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STUDY BACKGROUND
Eastern Mediterranean Region (EMR) is a home for a wide range of 
emergencies and disasters from natural to human-made hazards 
(1,2). These include earthquakes, cyclones, floods, droughts, 
outbreaks, transportation crashes, conflicts, chemical, etc. 
Recent developments such as climate change, growing social 
unrest, and rapid urbanization are increasing the exposure of 
populations to, the frequency and magnitude of many of these 
types of events (3).  

Among the most important consequences of emergencies and 
disasters is their impact on health, including increased rates of 
mortality, morbidity, and disability. While deaths are the most 
obvious health impact of emergencies, other consequences include 
increased morbidity (e.g. due to injury, infections, 
malnutrition, chronic diseases, mental health disturbances), long-
term disability, and health system disruption. Emergencies can 
interfere with health service delivery through damage and 
destruction of health facilities, interruption of health 
programmes (e.g. vaccinations), loss of health staff, and 
overburdening of clinical services.  Furthermore, the costs 
related to emergencies and disasters can lead to extraordinary 
and catastrophic expenditures from the household level to 
national health budgets (4-6). Finally, a single disaster can set 
back development gains by many years, including on health 
systems. 
 
Over the recent past, emergency and disaster risk management have 
become a priority agenda for the EMR. More and more countries are 
getting involved in the actions of risk management focusing on 
evidence based planning. The need for such planning remains 
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critical due to the limited resources to support the work. 

Risk is defined as “The combination of the probability of an 
event and its negative consequences.” To minimize the risk, 
preparedness improvement is a key strategy, especially those with 
an all hazards approach. In fact, effective preparedness measures 
both within the health sector and within multi-sectoral 
arrangements are necessary for timely and effective response (7-
11).  

As defined by United Nation International Strategy for Disaster 
Reduction (UNISDR), preparedness is the knowledge and capacities 
developed by governments, professional response and recovery 
organizations, communities and individuals to effectively 
anticipate, respond to, and recover from, the impacts of likely, 
imminent, or current hazard events or conditions (12). 
Preparedness action is carried out within the context of disaster 
risk management and aims to build the capacities needed to 
efficiently manage all types of emergencies and achieve orderly 
transitions from response through to sustained recovery. 
Preparedness is based on a sound analysis of disaster risks and 
good linkages with early warning systems, and includes such 
activities as contingency planning, stockpiling of equipment and 
supplies, the development of arrangements for coordination, 
evacuation, and public information, and associated training and 
field exercises. These must be supported by formal institutional, 
legal, and budgetary capacities (12).

Measurement is the first step to enhance the preparedness. 
Despite frequent exposure of EMR countries to emergencies and 
disasters, and investing resources on training, exercises, etc, 
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the EMR region lack a metrics benchmark protocol to measure the 
health emergency preparedness and monitor it over time. 
Furthermore, the health information system of the member states 
does not include the disaster management indicators. This reminds 
us with this saying: If you cannot measure it, you cannot manage 
it! 
 
Many EMR countries have invested and engaged some sort of 
preparedness measures (13-16), but it will be important to keep 
the continuation of the progress that is why it will need 
benchmarking. In addition, while there some countries have done 
some preparedness assessment, but they have had following 
limitations: 1) they are mostly cross-sectional survey without 
repeating over time; 2) these activities are not integrated to 
the health systems so that the results do not corporate 
effectively to policy making and planning; 3) protocols are not 
standardized with an accepted benchmarks so that the results are 
not comparable and the validity remains uncertain. 

This research project aimed to develop and test a benchmark 
protocol for assessment of health emergency preparedness in EMR 
through a multi-state study supported by the Eastern 
Mediterranean Regional Office Special Grant for Research in 
Priority Areas of Public Health 2014-2015.
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OBJECTIVES
General objective

This study aimed to develop and test a benchmark protocol •
for assessment of health emergency preparedness in Eastern 
Mediterranean Region.

Specific objectives
Determine domains of health emergency preparedness and •
associated assessment indicators 
Develop an assessment protocol for health emergency •
preparedness including tool, calculator and implementation 
procedures 
Develop the benchmarks in line with preparedness domains and •
indicators
Determine the reliability, validity of the assessment tool, •
and evaluate feasibility and suitability of the 
implementation benchmark protocol 

METHODOLOGY 
Study design
This study benefited from a range of research methodology, 
corresponding to the specific objectives that included review of 
literature; qualitative research approach mostly by obtaining 
experts opinion; and field assessments. The study was implemented 
over following steps:

Step 1. Determine domains and measures •
Step 2. Determine index structure and calculator•
Step 3. Develop implementation guideline •
Step 4. Determine reliability and validity and test the •
protocol 

In regard with steps 1 to 3, the research team developed the 
draft versions of the domains, measures, index structure and 
calculator, and implementation guideline. Accordingly, the draft 
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versions were disseminated to the project advisers to seek their 
feedback. Finalization of the index domains was done during a 2-
day meeting in WHO/EMR where over 30 regional and international 
health emergency experts participated. 

After finalization of the main domains, the study continued with 
the research team via email correspondences to decide on the 
measures, structure, and calculator and implementation protocol. 
During this process, face and content validity of the index were 
improved, and acceptability of benchmark measure along with 
feasibility and suitability of implementation protocol were 
evaluated. The weights of each domain and corresponding measures 
were also determined based on consensus of the research team. 

I-CVI and S-CVI were calculated to measure the content validity 
of the index. To determine the reliability, a test-re-test was 
done within one month interval in five pilot countries.  

Study setting 
The study setting included health systems of EMR. The five member 
states including Iran, Iraq, Oman, Qatar and Sudan participated 
in testing the benchmark protocol. The preliminary arrangements 
were done with the key stakeholders in these countries (listed as 
the investigators), and the EMR Regional Advisor for Health 
Emergency Risk Management, to support and facilitate this multi-
state study. 

Data sources
We used different sources of data including: 

Scholar literature, organizational documents and reports •
Experts’ opinion from EMR member states, and international •W
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level. The experts were selected and invited form the 
disciplines of health care, and emergency (risk) management. 
Assessment at health systems of national level in Iran, •
Iraq, Oman, Qatar, and Sudan

Sampling method
Experts were selected through a purposive approach and upon their 
agreement to participate. The regional and international experts 
were selected and invited to a meeting in WHO/EMRO, according to 
their relevant expertise to the study objectives. In total 35 
regional and international experts participated in the study 
process. 
To test the benchmark protocol, five EMR member states (Iran, 
Iraq, Oman, Qatar, and Sudan) were selected based on their 
interests. In term of external validity, these five countries 
represented a wide range of both hazards exposure and health 
system development in the EMR. 

Data collection and procedure 
The study used two main strategies for data collection: 

First, collecting experts’ opinion and assessing their level •
of consensus on a) domains, and b) benchmark indictors of 
health emergency preparedness. An Excel based questionnaire 
was developed and shared with the experts. In addition to 
the investigation team, two research assistants were trained 
to manage the communications and data collection process. 
Second, the developed benchmark protocol was tested in the •
pilot countries. In each pilot country, two health staff 
assisted to collect data.

Coordination, monitoring and quality control
The study was coordinated by a team based in Disaster and W
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Emergency Health Academy at TUMS. The team included the principle 
investigator and two research assistants. In each of other pilot 
countries, a similar coordination team was assembled. The 
coordination was responsible for monitoring of the study 
implementation using a check-list addressing the main steps of 
the implementation including selection and training of study 
teams, coordination with authorities for data collection, and 
quality control of the process. 

Ethical considerations
The study protocol was approved by the Ethical Committee of 
Tehran University of Medical Sciences. No human subject was is 
involved in this research, except the experts that will 
participate to share their opinion about the different elements 
of the benchmark protocol. Depends on the experts’ preference, 
their comments over Delphi panel rounds were shared anonymously. 
No sensitive national or local data on emergency preparedness 
were released or disseminated. Furthermore, the national 
coordination teams were required to obtain approval from the 
relevant authorities first.    
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RESULTS
Our study resulted in a benchmark protocol that is able to 
measure health emergency preparedness in EMR member states. 
During the WHO consultancy meeting that was held in September 
2015 in Cairo, the name EMRO-10 was chosen for the index. Twelve 
advisers from 11 countries, representatives from two 
international organizations, representative from seven UN 
agencies and offices, and 15 WHO experts were consulted to select 
the core elements of preparedness assessment. Based on the 
universal consensus of the meeting participants, below 10 core 
elements were chosen: 

National Policy for Health Emergency Management 1.
National Plans for Health Emergency Management 2.
National Emergency Preparedness Program for Health3.
National Financing for Emergency Preparedness and Response4.
Rules of Conduct for Partners in Health Emergency 5.
Preparedness and Response
Health Facilities Preparedness6.
All-Hazards Risk Assessment of Health System 7.
Human Resources and Capacity Development8.
Information Management, Early Warning and Surveillance 9.
System

Advocacy, awareness development, and community 10.
participation

Accordingly, 87 benchmark measures were developed under 10 
corresponding to core elements. The I-CVI showed a range from 0.9 
(for 3 items) to 1.0 for 84 items. The S-CVI was calculated at 
0.99. The Pearson correlation coefficient was 0.95 (P value 
<0.001).      
 
The annex 1 presents the EMRO-10 along with its implementation 
manual. 
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DISCUSSION 
The research team believes this index is a simple, easy to do, 
reliable and valid to measure the health emergency preparedness. 
The results can be used for policy making and planning of health 
emergency preparedness.

Developing the benchmark protocol was a collaborative effort and 
real life experience involving about 40 experts from EMR and 
other regions. 

EMRO-10 needs to improved overtime. For this purpose, the EMRO-10 
Working Group will be shaped. The group includes subject matter 
experts in the areas of emergency management and heath care.  The 
group will be responsible for helping to improve and revise the 
protocol overtime. 
Today, the EMRO-10 includes 87 measures aimed at more fully 
reflecting our nation’s health emergency preparedness. 

The EMRO-10 has been validated to-date through stakeholder input 
from and extensive dialogue among the health emergency 
preparedness community at international, regional and country 
levels. However, it needs to be further validated and evolve via 
an ongoing stakeholder engagement process. Future validation 
efforts around accuracy and utility should look at how well EMRO-
10 predicts outcomes such as response and recovery during an 
emergency; and the extent to which EMRO-10 is used for its 
intended purposes by policymakers and planners. To answer the 
aforementioned questions, two approaches may be used: reviewing 
case studies of past disasters and compare the results of EMRO-10 
and actual outcome disasters; and collecting data during the 
response and recovery phases of future events that are then 
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matched against pre-event EMRO-10 results to determine the 
predictive capability of the index. 
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EMRO 10

The Emergency Preparedness Index for 
Health
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EMRO 10: the Emergency Preparedness Index for 
Health  

BACKGROUND

The magnitude and scale of prevailing crises and high potential 
for future such events in the Eastern Mediterranean Region 
underscore the importance of improving national capacity for 
emergency preparedness, response, and recovery for national, 
regional and global health security. This has further been 
emphasized in the Sixty-first Session of Regional Committee 
(2014) under the Agenda item 3(a) as EM/RC61/R.1 as Regional 
Director’s advice for Member States: (8.3) 

“Strengthen the capacity of health systems to prevent, 
mitigate, prepare for, respond to and recover from 
emergencies and crises following a whole-health and multi-
sectoral approach, and increase technical capacity in 
preparedness.”

Emergency preparedness is also a critical core capacity 
emphasized under IHR (2005) for attaining global health security. 

The health sectors of countries are continuously being tested by 
crises in our region. It is imperative to learn from these past 
practice-based experiences to shape and guide preparedness 
policies and plans in countries in the region to respond to 
emergencies from any hazard timely and efficiently. Furthermore 
the catastrophic impact of these crises on developmental efforts 
scaling back years of progress, further emphasize the importance 
of emergency preparedness. Only through a very effective and 
meticulous process, optimum level of preparedness can be attained 
in the countries’ health sector with adequate focus on health W
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systems. While it will need engagement of ‘everyone’ – health 
sector and beyond, this process as well will require intense 
advocacy and robust technical support to ensure that the 
preparedness is placed high on the priorities’ agenda in all 
countries. The response experience from various past emergencies 
clearly emphasizes the need for targeted emergency preparedness 
and thus the need for evidence on risk and vulnerability 
profiles. This risk assessment-and risk-profile based approach is 
also part of strategic re-think under IHR (2005). The re-think 
emphasizes selective focus upon critical, high impact priority 
elements under each IHR core capacity/capability to catapult IHR 
implementation especially as the expiry of 2nd (and last) 
extension – June 2016, looms closer. The newly formulated WHO 
policy framework on ‘Emergency and Disaster Risk Management for 
Health’ hence highlights the need for a risk management approach 
to emergency preparedness, as no country is immune to the 
increasing frequency and severity of emergencies regardless of 
attainment in terms of socio-economic and human development. All 
countries require evidence-based, clear policies and programmes 
to minimize the health and other adverse consequences of these 
emergencies. Furthermore these policies and programmes would need 
to be based on a comprehensive risk management approach that 
addresses all-hazards and is inter-sectoral. Similarly, the 
Sendai Framework for Disaster Risk Reduction also emphasizes the 
risk management approach to form the continuum of emergency 
management from preparedness, response to recovery. 

Based on those global references, EMRO took an initiative and 
developed the EMRO 10 that is a benchmarked emergency 
preparedness index for health. The index was developed through 
extensive expert consultation review, and a rigorous operational W
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research including field testing of the index in several regional 
countries, i.e., Iran, Iraq, Oman, Sudan, and Qatar.     

The expert consultation reviewed the current preparedness actions 
in the region and identified the most relevant preparedness 
actions that are optimum to support the countries in developing 
further emergency preparedness capacities for health sectors. 
Through this consultation a set of core preparedness elements was 
agreed upon to be the most relevant in light of global references 
and regional specificities.

In this document, the terms “health emergencies” refer to the 
health threats associated with new or newly emerging diseases, 
the accidental release or deliberate use of biological, chemical 
or radio nuclear agents, natural disasters, human-made disasters, 
complex emergencies, conflicts and other events with a 
potentially catastrophic impact on human health, including the 
potential implications of climate change. 

OBJECTIVES

The overall goal of EMRO-10 is to provide the WHO and EMR member 
states with critical information on health sector’s preparedness 
and readiness for emergencies and disasters. It acts as an 
advocacy tool and awareness methodology for WHO, member states, 
policy makers, donors, stakeholders, and communities. In the 
context of health sector’s preparedness and readiness for 
emergencies and disasters, EMRO-10 aims to:

Measure the member states progress on annual basis •
Develop a structured platform for discussion among •
stakeholders 
Identify shortcomings, gaps, and capacities•
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Enhance awareness of health stakeholders  •
Create prioritized evidences for action planning by the •
member states and EMRO
Guide the member states with benchmarked preparedness and •
readiness measures.  

GLOBAL GUIDANCE

EMRO-10 has been developed under following global guidance that 
underlines the need for all countries to be prepared for health 
emergencies: 

Emergency Disaster Risk Management for Health (EDRM-H)1.
International Health Regulation (IHR) 20052.
Sendai Framework for Disaster Risk Reduction (SFDRR) 2015-3.
2030 
Inter-Agency Standing Committee (IASC) Transformative Agenda 4.

PRINCIPLES

EMRO-10 considers the followings principles to measure the 
emergency preparedness for health at the member states:

All hazards1.
Multi-sectorial 2.
Whole Health 3.
Community approach4.
Risk management approach 5.
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SCOPE

Type of emergency: EMRO-10 is concerned about any type of health 
emergency including natural, man-made, conflicts and crisis. 

Administration level: EMRO-10 basically has been developed to 
measure the health emergency preparedness at the national level, 
however, its methodology has a flexibility to be used at any 
level of administration. In this case, the word “national” should 
be replaced with appropriate level of interest like “provincial”, 
“directorate”, district, etc.

Timing: EMRO-10 is a monitoring tool. It should be conducted on 
an annual basis.  

CORE ELEMENTS 

The EMRO-10 measures the health emergency preparedness in 10 core 
elements:

National policy for health emergency management 11.
National plans for health emergency management 12.
National emergency preparedness program for health13.
National financing for emergency preparedness and 14.

response
Rules of conduct for partners in health emergency 15.

preparedness and response
Health facilities preparedness16.
All-hazards risk assessment of health system 17.
Human resources and capacity development18.
Information management, early warning and surveillance 19.

system
Advocacy, awareness development, and community 20.

participation
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The EMRO-10 comprises three parts: 

User manualA.
Assessment form B.
Calculator C.

USER MANUAL

The user manual includes:

Pre-assessment activities•
Instructions on how to complete the assessment form•
Instructions on how to use the calculator•
Recommendation on how to prepare and communicate the report•

Pre-assessment activities 

The member states should establish an EMRO-10 Working Group 
before initiate the assessment. It is responsibility of the 
working group to coordinate the assessment, collect and compile 
information, and prepare the report on the findings along with 
recommendations. The working group should comprises a coordinator 
and 4 to 6 professionals from the decision-making level of the 
health ministry and experts from other institutions responsible 
for health emergency management. The coordinator of the WG is 
responsible for organizing and implementing the assessment, and 
ensuring that all members are briefed on the objectives and 
methodology of the assessment. If requested by the country, the 
WHO Country Office and/or the WHO Regional Office can provide 
technical support for the preparation and conduct of the 
assessment, including introductory training on its methodology. 

Instructions on how to complete the assessment form

The EMRO-10 includes 87 measures that are grouped in 10 core 
elements. The status of each measure can be recorded according to 
a three level score including none (0), partly (1), yes (2). 
Simply type appropriate score value. Consensus of the Working 
Group is required to assign a score to each item. You may use 
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column “remarks” for recording any further information related to 
the measure status. 

To ensure the maximum accuracy of the assessment, following 
source of information should be used for obtaining comprehensive 
results: 

Documents such as legislations, policies, annual reports, •
project reports, etc
Interviews with key informants and authorities•
Health and population databases •

Instructions on how to use the calculator

The tool is accompanied by an automatic calculator. It provide 
you with a summary result of the measurement of health emergency 
preparedness in your country. The summary results includes

Normalized preparedness score on 100-point scale•
Radar graph presenting scores of core elements•
Classified normalized preparedness score into five classes …•

The calculator considers equal weight to all core elements. Equal 
weight also has been considered for measures corresponding to one 
core element. 

Recommendation on how to prepare and communicate the report

The EMRO-10 Working Group is responsible for the report 
development and dissemination. The below topics can be 
highlighted in the report: Cover page, list of main contributors, 
acknowledgment, preface by high authorities, executive summary, 
introduction and the assessment context, assessment results, 
discussion, and key messages. 

The simplest way to disseminate a report is sending the printed 
copies to all stakeholders along with a formal cover letter. 
However, it does not mean that all stakeholders will read and use 
it for their programming. You may consider other means of W
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communications such as carrying out a workshop or seminar. You 
may also need to meet all key stakeholders in person to ask them 
if they saw and read the report, and if they have any question, 
concern or advice. 

ASSESSMENT FORM AND CALCULATOR

Assessment form and the calculator can be found in the Excel 
spreadsheet attached to this file. 

W
C
C
P
R
D
4
1
3
9
8
0
0
 
|
 
2
0
1
5
/
5
3
2
5
7
6



27

Acronyms

EMRO: Eastern Mediterranean Regional Office 

EDRM-H: Emergency Disaster Risk Management for Health 

IHR: International Health Regulation 

IASC: Inter-Agency Standing Committee 

SFDRR: Sendai Framework for Disaster Risk Reduction 

WHO: World Health Organization 
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