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1. Introduction

In an effort to strengthen humanitarian response to emergencies, the Inter-Agency Standing Committee (IASC) has adopted the ‘cluster approach’, whereby cluster leads are designated for nine sectors or areas of activity – in the case of health: WHO. The cluster approach should, inter alia, enhance partnership between NGOs, International Organisations, the International Red Cross Red Crescent Movement and UN agencies. 

The IASC Global Health Cluster is one of four technical area clusters; the other three are: Shelter, Nutrition and Water, Sanitation and Hygiene (WASH). The mission of the Global Health Cluster is to provide health leadership in emergency and crisis preparedness, response and recovery; prevent and reduce emergency-related morbidity and mortality; ensure evidence-based actions, gap filling and sound coordination; and enhance accountability, predictability and effectiveness of humanitarian health actions. 

The Rapid Health Assessment (RHA) is a component of the Inter-Cluster Rapid Assessment Tool and is to be used as such (especially as part of an assessment together with the three other technical clusters), or as a stand-alone tool. This accompanying document to the RHA Tool is divided in two sections: 1. Guidelines for the RHA Tool and 2. Comments to the Tool.
2. Guidelines for the Rapid Health Assessment Tool

2.1. Purpose of the RHA Assessment Tool
2.1.1. Objective

The RHA is part of the first quick multi-sectoral assessment in acute emergencies. The undertaking of the assessment implies recognition that there is a decision to be taken. In fact, the decision to intervene in principle may have been taken in most cases and be followed by the RHA to determine where, what and how. The objective of a health-related humanitarian intervention during the acute phase of an emergency is to reduce as rapidly as possible excess mortality and to stabilise the population’s health situation. The RHA is a collection of subjective and objective information in order to measure the damage and to identify those basic needs of the affected population that require immediate response. The RHA should also proactively discourage inappropriate forms of assistance.

The key questions a RHA has to answer are: 

· Is there an emergency or not?

· What are the type, impact and possible evolution of the emergency?

· What is the most severely affected geographic area and catchment population?

· What is the main health problem?

· What is the existing response capacity?

· What are critical information gaps for follow-up assessments?

· What are recommending priority actions for immediate response?

The RHA Tool is not a questionnaire with yes/no boxes to be filled in by the novice. Rather, it is about meaning and should serve, for the seasoned professional, as a checklist for data collection and a basis for the analytical framework.
2.1.2. Status quo and obstacles

Reporting on disasters is subjective and inconsistent. Crises, after all, are to a large part constructs, with donor interest, access, institutional mandates, priorities (including marketing interests) and capacities, personal beliefs and experience acting as important filters. The ‘system’ tends to prioritise humanitarian interventions rather than according to need, according to where it can be seen to demonstrate ‘impact’. Instances of mutual ‘constructions’ of crises by agency and donor have even been reported. The overall volume of emergency assistance any humanitarian crisis attracts is determined by three main factors working either in conjunction or individually
:

1. Intensity of media coverage

2. Degree of political interest of donor governments (particularly security-related)

3. Strength of humanitarian NGOs and international organisations present

The RHA Tool is an instrument to be used as part of a ‘relief industry’ with known characteristics: short and erratic funding cycles, fund-raising imperatives, donor preference for tight controls of implementing agencies, differences in priorities of beneficiary and donor governments, the pressure to demonstrate success of interventions and the ascendance of action over thinking. Separate needs assessments use a multiplicity of techniques for data-gathering and reporting and are usually conflated with individual agencies’ funding proposals, which prevent agreement on common objectives for humanitarian health interventions. Compartmented thinking is the rule, which produces duplications as well as gaps. 

It also has to be acknowledged that key policy decisions are rarely made on the basis of formal needs assessments. Donor governments have political priorities that may crucially limit the quantity of available funds. On the other hand, donors may be prepared to allocate resources on the basis of limited information, as a consequence of the trust built up with implementing partners. The latter themselves act in a very competitive market for funding and media attention and may tend to safeguard their own information to ensure donor support.

An important obstacle to objective needs-based interventions is the ‘law of the hammer’
, which produces supply-driven responses. Humanitarian actors tend to package situations in ways that highlight particular sets of problems to which they have proposed solutions and allow for falling back on familiar models.

2.1.3. Limitations and potential

Even with the adoption of the RHA Tool, the diversity of approaches and methodologies among humanitarian actors must be recognised. NGOs, for instance, will want to ascertain and better precise the nature of the needs of certain pre-selected beneficiaries or in their field of competence. Important is that findings are shared with all.

The key to ensure that health cluster members work collectively is the capacity of the lead agency; no-one feels compelled to collaborate in a situation where no-one is in charge. The success of health information coordination
 is a question of political and technical leadership. Whereas the former is rather a matter of statute recognition, negotiation power and competencies on the ground, the latter operates under consensus from all participating agencies on the methodological and implementation aspects of data production.

Lastly, the may be financial constraints to conduct a RHA: needs assessment are regarded as non-refundable investments. It has been claimed
 that donors be prepared to reimburse the cost for assessments that are well conducted, can be read independently of funding proposals and are shared with the system as a whole.

Despite these obstacles and limitations, there is a vast potential for the RHA Tool to improve the status quo:

First, it should help to get out of compartmented thinking, lead to a broader understanding of the context and needs instead of being geared towards individual organisational concerns. This includes agreement on common health objectives. Humanitarian aid can thereby be made more just and equitable if not between crises, but within the same crisis-affected country.

Secondly, it should help preventing turf wars. Agencies, instead of safeguarding their own information to ensure donor support in a competitive funding environment, may switch to sharing information and stressing, instead, their comparative advantage in implementation. This implies de-linking needs assessments from funding proposals, for which donor commitment is needed.

Thirdly, joint assessments foster synergy: individual agencies may be encouraged to respond with a limited effort they can sustain, knowing that others will provide the necessary complement. Joint assessments use resources more efficiently by minimising the existing duplication of efforts; they increase coverage and reduce gaps, produced comparable data through a shared methodology, prevent ‘assessment fatigue’ and lead to better understanding between different organisational cultures.

Lastly, there are a number of advantages for of using a standard template: it ensures that all important items of information are included, allows for quicker and comparable analysis and consolidates information from different sources into a single document.

2.3. Application of the RHA Tool
The RHA Tool will be applied upon occurrence of a technological disaster or of a rapid- or slow-onset natural disaster, after the outbreak of an epidemic or the onset of a sudden, large population movement. During a chronic Complex Emergency, it is to be applied when an area becomes accessible for a brief period or after a sudden localised increase of violence.

For undertaking a RHA, three main basic preconditions must be fulfilled that affect any framework for humanitarian action: 1. unimpeded access, 2. security, and 3. availability of funding. Needs assessments necessarily create expectations and are only meaningful if resources are available to back them up.
2.3.1. Categories of disasters

The Health Cluster distinguishes six categories of disasters:

1. Rapid-onset natural disasters, e.g. floods, earthquakes, tropical storms, volcanic eruptions; 

2. Slow-onset (natural
) disasters, e.g. drought, famine, desertification; 

3. Technological disasters, e.g. pollution, spillage, explosion, fire;
4. Complex Emergencies: armed conflict;
5. Epidemics, e.g. of cholera, meningitis, measles;
6. Sudden, large population movements.
Among the various ways of categorising disasters, none includes all while providing mutually exclusive categories. Floods are often associated with food shortages, epidemics are often nested within another disaster and sudden, large population movements – as well as famine – are usually the consequence of another disaster, too
. The latter two merit being listed separately, though, for purely practical purposes: their effects may be dealt with without tackling the proximate cause, such as in the case of food blockades or a refugee crisis. The above categorisation therefore doesn’t pretend to be more than a practical working solution. Other categorisations of disasters are helpful by highlighting specific aspects, such as:

· Magnitude of material damage: 

· High (e.g. dam breaks, tropical storms)

· Low (e.g. famine).

· Probability of occurring:

· low (e.g. nuclear energy, spillage from large-scale chemical facilities)

· uncertain (e.g. earthquakes and  volcanic eruptions)

· Duration of the damaging impact:

· Hours (e.g. earthquakes)

· Days or weeks (e.g. floods)
· Years or decades (Complex Emergency) 

· Number of human lives claimed: 

· Many (e.g. mudslides and tidal waves)

· Few (e.g. floods).
· Previsibility: 

· Low (e.g. technological disasters)

· High (Early Warning Systems exist for most types of slow-onset disasters, and surveillance for epidemics)

· Requirement of types of intervention:

· immediate relief interventions (e.g. earthquakes) 

· medium-term preventive measures (e.g. Complex Emergency)

· both immediate relief interventions and medium-term preventive measures (e.g. floods).

From the above, only one common characteristic of disasters becomes clear: their heterogeneity, which has to be multiplied with the number of possible contexts in which disasters occur. Amongst other implications, this complicates the task of creating and using one generic assessment tool that can be applied to such a variety of very different disasters and contexts. Assessment tools reviewed usually over-emphasise rapid-onset disasters that have short damaging impact, require immediate live-saving intervention and, moreover, occur in a small and homogeneous area.
The kind of disaster – and the context – affects therefore the whole process of the assessment in the sense that the disaster specificity has to be taken into account. According to each scenario, the thrust of the assessment will be different. In the case of an epidemic, for example, the five most important questions will be:

1. What is the geographical distribution of the cases and how many people are at risk?

2. How serious is the clinical evolution of the disease (Case Fatality Rate)? 

3. Is the epidemic still spreading?

4. What are possible means of transmission?

5. Can the local health services cope?

And in the case of a chemical/industrial accident, the four most important questions will be:

· What are the origin, place, nature, magnitude and distribution of the leak?

· Which are the chemical substances and harmful sub-products?

· What is the population exposed and the specific health risks?

· Can the local health services cope?

And so on, for each kind of disaster. One last important distinction is the one between, on the one hand, natural and technological disasters and, on the other hand, Complex Emergencies, especially with regard to the role of the State. It is the responsibility of the State to take care of the victims of natural disasters and other emergencies occurring on its territory. In most such disasters, therefore, the State is a willing and legitimate partner and must first declare the emergency and request international assistance before a RHA can take place. In Complex Emergencies, however, the legitimacy and territory of the State is disputed to the point that a State may not even exist, and if it does exist, it may have very limited authority and capability. Similar considerations hold true for the capacity of local institutions in either situation, which has important implications for local co-operation.

The above categorisations list a number of consequences of disasters. Among them are: material damage, deaths, severe injuries, disease outbreaks, food shortages, and mass displacement. Each kind of disaster produces a specific pattern; floods, for instance, cause loss of life, injury, destruction of houses and crops, and contamination of drinking water. Altogether, there is no standard agreed mechanism for defining the scale of a disaster or emergency: an earthquake affects usually less people than a tropical storm, but kills more. And Complex Emergencies usually have a more far-reaching negative impact than any natural disaster.

However, the top priority in the acute phase of any emergency is always to prevent excess mortality, immediately or for the mid-term, for which the RHA is an important tool.

2.3.2. The assessment process

The RHA is not an end in itself, but should be seen as a first step in a continuous process of reviewing and updating; it must provide initial assessment information as clearly as possible and build the basis for the implementation of more comprehensive follow-up assessment missions. The various assessment steps - rapid assessment, comprehensive assessment and monitoring/tracking - may in reality not be clearly distinct sequential processes: information has been gathered prior to the formal RHA and if there are specialists among the assessment team, they may immediately start gathering comprehensive information etc
. Also, information should still be relevant by the time it is processed and disseminated as a report. This, in turn, means that the systems for collecting and communicating data during the assessment must operate in real-time.

Fast-changing environments make the results of needs assessments valid only for a limited period; by the time the results reach the intended user, they often no longer deserve the predicate ‘rapid’. Time must therefore not be lost if the desired expertise for the assessment team is not immediately available - which is one of the reasons why public health generalists play a crucial role in emergency assessments.
At the beginning of a large, multi-actor response to a Complex Emergency or a natural/ technological disaster, a Humanitarian Information Centre (HIC) is liable to be established; the assessment team may be able to tap into the HIC’s capacity for information management and analysis and co-operate on technical issues, such as mapping.
The gap between the ideal and the possible is often wide in the humanitarian sector, which applies also to assessment practice. Crucial decisions need to be taken fast, which requires timeliness. Also, the nature of the crisis often means that the assessment is undertaken in the context of an ‘emergency’ and therefore conducted rapidly. While the objective of a RHA is to avoid decision-making without solid information, “paralysis by analysis” must be equally avoided – considering not only timeliness, but also the very high cost for added accuracy and comprehensiveness of information. 

In view of the heterogeneity of crises and contexts it is difficult to be over-prescriptive with regard to the timeline of a RHA. Most crucial are efficient procedures to facilitate the rapid deployment of the assessment team as soon as possible, within hours or days after the alert. Site visits are usually day trips; according to the number of sites and distances, the whole field visit should not take more than a few days and the report should be ready and disseminated within two weeks after the alert.
Sufficient time must be reserved for in-country briefing of the whole team and familiarisation with the RHA Tool (see below in chapter 2.5.2. on Field assessment) and, if need be, to overcome barriers to adopting a common tool. If there is sufficient time – and the perceived need – to adapt the Tool to the specific situation, or to agree on technical issues (such as local standards to be applied), this must be done with the consensus of and in co-operation with all stakeholders under the guidance of the Health Cluster lead. Lastly, the issue of how to deal with, or include, representatives of the mass media has to be settled.
2.4. Health Needs

A common pitfall in humanitarian action is to forestall the needs assessment by thinking in term of – largely pre-defined – intervention. The use of this RHA Tool should foster the process of reaching common objectives amongst those intervening to protect health, instead of individual agencies defining needs based on their organisational priorities and capacities. 
The term ‘needs’ is used to describe different things
:

· Basic human needs (food, shelter etc.)

· The absence thereof

· The need for a (specific) humanitarian intervention

In humanitarian situations, the term ‘needs’ is usually a conflation of the latter two. The RHA Tool should contribute to the effort to distinguish between them by assessing and analysing health needs thoroughly before jumping to the implementation of specific interventions. For any evaluation of a humanitarian intervention, the health needs assessment will provide the main basis for judging its relevance.
Another common mistake is to define health needs primarily as presence or absence of health services, rather than by the health status of the population and the risks it is exposed to. While ‘health service needs’ do play a key role in assessment and intervention, they are only part of, and must be clearly distinguished from ‘health needs’. 

The art of the assessment is to establish links between the three determinants of health needs - health status, health risks and available health care - and to determine the possible role of humanitarian aid to improve health status.

2.4.1. The ‘Ocean of needs’

In the field, the assessor is often confronted to a veritable ‘Ocean of needs’ (figure 1). Health services in developing countries often present already a deficit in covering the health needs, as shown on the left side.  

Figure 1: The ‘Ocean of needs’
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A disaster has three effects on the baseline situation on the left:

1. Additional health needs arise, such as mass trauma (earthquake) or weapon injuries (armed conflict);

2. Health needs that were already present are exacerbated (e.g. malnutrition and infectious diseases, owing to new exposure and/or lack of prevention:

3. Basic needs emerge, owing to the shrinking capacity of health services. This results in lack of both prevention and early treatment.

Differentiating between these three kinds of needs has important practical implications. The ‘prototype’ of humanitarian action – still widely used for fundraising purposes – is the one that covers additional needs: saving lives with a timely intervention during a very limited time span. In practice, however, many health needs in emergencies are not amenable to such kind of interventions because they belong to one of the other two categories. Meeting exacerbated needs requires more long-term planning and funding, as well as co-operation with local institutions, and the burden of basic emerging needs can only be counteracted by (re)establishing some form of Primary Health Care
.

2.4.2. Standards and thresholds

There isn’t any system-wide framework for judging the relative severity of crisis situations; even individual organisations lack consistent criteria and thresholds for response and tend to rely on familiar, convenient approaches regardless of their appropriateness to the context at hand. 

The RHA tool should foster the use of agreed and appropriate standards against which needs can be measured and to define aid priorities calculated on the basis of need alone. There is widespread agreement to use Crude Mortality Rate (CMR) and the nutritional status of under-5s as common indicators, to which Under-5 Mortality Rate (U5MR) is often added. For all these, agreed-upon standards exist. A Global Acute Malnutrition rate of >10%, for instance, is considered critical and if it reaches 20%, requires immediate humanitarian intervention (see Nutrition Cluster Assessment Tool). For mortality rates, the rule has been established that humanitarian intervention is required when the baseline mortality rate doubles; for Sub-Saharan Africa, for instance, the alert threshold is reached when CMR reaches 1 death per 10’000 per day, or 2 deaths per 10’000 per day for U5MR (see chapter 3.5., in the Comments to the Tool).

A widely accepted set of other health standards is contained in the Sphere standards. Among the caveats to the unreflected use of Sphere standards is the fact that in some poor countries these standards aren’t achieved even in ‘normal’ circumstances, or the argument that they seem to be premised for relatively simple conditions such as camps for displaced populations. 

As mentioned, the critical threshold for CMR is different for various regions in the world (although the benchmark of >1/10’000/day is sometimes used as the universal one). There is a fine line, however, between defining - apparently legitimately - regional benchmarks and re-defining local norms that reflect acceptance of chronic critical situations and raise the threshold for response. There are limits, therefore, to the contextualisation of need; some argue that at the ‘upper end’ of the scale of risk, absolute and not relative standards should be applied.

Even if benchmarks are agreed upon and data are available, the analysis must tease out the meaning of the raw figures, for which the concept of the ‘Ocean of needs’ can be drawn upon. A high civilian mortality rate, for instance, can reflect the intensity of an armed conflict or a – possibly pre-existing fragility of both the affected population and the health services. 

There are limits to what numbers can do, though, even if recognised benchmarks are widely overstepped. 

The evidence of mortality in the case of Darfur, the Democratic Republic of Congo and Uganda – just to name recent examples - has failed to elicit an appropriate international response. On a more general level, the public is notoriously bad at assessing needs: millions of child deaths from malnutrition and diseases do not stimulate the humanitarian impulse in the same way as do sudden-onset disasters. Lastly, a caveat is indicated for the situation when benchmarks finally get below emergency thresholds. The conclusion that humanitarian assistance can then stop may be a fallacy, especially when the indicator are low owing to an ongoing humanitarian intervention. 

2.4.3. Rights-based approach

Humanitarian intervention can be argued for as a right, as an entitlement, and not as a response to needs. In fact, the right to receive humanitarian assistance, and to offer it, is a fundamental humanitarian principle. 

According to UNHCR, applying a rights-based approach entails
:

· Understanding the structural causes of the non-realisation of rights and analysing who bears the obligation to uphold specific rights;

· Assessing the capacity of rights-holders to claim their rights, and of duty-bearers to uphold their obligations, and then develop strategies to build these capacities;

· Monitoring and evaluating programmes according to Human Rights standards and principles;

· Informing programmes on the basis of recommendations of international human rights bodies and mechanisms.
A rights-based approach is also founded on the principle of participation and of working with the communities to promote change and respect for rights, both at the individual and at the community levels.

Applying a needs-based or rights based approach, however, should not entail divergence or even conflict; in practice, rights still tend to be expressed in terms of material needs. The chief value of the rights based approach is the reminder to hold all the responsible authorities to account. 

2.5. Methodology 

The assessment methods chosen have to provide a full picture of the scope of the emergency in a very limited time span. This includes the definition of standards against which problems, needs and resources are to be measured - be it the status quo ante, standards of the surrounding area or region, or ‘ideal’ standards. The assessment methods must involve the affected population and other stakeholders as much as possible.

2.5.1. The assessment team
The broad analysis needed in a RHA calls for the use of public health generalists rather than specialists; this also has the advantage of increasing flexibility and reducing lead time and expense. Mixed assessment teams of generalists and specialists are not to be excluded, with the caveat of the above-mentioned ‘law of the hammer’: the potential specialist bias. Subsequent in-depth assessments, however, will be are carried out mostly by specialists.

In order to minimise biases (e.g. of mandate), a balanced team composition is crucial, especially with regard to:

· Knowledge and expertise, 

· Organisational representation (it should include representatives from government, UN and International Organisations, Red Cross Red Crescent Movement and NGOs),

· Gender (including interpreters),
· National and international experts,
· Insiders and outsiders (the former are familiar with the context, but may bring preconceptions; the latter lack familiarity, but can provide a useful perspective of distance) 

· Attitude (e.g. interventionist vs. developmentalist).

Multifunctional, multi-disciplinary teams see more than homogenous teams; the constant interaction between different professionals maximises the iterative process of generating hypotheses, discerning patterns and uncovering variation and complexity. 

Responsibilities within the team are to be defined (e.g. coverage by sector or by geographical areas) and a team leader has to be chosen. For each member that doesn’t speak the local language, an interpreter has to be included. 
2.5.2. Field assessment

Key activities of the assessment are the following: 

1. Planning the mission

2. Field visits

3. Analysis

4. Report writing 

5. Dissemination

In reality, though, the assessment is rarely such a straightforward linear process; many of these tasks overlap.

Key components of the planning stage are obtaining security clearance and informing local authorities, as well as and donors and other decision makers. Tasks are to be described and divided and a timetable is to be established. The assessment tool has to be introduced and explained, including aspects such as confidentiality and how to introduce the assessment team. 

If there is a felt need (and, crucially, time) the tool may be adapted to the specific disaster and context. In this case it is recommended to invite all stakeholders to a one-day workshop for a revision. Translation of the tool into a common administrative or even local language may be necessary. If the assessment includes formal sampling methods, these should be introduced and tested, for instance a random household selection process.

It has to be kept in mind that actual time spent at a specific location will rarely surpass 2-3 hours; the tool is conceived so it can completed within this time span. Lastly, it is recommended to include a GPS in the assessment equipment to facilitate mapping.

2.5.3. Background on methodology

Key factors that contribute to the usefulness of a RHA are the combined experience and expertise of the assessment team and the quality of analysis. “Mastering the art of gaining intelligence through rapid appraisal techniques infers the previous mastering of the science of information management”
. Annex I presents a reminder of a number of basics, dealing very briefly with the three fundamental problems epidemiology confronts: bias, sampling error and measurement error. 
Formal, probability sampling methods should be used whenever possible; their application in a RHA will be rare, however, which stresses the importance of at least recognising the pitfalls and limitations of non-probability sampling. Convenience sampling – the most commonly used in a RHA - is liable to introduce huge biases: the well-educated, well-dressed English-speaking young man that volunteers information may not tell the same story as the poor widow belonging to an ethnic minority inhabiting far-away hamlets. RHAs will often use purposive sampling methods such as snowball or chain sampling (whereby one respondent indicates the next one) and case sampling (the search for extreme and typical cases).

Triangulation is an important process to minimize the potential for bias and measurement error. Information is triangulated through intentionally varying the assessors, their data-gathering techniques and the sources of information.

A constant trade-off has to be made during the assessment between speed and measurement accuracy. The nature of the emergency, especially the urgency for implementing live-saving measures, may tilt the balance toward the former in case of an earthquake and towards the latter in case of a long-lasting Complex Emergency.

2.5.4. Assessment methods

The methodology applied should reveal acute threats to life and health (actual or potential) and provide a means of determining the appropriate form of intervention. In sudden-impact disasters interventions against demonstrated causes of death are time-critical and have to rely on resources already present. Complex Emergencies, on the other hand, require appropriate responses that are based on more sophisticated understanding. 

Beyond knowledge of the local context, technical skills are needed in selecting the relevant information to be collected and the sites to be visited. A RHA is based much more on direct observation and secondary information rather than on data collection and statistical analysis. The primary source of intelligence is the unused information scattered around the crisis environment, waiting to be tapped. The following constitute the core methods for a RHA: 

· Review of existing information 

· Interviews 

· Observation

· Rapid surveys

Existing information to be reviewed are agency and administrative reports, maps and routine statistics on demography, health indicators gathered by health services and programmes, at national and local level.

Interviews will take the form of semi-structured interviews (as opposed to questionnaires), whereby the assessment tool serves as a rough checklist. Care has to be taken, though, that important and salient topics that are not on this generic checklist are not inadvertedly omitted. 

Most interviews will be held with key informants selected either because they are supposed to possess specific information (government officials, community leaders, other organisations, health professionals) or they are representative of a category of the population among the affected population. Local key informants, however, are often better-off, better-educated, and more powerful members of the community, which may introduce a bias. They may well not represent the views of the more vulnerable groups of the society. More seldom, respondents will be randomly selected, such as in household interviews.

Group interviews
 (e.g. with health workers or the affected population) have the advantage of giving access to a large body of information in a relatively short period of time. They can be used for mutual checking and for sensitive types of information (asking a single person may cause embarrassment) and have a built-in self-correcting mechanism; they can also produce rapid information on changes.

Direct observation not only of the environment and infrastructure, but also of events, relationships, and processes produces useful information on the general status of the context and population and also on many functional aspects (e.g. of the hygienic conditions in a health facility). There is the potential for bias, however, that may result from only seeing a particular part of an emergency. A useful form of observation are transect walks: a relaxed stroll with key informants through an area of interest, which provides an opportunity for observation and discussion.

Surveys. Statistical and epidemiological techniques can only rarely be applied in the messy context and under the time constraints of an emergency. They are crucial, however, together with field experience, for developing hunches for figures and guiding the analyst in gradually making sense of poor data. If ever it is possible to conduct a formal survey, the initial steps to be taken are the following:

1. Define what you need to know (not what you like to know)

2. Define the basic sampling unit (e.g. individuals or households)

3. Prepare the ground for on ongoing surveillance (e.g. sentinel sites, repeat surveys, or strengthening an existing Health Information System)

Surveys will be employed to inquire into morbidity, mortality (including the main causes) and nutritional status. Sampling methods have been introduced in Annex I. Crude Mortality Rate (and Under-5 Mortality Rate) and the nutritional status of under-5s are the recognised basic indicators to be measured in emergencies. As a first step to assess the nutritional status, a survey may measure Mid-Upper Arm Circumference (MUAC), before more sophisticated anthropometric measurements can be applied in a later phase. According to the type of emergency, other indicators can be used (e.g. informing on specific morbidity); the challenge lies in selecting those that can be tracked and discussed. Wherever possible, a user-friendly software such as EpiInfo is to be used for data processing.
Proxy indicators can be used where there is a proven link, e.g. bed net use, which has a proven impact on malaria-related morbidity and mortality. Risk indicators can be introduced, such as the percentage of households without latrines, or staple food prices.

Mortality is the key indicator for measuring the severity of a disaster. It is also the ultimate outcome indicator for a humanitarian intervention. Individual programmes, however, should not be judged on the basis of mortality rates, but only entire relief operations
. Mortality rates are often of highly political nature and figures liable to be manipulated, into one or the other direction. Even if reliable rates are available, the causal relationship between health interventions and mortality is not always obvious, owing to multiple causes of the latter. Execution of a mortality survey, including data entry, analysis and reporting, can take between one week and one month. Establishing the causes of death is anything but straightforward (see chapter 3.5. in the section Comments to the Tool).
Mortality estimates during RHAs are often made through non-representative samples: in food distribution or vaccination lines, or through local leaders. This kind of sampling is riddled with potential bias and ultimately, less cost-effective than proper studies. Most importantly, data from convenience surveys suggesting low mortality should under no circumstances lead to a conclusion that death rates are indeed low. In conclusion, establishing ongoing mortality surveillance instead of conducting one-off surveys is highly advisable from the very onset of any humanitarian intervention.

Behind the search for hard data, however, lurks the danger of reductionism: the tendency to cut a subject down to smaller and smaller parts so that the variables can be controlled and altered and cause-effect relationships attributed. In a RHA in an emergency situation, it is better to be ‘roughly right than being precisely wrong or precisely late’. No formalised, ‘technical’ approach can substitute common sense, a solid cultural background, field experience and familiarity with the issues at stakes
. 

2.5.5. Data collection 

The key to efficient and effective data collection is to tap into local knowledge consulting knowledgeable people. Where there are intact (health) systems, the assessment team should work from the inside to the maximum extent. The constraint has to be taken into account, though, that there are often very few local focal points for many external actors. Also, ‘assessing’ the affected population is not the same as ‘consulting’ the affected population, whose priorities have to be taken into account, beyond assessing the objective health needs.
The assessment team must look for marginalised groups and ensure that their interests are considered; the powerless are often most at risk, but unassessed because insecurity means that agencies cannot reach them. During group interviews, it is important not to allow dominant persons to control the discussion and prevent the voice of others to be heard. In order to have access to a population, the team must often pass through a ‘gatekeeper’: someone in authority whose approval is needed before the assessors can proceed to contact individual informants. The gatekeeper’s approval acts to legitimate and sponsor the assessment.

The assessment team must ensure an appropriate and equitable gender representation: a balanced ratio of women and men has to be consulted about their health needs. Men and women, girls and boys bring different issues to the table, highlight different concerns. The assessors should conduct group interviews with women, men, girls and boys together and separately.

Certain issues place high requirements on confidentiality. While information about protection issues may be used in the report, their sources must be treated confidentially. Collecting data on Sexual and Gender-Based Violence requires time and confidence-building measures and may not be possible during a RHA.

Blank entries in the checklist can be progressively filled by triangulating data among informants. If there is no access at all to an area, a range of proxy indicators can be agreed on and made transparent in the analysis and report. Lack of access for the assessment, however, may have similar implications for a humanitarian intervention.

2.5.6. Analysis

A divorce of data collection from analysis is an artificial and not altogether desirable separation. The process of analysis should not be seen as a distinct, final stage of the assessment research, but rather as part of the iterative process of assessment design and of data collection. For the final analysis, elements from different assessors and localities – the RHA Tool should assure that they were collected in a fairly homogeneous way – are compared and aggregated in order to compose a consistent, meaningful picture of health priorities.

The interpretation of – mostly qualitative – data gathered in a RHA is not as straightforward as for formal, quantitative surveys. Subjective judgement plays therefore an important role and triangulation of data is crucial. The team leader must both tease out generalisations among the existing variability and seek out variations and conflicts and try to explain these.
The question of impact must be included in humanitarian interventions throughout the project cycle; impact, however, can only measured if there are either before-after data or data from a comparable control group. Finding and presenting baseline information, i.e. what was the situation prior to the disaster, is vital to compare vulnerability before and after the disaster and to differentiate between chronic and emergency needs. Where no baseline exists, established international or regional norms can be used instead.

Quantitative data must be presented in the form of rates or percentages, not just absolute numbers. For the interpretation of rates, however, the size of the denominator matters; if it is too small, it will not produce statistically significant results (one maternal death among four deliveries does not amount to a maternal mortality rate of 25’000 per 100’000 live births). Trend analysis is even more important than one-off rates
. A general caveat is indicated for over-reliance on quantitative techniques and numbers, especially if poor data are presented in neat tables and coloured graphs.

Other common conceptual pitfalls for the analysis are
: 

· To apply a micro approach to macro issues. The main ailment of the health sector, for instance, the sudden absence of top-level management functions, is not visible at health facility level;

· To apply a short-term, survival-oriented perspective to problems calling for long-term, recovery-oriented solutions;

· Losing the sense of priority. Everything is looked at; long checklists are used in conjunction with inadequate analysis. In a world where timeframe and resources are uncertain, everything becomes the priority need to address;

· Jumping to assess end-results of long chains of events, bypassing local knowledge and ignoring surviving systems and structures;

· To assess needs with already a response in mind. Unsurprisingly, enquirers can easily ‘find’ the needs their agency had the tradition, the technical means and, potentially the money to address them.
Gender analysis includes disaggregating data, whenever possible, by age and sex. Differences have to be sought out between men’s and women’s experiences: are women, girls, boys and men differently affected by the crisis? How? Has the crisis affected differences in men’s and women’s roles, responsibilities and decision making power?

If information required is deemed relevant but unavailable, this should be explained in the report; especially, it should never be assumed that no information means no problem. It should be clearly stated, for instance, which population groups have been omitted, and efforts should be made to return to them at the first opportunity. 

In RHA, which is based much more on qualitative than qualitative data, and is subject to huge biases, measurement errors and the pitfalls of convenience sampling, assumptions made by the assessors play a major role. One erroneous assumption can completely alter the interpretation of the whole data set, such as the assumption that the displaced are the most vulnerable. In a published incident from Darfur, the displaced encountered in the wadis were later identified as those who still had cattle remaining and were, in fact, the richest segment of the population
. Assumptions about needs and risks of a particular groups should therefore be tested and always made explicit, as well as assumptions about what will work among the recommendations made, and why.

2.5.7. Reporting

The RHA report must be clear, standardised, action-oriented, timely, and widely distributed. The description of the assessment includes the methods chosen, their limitations and the main assumptions made by the assessment team. Also, whether efforts were made to obtain data that might contradict or modify the analysis, for instance, by extending the sample.

A model outline for a rapid assessment report includes the following headings:

1. Executive summary

2. Assessment

3. Background

4. Affected population

5. Needs and resources

6. Capacities

7. Current Reponses
8. Conclusions

9. Recommendations

10. International aid needed

11. Forthcoming  reports

12. Annexes (e.g. maps, details of the assessment history, basic descriptions of health facilities)
3. Comments to the RHA Tool

3.1. Context 

A good context analysis is a key factor for the potential success of a humanitarian intervention. Whether the State is strong and taking the lead in providing assistance, for instance, or whether it is virtually non-existent, as it is often the case in Complex Emergencies. In the latter case: what category can the armed conflict be ascribed to (e.g. proxy war or separatist war)?

Can State institutions be strengthened or will humanitarian interventions have to bypass rump institutions? A rapid stakeholder analysis should include description of means and motivations of key actors, such as a Red Crescent Society. In case of Complex Emergencies, the stakeholder analysis must include armed forces, both regular and irregular, and must be more than summary, owing to the more complex implications for humanitarian intervention. Trend analysis should include factors that affect personal security and safety of the affected population and of humanitarian staff.

3.2. Geographical boundaries

3.2.1. Definition

The definition of the kind of location the assessment describes helps preventing population double-count or creating false certainty about population denominators. Ideally, parts of the assessment describe the situation in geographical areas representing administrative areas (e.g. districts) that are mutually exclusive and add up to the territory of the next higher administrative unit (e.g. a province). More commonly, however, the assessors refer to a point location - a camp or a village - or the catchment area of a health facility, which does not provide neat results as in the former case. Though the ideal can rarely be achieved, the assessors must at least make the distinction. In case of well-defined point locations, the indication of GPS co-ordinates is useful for later reference and for establishing maps. Cities can be broken down into pre-defined or opportunistic neighbourhoods.

3.2.2. Environment and infrastructure

The description of climate and foreseen changes of seasons has obvious consequences for present and changing needs, e.g. for heating or water supply. A practical description of the logistical infrastructure is vital for a later humanitarian intervention, as it will face the same constraints as the assessors.

Description of factors of environmental health will not always have the same relevance, which is probably highest in the case of temporary settlements or massive destruction. Places of temporary settlements have to be scrutinised for suitability: with regard to environmental factors (e.g. availability of cooking fuel), logistics (access) and security (in case of refugees, including the distance to the border). 

3.3. Affected population 

3.3.1. Population numbers

Estimates of population numbers are notoriously difficult to make in crisis situations (especially in ‘open situations’), which is why some even argue for the development of specialist capacity for demographic assessment in humanitarian crises. Population figures, if available, are often given for point locations such as villages and towns; their sum, however, may exclude a sizeable part of the rural population. Population numbers are politically highly sensitive (especially where linked to the potential reception of benefits); in fact, they are often the result of negotiation between beneficiaries, local authorities, and humanitarian actors.

In practice, projections from previous census are often used, though these may be decades old, and the population growth rate since is unknown. Where National Immunisation Days are taking place, the number of children vaccinated is often adjusted for coverage and age in order to estimate population figures. Important is that the assessors make the basis for their population estimates known.

Complex Emergencies are especially difficult cases: population growth stops being monitored, the war-related death toll is unknown, large parts of the population are mobile and access to all areas cannot be taken for granted. Quantifying the numbers of Internally Displaced Persons (IDPs) is near-impossible, owing to temporary displacement and dispersion among and integration within kinship populations.

A full enumeration or census of a population may be possible, if at all, in ‘closed’ settings such as camps. Otherwise, if more accurate figures than the ones mentioned above are required, methods of rapid population estimation are to be employed. Among these, the Quadrat method and the T-square method are the most recommended, whereby the former is considered simpler to perform
. 

The Quadrat method calculates the average population size living in a square block of known area and extrapolates the total population number to the total surface. The range of population counts within Quadrats (i.e. the difference between sparsely populated and dense areas) can present a methodological problem, as well as the method to count Quadrat population: by household or individuals.

The T-square approach extrapolates the total population number from the number of people per household by analysing the spatial distribution of housing units throughout a site. Methodological difficulties are the difference encountered between the present and the general household population, as well as the decision to include, or not, empty households, or getting reliable information about households where the head of household is absent. 

Both satellite imagery and aerial photography can complement such ‘ground-based’ measurement methods.

The assessment has to make the clear distinction between the total population of a given area, the population affected by the disaster and the population that can effectively be reached through a humanitarian intervention. The key figure, however, is the number of the affected population.
3.3.2. Demographic profile

The assessors have to attempt to disaggregate the affected population demographically: by ethnicity, religion, age, gender, urban or rural population etc. It is useful to give the size of ethnic/religious groups as portion of the whole population, and to mention, for instance, other nationalities resident in the location. Care has to be taken when employing terms as ‘household’ or ‘family’; concepts and definitions vary across cultures. 

As a minimum, the male/female ratio and portion of under-fives has to be established. If possible, an age-sex pyramid should be constructed. The sex distribution can be influenced through migration or recruitment into armed forces. A typical age breakdown for a developing country looks as follows:

· 0-4
years:

12.4 %

· 5-9
years:

11.7 %

· 10-14
years:

10.5 %

· 15-19
years:

  9.5 %

· 20-59
years:

48.6 %

· pregnant

  2.4 %

3.3.3. Vulnerability

Vulnerability can be linked to characteristics of individuals (e.g. disabled, old, single women, unaccompanied minors) or population groups, according to ethnicity, socio-economic status or location. 

Vulnerability has to be defined in each emergency situation according to the specific risk: with regard to starvation in the case of drought, for instance, or the risk of being shelled or of contracting malaria in certain locations. The assessors have to justify why groups or individuals are considered vulnerable.

3.3.4. Population movements

Not all disasters are characterised by significant population movements. Where they occur, they have to be described not only in terms of places and numbers, but also in terms of motivation to leave or to stay: what are the main push- and pull-factors? The demographic profile is to be established as much as possible, as described above. Some groups of displaced people are not visible at first sight and receive therefore little attention, especially long-term IDPs or refugees in urban areas. 

3.4. Morbidity 

3.4.1. Epidemiological profile

Apart from the first two headings (top causes of morbidity and mortality), not all of the conditions listed will be relevant for all situations; on the other hand, specific ones may need to be added (e.g. Ebola virus). Important is that the assessment always gives the sources of the reported information. A RHA will won’t be able to gather statistically significant epidemiological data at population level, for which, it at all feasible, a probability sampling method would have to be applied. The assessors will have to rely on available statistics and corroborate these with qualitative information and observation.

According to the type of disaster (e.g. rapid-onset natural disaster or long-lasting Complex Emergency), a rough baseline epidemiological profile has to be established and clearly distinguished from the specific effects of the disaster on the local epidemiology. This can either be done as a separate add-on under each heading (4.1.-4.10.) or as a new section that repeats the relevant headings (4.11.-4.20.). Natural trends will also have to be forecast, such as increase of malaria in the rainy season or of acute malnutrition in the ‘lean period’. 

To establish comparable figures for vaccination coverage, the same definitions have to be applied by all assessors (unless reliable information is available from the public health authorities), e.g. for both OPV and DPT all four doses at appropriate time intervals recorded on the vaccination card. Similarly, agreement is needed for defining a measles vaccination: whether confirmed with a vaccination card or supposed, based on oral statement. The tool lists measles vaccination coverage for under-5s because it may be the most readily available figure. It has to be kept in mind, though, that the group most at risk includes children up to 15 years and that the minimum coverage to prevent a measles outbreak is 95%.

Incidence rates and Case Fatality Rates (CFR) must be monitored for diseases with epidemic potential (see below), but can be useful to measure other conditions, such as trauma or malnutrition. The incidence rate is the number of new cases per 1000 population at risk per week or per month and the CFR is the number of people who die of a condition divided by the number of people suffering from it. Both rates should be disaggregated at least for under-5s. In practice, however, a RHA may not find or be able to produce incidence rates, and will have to do with absolute numbers, e.g. of injured people.
Trauma and injury can be caused by a natural or technical disaster or by weapons: shells, gunshots, landmines or unexploded ordnances. Weapon injuries can be intentional or unintentional. Owing to the special nature of Sexual and Gender-Based Violence, a RHA will not be able to gather primary data, but should be able to establish whether or not SGBV is reported at all.  

3.4.2. Main health concerns

Although health professionals will be the natural informants for epidemiological data, this doesn’t mean that the affected population is not to be consulted; the concerns of the two groups are not necessarily congruent.

3.4.3. Special disease control programmes

According to the local epidemiology, disease control programmes (e.g. vector control or condom distribution) may exist and will necessarily be affected by the crisis. The RHA will not need to go into details, but indicate the need for specialist participation in the comprehensive assessment.

3.4.4. Health Information System

The source for epidemiological baseline data is the national Health Information System (HIS). The mere act of gathering a small number of key indicators will constitute a superficial evaluation of the performance of the HIS by the assessors; findings should be recorded in the report. The degree of effectiveness of the routine HIS, in combination with the impact of the crisis (which may cause the system to collapse) has implications for the humanitarian surveillance strategy: mainly whether to support the HIS, if needed, or to establish a parallel surveillance system.

The RHA has to describe steps already undertaken for a disaster-specific disease surveillance, or it has to make recommendations to do so. A simple example of outpatient morbidity surveillance in a camp, for instance, would include the weekly number of cases of non-bloody diarrhoea, bloody diarrhoea, malaria, acute respiratory infection, trauma/injury, sexually transmitted infection, skin/eye infection and measles, disaggregated for under-5s. Taking the population denominator into account, these absolute numbers can then be expressed as incidence rates. Incidence rates for acute respiratory infection among under-5s, for instance, are considered normal until 100/1000/month in cold weather, for diarrhoeal diseases among under-5s until 500/1000/month and for malaria, in a non-immune population, also until 500/1000/month.
3.4.5. Diseases with epidemic potential

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      In certain situations, such as camps for displaced people, surveillance is indicated for diseases with epidemic potential. Most commonly, this concerns cholera, shigellosis, measles, meningitis, and hepatitis. Outbreak thresholds vary according to the disease: for cholera and shigellosis, for instance, one laboratory-confirmed case is sufficient and for measles, one clinical case. In case of an outbreak, both incidence rates and CFR are to me monitored from the start.
If the assessment reports an outbreak, it has to be transparent about the diagnostic means: whether is based on rumour only, on clinical diagnose or laboratory confirmation. To confirm an epidemic, the diagnose needs to be established at three different levels:

1. Clinical examination of a number of patients by a specialist,

2. Laboratory confirmation,

3. Additional samples for analysis in reference laboratory.

3.4.6. Specific diseases

Specific diseases that merit special attention are too context-specific to be listed in the RHA Tool. A reminder is indicated that the RHA serves the objective of reducing as rapidly as possible, during the acute phase of an emergency, excess mortality and to stabilise the population’s health situation. Endemic diseases such as tuberculosis will not be a priority in this phase. According to the circumstances, however, a rapid risk and vulnerability assessment with regard to HIV/AIDS may be part of a RHA. In contexts with a significant portion of old people, the treatment of chronic illnesses may be interrupted by a disaster and deserves to be drawn attention to for the comprehensive assessment. Psycho-social disturbances are a possible category of ‘others’ that merit attention.

3.5. Mortality

There are basically two kinds of methods to obtain retrospective mortality data: service-based and population-based. Service-based mortality data are incomplete because they exclude most of the deaths that occur outside the health facilities. Convenience sampling among the population will not produce reliable data either¸ the only therefore way to obtain population-based data is to apply a probability sampling method as outlined in Annex I. The methods for collecting retrospective mortality data in household surveys, however, have been validated mostly in non-emergency settings. In practice, the vast majority of mortality surveys are nested within classic 30x30 cluster nutritional surveys. Whenever possible, though, they should be carried out independently from other assessments.
The collection of retrospective mortality rates is fraught with potential biases. The number of household members may be inflated owing to the link to material benefits, which produces an artificially low mortality rate. Under-reporting of deaths is liable if the recall period is long or because neonatal deaths may be considered as different events from other deaths. A survival bias emerges when whole households are extinguished: those deaths will not be computed. Over-reporting can be due to double-counting deaths in related families, or owing to the perceived link between the number of family deaths and potential benefits. 

3.5.1.-2. Mortality Rates

The universally acknowledged indicator to be used in emergencies is Crude Mortality Rate (CMR). Child mortality is also a useful indicator, especially in situations where malnutrition is the leading cause of child deaths; the under-5 Mortality Rate (U5MR) in resource-poor countries is usually approximately twice the CMR. Other group-specific mortality rates can be calculated according to the context and kind of emergency. Mortality rates are calculated as deaths per person per unit time: 

Mortality Rate 
=

total deaths during a certain period 

mid-period population at risk x duration of period

In order to produce comparable rates, the denominator is usually expressed as per 10’000 per day.

The rule of thumb for the emergency threshold is a doubling of the norm. This remains an arbitrary value, though - some argue that any mortality in excess of baseline expectations should lead to an immediate intervention. If the local baseline mortality rate is unknown, country or regional norms can be applied. The Sphere project gives as regional baselines the following CMRs:

Sub-Saharan Africa:



0.44

South Asia:




0.25

Latin America:



0.16

Eastern Europe, Former Soviet Union: 
0.30

According to the Sphere project the emergency threshold is reached when the CMR reaches twice this value; region-specific values are also given for U5MRs. Others use one general emergency threshold only: CMR ≥   1/10’000/day and U5MR ≥ 2/10’000/day.

3.5.3.-4. Causes of mortality

Establishing cause-specific mortality rates is crucial as they reflect not only exposure to risk, but also access to health facilities. The causes of death can be established in hospitals (although this will not produce statistically significant data) and in households. In the latter case, the number of causes has to be restricted to a few very clearly identifiable diseases (a study in Angola revealed for instance that malaria was not recognised as a distinct illness). Generally, conducting a verbal autopsy requires a lot of training and some medical knowledge. 

3.5.6-7. Mortality surveillance

Because of the mentioned potential biases of retrospective mortality surveys, they should not be the first choice to measure mortality in emergencies. Prospective collection of mortality information may serve the purpose better – by revealing trends – and pose much less demands on resources. Routine surveillance should be able to rely on existing sources of information, such as community or religious leaders, health facilities, administrations or observation from graveyards. The population size will have to be continuously updated, too.

3.6. Health system

3.6.1. Organisation of health care provision

Under this heading (and the following ones, up to 3.6.8.), the health system and its functioning before the disaster is to be described
. The impact of the disaster is then to be described and analysed separately, either by repeating the same headings (6.11.- 6.18), or as a clearly separate add-on under each heading. This distinction is absolutely vital: if in a large part of rural areas women never had access to emergency obstetric care, no humanitarian intervention will be able to provide it. If, on the other hand, emergency obstetric care was available, but has been disrupted, a humanitarian intervention should attempt to fill the gaps that have recently opened.

Among possible ‘other’ health care providers are NGOs or Red Cross Red Crescent Societies.

3.6.2. Levels of health services

The assessment has to distinguish health facilities from functions, attributing the latter to a level of the former. An example in a developing country may look like this:

· Community level (Community Health Worker): health promotion, case-finding, data collection;

· Peripheral level (Health Post): curative care for minor ailments. 1st aid, oral rehydration, dressing; 

· First level health service (Health Centre): outpatient care, Mother and Child Health, immunisation, essential drugs, possibly a laboratory, oral rehydration corner;

· First level referral hospital (District Hospital): outpatient/inpatient care, emergency surgery, emergency obstetric care, laboratory;  

· Second level referral hospital (Provincial Hospital): as above, plus subspecialties and additional services, such as x-ray.

The kind of health services provided at each level of the system has obvious consequences for humanitarian interventions. Are there community health workers who can be relied upon for disease surveillance and prevention? Are specimens to be transported to a distant laboratory or can a nearby laboratory be supplied with the necessary reagents? Equally, humanitarian support may consist in facilitating referral of injured patients or delivering surgical supplies to a functioning hospital. Tables with basic descriptions of health facilities may be annexed to the RHA report.

3.6.3. Coverage

The assessment has to rely on indicators for health care coverage that are readily available; the ones listed in the Tool are just a sample of commonly used ones. Humanitarian intervention will not be able to achieve a substantial and sustainable increase of substandard pre-disaster coverage (with the possible exception of certain refugee situations). 

Considering the differences in levels of health services between countries, it is impossible to give norms for health facilities per population. The same holds true for coverage health staff (ratio of population per doctor or nurse). In cases of controlled, ‘closed’ humanitarian contexts (i.e. camps), as a rule of thumb, 60 health workers per 10’000 population should be made available. In general, however, national pre-crisis or regional norms should serve as a baseline.
3.6.4. Drugs 

The drug distribution mechanism has obvious consequences for access to health care: whether it happens through the Ministry of Health at subsidised prices, for instance, or is completely unregulated and privatised. Understanding the system is crucial for any humanitarian intervention, which may be able to feed into a well-functioning system at central level or, at the other extreme, consist in drug handouts to each individual patient. Such decisions entail obvious trade-offs with regard to the degree of control, efficiency, and local ownership, for instance. If an essential drug policy is implemented in a country, the pre-selection facilitates the task of a humanitarian intervention, which obviously should comply with it.
3.6.5. Resources of health services 

If the pre-disaster resource situation of the health system is poor, or if the system has been overwhelmed by the disaster, a humanitarian intervention will have to overcome these deficiencies either by supporting the system or, in the case of extreme weakness (and urgency), even bypassing it. The strategic choice implies again important trade-offs with regard to effectiveness and sustainability, for instance.

Though a number of single health facilities will be assessed with regard to their resources, the objective of the RHA is not to provide detailed ‘shopping lists’ of missing items, but rather, to identify the weak links at an aggregated level and to understand the interdependence of resources needed to provide health care. The key to understanding is that resources - and other factors needed for the provision of care, such as access and security – are multiplicative and not additive. The practical implication of this kind of interdependence is that, like in algebra, if one of the factors (supplies, or access) is zero, the product equals zero, too. A humanitarian interventions that overlooks this will be ineffective, as illustrated in the notorious example of equipment gathering dust in boxes because there’s no electricity or no-one knows how to use it.

The RHA Tool does not provide normative lists of infrastructure, equipment and supplies, which are too much dependent on context and service profiles; the national norm provides the baseline. With regard to infrastructure, the assessors must not forget that referral services have vital ancillary services, such as sterilisation, laundry, incinerator and kitchen. As general indicators for supplies, the percentage of standard items in stock, or the number of out-of-stock items can be used, according to the information available. The assessors may agree on a simple categorisation of possible answers, such as “regular/irregular/dried out” drug supply, as compared to the pre-disaster or ‘normal’ situation.

Human resources are probably the most important factor for the provision of care and, importantly, for management functions. Health professionals in disaster situations may have fled, be killed, have migrated, been hired away, become concentrated in less affected areas, moved to the private sector, or still be around, trying to cope with shortcomings or totally demotivated. The interruption of financial flows has huge implications on motivation, when the Ministry stops paying salaries or when the population is too impoverished to afford the fees.

3.6.6. Access to health care 

Access to health care is usually far from universal, even prior to the disaster. Obstacles of geographical or cultural nature are liable to be exacerbated by a disaster - if a road is cut by a mudslide, for instance, or owing to inter-ethnic tension - or be of entirely new nature, such as lack of security. Financial access needs to be analysed: if there’s a system of user fees, are waivers being implemented in the wake of a disaster?
3.6.7. Overload of health services 

Humanitarian intervention – especially in an initial phase – may consist in temporary support to health facilities in less-affected areas, which are still functioning and may therefore be overloaded.

3.6.8. Performance of health services

3.6.8.1. Process indicators 

Health facilities may be destroyed, looted, or closed after a disaster, which minimises their chances for performing at all (and has implications for a potential humanitarian intervention). The norm for user rates among stable population is within the range of 0.5-1 new consultations per person per year. Trends in process indicators – especially in relation to the level of baseline activities - are much more indicative of the performance level than absolute numbers: is there a recent backlog of preventive health care, for instance? Special cases are health facilities that are overwhelmed by additional needs created by the crisis, such as mass trauma. The assessors may agree on a situation-specific simple categorisation of possible answers, such as “fully functioning/ partly function / closed”, or “coping / barely coping / not coping at all”. Observation is a simple method for assessing the use of health facilities: are they crowded?  

3.6.8.2. Quality indicators

To assess the quality of performance of health facilities, a RHA has to rely on a small number of tracer indicators, such as the ones listed: are there guidelines for standardised case management (case definition, treatment protocol)? Are universal precautions
 observed (e.g. use of new, single-use disposable injection equipment for all injections, discarding sharps, disinfection of equipment, screening of blood units etc.)? A cursory assessment of the quality of the drug management system can be made through observation of storage and record-keeping. According to the context, there are other possible tell-tale performance indicators, such as updated duty rosters and immunisation charts posted on the wall. Simple observation can assess the hygienic standards.

3.6.8.3. Functioning of applicable and relevant subsectors

This sections represents just a different way of ‘cutting the cake’, across the different levels of health services. The list of key sectors presented in the Tool is not exhaustive; the assessors will pick and concentrate on the ones most relevant in the specific situation. Whereas growth monitoring, supplementary feeding and referral for therapeutic feeding may be all-important in a nutritional crisis, laboratory services and surveillance will be key services in an epidemic and emergency trauma care (including pre-hospital care) will be the only live-saving subsector after an earthquake.

3.6.9. Impact of crisis on the health system

Taking the pre-crisis situation as a baseline, the assessment has to define and analyse the impact of the crisis on the health system according to the same headings as above (6.1.- 6.8.), unless this has been done as a separate add-on under each heading.

Organisational and motivational/attitudinal factors play a key role in determining vulnerability and resilience of whole health systems and individual health services. A wide range of behaviour can be observed of health services under stress: whereas some continue functioning with the help of coping mechanism (e.g. operating in an underground shelter or borrowing material from the private sector), others disintegrate literally and suddenly, e.g. once staff remuneration has ceased. The assessors have to analyse processes, therefore, rather than producing lists of missing resource items only.

Health service breakdown may be sudden (e.g. if a health facility is completely destroyed by a natural disaster) or very gradual, which is often the case in Complex Emergencies: links to and resource pipelines from the central Ministry of Health become thin and then disappear, the local management structure disintegrates, clinical routines are abandoned, the sense of pride and ownership gets lost and the population loses confidence and stops using the health service.

The assessors also have to take into account the possible non-linearity and non-reversibility of the input-output relation. A health service may hold out for a considerable time without the usual material resources until a ‘point of no return’, when a near-irreversible process of breakdown sets in. On the other hand, humanitarian attempts at reconstitution through resource provision may not be successful if the necessary managerial processes are not revived at the same time.

3.7. Humanitarian intervention
In the acute emergency phase of a disaster when the RHA is carried out, the key factor for preventing excess mortality are local capacities and strategies: of the affected and surrounding population and of local and national authorities and entities. The assessors need to pay thorough attention to their short and long-term capacities. In this phase, it is not possible to know in detail what kind of interventions external actors are willing and able to initiate and sustain. Promises made in the field cannot just be taken at face value.

The RHA should report on who is in charge of coordination by cluster, not only the technical, but also the other ones, e.g. camp co-ordination and protection. A reminder is indicated, however, that coordination is a duty shared by all, not only of the lead agency.

Critical constraints for intervention - e.g. with regard to security and logistics - can largely be inferred from the constraints the assessors themselves faced.

3.8. Cross-cutting issues

3.8.1. Gender 

Women are often at increased risk of violence and may be unable to access assistance and/or to make their needs known. They are usually insufficiently included in community consultation and decision-making processes; as a result, their health needs are often not met. On the other hand, in specific circumstances, men – often young men – may be at risk of meeting violent deaths. To allow for gender analysis at all, the assessors have to attempt to disaggregate data (especially morbidity and mortality) as much as possible by sex and age.

3.8.2. Protection

Injustices and experience of suffering are related to core humanitarian values. Protection issues cannot be omitted from an assessment if all possible causes of mortality, morbidity and food insecurity are to be elucidated. With regard to data collection, the assessors can give assurance that the precise source of protection-related information – i.e. the names of the informants – will always be treated confidentially; nevertheless, respondents are to be informed about possible implications of publicising it. 

3.9. Field visit

A RHA is usually conducted through visits to various places by individual assessors. Even though only one report will be written, it is important to keep track of individual visits. Taking down the identity of key contacts (name, position, phone number and email address) can allow for a follow-up during the RHA or facilitate the start of a comprehensive health assessment.

Annex I: Methodology

I.1. Bias is the degree to which the conclusions drawn from the observed data deviates from the truth. Bias can result from leading questions, poorly worded or poorly understood questions, poor sampling techniques, or the particular bias of the assessors or respondents. Health or nutritional assessments, for example, based on samples from individuals attending a feeding centre or clinic will likely be biased because only those people well and/or wealthy enough to travel to the centres will be sampled. In certain contexts it is difficult for a male assessor to interview women among the affected population, which introduces a huge gender bias.

Selection bias is a main culprit for distorting results in rapid assessments, influenced for instance by the quality of roads or proximity of households to roads, and therefore aptly called ‘main road bias’ or ‘tarmac bias’. Whilst certain biases can be anticipated and built into the assessment plan (e.g. seasonal variations that have an impact on access to health care or prevalence of endemic diseases), all other unavoidable biases have to be made explicit: they must be identified and understood so they don’t reduce the value of the assessment.

I.2. Sampling methods can be divided into two categories: probability sampling and non-probability sampling. 
The probability sampling methods available for conducting statistically valid assessments are the following:

· Simple Random Sampling is a survey method in which every member of the target population is equally likely to be selected and where the selection of a particular member of the target population has no effect on the other selections.

· Systematic Sampling involves choosing, for example, every fifth or tenth member on a numbered list. This may be wildly inaccurate if the lists are incomplete or structured in non-random ways.

· Stratified Random Sampling requires the assessors to divide the population into categories (or strata); then select members from each category by simple or systematic random sampling, and then to combine these for an overall sample.

· Cluster Sampling restricts the sample to a limited number of geographical areas, known as clusters. For each of the geographic areas chosen, the team selects a sample by simple random sampling; then combines these sub-samples to get an overall sample. Cluster sampling is the most appropriate in the field: 30 clusters of at least 30 households are sampled. 
Ordinarily it is the absolute number of the sample size that is critical in establishing precision, not the proportion of the sample to the population; most social researchers would probably recommend at least 100 cases are the absolute minimally adequate number for any type of statistical data analysis.

The two most common categories of non-probability sampling used in assessments are:

· Convenience Sampling, which relies on sampling those respondents most easy to assess. This type of sampling is by far the most used in emergency situations. 

· Purposive sampling is based on previous consideration as to who might be able to provide valuable or specific information to the assessor on some aspect of the study, e.g. under-5s for prevalence of malnutrition, or health workers with regard to local disease patterns.

I.3. Measurement errors occur due to limits in validity, reliability and precision: 

· Validity is the degree to which a measurement measures what it intends to measure and refers to accuracy, trustworthiness of instruments, data and findings of the assessment. A typical case where the assessment design fails to measure the intended concept is missing the difference between a health centre as building and as a functioning service provider.

· Reliability has to do with consistency and refers to whether or not you get the same answer by using an instrument or question to measure something more than once. If the instruments used (e.g. baby scales) are reliable, different assessors using them should produce the same results. This refers to questions, too: “malaria is what kills most babies, doesn’t it?” is not likely to produce the same result as “what is the most frequent cause of babies’ deaths?”
· Precision - the quality of being sharply defined through exact detail - is a function of sampling variation. Except for full enumeration, it will be imperfect even in absence of measurement error. Lower coverage results therefore in lesser precision; smaller samples go hand in hand with wider confidence intervals. Apart from weight and height measurements in a nutritional survey, however, precision will be less of a concern for a RHA. 

Annex II: Glossary

Access: usually defined in terms of geographical access, it is difficult to define in operational terms since the supply (existence of services) is not the same as their utilization (geographical, transport, informational and financial barriers, etc). Given the problems associated with measurement, utilization is used as a proxy of access (adapted from Donaldson and Gerard, 1993). In a humanitarian context, access is often used from a service providers' point of view to indicate the extent to which beneficiaries can be reached by assistance that is influenced by security, capacity and cost

Acute emergency phase: as long as the CMR is >1/10’000/day (or above the locally defined threshold)

Bias (1): the degree to which the conclusion drawn from data observations deviates from the true situation

Bias (2): deviation of results or inferences from the truth, or processes leading to such deviation (Last, 2001)

Case Fatality Rate (CFR): The number of people who die of a disease divided by the number of people who have the disease (in %)

Complex Emergency (1): a humanitarian crisis in a country, region or society where there is total or considerable breakdown of authority resulting from internal or external conflict and which requires an international response that goes beyond the mandate or capacity of any single agency and/or the ongoing United Nations country program. (IASC December 1994). 

Complex Emergency (2): situations featuring armed conflict, population displacement and food insecurity with increases in acute malnutrition prevalence and crude mortality rates (CDC Atlanta). 

Coverage (1): a measure of the extent to which the services rendered cover the potential need for these services in a community. It is expressed as a % in which the numerator is the number of services rendered and the denominator is the number of instances in which the service should have been rendered (Last, 2001) 

Coverage (2): percentage of the total affected population that at any given moment can be reached by the humanitarian aid. 

Crisis (1): a situation where systems are overwhelmed and no longer sustain secure livelihood.  Large numbers of people face very high risk of impoverishment, severe illness and death. 

Crisis (2): describes a situation that is perceived as difficult. Its greatest value is that it implies the possibility of an insidious process that cannot be defined in time, and that even spatially can recognize different layers/levels of intensity.  A crisis may not be evident, and it demands analysis to be recognized.  Conceptually, it can cover both preparedness and response ("crisis management")

Data: simple units of information, possibly conflicting (Stephenson, UNDP)

Disaster (1): a serious disruption of the functioning of a society, causing widespread human, material or environmental losses, which exceed the ability of the affected society to cope using its own resources (UN Department of Humanitarian Affairs)

Disaster (2): a disaster is a situation where people’s normal means of support for life with dignity has failed as a result of natural of human-made catastrophe (Sphere)

Disaster (3): a term describing an event. It can easily be defined spatially and geographically.  It demands observation to produce evidence. It implies interaction of an external stressor with a human community and it carries the implicit concept of non-manageability. The term is used in the entire range of risk-reduction activities, but it is possibly the least appropriate for response

Disaster (4): calamitous event resulting in loss of life, great human suffering and distress, and large scale material damage (CoC)

Emergency (1): a state in which normal procedures are suspended and extraordinary measures are taken in order to avert a disaster (WHO 1992). 

Emergency (2): a term describing a state. It is a managerial term, demanding decision and follow-up in terms of extra-ordinary measures. A “state of emergency” demands to “be declared” or imposed by somebody in authority, who, at a certain moment, will also lift it.  Thus, it is usually defined in time and space, it requires threshold values to be recognized, and it implies rules of engagement and an exit strategy. Conceptually, it relates best to Response

Epidemic: the occurrence of more cases of a disease than would be expected in a community or region during a given time period.

Excess mortality: mortality above what would be expected based on the non-crisis mortality rate in the population. Excess mortality is such the mortality that is attributable to the crisis conditions. It can be expressed as the rate (the difference between observed and the non-crisis mortality rates), or as total number of excess deaths.

Famine: a condition of populations in which a substantial increase in deaths is associated with inadequate food consumption.
Health impact(s): health impacts are the overall effects, direct or indirect, of a policy, strategy, programme or project on the health of a population. 

Health outcomes: changes in current of future health status of individuals or communities that can be attributed to antecedent actions or measures. 

Health status: the state of health of a person or population assessed with reference to morbidity, impairments, anthropological measurements, mortality, and indicators of functional status and quality of life. 

Health: a state of complete physical, mental and social well being and not merely the absence of disease or infirmity (WHO Constitution). 

Health Information System: set of components and procedures organized with the objective of generating information which will improve health care management decisions at all levels of the health system (Lippeveld et al, 2000)

Humanitarian space: the access and freedom for humanitarian organizations to assess and meet humanitarian needs (European Commission’s Directorate for Humanitarian Aid)
Internally Displaced Persons (IDPs): persons or groups of persons who have been forced or obliged to flee or to leave their homes or places of habitual residence, in particular as a result of or in order to avoid the effects of armed conflict, situations of generalised violence, violations of human rights or natural or human-made disasters, and who have not crossed an internationally recognised State border (Guiding Principles on Internal Displacement)

Incidence Rate: the number of new cases of a disease that occur during a specific period of time in a population at risk of developing the disease. /1000/m (Sphere)

Independence: the autonomy of humanitarian objectives from the political, economic, military or other objectives that any actor may hold with regard to areas where humanitarian action is being implemented (Stockhold GHD)

Indicator (2): small set of data, which is usually easy and cost-effective to collect, highly correlated with other data, and  from which much useful and trustworthy conclusions can be derived quickly (Stephenson, UNDP)

Indicator (2): a quantitative or qualitative variable that allows the verification of changes over time (OECD/DAC, 2002, adapted)

Information: useful data, meaningful, relevant and understandable (Stephenson, UNDP)
Monitoring: the regular observation, surveillance, or checking of changes in a condition or situation, or changes in activities. 

Need: 
· basic human needs (“food is a basic need”); 
· lack of the above (“these people need food”); 
· Need for relief assistance (“these people need food aid”). 
(adapted from Darcy & Hofmann, odi, 2003)
Neutrality: humanitarian action must not favour any side in an armed conflict or other dispute where such action is carried out (Stockhold GHD)

Precision: the quality of being sharply defined through exact detail (Last, 2001)

Proxy: indicator of something which is otherwise unmeasurable, either due to its complex nature or because it has not previously been measured (Green, 1999)

Rapid Health Assessment: collection of subjective and objective information in order to measure damage and identify those basic needs of the affected population that require immediate response (WHO 99)

Rapid Needs Assessment: the rapid but structured collection of information to determine the impact of an event, identify the basic needs of the population that require immediate response, and define the aspects and the areas on which more detailed investigations should focus (Ockwell, 2002)
Refugee: person who, owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership in a particular social group, or political opinion, is outside the country of his nationality, and is unable to or, owing to such fear, is unwilling to avail himself of the protection of that country (UN 1951 Refugee Convention)
Reliability: refers to whether or not you get the same answer by using an instrument or question to measure something more than once (Russel Bernard)

Risk (1): possible effects of human actions or natural events, which are assessed as unwelcome by the vast majority of human beings

Risk (2):
 Risk  =   threat x vulnerability 

capacity

Stakeholder: a stakeholder in a program is any person or institution who: 
· has a controlling influence in the program,
· benefits in some way from the program,
· has an interest in the process and/or outcome of the program, 
· has resources invested in the program, or 
· has other projects that may depend on the effectiveness of your project.

Standard: a specific fixed point or range on the variable scale (indicator) that has to be reached or maintained to avoid occurrence of unacceptable conditions for refugees and persons of concern or unacceptable levels of performance (UNHCR, adapted)
Surveillance: a monitoring system that tracks specific events over time within a particular population (such as births, deaths, disease cases)… to compare trends over time and to monitor situations in a timely manner (UNHCR, adapted)

Survey: the technique of collecting and analyzing data from a representative sample of the total population.

Validity: the degree to which a measurement measures what it purports to measure (Last, 2001)

Vulnerability: the characteristics of a person or group in terms of their capacity to anticipate, cope with, resist and recover from the impact of a natural or man-made hazard (IFRC)
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� According to Olsen G, Carstensen N, Hoyen K (2003)


� A three-year-old child given a hammer will find that everything within its reach needs hammering





� Thieren M (2005)


� by Darcy J and Hofmann C-A (2003)


� Not all slow-onset disasters are natural: famine, usually, isn’t


� The refugee crisis in Goma in the mid-1990s could have been classified variously as: armed conflict, sudden, large population movement,  epidemic (cholera) and later, as rapid-onset natural disaster (vulcanic eruption)





� In fact, the largest part of funding decisions are taken in chronic situations regarding on-going responses, through ‘rolling’ reviews of existing programmes.





� According to Darcy J and Hofmann C-A (2003)


� Sondorp E, Bornemisza O (2004)


� UNHCR (2006): The UNHCR Tool for Participatory Assessment in Operations


� Alessandro Colombo, WHO


� Often wrongly called ‘Focus Group’, which is a more specific method that will not find application in a RHA


� according to Checchi and Roberts (2005), on whose work this section is based


� Alessandro Colombo, WHO


� a RHA is admittedly a one-off snapshot and cannot analyse trends like surveillance can; however, the secondary data gathered have their own history, e.g. admission rates in health services and critical security incidents


� Colombo A and Pavignani E (2003)


� Collins, S (2001)


� according to Grais et al. (2006)


� which is admittedly difficult in long-lasting Complex Emergencies. The assessment has to be transparent about which status quo ante it describes, e.g. pre-war or recent ‘norm’, which includes established humanitarian aid.


� simple infection control measures that reduce the risk of transmission of bloodborne pathogens through exposure to blood or body fluids among patients and health care workers





� largely based on ‘Introduction to Emergency Assessment’ by UNHCR
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