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The Inter-Agency Standing Committee (IASC), created by the United Nations (UN) General Assembly in 1991, serves as the global humanitarian coordination forum of the UN s system. The IASC brings 18 agencies together, including the World Health Organization (WHO), for humanitarian preparedness and response policies and action. Early in the COVID-19 pandemic, the IASC recognized the importance of providing intensified support to countries with conflict, humanitarian, or complex emergencies due to their weak health systems and fragile contexts. A Global Humanitarian Response Plan (GHRP) was rapidly developed in March 2020, which reflected the international support needed for 63 target countries deemed to have humanitarian vulnerability. This paper assessed whether WHO provided intensified technical, financial, and commodity inputs to GHRP countries (n = 63) compared to non-GHRP countries (n = 131) in the first year of the COVID-19 pandemic. The analysis showed that WHO supported all 194 countries regardless of humanitarian vulnerability. Health commodities were supplied to most countries globally (86%), and WHO implemented most (67%) of the $1.268 billion spent in 2020 at country level. However, proportionally more GHRP countries received health commodities and nearly four times as much was spent in GHRP countries per capita compared to non-GHRP countries ($232 vs. $60 per 1,000 capita). In countries with WHO country offices (n = 149), proportionally more GHRP countries received WHO support for developing national response plans and monitoring frameworks, training of technical staff, facilitating logistics, publication of situation updates, and participation in research activities prior to the characterization of the pandemic or first in-country COVID-19 case. This affirms WHO's capacity to scale country support according to its humanitarian mandate. Further work is needed to assess the impact of WHO's inputs on health outcomes during the COVID-19 pandemic, which will strengthen WHO's scaled support to countries during future health emergencies.
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INTRODUCTION

On 30 January 2020, COVID-19 was declared a public health emergency of international concern (1). The World Health Organization (WHO) launched a global COVID-19 Strategic Preparedness and Response Plan on 4 February 2020 setting out the essential pillars required to reduce transmission of the virus, save lives, and protect the vulnerable (2). COVID-19 was characterized as a pandemic on 11 March 2020. While all countries were expected to be impacted, WHO and the international community recognized that countries with pre-existing fragile settings, conflict, or humanitarian crises would be disproportionately affected. Populations in these settings have high disease comorbidity burden, crowded housing, limited access to health or socio-economic protection services, and have a low capacity to implement public health and social measures (3).

The Inter-Agency Standing Committee (IASC), created by the United Nations (UN) General Assembly in 1991, serves as the global humanitarian coordination forum of the UN system. Comprised of 18 UN and other humanitarian agencies, including WHO, the IASC recognized that some countries needed heightened levels of support to deal with the initial immediate and urgent health and non-health aspects of the pandemic, including to secure supply chains and other essential services, and to avoid disrupting ongoing operations for pre-COVID-19 humanitarian emergencies. Coordinated by the UN's Office for the Coordination of Humanitarian Affairs, the IASC initiated the Global Humanitarian Response Plan (GHRP) on 25 March 2020, covering 63 countries deemed vulnerable (4, 5). The 63 countries included those with an ongoing Humanitarian Response Plan, Refugee Response Plan, or multi-country/subregional response plan, and countries that directly requested international assistance (4).

As part of its global mandate, WHO provides support to all 194 countries to prepare for and respond to health emergencies such as pandemics. However, following the Ebola virus disease outbreak in West Africa in 2016, WHO's role in emergencies evolved so that more intense operational support could be provided to countries with fragile settings or humanitarian crises (6). World Health Organization delivers its support to countries through its global, regional, and country presence, and by working with authorities, partners, and the broader UN system (7).

Considering the scale of the COVID-19 pandemic, WHO's global health mandate including to protect the vulnerable and its extensive country presence of 149 WHO country offices at the start of the pandemic, it is important to document WHO's support to countries and to assess whether these inputs were scaled according to different contexts. This study describes WHO's inputs to countries during the first year of the pandemic and to assess whether proportionally more of the 63-target humanitarian vulnerable countries, as defined by the IASC, received WHO's support compared to other countries.



METHODS

This analysis focused on WHO's technical, commodity, and financial support to countries. We compared the proportion of GHRP (n = 63) and non-GHRP (n = 131) countries receiving WHO inputs. For actions delivered through WHO country offices, all countries with a WHO country office (n = 149) were included in the analysis. Nine country offices provided support to more than one country. The list of countries is provided in Supplementary Table 1.

An online survey on WHO's country office inputs and actions was sent to all WHO country offices (n = 149) in September 2020. Questions focused on early actions including incident management support team activation; strategic, technical, research, and logistics support to countries; as well as the WHO country office role in the UN system response. Heads of WHO country offices were asked to complete the survey covering the period 1 January to 31 August 2020. Data from each survey response were cross-checked by two WHO reviewers at headquarters and regional offices, and, where needed, data were verified by e-mail or telephone.

We compared early actions by the 149 WHO country offices by measuring actions taken either prior to the first COVID-19 case being reported in each country or before COVID-19 was characterized as a pandemic (1). Data on the first case in country were ascertained from the WHO COVID-19 Dashboard (8) which used information received through official communications under the International Health Regulations (2005) until 21 March 2020. World Health Organization dashboard data reported after this date were compiled through WHO region-specific dashboards or aggregate count data reported to WHO headquarters daily. Countries where support occurred in the same month as first case reported or same month as time of pandemic characterization were excluded from analysis due to the timing within the month being unknown.

We analyzed the data on COVID-19 health commodities made available to WHO's 194 member states globally between 1 January and 31 December 2020. These data were extracted from WHO's internal shipment report, including items requested through WHO's dedicated supply portal. Data were extracted on 29 September 2021 and validated by WHO's Operation Support and Logistics Unit. The commodities were categorized according to biomedical equipment, diagnostic kits, therapeutics, and personal protective equipment.

We also compared data on COVID-19 funds spent by WHO country offices for country level response between 1 January and 31 December 2020. The data were extracted from WHO's financial management system on 30 September 2021 (9) and validated by WHO's Planning, Resource Coordination and Performance Monitoring Department. Expenditures were categorized according to (1) coordination; (2) clinical management, diagnostics, and operational logistic support; and (3) surveillance, technical guidance, and risk communication and community engagement. Of the 149 WHO country offices, four relied on financial implementation through regional offices rather than country office. A headquarters office based in a high-income country received funds to support the country response and was therefore included in the analysis.

Data were analyzed descriptively, and proportions were compared. Analyses were conducted in STATA v17.0 (Stata Corporation, College Station, TX, USA), using chi-square tests, or Fisher's exact tests where cells were <5, to compare actions taken in GHRP countries with actions taken in non-GHRP countries. We considered differences as significant at P ≤ 0.05.



RESULTS

All 149 (100%) WHO country offices completed the survey. Table 1 shows the comparison of WHO country offices' early actions, the role of WHO country offices in the UN system response, regional or headquarter deployments to countries, and the commodity support provided, separately by country vulnerability group (GHRP/non-GHRP).


Table 1. WHO COVID-19 support to countries according to Global Humanitarian Response Plan country status, 2020.
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Most WHO country offices (79%) activated their incident management support team for COVID-19 either before the individual countries reported their first cases or by the time of pandemic characterization, regardless of country vulnerability. The timing of support for priority interventions related to risk communication and community engagement, disease control measures, and maintaining essential health services was also similar across both country categories (Table 1).

A larger proportion of WHO country offices in GHRP countries supported authorities to coordinate regular health sector meetings, provided support for the development of the country's national response strategy, objectives, and operational plan; development of the country's response monitoring framework; capacity-building or training of relevant national and partner staff in technical areas such as surveillance, laboratory, and infection prevention and control; support for issuing situation reports, bulletins, or other periodic information products; and, support for logistics, supply chain, and procurement before the individual countries reported their first cases or before the time of pandemic characterization. Additionally, proportionally more WHO country offices facilitated participation in research and development activities in GHRP countries compared to non-GHRP countries (Table 1).

Most WHO country offices in GHRP and non-GHRP countries played a lead role in the UN Country Team for the COVID-19 response and in the coordination of the “Health First” pillar of the UN framework for the immediate socio-economic response for COVID-19 (10). Proportionally more WHO country offices in GHRP countries played a lead role in the coordination of health donors and coordination of the strategic preparedness and response plan (Table 1).

Most countries, regardless of vulnerability, received deployments from regional offices. Proportionally more GHRP countries received deployment surge support from headquarters compared to non-GHRP countries (Table 1).

World Health Organization procured and supplied critical COVID-19 health commodities to 167/194 (86%) countries globally, with a significantly higher proportion of GHRP countries receiving commodities when compared to non-GHRP countries (Table 1).

In 2020, WHO utilized US $ 1.268 billion for the COVID-19 response, of which US $ 848 million (67%) were implemented through 146 WHO country offices to support country level preparedness and response actions (Figure 1). Over twice the volume of funds were utilized in GHRP countries compared to non-GHRP countries (70 vs. 30%) (Figure 1). Per 1,000 capita, nearly four times as much was spent in GHRP compared to non-GHRP countries (Figure 1). The type of financial implementation was similar for both country groups, with most funds utilized to support clinical management including infection prevention and control, diagnostics, and commodities. However, the magnitude of that investment was greater for GHRP countries.


[image: Figure 1]
FIGURE 1. WHO's country office financial support to countries for COVID-19 in 2020 comparing the Global Humanitarian Response Plan target countries to other countries.




DISCUSSION

Two key themes emerge from this analysis. First, WHO supported countries regardless of country vulnerability status, and second, WHO did provide operational support to proportionally more countries with humanitarian vulnerability as defined by the IASC. With the mandate to promote health, keep the world safe, and to serve the vulnerable (11), WHO's strategy during the pandemic was to mobilize the entire Organization—headquarters, regional offices, and country offices alike—in support of a country-focused response. This strategic intent was demonstrated by the magnitude of financial support implemented at country level, and deployments to over 90% of countries with a WHO country office.

World Health Organization serves a unique normative, technical, and convening role globally (12), which is critical to prepare for and respond to an emerging disease. All countries benefited from technical guidance on disease control, risk communication, and community engagement, and maintenance of essential health services. Through WHO country offices, countries received technical and financial support for preparedness and response actions, essential health commodities, and leadership to mobilize through the UN system. COVID-19 highlighted that vulnerability can be universal, affecting countries of all income levels. As noted by the Independent Panel for Pandemic Preparedness and Response, WHO country offices should be sufficiently resourced and equipped to respond to the pandemic preparedness and response requests from national authorities (12). Strengthening and enabling WHO country offices will improve the resilience of countries for future emergencies.

The COVID-19 pandemic exacerbated inequalities that increase the risk of conflict and humanitarian suffering (13) and has overwhelmed health systems (14). Weak health systems and protracted conflict result in many countries being unable to deliver basic health, nutrition, and social services, and there are significant gaps in the capacity of many vulnerable countries to manage health emergencies (15). World Health Organization's scaled support to countries was clearly demonstrated across many country-level technical actions, in the coordination of strategic preparedness and response plans, and in the provision of essential health commodities. Although WHO financially supported all countries, the scale of support was much greater in countries with humanitarian vulnerability. Compared to offices in non-GHRP countries, a significantly larger proportion of WHO country offices in GHRP countries provided early leadership support, suggesting the importance of strong country-level partnerships in vulnerable countries and capitalizing on existing, well-established coordination, and response mechanisms (16) for public health and humanitarian crises.

This study showed that WHO country offices supported both vulnerable and other countries in research and development activities, indicating WHO's commitment to advancing equity in health research. The after-action review (17) of the 2009 influenza pandemic recommended that research protocols be developed to facilitate all countries to rapidly gather and contribute knowledge in pandemic preparedness and response. Several WHO initiatives including the “R&D Blueprint for Action to Prevent Epidemics” (18) and the “Pandemic Influenza Special Investigations and Studies” (19) have since been established by WHO to advance this agenda and strengthen research capacities among low- and middle-income countries. During COVID-19, research protocols such as the Unity Studies (20) and Solidarity Trials (21) were developed, and operational support was provided to countries for implementation.

Our analysis focused on vulnerability of countries from the perspective of a humanitarian mandate. The list of 63 countries deemed vulnerable was rapidly consolidated by the IASC soon after COVID-19 was characterized as a pandemic. Our results show the benefit of rapidly defining vulnerable contexts at the outset of the pandemic, as it translated to a greater scale of technical, commodity, and financial support channeled to them. Recognizing that vulnerability can be assessed in many ways, including through equity-focused qualitative and quantitative measures, a key observation is to conduct rapid vulnerability assessments so that global action and solidarity can be mobilized quickly to address the needs of the vulnerable.

This study has limitations. First, the focus is on WHO's inputs based on self-report and logistics and financial data. The study did not capture the perspective of countries and partners or the public health impact of WHO's inputs and actions. Understanding the trajectory, the evolving role of WHO country offices over the course of the pandemic, and the outcome of support, is critical to drive improvement and to enable WHO country offices to do better in future emergencies. While this has been explored for a subset of countries qualitatively (22, 23), further data and research are needed to enrichen the understanding of WHO's operational preparedness and response impact. Second, nine country offices provided support to more than one country, therefore the results of the analyses may not fully reflect the direct support to each country served by these offices. Third, this study explored WHO's inputs at country level using the IASC's pre-defined list of countries deemed to have humanitarian vulnerability. Data were not available to assess population level vulnerabilities or outcomes. Therefore, conclusions cannot be drawn about the impact of investments or whether vulnerable populations in different countries were served by WHO's inputs proportional to their needs.

The COVID-19 pandemic has impacted health, economies, communities, and individuals in a way no other public health emergency has before, with a particularly severe impact on vulnerable countries and populations (6, 13, 14). The pandemic's collateral damage in 2020 includes an increase in tuberculosis deaths for the first time in over a decade (24) and an estimated 60% increase in reports of gender-based violence coinciding with movement restrictions (25). Disparities continued in 2021 with inequities in vaccine deployment leaving high-risk groups in many countries unprotected (26). World Health Organization continues to support all countries globally and provide intensified support to countries with fragile settings, conflict, or humanitarian crises. Global leadership, solidarity including sustainable financing and commitment to its humanitarian mandate are critical for when future emergencies arise.
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