
  

ECHO/-AF/EDF/2007/01000 

 
COMMISSION DECISION 

 
on the financing of humanitarian operations from the 9th European Development Fund 

in   
African countries, signatories to the Cotonou convention 

  
 
 THE COMMISSION OF THE EUROPEAN COMMUNITIES,   
 
Having regard to the Treaty establishing the European Community, 
Having regard to the ACP-EC Partnership Agreement signed in Cotonou on 23 June 2000 
and revised in Luxemburg on 25 June 20051, in particular Articles 72 and 73 thereof, 
 
Having regard to the Internal Agreement of 18 September 2000 on the Financing and 
Administration of the Community Aid under the Financial Protocol to the Partnership 
Agreement between the African, Caribbean and Pacific States and the European Community 
and its Member States signed in Cotonou (Benin) on 23 June 2000, in particular Articles 
24.3.b and 25.1 thereof2,  . 
 
Whereas:  
 
(1) African countries, signatories to the Cotonou convention are affected by recurrent 

epidemics of communicable diseases, which result in great suffering and loss of life. 
 
(2) Chronic armed conflict in the region, poverty, lack of basic sanitation facilities, low 

hygienic standards increase vulnerability to communicable diseases and enhance the 
transmission of infections. 

 
(3) Due to the recurrence on a seasonal basis, it is possible to plan assessments and 

responses ahead of expected epidemics. 
 
(4) Outbreaks of communicable diseases shall be addressed irrespective of their magnitude, 

in order to reduce morbidity, expansion and mortality rates related to epidemics in 
African countries, signatories to the Cotonou convention. 

 
(5) An assessment of the humanitarian situation leads to the conclusion that humanitarian 

aid operations should be financed by the Community for a period of 14 months.  
 
(6) In accordance with the objectives set out in Article 72 of the ACP-EC Partnership 

Agreement it is estimated than an amount of EUR 2,000,000 from the 9th European 
Development Fund, representing less than 25% of the National Indicative Programme, is 
necessary to provide humanitarian assistance to populations directly affected by the 
conflict. 

 
(8) The Commission will inform the EDF Committee set up by the Internal Agreement with 

ex ante information according to the criteria laid down in Article 25.3 of the Internal 
Agreement.  

HAS DECIDED AS FOLLOWS:  
                     
1  OJ L287 of 28 October 2005, p.4 
2  OJ L317 of 15 December 2000 
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 Article 1   

  
1. In accordance with the objectives and general principles of humanitarian aid, the 

Commission hereby approves a total amount of EUR 2,000,000 from the 9th European 
Development Fund for humanitarian aid operations to reduce morbidity and mortality 
rates related to epidemics in the African countries, signatories to the Cotonou convention. 

 
2. In accordance with Article 72 and 73 of the ACP-EC Partnership Agreement, the 

humanitarian operations shall be implemented in the pursuance of the following specific 
objective:  

 
To contribute to ensuring an adequate response to sudden major threats to public health, such 
as epidemics with a potential trans-national impact 
 
The total amount of this Decision is allocated to this objective. 

 
 Article 2   

  
1. The duration for the implementation of this Decision shall be for a maximum period of 14 

months, starting on 1 November 2007. 
 
2. Expenditure under this Decision is eligible from 1 November 2007. 
 
3. If the operations envisaged in this Decision are suspended due to force majeure or 

comparable circumstances, the period of suspension will not be taken into account for the 
calculation of the duration of the humanitarian aid operations. 

  
 Article 3   

  
1. The Commission shall implement the budget by direct centralised management or by joint 

management with international organisations. 
 
2. The actions supported by this Decision will be implemented by humanitarian aid 

organisations that are signatories to the Framework Partnership Agreements (FPA) or the 
EC/UN Financial Administrative Framework Agreement (FAFA).  

 
3. Taking account the specificities of humanitarian aid, the nature of the activities to be 

undertaken, the specific location constraints and the level of urgency, the activities 
covered by this Decision may be financed in full in accordance with Article 253 of the 
Implementing Rules of the Financial Regulation.   
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 Article 4   
  
The Decision shall take effect on the date of its adoption. 
 
 
 
Done at Brussels, 
 

 
For the Commission 

 
 
 

Member of the Commission 
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EUROPEAN COMMISSION 
DIRECTORATE-GENERAL FOR HUMANITARIAN AID - ECHO 
 
 
 
 

 
 

  Humanitarian   Aid Decision 
 F9 (FED9) 

   
 
 
 Title:   Responding to epidemics in African countries, signatories to the Cotonou convention 
 
 Location of operation:   Africa 
 
 Amount of Decision:   EUR 2,000,000  
 
 Decision reference number:   ECHO/-AF/EDF/2007/01000 
 
   
 
 
 Explanatory Memorandum    
 
1. – Rationale, needs and target population.   
 
1.1. – Rationale: 
 
Communicable diseases are highly endemic in African countries, signatories to the Cotonou 
convention.  On the continent, WHO declares more than two new epidemic outbreaks each 
week. This is due to a number of reasons, including the high burden of endemic and 
epidemic-prone diseases; the existence of concurrent and complex emergencies resulting 
from natural disasters and/or conflict, increasing the vulnerability to infectious diseases and 
reducing the ability of countries to respond to public health risks, especially if pre-existing 
health systems are poorly resourced. The vaccination coverage of the populations is generally 
low and the risk of transmission of infections is thus enhanced. Poverty, lack of basic 
sanitation facilities, low hygienic standards and malnutrition in post-emergency or 
structurally weak countries increase the vulnerability to communicable diseases.  
 
Meningitis, cholera, and various viral hemorrhagic fevers are responsible for major 
epidemics in African countries, and outbreaks of these diseases have accounted for over 50% 
of all outbreaks notified by the World Health Organisation (WHO) in the last three years. 
 
Epidemics pose great risks to the health, lives and livelihoods of people in the region with 
increasing risk of international spread. In 2006, those diseases or syndromes that accounted 
for the largest number of events were similar to those reported in 2005: cholera or acute 
watery diarrhoea, influenza or acute respiratory syndrome, and meningitis.  
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Meningitis is an infection of the membranes encompassing the brain, and is caused by the 
bacteria Neisseria meningitidis, which are transferred by direct person-to-person contact. 
Susceptibility to meningitis decreases with age – children and adolescents hence constituting 
the most vulnerable groups. 
Meningitis presents a sudden onset of intense fever, nausea and vomiting, plus various 
neurological signs. The disease is fatal within 24-48 hours in about 50% of those untreated, 
and even with prompt medical treatment the disease is fatal in 5 to 10% of all cases. Among 
individuals who survive, up to 20% have permanent brain damage.  
Sub-groups A and C of Neisseria meningitidis are the main causes of epidemic outbreaks of 
meningitis. In Africa, 90% of outbreaks are caused by sub-group A, however there is 
increasing evidence that considerable sized outbreaks are caused by a different sub-group, the 
W135. Classical meningitis vaccines, which provide protection against infection with sub-
groups A and B, do not protect against infection with sub-group W135. The protection 
provided by classical vaccines through standard mass vaccination campaigns lasts for a 
period of 2 to 3 years and cannot guarantee universal prevention. Every outbreak must hence 
be contained in order to mitigate morbidity and mortality. 
 
Cholera is an acute intestinal infection caused by the bacterium Vibrio cholerae. It occurs 
through ingestion of food or water contaminated directly or indirectly by faeces or vomit of 
infected persons. The resulting disease varies in intensity – in mild cases, diarrhoea may 
occur without other symptoms. But acute watery diarrhoea is frequently accompanied by 
nausea and vomiting, rapid dehydration and circulatory collapse. Between 25 and 50% of 
cholera cases are fatal, if untreated. But appropriate treatment can reduce mortality rates to 
below 1-2%.  
There is no geographical, gender or age limitation for cholera infection. Large population 
movements prompted by conflicts, combined with insufficient sanitation facilities facilitate 
the extension of the disease. The cholera case-fatality rate in African countries is typically 
5% – which is the highest in the world.  
 
Viral hemorrhagic fevers (VHF) are infections with different groups of viruses, which are 
characterized by their potential of giving rise to often lethal bleedings in internal organs and 
from the mucosa (mouth, stomach, intestines, anus). They are transmitted either from person-
to-person or via contact with contaminated human or animal bodily fluids (Ebola fever, 
Marburg fever, Rift Valley fever and Lassa fever), or through bites from infected insects 
(Yellow fever, Dengue fever, Rift Valley fever). 
Although VHFs overall cause fewer cases and deaths than other communicable diseases, their 
high fatality rate and massive psychological effects upon the affected communities require 
immediate action.  
 
Marburg fever is a severe and highly fatal VHF caused by a virus of the same family as the 
Ebola virus. These viruses are among the most potent viruses known to infect humans. Both 
diseases are rare, but have the capacity to cause dramatic outbreaks with high fatality. 
Marburg illness begins abruptly, with severe headache and malaise, and many patients 
develop internal bleedings between days 5 and 7 after onset of the disease. There is no 
vaccine available for the disease and there is no specific treatment. Case fatality rates have 
varied greatly, from 25% in the initial laboratory-associated outbreak in 1967, to more than 
80% in the Democratic Republic of Congo from 1998-2000, and even higher in the outbreak 
that began in Angola in late 2004. 
 
Ebola fever is a VHF caused by the Ebola virus, which is transmitted by direct contact with 
blood, secretions, or other bodily fluids of infected persons. The disease is characterized by a 
sudden onset of fever, intense weakness, muscle pain, headache and sore throat. This is often 
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followed by vomiting, diarrhoea, skin rash, impaired kidney and liver function, and in some 
cases, both internal and external bleeding. No specific treatment or vaccine is available for 
Ebola Fever. Several vaccine candidates are being tested but it could be years before any are 
available. 
 
Yellow fever is a VHF transmitted through the bite of infected Aedes aegypti mosquitoes. 
Infection leads to an acute illness characterized by fever, nausea and/or vomiting. Thereafter, 
about 15% of patients develop jaundice and internal bleedings. The high case-fatality rate of 
this disease – up to 50% – requires a prompt containment in order to avoid major public 
health threats. 
Vaccination against Yellow fever is highly effective for the prevention and the control of 
epidemics. WHO recommends that Yellow fever immunization should be integrated into the 
Extended Program of Immunization (EPI) of many African countries, but this is hampered by 
the high cost of the vaccine. Even though the recommended coverage will probably not be 
reached during the next decade, an increased coverage will reduce the current upward 
morbidity trend of the disease. 
 
Most African countries still need external support to respond in a timely manner and/or to 
prevent recurrent epidemics. Outbreak detection and control intervention have been improved 
in certain countries mainly due to better epidemic surveillance and Early Warning Systems 
but the availability of donor support has been reduced and governments' contingency plans 
are rare or not sufficiently funded. Health systems do not have either the capacity to absorb 
the increased number of patients, nor the resources to respond to the epidemics using public 
health measures, considering also that certain epidemics require a high level of expertise (e.g. 
VHF’s), which is not available at the country level.  
  
As such, the recurrent health emergencies need considerable and sustainable efforts in terms 
of coordination (including information management) of technical support and of resource 
mobilisation. 
 
Throughout the world, DG ECHO3 has been supporting emergency operations to address 
outbreaks of communicable diseases. Commonly, a start date of a given crisis can rarely be 
determined, although it triggers an emergency procedure leading eventually to a Primary 
Emergency Decision. In recent years DG ECHO has annually been spending more than EUR 
1,000,000 reacting to epidemics in West Africa alone.  
 
In 2004, DG ECHO implemented a first “epidemics” Decision, (ECHO/-
WF/BUD/2004/02000) for EUR 1,000,000. Meningitis responses were supported in Burkina 
Faso and Chad, while cholera interventions were financed in several West African capital 
cities – N’Djamena, Conakry and Freetown. Other funding for epidemic mitigation included 
responses to Yellow fever in Burkina Faso, to hepatitis E in Chad and to a measles epidemic 
in Niger. Additional funding was granted to WHO/GOARN4 for rapid assessment of 
epidemics in West Africa.  

                     
3 Directorate-General for Humanitarian aid - ECHO 
4 The Global Outbreak Alert and Response Network (GOARN) is a technical collaboration of existing 
institutions and networks who pool human and technical resources for the rapid identification, confirmation and 
response to outbreaks of international importance. The Network provides an operational framework to link this 
expertise and skill to keep the international community constantly alert to the threat of outbreaks and ready to 
respond. 
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In 2005, a second EUR 1,500,000 Decision (ECHO/-WF/BUD/2005/02000) was taken, 
allowing a rapid response to cholera outbreaks in Monrovia, Conakry, Bissau and Sao Tome. 
Support was also provided to WHO’s mass vaccination campaign against Yellow fever in 
Côte d’Ivoire. Cholera outbreaks in Mali, Senegal, the Gambia, Mauritania, Burkina Faso, 
Côte d’Ivoire, Togo, Benin and Niger were closely monitored. Yellow fever and cholera 
trends were followed in the whole sector but no intervention was specifically funded.  
 
In 2006, a EUR 1,250,000 Decision (ECHO/-WF/BUD/2006/01000) was taken. Burkina Faso 
suffered a severe meningitis epidemic and the WHO operational response to the epidemic 
was funded partially with the remaining fund from the 2005 epidemics Decision. During the 
2006 rainy season, cholera outbreaks occurred in various countries: Sierra Leone, Niger, 
Liberia and Guinea. Lassa fever cases were reported in Liberia and Sierra Leone. In Togo, 
DG ECHO supported WHO for the implementation of a vaccination campaign against 
Yellow fever. In Liberia, after years of vaccination programme disruption a high risk of 
measles epidemic was contained due to DG ECHO support to the measles vaccination 
campaign of United Nations Children's Fund (UNICEF). Rapid evaluation and timely 
response are important to contain epidemics and reduce the risk of them becoming major 
humanitarian emergencies. In this perspective, DG ECHO funded WHO for the third 
consecutive year to conduce rapid field risk assessments during the initial phases of the 
epidemics, facilitating operational response and resources mobilization.   
 
The decision to support the fight against epidemics in West Africa over the last three years 
has provided a rapid and flexible response by partners in dealing with epidemics and the risks 
of other communicable disease and emerging pathogens.  
 
On the basis of this regular and cumulative risk, the experience from the West Africa region 
and on a review of recent commitments in the rest of Africa (EUR 4,000,000 in 2005 and 
EUR 3,000,000 in 2006), there is a solid foundation to expand the epidemic Decision to 
comprise all the African countries, signatories to the Cotonou convention.   
 
To reduce morbidity and mortality rates related to outbreaks, early and effective actions are 
required. Indeed, small initial outbreaks are frequently manageable locally, whereas major 
epidemics arise when they are not addressed in time. Smaller epidemics shall be equally 
addressed on a case by case basis to prevent their escalation to large scale epidemics, which 
are undeniably more difficult to manage and therefore affect the populations to a greater 
extent. Financial contributions are usually hard to gather quickly in the early stages of an 
epidemic, with the result that outbreaks may develop into major disasters.  
 
1.2. – Identified needs 
 
Meningitis. Meningitis is endemic in Sub-Saharan Africa, an area known as the 
“Meningitis Belt” running from Senegal to Ethiopia with an estimated population of 310 
million people. During the dry season there is a significant increase in the number of cases, in 
some countries reaching epidemic proportions. Earlier this year 47,925 cases were reported 
during epidemic outbreaks from January to May 2007, bringing the fear that a new epidemic 
wave may have begun in Sub-Saharan Africa. Burkina Faso was ravaged by a large 
meningitis epidemic reporting more than 26,000 cases while Sudan reported around 12,000 
cases.  
 
Considering the regularity of the meningitis cycle, and the analysis of global trends in the 
Meningitis Belts since 1970 shows that periodicity and magnitude of these waves is in fact 
the result of epidemic cycles occurring at a country level, the largest waves being those in 
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which several countries' cycles occur simultaneously. The biggest epidemic of the last 40 
years was in 1995-1996 where 200,000 cases were recorded, causing almost 20,000 deaths. 
Following the epidemiological cycle and the increasing number of cases during 2006, it is 
feared that a new epidemic wave may have begun in Sub-Saharan Africa5. Should such an 
epidemic wave occur, up to 80 million individuals within the outbreak area could require 
vaccination over the course of the next two to three epidemic seasons.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: WHO 
 
Major outbreaks are expected in the 2007/2008 dry season. Due to an existing international 
vaccine supply shortage, preparedness for the next meningitis epidemic outbreaks during the 
2007/2008 dry season is particularly important. The adequate immunization of at-risk 
individuals could avert an epidemic in which, in a worst case scenario, as many as 160,000 
people could be infected and 16,000 killed in just one epidemic season6. There is an urgent 
need to make meningitis vaccines available for emergency immunization7. For that reason, 
the constitution of an emergency immunization stockpile large enough to protect populations 
at risk and strengthen and streamline the systems for responding to a meningitis epidemic is 
considered as a top-priority by WHO. 
 
For this project, the Epidemic and Pandemic Alert and Response Unit (EPR) of WHO in 
Geneva, in conjunction with the International Coordinating Group (ICG)8, has requested DG 
ECHO funding worth EUR 1.000.000, for the purchasing of meningitis vaccines. 
The ICG ensures that appropriate assistance is provided to countries through its technical 
partners and their networks to improve national preparedness and response. Additional issues 
addressed by these networks include the forecasting of epidemics, evaluation of 
interventions, negotiation of vaccine prices, and evaluation of standard protocols for case 
management.  

                     
5 WHO risk analysis (unpublished) 
6 WHO risk analysis (unpublished) 
7 Source: WHO 
8 Following the outbreaks of meningitis in 1995-96 in Africa, the ICG was established in January 1997 to 
coordinate the best use of the limited amount of vaccine available; to ensure that the meningitis vaccine was 
used where it was needed most; and to avoid wastage.  
 

Trends of epidemic meningitis disease in the African belt, 
1970-2007
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Cholera. In 2005 there was a significant series of cholera outbreaks in Africa, affecting 29 
countries, and in 2006 the number of cholera cases reported worldwide rose dramatically 
with an overall increase of 87% compared with the number of cases in 20059. This resulted 
from several major outbreaks, with 67,257 cases in Angola, 45,070 in Ethiopia, 30,662 in 
Sudan and 20,642 in DRC. In 2006 there was a three fold increase in the number of deaths, 
the overall case fatality rate (CFR) rose from 1.72% in 2005 to 2.66% in 2006. Almost all 
global deaths were reported from the African continent. In total in 2006, 99% of worldwide 
cases of cholera were reported in Africa. 

Cholera in Africa 2000 - 2006
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Note to above figure: Registered cases of cholera are generally subject to both over- and underestimation. Cases 
of simple acute watery diarrhoea are often included (i.e. AWD caused by other agents than the Cholera Vibrio), 
increasing the total number of reported cases, and in some countries, e.g. Ethiopia and Somalia, there is a 
reluctance to declare cholera outbreaks, and cholera cases in these countries are registered as Acute Watery 
Diarrhoea, hence reducing the total number of reported cholera cases. Source: WHO. 
 
Currently there are on-going outbreaks of cholera (or acute watery diarrhoea - AWD) in 
Ethiopia, Uganda, DRC and Angola.  
 
In Ethiopia, an outbreak of cholera/AWD started in April 2005, and since then 98,482 cases 
and 1,159 deaths have been reported. Although considerable efforts have gone into 
containment of the disease, recent flooding combined with poor water and sanitary 
infrastructure, both in rural areas and in some parts of Addis Abeba, has hampered the 
efforts, and thousands of new cases are still reported every month. 
 
Uganda suffered from serious flooding during the past recent months, which has led to a 
significant rise in the number of AWD cases. With recurrent outbreaks of cholera during the 
past years, it is anticipated that if the disease is not already present in the country, it is a 
matter of time. 
 
DRC has been facing an outbreak of cholera/AWD since the beginning of 2007, and so far 
more than 14,000 cases and 210 deaths have been reported. The vastness of the country, with 

                     
9 In 2006 the number of cholera cases notified in Africa was 234.349.  
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poor water and sanitary infrastructure, combined with a weak surveillance system due to 
years of conflict, is seriously hampering efforts to contain the outbreak. 
 
Angola has been struck by major cholera outbreaks during the recent years, and still in 2007 
the number of reported cholera/AWD cases and deaths are still significant.  
 
WHO is and has been responding to the above outbreaks, primarily through outbreak 
investigation, coordination of the disease surveillance and early-warning system, and through 
supply of so-called cholera kits, which form the essential basis for appropriate disease 
treatment, aimed at reducing morbidity and mortality rates. 
 
The Health Action in Crises unit (HAC) of WHO, through its sub-regional office in Nairobi, 
is currently seeking DG ECHO funding worth EUR 600.000  meant for epidemic response to 
the cholera/AWD outbreaks in Ethiopia, Uganda, DRC and Angola.  
 
Viral hemorrhagic fevers. In recent years, Africa has been seeing a significant number of 
outbreaks of VHF’s, among these Yellow fever and Lassa fever in West Africa, and Ebola 
fever, Marburg fever and Rift Valley fever in the Horn of Africa and in Eastern and 
Central Africa. 

Ebola, Marburg and Yellow Fever in Africa 1995 - 2004
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Note to above figure: The data represent verified and registered cases. It is estimated by WHO that annually 
there are more than 100.000 undetected cases of Yellow Fever alone, causing 10-20.000 deaths. Source: WHO. 
 
Currently, there are outbreaks of Ebola Fever in DRC, of Marburg Fever in Uganda, and 
possibly of Yellow Fever (or another VHF) in Sudan. 
 
In Uganda, in June 2007, an outbreak of Marburg fever was confirmed, affecting 2 people 
and with 1 death. Due to rapid interventions from WHO, Centre for Disease Control (CDC), 
INGO’s and the Ministry of Health (MoH), the disease was quickly contained, and the 
outbreak was declared over. In October 2007 an additional case of Marburg fever was 
confirmed, and WHO is currently leading the response efforts with coordination of outbreak 
investigations, social mobilization campaigns, and supply of outbreak investigation kits.  
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WHO is seeking funding from DG ECHO, worth EUR 104,000, to continue their efforts in 
containing the outbreak, the funding to be managed by the sub-regional WHO-HAC office in 
Nairobi. 
 
In DRC, an outbreak of Ebola fever was confirmed in September 2007, and as of October 1st 
2007, 249 cases with 183 deaths had been reported. Together with an international team from 
CDC, MSF and with the MoH, WHO is currently leading the efforts of containing the 
disease, with outbreak investigations, improvement of the surveillance and early warning 
system, social mobilization campaigns, and implementation of appropriate case-management 
at hospital isolation wards. 
For the continuation of these activities, WHO is seeking funding from DG ECHO, worth 
EUR 110,000, in their efforts to strengthen the surveillance system – being able to timely 
detect and report potential new cases of the current outbreak of Ebola Fever. The funding is 
to be managed by the sub-regional WHO-HAC office in Nairobi. 
 
In Sudan, in early October 2007, reports started reaching the MoH in Khartoum that people 
were dying from a VHF-like disease, suspected to be Yellow fever. As of October 23rd, 45 
cases have been reported, with 32 deaths. So far Yellow fever has not been confirmed, but 
outbreak investigations and blood sample analysis are on-going, expected to bring clarity 
within the coming days – according to WHO and UNICEF, with anticipation of a 
confirmation of either Yellow fever or another VHF. 
WHO together with UNICEF and INGO’s are leading the outbreak investigations and the 
implementation of isolation and treatment procedures for suspected cases of the disease.  
So far there has not been a call for DG ECHO funding, however once the disease pathogen 
has been identified, it is anticipated that WHO (and/or another implementing partner) will 
launch an appeal for funding.  
In case Yellow fever is confirmed, and an appropriate mass vaccination campaign is 
launched, an overall outbreak response budget of several million EUR must be anticipated.   
 
Overview of current requests for DG ECHO funding from WHO and ICG (€) 
 
 

INTERVENTION AFRICA ANGOLA ETHIOPIA DRC UGANDA 
Meningitis 

vaccines 
(WHO/ICG) 

1.000.000     

VHF    
Social mobilization   46.000 

Surveillance 
system (reporting 

tools and lab 
investigation 

materials, training) 

 110.000 11.000 

Case management 
(PPE kits)  

  

 12.000 

Coordination of 
response     35.000 

Sub-total    110.000 104.000 
CHOLERA      
Provision of 
cholera kits  98.000 98.000 98.000 96.000 

Surveillance  70.000 70.000   



 

ECHO/-AF/EDF/2007/01000 9

system in new 
affected areas 

(reporting tools 
and training) 
Support  to 

coordination  35.000 35.000   

Sub-total  203.000 203.000 98.000 96.000 
Monitoring and 

evaluation  20.000 20.000 21.000 20.000 

Programme 
Support Cost  16.000 16.000 16.000 13.000 

TOTAL (€) 1.000.000 239.000 239.000 245.000 233.000 
 
1.3. – Target population and regions concerned 
 
The beneficiaries of this financial decision are the resident populations affected by epidemics 
of communicable diseases in the African countries, signatories to the Cotonou convention.   
 
These beneficiaries, regardless of gender, age or location are an estimated 1,000,000. 
Outbreaks of communicable diseases may have more consequences on vulnerable groups like 
children, elderly people, pregnant and lactating women, refugees. The number of direct 
beneficiaries of an intervention may vary but it can easily reach 400,000 people in the case of 
a mass vaccination campaign. 
 
1.4. – Risk assessment and possible constraints 
 
In the event of large-scale outbreaks, more resources than made available through this 
Decision, might be required. The funds made available under this Decision will be used 
exclusively to provide the necessary capacity for the early containment of outbreaks. For very 
large outbreaks, additional resources may be required. 
 
The medicines and vaccines necessary to control most epidemics exist but are not always 
available when needed. Production and research for new alternatives are limited to the most 
common diseases in the developed world. In case of an acute shortage, the focus will shift 
from morbidity and mortality control to mortality mitigation. 
 
External support to emergency containment of epidemics is efficient but it may also decrease 
the motivation to develop autonomous responses. External actors shall develop 
comprehensive approach and integrate local capacities, not to jeopardize development 
oriented processes. Lack of coordination among health authorities and among agencies 
themselves has been hampering tailor-made containment operations. Close and regular 
coordination with WHO and specialized agencies is required more than ever since DG ECHO 
has been supporting the development of their assessment capacity over the last years. 
 
2 – Objectives and components of the humanitarian intervention proposed 
 
2.1. – Objectives 
 
The principal objective of this Decision is to reduce morbidity and mortality rates related to 
epidemics in the African countries, signatories to the Cotonou convention. 
 
Specific objective: 
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• To contribute to ensuring an adequate response to sudden major threats to public health, 

such as epidemics with a potential trans-national impact. 
 
The expected outcome is in particular a reduction of outbreak mortality rates and 
maintenance of case-fatality rates below internationally recognized thresholds.  

  
2.2. – Components 
 
The funds made available under this Decision will be used for emergency planning, 
management of vaccines and pharmaceutical stock piles, international cooperation, and early 
warning systems. The containment and control of confirmed epidemics requires provision of 
effective medicines to most affected people, prevention of additional cases and control of 
potential expansion through immunization and awareness campaigns. The decision assists the 
fight against epidemics in the African countries, aimed at supporting responses primarily to 
outbreaks of meningitis, cholera and viral haemorrhagic fevers, but it can be used to rapid 
responses to other communicable diseases and emerging pathogens as well. Mass vaccination 
campaigns in emergency situations can also be considered by DG ECHO. 
 
DG-ECHO will ensure that relevant national authorities are involved both in the design of 
specific projects, and in the implementing activities, hence ensuring developmental and 
capacity building contributions of this decision. 
 
3. – Duration expected for actions in the proposed Decision 
 
The duration for the implementation of this Decision is 14 months  
 
A decision with a 14 months life-span will guarantee more flexibility in terms of 
implementation of projects. 
 
Humanitarian operations funded by this Decision must be implemented within this period. 
 
Expenditure under this Decision shall be eligible from 1st November 2007. 
 
Start Date: 1St November 2007 
 
If the implementation of the actions envisaged in this Decision is suspended due to force 
majeure or any comparable circumstance, the period of suspension will not be taken into 
account for the calculation of the duration of the humanitarian aid operations. 
 
Depending on the evolution of the situation in the field, the Commission reserves the right to 
terminate the agreements signed with the implementing humanitarian organizations where the 
suspension of activities is for a period of more than one third of the total planned duration of 
the action. In this respect, the procedure established in the general conditions of the specific 
agreement will be applied. 
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4 – Previous interventions/Decisions of DG ECHO within the context of the crisis 
concerned 
 
 2003 2004 2005 2006 
 Subject Amount Subject Amount Subject Amount Subject Amount 

Meningitis 75 000 
Meningitis/ 

Yellow 
Fever 

139 846   Meningitis 364 760 BURKINA 
FASO 

Meningitis 600 000       
CÔTE 

D'IVOIRE     Yellow 
Fever 349 163   

GUINEE 
CONAKRY 

 
Yellow 
fever 

 
70 000 

 
Cholera 

 
61 992 

 
Cholera 

 
100 000   

    Cholera 250 000   GUINEE 
BISSAU     Cholera 258 684   

LIBERIA     Cholera 102 392 Measles 157 000 
MALI Cholera 500 000       

NIGER Meningitis/ 
measles 245 000 Measles 

 100 000     

SIERRA 
LEONE   Cholera 100 000     

  Cholera 168 991     CHAD   Hepatitis E 228 295     
SAO 

TOME 
AND 

PRINCIPE 

    Cholera 133 655   

TOGO       Yellow 
Fever 480 000 

West Africa   Assessment 80 000 Assessment 120 000 Assessment 248 000 
Angola     Marburg 500.000 Cholera 1.500.000 
Angola     Marburg 1.500.000 Cholera 1.500.000 

Sudan     Yellow 
Fever 2.000.000   

Total  1.490.000  879,124  5.313.894  4.249.760 
Source: HOPE and RSO’s  Dakar and Nairobi 
 
5. – Other donors and donor co-ordination mechanisms 

The US government also provides preventive and long-term assistance in the field of 
epidemics.  The Global Alliance for Vaccines and Immunization (GAVI) is actively involved 
in the introduction of new vaccines and facilitating the availability of Yellow fever vaccine 
whereas private foundations (e.g. The Bill & Melissa Gates Foundation) support prevention, 
treatment and control of epidemics in West Africa and other regions. 

 

The main coordination group for meningitis and yellow fever epidemic response is the 
International Coordination Group (ICG), which includes WHO, UNICEF, MSF and the Red 
Cross. The WHO Global Alert and Response sector is also a key stakeholder. 

 

  
6. – Amount of Decision 
 
6.1. - Total amount of the Decision: EUR 2.000.000  
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 6.2. - Specific objective and activities 
 

Principal objective: To reduce morbidity and mortality rates related to epidemics in the African countries, signatories to the Cotonou convention. 
Specific objective Allocated amount 

by specific 
objective (EUR) 

Geographical area 
of operation 

Activities Potential partners 

To contribute to ensuring an 
adequate response to sudden 
major threats to public health, 
such as epidemics with a 
potential trans-national impact. 
 

2.000.000 African countries, 
signatories to the 
Cotonou 
convention 

1) Rapid field assessment during initial phases of 
outbreaks 
 
2) Improvement of the emergency response capacity 
through the development of disease specific criteria 
and technical guidelines 
 
3) Mobilization of technical expertise for 
multidisciplinary assessments 
 
4) Provision of free curative primary and secondary 
health care  
 
5) Punctual support to existing health centres and 
facilities through provision of drugs, vaccines and 
medical equipment 
 
6) Organization and supervision of mass vaccination 
campaigns 
 
7) Contribution to the constitution of an emergency 
vaccination stock to respond to epidemics 
 

- ICRC 
- IFRC 
- MSF-B 
- MSF-CH 
- MSF-F 
- MSF-LUX 
- MSF-H 
- UNICEF 
- WHO 
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7 - Evaluation   
Under article 18 of Council Regulation (EC) No.1257/96 of 20 June 1996 concerning 
humanitarian aid the Commission is required to "regularly assess humanitarian aid operations 
financed by the Community in order to establish whether they have achieved their objectives 
and to produce guidelines for improving the effectiveness of subsequent operations."  These 
evaluations are structured and organised in overarching and cross cutting issues forming part 
of ECHO's Annual Strategy such as child-related issues, the security of relief workers, 
respect for human rights, gender. Each year, an indicative Evaluation Programme is 
established after a consultative process. This programme is flexible and can be adapted to 
include evaluations not foreseen in the initial programme, in response to particular events or 
changing circumstances. More information can be obtained at: 
 
http://ec.europa.eu/echo/evaluation/index_en.htm. 
 
 8.   MANAGEMENT ISSUES   
 
Humanitarian aid actions funded by the Commission are implemented by NGOs, Specialised 
Agencies of the Member States, and the Red Cross organisations on the basis of Framework 
Partnership Agreements (FPA) and by United Nations agencies based on the EC/UN 
Financial and Administrative Framework Agreement (FAFA) in conformity with Article 163 
of the Implementing Rules of the Financial Regulation. These Framework agreements define 
the criteria for attributing grant agreements and financing agreements in accordance with 
Article 90 of the Implementing Rules and may be found at 
http://ec.europa.eu/echo/partners/index_en.htm. 
 
Individual grants are awarded on the basis of the criteria enumerated in Article 7.2 of the 
Humanitarian Aid Regulation, such as the technical and financial capacity, readiness and 
experience, and results of previous interventions.  
 
 
 


