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	Programme No: CFIA- B5

Project ID: 00067359
MDTF Office Atlas No:  MDTF Office to supply
Organization Reference:  80270
	Participating Organization:
UNHCR

	Programme Title: Avian and Human Influenza Preparedness and Response in Refugee Setting
Location: Countries hosting refugee communities assisted in camps and in an urban situations

	Implementing Partners: 

· Association of Medical Doctors of Asia (AMDA)-Nepal; 

· UNHCR direct implementation in 20 countries
	Programme Budget: 

US$ 2,970,00

	Programme Duration:  15 months
Start date
:                    11 April 2008
End date:                       30 June 2009
· Original end date:       10 April 2009

· Revised end date, if applicable: 30/06/2009

· Operational Closure Date
, if applicable: 30/06/2009
Budget Revisions/Extensions: The extension was approved on 17 July 2009
	


I. Purpose and how the programme relates to the Strategic (UN) Planning Framework guiding the operations of the Fund
UNHCR is the sole UN Agency with the mandate to protect refugees. The project on Avian and Human Influenza Preparedness and Response in Refugee Setting (AHIPRRS) is a UNHCR contribution to the “UN System Consolidated Action Plan- UNCAPAHI” for influenza. Though the projects targets primarily influenza, it also tackles a number of other epidemics. UNHCR has the responsibility to ensure preparedness and pandemic mitigation and create appropriate conditions for the continuity of basic delivery assistance in case of pandemic
AHIPRRS has been developed in close collaboration with national authorities and UNHCR implementing partners (IPs). AHIPRRS has contributed to UNCAPAHI by participating in the development of national capacity in surveillance, in communication strategies to prevent, detect and respond to outbreaks, and by contributing to a functional national emergency response capacity specifically in countries that hosted large number of refugees, internally displaced populations and other persons of concern (PoC
) to UNHCR. UNHCR has collaborated at all levels with other UN agencies, including WFP, and with national and international agencies in countries where AHIPRRS has been implemented

Objectives / Goal:

Under the overall UNHCR protection mandate, the strategic goal of AHIPRRS is to mitigate the direct and indirect consequences of the pandemic on the health and well being of PoC to UNHCR. The project, funded through the Central Fund for Influenza Action (CFIA), contributed to meeting the objectives in the UNCAPAHI, specifically related to human health, communication (public information and supporting behavioral change), and continuity under pandemic conditions.

II. Resources 

Financial Resources:

· Provide information on other funding resources available to the project, if applicable. 

· None
· Provide details on any budget revisions approved by the appropriate decision-making body, if applicable.

· NA; Only extension of the length of the contract with no additional cost has been approved
· Provide information on good practices and constraints in the mechanics of the financial process, times to get transfers, identification of potential bottlenecks, need for better coordination, etc. 

· No problem was encountered
Human Resources:

· National Staff: Provide details on the number and type (operation/programme)
No national staff have been paid under this funding
· International Staff: In 2009, 5 International staff have worked for this project
· 4 Epidemic Preparedness and Response Coordinators deployed in 4 regions : Asia, Middle East and North Africa, East and Horn of Africa, and Central Africa
· 1 Global Information Officer based in Geneva Head Quarter
III. Implementation and monitoring arrangements
Projects were implemented in 22 countries, through IPs in Nepal (Association of Medical Doctors of Asia (AMDA)-Nepal) and by direct UNHCR implementation in 20 countries.
Key implementation strategies used: 
· Advocating for PoC to UNHCR to be fully integrated as beneficiaries into the national epidemic/ pandemic preparedness and response system;
· Establishing and maintaining an effective health surveillance system enabling early warning detection of the outbreak and constant monitoring to guide and prioritize the intervention;
· Taking epidemic control actions, and behavioral change interventions such as hand-washing, distancing when ill, respiratory etiquette promotion campaigns, if relevant in the local context;
· Prioritizing intervention towards vulnerable population among PoC to UNHCR, i.e. for A (H1N1) influenza: pregnant women, those with underlying illnesses, age below 5, over 65 years, and those with malnutrition;
· Mobilizing and training the community network Community Health Workers (CHWs) for early detection of cases, home based monitoring and/or prompt referral; and to facilitate dissemination of health education messages and social mobilization activities;
· Training medical staff on the use of national and / or WHO standardized and updated protocols for management of cases highlighting life saving procedures;
· Ensuring staff and patient safety by providing adequate Personal Protective Equipment (PPE) and guidance on its use, and by adopting practices following the WHO recommendations on infection prevention in health care settings;
· Adapting the health working environment to a possible influx of patients and to the recommended specific isolation procedures, including building of isolation wards and opening hospital annexes in other existing buildings like schools;
· Ensuring that care for other diseases continues in the context of increased workload and possible staff absenteeism; give priority to acute/ life- threatening diseases; and
· Coordinating pandemic preparedness and response plans in a multi-sectorial approach and ensure continuity of essential social, economic, protection and governance services, and the implementation of humanitarian relief under pandemic conditions; strengthen partnerships with governments, camp coordinators and community leaders to ensure the coordination of activities between UNHCR and with refugees, and other PoC to UNHCR.

 Procurement procedures:  
Procurements were done according to the standard procurement procedures of UNHCR and managed at the field project level. Depending on the specific items needed (drugs, lab test, masks…) purchasing was done either internally (most frequent case) or nationally (if good quality items available locally at competitive cost).

IV. Results 
The results detailed here are related mainly to the beginning of 2009 and should be read in conjunction with the CFIA-B8 report which duration of implementation overlaps with the CFIA-B5 report.
AHIPRRS was started in 2007 and continued to be implemented in the different countries where UNHCR has operations.

One of the challenging aspects was to ensure that refugees are included in the National Contingency Plan. By the end of the first quarter of 2009 (B5-project), only 5% of countries where UNHCR has AHIPRRS have inclusion of refugees into their National Contingency Plans.       

The Health Information System (HIS) has been established in all old camps and is progressively extended to new camps. Surveillance systems have been established in 95% of the camps with AHIPRRS. 43 participants were trained on HIS in Ethiopia and East Sudan; reporting systems, coordination and surveillance mechanisms at camp level put in place, reviewed, and assessed by the Regional AHI Coordinators in the different refugee camps; the Coordinators also conducted training on HIS and surveillance, and monitoring missions at least twice to each c amp operation. 
The reporting system is linked to the national HIS of the Ministries of Health. Outbreak reports are made weekly in each camp (including zero reporting). Case definitions for Influenza like Illness and H5N1 have been disseminated to all camps.

Stockpiling of drugs, medical and personal protective equipments are in place majority of the refugee camps, about 95%; drug management system has been established at country level.  In addition to the internationally procured supplies that includes cholera kits, lab reagents, IV fluids, anti-pyretics, alcohols and chlorine, as well as Personal Protective Equipment, cleaning and water storage tools, disinfectants, soap and other supplies were procured locally and distributed in the refugee camps. 
A 26- bed isolation facility was built in Dagahaley, Dadaab camp hospital in Kenya.  
Water supply has improved to a large extent; in some camps in Ethiopia, Uganda, and Tanzania water delivery reached 20 to 25 litres / person /day. Water and sanitation projects were started in 14 countries (Botswana, Burundi, Ethiopia, Kenya, Malawi, Mozambique, Rwanda, Sudan, Tanzania, Uganda, Zambia, Zimbabwe, Bangladesh and Myanmar). Rates of implementation varied from 60% to 90%. Depending on funds availability, more projects would be done. 

Review of the hygienic environment of the health facilities has been conducted. UNHCR also undertook a review of the existing water and sanitation facilities in different camps with the perspective of the business continuity.
Translation of public awareness documents for H5N1 into appropriate languages for refugees was completed in majority of camps. In Middle East and North Africa awareness materials was reproduced in 7 languages (Arabic, English, Somali, Tigrigna, Amharic and Spanish) and provided to all countries. 
Training have been organized and conducted for camp staff and refugees in the following countries in Mozambique, Namibia, Zambia, Nigeria, Sierra Leone, Dadaab, Tanzania, Uganda, Egypt, Rwanda, Burundi, Nepal, Myanmar, Pakistan and Myanmar. 
159 participants including community health workers (CHWs), refugees and implementing partners were trained on effective communication for outbreak prevention, control and case management of H5N1 in Ethiopia and in East Sudan.  In Burundi, a total of 50 community health promoters, school teachers, solders, camp leaders, administrators and paramedical staff from the Gasorwe and Musasa Camps were trained in AHI and preparedness for outbreaks. Participants were from UNHCR, AHA, STOP SIDA, NRC, the national security forces and refugee communities.

Regional AHI Coordinators undertook assessments of awareness of refugee and people working in camps about avian flu, and the risk of transmission and protection. Training and awareness campaigns have been undertaken during the first round of mission in 2008. Refreshing sessions were conducted in early 2009 to encourage staff

Training are organized and conducted for camp staff and refugees. Training of Trainers for CHWs, peer educators, religious leaders and women community leaders have been conducted in Egypt, Jordan, Syria, Algeria, and Yemen. Key radio messages on cholera and pandemic influenza were disseminated for, at least, 3 months in all camp sites in the North Kivu Region of the Democratic Republic of Congo.  

Outbreak control and response task forces (OCRTF) have been established and become operational in most countries; OCRTFs are operational in all long established camps in East Africa except in the new Kenya camps. Strengthening of outbreak control and response task force in the camps has been put in place in 2008 during the first missions of the AHI Coordinators. During the second mission they have evaluated the task forces capacities to function in period between outbreaks. Focal points have been designated in every camp for insuring the operationality of the task force. 
In Nepal, during the outbreak of highly pathogenic avian influenza A (HPAI) in Jhapa region in January 2009, UNHCR participated in the Avian Influenza Task Force coordinated by WHO/UNICEF/FAO. Awareness campaigns were carried out in all seven camps by AMDA, the IP. 
90% of refugees and other population of concern to UNHCR are properly informed and encouraged to adopt healthy behaviour. Public awareness mass campaigns were also conducted in several countries including Kenya and Tanzania where leaflets, T-shirts, caps distributed with health messages on AHI. Materials developed by UNICEF (Tanzania) and other locally developed ones (Kenya) were distributed to the camps. More materials have been translated in different languages to be reproduced and distributed. Mass awareness campaigns (Kibondo, Tanzania and Dadaab, Kenya) were very successful in raising awareness of pandemic influenza. Refugees and other community members have been sensitized on pandemic influenza in most refugee camps through trainings and ongoing regular community work by CHWs. 
Training of Trainers was conducted in Yemen for CHWs, HIV Peer Educators, and religious leaders on Hygiene Promotion and awareness raising to fight epidemics. In Algeria, women community leaders were trained on community level prevention of epidemics, including AHI. In Cairo, UNHCR collaborated with IOM which conducted training for migrants in the community. 
Contingency Planning for Avian and Human Influenza outbreak has been initiated with key implementing partners, in all camps, hosting more than 5000 refugees. Since their initiation, they have been undergoing continuous process of evaluation and improvement. Contingency Planning has been initiated in several camps in Kenya, Rwanda, Burundi, Ethiopia, Uganda, Tanzania, Nepal, and in Bangladesh.  There is ongoing effort to finalize AHI contingency planning at camp level. 

UNHCR and WFP have continued coordination at HQ level. The setting of contingency stocks in the different camps had started. Adequacy of food pipeline, storage capacity and distribution during pandemic assessed, and regularly reviewed with WFP. UNHCR participated in a WFP’s logistic workshop for developing coordination in case of a crisis in Southern Africa region. In other regions, coordinators are liaising with WFP counterparts for developing same mechanisms. WFP and UNHCR exchange information regularly both at global level on partnership strategies, as well as at regional levels where the pipeline situation is monitored.
AHI Coordination is integrated in the Public Health and HIV Section in UNHCR HQ in Geneva. AHI activities are linked with the primary health and water-sanitation activities. 
V. Challenges
One of the recurrent challenges for UNHCR has always been to ensure that refugees are included in the National Contingency Plans. One can see that despite intensive advocacy efforts, the percentage of countries that included refugees in their AHI preparedness and response plans was only about 5%. Verbal assurances are sometimes obtained from national authorities. There was no systematic review and update of national contingency plans and this may be part of the reason; in some countries obstacles come from the Ministry of Interior have occurred.
The Epidemic Preparedness and Response program for refugees and other persons of concerns has also faced funding challenges in that it was not possible to expand the programme to all refugee camps where UNHCR has operations.
VI. Future Work Plan 
This part has been detailed in the CFIA-B8 report
� The term “programme” is used for programmes, joint programmes and projects.


� E.g. Priority Area for the Peace building Fund; Thematic Window for the Millennium Development Goals Fund (MDG-F); etc. 


� The start date is the date of the first transfer of funds from the MDTF Office as Administrative Agent.


� All activities for which a Participating Organization is responsible under an approved MDTF programme have been completed. Agencies to advise the MDTF Office. 


� Refugees, internally displaced persons, returnees, asylum seekers, stateless persons, surrounding host populations, and other persons of concern
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