%, (17/22)
Civil defence/Civil protection organization 26 59 9%, (1/11) 46%, (6/13) 62%, (8/13) 50%, (11/22)
Disaster management agency 23 59 18%, (2/11) 54%, (7/13) 38%, (5/13) 41%, (9/22)
Military 18 59 0%, (0/11) 46%, (6/13) 46%, (6/13) 27%, (6/22)
Subnational government 21 59 18%, (2/11) 46%, (6/13) 38%, (5/13) 36%, (8/22)
Other government agencies 21 59 18%, (2/11) 31%, (4/13) 31%, (4/13) 50%, (11/22)
Non-governmental organizations 15 59 27%, (3/11) 31%, (4/13) 15%, (2/13) 27%, (6/22)
Academic institutions 26 59 18%, (2/11) 31%, (4/13) 54%, (7/13) 59%, (13/22)
Regional agencies 23 59 18%, (2/11) 69%, (9/13) 54%, (7/13) 23%, (5/22)
UN agencies 15 59 45%, (5/11) 38%, (5/13) 38%, (5/13) 0%, (0/22)
Private agencies or contractors 7 59 0%, (0/11) 15%, (2/13) 0%, (0/13) 23%, (5/22)
Other, please specify 8 59 18%, (2/11) 0%, (0/13) 8%, (1/13) 23%, (5/22)




Role of NPHIs in Health Emergencies

Table Q28B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
NPHI 53 59 94%, (15/16) 88%, (7/8) 91%, (10/11) 83%, (15/18) 100%, (1/1) 100%, (5/5)
Ministry of Health 45 59 69%, (11/16) 88%, (7/8) 91%, (10/11) 67%, (12/18) 0%, (0/1) 100%, (5/5)
Civil defence/Civil protection organization 26 59 25%, (4/16) 62%, (5/8) 45%, (5/11) 67%, (12/18) 0%, (0/1) 0%, (0/5)
Disaster management agency 23 59 31%, (5/16) 25%, (2/8) 55%, (6/11) 39%, (7/18) 100%, (1/1) 40%, (2/5)
Military 18 59 19%, (3/16) 38%, (3/8) 9%, (1/11) 44%, (8/18) 100%, (1/1) 40%, (2/5)
Subnational government 21 59 38%, (6/16) 50%, (4/8) 27%, (3/11) 39%, (7/18) 0%, (0/1) 20%, (1/5)
Other government agencies 21 59 25%, (4/16) 62%, (5/8) 9%, (1/11) 50%, (9/18) 0%, (0/1) 40%, (2/5)
Non-governmental organizations 15 59 19%, (3/16) 38%, (3/8) 36%, (4/11) 28%, (5/18) 0%, (0/1) 0%, (0/5)
Academic institutions 26 59 19%, (3/16) 88%, (7/8) 36%, (4/11) 61%, (11/18) 0%, (0/1) 20%, (1/5)
Regional agencies 23 59 56%, (9/16) 38%, (3/8) 27%, (3/11) 39%, (7/18) 100%, (1/1) 0%, (0/5)
UN agencies 15 59 50%, (8/16) 25%, (2/8) 18%, (2/11) 17%, (3/18) 0%, (0/1) 0%, (0/5)
Private agencies or contractors 7 59 0%, (0/16) 12%, (1/8) 18%, (2/11) 22%, (4/18) 0%, (0/1) 0%, (0/5)
Other, please specify 8 59 12%, (2/16) 12%, (1/8) 0%, (0/11) 22%, (4/18) 0%, (0/1) 20%, (1/5)




Table Q28C: By NPHI Size

Appendices

Options n total <=500 >500 Unknown
NPHI 53 59 91%, (30/33) 88%, (22/25) 100%, (1/1)
Ministry of Health 45 59 73%, (24/33) 80%, (20/25) 100%, (1/1)
Civil defence/Civil protection organization 26 59 39%, (13/33) 48%, (12/25) 100%, (1/1)
Disaster management agency 23 59 42%, (14/33) 32%, (8/25) 100%, (1/1)
Military 18 59 30%, (10/33) 32%, (8/25) 0%, (0/1)
Subnational government 21 59 27%, (9/33) 48%, (12/25) 0%, (0/1)
Other government agencies 21 59 27%, (9/33) 44%, (11/25) 100%, (1/1)
Non-governmental organizations 15 59 21%, (7/33) 28%, (7/25) 100%, (1/1)
Academic institutions 26 59 33%, (11/33) 56%, (14/25) 100%, (1/1)
Regional agencies 23 59 45%, (15/33) 32%, (8/25) 0%, (0/1)
UN agencies 15 59 33%, (11/33) 16%, (4/25) 0%, (0/1)
Private agencies or contractors 7 59 9%, (3/33) 12%, (3/25) 100%, (1/1)
Other, please specify 8 59 6%, (2/33) 24%, (6/25) 0%, (0/1)




Role of NPHIs in Health Emergencies
8.3.4.1 Subsection, National Health Emergency
Question 29 Since 2014, has your NPHI deployed any workforce nationally (ie country) in a health emergency?

Figure Q29
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Table Q29A: By Income Group

Options n total LIC LMIC UMIC HIC
Yes 42 56 82%, (9/11) 75%, (9/12) 75%, (9/12) 71%, (15/21)
No 10 56 0%, (0/11) 25%, (3/12) 17%, (2/12) 24%, (5/21)
Don't know 4 56 18%, (2/11) 0%, (0/12) 8%, (1/12) 5%, (1/21)

Table Q29B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
Yes 42 56 79%, (11/14) 75%, (6/8) 55%, (6/11) 76%, (13/17) 100%, (1/1) 100%, (5/5)
No 10 56 14%, (2/14) 12%, (1/8) 27%, (3/11) 24%, (4/17) 0%, (0/1) 0%, (0/5)
Don't know 4 56 7%, (1/14) 12%, (1/8) 18%, (2/11) 0%, (0/17) 0%, (0/1) 0%, (0/5)

Table Q29C: By NPHI Size

Options n total <=500 >500 Unknown
Yes 42 56 70%, (21/30) 80%, (20/25) 100%, (1/1)
No 10 56 23%, (7/30) 12%, (3/25) 0%, (0/1)
Don't know 4 56 7%, (2/30) 8%, (2/25) 0%, (0/1)
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Question 30 If yes, which type of workforce did your NPHI deploy?

Figure Q30



Table Q30A: By Income Group

Options n total <=500 >500 Unknown
Emergency medical teams 20 42 48%, (10/21) 45%, (9/20) 100%, (1/1)
Public health rapid response teams 34 42 81%, (17/21) 80%, (16/20) 100%, (1/1)
Laboratory staff 33 42 81%, (17/21) 75%, (15/20) 100%, (1/1)
Surveillance staff 33 42 76%, (16/21) 80%, (16/20) 100%, (1/1)
Epidemiology/Data and analytics staff 34 42 81%, (17/21) 80%, (16/20) 100%, (1/1)
Administrative/ logistics/ business and operations support staff 18 42 48%, (10/21) 35%, (7/20) 100%, (1/1)
Project/operational management 16 42 38%, (8/21) 40%, (8/20) 0%, (0/1)
Leadership staff 23 42 52%, (11/21) 60%, (12/20) 0%, (0/1)
Public communication staff 16 42 38%, (8/21) 40%, (8/20) 0%, (0/1)
Emergency planners/managers 19 42 48%, (10/21) 40%, (8/20) 100%, (1/1)
Public safety/ national disaster response workforce 7 42 24%, (5/21) 10%, (2/20) 0%, (0/1)
Public health technical experts 27 42 57%, (12/21) 70%, (14/20) 100%, (1/1)
Research, evidence and/or knowledge management staff 21 42 52%, (11/21) 50%, (10/20) 0%, (0/1)
Trainers 20 42 48%, (10/21) 50%, (10/20) 0%, (0/1)
Other, please specify 1 42 5%, (1/21) 0%, (0/20) 0%, (0/1)
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Table Q30B: By WHO Regions

Options

total

AFRO

AMRO

EMRO

EURO

SEARO

WPRO

Emergency medical teams

Public health rapid response teams
Laboratory staff

Surveillance staff

Epidemiology/Data and analytics staff

Administrative/ logistics/ business and
operations support staff

Project/operational management
Leadership staff
Public communication staff

Emergency planners/managers

Public safety/ national disaster response

workforce
Public health technical experts

Research, evidence and/or knowledge
management staff

Trainers

Other, please specify

20

34

33

33

34

18

16

23

16

19

27

21

20

42

42

42

42

42

42

42

42

42

42

42

42

42

42

42

73%, (8/11)
82%, (9/11)
91%, (10/11)
91%, (10/11)

91%, (10/11)

55%, (6/11)

55%, (6/11)
64%, (7/11)
55%, (6/11)

64%, (7/11)

18%, (2/11)

73%, (8/11)

73%, (8/11)

73%, (8/11)

9%, (1/11)

33%, (2/6)
50%, (3/6)
83%, (5/6)
83%, (5/6)

100%, (6/6)

33%, (2/6)

17%, (1/6)
50%, (3/6)
33%, (2/6)

17%, (1/6)

0%, (0/6)

67%, (4/6)

67%, (4/6)

17%, (1/6)

0%, (0/6)

50%, (3/6)
67%, (4/6)
83%, (5/6)
67%, (4/6)

33%, (2/6)

17%, (1/6)

0%, (0/6)
33%, (2/6)
17%, (1/6)

33%, (2/6)

0%, (0/6)

50%, (3/6)

17%, (1/6)

50%, (3/6)

0%, (0/6)

38%, (5/13)
92%, (12/13)
77%, (10/13)
85%, (11/13)

92%, (12/13)

54%, (7/13)

62%, (8/13)
62%, (8/13)
38%, (5/13)

54%, (7/13)

31%, (4/13)

62%, (8/13)

38%, (5/13)

31%, (4/13)

0%, (0/13)

100%, (1/1)
100%, (1/1)
100%, (1/1)
100%, (1/1)

100%, (1/1)

100%, (1/1)

100%, (1/1)
100%, (1/1)
100%, (1/1)

100%, (1/1)

100%, (1/1)

100%, (1/1)

100%, (1/1)

100%, (1/1)

0%, (0/1)

20%, (1/5)
100%, (5/5)
40%, (2/5)
40%, (2/5)

60%, (3/5)

20%, (1/5)

0%, (0/5)
40%, (2/5)
20%, (1/5)

20%, (1/5)

0%, (0/5)

60%, (3/5)

40%, (2/5)

60%, (3/5)

0%, (0/5)




Table Q30C: By NPHI Size

Options n fofal <=500 >500 Unknown
Emergency medical teams 20 42 48%, (10/21) 45%, (9/20) 100%, (1/1)
Public health rapid response teams 34 42 81%, (17/21) 80%, (16/20) 100%, (1/1)
Laboratory staff 33 42 81%, (17/21) 75%, (15/20) 100%, (1/1)
Surveillance staff 33 42 76%, (16/21) 80%, (16/20) 100%, (1/1)
Epidemiology/Data and analytics staff 34 42 81%, (17/21) 80%, (16/20) 100%, (1/1)
Administrative,/ logistics/ business and operations support staff 18 42 48%, (10/21) 35%, 17/20) 100%, (1/1)
Project/ operational management 16 42 38%, (8/21) 40%, (8/20) 0%, 10/1)
leadership sfaff 23 42 52%,(11/21) 60%, (12/20) 0%, 0/1)
Public communication staff 16 42 38%, (8/21) 40%, (8/20) 0%, (0/1)
Emergency planners/managers 19 42 48%, (10/21) 40%, (8,/20) 100%, (1/1)
Public safety/ national disaster response workforce 7 42 24%, (5/21) 10%, (2/20) 0%, 0/1)
Public health technical experts 27 42 57%,112/21) 70%, (14,/20) 100%, (1/1)
Research, evidence and/or knowledge management staff 21 42 52%,(11/21) 50%, (10/20) 0%, (0/1)
Trainers 20 42 48%, (10/21) 50%, (10/20) 0%, (0/1)
Other, please specify ] 42 5%, (1/21) 0%, (0/20) 0%, 0/1)

Appendices



Role of NPHIs in Health Emergencies

Question 31 Since 2014, has your NPHI received any workforce regionally, or internationally (ie. fom outside your country) following a call for assistance in a public
health emergency?

Figure Q31
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Table Q31A: By Income Group

Options n total LIC LMIC UMIC HIC
Yes 16 59 36%, (4/11) 46%, (6/13) 23%, (3/13) 14%, (3/22)
No 38 59 36%, (4/11) 54%, (7/13) 69%, (9/13) 82%, (18/22)
Don't know 5 59 27%, (3/11) 0%, (0/13) 8%, (1/13) 5%, (1/22)

Table Q31B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
Yes 16 59 38%, (6/16) 25%, (2/8) 36%, (4/11) 22%, (4/18) 0%, (0/1) 0%, (0/5)
No 38 59 50%, (8/16) 75%, (6/8) 55%, (6/11) 72%, (13/18) 100%, (1/1) 80%, (4/5)
Don't know 5 59 12%, (2/16) 0%, (0/8) 9%, (1/11) 6%, (1/18) 0%, (0/1) 20%, (1/5)

Table Q31C: By NPHI Size

Options n total <=500 >500 Unknown
Yes 16 59 33%, (11/33) 20%, (5/25) 0%, (0/1)
No 38 59 55%, (18/33) 76%, (19/25) 100%, (1/1)
Don't know 5 59 12%, (4/33) 4%, (1/25) 0%, (0/1)
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Question 33 If yes, which type of workforce did your NPHI receive?

Figure Q33



Table Q33A: By Income Group

Appendices :::

Options n total LIC LMIC UMIC HIC
Emergency medical teams 6 16 75%, (3/4) 17%, (1/6) 33%, (1/3) 33%, (1/3)
Public health rapid response teams 9 16 100%, (4/4) 33%, (2/6) 67%, (2/3) 33%, (1/3)
Laboratory staff 9 16 50%, (2/4) 67%, (4/6) 67%, (2/3) 33%, (1/3)
Surveillance staff 7 16 75%, (3/4) 17%, (1/6) 67%, (2/3) 33%, (1/3)
Epidemiology/Data and analytics staff 10 16 100%, (4/4) 33%, (2/6) 67%, (2/3) 67%, (2/3)
Administrative/ logistics/ business and operations support staff 5 16 75%, (3/4) 0%, (0/6) 33%, (1/3) 33%, (1/3)
Project/operational management 5 16 75%, (3/4) 0%, (0/6) 67%, (2/3) 0%, (0/3)
Leadership staff 4 16 75%, (3/4) 0%, (0/6) 33%, (1/3) 0%, (0/3)
Public communication staff 6 16 75%, (3/4) 33%, (2/6) 33%, (1/3) 0%, (0/3)
Emergency planners/managers 3 16 75%, (3/4) 0%, (0/6) 0%, (0/3) 0%, (0/3)
Public safety/ national disaster response workforce 3 16 75%, (3/4) 0%, (0/6) 0%, (0/3) 0%, (0/3)
Public health technical experts 6 16 75%, (3/4) 0%, (0/6) 100%, (3/3) 0%, (0/3)
Research, evidence and/or knowledge management staff 7 16 75%, (3/4) 17%, (1/6) 100%, (3/3) 0%, (0/3)
Trainers 4 16 75%, (3/4) 17%, (1/6) 0%, (0/3) 0%, (0/3)
Other, please specify 0 16 0 0 0 0
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Table Q33B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
Emergency medical teams 6 16 50%, (3/6) 0%, (0/2) 50%, (2/4) 25%, (1/4)

Public health rapid response teams 9 16 67%, (4/6) 50%, (1/2) 50%, (2/4) 50%, (2/4)

Laboratory staff 9 16 50%, (3/6) 100%, (2/2) 75%, (3/4) 25%, (1/4)

Surveillance staff 7 16 50%, (3/6) 100%, (2/2) 25%, (1/4) 25%, (1/4)

Epidemiology/Data and analytics staff 10 16 67%, (4/6) 100%, (2/2) 50%, (2/4) 50%, (2/4)

Admin!strative/ logistics/ business and 5 16 50%, (3/6) 0%, (0/2) 0%, (0/4) 50%, (2/4)

operations support staff

Project/operational management 5 16 50%, (3/6) 100%, (2/2) 0%, (0/4) 0%, (0/4)

Leadership staff 4 16 50%, (3/6) 50%, (1/2) 0%, (0/4) 0%, (0/4)

Public communication staff 6 16 67%, (4/6) 0%, (0/2) 25%, (1/4) 25%, (1/4)

Emergency planners/managers 3 16 50%, (3/6) 0%, (0/2) 0%, (0/4) 0%, (0/4)

\Ij)vlcj):')ll(ifcofca;etw national disaster response 3 16 50%, (3/6) 0%, (0/2) 0%, (0/4) 0%, (0/4)

Public health technical experts 6 16 50%, (3/6) 100%, (2/2) 0%, (0/4) 25%, (1/4)

EZ?ZZZ:;;‘?:;?:‘* andfor knowledge 7 16 67%, (4/6) 100%, (2/2) 0%, (0/4) 25%, (1/4)

Trainers 4 16 50%, (3/6) 0%, (0/2) 25%, (1/4) 0%, (0/4)

Other, please specify 0 16 0 0 0 0 0 0




Table Q33C: By NPHI Size

Options n total <=500 >500
Emergency medical teams 6 16 27%, (3/11) 60%, (3/5)
Public health rapid response teams 9 16 36%, (4/11) 100%, (5/5)
Laboratory staff 9 16 64%, (7/11) 40%, (2/5)
Surveillance staff 7 16 45%, (5/11) 40%, (2/5)
Epidemiology/Data and analytics staff 10 16 64%, (7/11) 60%, (3/5)
Administrative/ logistics/ business and operations support staff 5 16 36%, (4/11) 20%, (1/5)
Project/operational management 5 16 36%, (4/11) 20%, (1/5)
Leadership staff 4 16 27%, (3/11) 20%, (1/5)
Public communication staff 6 16 36%, (4/11) 40%, (2/5)
Emergency planners/managers 3 16 27%, (3/11) 0%, (0/5)
Public safety/ national disaster response workforce 3 16 27%, (3/11) 0%, (0/5)
Public health technical experts 6 16 36%, (4/11) 40%, (2/5)
Research, evidence and/or knowledge management staff 7 16 45%, (5/11) 40%, (2/5)
Trainers 4 16 27%, (3/11) 20%, (1/5)
Other, please specify 0 16 0 0
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Question 34 What were the challenges faced when integrating external staff into your NPHI worforce?

Figure Q34



Table Q34A: By Income Group

Appendices

Options total LIC LMIC UMIC HIC
Langu_agg barriers, cultural norms, and familiarity with the 15 75%, (3/4) 17%, (1/6) 0%, (0/2) 33%, (1/3)
organization
Understanding of organizational processes, remit, and responsibilities 15 75%, (3/4) 33%, (2/6) 50%, (1/2) 100%, (3/3)
Difficulties related to orientation and management of external staff 15 100%, (4/4) 0%, (0/6) 50%, (1/2) 33%, (1/3)
Lack of appropriate skills and experience of external staff 15 25%, (1/4) 33%, (2/6) 0%, (0/2) 33%, (1/3)
Other, please specify 15 0%, (0/4) 17%, (1/6) 0%, (0/2) 0%, (0/3)
Table Q34B: By WHO Regions
Options n total AFRO AMRO EMRO EURO
Language barriers, cultural norms, and
familiarity with the organization 5 15 50%, (3/6) 0%, (0/1) 50%, (2/4) 0%, (0/4)
Understanding of organizational processes,
) i 9 15 83%, (5/6) 100%, (1/1) 25%, (1/4) 50%, (2/4)
remit, and responsibilities
Difficulties related to orientation and o o o o
management of external staff 6 15 67%, (4/6) 0%, (0/1) 0%, (0/4) 50%, (2/4)
Lack of appropriate skills and experience of 4 15 17%, (1/6) 0%, (0/1) 50%, (2/4) 25%, (1/4)
external staff
Other, please specify 1 15 0%, (0/6) 0%, (0/1) 0%, (0/4) 25%, (1/4)
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Table Q34C: By NPHI Size

Options

total

<=500

>500

Language barriers, cultural norms, and familiarity with the
organization

Understanding of organizational processes, remit, and responsibilities
Difficulties related to orientation and management of external staff
Lack of appropriate skills and experience of external staff

Other, please specify

15

15

15

15

15

30%, (3/10)

70%, (7/10)
40%, (4/10)
40%, (4/10)

10%, (1/10)

40%, (2/5)

40%, (2/5)
40%, (2/5)
0%, (0/5)

0%, (0/5)




Question 35 When receiving staff in a health emergency, has your NPHI given feedback to the sending organization?

Figure Q35
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Table Q35A: By Income Group

Options n total LIC LMIC UMIC HIC
Yes 10 16 50%, (2/4) 50%, (3/6) 100%, (3/3) 67%, (2/3)
No 3 16 50%, (2/4) 17%, (1/6) 0%, (0/3) 0%, (0/3)
Don't know 3 16 0%, (0/4) 33%, (2/6) 0%, (0/3) 33%, (1/3)
Table Q35B: By WHO Regions
Options n total AFRO AMRO EMRO EURO
Yes 10 16 50%, (3/6) 100%, (2/2) 50%, (2/4) 75%, (3/4)
No 3 16 50%, (3/6) 0%, (0/2) 0%, (0/4) 0%, (0/4)
Don't know 3 16 0%, (0/6) 0%, (0/2) 50%, (2/4) 25%, (1/4)
Table Q35C: By NPHI Size
Options n total <=500 >500
Yes 10 16 55%, (6/11) 80%, (4/5)
No 3 16 27%, (3/11) 0%, (0/5)
Don't know 3 16 18%, (2/11) 20%, (1/5)




(XX
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Question 36 What are the current challenges to increasing surge capacity to respond to health emergencies at a national level in your country?

Figure Q36
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Table Q36A: By Income Group

Options

total

LIC

LMIC

uMIC

HIC

Lack of plan or protocol for deployment of staff
Delayed identification of surge needs

Issues with the coordination of deployments

Unclear decision-making authority around deployment
Challenges with logistics required to deploy staff

Communication between NPHI and stakeholders to enable
collaboration

Lack of staff to deploy

Lack of required skillset in staff available to deploy

Issues such as medical and wellbeing support for deployed personnel
Challenges with modifying existing contracts to enable deployment
Challenges with rapid recruitment

Program areas do not include budget for deployments

Other, please specify

27

22

19

20

34

19

30

24

16

16

29

25

56

56

56

56

56

56

56

56

56

56

56

56

56

73%, (8/11)
45%, (5/11)
64%, (7/11)
36%, (4/11)

73%, (8/11)

36%, (4/11)

27%, (3/11)
36%, (4/11)
55%, (6/11)
36%, (4/11)
55%, (6/11)
73%, (8/11)

0%, (0/11)

42%, (5/12)
58%, (7/12)
42%, (5/12)
50%, (6/12)

42%, (5/12)

25%, (3/12)

25%, (3/12)
33%, (4/12)
50%, (6/12)
25%, (3/12)
50%, (6/12)
42%, (512)

8%, (1/12)

54%, (7/13)
31%, (4/13)
46%, (6/13)
31%, (4/13)

85%, (11/13)

38%, (5/13)

69%, (9/13)
62%, (8/13)
31%, (4/13)
31%, (4/13)
54%, (7/13)
54%, (7/13)

8%, (1/13)

35%, (7/20)
30%, (6/20)
5%, (1/20)
30%, (6/20)

50%, (10/20)

35%, (7/20)

75%, (15/20)
40%, (8/20)
0%, (0/20)
25%, (5/20)

50%, (10/20)
25%, (5/20)

5%, (1/20)
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Table Q36B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
g;‘;'f‘ of plan or protocol for deployment of 27 56 69%, (11/16) 38%, (3/8) 60%, (6/10) 35%, (6/17) 100%, (1/1) 0%, (0/4)
Delayed identification of surge needs 22 56 56%, (9/16) 25%, (2/8) 40%, (4/10) 29%, (5/17) 100%, (1/1) 25%, (1/4)
Issues with the coordination of deployments 19 56 62%, (10/16) 25%, (2/8) 40%, (4/10) 12%, (2/17) 100%, (1/1) 0%, (0/4)
g:;'gj;‘;ﬁf‘smn'mak'”g authority around 20 56 56%, (9/16) 25%, (2/8) 20%, (2/10) 35%, (6/17) 100%, (1/1) 0%, (0/4)
g)tr;?fllenges with logistics required to deploy 5, 56 62%, (10/16) 75%, (6/8) 80%, (8/10) 4%, (T17) 100%, (11) 50%, (2/4)
;Z?e”;gggf;"t’g ::;";I‘zegow:;'r:t’i‘gn 19 56 31%, (5/16) 50%, (4/8) 40%, (4/10) 29%, (5/17) 100%, (1/1) 0%, (0/4)
Lack of staff to deploy 30 56 31%, (5/16) 62%, (5/8) 40%, (4/10) 82%, (14/17) 100%, (1/1) 25%, (1/4)
'&th‘oi’/f required skillset in staff available to 24 56 38%, (6/16) 50%, (4/8) 30%, (3/10) 41%, (T117) 100%, (1/1) 75%, (3/4)
Ef‘c‘jzsp i)‘;‘;giigggf;' and wellbeing support ¢ 56 56%, (9/16) 25%, (2/8) 0%, (0/10) 18%, (3/17) 100%, (11) 25%, (1/4)
gh:r'::glgeejevg'lt:ymgg'tfy'”g existing contracts ¢ 56 12%, (2/16) 62%, (5/8) 50%, (5/10) 18%, (3/17) 100%, (1/1) 0%, (0/4)
Challenges with rapid recruitment 29 56 44%, (7/16) 62%, (5/8) 60%, (6/10) 59%, (10/17) 100%, (1/1) 0%, (0/4)
Program areas do not include budget for o o o o o o
donloymonts 25 56 62%, (10/16) 75%, (6/8) 40%, (4/10) 18%, (3/17) 100%, (1/1) 25%, (1/4)
Other, please specify 3 56 6%, (1/16) 12%, (1/8) 0%, (0/10) 6%, (1/17) 0%, (0/1) 0%, (0/4)




Role of NPHIs in Health Emergencies

Table Q36C: By NPHI Size

Options n total <=500 >500 Unknown
Lack of plan or protocol for deployment of staff 27 56 59%, (19/32) 30%, (7/23) 100%, (1/1)
Delayed identification of surge needs 22 56 47%, (15/32) 30%, (7/23) 0%, (0/1)
Issues with the coordination of deployments 19 56 56%, (18/32) 4%, (1/23) 0%, (0/1)
Unclear decision-making authority around deployment 20 56 41%, (13/32) 26%, (6/23) 100%, (1/1)
Challenges with logistics required to deploy staff 34 56 66%, (21/32) 57%, (13/23) 0%, (0/1)
Communipation between NPHI and stakeholders to enable 19 56 41%, (13/32) 26%, (6/23) 0%, (0/1)
collaboration

Lack of staff to deploy 30 56 50%, (16/32) 57%, (13/23) 100%, (1/1)
Lack of required skillset in staff available to deploy 24 56 47%, (15/32) 39%, (9/23) 0%, (0/1)
Issues such as medical and wellbeing support for deployed personnel 16 56 41%, (13/32) 13%, (3/23) 0%, (0/1)
Challenges with modifying existing contracts to enable deployment 16 56 28%, (9/32) 26%, (6/23) 100%, (1/1)
Challenges with rapid recruitment 29 56 47%, (15/32) 57%, (13/23) 100%, (1/1)
Program areas do not include budget for deployments 25 56 53%, (17/32) 35%, (8/23) 0%, (0/1)
Other, please specify 3 56 3%, (1/32) 9%, (2/23) 0%, (0/1)
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8.3.4.2 Subsection, Regional and International Health Emergency
Question 38 In the event of a national publice health emergency, where would your NPHI drew staff from to respond?

Figure Q38
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Role of NPHIs in Health Emergencies

Table Q38A: By Income Group

Options n total LIC LMIC UMIC HIC
The NPHI has an existing rapid response 38 58 82%, 54%, 69%, 62%,

team already set up that can be deployed (9/11) (7/13) (9/13) (13/21)
From existing NPHI staff redeployed from 35 58 45%, 54%, 69%, 67%,

elsewhere in the NPHI (5/11) (7/13) (9/13) (14/21)
From non-NPHI staff working outside the 37 58 82%, 62%, 69%, 52%,

agency from the public health care sector (9/11) (8/13) (9/13) (11/21)
From non-NPHI staff working outside the 16 58 27%, 23%, 31%, 29%,
agency, from the private health care sector (3/11) (3/13) (4/13) (6/21)
Short term temporary recruitment of more 36 58 73%, 46%, 54%, 71%,

staff (8/11) (6/13) (7/13) (15/21)
, ) 27%, 23%, o 38%,
Private contractors/consultancy firms 15 58 (3/11) (3/13) 8%, (1/13) (8/21)
45%, 38%, 15%, 33%,

From a roster of volunteers 19 58 (5/11) (5/113) (2/13) (7121)
. 18%, 15%, 15%, 57%,

From retired staff 18 58 2/11) 2/13) 2/13) (12/21)
o 36%, 38%, 31%, 33%,

From academic institutions 20 58 (4/11) (5/13) (4/13) (7/21)
. 18%, 15%, 23%, 10%,

Other, please specify 9 58 2/11) (2/13) (3/13) 2/21)




Table Q38B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO
The NPHI has an existing rapid response 75%, o 55%, 53%, 100%, o
team already set up that can be deployed 38 58 (12/16) 75%, (6/8) (6/11) (9/17) (1/1) 80%, (4/5)
From existing NPHI staff redeployed from 31%, o 45%, 71%, 100%, 100%,
elsewhere in the NPHI 35 58 i) S8 (T8 gy (12/17) (1/1) (5/5)
From non-NPHI staff working outside the 37 58 75%, 50%, (4/8) 55%, 53%, 100%, 100%,
agency from the public health care sector (12/16) o (6/11) (9/17) 171) (5/5)
From non-NPHI staff working outside the 31%, o 36%, 29%, o o
agency, from the private health care sector 16 58 (5/16) 0%, (0/8) (4/11) (5/17) 0%, (071)  40%, (2/5)
Short term temporary recruitment of more 75%, o 36%, 59%, o o
staff 36 58 (12/16) 88%, (7/8) (4/11) (10/17) 0%, (0/1)  60%, (3/5)
. ) 19%, o 27%, 35%, o o
Private contractors/consultancy firms 15 58 (3/16) 25%, (2/8) (3/11) (6/17) 0%, (0/1)  20%, (1/5)
31%, o 55%, 29%, o o
From a roster of volunteers 19 58 (5/16) 12%, (1/8) (6/11) (5117) 0%, (0/1)  40%, (2/5)
. 19%, o 27%, 41%, o o
From retired staff 18 58 (3/16) 38%, (3/8) (3/11) (7117) 0%, (0/1)  40%, (2/5)
C 31%, o 45%, 35%, o o
From academic institutions 20 58 (5/16) 38%, (3/8) (5/11) (6/17) 0%, (0/1)  20%, (1/5)
0, 0,
Other, please specify 9 58 (%31/2') 38%, (3/8) 0%, (0/11) (1231/;') 0%, (0/1) 0%, (0/5)
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Role of NPHIs in Health Emergencies

Table Q38C: By NPHI Size

Options n total <=500 >500 Unknown
iekebmntreirinrounoowi S - N Y
Fonesso \PH S oo g5 gy e P o
fmendesenemg ot s S S oo
[ompdersstioigosiete p s 2% o
Short term temporas?éfrfecruitment of more 36 58 (gg;g;z) (?g/?s) 0%, (0/1)
Private contractors/consultancy firms 15 58 (28?;/;) (27?;/;) 0%, (0/1)

From a roster of volunteers 19 58 (ff/?z’) (27?;/;) 1 (9](/):/;
From retired staff 18 58 (16?;/;’) (g/oé)s) 0%, (0/1)
From academic institutions 20 58 (%/ng’) (fgfé’é) 0%, (0/1)
Other, please specify 9 58 (Z;/;') (25(/’;/;') 0%, (0/1)




Question 39 Which type of regional or international health emergencies would your NPHI respond to?

Figure Q39
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Table Q39A: By Income Group

Options Level n total Low income Loviv:gonr:]i:dle Up;i):gorrr:gdle High income
Infectious diseases Regional 56 58 (11/11) 100% (13/13) 100% (13/13) 100% (19/21) 90.48%
Infectious diseases International 40 58 (5/11) 45.45% (8/13) 61.54% (9/13) 69.23% (18/21) 85.71%
Environmental hazards Regional 44 58 (9/11) 81.82% (9/13) 69.23% (11/13) 84.62% (15/21) 71.43%
Environmental hazards International 22 58 (4/11) 36.36% (3/13) 23.08% (5/13) 38.46% (10/21) 47.62%
Chemical hazards Regional 28 58 (2/11) 18.18% (6/13) 46.15% (6/13) 46.15% (14/21) 66.67%
Chemical hazards International 13 58 (1/11) 9.09% (3/13) 23.08% (2/13) 15.38% (7/21) 33.33%
Biological hazards Regional 42 58 (4/11) 36.36% (10/13) 76.92% (11/13) 84.62% (17/21) 80.95%
Biological hazards International 23 58 (2/11) 18.18% (4/13) 30.77% (4/13) 30.77% (13/21) 61.9%
Radiological/Nuclear hazards Regional 22 58 (2/11) 18.18% (4/13) 30.77% (5/13) 38.46% (11/21) 52.38%
Radiological/Nuclear hazards International 11 58 (0/11) 0% (2/13) 15.38% (3/13) 23.08% (6/21) 28.57%
Civil disorder/conflict Regional 15 58 (2/11) 18.18% (3/13) 23.08% (5/13) 38.46% (5/21) 23.81%
Civil disorder/conflict International 4 58 (0/11) 0% (0/13) 0% (1/13) 7.69% (3/21) 14.29%
Other Regional 2 58 (0/11) 0% (0/13) 0% (2/13) 15.38% (0/21) 0%
Other International 0 58 0 0 0 0
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Table Q39B: By WHO Regions

Options Level n total Africa Americas Meci?:rt;r:ean Europe South-East Asia v,\iiitiﬁ::n
Infectious diseases Regional 56 58 (16/16) 100% (7/8) 87.5% (11/11) 100% (16/17) 94.12% (1/1) 100% (5/5) 100%
Infectious diseases International 40 58 (7/16) 43.75% (7/8) 87.5% (7/11) 63.64% (15/17) 88.24% (1/1) 100% (3/5) 60%
Environmental hazards Regional 44 58 (11/16) 68.75% (6/8) 75% (9/11) 81.82% (14/17) 82.35% (1/1) 100% (3/5) 60%
Environmental hazards International 22 58 (4/16) 25% (3/8) 37.5% (4/11) 36.36% (10/17) 58.82% (0/11) 0% (1/5) 20%
Chemical hazards Regional 28 58 (2/16) 12.5% (5/8) 62.5% (7/111) 63.64% (13117) 76.47% (0/1) 0% (1/5) 20%
Chemical hazards International 13 58 (2/16) 12.5% (2/8) 25% (1/11) 9.09% (8/17) 47.06% (0/1) 0% (0/5) 0%
Biological hazards Regional 42 58 (7116)43.75%  (7/8) 87.5% (9/11) 81.82% (15/17) 88.24% (1/1) 100% (3/5) 60%
Biological hazards International 23 58 (3/16) 18.75% (4/8) 50% (2/11) 18.18% (13/117) 76.47% (0/11) 0% (1/5) 20%
E:f;fé‘;gica" Nuclear Regional 22 58 (2/16) 12.5% (4/8) 50% (5/11) 45.45% (10/17) 58.82% (0/1) 0% (1/5) 20%
ﬁ::;?é‘;gica" Nuclear International 11 58 (1/16) 6.25% (2/8) 25% (0/11) 0% (8/17) 47.06% (0/1) 0% (0/5) 0%
Civil disorder/conflict Regional 15 58 (2/16) 12.5% (0/8) 0% (5/11) 45.45% (7/117) 41.18% (0/1) 0% (1/5) 20%
Civil disorder/conflict International 4 58 (0/16) 0% (1/8) 12.5% (0/11) 0% (3/17) 17.65% (0/11) 0% (0/5) 0%
Other Regional 2 58 (0/16) 0% (2/8) 25% (0/11) 0% (0117) 0% (0/11) 0% (0/5) 0%
Other International 0 58 0 0 0 0 0 0




Role of NPHIs in Health Emergencies

Table Q39C: By NPHI Size

Options Level n total <=500 >500 Unknown

Infectious diseases Regional 56 58 (31/32) 96.88% (24/25) 96% (1/1) 100%
Infectious diseases International 40 58 (18/32) 56.25% (21/25) 84% (1/1) 100%
Environmental hazards Regional 44 58 (23/32) 71.88% (20/25) 80% (1/1) 100%
Environmental hazards International 22 58 (9/32) 28.12% (13/25) 52% (0/1) 0%

Chemical hazards Regional 28 58 (12/32) 37.5% (15/25) 60% (1/1) 100%
Chemical hazards International 13 58 (4/32) 12.5% (9/25) 36% (0/1) 0%

Biological hazards Regional 42 58 (21/32) 65.62% (20/25) 80% (1/1) 100%
Biological hazards International 23 58 (9/32) 28.12% (14/25) 56% (0/1) 0%

Radiological/Nuclear hazards Regional 22 58 (10/32) 31.25% (11/25) 44% (1/1) 100%
Radiological/Nuclear hazards International 11 58 (4/32) 12.5% (7/25) 28% (0/1) 0%

Civil disorder/conflict Regional 15 58 (8/32) 25% (6/25) 24% (1/1) 100%
Civil disorder/conflict International 4 58 (2/32) 6.25% (2/25) 8% (0/1) 0%

Other Regional 2 58 (0/32) 0% (2/25) 8% (0/1) 0%

Other International 0 58 0




Question 40 Since 2014, has your NPHI deployed any workforce regionally, or internationally, following a call for assistance in a public health emergency?

Figure Q40
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Table Q40A: By Income Group

Options n total LIC LMIC UMIC HIC

Yes 29 58 73%, (8/11) 38%, (5/13) 38%, (5/13) 52%, (11/21)

No 24 58 18%, (2/11) 46%, (6/13) 54%, (7/13) 43%, (9/21)

Don't know 5 58 9%, (1/11) 15%, (2/13) 8%, (1/13) 5%, (1/21)
Table Q40B: By WHO Regions

Options n total AFRO AMRO EMRO EURO SEARO WPRO

Yes 29 58 69%, (11/16) 62%, (5/8) 18%, (2/11) 47%, (8/17) 0%, (0/1) 60%, (3/5)

No 24 58 25%, (4/16) 38%, (3/8) 73%, (8/11) 47%, (8/17) 100%, (1/1) 0%, (0/5)

Don't know 5 58 6%, (1/16) 0%, (0/8) 9%, (1/11) 6%, (1/17) 0%, (0/1) 40%, (2/5)
Table Q40C: By NPHI Size

Options n total <=500 >500 Unknown

Yes 29 58 38%, (12/32) 68%, (17/25) 0%, (0/1)

No 24 58 50%, (16/32) 32%, (8/25) 0%, (0/1)

Don't know 5 58 12%, (4/32) 0%, (0/25) 100%, (1/1)




Question 41 If yes, which type of workforce did your NPHI deploy?

Figure Q41
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Table Q41A: By Income Group

Options

total

LIC

LMIC

uMIC

HIC

Emergency medical teams

Public health rapid response teams

Laboratory staff

Surveillance staff

Epidemiology/Data and analytics staff

Administrative/ logistics/ business and operations support staff
Project/operational management

Leadership staff

Public communication staff

Emergency planners/managers

Public safety/ national disaster response workforce
Public health technical experts

Research, evidence and/or knowledge management staff
Trainers

Other, please specify

13

20

16

18

25

29

29

29

29

29

29

29

29

29

29

29

29

29

29

29

38%, (3/8)
62%, (5/8)
25%, (2/8)
38%, (3/8)
62%, (5/8)
12%, (1/8)
0%, (0/8)
12%, (1/8)
12%, (1/8)
0%, (0/8)
0%, (0/8)
25%, (2/8)
0%, (0/8)
12%, (1/8)

12%, (1/8)

60%, (3/5)
80%, (4/5)
60%, (3/5)
60%, (3/5)
100%, (5/5)
20%, (1/5)
20%, (1/5)
40%, (2/5)
20%, (1/5)
40%, (2/5)
20%, (1/5)
40%, (2/5)
40%, (2/5)
40%, (2/5)

20%, (1/5)

60%, (3/5)
100%, (5/5)
60%, (3/5)
80%, (4/5)
100%, (5/5)
40%, (2/5)
40%, (2/5)
60%, (3/5)
40%, (2/5)
40%, (2/5)
20%, (1/5)
80%, (4/5)
60%, (3/5)
40%, (2/5)

20%, (1/5)

36%, (4/11)
55%, (6/11)
73%, (8/11)
73%, (8/11)
91%, (10/11)
18%, (2/11)
27%, (3/11)
27%, (3/11)
18%, (2/11)
36%, (4/11)
0%, (0/11)
82%, (9/11)
36%, (4/11)
27%, (3/11)

0%, (0/11)




Appendices
Table Q41B: By WHO Regions
Options n total AFRO AMRO EMRO EURO WPRO
Emergency medical teams 13 29 45%, (5/11) 60%, (3/5) 50%, (1/2) 38%, (3/8) 33%, (1/3)
Public health rapid response teams 20 29 64%, (7/11) 80%, (4/5) 50%, (1/2) 75%, (6/8) 67%, (2/3)
Laboratory staff 16 29 36%, (4/11) 80%, (4/5) 100%, (2/2) 62%, (5/8) 33%, (1/3)
Surveillance staff 18 29 45%, (5/11) 100%, (5/5) 50%, (1/2) 62%, (5/8) 67%, (2/3)
Epidemiology/Data and analytics staff 25 29 73%, (8/11) 100%, (5/5) 100%, (2/2) 88%, (7/8) 100%, (3/3)
Administrative/ logistics/ business and 6 29 18%, (2/11) 40%, (2/5) 0%, (0/2) 12%, (1/8) 33%, (1/3)
operations support staff
Project/operational management 6 29 9%, (1/11) 40%, (2/5) 0%, (0/2) 25%, (2/8) 33%, (1/3)
Leadership staff 9 29 18%, (2/11) 60%, (3/5) 50%, (1/2) 25%, (2/8) 33%, (1/3)
Public communication staff 6 29 18%, (2/11) 40%, (2/5) 0%, (0/2) 12%, (1/8) 33%, (1/3)
Emergency planners/managers 8 29 18%, (2/11) 60%, (3/5) 0%, (0/2) 25%, (2/8) 33%, (1/3)
fv:ﬂ'f‘;f:;ety/ national disaster response 2 29 9%, (1/11) 0%, (0/5) 0%, (0/2) 0%, (0/8) 33%, (1/3)
Public health technical experts 17 29 36%, (4/11) 80%, (4/5) 50%, (1/2) 75%, (6/8) 67%, (2/3)
Research, evidence and/or knowledge 9 29 18%, (2/11) 80%, (4/5) 0%, (0/2) 38%, (3/8) 0%, (0/3)
management staff
Trainers 8 29 27%, (3/11) 40%, (2/5) 0%, (0/2) 25%, (2/8) 33%, (1/3)
Other, please specify 3 29 18%, (2/11) 20%, (1/5) 0%, (0/2) 0%, (0/8) 0%, (0/3)




Role of NPHIs in Health Emergencies

Table Q41C: By NPHI Size

Options n total <=500 >500
Emergency medical teams 13 29 33%, (4/12) 53%, (9/17)
Public health rapid response teams 20 29 58%, (7/12) 76%, (13/17)
Laboratory staff 16 29 33%, (4/12) 71%, (12/17)
Surveillance staff 18 29 42%, (5/12) 76%, (13/17)
Epidemiology/Data and analytics staff 25 29 75%, (9/12) 94%, (16/17)
Administrative/ logistics/ business and operations support staff 6 29 17%, (2/12) 24%, (4/17)
Project/operational management 6 29 8%, (1/12) 29%, (5/17)
Leadership staff 9 29 17%, (2/12) 41%, (7/17)
Public communication staff 6 29 17%, (2/12) 24%, (4/17)
Emergency planners/managers 8 29 17%, (2/12) 35%, (6/17)
Public safety/ national disaster response workforce 2 29 8%, (1/12) 6%, (1/17)
Public health technical experts 17 29 33%, (4/12) 76%, (13/17)
Research, evidence and/or knowledge management staff 9 29 8%, (1/12) 47%, (8/17)
Trainers 8 29 17%, (2/12) 35%, (6/17)
Other, please specify 3 29 17%, (2/12) 6%, (1/17)




Question 42 Which mechanisms has your NPHI used to deploy staff to regional or international health emergencies?

Figure Q42
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Table Q42A: By Income Group

Options

total

LIC

LMIC

uMIC

HIC

NPHI has deployed staff directly to another country on an ad hoc
basis previously

NPHI has its own international health emergency response teams
that have been deployed directly to another country

Deployment via Global Outbreak Alert and Response Network
Deployment via an Emergency Medical Team
Via other UN agencies, e.g., UNICEF, UNDP, UNHCR etc.

Via other international organizations, e.g., ECDC, EPIET, ICRC,
Africa CDC, etc.

Via other non-governmental organizations, e.g., MSF, Save the
Children, etc.

Via the military
None

Other, please specify

10

14

13

28

28

28

28

28

28

28

28

28

28

50%, (4/8)

12%, (1/8)

25%, (2/8)
12%, (1/8)

50%, (4/8)

38%, (3/8)

0%, (0/8)

0%, (0/8)
0%, (0/8)

0%, (0/8)

20%, (1/5)

0%, (0/5)

60%, (3/5)
0%, (0/5)

0%, (0/5)

60%, (3/5)

20%, (1/5)

20%, (1/5)
20%, (1/5)

0%, (0/5)

20%, (1/5)

0%, (0/5)

40%, (2/5)
20%, (1/5)

20%, (1/5)

40%, (2/5)

20%, (1/5)

0%, (0/5)
0%, (0/5)

20%, (1/5)

40%, (4/10)

10%, (1/10)

70%, (7/10)
10%, (1/10)

30%, (3/10)

50%, (5/10)

20%, (2/10)

0%, (0/10)
0%, (0/10)

10%, (1/10)
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Table Q42B: By WHO Regions

Options n total AFRO AMRO EMRO EURO WPRO

NPHI has deployed staff directly to another

) ) ) ) 0,
country on an ad hoo basis previously 10 28 45%, (5/11) 25%, (1/4) 50%, (1/2) 38%, (3/8) 0%, (0/3)

NPHI has its own international health
emergency response teams that have been 2 28 9%, (1/11) 0%, (0/4) 0%, (0/2) 12%, (1/8) 0%, (0/3)
deployed directly to another country

Deployment via Global Outbreak Alert and

0, 0, 0, 0, 0,
Response Network 14 28 36%, (4/11) 25%, (1/4) 50%, (1/2) 75%, (6/8) 67%, (2/3)
Deployment via an Emergency Medical Team 3 28 9%, (1/11) 25%, (1/4) 0%, (0/2) 12%, (1/8) 0%, (0/3)
Via other UN agencies, e.g., UNICEF, UNDP, o o o o o
UNHCR etc. 8 28 36%, (4/11) 25%, (1/4) 0%, (0/2) 25%, (2/8) 33%, (1/3)
Via other international organizations, e.g., o o o o o
ECDC, EPIET, ICRC, Africa CDC, etc. 13 28 55%, (6/11) 25%, (1/4) 0%, (0/2) 62%, (5/8) 33%, (1/3)
Via other non-governmental organizations, o o o o o
e.g.. MSF, Save the Children, etc. 4 28 9%, (1/11) 25%, (1/4) 0%, (0/2) 25%, (2/8) 0%, (0/3)
Via the military 1 28 9%, (1/11) 0%, (0/4) 0%, (0/2) 0%, (0/8) 0%, (0/3)
None 1 28 0%, (0/11) 0%, (0/4) 0%, (0/2) 12%, (1/8) 0%, (0/3)
Other, please specify 2 28 0%, (0/11) 25%, (1/4) 0%, (0/2) 12%, (1/8) 0%, (0/3)




Role of NPHIs in Health Emergencies

Table Q42C: By NPHI Size

Options

total

<=500

>500

NPHI has deployed staff directly to another country on an ad
hoc basis previously

NPHI has its own international health emergency response
teams that have been deployed directly to another country

Deployment via Global Outbreak Alert and Response Network
Deployment via an Emergency Medical Team
Via other UN agencies, e.g., UNICEF, UNDP, UNHCR etc.

Via other international organizations, e.g., ECDC, EPIET,
ICRC, Africa CDC, etc.

Via other non-governmental organizations, e.g., MSF, Save
the Children, etc.

Via the military
None

Other, please specify

10

13

28

28

28
28

28

28

28

28
28

28

42%, (5/12)

8%, (1/12)

42%, (5/12)
8%, (1/12)

33%, (4/12)

50%, (6/12)

0%, (0/12)

8%, (1/12)
8%, (1/12)
0%, (0/12)

31%, (5/16)

6%, (1/16)

56%, (9/16)
12%, (2/16)

25%, (4/16)

44%, (7/16)

25%, (4/16)

0%, (0/16)
0%, (0/16)
12%, (2/16)
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Question 43 Within which geographical regions did your NPHI respond to health emergencies?

Figure Q43
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Table Q43A: By Income Group

Options n total LIC LMIC UMIC HIC

Within neighbouring countries 12 28 62%, (5/8) 40%, (2/5) 80%, (4/5) 10%, (1/10)

Within your WHO region 17 28 75%, (6/8) 80%, (4/5) 80%, (4/5) 30%, (3/10)

Within your continent 11 28 38%, (3/8) 60%, (3/5) 60%, (3/5) 20%, (2/10)

Internationally, outside of your WHO region 10 28 0%, (0/8) 0%, (0/5) 40%, (2/5) 80%, (8/10)
Table Q43B: By WHO Regions

Options n total AFRO AMRO EMRO EURO WPRO

Within neighbouring countries 12 28 64%, (7/11) 50%, (2/4) 50%, (1/2) 12%, (1/8) 33%, (1/3)

Within your WHO region 17 28 82%, (9/11) 75%, (3/4) 0%, (0/2) 50%, (4/8) 33%, (1/3)

Within your continent 1 28 45%, (5/11) 50%, (2/4) 50%, (1/2) 25%, (2/8) 33%, (1/3)

Internationally, outside of your WHO region 10 28 0%, (0/11) 50%, (2/4) 0%, (0/2) 62%, (5/8) 100%, (3/3)
Table Q43C: By NPHI Size

Options n total <=500 >500

Within neighbouring countries 12 28 58%, (7/12) 31%, (5/16)

Within your WHO region 17 28 67%, (8/12) 56%, (9/16)

Within your continent 11 28 33%, (4/12) 44%, (7/16)

Internationally, outside of your WHO region 10 28 0%, (0/12) 62%, (10/16)
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Question 44 What are the current challenges to increasing surge capacity to respond to regional and international emergencies experienced by your NPHI?

Figure Q44
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Table Q44A: By Income Group

Options Level n total LIC LMIC UMIC HIC

Lack of plan or protocol for deployment of staff Regional 30 54 73%, (8/11) 67%, (8/12) 58%, (7/12) 37%, (7/19)
Lack of plan or protocol for deployment of staff International 27 54 36%, (4/11) 67%, (8/12) 50%, (6/12) 47%, (9/19)
Issues with the coordination of deployments Regional 27 54 55%, (6/11) 58%, (7/12) 50%, (6/12) 42%, (8/19)
Issues with the coordination of deployments International 25 54 27%, (3/11) 58%, (7/12) 42%, (5/12) 53%, (10/19)
Unclear decision-making authority around deployment Regional 15 54 36%, (4/11) 58%, (7/12) 17%, (2/12) 11%, (2/19)
Unclear decision-making authority around deployment International 14 54 18%, (2/11) 75%, (9/12) 8%, (1/12) 11%, (2/19)
Challenges with logistics required to deploy staff Regional 31 54 55%, (6/11) 75%, (9/12) 75%, (9/12) 37%, (7/19)
Challenges with logistics required to deploy staff International 23 54 27%, (3/11) 67%, (8/12) 50%, (6/12) 32%, (6/19)
g;lrgtr:)igi?:;ion channels between NPHI and stakeholders to enable Regional 20 54 36%, (4/11) 58%, (7/12) 33%, (4/12) 26%, (5/19)
Communication channels betuween NPHI and stakeholders to enable International 15 54 18%, (2/11) 50%, (6/12) 25%, (3/12) 21%, (4/19)
Lack of staff to deploy Regional 25 54 36%, (4/11) 42%, (5/12) 58%, (7/12) 47%, (9/19)
Lack of staff to deploy International 21 54 9%, (1/11) 50%, (6/12) 42%, (5/12) 47%, (9/19)
Lack of required skillset in staff available to deploy Regional 15 54 18%, (2/11) 25%, (3/12) 50%, (6/12) 21%, (4/19)
Lack of required skillset in staff available to deploy International 9 54 0%, (0/11) 17%, (2/12) 33%, (4/12) 16%, (3/19)
Lack of required experience in staff available to deploy Regional 14 54 18%, (2/11) 33%, (4/12) 42%, (5/12) 16%, (3/19)
Lack of required experience in staff available to deploy International 10 54 0%, (0/11) 17%, (2/12) 42%, (5/12) 16%, (3/19)
Issues such as insurance for deployed personnel Regional 21 54 55%, (6/11) 67%, (8/12) 33%, (4/12) 16%, (3/19)
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Options

Level

total

LIC

LMIC

UMIC

HIC

Issues such as insurance for deployed personnel

Issues such as medical and wellbeing support for deployed personnel
Issues such as medical and wellbeing support for deployed personnel
Challenges with modifying existing contracts to enable deployment
Challenges with modifying existing contracts to enable deployment
Challenges with rapid recruitment

Challenges with rapid recruitment

Program areas do not include budget for deployments

Program areas do not include budget for deployments

Other

Other

International
Regional
International
Regional
International
Regional
International
Regional
International
Regional

International

12

19

12

13

24

20

26

20

54

54

54

54

54

54

54

54

54

54

54

27%, (3/11)
55%, (6/11)
36%, (4/11)
9%, (1/11)
0%, (0/11)
55%, (6/11)
18%, (2/11)
64%, (7/11)
18%, (2/11)
0%, (0/11)

0%, (0/11)

33%, (4/12)
67%, (8/12)
33%, (4/12)
50%, (6/12)
25%, (3/12)
42%, (5/12)
50%, (6/12)
67%, (8/12)
42%, (5/12)
0%, (0/12)

0%, (0/12)

25%, (3/12)
33%, (4/12)
25%, (3/12)
33%, (4/12)
25%, (3/12)
42%, (5/12)
33%, (4/12)
42%, (5/12)
50%, (6/12)
8%, (1/12)

0%, (0/12)

11%, (2/19)
5%, (1/19)
5%, (1/19)
11%, (2/19)
16%, (3/19)
42%, (8/19)
42%, (8/19)
32%, (6/19)
37%, (7/19)
5%, (1/19)

11%, (2/19)
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Table Q44B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Lack of plan or protocol for deployment of staff Regional 30 54 (172 ;1/0(‘3) ?2/?) (%?:/6’) (?'3:/05) 1 8?:/; ?g /Zo)
Lack of plan or protocol for deployment of staff International 27 54 50%, (8/16) ?2/?) (%?:/5’) (55:/;) 1 8(/):/; ?15;/;))
Issues with the coordination of deployments Regional 27 54 50%, (8/16) ?2/?) (%?:/5’) é(/):/;) 1 8(/):/; ?g /Z/;))
Issues with the coordination of deployments International 25 54  38%, (6/16) ?2/?) (55?:/6’) (4;7:/;) 189:/; ?g /Zo)
Unclear decision-making authority around deployment Regional 15 54 50%, (8/16) 0%, (0/8) (?;’3:/5’) (12‘;’:/;‘) 1 g%’ ff/?)
Unclear decision-making authority around deployment International 14 54  44%, (7/16) 0%, (0/8) (%?:/5’) (12:3:/;’) 18(/):/; ?15;/;))
Challenges with logistics required to deploy staff Regional 31 54 56%, (9/16) ?2/?) (%?:/5’) éj:/;) 1 8(/):/; ?g /Z/;))
Challenges with logistics required to deploy staff International 23 54  38%, (6/16) :(338 /DE/;’) (55?:/6’) (4('3:/05) 189:/; ?g /Zo)
S:;r;}r;;u:oiﬁ:ggr:a(t:it;innels between NPHI and stakeholders to Regional 20 54  50%, (8/16) ?g/“f/;) (22?:/6) (Aé(;:/;) 18(3:/; ?f/‘io)
S:;?)T;u:;ﬁzgg?act:;innels between NPHI and stakeholders to International 15 54  25%, (4/16) ?25/‘?) (22(;:/5) (3513:/;) 18(/);’/; ?15/"‘/;)
Lack of staff to deploy Regional 25 54 31%, (5/16) :(338;?;’)’ (77?:/5’) g:/;’) 18(/):/;’ ?g:/;’)’
Lack of staff to deploy International 21 54  25%, (4/16) :(338 /DE/;’) (‘:8:/6) (EE)S:;:/OS) 189:/; ?flzo)



Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Lack of required skillset in staff available to deploy Regional 15 54  19%, (3/16) :(32/:/;) (%(/):/8’) 0%, (0/15) 18(/):/; 5(—,3/2/:)
Lack of required skillset in staff available to deploy International 9 54 0%, (0/16) :()’g;;/;’)' (‘:f/’:/g’) 0%, (0/15) | 8(/’:/‘)’ ?f;/;’)
Lack of required experience in staff available to deploy Regional 14 54 25%, (4/16) %25/?) (55?:/‘(’)’) 7%, (1/15) 18(/):/‘)’ %f;/;’)
Lack of required experience in staff available to deploy International 10 54 6%, (1/16) :(32/(;/;) (:;?:/6’) (12:?:/(’5’) 18(/):/; 0%, (0/4)
Issues such as insurance for deployed personnel Regional 21 54 50%, (8/16) :(32/:/;) (55(/):/8’) (%17:/05) 18(/):/; 0%, (0/4)
Issues such as insurance for deployed personnel International 12 54  25%, (4/16) :(32/?) (11(/):/‘(’)’) é(/):/OS) 18(/):/‘)’ 0%, (0/4)
Ls:riiisglch as medical and wellbeing support for deployed Regional 19 54  50%, (8/16) 1(3;3/‘?) (::33?:/(())’) é(/):/os) 18(/);’/; %f/‘f)
Ls:;iiﬁglch as medical and wellbeing support for deployed International 12 54  25%, (4/16) 1(32/‘;/;) (11?:/8) (121?;’/05,) 18(/):/; %15/(:/:)
Challenges with modifying existing contracts to enable deployment Regional 13 54 6%, (1/16) :(32/:/;) :8:/8) (%17:/05) 18(/):/; 0%, (0/4)
Challenges with modifying existing contracts to enable deployment  International 9 54 0%, (0/16) :(32 Z:) (11(/):/‘(’)’) (Z:/OS) 1 8(/);%)’ 0%, (0/4)
Challenges with rapid recruitment Regional 24 54 44%, (7/16) f%’)' (55?:/‘(’)’) é?:/;') 1 8(/):/‘)’ %f;/;’)
Challenges with rapid recruitment International 20 54  31%, (5/16) ?2;;/;) (‘:8:/6) (?:/05,) 18(/):/; %15;/;’)
Program areas do not include budget for deployments Regional 26 54 56%, (9/16) ((3:/‘;/;) :8:/8) (?:/;’) 18(/):/; 5(—,3/2/:)
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Options

Level n total AFRO AMRO EMRO EURO SEARO WPRO
. . 62% 20% 47% 100% 50%
o , ; , , ,
Program areas do not include budget for deployments International 20 54  19%, (3/16) (5/8) (2/10) (7/15) (11) (2/4)
. 12%,
Other Regional 2 54 0%, (0/16) (1/8) 0%, (0/10) 7%, (1/15) 0%, (0/1) 0%, (0/4)
. 13%,
Other International 2 54 0%, (0/16) 0%, (0/8) 0%, (0/10) (2/15) 0%, (0/1) 0%, (0/4)




Appendices
Table Q44C: By NPHI Size

Options Level n total <=500 >500 Unknown
Lack of plan or protocol for deployment of staff Regional 30 54 60%, (18/30) 48%, (11/23) 100%, (1/1)
Lack of plan or protocol for deployment of staff International 27 54 50%, (15/30) 48%, (11/23) 100%, (1/1)
Issues with the coordination of deployments Regional 27 54 57%, (17/30) 39%, (9/23) 100%, (1/1)
Issues with the coordination of deployments International 25 54 47%, (14/30) 43%, (10/23) 100%, (1/1)
Unclear decision-making authority around deployment Regional 15 54 37%, (11/30) 17%, (4/23) 0%, (0/1)
Unclear decision-making authority around deployment International 14 54 30%, (9/30) 22%, (5/23) 0%, (0/1)
Challenges with logistics required to deploy staff Regional 31 54 60%, (18/30) 52%, (12/23) 100%, (1/1)
Challenges with logistics required to deploy staff International 23 54 43%, (13/30) 39%, (9/23) 100%, (1/1)
Communigation channels between NPHI and stakeholders to enable Regional 20 54 40%, (12/30) 30%, (7/23) 100%, (1/1)
collaboration

g:”rgkr)r:;:gitci::r’:ion channels between NPHI and stakeholders to enable International 15 54 20%, (6/30) 35%, (8/23) 100%, (1/1)
Lack of staff to deploy Regional 25 54 50%, (15/30) 43%, (10/23) 0%, (0/1)
Lack of staff to deploy International 21 54 40%, (12/30) 39%, (9/23) 0%, (0/1)
Lack of required skillset in staff available to deploy Regional 15 54 37%, (11/30) 17%, (4/23) 0%, (0/1)
Lack of required skillset in staff available to deploy International 9 54 17%, (5/30) 17%, (4/23) 0%, (0/1)
Lack of required experience in staff available to deploy Regional 14 54 40%, (12/30) 9%, (2/23) 0%, (0/1)
Lack of required experience in staff available to deploy International 10 54 23%, (7/30) 13%, (3/23) 0%, (0/1)
Issues such as insurance for deployed personnel Regional 21 54 40%, (12/30) 35%, (8/23) 100%, (1/1)
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Options Level n total <=500 >500 Unknown
Issues such as insurance for deployed personnel International 12 54 20%, (6/30) 22%, (5/23) 100%, (1/1)
Issues such as medical and wellbeing support for deployed personnel Regional 19 54 40%, (12/30) 30%, (7/23) 0%, (0/1)
Issues such as medical and wellbeing support for deployed personnel International 12 54 23%, (7/30) 22%, (5/23) 0%, (0/1)
Challenges with modifying existing contracts to enable deployment Regional 13 54 23%, (7/30) 22%, (5/23) 100%, (1/1)
Challenges with modifying existing contracts to enable deployment International 9 54 17%, (5/30) 13%, (3/23) 100%, (1/1)
Challenges with rapid recruitment Regional 24 54 40%, (12/30) 48%, (11/23) 100%, (1/1)
Challenges with rapid recruitment International 20 54 30%, (9/30) 43%, (10/23) 100%, (1/1)
Program areas do not include budget for deployments Regional 26 54 53%, (16/30) 43%, (10/23) 0%, (0/1)
Program areas do not include budget for deployments International 20 54 30%, (9/30) 48%, (11/23) 0%, (0/1)
Other Regional 2 54 0%, (0/30) 9%, (2/23) 0%, (0/1)
Other International 2 54 3%, (1/30) 4%, (1/23) 0%, (0/1)
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Question 46 What pre-deployment training does your NPHI offer to staff who are being deployed out of country?

Figure Q46
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Table Q46A: By Income Group

Options n total LIC LMIC UMIC HIC
Health and safety 21 28 57%, (4/7) 100%, (5/5) 100%, (5/5) 64%, (7/11)
Cultural awareness/orientation 19 28 57%, (4/7) 80%, (4/5) 100%, (5/5) 55%, (6/11)
IT/Cybersecurity 12 28 29%, (2/7) 20%, (1/5) 40%, (2/5) 64%, (7/11)
Personal Security 17 28 57%, (417) 100%, (5/5) 40%, (2/5) 55%, (6/11)
Safeguarding and Sexual Exploitation 12 28 43%, (3/7) 60%, (3/5) 20%, (1/5) 45%, (5/11)
Other, please specify 5 28 29%, (2/7) 0%, (0/5) 0%, (0/5) 27%, (3/11)
Table Q46B: By WHO Regions
Options n total AFRO AMRO EMRO EURO WPRO
Health and safety 21 28 70%, (7/10) 100%, (5/5) 100%, (2/2) 50%, (4/8) 100%, (3/3)
Cultural awareness/orientation 19 28 70%, (7/10) 100%, (5/5) 50%, (1/2) 50%, (4/8) 67%, (2/3)
IT/Cybersecurity 12 28 30%, (3/10) 60%, (3/5) 0%, (0/2) 50%, (4/8) 67%, (2/3)
Personal Security 17 28 70%, (7/10) 40%, (2/5) 50%, (1/2) 62%, (5/8) 67%, (2/3)
Safeguarding and Sexual Exploitation 12 28 50%, (5/10) 40%, (2/5) 50%, (1/2) 25%, (2/8) 67%, (2/3)
Other, please specify 5 28 20%, (2/10) 0%, (0/5) 0%, (0/2) 38%, (3/8) 0%, (0/3)




Table Q46C: By NPHI Size

Options n total <=500 >500

Health and safety 21 28 73%, (8/11) 76%, (13/17)
Cultural awareness/orientation 19 28 55%, (6/11) 76%, (13/17)
IT/Cybersecurity 12 28 18%, (2/11) 59%, (10/17)
Personal Security 17 28 64%, (7/11) 59%, (10/17)
Safeguarding and Sexual Exploitation 12 28 45%, (5/11) 41%, (7/17)
Other, please specify 5 28 18%, (2/11) 18%, (3/17)
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Question 47 \What support do staff get on deployment?

Figure Q47



Table Q47A: By Income Group

Appendices

Options n total LIC LMIC UMIC HIC

Financial 21 29 50%, (4/8) 80%, (4/5) 100%, (5/5) 73%, (8/11)

Technical 24 29 75%, (6/8) 100%, (5/5) 80%, (4/5) 82%, (9/11)

Wellbeing 14 29 38%, (3/8) 60%, (3/5) 40%, (2/5) 55%, (6/11)

Other, please specify 4 29 12%, (1/8) 0%, (0/5) 0%, (0/5) 27%, (3/11)
Table Q47B: By WHO Regions

Options n total AFRO AMRO EMRO EURO WPRO

Financial 21 29 64%, (7/11) 100%, (5/5) 50%, (1/2) 75%, (6/8) 67%, (2/3)

Technical 24 29 82%, (9/11) 100%, (5/5) 100%, (2/2) 62%, (5/8) 100%, (3/3)

Wellbeing 14 29 45%, (5/11) 60%, (3/5) 0%, (0/2) 50%, (4/8) 67%, (2/3)

Other, please specify 4 29 9%, (1/11) 0%, (0/5) 0%, (0/2) 38%, (3/8) 0%, (0/3)
Table Q47C: By NPHI Size

Options n total <=500 >500

Financial 21 29 75%, (9/12) 71%, (12/17)

Technical 24 29 75%, (9/12) 88%, (15/17)

Wellbeing 14 29 42%, (5/12) 53%, (9/17)

Other, please specify 4 29 8%, (1/12) 18%, (3/17)
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8.3.5 Connected Leadership
Question 48 How long can you usually deploy your staff to health emergencies for?

Figure Q48



Table Q48A: By Income Group

Appendices

Options n total LIC LMIC uMic HIC

<1 month 7 29 38%, (3/8) 40%, (2/5) 0%, (0/5) 18%, (2/11)
1-3 months 10 29 25%, (2/8) 40%, (2/5) 20%, (1/5) 45%, (5/11)
3-6 months 4 29 25%, (2/8) 0%, (0/5) 40%, (2/5) 0%, (0/11)
6+ months 0 29 0 0 0 0
Don't know 1 29 0%, (0/8) 0%, (0/5) 0%, (0/5) 9%, (1/11)
Other, please specify 8 29 25%, (2/8) 20%, (1/5) 40%, (2/5) 27%, (3/11)

Table Q48B: By WHO Regions

Options n total  AFRO AMRO EMRO EURO WPRO  SEARO
<1 month 7 29 36%, (4/11) 0%, (0/5) 50%, (1/2) 12%, (1/8) 33%, (1/3)

1-3 months 10 29  36%, (4/11) 40%, (2/5) 0%, (0/2) 50%, (4/8) 0%, (0/3)

3-6 months 4 29 18%, (2111) 20%, (1/5) 0%, (0/2) 0%, (0/8) 33%, (1/3)

6+ months 0 29 0 0 0 0 0 0
Don't know 129 0%, (0/11) 0%, (0/5) 50%, (1/2) 0%, (0/8) 0%, (0/3)

Other, please specify 8 29

18%, (2/11) 40%, (2/5)

0%, (0/2)

38%, (3/8) 33%, (1/3)




Role of NPHIs in Health Emergencies

Table Q48C: By NPHI Size

Options n total <=500 >500

<1 month 7 29 17%, (2/12) 29%, (5/17)
1-3 months 10 29 42%, (5/12) 29%, (5/17)
3-6 months 4 29 17%, (2/12) 12%, (2/17)
6+ months 0 29 0 0
Don't know 1 29 8%, (1/12) 0%, (0/17)
Other, please specify 8 29 25%, (3/12) 29%, (5/17)
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Question 49 Does your NPHI have a senior level lead for national health emergencies?

Figure Q49
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Table Q49A: By Income Group

Options Level n total LIC LMIC UMIC HIC
Yes, the chief executive/director general o 33% 58% 24%
for the NPHI leads on health emergencies 20 56 36% (4/11) (4/12) (7/12) (5/21)
Yes, there is a director level NPHI lead for o 50% 33% 33%
health emergencies 23 56 55% (6/11) (6/12) (4/12) (7/21)
There is a sub—dl_rector level NPHI lead for 4 56 9% (1/11) 8% (112) 8% (112) 5% (1/21)
health emergencies

There is no NPHI lead for health 2 56 0% (0/11) 0% (0M2) 8% (112) 5% (1/21)
emergencies

It will depend on the specific context of the o o o 29%
health emergency 8 56 0% (0/11) 8% (1/12) 8% (1/12) (6/21)
Don't know 0 56 0 0 0 0
Other, please specify 2 56 0% (0/11) 8% (1/12) 0% (0/12) 5% (1/21)




Table Q49B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, the chief executive/director general 27% o 40% 24% o o
for the NPHI leads on health emergencies 20 56 (4/15) 62% (5/8) (4/10) (4/17) 0% (011) 60% (3/5)
Yes, there is a director level NPHI lead for 60% o 20% 35% 100% o
health emergencies 23 56 (9/15) 50% (4/8) (2/10) (6/17) 171) 20% (1/5)
There is a sub-director level NPHI lead for 13% o o o o o
health emergencies 4 56 (2/15) 12% (1/8) 0% (0/10) 6% (1/17) 0% (0/1) 0% (0/5)
There is no NPHI lead for health o o 10% o o o
emergencies 2 56 0% (0/15) 0% (0/8) (1/10) 6% (1/17) 0% (0/1) 0% (0/5)
It will depend on the specific context of the o o 30% 18% o o
health emergency 8 56 7% (1/15) 0% (0/8) (3/10) (3/17) 0% (0/1)  20% (1/5)
Don't know 0 56 0 0 0 0 0 0

H 0, 0, 0, 12% 0, 0,
Other, please specify 2 56 0% (0/15) 0% (0/8) 0% (0/10) 2/17) 0% (0/1) 0% (0/5)
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Table Q49C: By NPHI Size

Options Level n total <=500 >500
Yes, the chief executive/director general 20 56 33% 38%
for the NPHI leads on health emergencies (10/30) (10/26)
Yes, there is a director level NPHI lead for 23 56 40% 42%
health emergencies (12/30) (11/26)
There is a sub—dllrector level NPHI lead for 4 56 7% (2/30) 8% (2/26)
health emergencies

There is np NPHI lead for health 5 56 7% (2/30) 0% (0/26)
emergencies

It will depend on the specific context of the 8 56 13% 15%
health emergency (4/30) (4/26)
Don't know 0 56 0 0
Other, please specify 2 56 3% (1/30) 4% (1/26)




Question 50 Which stakeholders would you consider to be key partners for your NPHI in a response to health emergencies?

Figure Q50
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Table Q50A: By Income Group

Options Level n total LIC LMIC UMIC HIC

Ministry of Health eR;sefggrfi;o national health 54 56 (fg;;/‘;) (1(2)?10/;) (12%’) 95% (20/21)
Other government department eR;Sefggﬁi;o national health 45 56 82% (O/11) 1803/:/"2) (gf:/;) 81% (17/21)
Civil defence organisation 522‘:32:30 national health 31 56 45% (5/11) (;?10/20) (‘;/21°/2°) 57% (12/21)
Disaster management agency :;Z‘:ggig;o national health 37 56 64% (7/11) ( 18;?’2) (2/710/;) 57% (12/21)
Military Zii‘?ggﬁi;o national health 28 56 45% (5/11) (g%’) (‘;/210/5) 43% (9/21)
Subnational government 5;2‘;3?30 national health 41 56 55% (6/11) (1912/:/"2) (;?10/20) 71% (15/21)
Non-governmental organizations eRriz‘;ggris;o national health 34 56 73% (8/11) (;‘/510/20) (2/210/;) 57% (12/21)
Academic institutions Zii‘?ggfg;o national health 35 56 55% (6/11) (2}510/20) (g%’) 67% (14/21)
o e 5. a0, e o eorl st W ow mmen % mmes
UN agencies 522‘;3;??;0 national health 24 56 64% (7/11) (3?10/2) (2?10/;) 19% (4/21)
Other NPHI Zf]seprggf]i;o national health 17 56 27% (3/11) (?_)/2:/;) (?3;510/;) 29% (6/21)
Private agencies or contractors S;Seeggii;o national health 14 56 27% (3/11) (2/210/;) 8% (1/12) 24% (5/21)
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Options Level n total LIC LMIC uMiC HIC
H 0,
Government of another country 5:;?;223;0 national health 9 56 27% (3/11) 8% (1/12) (12/71/20) 14% (3/21)
. N Response to national health o 33% 25% o
Private Sector Organization emergency 16 56 27% (3/11) (4/12) (3/12) 29% (6/21)
. . Response to national health o 58% 50% o
Civil Society emergency 27 56 55% (6/11) (7112) (6/12) 38% (8/21)
. Response to national health o o o o
Other, please specify emergency 1 56 0% (0/11) 0% (0/12) 0% (0/12) 5% (1/21)
- Response to regional health o 67% 75% o
Ministry of Health emergency 40 56 64% (7/11) (8/12) (9/12) 76% (16/21)
Response to regional health o 67% 50% o
Other government department emergency 31 56 36% (4/11) (8/12) (6/12) 62% (13/21)
. L Response to regional health o 33% 25% o
Civil defence organisation emergency 16 56 27% (3/11) (4/12) (3/12) 29% (6/21)
. Response to regional health o 33% 50% o
Disaster management agency emergency 23 56 36% (4/11) (4/12) (6/12) 43% (9/21)
o Response to regional health o 33% 25% o
Military emergency 15 56 18% (2/11) (4/12) (3/12) 29% (6/21)
. Response to regional health o 42% 17% o
Subnational government emergency 19 56 18% (2/11) (5/12) 2/12) 48% (10/21)
) N Response to regional health o 58% 25% o
Non-governmental organizations emergency 25 56 36% (4/11) (7/12) (3/12) 52% (11/21)
e Response to regional health o 50% 17% o
Academic institutions emergency 19 56 27% (3/11) (6/12) (2/12) 38% (8/21)
Regional agencies, e.g. Africa CDC, WHO Response to regional health o 75% 67% o
Regional Office, etc. emergency 29 56 45% (5/11) (9/12) (8/12) 33% (7/21)
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Options Level n total LIC LMIC UMIC HIC
UN agencies 522‘;;’2?1‘3;0 regional health 22 56 55% (6/11) (3?10/2) (f_)/21°/2°) 19% (4/21)
Other NPHI eR;se‘i;’;fi;o regional health 22 56 27% (3/11) (2/21"/;) (‘;/210/;) 43% (9/21)
Private agencies or contractors sriZ?gogii;o regional health 10 56 18% (2/11) (;/710/;) 8% (1/12) 24% (5/21)
Government of another country 5222;;313;0 regional health 14 56 27% (3/11) (:23?10/;) (12/710/2°) 29% (6/21)
Private Sector Organization E;Z‘iggii;o regional health 9 56 9% (1/11) (;/71()/5) (12/71W2°) 19% (4/21)
Civil Society E;Se‘;ggﬁs;o regional health 1 56 9% (1/11) éf’:/g) (12/710/5) 24% (5/21)
Other, please specify Sizfggig;o regional health 1 56 0% (0/11) 0% (0/12) 0% (0/12) 5% (1/21)
Ministry of Health equZ‘:;’grfi;O international health 40 56 64% (7/11) (2%) (;;E’f/;) 86% (18/21)
Other government department eRriSe‘;ggrii;o international health 25 56 27% (3/11) (31/5102) (2?10/;) 62% (13/21)
Civil defence organisation 2‘2‘;;’223;0 international health 12 56 27% (3/11) é%’) 8% (1/12) 24% (5/21)
Disaster management agency 5:;‘;3225;0 international health 20 56 36% (4/11) (:2;102) (?_)/210/;) 38% (8/21)
Military Zf]se‘;ggf]i;o international health 13 56 18% (2/11) (3/31‘)/5) (12/71°/2°) 24% (5/21)
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Options Level n total LIC LMIC umiC HIC
) N Response to international health o 25% 17% o
Non-governmental organizations emergency 17 56 36% (4/11) (3/12) (2/12) 38% (8/21)
o Response to international health o 25% 17% o
Academic institutions emergency 16 56 27% (3/11) (3/12) 2/12) 38% (8/21)
Regional agencies, e.g., Africa CDC, Response to international health o 67% 67% o
WHO Regional Office, etc. emergency 32 56 45% (5/11) (8/12) (8/12) 52% (11721)
. Response to international health o 50% 42% o
UN agencies emergency 26 56 55% (6/11) (6/12) (5/12) 43% (9/21)
Response to international health o 33% 33% o
Other NPHI emergency 22 56 27% (3/11) (4112) (4/12) 52% (11/21)
Private agencies or contractors E;Se‘?ggﬁs;o international health 8 56 18% (2111) 0% (012) 8% (1/12) 24% (5/21)
Response to international health o 25% 17% o
Government of another country emergency 17 56 27% (3/11) (3/12) 2/12) 43% (9/21)
. . o
Private Sector Organization 5&2‘?;’;?‘;;0 international health 6 56 9% (111) 0% (0/12) (12/71/;) 14% (3/21)
. . Response to international health o o 17% o
Civil Society emergency 5 56 9% (1/11) 0% (0/12) (2/12) 10% (2/21)
. Response to international health o o o o
s (] (o} (] (]
Other, please specify 1 56 0% (0/11) 0% (0/12) 0% (0/12) 5% (1/21)

emergency
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Role of NPHIs in Health Emergencies

Table Q50B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
- Response to national health 100% 100% 90% 94% 100% 100%

Ministry of Health emergency o4 56 (15/15) (8/18) (9/10) (16/17) (1/1) (5/5)

Response to national health 80% o 70% 88% 100% o
Other government department emergency 45 56 (12/15) 88% (7/8) (7/10) (15/17) (1/1) 60% (3/5)
- I Response to national health 53% o 70% 53% 100% o
Civil defence organisation emergency 31 56 (8/15) 62% (5/8) (7/10) (9/17) (1/1) 20% (1/5)
. Response to national health 73% o 50% 53% 100% 100%
Disaster management agency emergency 37 56 (11/15) 75% (6/8) (5/10) (9/17) (1/1) (5/5)
o Response to national health 60% o 40% 53% 100% o
Military emergency 28 56 (9/15) 38% (3/8) (4/10) (9/17) (11) 40% (2/5)
. Response to national health 80% o 40% 88% 100% o
Subnational government emergency 41 56 (12/15) 88% (7/8) (4/10) (15/17) (1/1) 40% (2/5)
) e Response to national health 73% o 40% 71% 100% o

Non-governmental organizations emergency 34 56 (11/15) 50% (4/8) (4/10) (12/17) (1/1) 40% (2/5)
e Response to national health 73% o 40% 65% 100% o

Academic institutions emergency 35 56 (11/15) 75% (6/8) (4/10) (11/17) (1/1) 40% (2/5)
Regional agencies, e.g. Africa CDC, WHO Response to national health 93% o 40% 41% 100% o

Regional Office, etc. emergency 34 56 (14/15) 62% (5/8) (4/10) (7/17) 171) 60% (37%)
. Response to national health 47% o 50% 41% o o

UN agencies emergency 24 56 (7/15) 38% (3/8) (5/10) (717) 0% (0/1) 40% (2/5)
Response to national health 27% o 20% 29% o o

Other NPHI emergency 17 56 (4/15) 50% (4/8) (2/10) (5/117) 0% (0/1) 40% (2/5)
. . Response to national health 40% o 30% 12% o o

Private agencies or contractors emergency 14 56 (6/15) 12% (1/8) (3/10) (2/17) 0% (0/1) 40% (2/5)
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Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Response to national health 13% o 20% 12% o o
Government of another country emergency 9 56 (2/15) 12% (1/8) (2/10) 2/17) 0% (0/1) 40% (2/5)
. o Response to national health 40% o 30% 18% o o
Private Sector Organization emergency 16 56 (6/15) 38% (3/8) (3/10) (3/17) 0% (0/1) 20% (1/5)
- . Response to national health 67% o 20% 53% 100% o
Civil Society emergency 27 56 (10/15) 50% (4/8) (2/10) (9/17) (11) 20% (1/5)
Other, please specify :22?;2:2;0 national health 1 56 0% (015) 0% (0/8) 0% (0M0) 6% (117) 0% (0M) 0% (0/5)
- Response to regional health 67% o 50% 76% 100% 100%
Ministry of Health emergency 40 56 (ors) 2”68 540 (13/17) (1/1) (5/5)
Response to regional health 53% o 40% 65% 100% o
Other government department emergency 31 56 (8/15) 62% (5/8) (4/10) (11/17) (1/1) 40% (2/5)
- I Response to regional health 27% o 30% 29% 100% o
Civil defence organisation emergency 16 56 (4/15) 25% (2/8) (3/10) (5117) (1/1) 20% (1/5)
. Response to regional health 33% o 30% 35% 100% o
Disaster management agency emergency 23 56 (5/15) 50% (4/8) (3/10) (6/17) (1/1) 80% (4/5)
o Response to regional health 27% o 20% 35% 100% o
Military emergency 15 56 (4/15) 12% (1/8) (2/10) (6/17) (1/1) 20% (1/5)
. Response to regional health 27% o 20% 47% 100% o
Subnational government emergency 19 56 (4/15) 38% (3/8) (2/10) (8/17) (1/1) 20% (1/5)
) o Response to regional health 33% o 50% 59% 100% o
Non-governmental organizations emergency 25 56 (5/15) 25% (2/8) (5/10) (10/17) (1/1) 40% (2/5)
e Response to regional health 40% o 20% 35% 100% o
Academic institutions emergency 19 56 (6/15) 25% (2/8) (2/10) (6/17) (1/1) 40% (2/5)
Regional agencies, e.g., Africa CDC, Response to regional health 73% o 20% 35% 100% o
WHO Regional Office, etc. emergency 29 56 (11/15) 75% (6/8) (2/10) (6/17) 1/1) 60% (3/5)
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Role of NPHIs in Health Emergencies

Options Level n total AFRO AMRO EMRO EURO  SEARO  WPRO

UN agencies Srizrﬁggfli;o regional health 22 56 (2/310/;) 50% (4/8) é%) (2?10/;) 1((1)%" 40% (2/5)
Other NPHI Sgi‘;;gii;o regional health 22 56 (g?:/g) 50% (4/8) é%) (2;510/;) 1(?%" 60% (3/5)
Private agencies or contractors Sﬁiﬁ;’;iﬁ regional health 10 56 (:23?10/5") 12% (1/8) (2?10/5) 6% (117) 0% (01)  40% (2/5)
Government of another country Sﬁiﬁg‘gf‘i;" regional health 14 56 (i/71°/5°) 12% (1/8) (1?10/8) (i;":/;) 1((1)%" 60% (3/5)
Private Sector Organization Srizrﬁggfli;o regional health 9 56 (;/31°/5°) 12% (1/8) (2?10/8) (;f:/;) 0% (0/1) 0% (0/5)
Civil Society Egzrﬁggﬁi;o regional health 11 56 (§?1°/5°) 12% (1/8) (1?:/8) (gf:/;) 0% (01) 0% (0/5)
Other, please specify Sﬁiﬁ;’;iﬁ regional health 1 56 0% (0/15) 0% (0/8) 0% (0/10) 6% (1117) 0% (0/1) 0% (0/5)
Ministry of Health Zii‘?;’gﬁiyt o imternational el 40 56 (2?10/50) 75% (6/8) (1?10/00) (185%?)7) 1((1)%0 1(2%0

Other government department Srizrﬁggfli;o international health 25 56 (i/71°/5°) 50% (4/8) é%) ( 1721/:/"7) 1((1)%" 40% (2/5)
Civil defence organisation Egzrﬁggﬁi;o international health 12 56 (i/71°/5°) 12% (1/8) (1?:/8) (if':/;) 1(?%" 20% (1/5)
Disaster management agency zizeggiiyto international health 20 56 (‘2”710/5") 38% (3/8) (3?10/0(’) (2?10/7") 1((1)?1(? 80% (4/5)
Military Sﬁiﬁg‘gf‘i;" international health 13 56 é?:{;:) 25% (2/8) (2?10/8) (i;":/;) 1((1)%" 20% (1/5)
Subnational government Srizrﬁggfli;o international health 1 56 (§?1°/5°) 25% (2/8) 0% (0/10) (iﬁ/;) 1((1)%" 20% (1/5)



Appendices :::

Options Level n total AFRO AMRO EMRO EURO SEARO  WPRO

Non-governmental organizations Sgi‘;;gf]if international health 17 56 (§?1°/5°) 25% (2/8) (1%) (‘;;10/;) 1(?%" 60% (3/5)
Academic institutions Sgi‘;;giif international heaith 16 56 (i/71°/5°) 25% (2/8) (1%‘;) (220/70) 1(?%" 40% (2/5)
fopors s 00 MKACDC  Remosiomentonteat gy O g R SE 00 e
UN agencies Sﬁiﬁé’gii;" international health 26 56 (‘;/710/;) 62% (5/8) é%’) (‘;/710/;) 1((1)%" 60% (3/5)
Other NPHI Sgi‘;;gf]if international health 22 56 (2?10/50) 50% (4/8) (1%) (‘;/710/;) 1(?%" 60% (3/5)
Private agencies or contractors Efgggﬁif international heaith 8 56 (;/3:/;) 12% (1/8) (1?:/5) (;/2:/;) 0% (01)  40% (2/5)
Government of another country Sizeggii;o international health 17 56 (‘2”710/5") 38% (3/8) (1(/)10/0") (2?10/7") 1((1)?1? 60% (3/5)
Private Sector Organization Sﬁiﬁé’gii;" international health 6 56 7% (1/15)  12% (1/8) (1%’) (;f:/;) 0% (0/1) 0% (0/5)
Civil Society Sgi‘;;gf]if international health 5 56 7% (1/15)  12% (1/8) 0% (0/10) (;f:/;) 0% (0/1) 0% (0/5)
Other, please specify Response to international health 1 56 0% (0/15) 0% (0/8) 0% (0/10) 6% (1117) 0% (0/1) 0% (0/5)

emergency
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Role of NPHIs in Health Emergencies

Table Q50C: By NPHI Size

Options Level n total <=500 >500
Ministry of Health Response to national health emergency 54 56 100% (30/30) 92% (24/26)
Other government department Response to national health emergency 45 56 77% (23/30) 85% (22/26)
Civil defence organisation Response to national health emergency 31 56 60% (18/30) 50% (13/26)
Disaster management agency Response to national health emergency 37 56 73% (22/30) 58% (15/26)
Military Response to national health emergency 28 56 57% (17/30) 42% (11/26)
Subnational government Response to national health emergency 41 56 73% (22/30) 73% (19/26)
Non-governmental organizations Response to national health emergency 34 56 70% (21/30) 50% (13/26)
Academic institutions Response to national health emergency 35 56 60% (18/30) 65% (17/26)
\'Tvelfg’;a;;gﬁgfioe]fﬁceéf’étﬁ‘_ﬁica cbe, Response to national health emergency 34 56 73% (22/30) 46% (12/26)
UN agencies Response to national health emergency 24 56 57% (17/30) 27% (7/26)
Other NPHI Response to national health emergency 17 56 23% (7/30) 38% (10/26)
Private agencies or contractors Response to national health emergency 14 56 37% (11/30) 12% (3/26)
Government of another country Response to national health emergency 9 56 17% (5/30) 15% (4/26)
Private Sector Organization Response to national health emergency 16 56 37% (11/30) 19% (5/26)
Civil Society Response to national health emergency 27 56 53% (16/30) 42% (11/26)
Other, please specify Response to national health emergency 1 56 0% (0/30) 4% (1/26)
Ministry of Health Response to regional health emergency 40 56 60% (18/30) 85% (22/26)
Other government department Response to regional health emergency 31 56 43% (13/30) 69% (18/26)



Options

Level

total

<=500

>500

Civil defence organisation
Disaster management agency
Military

Subnational government
Non-governmental organizations
Academic institutions

Regional agencies, e.g., Africa CDC,
WHO Regional Office, etc.

UN agencies

Other NPHI

Private agencies or contractors
Government of another country
Private Sector Organization
Civil Society

Other, please specify

Ministry of Health

Other government department
Civil defence organisation
Disaster management agency

Military

Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency

Response to regional health emergency

Response to regional health emergency

Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to regional health emergency
Response to international health emergency
Response to international health emergency
Response to international health emergency
Response to international health emergency

Response to international health emergency

16

23

15

19

25

19

29

22

22

10

14

1

40

25

12

20

13

56

56

56

56

56

56

56

56

56

56

56

56

56

56

56

56

56

56

56

23% (7/30)
33% (10/30)
27% (8/30)
17% (5/30)
47% (14/30)

30% (9/30)

60% (18/30)

57% (17/30)
37% (11/30)
17% (5/30)
30% (9/30)
17% (5/30)
13% (4/30)
0% (0/30)
60% (18/30)
37% (11/30)
27% (8/30)
37% (11/30)

23% (7/30)

35% (9/26)
50% (13/26)
27% (7/26)
54% (14/26)
42% (11/26)

38% (10/26)

42% (11/26)

19% (5/26)
42% (11/26)
19% (5/26)
19% (5/26)
15% (4/26)
27% (7/26)
4% (1/26)
85% (22/26)
54% (14/26)
15% (4/26)
35% (9/26)

23% (6/26)
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Options

Level

total

<=500

>500

Subnational government
Non-governmental organizations
Academic institutions

Regional agencies, e.g., Africa CDC,
WHO Regional Office, etc.

UN agencies

Other NPHI

Private agencies or contractors
Government of another country
Private Sector Organization
Civil Society

Other, please specify

Response to international health emergency
Response to international health emergency

Response to international health emergency

Response to international health emergency

Response to international health emergency
Response to international health emergency
Response to international health emergency
Response to international health emergency
Response to international health emergency
Response to international health emergency

Response to international health emergency

11

17

16

32

26

22

17

56

56

56

56

56

56

56

56

56

56

56

13% (4/30)
33% (10/30)

30% (9/30)

60% (18/30)

50% (15/30)
33% (10/30)
17% (5/30)
30% (9/30)
13% (4/30)
7% (2/30)

0% (0/30)

27% (7/26)
27% (7/26)

27% (7/26)

54% (14/26)

42% (11/26)
46% (12/26)
12% (3/26)
31% (8/26)
8% (2/26)
12% (3/26)

4% (1/26)
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Question 51 How does your NPHI collaborate with other NPHIs before, during and after health emergencies?

Figure Q51
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Role of NPHIs in Health Emergencies

Table Q51A: By Income Group

Options Level n total LIC LMIC UMIC HIC
. 92% 100% 90%
0,
Meet with other NPHI leads Before a health emergency 47 52 82% (9/11) (11/12) (8/8) (19/21)
. . 92% 100% 81%
0,
Meet with other NPHI leads During a health emergency 42 52 55% (6/11) (11/12) (8/8) (17/21)
. 83% 100% 86%
0,
Meet with other NPHI leads After a health emergency 42 52 55% (6/11) (10/12) (8/8) (18121)
Meet with other NPHI leads Never 2 52 9% (1/11) 8% (1/12) 0% (0/8) 0% (0/21)
; ' o o o 14%
Meet with other NPHI leads Don't know 4 52 9% (1/11) 0% (0/12) 0% (0/8) (3/21)
Share information/ intelligence on health o 75% 100% 76%
threats with other NPHIs Before a health emergency 39 52 55% (6111)  g/12) (8/8) (16/21)
Share information/ intelligence on health . o 92% 100% 76%
threats with other NPHIs During a health emergency 42 52 64% (711)  q112) (8/8) (16/21)
Share information/ intelligence on health o 75% 100% 62%
threats with other NPHIs After a health emergency 35 52 45% (511) - g/12) (8/8) (13/21)
Share information/ intelligence on health o o o o
threats with other NPHIs Never 1 52 9% (1/11) 0% (0/12) 0% (0/8) 0% (0/21)
Share information/ intelligence on health . o o o 10%
threats with other NPHIs Don't know 4 52 9% (1/11) 8% (1/12) 0% (0/8) 2121
Run simulation / training exercises with o 75% o 57%
other NPHIs Before a health emergency 36 52 82% (9/11) (9/12) 75% (6/8) (12/21)
Run simulation / training exercises with . o 25% o 14%
other NPHIs During a health emergency 13 52 27% (3/11) (3/12) 50% (4/8) (3/21)
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Options Level n total LIC LMIC UMIC HIC
(';;’;f;{lnpulﬁgm / training exercises with After a health emergency 21 52 36% (4/11) (2/312’) 62% (5/8) (2?20/10)
cl';’ttrj]r;rs;\rlnpu:iagion / training exercises with Never 10 52 9% (1/11) (:23‘/51‘?) 12% (1/8) (£237f2°/;>)
(I;;r;?;:lnpu:ia;gon / training exercises with 1y 0oy 5 52 9% (111) 0% (0/12) 0% (0/8) (1/9;/;’)
it?g:;fssjv?tr;scfha;;im;“ recent Before a health emergency 24 52 45% (5/11) (i%’) 62% (558) 14(3;/"1)
i:?c::r:tessjv?t?\s;hag:zimsm recent During a health emergency 26 52 45% (5/11) é/z:/;) 75% (68) 14(?/02/"1)
iif‘gsr:fssjv‘l’tﬁfhaemm‘l’;“ recent After a health emergency 35 52 45% (5/11) (gf’:/;) 5% (68) 1751/02/"1)
s e ol fon ¢ m wam JE owow s
i';?;:;;sjv‘l’tﬂfhae?ﬁi{:?:‘ recent Don't know 5 52 18% (211) 0% (012) 0% (0/8) (;,?;/10)
oS TS oo @ w0
rCeTgfet;o{Etr?ec;Ttio;nntqE%Zri]i?ezr projects During a health emergency 28 52 45% (5/11) (3?10/20) 88% (7/8) (3?20/;))
?ecl’gf‘et;ﬁgt:e‘;';“’;o;”r;ggfﬁg projects After a health emergency 28 52 36% (4/11) (g%") 88% (718) 14(;3/02/"1)
P T
rce?gfe?{jtﬁe‘;?tgf;”;zgfri]ec?e‘: Projects ot know 5 52 0% (0/11) 8% (1/12) 0% (0/8) (1?;/;’)
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Role of NPHIs in Health Emergencies

Table Q51B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO

. Before a health 87% 100% 90% 88% 100% 100%
Meet with other NPHI leads emergency 47 52 (13/15) (4/4) (9/10) (15/17) (1/1) (5/5)

. During a health 73% 100% 80% 76% 100% 100%
Meet with other NPHI leads emergency 42 % (11/15) (4/4) (8/10) (13/17) (1/1) (5/5)

. After a health 67% 100% 80% 82% 100% 100%
Meet with other NPHI leads emergency 42 52 (10/15) (4/4) (8/10) (14/17) (1/1) (5/5)

0,
Meet with other NPHI leads Never 2 52 13% 0% (0/4) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
(2/15)
M . . o o 20% 12% o o
eet with other NPHI leads Don't know 4 52 0% (0/15) 0% (0/4) (2/10) 2/17) 0% (0/1) 0% (0/5)

Share information/ intelligence on health Before a health 39 52 67% 100% 60% 76% 100% 100%
threats with other NPHIs emergency (10/15) (4/4) (6/10) (13/17) (1/1) (5/5)
Share information/ intelligence on health During a health 42 52 80% 100% 70% 76% 100% 100%
threats with other NPHIs emergency (12/15) (4/4) (7/10) (13/17) (1/1) (5/5)
Share information/ intelligence on health After a health 35 52 60% 100% 50% 65% 100% 100%
threats with other NPHIs emergency (9/15) (4/4) (5/10) (11/17) (1/1) (5/5)
Share information/ intelligence on health o o o o o o
threats with other NPHIs Never 1 52 7% (1/15) 0% (0/4) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
Share information/ intelligence on health . o o 20% 12% o o
threats with other NPHIs Don't know 4 52 0% (0/15) 0% (0/4) (2/10) 217) 0% (0/1) 0% (0/5)
Run simulation / training exercises with Before a health 36 52 67% 75% (3/4) 80% 53% 100% 100%
other NPHIs emergency (10/15) ? (8/10) (9/17) (1/1) (5/5)
Run simulation / training exercises with During a health 20% o 20% 29% o o
other NPHIs emergency 13 52 (3/15) 25% (1/4) (2/10) (5/17) 0% (011) 40% (/%)
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Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Run simulation / training exercises with After a health 27% o 30% 53% 100% o
other NPHIs emergency 21 52 (4/15) 50% (2/4) (3/10) (9/117) 1/1) 40% (2/5)

. . - . . o o
i‘:\';rs;\rlnpuﬁl‘gon training exercises with oo 10 52 (2?1/50) 25% (1/4) 0% (0/10) (i;‘1/7°) 0% (011) 0% (0/5)
Run simulation / training exercises with . o o 20% 18% o o
other NPHIs Don't know 5 52 0% (0/15) 0% (0/4) (2/10) (3/17) 0% (0/1) 0% (0/5)
Share lessons learned from recent Before a health 47% o 10% 59% 100% o
incidents with other NPHIs emergency 24 52 (7/15) 75% (3/4) (1/10) (10/17) (1/1) 40% (2/5)
Share lessons learned from recent During a health 53% o 10% 53% 100% o
incidents with other NPHIs emergency 26 52 (8/15) 75% (3/4) (1/10) 9/117) 111) 80% (475)
Share lessons learned from recent After a health 35 52 47% 75% (3/4) 60% 76% 100% 100%
incidents with other NPHIs emergency (7/15) ° (6/10) (13/17) (1/1) (5/5)

0,

izzgn'fssjv‘l’t';s;ha;‘;%‘;?: recent Never 4 52 (?3?1/;) 25% (1/4) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
Share lessons learned from recent . o o 20% 12% o o
incidents with other NPHIs Don't know 5 52 7% (1/15) 0% (0/4) (2/10) 2/17) 0% (0/1) 0% (0/5)
Collaborate on joint policies or projects Before a health 73% o 90% 76% o 100%
related to health emergencies emergency 41 52 (11/15) 75% (3/4) (9/10) (13/17) 0% (0/1) (5/5)
Collaborate on joint policies or projects During a health 8 52 60% 75% (3/4) 20% 47% 100% 100%
related to health emergencies emergency (9/15) ° (2/10) (8/17) (1/1) (5/5)
Collaborate on joint policies or projects After a health 53% o 40% 53% o o
related to health emergencies emergency 28 52 (8/15) 75% (3/4) (4/10) (9/117) 0% (0/1) 80% (4/5)
Collaborate on joint policies or projects 20% o 10% o o o
related to health emergencies Never 4 52 (3/15) 0% (074) (1/10) 0% (0/17) 0% (0/1) 0% (075)
Collaborate on joint policies or projects . o o o 18% o o
related to health emergencies Don't know 5 52 7% (1/15)  25% (1/4) 0% (0/10) (3/17) 0% (0/1) 0% (0/5)
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Role of NPHIs in Health Emergencies

Table Q51C: By NPHI Size

Options Level n total <=500 >500

. 93% 88%
Meet with other NPHI leads Before a health emergency 47 52 (26/28) (21/24)

. . 86% 75%
Meet with other NPHI leads During a health emergency 42 52 (24/28) (18/24)

. 82% 79%
Meet with other NPHI leads After a health emergency 42 52 (23/28) (19/24)
Meet with other NPHI leads Never 2 52 4% (1/128) 4% (1/24)
Meet with other NPHI leads Don't know 4 52 7% (2/28) 8% (2/24)

. L . . 71% 79%
Share information/ intelligence on health threats with other NPHIs Before a health emergency 39 52 (20/28) (19/24)

. L . . . 75% 88%
Share information/ intelligence on health threats with other NPHIs During a health emergency 42 52 (21/28) (21/24)
Share inf tion/ intelli health threats with other NPHIs After a health emergenc 35 52 64% 1%

are information/ intelligence on hea gency (18/28) (17/24)
Share information/ intelligence on health threats with other NPHIs Never 1 52 4% (1/28) 0% (0/24)
Share information/ intelligence on health threats with other NPHIs Don't know 4 52 7% (2/28) 8% (2/24)
Run simulation / training exercises with other NPHIs Before a health emergenc 36 52 1% 67%

9 gency (20/28) (16/24)

. . - . . . 25% 25%
Run simulation / training exercises with other NPHIs During a health emergency 13 52 (7128) (6/24)
Run simulation / training exercises with other NPHIs After a health emergenc 21 52 32% 50%

9 gency (9/28) (12/24)
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Options Level n total <=500 >500
. 93% 88%
Meet with other NPHI leads Before a health emergency 47 52 (26/28) (21/24)
. . 86% 75%
Meet with other NPHI leads During a health emergency 42 52 (24128) (18124)
. 82% 79%
Meet with other NPHI leads After a health emergency 42 52 (23/28) (19/24)
Meet with other NPHI leads Never 2 52 4% (1/28) 4% (1/24)
Meet with other NPHI leads Don't know 4 52 7% (2/28) 8% (2/24)
. L . . 71% 79%
Share information/ intelligence on health threats with other NPHIs Before a health emergency 39 52 (20/28) (19/24)
. L . . . 75% 88%
Share information/ intelligence on health threats with other NPHIs During a health emergency 42 52 (21/28) (21/24)
. L . . 64% 71%
Share information/ intelligence on health threats with other NPHIs After a health emergency 35 52 (18/28) (17/24)
Share information/ intelligence on health threats with other NPHIs Never 1 52 4% (1/28) 0% (0/24)
Share information/ intelligence on health threats with other NPHIs Don't know 4 52 7% (2/28) 8% (2/24)
. . - . . 71% 67%
Run simulation / training exercises with other NPHIs Before a health emergency 36 52 (20/28) (16/24)
. . - . . . 25% 25%
Run simulation / training exercises with other NPHIs During a health emergency 13 52 (7128) (6/24)
. . - . . 32% 50%
Run simulation / training exercises with other NPHIs After a health emergency 21 52 (9/28) (12/24)
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Role of NPHIs in Health Emergencies

Question 52 Which international organizations and associations would you consider contacting in a health emergency of potential international concern?

Figure Q52



Table Q52A: By Income Group

Appendices

Options Level n total LIC LMIC uMIC HIC

"o For alerting! reporting B8 (U zmn i (o)
oner NP ror alerting/reporting ¥ % °5% (@iM) (2/71"/20) (3?10/;) (176?/02/:)
Other government For alerting/ reporting 21 56 45% (5/11) (25)1720) 8% (1/12) (3/320/;)
IANPHI For alerting/ reporting 21 56 55% (6/11) (2?10/;) (i?:/;) éj‘z"/;)
gltS:t;thN agency, e.g., OCHA, Health For alerting/ reporting 17 56 45% (5/11) (3?120) (2/210/20) (;;120/10)
Regional organisation or network For alerting/ reporting 22 56 73% (8/11) (2?1"/20) (?1?10/20) (1?20/;,)
International organisation or network For alerting/ reporting 22 56 36% (4/11) (??:/;) (2/210/;) (gg/g;/;)
A continental organisation or network For alerting/ reporting 41 56 (301/:/"1) (1912/:/02) (2/710/;) (1527/02/‘;)
WHO Information sharing 47 56 82% (9/11) (2?10/20) (12%) (1871/;/:)
Other NPHI Information sharing 39 56 55% (6/11) (g/z;yzo) (2/71"2) (;(f/(;)
oiner govemment information sharing 19 % 18% (211) (:2)’/51"/20) (;/710/;) (1527/02/:)
IANPHI Information sharing 27 56 55% (6/11) (2?10/2") (2?10/5) (gf’z"/;)
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Role of NPHIs in Health Emergencies

Options Level n total LIC LMIC UMIC HIC
gltS;;lsz,N agency, e.g., OCHA, Health Information sharing 20 56 55% (6/11) (iﬁ/;) (?-)/210/;) (52-;120/;)
Regional organisation or network Information sharing 25 56 73% (8/11) (25)10/20) (3/310/20) (??;/;))
International organisation or network Information sharing 23 56 36% (4/11) (2?10/20) (g/21°/20) (g?;/;)
A continental organisation or network Information sharing 39 56 73% (8/11) (3?10/20) (2/710/20) (1766};/01)
WHO To request assistance 39 56 82% (9/11) ( 18(3;/02) (185/;/02) (143;/01)
Other NPHI To request assistance 16 56 18% (2/11) (2’/5102) (2/210/20) (2?20/;)
Other government To request assistance 12 56 18% (2/11) (3?10/;) 8% (1/12) (2?20/;))
IANPHI To request assistance 21 56 73% (8/11) (2?10/20) (2/210/20) (12?20/;)
glt:;; tJSN agency, e.g. OCHA, Health To request assistance 16 56 55% (6/11) (?_)/2:/;) (‘;/210/;) 0% (0/21)
Regional organisation or network To request assistance 19 56 64% (7/11) (2?10/20) (31/31"/20) (12?20/;)
International organisation or network To request assistance 21 56 45% (5/11) (?_,/21?) (2/21%) (2?20/;)
A continental organisation or network To request assistance 30 56 73% (8/11) (??1(20) (2/710/20) (3?;/;’)




Appendices :::

Table Q52B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO

WHO For alerting/ reporting 53 56 (1 (5)?10/;) 88% (7/8) (2?10/8) ( 19;/?’7) 1((1)?10/; 1(22;?

Other NPHI For alerting/ reporting 37 56 (1607/?’5) 75% (6/8) (2?10/00) (1736/?’7) 0% (0/1) 40% (2/5)
Other government For alerting/ reporting 21 56 (2?10/50) 25% (2/8) (2?10/00) (2/910/;) 0% (0/1) 40% (2/5)
IANPHI For alerting/ reporting 21 56 (2?102) 38% (3/8) (2?10/00) (2?10/;) 1((1)?10/)0 40% (2/5)
gltS:t; lrJSN agency, e.g., OCHA, Health For alerting/ reporting 17 56 (2/71(@) 50% (4/8) (g%) (iﬁ/;) 0% (0/1)  40% (2/5)
Regional organisation or network For alerting/ reporting 22 56 (2?10/5‘)) 50% (4/8) (2?10/8) (;?10/;) 0% (0/1) 40% (2/5)
International organisation or network For alerting/ reporting 22 56 (L;ZZ_‘:) 75% (6/8) (2?10/00) (:1;10/;) 1(??10? 60% (3/5)
A continental organisation or network For alerting/ reporting 41 56 (19‘?/(;/"5) 75% (6/8) (;?10/8) (1615/:/07) 1(??10;0 40% (2/5)
WHO Information sharing 47 56 ( 1607/?’5) 88% (7/8) (18?10/0") ( 1842/:/"7) 1((1)%" 1((5)%’

Other NPHI Information sharing 39 56 (4;/710/2) 1(2%)? (2?10{;) (1853[,)'/07) 0% (0/1) 60% (3/5)
Other government Information sharing 19 56 (:2’;?1%:'(:) 25% (2/8) (2?10/00) (3?10/70) 0% (0/1) 60% (3/5)
IANPHI Information sharing 27 56 (g?z_:) 62% (5/8) (2?10/00) (2/710/7(’) 1((1)?10? 40% (2/5)
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Role of NPHIs in Health Emergencies

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO

g:S:t;JsN agency, e.g., OCHA, Health Information sharing 20 56 (2%0) 50% (4/8) (2%) é%’) 0% (011)  60% (3/5)
Regional organisation or network Information sharing 25 56 (2/3?;) 50% (4/8) (2?10/8) é?:/;) 0% (0/1) 60% (3/5)
International organisation or network Information sharing 23 56 é?z_:) 75% (6/8) (2?10/0(’) é?:/;) 1((1)?10? 60% (3/5)
A continental organisation or network Information sharing 39 56 (g(/)z;) 75% (6/8) (2?10/00) ( 18;?7) 1((1)5)10? 60% (3/5)
WHO To request assistance 39 56 (1713;(1’/"5) 50% (4/8) (;?10/8) ( 172,1/?’7) 1((1’%’ 80% (4/5)
Other NPHI To request assistance 16 56 7% (1/15)  50% (4/8) (2?10/0") (2/710/;) 0% (0/1) 0% (0/5)
Other government To request assistance 12 56 (:2,’?10/;) 0% (0/8) (2?10/00) (2?10/;) 0% (0/1) 20% (1/5)
IANPHI To request assistance 21 56 é/?:/;) 50% (4/8) (2?10/00) (13?:/;) 1((1)?10/)" 20% (1/5)
gltS:t:eEsN agency, e.g., OCHA, Health To request assistance 16 56 (g?;yg) 38% (3/8) (2?10/00) (;?10/;) 1((1)5)10? 0% (0/5)
Regional organisation or network To request assistance 19 56 ;/712_‘;) 25% (2/8) (1?10/8) (‘217'10/70) 1((1)?10? 20% (1/5)
International organisation or network To request assistance 21 56 (?5?10/;) 50% (4/8) (3?10{;) (‘;/17;) 1((1)?1(? 20% (1/5)
A continental organisation or network To request assistance 30 56 ( 1607/:/"5) 62% (5/8) (3?10/8) (3?10/;) 1((1)?10? 20% (1/5)




Table Q52C: By NPHI Size

Options Level n total <=500 >500
WHO For alerting/ reporting 53 56 97% (29/30) 92% (24/26)
Other NPHI For alerting/ reporting 37 56 63% (19/30) 69% (18/26)
Other government For alerting/ reporting 21 56 33% (10/30) 42% (11/26)
IANPHI For alerting/ reporting 21 56 43% (13/30) 31% (8/26)
Other UN agency, e.g., OCHA, Health For alerting/ reporting 17 56 40% (12/30) 19% (5/26)
Clusters

Regional organisation or network For alerting/ reporting 22 56 47% (14/30) 31% (8/26)
International organisation or network For alerting/ reporting 22 56 43% (13/30) 35% (9/26)
A continental organisation or network For alerting/ reporting 41 56 80% (24/30) 65% (17/26)
WHO Information sharing 47 56 87% (26/30) 81% (21/26)
Other NPHI Information sharing 39 56 60% (18/30) 81% (21/26)
Other government Information sharing 19 56 17% (5/30) 54% (14/26)
IANPHI Information sharing 27 56 47% (14/30) 50% (13/26)
8:::;;13,\‘ agency, e.9. OCHA, Health Information sharing 20 56 40% (12/30) 31% (8/26)
Regional organisation or network Information sharing 25 56 43% (13/30) 46% (12/26)
International organisation or network Information sharing 23 56 33% (10/30) 50% (13/26)
A continental organisation or network Information sharing 39 56 63% (19/30) 77% (20/26)
WHO To request assistance 39 56 83% (25/30) 54% (14/26)

Appendices
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Role of NPHIs in Health Emergencies

Options Level n total <=500 >500
Other NPHI To request assistance 16 56 27% (8/30) 31% (8/26)
Other government To request assistance 12 56 20% (6/30) 23% (6/26)
IANPHI To request assistance 21 56 50% (15/30) 23% (6/26)
Other UN agency, e.g., OCHA, Health To request assistance 16 56 40% (12/30) 15% (4/26)
Clusters

Regional organisation or network To request assistance 19 56 40% (12/30) 27% (7/26)
International organisation or network To request assistance 21 56 40% (12/30) 35% (9/26)
A continental organisation or network To request assistance 30 56 63% (19/30) 42% (11/26)




(XX
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Question 53 Which international organizations and associations would you consider contacting in a health emergency of potential international concern?

Figure Q53
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Role of NPHIs in Health Emergencies

Table Q53A: By Income Group

Options

Level

total

LIC

LMIC

uMiC

HIC

Following initial risk assessment which shows possibility of
a health emergency

Following further risk assessment which shows high
likelihood of a health emergency

When a health emergency has been declared

When additional support is required to respond to the
health emergency

Following the conclusion of the health emergency, for
awareness only

Only if the health emergency has potential international
concern or spread

No contact would be made

27

32

38

36

10

19

53

53

53

53

53

53

53

30% (3/10)

70% (7/10)

90% (9/10)

90% (9/10)

20% (2/10)

30% (3/10)

10% (1/10)

50% (6/12)

67% (8/12)

83% (10/12)

83% (10/12)

8% (1/12)

33% (4/12)

0% (0/12)

45% (5/11)

55% (6/11)

64% (7/11)

73% (8/11)

27% (3/11)

36% (4/11)

0% (0/11)

65% (13/20)

55% (11/20)

60% (12/20)

45% (9/20)

20% (4/20)

40% (8/20)

0% (0/20)




Table Q53B: By WHO Regions

Appendices

Options

Level

n

total

AFRO

AMRO

EMRO

EURO

SEARO

WPRO

Following initial risk assessment which
shows possibility of a health emergency

Following further risk assessment which
shows high likelihood of a health
emergency

When a health emergency has been
declared

When additional support is required to
respond to the health emergency

Following the conclusion of the health
emergency, for awareness only

Only if the health emergency has potential

international concern or spread

No contact would be made

27

32

38

36

10

19

53

53

53

53

53

53

53

20% (3/15)

60% (9/15)

80% (12/15)

73% (11/15)

7% (1/15)

20% (3/15)

7% (1/15)

62% (5/8)

62% (5/8)

62% (5/8)

50% (4/8)

38% (3/8)

12% (1/8)

0% (0/8)

56% (5/9)

56% (5/9)

89% (8/9)

78% (7/9)

1% (1/9)

67% (6/9)

0% (0/9)

62% (10/16)

56% (9/16)

56% (9/16)

62% (10/16)

19% (3/16)

44% (7/16)

0% (0/16)

100% (1/1)

100% (1/1)

100% (1/1)

100% (1/1)

0% (0/1)

0% (0/1)

0% (0/1)

75% (3/4)

75% (3/4)

75% (3/4)

75% (3/4)

50% (2/4)

50% (2/4)

0% (0/4)
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Role of NPHIs in Health Emergencies

Table Q53C: By NPHI Size

Options Level n total <=500 >500
Following initial risk assessment which shows possibility of a health emergency 27 53 38% (11/29) 67% (16/24)
Following further risk assessment which shows high likelihood of a health emergency 32 53 59% (17/29) 62% (15/24)
When a health emergency has been declared 38 53 83% (24/29) 58% (14/24)
When additional support is required to respond to the health emergency 36 53 83% (24/29) 50% (12/24)
Following the conclusion of the health emergency, for awareness only 10 53 14% (4/29) 25% (6/24)
Only if the health emergency has potential international concern or spread 19 53 38% (11/29) 33% (8/24)
No contact would be made 1 53 3% (1/29) 0% (0/24)
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Question 54 In a health emergency, if your NPHI contected other organizations for support, what kind of support would you be seeking?

Figure Q54
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Role of NPHIs in Health Emergencies

Table Q54A: By Income Group

Options

Level

total

LIC

LMIC

UMIC

HIC

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies

For regional emergencies

20

28

38

31

21

23

14

23

31

23

17

14

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

55% (6/11)
36% (4/11)
82% (9/11)
100% (11/11)
45% (5/11)
64% (7/11)
9% (1/11)
0% (0/11)
0% (0/11)
36% (4/11)
36% (4/11)
45% (5/11)
55% (6/11)
36% (4/11)
45% (5/11)
9% (1/11)
0% (0/11)

0% (0/11)

58% (7/12)
67% (8/12)
83% (10/12)
67% (8/12)
67% (8/12)
67% (8/12)
8% (1/12)
0% (0/12)
0% (0/12)
33% (4/12)
67% (8/12)
75% (9/12)
83% (10/12)
42% (5/12)
33% (4/12)
0% (0/12)
0% (0/12)

0% (0/12)

42% (5/12)
67% (8/12)
83% (10/12)
75% (9/12)
33% (4/12)
50% (6/12)
0% (0/12)
0% (0/12)
0% (0/12)
25% (3/12)
42% (5/12)
67% (8/12)
50% (6/12)
42% (5/12)
33% (4/12)
0% (0/12)
0% (0/12)

0% (0/12)

1% (2/19)
42% (8/19)
47% (9/19)
16% (3/19)
21% (4/19)
11% (2/19)
16% (3/19)
16% (3/19)
16% (3/19)
16% (3/19)
32% (6/19)
47% (9/19)
5% (1/19)
16% (3/19)
5% (1/19)
5% (1/19)
16% (3/19)

16% (3/19)
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Options

Level

total

LIC

LMIC

UMIC

HIC

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies

For international emergencies

15

24

28

23

15

16

54

54

54

54

54

54

54

54

54

36% (4/11)
45% (5/11)
36% (4/11)
55% (6/11)
55% (6/11)
45% (5/11)
9% (1/11)
0% (0/11)

0% (0/11)

42% (5/12)
58% (7/12)
58% (7/12)
75% (9/12)
33% (4/12)
42% (5/12)
0% (0/12)
0% (0/12)

0% (0/12)

25% (3/12)
42% (5/12)
67% (8/12)
50% (6/12)
25% (3/12)
33% (4/12)
0% (0/12)
0% (0/12)

0% (0/12)

16% (3/19)
37% (7/19)
47% (9/19)
11% (2/19)
11% (2/19)
11% (2/19)
5% (1/19)
11% (2/19)

21% (4/19)
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Role of NPHIs in Health Emergencies

Table Q54B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
o)

For professional clinical support For national emergencies 20 54 (2?1/;) 12% (1/8) 40% (4/10) 31% (5/16) 0% (0/1) 50% (2/4)

. . . . 40% o o 69% 100% o
For professional public health support For national emergencies 28 54 (6/15) 50% (4/8) 40% (4/10) (11/16) (1/1) 50% (2/4)
. . . . 93% o o 62% 100% o

For other technical expertise For national emergencies 38 54 (14/15) 75% (6/8) 40% (4/10) (10/16) (11) 75% (3/4)
[0) 0,

For financial support For national emergencies 31 54 9% gou (5/8)  30% (3110)  31% (5/16) 0% 759 (3/4)

(14/15) (1/1)

0, 0,

For workforce support For national emergencies 21 54 40% 25% (2/8) 60% (6/10) 31% (5/16) 100% 25% (1/4)

(6/15) (1/1)

[0) 0,

For administrative / logistics support For national emergencies 23 54 (2?1/2) 38% (3/8) 40% (4/10) 25% (4/16) 1(??1/; 50% (2/4)

For other support For national emergencies 5 54 7% (1/15) 0% (0/8) 10% (1/10) 19% (3/16) 0% (0/1) 0% (0/4)

Would not seek support For national emergencies 3 54 0% (0/15)  38% (3/8) 0% (0/10) 0% (0/16) 0% (0/1) 0% (0/4)

Don't know For national emergencies 3 54 0% (0/15) 0% (0/8) 10% (1/10) 12% (2/16) 0% (0/1) 0% (0/4)
0, 0,

For professional clinical support For regional emergencies 14 54 (2?1/5(’) 12% (1/8) 20% (2/10) 19% (3/16) 1((1)(/)1? 50% (2/4)
0, 0,

For professional public health support For regional emergencies 23 54 (‘;/71/5°) 50% (4/8) 30% (3/10) 38% (6/16) 1((1)?1? 50% (2/4)
0, 0,

For other technical expertise For regional emergencies 31 54 (1607/1/05) 75% (6/8) 40% (4/10) 44% (7/16) 1((1)?1? 75% (3/4)
[v) 0,

For financial support For regional emergencies 23 54 (2?1/;) 62% (5/8) 40% (4/10) 19% (3/16) 1((1)?1? 25% (1/4)
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Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
[s) o)

For workforce support For regional emergencies 17 54 (‘61?1/52) 25% (2/8) 40% (4/10) 19% (3/16) 1((1)?1/; 25% (1/4)
o) o)

For administrative / logistics support For regional emergencies 14 54 (2?1/;) 38% (3/8) 20% (2/10) 12% (2/16) 1((1)‘/31/)0 0% (0/4)

For other support For regional emergencies 2 54 7% (1/15) 0% (0/8) 0% (0/10) 6% (1/16) 0% (0/1) 0% (0/4)

Would not seek support For regional emergencies 3 54 0% (0/15)  38% (3/8) 0% (0/10) 0% (0/16) 0% (0/1) 0% (0/4)

Don't know For regional emergencies 3 54 0% (0/15) 0% (0/8) 10% (1/10) 12% (2/16) 0% (0/1) 0% (0/4)
o) (o)

For professional clinical support For international emergencies 15 54 (2?1/;) 12% (1/8) 30% (3/10) 19% (3/16) 1((1)?1/; 50% (2/4)
o) o

For professional public health support For international emergencies 24 54 (‘;/71/;) 50% (4/8) 20% (2/10) 50% (8/16) 1((1)‘/31/)0 50% (2/4)
0, (o)

For other technical expertise For international emergencies 28 54 (2?1/50) 88% (7/8) 20% (2/10) 44% (7/16) 1((1)?1/)0 75% (3/4)
0, (o)

For financial support For international emergencies 23 54 (2?1/;) 62% (5/8)  30% (3110)  25% (4/16) 1((1)?1/)" 25% (1/4)
[v) o

For workforce support For international emergencies 15 54 (2?1/;) 25% (2/8) 10% (1/10) 25% (4/16) 1((1)?1/; 25% (1/4)
0, 0,

For administrative / logistics support For international emergencies 16 54 (2?1/5") 38% (3/8) 10% (1/10) 25% (4/16) 1((1)?1/)0 25% (1/4)

For other support For international emergencies 2 54 7% (1/15) 0% (0/8) 0% (0/10) 6% (1/16) 0% (0/1) 0% (0/4)

Would not seek support For international emergencies 2 54 0% (0/15)  12% (1/8) 0% (0/10) 6% (1/16) 0% (0/1) 0% (0/4)

Don't know For international emergencies 4 54 0% (0/15) 0% (0/8) 10% (1/10) 19% (3/16) 0% (0/1) 0% (0/4)
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Table Q54C: By NPHI Size

Options

Level

total

<=500

>500

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies

For regional emergencies

20

28

38

31

21

23

14

23

31

23

17

14

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

54

43% (13/30)
50% (15/30)
77% (23/30)
70% (21/30)
47% (14/30)
60% (18/30)
3% (1/30)
0% (0/30)
3% (1/30)
33% (10/30)
53% (16/30)
57% (17/30)
53% (16/30)
47% (14/30)
40% (12/30)
3% (1/30)
0% (0/30)

3% (1/30)

29% (7/24)
54% (13/24)
62% (15/24)
42% (10/24)
29% (7/24)
21% (5/24)
17% (4/24)
12% (3/24)
8% (2/24)
17% (4/24)
29% (7/24)
58% (14/24)
29% (7/24)
12% (3/24)
8% (2/24)
4% (1/24)
12% (3/24)

8% (2/24)
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Options Level n total <=500 >500
For professional clinical support For international emergencies 15 54 33% (10/30) 21% (5/24)
For professional public health support For international emergencies 24 54 47% (14/30) 42% (10/24)
For other technical expertise For international emergencies 28 54 47% (14/30) 58% (14/24)
For financial support For international emergencies 23 54 53% (16/30) 29% (7/24)
For workforce support For international emergencies 15 54 40% (12/30) 12% (3/24)
For administrative / logistics support For international emergencies 16 54 47% (14/30) 8% (2/24)
For other support For international emergencies 2 54 3% (1/30) 4% (1/24)
Would not seek support For international emergencies 2 54 0% (0/30) 8% (2/24)
Don't know For international emergencies 4 54 7% (2/30) 8% (2/24)
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Question 55 In a health emergency, does your NPHI have standard protokols for who to contact?

Figure Q55



Appendices
Table Q55A: By Income Group

Options Level n total LIC LMIC UMIC HIC

For professional clinical support For national emergencies 25 53 80% (8/10) 50% (6/12)  30% (3/10) 38% (8/21)
For professional public health support For national emergencies 35 53 90% (9/10) 58% (7/12)  60% (6/10) 62% (13/21)
For other technical expertise For national emergencies 29 53 70% (7/10) 50% (6/12)  50% (5/10) 52% (11/21)
For financial support For national emergencies 29 53 70% (7/10) 58% (7/12)  40% (4/10) 52% (11/21)
For workforce support For national emergencies 20 53 30% (3/10) 67% (8/12) 10% (1/10) 38% (8/21)
For administrative / logistics support For national emergencies 18 53 40% (4/10) 50% (6/12)  20% (2/10) 29% (6/21)
For other support For national emergencies 5 53 10% (1/10) 8% (1/12) 20% (2/10) 5% (1/21)
Would not seek support For national emergencies 4 53 0% (0/10) 8% (1/12) 0% (0/10) 14% (3/21)
Don't know For national emergencies 9 53 10% (1/10)  25% (3/12)  10% (1/10) 19% (4/21)
For professional clinical support For regional emergencies 16 53 50% (5/10) 33% (4/12) 10% (1/10) 29% (6/21)
For professional public health support For regional emergencies 24 53 40% (4/10) 58% (7/12)  40% (4/10) 43% (9/21)
For other technical expertise For regional emergencies 19 53 40% (4/10) 42% (5/12)  30% (3/10) 33% (7/21)
For financial support For regional emergencies 19 53 50% (5/10)  42% (5/12)  30% (3/10) 29% (6/21)
For workforce support For regional emergencies 14 53 30% (3/10)  42% (5/12) 10% (1/10) 24% (5/21)
For administrative / logistics support For regional emergencies 13 53 40% (4/10) 33% (4/12) 10% (1/10) 19% (4/21)
For other support For regional emergencies 3 53 10% (1/10) 8% (1/12) 0% (0/10) 5% (1/21)
Would not seek support For regional emergencies 4 53 0% (0/10) 8% (1/12) 0% (0/10) 14% (3/21)
Don't know For regional emergencies 10 53 0% (0/10) 33% (4/12) 10% (1/10) 24% (5/21)
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Options

Level

total

LIC

LMIC

UMIC

HIC

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies

For international emergencies

13

20

18

16

1

10

53

53

53

53

53

53

53

53

53

50% (5/10)
50% (5/10)
40% (4/10)
50% (5/10)
30% (3/10)
40% (4/10)
10% (1/10)
0% (0/10)

0% (0/10)

25% (3/12)
33% (4/12)
33% (4/12)
25% (3/12)
25% (3/12)
8% (1/12)
0% (0/12)
0% (0/12)

25% (3/12)

10% (1/10)
30% (3/10)
30% (3/10)
30% (3/10)
10% (1/10)
10% (1/10)
0% (0/10)
0% (0/10)

10% (1/10)

19% (4/21)
38% (8/21)
33% (7/21)
24% (5/21)
19% (4/21)
19% (4/21)
5% (1/21)
14% (3/21)

24% (5/21)




Table Q55B: By WHO Regions

Appendices

Options

Level

total

AFRO

AMRO

EMRO

EURO

SEARO

WPRO

For professional clinical support

For professional public health support

For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For national emergencies

For national emergencies

For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies

For regional emergencies

25

35

29

29

20

18

16

24

19

19

14

13

10

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

57% (8/14)

71%
(10/14)

57% (8/14)
57% (8/14)
36% (5/14)
36% (5/14)
7% (1/14)
0% (0/14)
21% (3/14)
36% (5/14)
36% (5/14)
36% (5/14)
36% (5/14)
29% (4/14)
21% (3/14)
7% (1/14)
0% (0/14)

14% (2/14)

25% (2/8)

50% (4/8)

50% (4/8)
50% (4/8)
25% (2/8)
38% (3/8)
25% (2/8)
25% (2/8)
12% (1/8)
25% (2/8)
50% (4/8)
50% (4/8)
50% (4/8)
25% (2/8)
25% (2/8)
0% (0/8)
25% (2/8)

12% (1/8)

50% (5/10)

60% (6/10)

60% (6/10)
50% (5/10)
50% (5/10)
30% (3/10)
10% (1/10)
10% (1/10)
20% (2/10)
40% (4/10)
40% (4/10)
20% (2/10)
30% (3/10)
30% (3/10)
30% (3/10)
10% (1/10)
10% (1/10)

40% (4/10)

38% (6/16)

62%
(10/16)

50% (8/16)
56% (9/16)
31% (5/16)
25% (4/16)
6% (1/16)
6% (1/16)
19% (3/16)
19% (3/16)
38% (6/16)
31% (5/16)
31% (5/16)
19% (3/16)
19% (3/16)
6% (1/16)
6% (1/16)

19% (3/16)

100% (1/1)

100% (1/1)

100% (1/1)
100% (1/1)
100% (1/1)
100% (1/1)
0% (0/1)
0% (0/1)
0% (0/1)
0% (0/1)
100% (1/1)
100% (1/1)
0% (0/1)
0% (0/1)
0% (0/1)
0% (0/1)
0% (0/1)

0% (0/1)

75% (3/4)

100% (4/4)

50% (2/4)
50% (2/4)
50% (2/4)
50% (2/4)
0% (0/4)
0% (0/4)
0% (0/4)
50% (2/4)

100% (4/4)
50% (2/4)
50% (2/4)
50% (2/4)
50% (2/4)
0% (0/4)
0% (0/4)

0% (0/4)
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Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
For professional clinical support z;::‘gtz:l?éf“a' 13 53 36% (5/14) 25% (2/8) 20% (2/10) 12% (2/16) 0% (0/1)  50% (2/4)
For professional public health support Z;;':‘;L’l?;‘;’“a' 20 53 36% (5/14) 38% (3/8) 10% (1/10) 38% (6/16) 100% (1/1)  100% (4/4)
For other technical expertise Z;;'gg:l?;‘;’"a' 18 53 29% (4/114)  50% (4/8) 30% (3/10) 25% (4/16) 100% (1/1)  50% (2/4)
For financial support Zr‘:e':gz:‘c"l"éf"a' 16 53 36% (5/14)  50% (4/8) 20% (2110) 25% (4/16) 0% (0/1)  25% (1/4)
For workforce support Z;g:gg:l?é‘;’“a' 11 53 21% (3/114)  25% (2/8) 20% (2/10) 19% (3/16) 0% (0/1) 25% (1/4)
For administrative / logistics support Z;re'ggzl?é';’“a' 10 53 21% (3/114)  25% (2/8) 10% (1/10) 19% (3/16) 0% (0/1)  25% (1/4)
For other support Z&Z?gi;ﬁ?ﬁf”a' 2 53 7% (1/14) 0% (0/8) 0% (0/10) 6% (1/16) 0% (0/1) 0% (0/4)
Would not seek support E;Fe'gzgl‘:‘;:’"a' 3 53 0% (0114)  25% (2/8) 0% (0/10) 6% (1116) 0% (1) 0% (0/4)
Don't know For international 9 53 14% (2/14)  12% (1/8)  30% (3/10) 19% (3/16) 0% (0/1) 0% (0/4)

emergencies
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Table Q55C: By NPHI Size

Options

Level

total

<=500

>500

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For national emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies
For regional emergencies

For regional emergencies

25

35

29

29

20

18

16

24

19

19

14

13

10

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

53

52% (14/27)
67% (18/27)
52% (14/27)
59% (16/27)
44% (12/27)
48% (13/27)
1% (3/27)
0% (0/27)
15% (4/27)
22% (6/27)
41% (11/27)
30% (8/27)
37% (10/27)
26% (7/27)
30% (8/27)
7% (2/27)
0% (0/27)

15% (4/27)

42% (11/26)
65% (17/26)
58% (15/26)
50% (13/26)
31% (8/26)
19% (5/26)
8% (2/26)
15% (4/26)
19% (5/26)
38% (10/26)
50% (13/26)
42% (11/26)
35% (9/26)
27% (7/26)
19% (5/26)
4% (1/26)
15% (4/26)

23% (6/26)
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Options

Level

total

<=500

>500

For professional clinical support

For professional public health support
For other technical expertise

For financial support

For workforce support

For administrative / logistics support
For other support

Would not seek support

Don't know

For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies
For international emergencies

For international emergencies

13

20

18

16

1

10

53

53

53

53

53

53

53

53

53

22% (6/27)
37% (10/27)
30% (8/27)
33% (9/27)
26% (7/27)
22% (6/27)
7% (2/27)
0% (0/27)

15% (4/27)

27% (7/26)
38% (10/26)
38% (10/26)
27% (7/26)
15% (4/26)
15% (4/26)
0% (0/26)
12% (3/26)

19% (5/26)




Question 55 Is your NPHI involved in simulations, drills and excercises to aid preparedness for health emergencies?

Figure Q56
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Table Q56A: By Income Group

Options

Level

total

LIC

LMIC

uMIC

HIC

Drills, Exercises and Simulations
Drills, Exercises and Simulations

Drills, Exercises and Simulations

Training

Training

Training

Research and development
Research and development
Research and development
Sharing of best practice
Sharing of best practice
Sharing of best practice
Other

Other

Other

Within your NPHI

With national partners
With international partners
Within your NPHI

With national partners
With international partners
Within your NPHI

With national partners
With international partners
Within your NPHI

With national partners
With international partners
Within your NPHI

With national partners

With international partners

42

43

30

45

45

34

43

44

31

44

45

35

55

55

55

55

55

55

55

55

55

55

55

55

55

55

55

73% (8/11)
82% (9/11)
45% (5/11)
82% (9/11)
91% (10/11)
73% (8/11)
73% (8/11)
73% (8/11)
55% (6/11)
91% (10/11)
91% (10/11)
73% (8/11)
9% (1/11)
0

0

83% (10/12)
67% (8/12)
67% (8/12)

83% (10/12)

83% (10/12)
67% (8/12)

83% (10/12)

83% (10/12)
50% (6/12)
75% (9/12)
67% (8/12)
58% (7/12)
8% (1/12)

0

0

67% (8/12)
58% (7/12)
50% (6/12)
83% (10/12)
83% (10/12)
67% (8/12)
75% (9/12)
92% (11/12)
67% (8/12)
75% (9/12)
92% (11/12)
67% (8/12)
8% (1/12)
0

0

80% (16/20)
95% (19/20)
55% (11/20)
80% (16/20)
75% (15/20)
50% (10/20)
80% (16/20)
75% (15/20)
55% (11/20)
80% (16/20)
80% (16/20)
60% (12/20)
0% (0/20)
0

0
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Table Q56B: By WHO Regions

Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
. . . . I 80% o 70% 75% 100% o
Drills, Exercises and Simulations Within your NPHI 42 55 (12/15) 75% (6/8) (7110) (12/16) (1) 80% (4/5)
. . . . . . 73% o 60% 94% 100% 100%
Drills, Exercises and Simulations With national partners 43 55 (11/15) 62% (5/8) (6/10) (15/16) (/1) (5/5)
. . . . - . 33% o 50% 69% 100% o
Drills, Exercises and Simulations With international partners 30 55 (5/15) 50% (4/8) (5/10) (11/16) (/1) 80% (4/5)
- - 80% 100% 70% 81% 100% o
Training Within your NPHI 45 55 (12/15) 8/8) (7/10) (13/16) (/1) 80% (4/5)
- . . 80% o 80% 75% 100% 100%
Training With national partners 45 55 (12/15) 88% (7/8) (8/10) (12/16) (/1) (5/5)
- - . 60% o 50% 62% 100% o
Training With international partners 34 55 (9/15) 62% (5/8) (5/10) (10/16) (/1) 80% (4/5)
- 73% o 80% 81% 100% o
Research and development Within your NPHI 43 55 (11/15) 75% (6/8) (8/10) (13/16) (/1) 80% (4/5)
. . 67% o 100% 81% 100% o
Research and development With national partners 44 55 (10/15) 75% (6/8) (10/10) (13/16) (1) 80% (4/5)
I . 40% o 50% 69% 100% o
Research and development With international partners 31 55 (6/15) 75% (6/8) (5/10) (11/16) (/1) 40% (2/5)
. . - 80% o 70% 88% 100% o
Sharing of best practice Within your NPHI 44 55 (12/15) 88% (7/8) (7110) (14/16) (/1) 60% (3/5)
. . . . 73% o 90% 88% 100% o
Sharing of best practice With national partners 45 55 (11/15) 75% (6/8) (9/10) (14/16) (/1) 80% (4/5)
. . - . 60% o 60% 75% 100% o
Sharing of best practice With international partners 35 55 (9/15) 62% (5/8) (6/10) (12/16) (/1) 40% (2/5)
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Table Q56C: By NPHI Size

Options Level n total <=500 >500
Drills, Exercises and Simulations Within your NPHI 42 55 76% (22/29) 77% (20/26)
Drills, Exercises and Simulations With national partners 43 55 76% (22/29) 81% (21/26)
Drills, Exercises and Simulations With international partners 30 55 45% (13/29) 65% (17/26)
Training Within your NPHI 45 55 76% (22/29) 88% (23/26)
Training With national partners 45 55 83% (24/29) 81% (21/26)
Training With international partners 34 55 62% (18/29) 62% (16/26)
Research and development Within your NPHI 43 55 76% (22/29) 81% (21/26)
Research and development With national partners 44 55 79% (23/29) 81% (21/26)
Research and development With international partners 31 55 45% (13/29) 69% (18/26)
Sharing of best practice Within your NPHI 44 55 83% (24/29) 77% (20/26)
Sharing of best practice With national partners 45 55 90% (26/29) 73% (19/26)
Sharing of best practice With international partners 35 55 59% (17/29) 69% (18/26)
Other Within your NPHI 3 55 7% (2/29) 4% (1/26)
Other With national partners 0 55 0 0
Other With international partners 0 55 0 0
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Question 57 Following a health emergency, does your NPHI undertake an experience or lessons learned sharing activity, e.g. after-action review?

Figure Q57
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Table Q57A: By Income Group

Options Level n total LIC LMIC UMIC HIC
Yes, always 30 56 55% (6/11) 67% (8/12) 50% (6/12) 48% (10/21)
Yes, occasionally 22 56 36% (4/11) 33% (4/12) 42% (5/12) 43% (9/21)
Yes, rarely 1 56 9% (1/11) 0% (0/12) 0% (0/12) 0% (0/21)
No 1 56 0% (0/11) 0% (0/12) 8% (1/12) 0% (0/21)
Don't know 2 56 0% (0/11) 0% (0/12) 0% (0/12) 10% (2/21)

Table Q57B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, always 30 56 67% (10/15) 38% (3/8) 40% (4/10) 47% (8/17) 0% (0/1) 100% (5/5)
Yes, occasionally 22 56 27% (4/15) 50% (4/8) 60% (6/10) 41% (7/17) 100% (1/1) 0% (0/5)
Yes, rarely 1 56 7% (1/15) 0% (0/8) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
No 1 56 0% (0/15) 12% (1/8) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
Don't know 2 56 0% (0/15) 0% (0/8) 0% (0/10) 12% (2/17) 0% (0/1) 0% (0/5)




Table Q57C: By NPHI Size

Options Level n total <=500 >500
Yes, always 30 56 50% (15/30) 58% (15/26)
Yes, occasionally 22 56 43% (13/30) 35% (9/26)
Yes, rarely 1 56 3% (1/30) 0% (0/26)
No 1 56 3% (1/30) 0% (0/26)
Don't know 2 56 0% (0/30) 8% (2/26)

Appendices

267



268

Role of NPHIs in Health Emergencies

Question 58 Following a health emergency, does your NPHI undertake an experience or lessons learned sharing activity, e.q. after-action review?

Figure Q58



Table Q58A: By Income Group

Appendices

Options Level n total LIC LMIC UMIC HIC
Yes, always 26 52 70% (7/10) 42% (5/12) 70% (7/10) 35% (7/20)
Yes, occasionally 18 52 20% (2/10) 42% (5/12) 20% (2/10) 45% (9/20)
Yes, rarely 4 52 0% (0/10) 8% (1/12) 10% (1/10) 10% (2/20)
No 3 52 10% (1/10) 8% (1/12) 0% (0/10) 5% (1/20)
Don't know 1 52 0% (0/10) 0% (0/12) 0% (0/10) 5% (1/20)

Table Q58B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, always 26 52 67% (10/15) 57% (417) 38% (3/8) 31% (5/16) 0% (0/1) 80% (4/5)
Yes, occasionally 18 52 27% (4115)  29% (217)  38% (3/8)  44% (7/16) 1((1)%" 20% (1/5)
Yes, rarely 4 52 0% (0/15) 14% (1/77)  12% (1/8)  12% (2/16) 0% (0/1) 0% (0/5)
No 3 52 7% (1/15) 0% (0/7) 12% (1/8) 6% (1/16) 0% (0/1) 0% (0/5)
Don't know 1 52 0% (0/15) 0% (0/7) 0% (0/8) 6% (1/16) 0% (0/1) 0% (0/5)
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Table Q58C: By NPHI Size

Options Level n total <=500 >500
Yes, always 26 52 56% (15/27) 44% (11/25)
Yes, occasionally 18 52 30% (8/27) 40% (10/25)
Yes, rarely 4 52 11% (3/27) 4% (1/25)
No 3 52 4% (1/27) 8% (2/25)
Don't know 1 52 0% (0/27) 4% (1/25)




Question 59 Following a health emergency, does your NPHI Implement changes based on recommendations from a review?

Figure Q59

Appendices

271



272

Role of NPHIs in Health Emergencies

Table Q59A: By Income Group

Options Level n total LIC LMIC UMIC HIC
Yes, always 30 55 36% (4/11) 67% (8/12) 55% (6/11) 57% (12/21)
Yes, occasionally 20 55 27% (3/11) 33% (4/12) 45% (5/11) 38% (8/21)
Yes, rarely 3 55 27% (3/11) 0% (0/12) 0% (0/11) 0% (0/21)
No 1 55 9% (1/11) 0% (0/12) 0% (0/11) 0% (0/21)
Don't know 1 55 0% (0/11) 0% (0/12) 0% (0/11) 5% (1/21)

Table Q59B: By WHO Regions
Options Level n total AFRO AMRO EMRO EURO SEARO WPRO
Yes, always 30 55 47% (7115)  57% (4/7)  50% (5/10)  59% (10/17) 0% (0/1) 80% (4/5)
Yes, occasionally 20 55 40% (6/15)  43% (3/7)  30% (3/10)  35% (6/17)  100% (1/1)  20% (1/5)
Yes, rarely 3 55 7% (1/15) 0% (0/7)  20% (2/10) 0% (0/17) 0% (0/1) 0% (0/5)
No 1 55 7% (1/15) 0% (0/7) 0% (0/10) 0% (0/17) 0% (0/1) 0% (0/5)
Don't know 1 55 0% (0/15) 0% (0/7) 0% (0/10) 6% (1/17) 0% (0/1) 0% (0/5)
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Table Q59C: By NPHI Size

Options Level n total <=500 >500
Yes, always 30 55 45% (13/29) 65% (17/26)
Yes, occasionally 20 55 45% (13/29) 27% (7/26)
Yes, rarely 3 55 7% (2/29) 4% (1/26)
No 1 55 3% (1/29) 0% (0/26)
Don't know 1 55 0% (0/29) 4% (1/26)
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