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Abstract 

This combined, independent evaluation focused on DG ECHO’s humanitarian response to epidemics and its 

strategic partnership with WHO between 2017-2021. 

The evaluation found that DG ECHO supported relevant and effective interventions that contributed to 

controlling disease outbreaks. Its strong field presence served as a platform to make appropriate funding 

decisions, and support humanitarian coordination and advocacy in epidemics. Initiatives to deploy civil 

protection assets in epidemic response show promise, but are currently underdeveloped. Specific policies on 

epidemics were lacking, and there were gaps between stated humanitarian policies and field-level practice. 

Major recommendations include bridging these gaps, fuller participation in relevant EU global health security 

initiatives, and expanding the specialist epidemics’ funding tool. 

The DG ECHO-WHO partnership lacked a clear documented vision, and DG ECHO lacked a nucleus of 

health policy experts to guide strategy. Instead the relationship was governed by ad-hoc High-level Strategic 

Dialogue meetings where mutual priorities were discussed but not filtered down to operational levels. 

Opportunities to work across the nexus exist, but these are hampered by the lack of a common vision to guide 

collaboration. Recommendations include developing a common framework for engagement; intensifying multi-

level dialogues; and collaboration on strategic programming that leverages both partner’s respective 

strengths.  
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1. Introduction, purpose and scope 

This evaluation has three purposes: 1) to provide an external, independent and thematic assessment of 

Directorate-General for European Civil Protection and Humanitarian Aid Operations’ (DG ECHO) worldwide 

Actions in response to epidemics in third countries; 2) to contextualise the DG ECHO response to epidemics 

in the broader European Union (EU) response, and provide an analysis of how to strengthen its position in 

future responses; and 3) to provide a retrospective assessment of DG ECHO’s partnership with the World 

Health Organization (WHO) globally, with a focus on identifying lessons learned and good practices (Terms of 

Reference (TOR)).  

In accordance with the TOR, this evaluation is divided into two parts:  

● Part A: DG ECHO’s Humanitarian Response to Epidemics 

● Part B: DG ECHO’s Partnership with the World Health Organization1 

 

These parts are understood to be separate, but related. There are predictable overlaps regarding epidemic 

response, but also in terms of policy, coordination, advocacy and collaboration on preparedness and 

response to health emergencies. Both Part A and Part B are global in scope, together covering over 190 

separate interventions in over 50 countries. 

Through discussions between the Evaluation Team (ET) and the Evaluation Steering Group (ESG) it was 

clarified that the focus for Part A should mainly be on DG ECHO’s performance as a humanitarian donor in 

developing countries. DG ECHO’s role in Civil Protection (CP) remains relevant, particularly in terms of 

interaction between the Union Civil Protection Mechanism (UCPM) and the humanitarian field network, but 

was considered to a lesser degree.  

Through the same dialogue during the evaluation’s inception phase, it was also agreed that DG ECHO’s 

humanitarian response to the wider socio-economic effects of epidemics (e.g., nutrition, protection, cash 

transfers) would not be covered. The ET regarded this ‘filter’ as especially important in the context of the 

COVID-19 pandemic, which affected everything and everyone in multiple ways during the second half of the 

period under evaluation. The Part A evaluation was therefore only focused on the classic activities or ‘pillars’ 

of any public health response to infectious disease outbreaks (including preparedness measures). In terms of 

funding instruments, it was agreed this evaluation would focus only on the Humanitarian Implementation 

Plans (HIPs) and the Epidemics Tool. 

Clarification was also received from the ESG that particular attention should be given to Relevance and 

Coherence – and that the evaluation should be strategic in nature and represent more than a simple ‘audit’ of 

results. The background to this is the global re-emergence of infectious disease as a key health concern, and 

the rapid and unprecedented evolution of a response to this threat at European and global levels. There is a 

sense that this epidemic response architecture has not yet settled – and also that the health security 

response has not been equitable, having prioritised the safety of populations in high-income countries at the 

expense of those where DG ECHO typically operates. DG ECHO has a pivotal role in health emergencies in 

humanitarian contexts – as a response arm which spans humanitarian aid and civil protection – and has a 

mandate to coordinate these efforts with other EU bodies. Nonetheless, some of these other bodies (e.g., 

Directorate-General for Health and Food Safety (DG SANTE), Directorate-General for International 

Partnerships (DG INTPA), European Centre for Disease Prevention and Control (ECDC), etc.)  also have 

important roles in relation to epidemics, and more are emerging (i.e., Directorate-General for Health 

Emergency Preparedness and Response Authority (DG HERA) – which was created in the aftermath of 

 
1 It is important to note that while PAHO serves as the regional office for WHO in the Americas, it also serves as the specialised health agency 

of the Inter-American System, rendering it independent from WHO. As such, PAHO has a separate relationship with DG ECHO which is not the 

focus of Part B. However, PAHO is covered as one of DG ECHO’s implementing partners for Part A. 
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COVID-19 pandemic). The ET was therefore asked to examine DG ECHO’s performance as an institution in 

an increasingly crowded and high-profile policy and coordination space, and to offer suggestions on how it 

should adapt to this context. This implies less emphasis on the performance of DG ECHO’s implementing 

partners in crisis-affected countries than might usually be the case. 

Similarly, the focus of Part B is on the WHO - DG ECHO partnership itself, rather than on how WHO 

performed in humanitarian settings as a DG ECHO implementing partner. The DG ECHO – WHO partnership 

has been described as strengthening since 2019, when WHO became an official “strategic humanitarian 

partner” of DG ECHO. In light of the partnership’s evolution, it was agreed with the ESG that Part B should 

review the “strengthening” and strategic aspects of the partnership, effective communication, governance 

structures, mechanisms and processes, efficiency, transparency, and the added value of the partnership in 

addressing health in emergency and humanitarian settings.  

2. Methodology 

This section outlines how the evaluation was conducted (i.e., the overall approach, data collection and 

analysis, synthesis and reporting) and will explain which specific methods and tools were used. 

2.1. Overall evaluation approach  

The ET employed a ‘mixed-methods’ approach to answer the evaluation questions (EQs). This approach is 

designed to seek out evidence from a mixture of purposively selected qualitative and quantitative sources, 

both primary and secondary, and to then triangulate and synthesise the collected data in order to arrive at 

reasoned assumptions. This research method is well-suited to complex and multi-faceted evaluations. All of 

the EQs were addressed by the evaluation team’s mixed-methods approach, as evidenced in the Evaluation 

Matrix (Annexe 1).  

The TOR initially proposed 17 EQs which, after numerous refinements by the ET and the ESG during the 

Inception Phase, were reduced to 12 EQs. The resultant EQs were developed to enable the ET to best tackle 

the dual aspects of this complex evaluation and are laid out in Table 1.  

Table 1 Evaluation Criteria and Evaluation Questions 

 Evaluation 

Criteria 

Evaluation Questions 

Part A Relevance 1. How appropriate were DG ECHO’s plans and interventions in response to 

epidemics? 

2. To what extent did DG ECHO’s actions seek the participation of affected populations 

at all stages of the humanitarian project cycle, and seek to address their needs and 

priorities? 

Coherence 3. How coherent was DG ECHO’s response with that of relevant external actors? 

4. How coherent was DG ECHO’s response with that of other EU/EC actions including 

those of individual Member States, and how should DG ECHO’s role evolve given the 

EC’s strategic intent to strengthen European and global health security? 

Effectiveness 5. How effective have DG ECHO’s tools and instruments been in addressing 

epidemics? 

6. What results were achieved by DG ECHO’s epidemics response? 

Efficiency 7. Have DG ECHO’s actions in response to epidemics been cost-effective? 

8. To what extent were DG ECHO’s interventions in response to epidemics timely and 

flexible, thereby allowing partners to have adapted responses? 
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Resilience/ 

Connectedness 

9. To what extent has DG ECHO contributed to the resilience of public health systems 

for outbreak prevention and response in the countries where it works? 

Part B2 Collaborative 10. Is the DG ECHO-WHO partnership strategic and synergistic, with a shared vision 

that leverages collaborative advantages at all levels? 

Transactional 11. Is the DG ECHO-WHO partnership supported by effective dialogue and fit-for-

purpose structures and mechanisms to deliver on its objectives at all levels? 

Transformational 12. What is the added value of the DG ECHO-WHO partnership in contributing to 

sustainable and resilient health systems, and more equitable and improved health 

outcomes in humanitarian settings? 

 

To supplement the overarching EQs, the ET proposed a series of judgement criteria (JC) during the Inception 

Phase which served to provide a basis from which to assess the various the merits or successes of DG 

ECHO’s response to epidemics and its partnership with WHO. For each JC, one or more indicators was 

defined according to the kind of information required to assess how the JC was observed. 

Due to the broad scope of this evaluation, some of the EQs required a high-level policy and global portfolio 

analysis in order to elicit satisfactory answers. Equally, others necessitated a ground-level lens to observe 

results from DG ECHO’s funded Actions and activities, including drawing from the perspectives of affected 

persons and other local stakeholders. As a result, the ET was required to source data from both the 

portfolio/global level (i.e., a quantitative/systematic analysis of relevant HOPE3 data, policy document review, 

interviews with DG ECHO and WHO Headquarters (HQ)) and from country/field level (i.e., through interviews 

with field staff, relevant IPs, representatives from government ministries and conducting focus group 

discussions (FGDs) with affected populations). The ET’s sampling strategy and country visits can be found in 

Chapter 2.3. 

The evaluation (for Part A and Part B) was conducted in four phases: i) the inception phase, wherein which 

the ET developed a detailed inception report which outlined the scope and methodology of the proposed 

combined evaluation, as well as confirming the five countries that would be subject to physical visits and 

remote visits ; ii) the desk phase, which included preliminary Key Informant Interviews (KII) – mainly at a 

global level – with informants who could provide the ET with a good overview of DG ECHO’s policies and 

partnership structures, and an in-depth study of available data in DG ECHO’s HOPE database, in addition to 

other relevant documentation, in order to produce a desk report which amalgamated tentative findings derived 

from secondary sources and a detailed portfolio analysis; iii) the field phase which resulted in a field report 

detailing the key findings from the five field visits for Part A and one mission to WHO’s Geneva headquarters 

for Part B; and iv) the synthesis phase which culminated with the development of this final report which 

synthesises all the data and settles on findings and recommendations (Figure 1). During the desk phase the 

ESG approved minor modifications to a few of the EQs and JCs. For part A, two similar JCs were merged into 

one, with the EQs and three JCs being reworded for clarity. 

 
2 Note: part B evaluation questions were slightly modified during the desk phase to strengthen their clarity. These were approved by the ESG in 
the final Desk Report. 
3 An online database which contains records for all DG ECHO-funded humanitarian health actions. 
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Figure 1 Evaluation approach 

 

2.2. Analytical framework 

For Part A the ET mapped the EQs to Organisation for Economic Co-operation and Development - 

Development Assistance Committee (OECD-DAC) evaluation criteria, such as relevance, coherence, 

effectiveness, efficiency. These criteria served as a normative framework from which to evaluate the breadth 

of DG ECHO’s epidemics related activities within the scope of the evaluation.  

To frame the evaluation for Part B, the ET adapted a widely accepted theoretical model to achieve successful 

global partnerships.4 The model presents 12 pillars spanning three interconnected partnership levels – 

transactional, collaborative and transformational (Figure 2). The ET subsequently identified three pillars at the 

transactional level - governance, resources and expertise, transparency and accountability; three pillars at the 

collaborative level – shared vision; relationship building; and deep understanding; and two pillars at the 

transformational level – equity and sustainability, and then mapped the EQs and JCs to these levels and 

pillars. 

 
44 Schriger SH, Binagwaho A, Keetile M, et al. Hierarchy of qualities in global health partnerships: a path towards equity and sustainability. BMJ 
Global Health 2021;6:e007132. doi:10.1136/bmjgh-2021-007132 



Combined evaluation of DG ECHO’s humanitarian response to epidemics, and of DG ECHO’S 

partnership with the World Health Organization, 2017-2021 – Final Report 

16 

Figure 2 Theoretical model, levels and pillars for successful global health partnerships 

 

 

2.3. Sampling and data collection methodology 

This section outlines the various sources of data used by the evaluation team and characterises the process 

by which the ET ensured that the data collected was representative of DG ECHO’s activities covering 

epidemic response and its partnership with WHO.  

2.3.1. Country visits 

The global scope of the evaluation, with its two major components Part A and Part B, posed a significant 

challenge for the ET in terms of devising a sampling strategy for selecting countries for more detailed 

analysis. The ET adopted a purposive approach which reduced the “Actions” (i.e., DG ECHO-funded projects 

and their associated documents) – and countries where the Actions took place – to a representative sample 

using a number of filters and parameters. A ‘long list’ of options was produced through this sampling method 

and, after several rounds of meetings with the ESG and regional health experts, five countries were selected 

from this list: Afghanistan, Democratic Republic of Congo (DRC), South Sudan, Syria and Venezuela. It is 

worth noting that the ET argued against the inclusion of some of the countries finally selected due to difficulty 

of access and a relative lack of DG ECHO-funded epidemics interventions, among other reasons (see 

‘Limitations Section’ [Section 2.5] for a more comprehensive overview). 

The long list of Actions from these five countries provided a sample of 23 Actions for the evaluation period 

between 2017 and 2021 (see annexe 4 for details). The disease types covered were Ebola, Cholera, 

Measles, COVID-19 and Yellow Fever. 

As mentioned previously, a blended approach was used to conduct these country studies, with DRC and 

Venezuela being visited by Senior International Experts from the ET – supported by local experts; and 

remotely-managed visits to Afghanistan, South Sudan and Syria – also support by local experts. 

The country visits were primarily focused on data collection for Part A. However, there was some degree of 

crossover with Part B, especially in countries where WHO/ Pan American Health Organisation (PAHO) had a 

strong presence (i.e., South Sudan, Syria and Venezuela).  
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The scope of Part B was not limited to the five selected countries in Part A, therefore Actions were selected 

from a much broader geographic pool. Due to the substantial number of key informants located at WHO HQ 

for Part B, a one-week mission to Geneva was organised with the assistance of WHO.  

Table 2 Timeline of field visits 

Country Field Phase dates Lead senior expert Direct / remote  

Switzerland 1-5 May Saba Moussavi Direct 

Venezuela 18 – 31 May* Jean-Pierre Veyrenche  Direct 

DRC 23 – 28 May* Dr Eric Sattin Direct 

Afghanistan (remote) 23 May – 27 June Nigel Clarke (TL) Remote 

South Sudan (remote) 30 May – 12 July Dr Eric Sattin Remote 

Syria (remote) 1 – 10 June Jean-Pierre Veyrenche Remote 

*The latter date denotes when the Senior Expert left the country. In both Venezuela and DRC data collection activities, such as 

FGDs, were conducted beyond these dates. 

2.3.2. Data collection methodology 

Table 3 Lines and quantitative levels of evidence 

Lines of evidence  Quantitative level of evidence 

Document review N=100 (including eSingleForms, FicheOps, HIPs, academic 

literature, etc.) 

KIIs N=155   

Focus Group Discussions 

Individual discussions with field 

stakeholders in lieu of FGDs 

N=10 

N=12 

Survey N=95 (70 from direct invitation and 25 through snowball sampling 

within the DRC Health Cluster) 

Document review 

A thematic evaluation of this scale necessitated a continuous process of document harvesting and review 

which started at the Desk Phase and continued up until the formulation of this final report. Senior Experts on 

the ET were allotted secondary data acquisition responsibilities by geography and theme (i.e., a specific 

epidemic type or activity, or various different tools or funding mechanisms). The documentation sources 

combined a mixture of public documents (i.e., strategic policy documents, factsheets and crisis reports, 

previous EU assessments/ evaluations and various external documents) and private documents (i.e., 

eSingleForms (SF) and FicheOps, and internal working documents shared with the ET by DG ECHO). For 

Part A the Action documents were primarily focused on the five countries. For Part B an in-depth review was 

conducted on 38 Actions and financial analysis of 61 Actions. 
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Key informant interviews 

The ET carried out a number of semi-structured interviews with an extensive range of stakeholders, as guided 

by the ET’s sample stakeholder analysis from the Inception Phase. The evaluation team conducted a total of 

168 key informant interviews across the Desk and Field phases (131 for Part A, 37 for Part B.5 A full 

breakdown of the target stakeholder groups can be found in Annexe 2). 

Focus Group Discussions (FGDs) and informal discussions with local stakeholders 

In total ten FGDs were conducted – six in Venezuela and four in DRC – with a combined total of 98 affected 

persons in attendance. The ET deemed it an integral aspect of this evaluation to ensure that the voices of 

affected persons were documented, an endeavour which was more relevant for Part A than it was for Part B 

(as the latter mainly focuses on strategic and institutional relationships). Where possible the Local Experts 

were encouraged to provide a balanced sample of attendees, both in terms of age and gender. In DRC, there 

were a total of 37 focus group participants, 49% female and 51% male, with participant age range falling 

between 27 and 60 years old. In Venezuela, of a total of 61 participants, 87% were female and 13% were 

male, with a participant age range falling between seven and 98 years old. The disparity in gender 

representation in Venezuela is circumstantial: women tend to be the health leaders in their communities and 

are more likely to participate in these activities. Additionally, the programmes which had been implemented by 

the IP within the region were mainly focused on women and children, hence they were more likely to provide 

a keener insight during FGDs.  

Since DG ECHO-funded Actions in South Sudan during the period 2017-2021 did not include community-level 

Actions relating to epidemics, it became apparent that facilitating focus group discussions would hold little 

merit. Instead, the ET sought to include the voices of health personnel on the ground who had benefitted from 

Early Warning, Alert and Response System (EWARS) and Integrated Disease Surveillance and Response 

(IDSR) training events. A total of 12 such local stakeholder interviews took place. 

Online survey 

The ET designed an online survey that covered relevant questions for Part A and Part B. To increase and 

encourage stakeholder participation, the ET translated the survey into four languages: English, French, 

Spanish and Arabic. This decision was made so that stakeholders were provided the opportunity to respond 

to questions in their native language, which may have encouraged more articulate and comprehensive 

responses.  

In total, 95 responses were received (70 from direct invitation and 25 through the Health Cluster) from a 

combined total of 459 individuals who were sent the survey (255 informants were directly invited to participate 

and 204 via the DRC Health Cluster). Respondents who were directly invited to participate in the survey 

represented a 27% response rate.  

2.4. Data processing and reporting 

All relevant data, regardless of its source, were recorded in summary form in an evidence matrix designed by 

the ET. This matrix was an expanded version of the Evaluation Matrix, but included several Excel sheets 

wherein data from every single source could be plotted against each relevant EQ and JC. This allowed for a 

relatively straightforward synthesis of all data relating to an EQ, for analysis by certain strata (e.g., by country, 

type of informant etc), and provided a clear ‘line of sight’ between the eventual findings and the evidence 

contributing to those findings. Since much of the evidence in this matrix was provided on a confidential basis 

and relates to individual informants, it is not provided as an annexe of this report. 

 
5 Some key informants were equally relevant for both Parts A & B of the evaluation. To protect the time of these individuals some were 

interviewed by multiple members of the ET to cover both parts. In these instances, interviews have been counted as two separate interviews. In 

addition, some interviews were follow-up interviews with the same individual, and these are also counted as separate interviews. 
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Figure 3 A snapshot of the 'Evidence Matrix' used by the Evaluation Team to cross tabulate data points against judgement criteria 

 

2.4.1. Strength of evidence 

Overall, plentiful evidence was collected by the ET during the Desk and Field phases. From KIIs, reviewed 

documents and FGDs there were over 1,300 separate data items recorded against 26 individual JCs, and this 

is not factoring in the data recorded by the online survey. 

Strength of evidence was calculated as the number of evidence points/sources (KIIs, documents, etc.) - that 

provided relevant data towards specific JC – against the total number of sources for both Part A and Part B of 

the evaluation. This resulted with a “heat map” which enabled the ET to easily identify the level to which each 

EQ and JC was supported by associated data. 

2.5. Limitations of the data 

The scope of the evaluation in the TOR was very broad, and whilst the Inception Report sought to refine the 

scope, there remained various limitations which were navigated by the evaluation team to the best of their 

ability.  

Restrictions on movement and data collection 

There were various restrictions on movement, even for the countries deemed feasible to be visited by 

international experts (DRC and Venezuela), for reasons including the COVID-19 pandemic and general 

security considerations. The safety of both Senior and Local Experts and of those with whom they interacted 

was of paramount importance, and therefore their movement in-country was undertaken with caution.  

Direct observation was not a method of this evaluation and, broadly speaking, evaluators did not travel 

outside of capital cities or major secondary hubs, with the exception of Venezuela where the Local Expert 
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collected data in the state of Sucre. The principal reason for this was practical constraints (often security 

related) to their work, including the ability to conduct FGDs. 

In Afghanistan, IPs were often unable to support the ET in arranging data collection activities due to having 

busy schedules, an issue compounded by the devasting 5.9 magnitude earthquake which struck the Khost 

region of Afghanistan on June 22 and which, rightly, diverted humanitarian attention. 

Sampling of Actions 

The high volume of Action documents in the scope and the respective length of the SFs and FichOps meant 

that the ET could only analyse a limited sample in depth. 

Participation of affected persons 

Due to its global and strategic policy aims, the evaluation did not seek a truly bottom-up approach to evidence 

gathering. This being said, a concerted effort was made by the ET to include the voices of affected persons, 

as evidenced through the FGDs and interviews with local personnel on Risk, Communication and Community 

Engagement (RCCE) activities in the relevant countries.  

Diversity 

The TOR did not require the evaluation to focus specifically on gender or disability or other socio-economic 

factors, as a means of analysing disparities in access to resources and meaningful participation. Nonetheless, 

the ET also acknowledges its own limitations in terms of diversity. Genuine attempts, however, were made to 

include analysis of DG ECHO’s consideration of disparities of wealth and power in its decision making and 

activities, especially through the ET’s approach to country level KIIs and FGDs. 

As such, a concerted effort was made, where possible, to ensure a gender-balanced team of local experts in 

each country that was subjected to a more in-depth analysis. In some scenarios, especially when dealing with 

vulnerable persons or when tackling sensitive issues, affected persons can be more comfortable 

communicating with interviewers/facilitators who are the same ethnicity or gender as them, thus creating an 

environment where responses to questions are often more detailed and reliable. 

In total six local experts were hired, three of whom were men and three were women. 

Involvement of WHO 

WHO was not actively involved in the evaluation until after the Inception Phase and well into the Desk Phase. 

This created some challenges and delays with regards to accessing key informants and WHO resources, 

particularly during the Desk Phase.  

WHO HQ requested that the ET liaise with both WHO HQ and regional offices before reaching out to WHO 

staff for interviews at all levels. While this was very useful for successfully connecting with WHO staff in HQ 

and most of the regional and country offices, this was not the case for the African regional office (AFRO), 

which was unresponsive and did not assist the ET to connect with country level staff in the African region. For 

this reason, there are fewer inputs from WHO AFRO, especially for Part B. 

During the commenting periods for each significant evaluation deliverable (i.e., inception report, desk report 

and field report), DG ECHO shared drafts with WHO, but WHO responses were often delayed, and in some 

instances – notably at the inception and desk phases - WHO were unable to provide their feedback at all.  

Selection of countries for field phase 

Through diligent purposive sampling, which involved a comprehensive analysis of DG ECHO’s global 

epidemics-related Actions, the ET placed a great emphasis on representativeness. Initially The ET proposed 

countries that covered the full range of different types of epidemic, of types of Epidemics Tools used, as well 

as a variety of humanitarian situation (large/small, sudden/protracted) and geographic coverage. However, 
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the ESG insisted that the ET focus on countries that were of more current and strategic importance for DG 

ECHO, even though they had relatively limited epidemics programming, and for two of which international 

visits were impossible. 

Furthermore, in South Sudan, the nature of the ECHO-funded Actions meant that community-level 

engagement was unlikely to yield meaningful data, and economic sanctions in Syria impeded the contracting 

of Local Experts to support with in-country data collection activities. 

DG ECHO and IP staff turnover 

Staff turnover meant that it was difficult to find respondents that could speak to Actions before 2020 in most 

cases. This was particularly true in Afghanistan, whereby none of the current health focal points had worked 

on epidemic response between 2017-2021.  

2.6. Ethical standards and principles  

The ET members abided by and upheld the European Consensus on Humanitarian Aid as well as 

internationally recognised ethical practices and codes of conduct for evaluations. The whole evaluation was 

guided by Active Learning Network for Accountability and Performance in Humanitarian Action’s (ALNAP) 

Evaluation of Humanitarian Action Guide, the Sphere Handbook (SPHERE) and Standards for Monitoring and 

Evaluation, and Ethical Research Involving Children. In addition, the team ensured the highest quality 

standards in terms of comprehensiveness (OECD-DAC evaluation criteria); proportionality (tailoring the      

scope of the evaluation to the maturity of the intervention being assessed and data available); independence 

and objectivity (robustness and reliability of results; conducting the evaluation without influence or pressure 

from any organisation; and full autonomy of the team in conducting and reporting their findings); transparency 

of judgement (based on data available and previously agreed judgement criteria); and evidence-based 

(collected and triangulated from different sources, with clear limitations addressed). 

In addition to more general considerations required to maintain an ethical evaluation design, the ET took 

particular care to mitigate against the elevated risks to vulnerable populations during the current global 

COVID-19 pandemic. Landell Mills takes the protection of vulnerable populations extremely seriously and this 

design was grounded in an understanding that vulnerable groups should not be exposed to contact with 

persons with whom they would not ordinarily cross paths, unless it is possible to ensure the environment is 

COVID-19 negative (i.e., prior testing has taken place). In many ways, the pandemic is a reminder that Do No 

Harm is a principle that must be upheld through active efforts to minimise risk particularly for those who are 

already experiencing trauma and/or humanitarian need. As such, this methodology was tailored to ensuring 

remote consultation was carried out where possible and beneficiary views were incorporated into the 

evaluation findings through locally-led (either through local beneficiary representatives or local evaluation 

experts) data collection activities. 

2.6.1. Statement of validity 

The evaluation team considers that the review of documents, interviews conducted, online survey and field 

observations provided sufficient data and triangulation for the evaluation findings to be valid. 
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3. Context and portfolio analysis 

This section describes the context of DG ECHO’s response to epidemics during the period 2017-2021. It 

outlines the resurgence in recent years of infectious disease as a major global health concern, and how the 

international community, including the EU, DG ECHO and the WHO have responded, through new health 

security architecture and partnerships. It also sets health emergencies within the wider context of 

unprecedented challenges for humanitarian action as a whole. 

3.1. The resurgence of infectious disease epidemics  

Accurate measurement of the growth of epidemics is challenging due to variations in levels of disease 

surveillance and communications, as well as the likely bias resulting from the exponential growth of internet 

use since 1990. Nonetheless, analysis of WHO Disease Outbreak news between 1995 and 2018 by (Harvard 

Global Health Institute and the World Economic Forum) suggests that the number of countries experiencing 

significant outbreaks has been increasing since 2010.6  

Figure 4 Number of countries experiencing significant disease outbreaks, 1995-2018 

 

Even before the COVID-19 pandemic it was observed that novel zoonotic diseases were mainly responsible 

for this increase7. Whereas human-specific diseases have been declining in their range and impact (in terms 

of cases per capita), the same cannot be observed for zoonoses8. Various modelling exercises have 

predicted that this trend of increasing zoonosis will continue9. 

This increase in outbreaks and projected trajectory, from both known and new diseases, has been 

characterised by the US Centres for Disease Control and Prevention (CDC) as “emerging infectious diseases” 

and this terminology has been adopted by the TOR for this evaluation. This term encompasses: 

● New infections resulting from changes or evolution of existing organisms 

● Known infections spreading to new geographic areas or populations 

● Previously unrecognised infections appearing in areas undergoing ecologic transformation 

 
6 https://www3.weforum.org/docs/WEF%20HGHI_Outbreak_Readiness_Business_Impact.pdf  
7 Significant outbreaks of zoonotic infectious diseases in recent years include Nipah virus (1999), SARS (2002), Avian Flu (2003), MERS 

(2012), Ebola (2013-15 and 2018-2021), Zika fever (2015) and COVID-19 (2019). 
8 Smith, Katherine F et al. “Global rise in human infectious disease outbreaks.” Journal of the Royal Society, Interface vol. 11,101 (2014): 

20140950. doi:10.1098/rsif.2014.0950. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4223919/  
9 https://www.cgdev.org/blog/the-next-pandemic-could-come-soon-and-be-deadlier. Metabiota estimates the annual probability of a pandemic 

on the scale of COVID-19 in any given year to be between 2.5-3.3 percent, which means a 47-57 percent chance of another global pandemic as 
deadly as COVID in the next 25 years. 

https://www3.weforum.org/docs/WEF%20HGHI_Outbreak_Readiness_Business_Impact.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4223919/
https://www.cgdev.org/blog/the-next-pandemic-could-come-soon-and-be-deadlier
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● Old infections re-emerging as a result of antimicrobial resistance in known agents or breakdowns in public 

health measures.10 

This trend is highly relevant to both parts (A and B) of this evaluation. Firstly, “emerging infectious diseases’’ 

can be considered more likely to occur in low-income countries, including contexts where there are existing 

humanitarian needs. When outbreaks occur in humanitarian settings, they are also likely to have a greater 

impact than in non-humanitarian settings. Secondly, major epidemics have the potential to reverse recent 

progress in meeting Sustainable Development Goals, to increase humanitarian needs and place more 

pressure on fragile health systems. Epidemic causes, frequency and severity overlap and intertwine 

considerably with prevailing environmental, social and economic conditions in humanitarian and low-income 

country contexts. Responding to epidemics is likely to continue – and possibly even grow – as a subset of 

humanitarian action. DG ECHO responds to outbreaks in humanitarian contexts, and, to a lesser degree, 

works to control and prevent them in both humanitarian contexts and potential humanitarian contexts.  

3.2. Epidemics and global health security  

In the 21st century there is increasing recognition among global health actors and policy makers that 

epidemics and health security are linked closely to other policy areas. Between 2007 and 2010, this 

manifested in the emergence of the “One Health” concept. It summarises what has long been known, that 

“animal health, human health, and environmental health are intrinsically intertwined and interdependent”11 

and that the management of global health risks (particularly zoonoses) requires cooperation between human, 

animal and environmental health sectors.  

Global focus on “health security” has accelerated following criticism of global preparedness for - and response 

to - the 2014 Ebola and 2016 Zika outbreaks, and has naturally captured the attention of global actors and 

leaders during the COVID-19 pandemic. There is a growing awareness among global health policy makers 

that health system strengthening (in pursuit of Universal Health Coverage), and health security efforts for 

prevention and response, need to be pursued in tandem as part of a mutually reinforcing approach to 

enhancing resilience to infectious disease outbreaks. This new understanding can be seen, to varying 

extents, in the policies of the WHO, major donors, and groupings such as the G7 and G20.12  

A collection of countries, international organisations, non-governmental organisations (NGOs) and companies 

established the Global Health Security Agenda (GHSA) in 2014. To date, the GHSA has 70 members, of 

which 64 are countries and the rest are non-governmental members, including WHO and Food and 

Agriculture Organisation (FAO) (which perform the role of “permanent advisors”). Neither the EU nor the 

Commission is a member; however, eight EU Member States have joined. The vision of this partnership is the 

prevention of, early detection of, and effective response to, infectious disease threats13. Implicit in the creation 

of the GHSA is the recognition that diseases do not respect international borders or national sovereignty and 

that too much reliance has, in the past, been placed on the International Health Regulations (IHR) which are 

implemented with varying degrees of effectiveness by different countries. More international collaboration is 

therefore needed across a range of initiatives. The GHSA aims to support the implementation of the IHR, but 

also emphasises the importance of national leader-level (i.e., political) commitment to the issues; 

collaboration among the health, security, environmental and agricultural sectors; and the importance of global 

networks/mechanisms in addition to national government capacities.14  

Other intergovernmental and multilateral organisations have initiated a significant amount of policy discussion 

on global health security, particularly since the start of the COVID-19 pandemic. This has generated 

numerous calls for new multilateral financing mechanisms on global health security and pandemic 

 
10 https://wwwnc.cdc.gov/eid/about/background  
11 https://www.oie.int/en/what-we-do/global-initiatives/one-health/  
12 https://gh.bmj.com/content/3/Suppl_1/e000656  
13 https://ghsagenda.org/about-the-ghsa/ 
14 https://ghsagenda.org/  

https://wwwnc.cdc.gov/eid/about/background
https://www.oie.int/en/what-we-do/global-initiatives/one-health/
https://gh.bmj.com/content/3/Suppl_1/e000656
https://ghsagenda.org/
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preparedness (or prevention)15. The G20 commissioned a “High Level Independent Panel on Financing the 

Global Commons for Pandemic Preparedness and Response”16 which has called for a Global Health Threats 

Fund amongst a range of other recommendations. The World Bank has established the Intermediary Fund for 

Pandemic Prevention, Preparedness and Response in September 2022. The United Nations (UN), through 

WHO, established the “Independent Panel for Pandemic Preparedness and Response” (IPPPR), which had a 

comparable scope. The Biden administration has passed legislation for US participation in a new “Global 

Fund” for global health security and pandemic preparedness17. The need for enhanced multilateral action and 

financing for health security and epidemics has been discussed at the UN General Assembly18, the UN 

Security Council19 and in communiques issued by the G720 and G2021.  

Beyond the GHSA (described above) a number of multilateral partnerships and programmes focussed on 

epidemic prevention/response and global health security have emerged in the last two decades. Prominent 

among these are: 

● The Global Outbreak Alert and Response Network (GOARN), a partnership of over 250 institutions 

designed to efficiently pool available expertise and capacity for outbreak response and to effectively 

mobilise it when needed 

● The Global Preparedness Monitoring Board, a high-level political/advocacy body tasked with providing an 

independent and comprehensive appraisal for policy makers in relation to disease outbreaks and other 

emergencies with health consequences 

● GAVI, the Vaccine Alliance, a public-private partnership with a goal of increasing access to immunisation 

in low and middle-income countries 

● The Measles and Rubella Initiative (MRI), a global partnership, founded by the American Red Cross, CDC, 

UNICEF, the United Nations Foundation and WHO, which leads efforts to control and eradicate both 

diseases.22 

● The Global Fund to Fight AIDS, Tuberculosis and Malaria which pools donations from governments and 

the private sector, making grants totalling more than USD 4 billion each year, and aims to strengthen 

health systems in ways which will also make them more resilient  

● Coalition for Epidemic Preparedness Innovations (CEPI), a global partnership of public, private, 

philanthropic, and civil society organisations working to accelerate the development of vaccines against 

emerging infectious diseases and to enable equitable access to these vaccines during outbreaks 

Added to these there have been a variety of partnerships, programmes and funding appeals launched by 

international organisations and multilateral actors since the onset of the COVID-19 pandemic. They include: 

● The UN’s Strategic Preparedness and Response Plan, a combined plan and appeal prepared by WHO 

and launched in response to the pandemic 

● The Access to COVID-19 Tools (ACT) Accelerator, a multi-agency global collaboration to accelerate 

development, production, and equitable access to COVID-19 tests, treatments, and vaccines. This 

includes COVAX – its vaccines arm – which by January 2022 had shipped over one billion vaccine doses 

to 144 countries and territories.23 

 
15 https://pandemicactionnetwork.org/wp-content/uploads/2021/08/A-New-Multilateral-Financing-Mechanism-for-Global-Health-Security-and-

Pandemic-Preparedness.pdf  
16 https://pandemic-financing.org/report/high-level-summary/  
17 https://gjia.georgetown.edu/2021/12/08/measurability-and-inclusivity-challenges-for-the-new-global-health-security-fund/  
18 https://media.un.org/en/asset/k19/k19mtwb7cu  
19 https://www.state.gov/secretary-antony-j-blinken-remarks-to-the-un-security-council-briefing-on-COVID-19-and-vaccine-access/  
20 https://www.g7uk.org/wp-content/uploads/2021/06/G7-Carbis-Bay-Health-Declaration-PDF-389KB-4-Pages.pdf  
21 https://global-health-summit.europa.eu/rome-declaration_en  
22 https://www.unicef.org/supply/media/14281/file/Measles-Measles-Rubella-Combination-Vaccines-Market-and-Supply-Note-Oct-2022.pdf 
23 https://www.gavi.org/covax-vaccine-roll-out 

https://pandemicactionnetwork.org/wp-content/uploads/2021/08/A-New-Multilateral-Financing-Mechanism-for-Global-Health-Security-and-Pandemic-Preparedness.pdf
https://pandemicactionnetwork.org/wp-content/uploads/2021/08/A-New-Multilateral-Financing-Mechanism-for-Global-Health-Security-and-Pandemic-Preparedness.pdf
https://pandemic-financing.org/report/high-level-summary/
https://gjia.georgetown.edu/2021/12/08/measurability-and-inclusivity-challenges-for-the-new-global-health-security-fund/
https://media.un.org/en/asset/k19/k19mtwb7cu
https://www.state.gov/secretary-antony-j-blinken-remarks-to-the-un-security-council-briefing-on-covid-19-and-vaccine-access/
https://www.g7uk.org/wp-content/uploads/2021/06/G7-Carbis-Bay-Health-Declaration-PDF-389KB-4-Pages.pdf
https://global-health-summit.europa.eu/rome-declaration_en
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However, the unprecedented global response to COVID-19, a pandemic which had caused at least 6.5 million 

deaths by October 2022,24 masks some old truths: that health threats have a disproportionate impact on the 

poorest and most vulnerable populations, and that high-income countries prioritise the protection of their own 

citizens rather than sharing precious resources equitably with lower-income nations. In early 2022 over 70% 

of citizens of most EU member countries had received at least two vaccine doses against COVID-19 whereas 

only 10.2% of people in low-income countries had received a single dose. The calls for global health equity 

and ‘’building back better’’ have never been stronger.25 26 

3.3. The response of the EU and DG ECHO to infectious disease outbreaks 

The Communication of the EU Role in Global Health [2010] provides broad policy guidance on international 

collaboration in pursuit of better global health outcomes, but touches only lightly on the subject of epidemics: 

“the EU should contribute to global and third countries' national capacities of early prediction, detection and 

response to global health threats, under the International Health Regulations’’27. Arguably, the European 

Commission institutions have not been as prominent as other national or transnational bodies (e.g., United 

States of America (USA), G7, some EU Member States) in leading the development of global health security 

policies. 

However, the Member States and the Commission are strong defenders of multilateralism in this field and 

remain committed to strengthening the role of WHO. The EU has observer status at the WHO and its 

Governing Bodies, and has become increasingly active in sessions of the World Health Assembly and the 

Executive Board. This is reflected in the growing numbers of EU-sponsored and co-sponsored Decisions and 

Resolutions, as well as joint statements on behalf of the EU and its Member States in governing body 

meetings. The 2019 WHA saw a historic first joint statement with the Africa group, while in 2020 the EU tabled 

and negotiated the “Resolution on COVID-19 response”, which was adopted by consensus. The overall EC 

contributions to WHO rose from USD 105 million in 2012–2013 to USD 412 million in 2020–2021, making the 

EC the 6th largest contributor to WHO’s budget.28  

The Commission’s DG SANTE is a member of the Global Health Security Initiative (GHSI) which has a 

relatively narrow membership of just eight countries plus the EC and WHO29. The GHSI mandate overlaps 

with that of the GHSA, but it was established earlier in 2001, and focussed initially on chemical, biological, 

and radio-nuclear terrorism (CBRN) threats to public health.  

In 2020, the Council of the EU considered the role of the EU in strengthening the WHO. The conclusions of 

the Council and of the Representatives of the Governments of the Member States were approved on 6th 

November 2020, thereby reaffirming the EU’s commitment to WHO’s leadership, in particular in relation to 

capacity for preparedness and response in health emergencies, including the following suggestions:  

● consideration for revision of the Public Health Emergency of International Concern (PHEIC) system to 

include differentiated levels of alerts  

● distinction between travel and trade restrictions by the IHR 

● independent epidemiological assessments on-site in high-risk zones  

● increased transparency on national compliance with the IHR30  

 
24 https://covid19.who.int/ 

25 Health inequality during the COVID-19 pandemic: a cry for ethical global leadership, Chiriboga et al [2020] https://doi.org/10.1016/S0140-

6736(20)31145-4 
26 https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-148th-session-of-the-executive-board  
27 https://eur-lex.europa.eu/legal-content/en/TXT/?uri=CELEX:52010DC0128 
28 https://open.who.int/2020-21/contributors/contributor?name=European%20Commission  
29 http://ghsi.ca/  
30 https://www.consilium.europa.eu/en/press/press-releases/2020/11/06/strengthening-the-world-health-organization-the-eu-is-ready-to-take-

the-leading-role/  

https://doi.org/10.1016/S0140-6736(20)31145-4
https://doi.org/10.1016/S0140-6736(20)31145-4
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-148th-session-of-the-executive-board
https://open.who.int/2020-21/contributors/contributor?name=European%20Commission
http://ghsi.ca/
https://www.consilium.europa.eu/en/press/press-releases/2020/11/06/strengthening-the-world-health-organization-the-eu-is-ready-to-take-the-leading-role/
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This position translated into EU leadership of the process for the successful adoption of the “Resolution on 

strengthening WHO preparedness for and response to health emergencies” at the WHA in 2021.  

Since 2020, and largely in response to COVID-19, the EU has announced a raft of new initiatives under 

“Building a European Health Union: Reinforcing the EU’s resilience for cross-border health threats” aimed at 

enhancing its capacity to respond quickly and effectively to emerging health threats. These include: 

● transforming the Commission Decision on serious cross border health threats into a Regulation, 

strengthening coordination at EU level when facing cross-border health threats  

● strengthening the mandate of ECDC 

● creating a ‘EU Health Task Force’ coordinated by ECDC to support countries with emergency 

preparedness and to rapidly intervene in health crises31 

● an EU4Health funding programme addressing health systems’ resilience 

● the decision to forge an EU Global Health Security Strategy32 

● establishing DG HERA to ‘’strengthen Europe’s ability to prevent, detect, and rapidly respond to cross-

border health emergencies, by ensuring the development, manufacturing, procurement, and equitable 

distribution of key medical countermeasures’’.33      

● the cross-border health threats communication.34 

DG ECHO has played a significant role in the EU’s response to global health threats through its response to 

outbreaks. As a humanitarian aid donor, DG ECHO is a major contributor to the funding of humanitarian 

health programmes. Health accounted for on average 16.2% of DG ECHO’s overall expenditure in the period 

2017-2021. This represents  € 1.5 billion (or USD 1.72 billion) spent on emergency health programmes in the 

same timeframe.35 More specifically with regards to epidemics, DG ECHO can ‘tag’ Actions it funds to various 

different attributes using its HOPE database. This includes an identifier for all Actions which responded to 

epidemics in some way. Over the five-year period in the scope of this evaluation (2017-21), DG ECHO 

disbursed € 526M in funding towards epidemics, from three different instruments: the Epidemics Tool, 

Geographical HIPs and ‘Commission Decisions’. This represented 4.7% of DG ECHO’s overall humanitarian 

aid disbursements over the same period, which amounted to € 11,076M. Funding from the Epidemics Tool 

represented 11.5% of overall epidemic funding, as opposed to 85.5% coming from Geographical HIPs and 

just 3% coming from Commission Decisions. 

  

 
31 https://ec.europa.eu/info/sites/default/files/proposal-mandate-european-centre-disease-prevention-control_en.pdf 
32 https://ec.europa.eu/commission/presscorner/detail/en/statement_22_3128 
33 https://ec.europa.eu/commission/presscorner/detail/en/ip_21_4672 
34 https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX%3A52020DC0724 
35 https://fts.unocha.org/ 
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Table 4 DG ECHO funding disbursements for epidemics by year and instrument compared to overall humanitarian disbursements (2017-2021) 

Year Epidemics Tool 

Geographic 

HIPs  

(Actions 

including sub-

sector of 

epidemics)36 

Commission 

decision on 

financing a 

special 

measure/ 

humanitarian 

action 

All epidemics 

funding 

All DG ECHO 

humanitarian 

funding  

2017 € 2,400,000 € 83,228,082 € 1,500,000 € 87,128,082 € 3,221,790,466 

2018 € 2,775,000 € 102,005,803   €104,780,803 € 1,671,729,716 

2019 € 1,790,000 € 86,068,000   €87,858,000 € 2,481,601,610 

2020 € 40,900,000 € 64,252,097 € 14,450,000 €119,602,097 € 1,226,770,937 

2021 € 12,500,000 € 114,176,200   €126,676,200 € 2,474,684,138 

Total € 60,365,000 € 449,730,182 € 15,950,000 €526,045,182 € 11,076,576,867 

Historically, the contribution of the Epidemics Tool to overall humanitarian funding has been very small 

(averaging around € 2.5M per year in years 2017 to 2019), but the situation changed in response to COVID-

19 (see Findings under EQ 5 How effective have DG ECHO’s tools and instruments been in addressing 

epidemics?). The amount disbursed through this funding instrument rose to € 40.9M in 2020, before falling 

again in 2021. 

Figure 5 Total disbursements from Epidemics Tool (2017-2021) 

 
 

Excluding 2020’s exceptional COVID contribution (€ 30M), which was managed through the Epidemics Tool 

more for administrative convenience than because it was a classic Epidemics Tool activity, disbursements 

through the Epidemics Tool were 5% of disbursements for HIP Actions that included epidemic response. The 

average size of grant disbursed from the Epidemics Tool (€ 1.7M) was also considerably smaller than those 

provided under Geographical HIPs (€ 3.2M) (see Figure 6).  

 
36 Note to Geographic HIP data – includes total ECHO contract amounts to actions which include (but are not limited to) the sub-sector of 
epidemic, as tagged in the HOPE database. Contracted amounts for these actions are aggregated at the level of sector but are not registered at 
the level of sub-sectors. Therefore the proportion of funding that went to epidemic related activities within these actions is likely to be less than 
the total contracted amounts presented. 
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In terms of which types of 

epidemic received Epidemics 

Tool funding, and how total 

funding was apportioned 

between them, it can be seen 

from Figure 7 (below), that by 

far the largest amount (€ 

51.7M) went to Actions 

addressing COVID-19. This 

was 86% of the total 

disbursements, with the 

remaining 14% being divided 

between six other types of 

epidemic, among which 

Cholera and Ebola were the 

most notable. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Using a sample of 23 ECHO-funded actions within the scope of the evaluation (see annexe 4 for details of 

this sample), the ET applied a typology of four categories: actions which were a component of routine health 

interventions, actions responding to outbreaks in humanitarian contexts, actions responding to outbreaks in 

non-humanitarian contexts, and actions focusing on preparedness or ‘disaster risk reduction’. As shown in 

Table 5 and Figure 5, by far the most common typology within the sampled actions were actions which were 

part of routine health interventions, followed by actions responding to outbreaks in humanitarian contexts. DG 

ECHO funded actions which were classified by the ET as ‘preparedness or ‘disaster risk reduction’ typology 

occurred to a lesser degree, representing just 2% of the sampled funding.37 Actions responding to outbreaks 

in non-humanitarian contexts did not arise in the sample.  

 
37 In using this typology the evaluation team regarded ’preparedness’ actions as those that focused 

exclusively on preparedess.  A number of actions included elements of preparedness as part of response. 

Figure 6 Average size of DG ECHO Action budgets by funding decision type (2017-2021) 
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Figure 7 Funding disbursed from the Epidemics Tool by epidemic type (2017-2021) 
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Table 5: Number and total DG ECHO funding of sampled actions (n=23) by typology 

Typology of action Number of actions Total DG ECHO Funding 

Outbreaks in humanitarian contexts 8 € 14,780,000 

Outbreaks in humanitarian contexts AND Part 

of routine health interventions 

1 € 1,550,000 

Part of routine health interventions 12 € 46,268,000 

Preparedness or 'disaster risk reduction' 2 € 1,500,000 

Total 23 € 64,098,000 

Figure 8: DG ECHO funding of sampled actions (n=23) by typology and year 

 

Aside from humanitarian funding, DG ECHO maintains other important capacities for responding to global 

health threats. In 2001, it established a civil protection arm in the form of the UCPM which incorporates the 

Emergency Response Coordination Centre (ERCC). This centre ensures the rapid deployment of emergency 

support and acts as a coordination hub between all EU Member States, seven additional participating states, 

the affected country, UN agencies, Red Cross/Crescent movement and civil protection and humanitarian 

experts. The European Medical Corps (EMC), established in 2016 under the UCPM, enables quick 

deployment of teams and equipment from EU Member States and can provide medical assistance and public 

health expertise in response to emergencies inside and outside the EU (for example, past deployments to 

Samoa (measles) and Mozambique (cyclone). The EMC is composed of public health teams, mobile biosafety 

laboratories, medical evacuation capacities, medical assessment and coordination experts and Emergency 

Medical Teams (EMT). On the latter, WHO collaborates with DG ECHO on the accreditation and preparation 

of these teams. 
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Figure 9 DG ECHO wiring diagram for epidemics network 

 

 

The EU Humanitarian Aid Flight provides passenger (and some cargo) flights in around a dozen countries 

where the lack of safe and reliable commercial flights would otherwise hamper humanitarian operations. In 

2020, in response to COVID-19, DG ECHO added a companion service, the EU Humanitarian Air Bridge, to 

help meet the logistical challenge of moving large quantities of personal protective equipment (PPE) and 

other critical supplies to where they were needed most.  

Furthermore, as part of the evolution of EU structures in response to the COVID-19 pandemic, a new tool, the 

European Humanitarian Response Capacity (EHRC), was announced in the Communication on the EU’s 

Humanitarian Action (March 2021). This tool will operate within DG ECHO and enable the EU to intervene 

directly to fill gaps in the rapid delivery of humanitarian assistance. The main components of the EHRC are 

emergency stockpiles, logistical support and medical emergencies38.  

Finally, a Service-Level Agreement (SLA) was signed between ECHO and ECDC under the terms of which 

ECDC could support the response in the field during the 2018 - 2020 Ebola epidemic in the DRC. The task 

was twofold, 1) surveillance to support contact tracing and active surveillance, and 2) support the Analysis cell 

by analysing the Ebola outbreak to explain the dynamics, analyse the trends and predict what might happen 

next. 

As outlined above, the ‘architecture’ of the EU’s capacity to respond to major health threats is evolving very 

rapidly, and it may take time for the new and existing structures to establish effective ways of collaborating 

with each other, as well as with relevant non-EU bodies and EU Member States.  

 
38 https://civil-protection-humanitarian-aid.ec.europa.eu/what/humanitarian-aid/european-humanitarian-response-capacity-ehrc_en 
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3.4. The WHO response to humanitarian health emergencies and 

humanitarian emergencies with health impacts 

3.4.1. What is WHO? 

As the specialised lead health agency of the United Nations, the WHO deems itself to be the “guardian of 

global health”39. According to its constitution, WHO’s mandate is “to act as the directing and coordinating 

authority on international health work,” and it works through its HQ, six regional and 150 country offices40. The 

WHA, comprised of 194 Member States, sets WHO policy, approves and supervises its budget for two-year 

periods, and elects a Director-General to lead WHO for five-year terms.  

WHO’s funding comes from two main sources - member states’ assessed contributions, which comprise less 

than 20% of WHO’s budget, and voluntary contributions from member states, other UN organisations, 

philanthropic foundations, the private sector and other sources41.  

Historically, WHO has primarily played a normative role, by establishing global standards in public health, 

coordinating global health research, and providing technical assistance to countries, including for health 

emergencies. It is important to note that first, WHO was not traditionally provided with an operational capacity 

to respond to major health emergencies, and second, as WHO is governed by its member states, it does not 

have the legal authority to oblige countries to follow its guidelines and technical advice, including those 

related to the prevention, detection and response of health emergencies.  

3.4.2. The legal framework for health emergencies - International Health Regulations  

The IHR, first adopted by the WHA in 1969 and most recently revised in 2005 following the 2002–2004 SARS 

outbreak, are a legally binding instrument of international law that lay out countries’ rights and obligations in 

managing public health events and emergencies that have the potential to cross borders and threaten people 

worldwide.42 The 2005 IHR came into force in 2007, with 196 binding countries agreeing to strengthen their 

capacity to detect, assess, report, and respond to public health events. There are currently 13 core capacities 

covering disease detection, reporting and response which countries must self-evaluate and report on an 

annual basis. In addition, since 2016, a Joint External Evaluation has been conducted on a periodic basis as 

a voluntary and multisectoral process to assess countries’ IHR core capacities.  

In addition to state requirements to report public health events, the 2005 IHR outlines the criteria to determine 

whether a particular event constitutes a PHEIC. The PHEIC designation is an important official alert that 

triggers an international response including funding allocations and surge responses. Once a PHEIC is 

declared, WHO is also responsible for developing and recommending the critical health measures that 

member states should implement. Since the 2005 IHR has been in effect, there have been seven PHEIC 

declarations: the 2009 H1N1 (or swine flu), the 2014 polio declaration, the 2014 outbreak of Ebola in West 

Africa, the 2015–16 Zika virus epidemic, the 2018–20 Kivu Ebola epidemic, the ongoing COVID-19 pandemic, 

and most recently the global outbreak of monkeypox43.  

The revised 2005 IHR was meant to address gaps and lead to improved global health security and 

cooperation. However, numerous published assessments commissioned by high-level panels found that the 

IHR have been poorly implemented in most countries (particularly in the global south), with incomplete 

compliance in the case of epidemics, and the process for declaration of a PHEIC by WHO deemed as 

 
39 https://www.who.int/about/what-we-do/global-guardian-of-public-health.pdf?ua=1 

40 https://www.who.int/governance/eb/who_constitution_en.pdf. Technically PAHO is a regional office, but it also has its own standing as the 

specialized health agency of the Inter-American System 
41 https://www.who.int/about/funding 
42 https://www.who.int/health-topics/international-health-regulations#tab=tab_1 

43 https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(22)00540-0/fulltext 

https://www.who.int/governance/eb/who_constitution_en.pdf
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inconsistent and political by many public health and international law experts44. These shortcomings of the 

IHR were revealed during the 2014 West African Ebola and later during the COVID-19 pandemic45. 

3.4.3. Debate surrounding WHO’s role in health emergencies 

The fact that WHO primarily has a normative role, as opposed to having a more operational role, has been 

surrounded by debate and controversy, and the organisation has undergone multiple reforms to revise its 

mandate and strategic priorities in an attempt to be more effective in its response to health emergencies. 

WHO has been the Global Health Cluster (GHC) lead agency since the cluster system was created in 2004, 

but had a relatively limited role in humanitarian operations at that time.  

The 2014 Ebola outbreak in West Africa brought to the forefront the mismatch between the global 

community’s demands and expectations of WHO to lead the emergency health response versus WHO’s 

mandate per its constitution and other frameworks, as well as its resource and organisational restraints, to 

have a stronger operational role46. The hard-learned lessons from the 2014 Ebola outbreak forced WHO to 

re-examine its role, organisational structure and governance, relationships with member states, operational 

efficiency, and its ability to provide timely, responsive and high-quality technical normative guidance.47 
48 Following this review, in 2015, WHO established the triple billion targets, an ambitious initiative to improve 

the health of billions by 2023, with one target focused on the protection of one billion more people from health 

emergencies as an organisational priority. As the foundation of WHO’s Thirteenth General Programme of 

Work, under the goal of protecting a billion people from health emergencies, WHO is responsible to49: 

– prepare for emergencies by identifying, mitigating and managing risks; 

– prevent emergencies and support development of tools necessary during outbreaks; 

– detect and respond to acute health emergencies; and 

– support delivery of essential health services in fragile settings. 

In May 2016, at WHA’s 69th Session, WHO Member States agreed to one of the most profound 

transformations in the Organisation’s history - establishing a new WHO Health Emergencies Programme 

(WHE) with the mandate to improve operational capacities and capabilities of the organisation so that WHO 

can effectively and efficiently respond to outbreaks and other health emergencies.50. This reform was a critical 

step to transforming WHO into an operational agency, to complement its technical and normative role51. 

3.4.4. The WHO Health Emergencies Programme  

The WHE programme works with countries and partners to help build/establish the capacities required to 

rapidly detect, respond to and recover from any emergency health threat, including disasters, disease 

outbreaks and conflicts. The WHE was designed to bring all of WHO’s emergency work into a single 

programme with “one clear line of authority, one workforce, one budget, one set of rules and processes, and 

one set of standard performance metrics”, and a common structure at HQ and regional levels52. This also 

served to reinforce WHO’s role as GHC lead agency. The WHE’s aims, work areas, and activities to achieve 

the protection of one billion people from health emergencies are described in Annexe 5. 

The WHE program aims to minimise the consequences of health emergencies through the following: 

 
44 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5394645/ 
45 https://academic.oup.com/ia/article-lookup/doi/10.1111/1468-2346.12454 

46 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5055771/ 
47 Moon et al., “Will Ebola Change the Game?” 
48 Gostin and Friedman, “A Retrospective and Prospective Analysis of the West African Ebola Virus Disease Epidemic.” 
49 https://www.who.int/about/what-we-do 
50 https://apps.who.int/iris/bitstream/handle/10665/252688/A69_30-en.pdf?sequence=1&isAllowed=y  
51 “WHO | Renewed Partnerships Build Momentum for WHO’s New Health Emergencies Programme.” 
52 https://www.cfr.org/backgrounder/what-does-world-health-organization-do#chapter-title-0-9  

https://apps.who.int/iris/bitstream/handle/10665/252688/A69_30-en.pdf?sequence=1&isAllowed=y
https://www.cfr.org/backgrounder/what-does-world-health-organization-do#chapter-title-0-9
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● Ensuring preparedness: by strengthening countries’ capacities to detect, prevent and respond to health 

emergencies 

● Surveillance: monitoring of new and ongoing public health events to assess, communicate and 

recommend action for public health risks 

● Response: rapidly and effectively respond to health emergencies under a coordinated incident 

management system 

In 2021, the WHO established the Hub for Pandemic and Epidemic Intelligence to detect new events with 

pandemic potential, to monitor disease control measures on a real-time basis, and support countries with the 

tools needed to forecast, detect and assess epidemic and pandemic risks so they can take rapid decisions to 

prevent and respond to future public health emergencies. 

Financing WHE’s work requires a combination of core financing for WHO’s normative work, a contingency 

fund for rapidly initiating and scaling up emergency response operations - WHO’s Contingency Fund for 

Emergencies (CFE) - and ongoing appeals for voluntary funding to support operations and response to 

crises.53 Historically, the programme has faced chronic budget and human resources shortages, relying 

heavily on appeals and voluntary contributions to supplement available funds.  

3.5. Partnership between DG ECHO and WHO 

3.5.1. Twenty years to a strategic partnership  

Almost two decades ago (December 2002), even before the EC and WHO had established a formal 

partnership, DG ECHO and WHO had pursued a collaborative relationship through the Strategic 

Programming Dialogue (SPD 2002) to consider “the appropriate framework for cooperation in the field of 

humanitarian affairs”.54,55 This SPD, along with EC’s communications to the European Council and Parliament 

on building an effective partnership with the UN, and the Exchange of Letters between EC and WHO, led to 

two important umbrella framework agreements. The first was the Financial and Administrative Framework 

Agreement between the United Nations and the European Union (FAFA). Signed in 2003, the FAFA is the 

ruling document governing the cooperation between the EC and its DGs and the UN and its multiple 

agencies, establishing an overall legal framework, and defining the objectives, principles and the modality of 

cooperation between the two entities. 

The second was the 2004 Memorandum of Understanding (MoU) which established a framework for a 

strategic partnership between the EC and WHO.56 The aim of the 2004 MoU was to enhance the 

effectiveness of WHO and the EC, along with its DGs, including DG ECHO, in pursuit of their health 

development goals. The MoU delineates the partnership’s goals, priority objectives, scope, areas for policy 

dialogue and financial cooperation. It also defines the administrative, operational and financial arrangements, 

including the establishment of annual high-level Senior Official Meetings (SOMs) to review partnership 

progress, issues and future directions in priority areas. 

It was under these agreements that DG ECHO and WHO collaborated. However, while WHO and DG ECHO 

worked together in humanitarian health settings, historically, DG ECHO did not view WHO as a natural 

humanitarian partner due to its primarily normative role and limited operational capacity to respond to health 

in emergencies and humanitarian settings. As such, since early in their partnership, WHO was not on an even 

playing field with the more traditional humanitarian agency partners like World Food Program (WFP) and the 

United Nations High Commissioner for Refugees.  

 
53 DG ECHO does not contribute funding to WHO’s CFE  
54 Memorandum of Understanding concerning the establishment of a strategic partnership between the World Health Organization and the 
Commission of the European Communities in the field of development. 2004 
55 The Evaluation Team has not been able to track this document and based on the inability for DG ECHO to locate it, seems it is not part of the 
organization’s institutional memory, and this document is mentioned in the 2004 MoU between EC and WHO.  
56 Memorandum of Understanding concerning the establishment of a strategic partnership between the World Health Organization and the 
Commission of the European Communities in the field of development. 2004 
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Two milestones changed this. The first was the establishment of WHE, mandating WHO as an operational 

agency in health emergencies. The second was the 15th SOM in 2018 that established health emergencies as 

one of three shared priority areas for collaboration between EC and WHO, bringing the WHE into the forefront 

of the EC – WHO relationship.57 The subsequent 2019 SOM further elaborated the following focus areas 

relevant to health emergencies and humanitarian settings58:  

● Partnership framework: using the IHR framework as the basis on which to build a more structured 

partnership to collaborate on health emergencies; and 

● Collaboration: working together to 

– scale up activities to strengthen preparedness and response to health emergencies such as in the 

Ebola crisis in the DRC; 

– better integrate chronic care, mental health and psychosocial support in health emergency response; 

and 

– develop tailored solutions for strengthening health systems resilience in fragile states.  

An action point stemming from the 2019 SOM was a strategic dialogue meeting between DG ECHO and 

WHO to discuss collaboration in fragile states.  

3.5.2. Officialising the partnership as strategic 

“In 2019, our then Director General decided that WHO should become a strategic partner because of the 

importance of the organisation as a partner for the EU humanitarian response” [DG ECHO HQ] 

In late 2019, DG ECHO officially designated WHO as a mandated strategic humanitarian partner. DG ECHO 

has eight strategic partnerships with agencies considered major humanitarian responders. As there is no 

specific Memorandum of Agreement to formalise these partnerships, what makes them officially strategic, 

according to DG ECHO, are the annual high-level dialogues that take place between DG ECHO and these 

partners.59  

The first High-level Strategic Dialogue (HSD) between DG ECHO and WHO took place in January 2020. The 

goal of the HSD was to agree on the most important overall humanitarian and civil protection priorities. The 

HSD addressed three broad technical areas: emergency response and civil protection, improving basic health 

care in humanitarian settings and preparedness for high impact events - as well as the overall strategic 

partnership itself. The HSD also identified follow-up actions centred around more dialogue opportunities and 

joint actions between DG ECHO and WHO.60 These actions were collated into a Monitoring Table which is 

reviewed at regular partnership meetings between the DG ECHO and WHO partnership focal points and 

updated as milestones are met. Up to the end of 2021, two additional HSD’s took place in October 2020 and 

November 2021. 

Prior to the officialisation of the DG ECHO/WHO partnership as a strategic one, the C1 Policy Unit managed 

the relationship with WHO. In 2019, the D1 Unit (Strategic Partnerships with Humanitarian Organisations) was 

created to establish and manage strategic partnerships, including the one with WHO. 

 
57 Outcome of the SOM WHO-EC, Geneva, 29 June 2018  
58 Outcomes of the Senior Officials Meeting between the Commission services and the World Health Organization, Brussels, 12 July 2019 
59 Communication with DG ECHO staff in Unit D1 
60 DG ECHO - WHO Strategic Dialogue of 15 January 2020 Monitoring Table, updated 5 February 2020.  
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3.5.3. DG ECHO’s investments in WHO/PAHO 

Between 2017 and 2021, DG ECHO awarded WHO and PAHO € 251.1M to implement 70 Actions (Table 6). 

WHO received 91% of these funds (€ 228.4M) with PAHO receiving the remaining € 22.7M. Figure 10 shows 

the funding by year, with total funding rising from € 32M in 2017 to € 71.4M in 2021. This trend parallels that 

of EC”s investments in WHO, which rose substantially from USD 169M in 2016, to USD 412M in 2018, to 

USD 466M in 2020/2021, making EC the 8th, 6th and 5th largest donor to WHO respectively. Whilst funding 

for PAHO marginally increased until 2019 and subsequently levelled out in 2020 and 2021, funding for WHO 

increased year on year, witnessing a substantial funding increase (70%) from 2019-2021. This coincided with 

the “officialising” of the strategic partnership with DG ECHO at the HSD in December 2019, but also with the 

advent of the COVID-19 pandemic. 

 

Table 6 Funding awarded to WHO/PAHO by DG ECHO between 2017-2021 

Most of the funding (75%) was disbursed as 

single country grants to cover 62 Actions in 29 

countries.61 Figure 11 shows the distribution by 

country of these single country grants between 

2017 and 2021. The majority of funding went 

to countries in the Middle East, although 

Afghanistan received the highest amount of 

funding at € 33.5M, amounting to 17% of all 

funding to WHO/PAHO within this period. Afghanistan was also the recipient of the largest grant for a single 

Action - € 16.3M in 2019. WHO Syria ranked second in awarded funds, receiving € 29.5M, and also 

implemented the greatest number of Actions (8). Iraq and DRC follow, having received € 22.5M and € 15.7M 

respectively. In addition to single country Actions, 25% of DG ECHO funding to WHO/PAHO was for eight 

regional/multi-country Actions. The two Actions which received the largest amount of funding were both 

COVID-19 related. 

 
61 Each grant funds one Action, so there were 62 grants funding 62 Actions 
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Figure 10 DG ECHO funding to WHO/PAHO by year (2017-2021) 



Combined evaluation of DG ECHO’s humanitarian response to epidemics, and of DG ECHO’S 

partnership with the World Health Organization, 2017-2021 – Final Report 

36 

In terms of decision envelope, WHO/PAHO funding was primarily sourced through the Geographic HIPs 

(66%), with one third sourced through the Emergency Toolbox HIP (Epidemics Tool). However, the bulk of the 

Epidemics Tool funded the two COVID-19 multi-country Actions of € 30 million (2020) and € 16 million (2021). 

Excluding these two Actions changes the distribution to 92% sourced through the Geographic HIPs and 8% 

sourced through the Emergency Toolbox.     

Figure 11 Distribution of single country grants (by country) between 2017-2021 

 

3.6. Epidemic response in the wider context of humanitarian action 

In 2021 the European Commission set out the range and scale of challenges facing global humanitarian 

action in its Communication on the EU’s Humanitarian Action62. Even before the COVID-19 pandemic, 

humanitarian agencies and donors were struggling to meet rising humanitarian needs driven mainly by the 

resurgence in state-based conflicts (resulting in unprecedented numbers of forcibly displaced people). 

Globally, the gap between needs (as expressed in appeals) and funding is widening63.  

 
62 Ibid 

63 https://www.unocha.org/global-humanitarian-overview-2021 
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Figure 12 Funding gap (2012-2020) 

 

COVID-19 has caused this gap to accelerate. The World Bank has estimated that 97 million additional people 

were thrown into extreme poverty by the pandemic in 2020.64 Although the impact of COVID-19 is expected to 

be gradually reversed, it could take several years, especially as it has since been exacerbated by the 

consequences of Russia’s war in Ukraine and global inflation. COVID-19 has impacted most heavily on the 

livelihoods of the poorest and on the services provided in low-income countries, and together with the impacts 

of the war in Ukraine, this has limited the ability of high-income countries to fund development and 

humanitarian aid programmes. 

Emergency health appeal requirements have been growing as a percentage of overall humanitarian appeals 

between 2017 and 2021. However, health funding as a percentage of actual humanitarian donations has 

been steady at 7% (with a dip to 5% in 2019)65. The implication is that health services are not given high 

enough priority by humanitarian donors as a group. 

Table 7 Health sector requirements/funding 

Year % of Total requirements % of Total Funding 

2017 8% 7% 

2018 9% 7% 

2019 9% 5% 

2020 11% 7% 

2021 10% 7% 

DG ECHO’s own record on support to humanitarian health is more encouraging (see Section 3.3: from 2017-

2021 health has represented 16% of DG ECHO’s humanitarian spending), but the pandemic has underscored 

that basic services funded through humanitarian programmes cannot be seen as a long-term substitute for 

development investments underpinned by stabilisation and peace-making initiatives.  

 
64 Updated estimates of the impact of COVID-19 on global poverty: Turning the corner on the pandemic in 2021? Mahler et al [2021]. World 

Bank Blogs: https://blogs.worldbank.org/opendata/updated-estimates-impact-COVID-19-global-poverty-turning-corner-pandemic-
2021#:~:text=We%20find%20that%20the%20pandemic,the%20course%20of%20the%20pandemic).  
65 https://fts.unocha.org/ 

https://blogs.worldbank.org/opendata/updated-estimates-impact-covid-19-global-poverty-turning-corner-pandemic-2021#:~:text=We%20find%20that%20the%20pandemic,the%20course%20of%20the%20pandemic
https://blogs.worldbank.org/opendata/updated-estimates-impact-covid-19-global-poverty-turning-corner-pandemic-2021#:~:text=We%20find%20that%20the%20pandemic,the%20course%20of%20the%20pandemic
https://fts.unocha.org/
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Another lesson from epidemics in humanitarian or fragile contexts is that the indirect effects of disease 

outbreaks, even on health outcomes, can be as bad for some groups as the direct effects of epidemic 

morbidity and mortality. This was seen in the West Africa Ebola outbreak (2013-15), where research 

conducted during the recovery phase showed a significant decrease in the utilisation of routine but potentially 

life-saving services, such as malaria treatment, as health facilities closed under pressure or fear changed 

people’s health-seeking behaviour66. This effect has been even more stark in relation to COVID-19, where 

children and young women, who were at relatively low risk from the virus, either felt they needed to avoid 

health facilities or witnessed access to services diminish in critical areas like mother and child health.67 

Further to this immediate health impact, epidemics of a significant magnitude can also have severe economic 

and social consequences. Reduced or reversed economic growth has been recorded both as a result of 

Ebola in West Africa and COVID-19 globally, and months if not years of crucial education can be lost. In an 

existing humanitarian setting, the need to mount a response to an epidemic can divert attention and 

resources from other critical needs.  

COVID-19 has challenged humanitarian organisations in new ways and has forced them to adapt. 

Humanitarian procurement systems and supply chains for medicines, equipment, PPE and other goods and 

commodities faced an extremely challenging market and logistics situation, increasing risks to staff and 

patients in healthcare settings. Furthermore, the safe deployment (and rotation) of personnel, always a 

challenge, became even more acute in 2020-2021 as countries closed their borders, flights were cancelled, 

and humanitarian workers with underlying health conditions were deemed too much at risk to travel 

internationally. This placed more reliance on national staff, government-led services and local organisations – 

developments which major donors and agencies had previously signed up to under the Grand Bargain 

commitments to localisation – but which had hitherto often faced passive resistance and foot-dragging by 

senior decision-makers.68  

  

 
66 Effects of the West Africa Ebola Virus Disease on Health-Care Utilization – A Systematic Review, Ribacke et al [2016] 

https://doi.org/10.3389/fpubh.2016.00222 
67 Impact of COVID-19 on reproductive health and maternity services in low resource countries, Abdelbadee et al [2021] 

DOI: 10.1080/13625187.2020.1768527 
68 COVID-19 and Humanitarian Access: How the pandemic should provoke systemic change in the global humanitarian system, United Nations 

University [2021]. https://reliefweb.int/report/world/COVID-19-and-humanitarian-access-how-pandemic-should-provoke-systemic-change-global 

https://doi.org/10.3389/fpubh.2016.00222
https://doi.org/10.1080/13625187.2020.1768527
https://reliefweb.int/report/world/covid-19-and-humanitarian-access-how-pandemic-should-provoke-systemic-change-global
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4. Findings 

4.1. Findings – Part A 

EQ 1 How appropriate were DG ECHO’s plans and interventions in response to 

epidemics? 

RELEVANCE 

JC 1.1 Decisions were based on needs assessments and complementary data 

JC 1.2 The magnitude and severity of epidemic crises and their likely trajectory were fully considered when 

making decisions on how DG ECHO should respond (in terms of prevention and response) 

Key findings 

● Overall, DG ECHO-funded interventions were appropriate and based on the triangulation of data from a 

range of sources 

● Considerable reliance was placed on the knowledge and understanding of DG ECHO’s experts to 

compensate for the poor quality of assessment data in the Action documents  

● Epidemiological data, including projections of epidemic scale and trajectory, were generally lacking in the 

Action documents 

● Although the Actions were appropriate, they may not always have been the most appropriate. It is possible 

that some interventions fitted what IPs felt comfortable in offering, rather than what would have had the 

most impact 

The use of specific assessments by implementing partners 

The European Consensus on Humanitarian Aid (2008) demands a “rigorous approach to needs assessments” 
69 and DG ECHO’s Health Guidelines (2014) state that “the assessment of health-related needs will be 

conducted as quickly as possible and interventions will be designed and implemented in accordance with the 

findings. As health-related needs can change rapidly….. needs assessments should be repeated frequently 

and programmes modified accordingly”.70 

The primary source of evidence on needs assessments was DG ECHO’s Action documents. The 

eSingleForm (SF) is a combined proposal and reporting tool that contains a dedicated section on 

‘Assessment Dates and Methodology’ to be provided by the IP. The accompanying FicheOp71 provides an 

opportunity for DG ECHO experts to comment on the quality of the assessment information provided. DG 

ECHO’s SF Guidelines (2021) say “a good needs assessment and risk analysis is vital for the success of the 

Action”.72 But the assessment section of the SF received surprisingly light treatment by IPs – ranging from a 

single sentence73 to half a page.74, 75 Among 23 sample Actions reviewed by the ET, there were few 

references to field assessments focused specifically on epidemics.76 Detailed analysis of a representative 

sub-sample of 16 Actions showed that just 25% were based on major new field assessments, although a 

further 25% involved minor new assessments, usually to explore aspects of a pre-determined intervention 

 
69 Article 32, The European Consensus on Humanitarian Aid (2008) 
70 DG ECHO Thematic Policy Guidelines No.7: Health General Guidelines (2014) 
71 Project management record internal to DG ECHO 
72 DG ECHO SF Guidelines (2021). P.14 
73 E.g., Action 2019/00680. ALIMA, measles, DRC 
74 E.g., Action 2021/00214. WHO, Public Health Surveillance and Response, S Sudan 
75 SF submissions by IPs are often accompanied by separate attachments (which can include assessment documents), but these were rarely 

available to the evaluators, who therefore relied on relevant information being summarised or referenced in the SF and commented on in the 
FicheOp   
76 Actions whose documents were downloaded from the database and reviewed by the ET 
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e.g., an infection prevention and control (IPC) assessment of targeted health facilities. The ET found that 

NGO partners were more likely to base their proposals on recent field assessments than UN partners – a 

finding that was confirmed in interviews with Anopheles experts (DG ECHO’s regionally-based health 

experts). 

The lack of field assessments focused on epidemics is most likely because most (87.5%) of the Actions 

reviewed were responding to country-level HIPs, as opposed to the (more specific) Epidemics Tool77 (12.5%). 

The majority of Actions in the evaluation sample were broader health projects containing some element of 

epidemic preparedness, or were adaptations to existing humanitarian projects (e.g., in health, Water, 

Sanitation and Hygiene (WASH) or protection) that introduced an element of epidemic response because of a 

new outbreak. These adapted projects were in contexts where DG ECHO had an ongoing partnership with an 

IP, sometimes of several years’ duration, which benefitted from the serial renewal of funding. Often the 

original funding application had been based on a thorough needs assessment conducted by the IP, but not 

focused on epidemics. Thus, existing Actions which were modified to address new disease outbreaks were 

justified on the basis of older general needs assessments (44% of the sub-sample), the IP’s experience of 

working with particular communities (75%), and secondary data about the epidemic e.g., from WHO or the 

national health authorities (75%).  Most Action documents referred to a blend of these approaches to 

assessment, and used the assessment more often to justify the Action than to actually guide/plan the Action. 

A minority of sampled SFs included relevant information about the magnitude of outbreaks e.g., by providing 

data on case numbers over time,78 but the majority lacked inclusion of such data in the SF itself or made only 

vague references, for example to the overwhelming scale of the COVID-19 pandemic. None provided any 

mathematical treatment of possible trajectories, such as modelling data conducted by epidemiologists. The 

lack of specific epidemiological data in the Action documents themselves, such as incidence graphs or 

modelling of trajectories, represents a possible weakness. Resourcing decisions should consider scenarios 

about the possible scale and duration of a new threat, and the magnitude and severity of resulting needs. 

Epidemic modelling could have helped provide more specific information on possible needs (e.g., case 

management beds, vaccines, oxygen concentrators etc.). A recent DG ECHO evaluation of its response in 

Yemen noted that DG ECHO and its partners were not well prepared with appropriate assessment 

methodologies for measuring the scale and severity of COVID-19. 79 80    

Triangulation of information (including secondary sources) 

There was convincing evidence (from the FicheOp and KIIs with DG ECHO experts) that DG ECHO based its 

funding decisions on the triangulation of a range of information sources, and not just the information provided 

by the IP in the SF. In the FicheOp, data from other IPs, interaction with other donors, and participation in 

coordination fora were often used by DG ECHO experts to augment the assessment information provided by 

IPs, and to build a more comprehensive case to fund an Action.81  Equally, it is clear that the overall technical 

knowledge and experience of the Anopheles experts was a strong factor in decision-making, as was the field 

experts’ understanding of local context and of the potential of each partner based on past performance. There 

is a sense that DG ECHO experts can often see the ‘bigger picture,’ and can see beyond the relatively sparse 

information provided by IPs in the SF. The weight given to the opinion of the Anopheles experts is even more 

pronounced in the case of Actions funded under the Epidemics Tool, for which an additional (internal) 

assessment document, the Assessment Template for Epidemic Threat is filled by the relevant Anopheles 

 
77 Part of the Emergency Toolkit (outlined annually in a dedicated global HIP) 
78 E.g., Action 2019/00680. ALIMA, measles, DRC. 
79 For example, live open-source epidemic modelling for lower and middle-income countries was available from respected authorities from an 

early stage of the COVID-19 pandemic and funded in part by the UK’s Foreign, Commonwealth and Development Office (or DFID, as it was in 
early 2020).  The modelling from Imperial College London was available here: https://mrc-ide.github.io/global-lmic-reports/   Similar modelling by 
the Centre for Mathematical Modelling of Infectious Diseases (part of the London School of Hygiene and Tropical Medicine) was available online 
until March 2022. 
80 Evaluation of the European Union’s Humanitarian Interventions in Yemen and Humanitarian Access 2015-2020. 
81 E.g., Action 2020/00956.  WHO, COVID-19, Syria 

https://mrc-ide.github.io/global-lmic-reports/
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expert, and subsequently sent out for comments to the rest of the Anopheles group for the sake of peer 

review and consistency.  

“When the disease is endemic, DG ECHO tries to address it through normal health programming: we try to look for the 

added value we can bring. There are some epidemics we tend not to respond to e.g., Dengue Fever, as they need more 

of a systems-building approach. And the bar is quite high to respond to epidemics in new countries”. [DG ECHO expert] 

When asked about the rationale for epidemic interventions, the Anopheles experts themselves spoke less 

about assessments, and more about how the different funding instruments and project modifications 

addressed different types of epidemic situation, with minor outbreaks in endemic areas being dealt with 

through the geographic HIPs and Crisis Modifiers (CM),82 whereas the Epidemics Tool was used for larger or 

less-anticipated outbreaks. As these experts are involved in all epidemic-related decisions, they helped 

ensure the appropriateness of each response, based on their rich knowledge and understanding. 

The use of assessment data for decision making 

The findings show that DG ECHO placed as much weight on overall situation analysis (leaning heavily on its 

experts) as it did on the quality of the assessment data coming from its IPs. On the whole, based on 

documentary evidence found in FicheOps, DG ECHO experts did not question the lack of assessment 

information in the SF (perhaps suggesting the availability of complementary data on which they could make 

decisions), although there were some examples of DG ECHO experts requesting more details. The ET was 

also made aware of an example of an Anopheles expert recommending a proposal be rejected, based on a 

consideration of information from complementary sources.  

In response to the online survey, stakeholders indicated a high degree of confidence that DG ECHO makes 

appropriate decisions in relation to epidemics.83  And FGDs in the DRC felt that interventions were relevant to 

their needs and priorities, appreciating the impact that infectious diseases can have on communities. FGD 

participants said that sometimes they were not convinced at first, but changed their minds when they 

appreciated that epidemics are ‘real’ and not false information.  

While there is evidence that DG ECHO’s decisions were broadly appropriate, the ET found that assessments 

were often used passively to provide context and justification for proposed Actions, rather than to actively 

shape interventions to meet the specific needs of the epidemic. IPs often relied on older, more general, field 

assessments and there was a general lack of any information about epidemic trajectory. Although DG ECHO 

experts sometimes questioned the lack of assessment data in the SFs, on the whole there was insufficient 

evidence of IPs being challenged to explain their intervention logic with reference to perceived gaps and 

priorities. The suggestion was also made during KIIs that the interventions selected by the IPs were not 

always the most appropriate ones, considering the need to rapidly bring an epidemic under control. It was 

observed that sometimes the proposed interventions (e.g., small-scale risk education) might have a marginal 

effect (e.g., compared to strengthening surveillance or rapid response teams), and that the process of 

selecting appropriate Actions might need more rigor. Another observation (from a country-based DG ECHO 

expert) was that the technical advice of field staff, based on local evidence, was sometimes overridden by ‘top 

management’ in HQ, especially in relation to the COVID-19 response. Added together, these observations 

provide some challenge to whether DG ECHO-funded interventions were always the most appropriate. In 

some cases, the information in the SF may have been used by DG ECHO merely to justify the proposed 

intervention, whereas it could have challenged itself and its IPs to fill gaps or weaknesses in the epidemic 

response, even if that meant encouraging some partners to move out of their comfort zones and work in 

different places or on different epidemic response pillars. 

Summary 

DG ECHO-funded interventions in response to epidemics were appropriate, in the sense that they were 

broadly relevant and made valid contributions to overall response efforts. On the whole, there was weak 

 
82 See under EQ 8 for more on Crisis Modifiers 
83 E-survey question 8.  72% thought DG ECHO’s ‘appropriateness’ was excellent or good in relation to epidemics. 
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inclusion of fresh and specific epidemic assessment data in the SF. IPs emphasised their presence ‘on the 

ground’ and often adapted their existing humanitarian programmes to address epidemic response through 

‘add on’ activities. It was rare for IPs to provide holistic contextual analysis or to justify why the chosen 

interventions were a priority i.e., by identifying critical gaps which needed to be plugged. There was virtually 

no treatment of epidemic magnitude or trajectory. The lack of overt assessment data in the SFs was 

compensated to some extent by the rich understanding of context endowed in DG ECHO’s field experts and 

the technical expertise of the Anopheles experts. The ET was confident in the ability of these experts to filter 

out inappropriate interventions through their role in project appraisal (although a few projects were approved 

despite doubts being expressed). But to be sure that the interventions selected were the most appropriate 

(and not just ‘appropriate’) the ET would have valued seeing evidence in the Action documents of more 

rounded problem analysis and consideration of the various intervention options and pros and cons – both by 

the IPs and by the DG ECHO experts.  

EQ 2 To what extent did DG ECHO’s Actions seek the participation of affected 

populations at all stages of the humanitarian project cycle, and seek to address 

their needs and priorities? 

RELEVANCE 

JC 2.1 Needs assessments made efforts to identify the most vulnerable individuals or households within the 

wider affected populations 

JC 2.2 Response plans demonstrated a ‘do no harm’ approach and were sensitive to cultural factors 

JC 2.3 Project implementation involved - and demonstrated accountability to - the affected populations 

Key findings 

● Despite some examples of good practice, vulnerability targeting, Do No Harm (DNH) and Accountability 

to Affected Populations (AAP) were relatively neglected areas of project design and management 

● DG ECHO’s Anopheles and field experts tended to assign low priority to these aspects in the context of 

epidemic response  

● Affected people themselves expected to participate in decisions which affected them, and valued the 

integrity of projects which put people at their centre 

Reaching the most vulnerable 

Vulnerability, according to DG ECHO’s Health Guidelines, “comprises the characteristics of population groups 

that make them more or less susceptible to experiencing stress, harm or damage when exposed to particular 

hazards.”84 There are several sections of the SF where IPs can describe the impact of epidemics on affected 

persons, which groups will be targeted, and how vulnerabilities will be considered in the project design, the 

most relevant being a section headed ‘Does the Action specifically target certain groups or vulnerabilities?’   

A review of Action documents revealed that this vulnerability section of the SF was not consistently 

completed. Roughly one third of Actions provided a substantive analysis of vulnerabilities and how these 

would be addressed; another quarter made some reference to vulnerabilities or referred to vulnerability 

assessment but without providing many details; and almost half of the sampled Actions stated that vulnerable 

groups were not being targeted, or provided no information on the subject. Some of the best examples were 

Actions in Afghanistan where COVID-19 interventions were integrated into ongoing health and protection 

projects, and vulnerability was central to project design. Beyond identifying vulnerabilities, several 

Afghanistan Actions sought to address vulnerability in meaningful ways. For instance, the International 

Rescue Committee, recognising that women and children were at risk of being marginalised, ensured that its 

RCCE activities were age- and gender-specific, and employed additional female workers to provide outreach 

to women (most of whom were caregivers, but who might have been isolated within their households or 

 
84 ibid. p.34 
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communities). 85 Intersos provided disaggregated data for intended beneficiaries, specified the vulnerabilities 

being addressed, and also adapted its response accordingly e.g., by ensuring that female psycho-social 

support teams were available to help women coping with sickness or bereavement. 86 In contrast, a measles 

response by an international NGO in DRC (funded under the Epidemics Tool) did not mention vulnerability at 

all in the SF and barely even mentioned ‘children,’ despite young children being the group obviously at risk 

from measles.  

The differing approaches may be due to the experience of the IPs: there was some evidence that IPs who 

also worked in protection were accustomed to considering social vulnerabilities and more confident in 

addressing them in the SF, while IPs traditionally more focused on emergency medical care were more 

universal in their approach. By speaking to the community when monitoring the measles intervention above, 

DG ECHO experts realised that parents were not being given clear and consistent messages about where to 

seek help for children suspected to have measles. An IP more adept at engaging the community might have 

realised that weakness early on.  

The data from KIIs confirmed that vulnerability was not accorded a high priority by most stakeholders. Many 

IPs noted that some assessment of vulnerability is now a requirement in DG ECHO’s project documentation 

and is therefore ‘addressed’, but provided few details of their own approach to vulnerability or examples of 

how they incorporated this into project design. Again, Afghanistan was the country where the strongest 

approaches were evidenced and IP respondents were able to speak with passion and conviction about 

vulnerability. There were good examples from Venezuela as well. Some DG ECHO experts stated that 

addressing vulnerability was not the highest priority in the design phase of an epidemic response if a rapid 

response was required – arguing that vulnerability could be addressed during implementation.87 Again, a 

notable exception was Afghanistan, where DG ECHO was seen as providing real leadership on the 

systematic incorporation of vulnerability from the beginning of the project cycle. IPs in Afghanistan 

appreciated the inclusion of women staff in DG ECHO’s field teams, and their role in championing gender-

sensitive programming in particular (i.e., recognising imbalances in access to participation and resources and 

seeking to address this). Afghanistan is noteworthy as an example of the DG ECHO policy on vulnerability 

being respected in practice, even though the bulk of the evidence is that assessment of the differential 

vulnerability of population groups is regarded as less relevant when designing epidemic response. 

The ET had some sympathy with the view that in-depth analysis of vulnerability can be difficult to incorporate 

in the early stages of designing epidemic interventions, but, overall, was not convinced that sufficient weight 

and consideration was given to vulnerability. The Action documents deliberately provide space for an 

appraisal of vulnerability, but this opportunity was passed over too often. At the very least, some initial desk-

based analysis could have been included with more regularity and more thoughtful consideration of different 

populations groups, how they might be differently impacted, and how their specific needs might be addressed 

through project design. 

Cultural sensitivity and the ‘Do No Harm’ approach 

DG ECHO does not have its own policy guidelines on Do No Harm, but the Consensus on Humanitarian Aid 

(2008) says policies in ‘humanitarian aid intervention … must be adapted to context and …. The ‘do no harm 

principle’ is the minimum requirement underlying such policies and aid approaches,’ and this is reinforced in 

the Humanitarian Aid Communication (2021). 88 89  Humanitarian literature stresses that DNH is not strongly 

defined, is often vaguely understood and loosely interpreted. The basic concept is that humanitarian 

interventions should not – directly or indirectly – cause additional harm to affected populations, and that 

humanitarian practitioners should take such risks into consideration before they act. Stemming from analysis 

 
85 Action 2020/00466 

86 Action 2020/00481 

87 A number of IPs notes that DG ECHO experts look at vulnerability during their field monitoring visits – thus ensuring that vulnerability is not 

neglected during implementation 
88 Ibid. Article 42. 

89 Ibid. p.4 
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in the 1990s of the interplay between conflict and humanitarian action, the concept of DNH broadened into 

conflict sensitivity, and then expanded further in recent years to include the consideration of environmental 

impact.90   

 

The SF does not call for a specific DNH analysis, although it does include relevant sections on ‘assumptions 

and risks’ and ‘contingency measures taken to mitigate the risks’ which could incorporate DNH. It is therefore 

left to each applicant for DG ECHO funds to decide whether DNH is relevant enough as a planning principle 

to be described in the application. DG ECHO field experts and desk officers must make similar judgements 

when completing the FicheOp. One third of the Action documents reviewed contained data relevant to DNH, 

and this general lack of reference to DNH suggests that low priority was placed on this dimension of 

humanitarian action by most IPs. 

 

Where DNH was addressed in SFs, there were good examples of the DNH principles being applied. Three 

Actions (two in Afghanistan; one in Syria)91 described measures to ensure cultural and conflict sensitivity such 

as maintaining a gender balance in field teams, transparent processes for staff recruitment, and frequent 

consultation with community leaders (who could also help preserve humanitarian access in the event of a 

change in local political authority). Other Actions demonstrated a resolve not to undermine existing local or 

national capacity92 and to ensure the safety of staff and service users during peak COVID-19 waves, through 

adapted intervention protocols and good hygiene measures.93 

 

The overall picture emerging from the KIIs was more positive with regard to the practice of DNH. The best 

examples came again from Afghanistan, likely reflecting the many years’ experience built up by humanitarian 

agencies of working in a conflict situation where there is widespread distrust of international agencies. IPs in 

Afghanistan explained the constant need for cultural sensitivity and for mitigation of risks associated with 

misperceptions of how humanitarian assistance is provided. A DG ECHO field expert explained the constant 

need to justify targeting criteria and decisions in a society where fairness is generally seen as providing equal 

shares for all, rather than equity for the most vulnerable. DG ECHO also emphasised the importance of 

resisting calls to impose conditionality on aid after the Taliban takeover in 2021, and instead encouraged IPs 

to continue dialogue on humanitarian access without compromising humanitarian principles. Regarding DNH 

measures associated more directly with epidemics, interlocutors most often spoke of protecting people from 

COVID-19 infection when delivering services. In DRC, the work of the Integrated Analytics Cell was praised 

for incorporating a DNH approach, and providing actionable insights into communities’ experiences of coping 

with epidemics by merging and analysing epidemiological and anthropological data in real time.94 

 

During FGDs, community members in Venezuela spoke of their sense of trust in the IPs, appreciating IP 

efforts to assist their (remote) populations and noting the impact this can have on people’s lives. In DRC, local 

people also spoke of the importance of trust, contrasting the top-down and bottom-up approaches of different 

project implementation teams during the COVID-19 response, and emphasising the need to negotiate 

priorities with the local population. 

Accountability to Affected Populations  

EU humanitarian aid policy encourages the participation of people affected by humanitarian crises in 

decisions which affect them, and accepts that it is accountable to them, just as much as it is to EU citizens.95 

Like DNH, the principles and practical application of AAP are open to wide interpretation. During this 

evaluation, some respondents tended to interpret any interaction with affected populations or attempts at 

 
90 https://www.alnap.org/system/files/content/resource/files/main/donoharm_pe07_synthesis.pdf  

91 Actions 2017/00355, 2019/00446 and 2021/00139 – where was this number taken from? 

92 Actions 2019/00723 and 2020/1056 

93 Action 2020/00481 

94 https://www.unicef.org/drcongo/en/integrated-analytics-cell 

95 See Consensus on Humanitarian Aid (2008), article 45 and Humanitarian Aid Communication (2021), p.4. 

https://www.alnap.org/system/files/content/resource/files/main/donoharm_pe07_synthesis.pdf
https://www.unicef.org/drcongo/en/integrated-analytics-cell
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differential targeting of vulnerable groups as examples of AAP, whereas others had a more sophisticated 

understanding, closer to the ‘participation revolution’ called for in the Grand Bargain and endorsed by the 

EU.96 The ET considers the more specific definition of the Grand Bargain to be more applicable.  

 

DG ECHO’s Action documents still use the term ‘beneficiaries’ to cover populations affected by humanitarian 

emergencies. While the term is still widely used in the humanitarian sector, it is increasingly regarded as 

paternalistic because it does not confer agency upon the affected population – it encourages a view that 

affected populations are passive recipients, and somewhat contradicts a rights-based approach.97 The SF 

has a section ‘beneficiary involvement in [the] Action’ which is also open to interpretation: 'involvement’ could 

be interpreted as local people being surveyed, or contributing time and resources to the Action, or being 

employed by the IP etc. ‘Participation’ might be a more progressive term, in keeping with emerging 

humanitarian thinking. 

 

Favourable AAP approaches in epidemics-related interventions would seek to facilitate dialogue and trust with 

communities over time. Ideally they would demonstrate how communities are consulted in the design of 

interventions, and propose multiple techniques and channels for ensuring continuous community participation 

and opportunities for actionable feedback e.g., through community meetings, FGDs, KIIs, surveys, suggestion 

boxes and helplines.98 Of the sampled Action documents around 40% had evidence of an acceptable AAP 

approach, a further 20% had some references to AAP that were found to be inadequate, and 40% contained 

no reference to AAP at all. Striking features of best practice were that the leading IPs clearly saw AAP not as 

a burden but as enhancing the quality of their work, and that AAP measures were routine – an integral and 

continuous part of project implementation - rather than intermittent. Further analysis shows these leading 

examples were all Actions where routine humanitarian health and protection projects had been adapted for 

epidemic response. None of the Actions which were specifically designed for epidemic response were strong 

on AAP.   

 

During KIIs, the different approaches to emergency epidemic response and routine humanitarian 

programming were highlighted by several DG ECHO experts, who were adamant that beneficiary 

engagement was not a priority when designing an epidemic response, because epidemics need a very fast 

response and a scientific approach, using well-practiced technical interventions. This view is supported to 

some degree by the DG ECHO Health Guidelines (2014): “community participation may be more appropriate 

when deciding how to implement interventions than for deciding what interventions to implement”99, although 

the ET found this contention overly emphatic and too dismissive of the potential merits of early engagement 

with affected people (see below). 

 

“I do not think it is appropriate to seek the participation of affected populations at all stages of the humanitarian project, 

because it is a scientific, evidence-based response that will help set a programmatic approach”. [DG ECHO field expert] 

 

Some DG ECHO field staff were more persuaded of the importance of AAP. In Venezuela it was noted that 

AAP practices among IPs had become more systematised in recent years, and this positive development 

could be observed during field monitoring visits. In DRC it was felt that ’in-depth work with the population’ 

could pay off.  Epidemic response insights from the Integrated Analytics Cell (CAI), a real-time research cell 

incorporating field anthropologists (see Figure 13 below), were included in the Ebola HIP document for 2018, 

and a rumour-monitoring service conducted by International Federation of Red Cross and Red Crescent 

Societies (IFRC) to enhance the Ebola response was also valued.  

 
96 https://interagencystandingcommittee.org/system/files/grand_bargain_final_22_may_final-2_0.pdf 

97 JCs 2.2 and 6.2 are relevant to the issue of those who may not have benefitted from DG ECHO’s interventions 

98 E.g., Actions 2019/00446, 2020/00466 and 2020/00481  

99 Ibid. p.15 
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In Afghanistan DG ECHO encouraged all its partners to use the nationwide ‘Awaaz’ telephone complaints and 

feedback mechanism.100 When reflecting on DG ECHO’s stance on AAP, IPs had mixed views. Many praised 

DG ECHO for its willingness to travel frequently to the field for monitoring purposes and noted that DG ECHO 

made efforts to engage with communities during the visits. Several noted that AAP is now a ‘requirement’ 

when seeking DG ECHO funds. However, a few IPs felt that DG ECHO was itself lukewarm about AAP and 

that IPs took their cue from this attitude. 

 

On the whole the non-DG ECHO stakeholders endorsed the principles of AAP with more conviction. Field 

interviews revealed strong examples of practice from each of the five countries, with a notable emphasis on 

AAP at each phase of the project cycle, and the use of a wide range of engagement techniques. The practice 

of one IP in DRC – using the ‘People First Impact Method’ - was so persuasive that it was showcased at the 

World Health Summit.101 But the exemplary responses of a minority of IPs did not outweigh the more 

numerous examples of stakeholders who could only point to passive AAP approaches like complaints boxes, 

or confessed that their agencies still had a lot to learn about AAP.  

 

The affected populations themselves leave no doubt as to the value of AAP. Strong evidence came from the 

FGDs in DRC and Venezuela of the importance of the affected people themselves participating in decisions 

and feedback sessions about humanitarian action, including epidemic response. In DRC, the FGDs 

emphasised that community interventions in RCCE (for COVID-19) were better received and more effective 

when ‘bottom-up’ approaches were used, i.e., when communities were engaged from the beginning on how 

interventions would be rolled out. In Venezuela, six FGDs underscored the importance of building trust, and 

appreciated that the interventions matched the priorities of the community.  

 
100 Operated by UNOPS on behalf of the humanitarian community 

101 https://www.malteser-international.org/en/our-work/africa/dr-congo/p-fim-in-the-context-of-ebola-and-covid-19.html 

Using social science to combat epidemics in the DRC.  In the DRC the work of health anthropologists is 

becoming increasingly important to donors and implementing partners to inform thinking and response to 

epidemics. During the 10th Ebola outbreak in DRC (2018-2020) a Social Sciences Cell and Epidemiological 

Cell worked together to provide an integrated understanding of local factors affecting the outbreak, to better 

understand and suggest ways of adapting the response in real time. The first Integrated Analytics Cell (CAI) 

was set up. During the outbreak, many analyses were conducted and recommendations co-developed and 

used by civil society, MoH, UN and NGOs. The CAI applies an Integrated Outbreak Analytics approach by 

bringing together multiple types and sources of data (new and existing) to fully understand the factors that 

might be causing a particular trend in an outbreak or health situation and the impact of the situation and its 

response on communities.  

 

The CAI also addressed cholera in 2021. It developed an integrated household survey tool to complement 

existing entomological and epidemiological data through a better understanding potential risk factors (including 

access to and use of essential services, hygiene needs, health behaviours, etc.) among households and 

communities where cholera outbreaks were recurrent. The tool was developed together with partners working 

on other aspects of cholera research and response, to have one harmonized data tool that could be used by 

all actors. A finding from the survey was that women were largely responsible for cholera prevention activities 

and an additional qualitative study was conducted to better understand this issue. It found that women are 

more responsible for receiving information, and for collecting and treating water, however they do not have the 

decision-making or ability to influence household spending on prevention needs such as soap and water 

treatment. Key recommendations in 2022 have since focused on identifying opportunities to work with men on 

understanding the importance of investing and spending on cholera prevention (soap, water treatment), which 

can improve health in the household and reduce overall expenditure on health needs resulting from poor 

hygiene. 

 

Figure 13 An example from DRC of the use of social science to combat epidemics 
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In the view of the ET, the contention of some DG ECHO experts that AAP is not a priority in the design phase 

of an emergency epidemic response deserves to be challenged. There is strong evidence in humanitarian 

literature that community trust, understanding and active participation are essential for successful epidemic 

response.102 Even if full community consultation and input are not practical or necessary during the design 

phase of interventions, the ET expected to find evidence of attempts to approximate the views of affected 

populations through rapid engagement with community leaders, analyses of possible pathways for RCCE 

activities (teachers, social media, religious leaders, radio broadcasts etc.), or desk-based analyses of AAP 

lessons learned from previous epidemics in the same countries. Rather than dismiss the need for any form of 

early engagement with affected people, DG ECHO and its IPs could have been more open to the potential 

offered by AAP, and more creative in seeking meaningful solutions which were not at odds with the need for 

expediency. 

Summary 

Overall, Actions funded by DG ECHO did not always seek the participation of affected populations at all 

stages of the project cycle, and DG ECHO’s implementation of this policy was uneven. Indeed, several DG 

ECHO experts were quite candid in their view that community engagement was definitely not a priority in the 

design phase of an epidemic response intervention. Accordingly, the ET found that DG ECHO is largely 

comfortable with epidemic needs and priorities being decided by humanitarian health experts without overt 

involvement of local populations. Supporting this, there was little evidence of meaningful consideration of AAP 

mechanisms by DG ECHO experts in the Action documents, although some of DG ECHO’s IPs did exemplify 

good practice in respect of community engagement in initiative design (e.g., the People First Impact method 

mentioned above and implemented by Malteser), and sought ways of being accountable to the populations 

they served. It was often these same agencies that sought to identify persons with particular needs or 

vulnerabilities, and targeted them for assistance. Speaking with affected persons themselves, the ET found 

that they regarded interventions which engaged them early on as being more genuine and effective.  

EQ 3 How coherent was DG ECHO’s response with that of relevant external actors? COHERENCE 

JC 3.1. DG ECHO decisions and actions were aligned with national public health policies, priorities and 

plans for epidemic response 

JC 3.2. DG ECHO decisions and actions were coherent with those of other international actors and WHO 

JC 3.3. DG ECHO actively participated in multi-agency coordination mechanisms (including in advocacy), 

at global and national levels 

JC 3.4. DG ECHO’s interventions enhanced - and added value to - the overall response 

Key findings 

● Often operating in situations where government-led planning is weak, DG ECHO mainly sought 
coherence through donor coordination, where DG ECHO was frequently seen as providing leadership  

● DG ECHO actively supported humanitarian coordination for epidemic response, and expected and 
encouraged its IPs to coordinate with relevant stakeholders 

● There was strong and consistent evidence that DG ECHO added value in a number of ways.  Dominant 
among these were a strong understanding of context, and relationships of trust with competent and 
responsive agencies   

 
102 For example: (1) Bedson J. et al. Community engagement in outbreak response: lessons from the 2014-2016 Ebola outbreak in Sierra 

Leone. BMJ Glob Health. 2020; (2) Gilmore B, Ndejjo R, Tchetchia A, et al. Community engagement for COVID-19 prevention and control: a 

rapid evidence synthesis. BMJ Global Health 2020; (3) Kathryn M Barker et al. Community engagement for health system resilience: evidence 

from Liberia’s Ebola epidemic. Health Policy and Planning 35, 2020. 
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Coordination with other actors 

EU policy documents recognise the primary responsibility of national authorities for the protection of their 

citizens when disaster strikes, while also asserting EU support for coordinated international humanitarian 

action and the lead role of UN agencies, especially UN Office for the Coordination of Humanitarian Affairs 

(OCHA) when OCHA is present.103 The ET considered DG ECHO’s own role in coordination, as well as that 

of its IPs, by examining the alignment of response plans with those of other actors, as well as participation in 

country-level coordination mechanisms.   

 

Among the 23 Actions reviewed, 46% of the SFs elaborated on coherence with national plans and authorities, 

and 66% discussed coordination with international actors. Overall, the ET found that this was a high overall 

level of coherence. Practical coordination with national authorities was often conducted at district or provincial 

levels, but there were also several references to country-level plans, some of which were UN-led e.g., 

Humanitarian Response Plans (HRP). The relatively frequent and rich commentary on coordination by the DG 

ECHO experts in the FicheOp demonstrated the value they placed on this area of practice. In some cases, 

more information was requested from the IPs, usually to ensure there was no duplication of effort.  

 

During interviews, IPs underscored that they referred to national or sub-national plans such as the HRP or 

COVID-19 Response Plan when available, although it was also observed that government-led planning was 

sometimes weak. IPs tried to have regular dialogue with authorities when possible, and said this was 

encouraged by DG ECHO. However, given the nature of the countries sampled for the evaluation, relations 

with national health authorities were sometimes difficult (Venezuela) or impossible (e.g., no Ministry of Health 

(MoH) presence in North-West Syria) or extremely limited (Afghanistan). In Venezuela, an international NGO 

partner said that DG ECHO’s field experts had helped negotiate humanitarian access and ‘opened doors’ for 

its IPs. 

 

DG ECHO personnel said they had relatively limited relationship with national authorities in most places 

where they worked, although this depended on context, the nature of the epidemic, and whether DG ECHO 

had a health expert in-country. The link with national authorities was more through DG ECHO’s IPs, 

especially WHO and the United Nations Children Fund (UNICEF), which were expected to work closely with 

relevant ministries. DG ECHO also encouraged its NGO partners to collaborate with existing local structures, 

but accepted that the degree of collaboration could vary accordingly to the situation. In high-impact 

epidemics, the Incident Management System set up to manage and coordinate the response might be 

nationally led, but supported by WHO. 

 

In terms of coherence with the plans of other humanitarian donors, there was strong evidence of DG ECHO’s 

participation and even leadership in donor coordination fora. This included a health donors’ forum in DRC, 

and a humanitarian donor group in South Sudan. In Syria, DG ECHO was described as playing a role in 

convening actors to discuss key topics, including the COVID-19 response, being “at the forefront of 

discussions” and “ensuring coherence through bilateral and multilateral discussions”.  In Venezuela, DG 

ECHO was seen as “very collaborative and inclusive in all its work”. In South Sudan, one stakeholder 

observed that there could have been better coordination between donors in terms of the funding they were 

providing to WHO. This weak coordination had led to WHO supporting the capacity development of different 

national systems for health information and disease surveillance, whereas these efforts could have been 

streamlined to better effect. 

 

Aside from seeking coherence over funding decisions, DG ECHO was widely seen as active in humanitarian 

coordination, including the coordination of disease outbreak response. DG ECHO supports the UN-led system 

and expects its IPs to engage in the cluster system where present. This was confirmed by the partners 

themselves, some of whom held cluster leadership roles. In Afghanistan, DG ECHO was an observer on the 

Humanitarian Country Team and on the Advisory Board for the Humanitarian Pooled Fund. In DRC, DG 

 
103 E.g., Consensus on Humanitarian Aid (2008), articles 4 & 25 
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ECHO collaborated in a range of groupings for epidemic response (donor-led, UN-led and government-led), 

for instance DG ECHO had a position in the Advisory Council for COVID-19 response. But one respondent 

from a prominent medical NGO in DRC felt that DG ECHO should have pushed WHO (which DG ECHO 

funded) to better coordinate the response to measles and Ebola outbreaks. In South Sudan, DG ECHO sat on 

the national steering committee for COVID-19 response, and in Venezuela DG ECHO was seen as the ‘focal 

donor’ in relation to the health cluster. Although the evidence strongly confirmed that DG ECHO implements 

its policy of support for coordination through practical engagement, its experts admitted that this depended to 

some extent on the number of experts available in any situation, and their personal inclination to engage in 

one grouping or another. 

 

Despite urging its IPs to engage with the cluster system, DG ECHO’s Anopheles experts felt that the quality of 

the WHO-led health cluster was ‘questionable’ at the country level, and not particularly relevant when 

coordination is needed for an epidemic response. In Afghanistan, it was said that the health cluster had been 

totally dormant for several months during the height of the COVID-19 response. Elsewhere it was felt that 

health cluster leadership was not always strong, and some of the member agencies were mainly looking to 

enhance their profile or stay abreast of funding opportunities.  

DG ECHO’s added value in outbreaks      

The ET considered DG ECHO’s added value among other key humanitarian actors, including other donors, 

by examining what were the particular qualities associated with DG ECHO that ‘made a difference’ to 

epidemic response.104 In addition to DG ECHO adding value through its coordination activity, which included 

linking its IPs to coordination structures, there was substantial evidence from both documents and interviews 

that DG ECHO added value in two important ways.  

 

Firstly, the value-added of DG ECHO’s field presence. Most of the evidence on this came from non-EU 

stakeholders, who praised DG ECHO for the knowledge, experience and network of relationships it builds up 

in each country. DG ECHO’s experts were seen as knowledgeable about the context - and not just at the 

national level, but also at sub-national levels. This was based on their dialogue with IPs in the field, and their 

frequent monitoring visits. A field expert claimed that DG ECHO was the ‘eyes of other donors,’ and this was 

corroborated by donor representatives in two countries who each said that DG ECHO’s knowledge of local 

context complemented the capacities of other donors (who might have more funding and technical 

resources).  

 

The second dominant quality was DG ECHO’s close and often lasting relationship with highly capable IPs, a 

relationship based on long-standing mutual respect and trust. This was seen as providing solidity and 

authenticity to DG ECHO’s portfolio of interventions: DG ECHO is admired as a donor by virtue of the high-

quality work it supports, and by the way it works with its partners to maintain high standards.  

 

“DG ECHO goes regularly to the field to monitor IP activities and make sure, among other things, they are consistent”. 

[Humanitarian worker for DG ECHO implementing partner]. 

 

Beyond DG ECHO’s support for coordination, its field presence and strong IP relationships, several further 

dimensions of value-added were identified. Third, DG ECHO’s support for epidemic preparedness in the form 

of surveillance systems was valued in Afghanistan, South Sudan, Venezuela and Syria. A specific example 

was DG ECHO’s ongoing support to WHO in South Sudan over several years to build an Early Warning and 

Response System (EWARS) and Integrated Disease Surveillance and Response (IDSR) capacity.  

 

Fourth, the technical expertise of DG ECHO’s country and regionally-based staff, including the Anopheles 

(health) experts, was much admired. IPs appreciated the technical dialogue and advice they were able to 

receive in designing and implementing their projects. Interviewees with UN and donor agencies valued the 

knowledge that DG ECHO colleagues could bring to coordination meetings. 

 
104 JC 6.1 will look more specifically at the outcomes associated with DG ECHO’s interventions 
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Fifth, stakeholders in Afghanistan and Venezuela highlighted the advocacy support DG ECHO provides, 

especially to its NGO partners. In Afghanistan, DG ECHO’s advocacy had helped stave off the 

implementation of a restrictive new NGO law which had been proposed by the government (before the 

Taliban take-over). In Venezuela, IPs felt that DG ECHO had successfully mediated with the government to 

provide a less politically-hostile environment for NGO activities, including epidemic response.  

 

Sixth, flexibility – a quality which will also be examined under EQ 8  To what extent were DG ECHO’s 

interventions in response to epidemics timely and flexible, thereby allowing partners to have adapted 

responses? – was also felt to be a strength for DG ECHO. Flexibility goes hand in hand with local 

understanding and strong collaborative relationships with IPs. Several partners perceived DG ECHO as more 

understanding of the operating context than some other donors, and as having a practical approach to project 

adjustments if these could be justified. DG ECHO was also perceived as sharing risks with its IPs – perhaps 

having a more collaborative approach than other donors. 

 

Finally, several further observations were made regarding DG ECHO’s value-added, including its willingness 

to fund interventions in ‘hard to reach’ locations and to ‘stay the course’ in difficult contexts, providing much-

needed services to marginalised communities; its support for ‘enabling’ types of logistical infrastructure, 

including ECHO Flights; its willingness to support experienced local organisations (through international 

partners) in Venezuela; and its ability to support rapid response to epidemics (see EQ 8 for more analysis of 

‘timeliness’). 

 

Confirming the positive assessment of added value, the respondents to the e-Survey ranked ‘added value’ as 

second (of eight) DG ECHO qualities in relation to epidemic response. Here, added value was described as 

‘the unique strengths/contribution of DG ECHO over other donors’. When asked directly about DG ECHO’s 

added value compared to other donors ‘field presence’ was the most popular choice (of ten possible options); 

and ‘less paperwork’ was the weakest quality (possibly implying DG ECHO is more bureaucratically 

demanding than other donors in the eyes of some respondents). 

Figure 14 e-Survey results on DG ECHO's added value compared to other donors 
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Summary 

DG ECHO not only sought coherence with other actors, but showed leadership by actively promoting and 

encouraging response coordination efforts, especially among donors and international humanitarian actors. It 

supported and participated in UN-led coordination mechanisms and encouraged its IPs to engage with the 

coordination mechanisms (Information Management Systems, Health Cluster), and ensured their 

interventions were coherent with those of other actors at the local level. There was less direct evidence of 

government-led plans guiding DG ECHO’s response, although broad coherence with such plans was assured 

through the UN-led (or UN-facilitated) coordination structures and through regular dialogue between IPs and 

local health officials. In Venezuela, DG ECHO played a catalytic role in promoting dialogue on epidemic 

response between government, UN and NGO actors. There was strong evidence of DG ECHO adding value 

to overall epidemic response efforts in multiple ways, including its technical understanding, backed by 

knowledge of local context; its ability to work flexibly with experienced long-term partners; and its role in 

humanitarian advocacy. 

EQ 4 How coherent was DG ECHO’s response with that of other EU/EC actions, including those of 

individual Member States, and how can DG ECHO’s role evolve given the EC’s strategic intent to 

strengthen European and Global Health Security? 

JC 4.1. DG ECHO’s coordination with other EU/EC services ensured that its interventions were 

complementary to – and added value to - epidemic preparedness/response work conducted by the EU/EC 

as a whole, including that of Member States 

JC 4.2. DG ECHO’s mandate, capacities and potential are being considered strategically in light of ongoing 

developments in the EC’s epidemic response capacity (e.g., EHRC, DG HERA) 

Key findings 

● Most EU institutions relevant to health security are focused internally, within the EU’s borders. Examples 

of DG ECHO adding value to EU and member state epidemic response in humanitarian settings were 

relatively few, although they increased in response to COVID-19 

● Coordination across EU institutions was weak. Few stakeholders had an overview of the plethora of 

relevant institutions and initiatives; most initiatives were the result of bilateral collaboration 

● Overarching policy on epidemic preparedness is lacking in EU external action (but reportedly will soon be 

addressed). There is uncertainty about mandates and leadership, especially at a time when new 

institutions, services and initiatives are being created 

● As a ‘front-line’ institution, DG ECHO has the potential to do more and play a leading role in establishing 

the EU’s future strategy for epidemic preparedness in humanitarian contexts, but it is currently taking a 

back seat 

 

Evidence against EQ4 mainly came from interviews. Unsurprisingly, no significant data on EU coherence 

came from Action documents, so the limited documentary evidence available to the ET came from other EU 

documents provided by the EU, most of which were policy or planning documents that offered limited 

information about actual activities. 

Collaboration with other EU/EC bodies 

It was a challenge for the ET to synthesise the data on internal EU collaboration. The observations from 

interviews were quite tentative, partial in nature, and scattered across the web of EU entities and connections 

which had some bearing on collaboration in epidemics (see   



Combined evaluation of DG ECHO’s humanitarian response to epidemics, and of DG ECHO’S 

partnership with the World Health Organization, 2017-2021 – Final Report 

52 

Figure 9). 

 

Very few stakeholders, many of whom were staff from DG ECHO or other EC services or Member States, 

were able to speak with certainty about collaboration between EU institutions on health security outside of the 

EU’s borders, or described DG ECHO as playing a significant role in EU coordination. The ET found that few 

interviewees had a good overview of what all the different actors did, and so most comments were limited to 

the interlocutor’s narrow and partial field of view. This confused overall picture was reinforced by the only 

observation that was common to most interviewees: that coordination between the different bodies was quite 

weak. Only one oblique mention was made of the ERCC, a DG ECHO unit. 

 

“Overall, the growing number of [EU] initiatives and agencies involved in health security is hard to keep up with.  There’s 

need for more coordination”. [DG ECHO policy officer] 

 

There was a consensus among interviewees that the EC’s main focus regarding health security is internal. 

DG INTPA and DG NEAR are perhaps the only other services with an exclusively external focus. Even within 

DG ECHO, a large number of initiatives and programmes which have the potential to respond externally to 

epidemics fall under its civil protection architecture, the essential function of which is to respond to 

emergencies, including health emergencies, inside the EU (although the UCPM also responds to requests 

from third countries). In times of international crisis (especially one that might threaten the EU or its citizens 

living abroad) some of this capacity can – and has been – deployed externally. This often requires agreement 

from Member States who have contributed directly to this capacity: an example being the West Africa Ebola 

crisis of 2014-16 (which falls outside the scope of this evaluation). The COVID-19 pandemic provided further 

opportunities for heightened cooperation on external assistance across the EU and its Member States, of 

which prominent examples were the Team Europe initiative (mainly finance), and the launch of the 

Humanitarian Air Bridge (logistical response). The European Humanitarian Response Capacity, a new (2021) 

tool under DG ECHO, seeks to build on experience gained through the COVID-19 response by deploying in-

kind humanitarian support quickly to third countries. 

 

Broad internal EU coordination on global health security is attempted through an Inter-Service Group on 

Global Health (ISGGH) and the Health Security Committee (HSC). The former was a regular, but informal, 

discussion forum between EC services which was put onto a formal footing under the chairmanship of the EU 

Secretariat early in the COVID-19 response; the latter meets every two to three months (or more frequently 

depending on the urgency and importance of health security issues), and is composed of representatives of 

EU Member States at senior and technical levels, depending the topics discussed.  

 

There were a few positive observations from interviewees in relation to collaboration on epidemic response – 

examples of EU entities adding value to each other’s efforts. Anopheles experts from DG ECHO and 

epidemiologists working for ECDC had a high regard for each other’s technical competence. Occasional 

short-term deployments of ECDC officials to humanitarian contexts had been appreciated, and there was an 

appetite to collaborate more in the future on real-time epidemiological investigations and studies, bringing in 

other actors as needed. Experts from DG ECHO and DG INTPA spoke of similarly positive experiences of 

collaboration on epidemic response, including instances where development funds had been channelled to 

support humanitarian interventions in DRC (Ebola) and COVID-19 (Afghanistan).105 DG ECHO was described 

as the EU’s ‘eyes and ears’ in humanitarian contexts, able to provide situation reports and briefings to 

member state embassies and to other EU bodies with little or no presence in the affected countries - 

something particularly appreciated in the DRC. DG ECHO personnel appreciated the efforts of EU Delegation 

staff (EEAS) who provided support with humanitarian advocacy and helped overcome bureaucratic hurdles 

e.g., over the importation of supplies for COVID-19 response. However, the ET’s overall sense is that these 

successes of collaboration were the ad hoc results of the personalities and professionalism of EU staff, and 

not due to mandates and systems.  

 

 
105 The collaboration between DG ECHO and DG INTPA is explored in more detail under EQ9.  
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Beyond the generally negative views on the lack of internal coordination, there were a number of observations 

which, without being negative, amounted to a sense of anticipation - or maybe unfulfilled promise. The 

potential of Emergency Medical Teams (part of the UCPM) to deploy externally was mentioned, but with the 

caveat that few teams are available and that they have been little used so far. Likewise, medical stockpiles 

under the RescEU facility established in 2019, have been deployed outside the EU, but mainly to 

neighbouring countries in accordance with their limited mandate. DG HERA is a new EC service, announced 

in 2021, but only starting to be functional in 2022. Although focused on increasing the EU’s internal resilience 

to global health threats, DG HERA is intended to contribute to ‘global surveillance … and …reinforced 

international cooperation and support for crisis-relevant medical countermeasures with global actors’.106 

 

Some interlocutors, especially those based at regional or country levels, were critical of some aspects of EU 

epidemic response, especially in relation to COVID-19, which they regarded as sometimes motivated by the 

political need to be seen to be doing something, rather than based on evidence of what was actually needed, 

although this shortcoming is perhaps more prominent with hindsight. These observations related to certain 

vaccination initiatives and deliveries of medical supplies and equipment, which they saw as driven by the 

desire for visibility. The ET found some basis for these observations: it was official EU policy to increase the 

visibility of its COVID-19 response107, and a KII with senior DG ECHO management confirmed that there were 

political pressures to ensure some humanitarian aid during the pandemic could be earmarked for particular 

countries - rather than assigned to pooled response funds and dispersed according to priorities decided by 

the implementing partner e.g., WHO. 

Epidemics: DG ECHO’s role among other EU actors 

Whereas all other evaluation questions require retrospective analysis, EQ 4 How coherent was DG ECHO’s 

response with that of other EU/EC actions, including those of individual Member States, and how can DG 

ECHO’s role evolve given the EC’s strategic intent to strengthen European and Global Health Security? 

invites consideration of DG ECHO’s current and future positioning within the EU, in relation to epidemics. As 

concern over infectious diseases has dominated discussion about global health security (GHS) in recent 

years, the concepts of epidemic preparedness and GHS have become merged.108 

 

At the time of writing this evaluation report, there is no single policy document that describes how the various 

EU institutions will work together on epidemic preparedness. The Communication on Global Health sets out 

the EU’s priorities for global health, but was very focused at the time of its publication (2010) on health 

development, and access to affordable services in lower and middle-income countries (the only reference to 

epidemics being in relation to AIDS). This underscores the extent to which epidemics have re-emerged as a 

global health concern in the last decade. Perhaps mindful of this policy gap, the European Commission 

announced in May 2022 that it would develop an EU Global Health Strategy. The official statement makes it 

clear this will be focused on infectious diseases and their potential to cause pandemics.109 The previous 

absence of an epidemics preparedness policy suggests that the several EU institutions with relevant 

responsibilities, including DG ECHO, have, until now, had to forge coherence through inter-service dialogue, 

but may not have enjoyed a very structured approach to this.  

 

By far the most information on DG ECHO’s role among other EU actors came from EC employees based in 

Brussels. Their observations fell broadly into two categories. Many interlocutors spoke of the lack of clarity 

about institutional mandates in relation to epidemics. The emergence of DG HERA and the EHRC had 

 
106 Communication… Introducing HERA, the European Health Emergency preparedness and Response 

Authority, the next step towards completing the European Health Union, [COM(2021) 576] European Commission, 2021 

107 See, for example, The Rise of the Team Europe Approach in EU Development Cooperation (2021). Niels Kaijzer et al.  German 

Development Institute.  
108 For instance, the Global Health Security Agenda was specifically established in 2014 ‘to achieve the vision of a world safe and secure from 

global health threats posed by infectious diseases’ and the EU’s new HERA service has been founded in response to the COVID-19 pandemic 

with a mandate to ‘reinforce global health emergency preparedness’. 
109 EC statement 22/3128, 19 May 2022. 
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created a sense of anticipation, but also a degree of uncertainty about roles and the boundaries between 

roles, including who would lead on which aspects of GHS. Potential overlaps were seen, in particular between 

DG HERA, DG SANTE, ECDC and the ERCC, which were yet to be resolved. It was acknowledged that this 

was a process, that roles were still being clarified, and that existing bodies would need to yield some space 

for DG HERA. At the same time, it was noted that the mandate of each of these entities was largely focused 

internally within the EU, albeit with a need to monitor disease threats outside its borders and collaborate with 

international partners. Similar uncertainty was expressed about how the EHRC would work; two field-based 

experts even confused it with DG HERA.  

 

The second category of comments related to DG ECHO’s potential to play a greater role in GHS, through 

developing its own capacities and working more closely with other EU institutions. The interplay of 

underdevelopment, conflict, displacement, climate change and environmental degradation mean that 

humanitarian contexts are high-risk areas for infectious disease outbreaks, for which DG ECHO is ‘on the 

front line’. It is the only EC body with a direct mandate to respond to acute health emergencies outside the 

EU, and has an existing range of mechanisms for disease surveillance, epidemic preparedness and 

response, including the Epidemics Tool, which some interlocutors thought should be used more often and 

with more emphasis in appropriate situations. On the other hand, it was noted that DG ECHO has not sought 

to emphasise its humanitarian health work in the past: its desire to be a ‘reference’ donor (i.e., to encourage 

innovation and provide policy leadership) has been focused on other humanitarian sectors.110 Some 

interlocutors were excited about the potential of the civil protection ‘side’ of DG ECHO to break free of its 

focus within EU borders and add new dimensions to the humanitarian assistance work – ‘moving from donor 

to doer’. But others were more cautious or sceptical, fearing the ‘politicisation’ of aid (see discussion above) 

or noting that potentially useful capacities, such as the deployment of EMTs, were underdeveloped at present. 

More generally, a few respondents spoke of a lack of coherence between the civil protection and 

humanitarian aid sides of DG ECHO, with some units appearing to work in silos and staff not engaging 

enough with colleagues in different sections. The perceived rapport between DG ECHO and ECDC, and 

potential for more frequent future collaboration was reiterated. A service-level agreement exists between 

them, governing the deployment of ECDC experts to support DG ECHO. DG HERA was also seeking to 

develop MoUs with several sister institutions, including ECDC and DG ECHO. 

 

Amidst the general optimism about DG ECHO’s opportunities to collaborate more with other EU bodies on 

epidemic preparedness and response, a serious note of caution was sounded by some stakeholders who felt 

that DG ECHO was too passive and reticent in its participation in GHS discussions, noting for instance that it 

is DG SANTE and DG INTPA which are leading on the Global Health Security Strategy, and that DG ECHO 

only provided one participant (out of 57) in the inter-service meeting where discussions were launched. In 

offering reasons as to why this might be the case, the ET was informed that DG ECHO valued its 

independence and feared being dragged into ‘political’ discussions, but it was also remarked that there is a 

critical lack of DG ECHO health expertise in Brussels (see EQ 5 How effective have DG ECHO’s tools and 

instruments been in addressing epidemics? below for more on this finding). When asked the open question in 

the e-Survey ‘what are the opportunities and constraints to DG ECHO playing a greater role in global health 

security within the EC’, most responses about opportunities concerned better coordination with other EU 

entities/ linking other EU capacities to DG ECHO responses or preparatory actions.  In terms of constraints, 

most responses mentioned the lack of resources and competencies to fulfil a bigger role in GHS. 

 

When asked about the role foreseen for DG ECHO in the Global Health Strategy, a senior DG ECHO leader 

confirmed the desire to be part of strategy formation, drawing upon recent experience of coordinating cross-

EU response efforts in the West Africa Ebola crisis and the COVID-19 pandemic, and deploying new 

capacities such as the Humanitarian Air Bridge. It was accepted that there were too few health experts (as 

well as experts in other technical disciplines) in Brussels to achieve what was described as DG ECHO’s 

‘ambition’ to strengthen its engagement in policy and strategy, thereby complementing its status as a ‘doer’ 

agency. 

 
110 Particularly humanitarian cash transfers, food aid and nutrition 
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Summary 

There is a growing number of EU bodies and initiatives which have a bearing on epidemic preparedness and 

response, but most are focused inwardly (within the EU’s borders). In respect of external humanitarian 

response to outbreaks the ET found that they were not sufficiently tied together by coordination mechanisms 

or policy direction, leading to some incoherence. In humanitarian settings, DG ECHO has the potential to play 

a bigger role in the coordination of epidemic preparedness and response, as well as in the EU’s related global 

health security dispositions. DG ECHO has privileged information and expertise, and could use this more 

within the EU to emphasise the associations between humanitarian crises and epidemics, and to champion 

the need for prevention, preparedness and early response. At present, however, DG ECHO appears to be 

diffident about coordination with other EC services, and lacking sufficient policy capacity to lead on those 

aspects of the EU Global Health Strategy that relate to international humanitarian action. Nor does it have a 

strong history or inclination to work collaboratively with other EC services, and above all it does not have a 

clear policy direction to guide it on this matter.111  

 

EQ 5 How effective have DG ECHO’s tools and instruments been in addressing 

epidemics? 

EFFECTIVENESS 

JC 5.1. The size of DG ECHO’s epidemic/pandemic response architecture was appropriate to the scale of 

the needs 

JC 5.2. DG ECHO’s tools and instruments were well designed, ‘fit for purpose’ and do not leave 

unreasonable gaps in response capacity 

Key findings 

● Recognising that humanitarian funding levels rarely match all the needs and that COVID-19 was 

especially ‘overwhelming’, DG ECHO’s funding for epidemic response was generally seen as 

appropriate, although many thought the highly-rated Epidemics Tool should be a bigger element of the 

funding portfolio 

● There is potential for civil protection instruments to play a greater role in epidemic response in certain 

humanitarian contexts. At present, however, this ambition is not matched by capacity and is hampered by 

poor internal coordination 

● Appropriate selection of interventions is grounded in DG ECHO’s strong field presence. Nonetheless, its 

decision-makers tended to be guided by what IPs proposed, rather than challenging them to prioritise, 

based on a strategic overview of needs and gaps  

● The network of Anopheles experts is the cornerstone of DG ECHO’s reputation in epidemic response, but 

the severe shortage of corresponding health experts at HQ weakens the organisation’s potential to be a 

more significant actor in this area 

 

This EQ examines the mechanisms for DG ECHO’s response, and whether they had utility in their own right 

(rather than whether they produced results - which is considered under EQ 6   What results were achieved by 

DG ECHO’s epidemics response?). In the evaluation’s TOR, tools and instruments are defined as ‘all 

activities that DG ECHO does in response to epidemics.’ They include funding mechanisms as well as other 

assistance mechanisms, such as interventions under the UCPM. A consideration of DG ECHO’s architecture 

- or ways of delivering assistance - is also suggested by the question, although a detailed review of all DG 

ECHO’s organisational and management structures with a bearing on epidemics was judged beyond the 

scope of the evaluation.  

 
111 This general picture was fully borne out by the e-Survey, which for this set of questions was directed only to EC staff 
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Scale of response 

According to the funding data displayed in Table 4 [section 3.3], DG ECHO provided € 526M to Actions 

tagged ‘epidemics’ in the HOPE funding database in the period 2017-2021, although many of these Actions 

would have only included an element of epidemic preparedness or response among a range of other 

interventions. This sum represents 4.7% of total DG ECHO humanitarian disbursements (all sectors) over the 

same period (€ 11,076M).  

As might be expected, most stakeholders believe that humanitarian funding, as a whole, is rarely enough to 

cover perceived needs: for instance, the most recent humanitarian appeal for Venezuela was only 50% 

funded, according to one UN staff member. Furthermore, there was recognition that compared to some other 

donors, notably United States Agency for International Development’s (USAID) Bureau for Humanitarian 

Assistance, DG ECHO’s resources were more modest, although this was offset by the perception that DG 

ECHO added value in other ways, for example by being quick and flexible. In terms of epidemics more 

specifically, funding levels were generally considered appropriate, although it was acknowledged that the 

scale of the COVID-19 pandemic was ‘overwhelming’, despite some sizable responses by DG ECHO. 

However, several stakeholders considered the funding amounts available through the Epidemics Tool to be 

insufficient. Some thought the average size of each grant through this tool was too modest, with one 

employee of an IP feeling it hardly warranted the effort spent on the application. Before the COVID-19 

pandemic (years 2011-2019) the average size of an Action funded from the Epidemics Tool was € 464k, 

which might be considered a small grant from a major institutional donor. By comparison, the average Action 

funded under the Geographical HIPs during the same period was € 3.6M. 

Table 8 Comparison of funding disbursements under the Epidemics Tool and Geographical HIPs, 2017-2021112 

Year 

Epidemics Tool 

Geographic HIPs*  

(Actions including sub-sector of epidemics) 

Total Contracted 

Amounts 

Number 

of Actions 

Average 

size 

Total Contracted 

Amounts 

Number 

of Actions Average size 

2017 € 2,400,000 6 € 400,000 € 83,228,082 26 € 3,201,080 

2018 € 2,775,000 5 € 555,000 € 102,005,803 27 € 3,777,993 

2019 € 1,790,000 4 € 447,500 € 86,068,000 22 € 3,912,182 

2020 € 40,900,000 5 € 8,180,000 € 64,252,097 25 € 2,570,084 

2021 € 12,500,000 15 € 833,333 € 114,176,200 39 € 2,927,595 

Grand Total € 60,365,000 35 € 1,724,714 € 449,730,182 139 € 3,235,469 

 

The overall amount allocated each year to the Epidemics Tool (as part of the Emergency Toolkit) is around € 

5M, although this can usually be topped-up if needed. Recognising the additional demands on this tool 

created by the COVID-19 pandemic, it was allocated € 15.8M at the beginning of 2021. Additional 

modifications during the year saw this amount rise to an unprecedented € 125.8M, representing 87% of the 

Emergency Toolkit allocation for 2021. The reason for this jump was a decision made at the highest levels of 

the EU to channel € 110M in support of COVID-19 vaccination in low-income countries, including: € 25m in 

support to national vaccination campaigns in Africa and reinforcement of national health systems’ resilience to 

epidemics, € 75m targeted humanitarian operations to prepare, facilitate and conduct in-country vaccination 

campaigns (€ 25m for multi-country operations and € 50m for country-specific operations), and € 10m for 

support to the delivery of vaccines under the COVAX Humanitarian Buffer. The Epidemics Tool was judged to 

be the best available vehicle to facilitate the quick disbursement of funds to multiple countries and partners, 

but this decision was controversial in some quarters of DG ECHO. Technical experts questioned whether this 

expenditure was based on best evidence or the need for the EU to make an eye-catching ‘statement’ about its 

support for COVAX. Furthermore, it was noted that DG ECHO is not set up to run large multi-country, multi-

 
112 Sources: ET analysis of a) Epidemics Tool data provided directly by ECHO, and b) data sourced from HOPE database for actions tagged to 
the subsector of epidemics, under Geographic HIPs 
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partner programmes (as opposed to projects), and there was a concern that this intervention would stretch 

the organisation’s management and accountability systems.  

 

Stakeholders had fewer comments regarding the in-kind interventions. The Humanitarian Air Bridge (HAB) 

was highly appreciated in Afghanistan, which received around 15 large cargo flights for COVID-19 response 

during the period 2020-21. Interviewees in Afghanistan said that the HAB was flexible and effective compared 

to a similar UN air cargo system in the country. In contrast, it was reported from Syria that the HAB had 

benefited the Middle East very little (although there may have been operational reasons for this). As noted, 

also under EQ 4 How coherent was DG ECHO’s response with that of other EU/EC actions, including those of 

individual Member States, and how can DG ECHO’s role evolve given the EC’s strategic intent to strengthen 

European and Global Health Security?, there were doubts about the capacity of the UCPM to make a 

difference through the deployment of EMTs. A 2019 assessment found that the EC had no level-3 (field 

hospital) teams available.113 An internal report on Medical Capacities in the UCPM (2020), noted that no 

medevac teams or mobile labs had been deployed (at that time) in response to COVID-19 and that “EMTs 

were overwhelmingly involved in national [i.e., internal EU] response.” 

 

In the judgement of the ET, there are good reasons to augment traditional humanitarian aid with the civil 

protection capacities which are integrated within DG ECHO. The HAB was clearly effective during the height 

of the COVID-19 response. It added value to traditional capacity (e.g., to the UN-led Logistics Cluster) rather 

than seeking to duplicate or displace it. On the other hand, there are signs that DG ECHO is over-estimating 

and over-emphasising the potential for civil protection capabilities to play a major role in future humanitarian 

crises, possibly driven by considerations for visibility. The term ‘moving from donor to doer’ is circulating 

within DG ECHO and could provide the wrong signals internally and externally: DG ECHO’s donorship will 

always be its most important contribution to humanitarian response. And some of the capacities mentioned as 

part of the EHRC, for example the short-term deployment of EMTs and the use of volunteers, are likely to be 

of marginal value in practice, and only in very specific situations.114 

Choosing appropriate interventions 

DG ECHO’s system for selecting what Actions to support depends a lot on its network of field-based experts, 

whose understanding of context is seen as one of the institution’s key strengths. This knowledge gets fed into 

the annual HIP for each country (or region), which provides a framework for prioritising which interventions to 

fund, and is the basis for IPs to submit proposals. If countries are at high risk of epidemics, this should be 

noted in the HIP, and the HIP would be the normal source of epidemic response funding. The Epidemics Tool 

provides a safety net for outbreak response in situations where an outbreak was unforeseen, or outstrips the 

available resources, or in a country without a HIP. The Epidemics Tool can also be used proactively for 

epidemic preparedness work.  

In terms of selecting specific interventions, partners submit proposals through the eSingleForm, and the 

FicheOp is the project management tool used by DG ECHO staff to track each Action, comment on its 

performance, and record internal discussions on implementation problems and recommended solutions. For 

epidemic response, the team managing an Action typically consists of a country-based field expert, a 

regionally-based Anopheles expert, and the Brussels-based desk officer. The FicheOp is designed to allow 

rounded and collective decision-making, although in reviewing the Action documents the ET could not always 

see how the technical observations of the Anopheles expert were considered in the final decision, a point also 

made by Anopheles experts (see also findings under EQ 1 How appropriate were DG ECHO’s plans and 

interventions in response to epidemics?). However, on the whole, the FicheOp provided evidence of reasoned 

decision making, based on evidence, compatibility with the relevant HIP, an understanding of context and the 

track-record of the IP.  

 
113 Evaluation Study of Definitions, Gaps and Costs of Response Capacities for the Union Civil Protection Mechanism (2019), Centre for 

Strategy and Evaluation Services. 
114 See Humanitarian Action Communication (2021), section 3.2 
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Nonetheless, the mechanism is not flawless. Often missing from the Action documents was a strategic 

understanding of the particular challenges and needs of epidemic response (as opposed to the overall 

humanitarian situation which is covered in the HIP). The ET was disappointed that the Action documents did 

not situate the planned intervention in a broader analysis of what the overall needs were, and of what 

response gaps needed to be prioritised. The fact that epidemic response tends to be structured around a 

number of classic ‘pillars’ (which would normally also be set out in the country’s epidemic response plan), 

should make this straightforward. However, it seems from interviews with Anopheles experts that DG ECHO 

is very dependent on what its IPs are offering in terms of a response, and furthermore that ‘the bar is high’ for 

responding to epidemics in countries where DG ECHO lacks an existing presence. One evaluation finding 

therefore is that DG ECHO looks to the SF for explanation and justification of what an IP proposes, rather 

than looking to the SF for analysis of how the proposed Action meets the priority needs of the epidemic. 

Neither the HIP, nor the SF, shapes a response by encouraging potential partners to fill the most critical 

response gaps. In short, the decision-making described in the FicheOp tends to say ‘yes, this intervention is 

relevant’, rather than ‘yes, this is the most relevant intervention’. 

Although the Action documents did not specifically situate the planned interventions within epidemic response 

‘pillars’, the ET conducted a mapping exercise of 23 sampled actions to ten epidemic response ‘pillars’,115 to 

seek a snapshot into the alignment and weighting of DG ECHO funded actions with these pillars. The result of 

this analysis is shown in 9. Several actions covered two or more pillars. Surveillance, infection prevention and 

control, and case management were amongst the most frequently occurring pillars in the sample.  

Table 9: Sampled actions by epidemic response pillars 

Pillar Frequency of occurrence 
within sampled actions 

Percentage of sampled 
actions including pillar 
(n=23) 

Surveillance 11 48% 

Infection prevention and control 9 39% 

Case management 9 39% 

Risk communication and community engagement 8 35% 

Psychosocial support 8 35% 

Continuity of Healthcare Services 6 26% 

Laboratory 4 17% 

Coordination 3 13% 

Logistics 2 9% 

Vaccination 1 4% 

Source: ET analysis of 23 sampled actions (see annexe 4) 

 

The Anopheles experts have more control over the Epidemics Tool. This incorporates a special internal 

form116 which is filled in by the relevant expert and then sent for peer review and comment by the rest of the 

Anopheles group. Tight deadlines are imposed on this, and the whole decision process can take just a few 

days in theory. Whilst the format of the form is kept deliberately simple, it does cover the basic elements of a 

situation analysis and, importantly, allows Anopheles experts the opportunity to say what actions they 

recommend, rather than just recording what actions are being proposed by potential partners. In this sense, 

the Epidemics Tool improves on the HIP process. Generally, the Epidemics Tool was highly valued and 

appreciated by stakeholders. It is unique in being a funding instrument focused on a particular technical 

 
115 The pillars covered were continuity of health services, infection prevention and control, vaccination, laboratory, surveillance/case detection, 

case management, risk communication and community engagement (RCCE)/ hygiene promotion, coordination, logistics and Mental Health and 

Psycho-social needs (MHPSS) 
116 The Assessment Template for Epidemic Threat 
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sector. While the amount of available funding is not large, funds are generally disbursed quite quickly (see EQ 

8  To what extent were DG ECHO’s interventions in response to epidemics timely and flexible, thereby 

allowing partners to have adapted responses?), and were valued for their potential to kick-start a response in 

advance of other funds coming onstream, perhaps from other donors. Thus, the Epidemics Tool was seen as 

being quick, focused, and catalytic. 

One aspect of ‘appropriateness’ is the balance of interventions focused on preparedness, as opposed to 

response. This question will be explored under EQ 9  To what extent has DG ECHO contributed to the 

resilience of public health systems for outbreak prevention and response in the countries where it works?, as 

prevention and preparedness often require sustained investments over time and are part of a focus on 

resilience.  

Making the tools work 

As mentioned earlier, the knowledge and experience of DG ECHO’s field network is key to its success as a 

humanitarian donor. For this, it uses seasoned humanitarian professionals. Other major donors might have 

fewer personnel in the field, or their field teams might comprise a greater proportion of administrators and 

generic civil servants. In the context of epidemics, the Anopheles experts are highly respected within the EU 

and among external agencies. Some respondents felt that more such experts were needed, whereas others 

pointed to other perceived gaps, notably the need for more field generalists capable of providing strategic 

analysis and advice on governance issues. Some EU staff suggested that additional health expertise could 

come from closer collaboration with ECDC or appropriate experts in other organisations or institutions, such 

as academics who could engage in real-time operational research during disease outbreaks. Looking at all 

relevant data, including some responding to other EQs, the ET would support the idea that some health 

expertise in the field can be surged in when required, through building links with other institutions (EU and 

non-EU), but that there is a strong argument to boost in-house capacity to grapple with certain strategic policy 

issues (see also EQ 4 How coherent was DG ECHO’s response with that of other EU/EC actions, including 

those of individual Member States, and how can DG ECHO’s role evolve given the EC’s strategic intent to 

strengthen European and Global Health Security? and EQ 9  To what extent has DG ECHO contributed to the 

resilience of public health systems for outbreak prevention and response in the countries where it works?, for 

instance). 

 

The fact that some UCPM interventions had taken place without recourse to the advice of the Anopheles 

experts was highlighted as a concern, and closer coordination with UCPM was recommended in future. A 

related point was that too few actors were aware of the possibilities for UCPM interventions or how to request 

them. Evidence of a general lack of coordination and collaboration between the humanitarian aid and civil 

protection sides of DG ECHO, in relation to the deployment of tools and instruments, adds weight to the 

similar finding under EQ 4 How coherent was DG ECHO’s response with that of other EU/EC actions, 

including those of individual Member States, and how can DG ECHO’s role evolve given the EC’s strategic 

intent to strengthen European and Global Health Security?. On the other hand, the much-admired Epidemics 

Tool is administered by a unit generally considered as belonging to the civil protection side, but with strong 

technical input from the Anopheles group, demonstrating that this kind of collaboration can work effectively.  

 

A strong finding, for which evidence was also collected under several EQs, was that DG ECHO has 

inadequate levels of technical and policy expertise in Brussels. Throughout most of the five years under 

evaluation (including two years of COVID-19 pandemic) there was a single contractor occupying this role, a 

situation that colleagues in other EU services found bizarre and which would contrast strongly with 

comparable donor organisations. A healthy dialogue between field and HQ levels is important in terms of 

strategic overview, staying abreast of emerging trends, institutional learning, ensuring consistency of 

approach etc. Subject matter experts operating at the global level will bring a different perspective to 

colleagues working in the field, but can also provide an important bridge between the two levels, as well as a 

node of communication on relevant technical and policy issues for senior management, with other EU 

institutions, donors, and UN agencies. The weak policy engagement from HQ was underscored by comments 
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from field-based Anopheles experts who explained that, perhaps understandably in view of their locations and 

workload, they were reluctant to engage in global-level discussions.  

 

“Of course more money would be good, but DG ECHO needs more technical [health] expertise. This could raise the quality 

of interventions (e.g., civil protection support), through being evidence-based.” [EU official, Brussels]. 

 

Despite widespread praise for the relative rapidity with which DG ECHO could process funding proposals (see 

EQ 8  To what extent were DG ECHO’s interventions in response to epidemics timely and flexible, thereby 

allowing partners to have adapted responses?), several IPs also commented that project paperwork was hard 

for field staff, in particular, to get to grips with, and complained of ‘fussy’ rules on the use of funds. This was a 

particular concern from some UN agencies that already have their own (lengthy) internal processes of 

financial planning and due diligence. E-survey respondents also saw DG ECHO’s paperwork as more 

burdensome than other donors. Further analysis of the survey results showed that most of the negative 

comments regarding process came from UN agencies or IFRC, suggesting that International NGOs are either 

more adept at dealing with DG ECHO’s systems and requirements – or more willing to invest time in applying 

for relatively modest amounts of funding. The process burden was also noted to be lighter when DG ECHO 

consulted with IPs during the annual HIP development period, and when DG ECHO field experts supported 

IPs with navigating through DG ECHO’s paperwork and application process. 

Summary 

The scale of DG ECHO’s response to epidemics was generally considered appropriate in relative terms, given 

that aid is ‘never enough’ and that the needs arising from COVID-19 were particularly overwhelming. By 

deploying resources quickly, DG ECHO can sometimes plug important gaps before donors with bigger 

resources are able to respond. The Epidemics Tool is a very specific and highly-valued instrument at DG 

ECHO’s disposal, but stakeholders thought it could be used more often, especially to support preparedness 

work, and would be more effective if the grants were larger on average. The Humanitarian Air Bridge provided 

effective logistical support to the COVID-19 response. Some civil protection capacities were available to 

support the humanitarian response to epidemics, but had not been deployed at scale within the evaluation 

timeframe. DG ECHO’s system of managing Actions through the SF and FicheOp documentation system may 

have led to efficiencies, but at the cost of richer analysis of needs and explanation about how the 

interventions have been prioritised. A lot of trust and responsibility is therefore placed on DG ECHO’s highly-

appreciated network of field experts to ensure that the selected interventions are the most appropriate ones 

and not just those which IPs feel comfortable in offering.  Good technical expertise and field knowledge needs 

to be balanced by additional capacity for policy development and strategic thinking, especially at Brussels 

level. 

EQ 6   What results were achieved by DG ECHO’s epidemics response? EFFECTIVENESS 

JC 6.1 DG ECHO-funded actions and advocacy in response to epidemics mitigated the spread and impact of 

those epidemics 

JC 6.2 Unintended negative consequences of DG ECHO-funded actions were minimal and effectively 

mitigated when identified 

Key Findings 

● Overall, the epidemic interventions made valid contributions to control and mitigation, considering the 

modest (funding) size of many projects 

● Results were most impressive in projects focused specifically on epidemic response. Where epidemic 

interventions were embedded in projects focused on other things, some of these interventions helped 

maintain the continuity of important services, but others lacked ambition, incorporating elements that were 

relevant, but not necessarily the most relevant 
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● Many epidemic response interventions had lasting positive effects beyond the end of the projects, 

especially where communities had been fully involved      

● The data on unintended consequences was too scant to provide strong findings. There was no evidence of 

unintended negative consequences, and some data did show that DG ECHO and its IPs managed risks in 

order to avoid such consequences 

Epidemic control and mitigation 

As discussed in EQ5 and illustrated in Table 9, the 23 sampled Actions covered ten epidemic response 

‘pillars’,117 with several covering two or three different pillars. The majority of Actions were where epidemic 

response components were integrated into broader projects covering health or protection, and in these cases 

the epidemic element was often relatively subordinate (e.g., assigned one result in the logical framework out 

of four or five). Analysis of a subset of Actions using the FicheOp revealed that 63% of Specific Objectives 

were achieved or exceeded. As the results of DG ECHO-funded Actions are self-reported, their accuracy 

depends to a large degree on trust and the quality of the IPs’ monitoring, evaluation and learning functions. 

DG ECHO field experts are diligent in visiting and monitoring the projects, but cannot be expected to evaluate 

them formally, and few Actions include a budget for independent evaluation. Nonetheless, the FicheOp 

documents provided evidence of due diligence on the part of the field experts and desk officers when it comes 

to reporting. They provided commentary on the overall project performance, often demanded additional 

information from IPs, and discussed variations between planned results and those actually achieved, for 

example explaining unforeseen challenges. 

 

As is to be expected in short-term humanitarian interventions, the Actions only aimed to effect change at the 

level of outcomes (e.g., improved service provision) and to contribute to epidemic preparedness and 

response, rather than claiming responsibility for overall impact. Often DG ECHO was just one donor among 

several, and their IPs were just some among many humanitarian response agencies. The evaluators 

therefore needed to make judgements about the significance of the Actions in mitigating outbreaks 

(attribution). Some of the sampled Actions were concerned with preparedness, rather than response. As 60% 

of the Actions sampled were not specifically focused on epidemics, it follows that those 60% could only have 

limited impact on outbreak trajectory. To illustrate the challenge of attributing results, let us consider an NGO 

that DG ECHO funded to provide ‘Multi-sector lifesaving assistance to conflict and COVID-19 affected 

populations in Eastern Afghanistan’.118 Two of the four results in the logical framework were related to 

COVID-19: one focused on maintaining continuity of health services, the other was an intervention 

‘Strengthening IPC measures at community and health facility levels.’ Maintaining access to routine health 

services during an epidemic was a very important mitigation measure covering 1.2m people, but targets for 

the IPC work were relatively modest, covering around 21,000 people. Such an intervention, by itself, could be 

judged to have modest impact on epidemic trajectory at a local level, and negligible impact at the national 

level. The value of many of the Actions that were not epidemic-specific could be seen in the same way: they 

were examples of IPs incorporating adaptations to epidemics into their existing activities, rather than 

addressing epidemics head-on. These were valid contributions to epidemic response, but not more than that, 

and the finding under EQ 5 that DG ECHO is strongly influenced by what its IPs can offer is also relevant 

here. 

 

Generally, the Actions that focused more specifically on epidemics, including those funded under the 

Epidemics Tool, could be expected to have more significant outcomes in terms of disease control and 

mitigation. A good example was a measles outbreak response conducted by a single DG ECHO partner in the 

DRC119. Supporting the local health services, this NGO treated double its targeted number of cases, helped 

 
117 The pillars covered were continuity of health services, infection prevention and control, vaccination, laboratory, surveillance/case detection, 

case management, risk communication and community engagement (RCCE)/ hygiene promotion, coordination, logistics and Mental Health and 

Psycho-social needs (MHPSS) 
118 Action 2019/00446 
119 Action 2019/00680 
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bring the outbreak under control, and reduced the case fatality rate from 1.4 to 0.1. This success was 

recognised by the DG ECHO desk officer: 

 

 “…the project had a significant impact in the health zone where it was implemented … contributing to the control of 

the epidemic in the area (by the end of the project, the number of new cases was very low, mainly thanks to the 

vaccination campaign that was also supported by the project”. [DG ECHO Desk Officer]      

 

Similarly, an evaluation of DG ECHO’s work in Yemen found that it contributed to controlling a cholera 

epidemic in 2018 that had affected one million people, partly through its “impressive’’ results in the WASH 

sector, especially by increasing access to drinking water and promoting hygiene awareness.120 In contrast, a 

large Ebola response project by a UN partner in DRC (originally funded by the Epidemics Tool before being 

extended through the Geographic HIP) had mixed results, and the overall tone of the final comments in the 

FicheOp is one of disappointment and underachievement. The field expert noted the low quality of the final 

report (‘’not … [sufficiently] comprehensive to allow a sound assessment of the response’’), the IP’s weak 

leadership of the IPC pillar, and its lack of operational expertise in humanitarian contexts.121 

 

The majority of interviews discussing effectiveness and results were with representatives of DG ECHO’s 

partners who were associated with the projects that were reviewed through their documents during the desk 

phase. Few were inclined to criticise their own interventions, so most IPs spoke in positive terms while adding 

some detail they felt relevant. Several IPs made the point that aspects of the projects had continued to have 

impact beyond their official end dates. They observed, for instance, that improvements in hygiene awareness 

(e.g., handwashing) had led to lower incidence of diarrhoeal disease, or noted that training and systems 

building during epidemic response had led to sustained improvement in the functioning of local health 

services. Speaking of DG ECHO’s long-running support for epidemic surveillance and preparedness in South 

Sudan, several respondents affirmed that disease detection and reporting (e.g., for measles, meningitis and 

cholera) had improved over time, although they doubted how sustainable this would be without ongoing 

external support.  

 

Some IP representatives made the point that reporting tended to be too descriptive to elicit clear findings 

about outcomes and impact, and that the short project timespans and modest funding typically available from 

DG ECHO reduced the potential for large-scale outcomes.    

 

Concerning advocacy, in addition to the discussion on this topic under EQ 3 How coherent was DG ECHO’s 

response with that of relevant external actors? (see above), it was noted that in Syria there was praise for the 

DG ECHO country team for being “very vocal in various coordination platforms to promote adequate response 

to epidemics, and specifically the COVID-19 pandemic, by advocating for and funding IPC, and enhancing 

case management capacity, and surveillance”. 

 

FGDs in DRC and Venezuela were broadly positive about the effects of DG ECHO-funded interventions in 

their communities. They saw the biggest change in terms of the knowledge and behaviour of community 

members, including vaccine acceptance, following various risk communication and hygiene education 

sessions conducted by DG ECHO’s partners. In DRC these changes were associated with reductions in 

cases numbers (incidence) for cholera, COVID-19, typhoid and simple diarrhoeas. In both countries, FGDs 

felt that some of the effects would last beyond the life of the projects, thus echoing the views of some of the 

key informants. Two FGDs in Venezuela further thought community collaboration and solidarity had increased 

as a result of recent epidemics (e.g., yellow fever and COVID-19), and in DRC the FGDs spoke of increased 

general demand for vaccination services, handwashing points in restaurants, people keeping water points 

clean, and better awareness of food hygiene. On the other hand, two FGDs in Venezuela thought the RCCE 

interventions had been too modest in scope – not reaching enough parts of the community, and with the visits 

 
120 Evaluation of the European Union’s Humanitarian Interventions in Yemen and in Humanitarian Access 2015-2020 ( 

https://reliefweb.int/report/yemen/evaluation-european-union-s-humanitarian-interventions-yemen-and-humanitarian-access ) 
121 Action 2018/00846 

https://reliefweb.int/report/yemen/evaluation-european-union-s-humanitarian-interventions-yemen-and-humanitarian-access
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from the IP being too infrequent. Notwithstanding some differing opinions, on balance, FGDs were generally 

positive about the likelihood of lasting results. 

Unintended consequences 

Despite the ET’s efforts to elicit information on unintended consequences from FicheOps, very little evidence 

was found on this. Risks were generally interpreted as risks to the successful completion of the project, rather 

than the risk of unintended consequences, even though such risks were relevant. For instance, in reviewing 

the Action documents for Venezuela, a country where the government is ill-disposed towards humanitarian 

organisations, the ET was surprised that the risks of further punitive restrictions being imposed as a 

consequence of DG ECHO-funded Actions were not assessed.   

 

In interviews there were anecdotal observations, for example DG ECHO field experts mentioned some 

‘poaching’ of staff by a UN partner (although this could well have been just transparent recruitment where 

NGO staff were attracted to move for larger salaries).  Another comment in relation to the same partner in 

Afghanistan pointed out that the lack of gender analysis in the SF may have led to a male bias in project 

delivery. A positive example of an IP adjusting for possible unintended consequences was the implementation 

of a data protection policy in Syria, which prevented details of staff or service-users being put at risk and used 

by armed actors to target individuals. 

 

Interviews also confirmed that IPs took measures to prevent unintended negative consequences: for example, 

where DG ECHO and its IPs were working in fraught political contexts, considerable efforts were made to 

ensure conflict-sensitive approaches to humanitarian work and to avoid creating any additional tensions 

between or within communities (see findings on ‘Do No Harm’ under EQ 2 To what extent did DG ECHO’s 

Actions seek the participation of affected populations at all stages of the humanitarian project cycle, and seek 

to address their needs and priorities?). Furthermore, some IPs emphasised the efforts they had taken to 

protect their staff and service-users (e.g., patients attending clinics for routine consultations) from nosocomial 

infection, through adherence to operating protocols and good IPC measures     .  

Summary 

The results of most Actions were self-reported by the IPs and not subjected to independent evaluation, 

although DG ECHO field experts did conduct field monitoring visits, scrutinised project reports and sought 

clarifications when necessary. Around 65% of project targets were achieved or exceeded and explanations 

were provided for missed targets. Results were most impressive in Actions focused specifically on epidemic 

response rather than those (the majority) where existing projects had been lightly adapted to incorporate 

epidemic intervention measures, which sometimes lacked ambition and probably had negligible impact on 

epidemic trajectory. Several stakeholders, including affected persons, thought DG ECHO-funded 

interventions had had a lasting effect, beyond the life of the Actions itself. Data about unintended 

consequences were very scant, making it hard to formulate any overall judgements, although the ET was 

made aware of a number of active measures taken by IPs to avoid such consequences as a result of their 

project implementation.   

EQ 7  Have DG ECHO’s Actions in response to epidemics been cost-effective? EFFECTIVENESS 

JC 7.1. DG ECHO-funded Actions demonstrated cost-effectiveness 

Key findings 

● DG ECHO has no framework for assessing cost-effectiveness, but it does have strong systems to ensure 

costs are minimised in relation to intended results 

● Most of the evidence points to DG ECHO-funded projects being cost-effective, although responses to other 

EQs suggest some areas where even greater cost-effectiveness might be achieved 
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No formal guidance on cost-effectiveness 

DG ECHO does not provide formal guidance on cost-effectiveness. A study of approaches to cost-

effectiveness commissioned by DG ECHO in 2016122 found that usage of the term cost-effectiveness in the 

EC varied, and suggested a definition which this Evaluation has adopted: ‘the achievement of intended 

outcomes in relation to costs.’ The findings of the Study were also borne out by the Evaluation of DG 

ECHO of Afghanistan and NRC partnership (2018)123 which found no systematic or standardised system of 

ensuring cost effectiveness (other than DG ECHO's streamlined grant management processes). The SF 

guidelines explain that ‘cost efficiency’ is one of the assessment criteria used by DG ECHO in deciding what 

to fund, but this is a narrower term which the SF guidelines interpret as the ‘cost of a programme relative to 

the amount disbursed.’ Given the broad thematic nature of this evaluation, spanning many Actions over a five-

year period, it was not feasible to provide an audit-level analysis of cost-effectiveness, for example by 

comparing reported results with detailed project budgets and expenditure reports, and in any case this sort of 

quantification is a doubtful measure of efficiency.124 The approach taken by the ET was to examine a sample 

of Action documents (especially the FicheOp) for specific commentary on cost-effectiveness; to ask key 

informants for their observations; and to make common-sense judgements based on the collective experience 

of the ET of working on epidemic response in similar contexts. 

 

The data acquired on cost-effectiveness were quite diverse, with no single issue standing out strongly. 

Nonetheless it was possible to group findings into a few loose themes. Several stakeholders highlighted the 

lack of a formal framework for making cost-effectiveness judgements, with one observer commenting on the 

difficulty of making comparisons between different types of project, since the costs of operating in a hub with 

decent infrastructure would be less than those incurred in remote areas; and since success in responding to 

Ebola might look different to success in tackling measles. It was also observed that different expectations 

about cost structures (i.e., the acceptable proportion of indirect to direct costs in the budget) were applied to 

NGOs and UN partners. 

 

The effect of DG ECHO’s project management systems on cost-effectiveness was generally seen as positive. 

Once again, the knowledge and understanding of context among its field experts was significant. They 

develop a ‘feel’ for what is reasonable or not in terms of costs and an understanding of what IPs can 

reasonably achieve according to their capacity and track record.  There was evidence in the FicheOp 

documents of DG ECHO scrutinising bills of quantity attached to funding applications, and requesting 

additional information from IPs on costs (although one project was approved despite a field expert questioning 

the cost structure). In Venezuela, where drug importation was very expensive due to the economic collapse, 

DG ECHO facilitated a special cargo flight for its partners in 2020. Several IPs commented that DG ECHO 

was strong in demanding cost efficiencies, but a few key stakeholders felt this was sometimes unreasonable 

– that it is hard to achieve quality ‘on the cheap,’ and that field experts sometimes demanded cost reductions 

at the same time as wanting more outputs. It was also noted that this institutional knowledge of context could 

not be applied as effectively in new operating contexts.   

 

“DG ECHO-funded Actions are assessed against cost-efficiency standards e.g., cost-per-patient, cost-per-consultation etc.  

Usually support costs are limited to 15 -20% of the budget”. [DG ECHO field expert] 

 

The advantages of continuity in supporting cost-effectiveness were also seen where epidemic interventions 

were incorporated into existing project structures, meaning set-up costs could be minimised thanks to an 

existing platform of management staff and infrastructure which did not need duplicating. Some IPs also spoke 

of being able to spread such costs between different projects and donors. Other examples of cost efficiencies 

claimed by IPs were careful budget formation, coordination with other humanitarian actors on salary and 

incentives levels, rapid test kits (which reduced laboratory fees), and the co-option of community support and 

 
122 Study on Approaches to Assess Cost-Effectiveness of DG ECHO’s Humanitarian Aid Actions (2016). ADE. 

123 Ibid (2019) 

124 See ADE report: ibid (2016) 
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participation, including the use of local volunteers. A DG ECHO Anopheles expert also enthused about the 

collaboration of epidemiologists and social scientists who could provide real-time data in DRC to help fine-

tune the interventions, and make them more efficient and effective (see Figure 13). 

 

Some observers noted inefficiencies. Delays in project implementation (for which there were various reasons) 

were seen as eroding cost-effectiveness. The involvement of ‘downstream’ implementing partners was 

questioned in terms of having to fund different tiers of support costs; and the difficulty of measuring the value 

of outputs actually reaching affected people were mentioned. However, these were all generic issues, 

common to most programmes and donors, and not significant examples of cost-ineffectiveness. Perhaps the 

most important comment on inefficiency was that DG ECHO did not support vaccination as a (more cost-

effective) element of epidemic prevention and preparedness in Venezuela, where there was instead a need to 

mount a more expensive rapid vaccination campaign in response to an outbreak. While this observation was 

made in the context of epidemic management, a similar argument can be made more generally about DG 

ECHO’s reluctance to invest in disaster risk reduction and preparedness.  

 

Lastly, some findings provided against other EQs are important in the analysis of overall cost-effectiveness. 

Under EQ 6   What results were achieved by DG ECHO’s epidemics response?, DG ECHO projects were 

found be broadly effective, often exceeding the targets, and generally impressive considering the relatively 

modest funding amounts provided. But the findings also suggested even greater effectiveness might have 

been achieved had DG ECHO challenged its IPs more in terms of the interventions they could offer in 

responding to epidemics. And findings under EQ 4 How coherent was DG ECHO’s response with that of other 

EU/EC actions, including those of individual Member States, and how can DG ECHO’s role evolve given the 

EC’s strategic intent to strengthen European and Global Health Security? suggested that a lack of 

coordination among EU bodies could have led to some avoidable wastage in epidemic response.125 

Summary 

DG ECHO has no established framework for measuring cost-effectiveness, but the ET interpreted this as ‘the 

achievement of intended outcomes in relation to costs’. By this yardstick DG ECHO’s response to epidemics 

was broadly found to be cost-effective, achieving decent levels of results (see EQ 6   What results were 

achieved by DG ECHO’s epidemics response? above) in return for relatively modest and proportionate 

amounts of funding. DG ECHO field experts were conscious of the need to achieve appropriate balance 

between costs and outputs, and sought cost efficiencies where they could.  Findings already discussed in 

relation to other EQs about whether the selected epidemic response Actions were always the ones most 

needed (highest priority) are also relevant to the consideration of cost-effectiveness. It is possible that other 

interventions might have yielded even more impressive results for the same investment in some places. 

EQ 8  To what extent were DG ECHO’s interventions in response to epidemics timely and flexible, 

thereby allowing partners to have adapted responses? 

JC 8.1 EU-funded Actions in response to epidemics were timely, demonstrating an appropriate balance 

between speed and quality of design 

JC 8.2 EU-funded Actions in response to epidemics were flexible enough to enable appropriate adaptation 

at field level 

Key findings 

● Statistical analysis of the gap between proposal submission and approval showed DG ECHO was quick 

to respond to epidemics. On average the Epidemics Tool is a particularly nimble instrument, although 

the speed of approval has slowed remarkably since 2019 

 
125 For example, an Anopheles expert said valuable medical equipment was ‘rusting’ in the government medical stores in one country because 

DG ECHO experts had not been consulted about in-kind donations by EU members states in relation to the COVID-19 response 



Combined evaluation of DG ECHO’s humanitarian response to epidemics, and of DG ECHO’S 

partnership with the World Health Organization, 2017-2021 – Final Report 

66 

● The evidence from interviews (mainly working for IPs) was more mixed on timeliness and flexibility – 

and likely reflected their own experience, which would have varied by year and country 

● Flexibility was found to be a very strong and much appreciated aspect of DG ECHO’s donorship 

Timeliness 

The ET carried out a statistical analysis of a sample of 39 relevant Actions covering the five focus countries 

(see annexe 4 for details of the sample). The FicheOp documents record information on project timings, and 

these were used to look at the time gap between the ‘initial request’ (submission date of proposal) and the 

approval by DG ECHO (‘date signed by DG ECHO’). The team also looked at the gap between approval and 

the date the first tranche of funding was released. The resulting data were then analysed by type of funding 

instrument, year of Action and type of partner. 

Table 10 Timeliness of request approval and first fund release by type of funding 

Type of funding 

Median time gap (months) 

for request approval 

Initial request date and 

signed by DG ECHO date 

Median Time ‘gap’ (months) for 

first fund release 

 Signed by DG ECHO date and 

date 1st funds released 

Median Time ‘gap’ (months) 

from request to fund release 

 Initial request date and date 1st 

funds released 

Emergency toolbox 0.3 0.5      1.2 

Geographic HIP 2.7 0.4 3.1 

Total 2.0 0.4 2.9 

 

Table 10 shows the average time elapsed between request and approval, approval and release of funds, and 

the overall time from request to release of funds - according to whether the Action was funded under the 

Epidemics Tool or the Geographic HIP. In practice, the most significant timing may be the date of signature by 

DG ECHO, as DG ECHO’s regulations mean that DG ECHO should release initial funds (‘pre-financing’) 

within 30 days of the Specific Grant Agreement being signed,126 and some IPs are willing to initiate an Action 

with their own funds in the knowledge that the payment from DG ECHO is coming. On this measure, it can be 

seen that funding from the Epidemics Tool was considerably quicker than funding under the Geographic HIP, 

although both were reasonably timely on average.127 However, analysis over time (the five years 2017-2021), 

reveals an interesting trend wherein release of funds from the Epidemics Tool is getting significantly slower 

since 2019, while the variation over time for the Geographic HIPs is less significant. 

Figure 15 Timeliness of request approval by year and type of funding (median of time gap in months) 

 

 
126 https://2014-2020.dgecho-partners-helpdesk.eu/ngo/specific-grant-agreement  

127 The ET had no means of comparing the speed of DG ECHO’s response to funding requests with that of other donors and such comparisons 

would be difficult given different policies, partnership frameworks, length of funding etc.  Nonetheless, the timeliness of DG ECHO funding 

seemed at least average, and above average, according to the experience of the evaluators. 
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Analysis of funding timeliness by type of partner did not reveal very significant differences. Funding approval 

was quickest for the Red Cross (IO) and slowest for WHO/PAHO. Clearly, both DG ECHO and its IPs share 

some responsibility for timeliness, as the process for project application and approval is often a two-way 

street, with each party sometimes waiting for the other to complete paperwork and respond to comments.  

 

Figure 16 Timeliness of request approval and first fund release by type of partner (median of time gap in months) 

 
 

The review of documents and the interviews did not add much detail to what was provided through the 

statistical analysis. DG ECHO staff emphasised the rapidity of the Epidemics Tool, under which approval 

could be given ‘in just a few days.’ The ET did find examples of very quick approval of these funds (one 

approval of a multi-country action in two days, and others in four and six days, both in the DRC),128 and the 

median was 0.3 months. However, the overall mean average was 1.5 months and the range was from two 

days to 164 days.129 Among IPs, DG ECHO was almost equally seen as either quick or slow, depending, 

presumably, on their particular experience. As the reference points for most interviewees would be recent 

Actions,130 their responses might be biased towards the rising year-to-year gap between funding application 

and approval for the Epidemics Tool. Syria seemed to have a particular challenge, as Syria’s average 

approval time was more than double that of the other countries (average of 6.7 months, compared to 2.6 

months). As found under EQ 5 How effective have DG ECHO’s tools and instruments been in addressing 

epidemics?, a few respondents felt that DG ECHO’s project application and documentation systems were not 

user-friendly, and would have appreciated more support with the process. 

 

The few projects focused on preparedness were seen as the pinnacle of timeliness - i.e., supporting possible 

response before an outbreak had even occurred. Similarly, interventions which were launched from the 

platform of a pre-existing DG ECHO-funded Action – i.e., projects which were adapted to respond after an 

outbreak occurred – were held up as examples of particularly rapid response.  

 

Where project implementation was delayed after approval had been received, the reasons were usually 

associated with factors beyond the control of the IP. The widespread impact of COVID-19 on global supply 

chains, passenger flights and staff recruitment, as well as local operational constraints associated with 

government-imposed movement restrictions, all hampered the response to the pandemic itself. Poor inter-

agency coordination was another constraint mentioned by respondents, as well as procurement delays in 

relation to Venezuela. 

 

The e-Survey also reflected the range of opinion about timeliness gained from the KIIs. When rating DG 

ECHO’s performance, ‘timeliness’ was ranked bottom of eight qualities on a predetermined list (in terms of 

respondents scoring this as ‘excellent’ or ‘good’).  However, when asked open questions, ‘timeliness’ was 

 
128 Actions 2017/00976 and 2019/00680 
129 164 days for Action 2021/01003 
130 Given the frequent turn-over of humanitarian workers in any field setting 
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ranked second in terms of the ‘best aspects of DG ECHO’s response to epidemics’ and third in terms of ‘what 

DG ECHO could do better in response to epidemics.’ These are mixed and contradictory results. They may 

reflect that timeliness is a much-valued quality: that timeliness in practice is appreciated, but that 

humanitarians always want things to happen even more quickly. Or it may reflect different experiences.  

Further analysis showed that respondents from WHO/PAHO were least content with DG ECHO’s timeliness, 

whereas other IPs were most likely to score this highly, with EU (including DG ECHO) respondents 

somewhere in the middle. 

Flexibility 

It is DG ECHO’s policy to be flexible. The EU Consensus on Humanitarian Aid (2021) emphasises flexibility in 

donorship and values flexible implementing partners; and the annual HIP documents often stress the need for 

flexibility. Evidence from DG ECHO documents and from key informants strongly supported the finding that 

flexibility is a hallmark of DG ECHO’s work, and the ET was unanimous in its assessment that this is central 

to DG ECHO’s effectiveness and value-added.  

 

“Flexibility is seen as a strong suit for [DG] ECHO.  It stems from their understanding of the context.” [Senior NGO 

leader, Afghanistan] 

 

DG ECHO’s field and desk staff were seen by IP representatives as universally supportive of flexibility. They 

felt this was a necessary quality given that DG ECHO supports work in very unpredictable contexts, but they 

appreciated the sympathetic support and encouragement they received, observing that DG ECHO’s field staff 

were experienced humanitarians themselves, understood the context very well, and built trustful relationships 

with their partners. This flexibility had several dimensions: allowing for changes in results and project activities 

(often by adding additional ones); geographical scope (in some cases); and time and/or cost extensions. 

 

The funding tools used by DG ECHO were also considered to facilitate flexibility. Modification requests could 

be made by simply adding information to the same SF that was used for the original funding application, thus 

keeping the administrative burden quite light. Although not used frequently,131 the Crisis Modifier facility, 

which allows pre-approved adjustments to foreseen high-risk events, such as epidemics, was also praised by 

several interviewees. [See Figure 17 for more details on Crisis Modifiers]. Timeliness and flexibility were seen 

to go hand in hand; where partners already had a functioning project supported by DG ECHO they could 

adapt quickly with support from the donor. This was especially the case in relation to COVID-19, where DG 

ECHO supported the addition of activities, but also supported necessary changes to delivery mechanisms, 

such as allowing work-from-home during lockdowns or for IP staff whose co-morbidities made them especially 

vulnerable to COVID-19. Preparedness Actions were also seen as a good platform on which to build a flexible 

response, a point emphasised in DG ECHO’s Guidance Note on Disaster Preparedness (2021).132 

 
131 Only 18% of the Action documents sampled incorporated a CM 

132 Disaster Preparedness: DG ECHO Guidance Note. DG ECHO (2021)   
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Amid the overwhelmingly positive views on DG ECHO’s flexibility, a small number of interviewees provided a 

contrary viewpoint. It was noted that, whilst there was flexibility in adding more activities to projects, DG 

ECHO was less flexible in terms of budgetary additions, resulting in situations where some IPs have to cover 

additional operational costs themselves. Other respondents felt that flexibility was mostly seen in relation to 

existing projects, but that DG ECHO (and sometimes its IPs) were less flexible about setting up new 

interventions in different parts of the same country. DG ECHO’s procurement rules were also seen as 

inhibiting flexibility in Syria.   

 

As with Timeliness, the e-Survey results in respect of flexibility were mixed. When selecting from a closed list 

of eight epidemic response qualities, flexibility was ranked 7th (respondents scoring it as ‘excellent’ or ‘good’); 

and when asked an open question about what DG ECHO could do better in its response to epidemics, more 

respondents mentioned increased flexibility than any other quality.  

 

However, when asked an open question about the best aspect of DG ECHO’s response, in the survey there 

were more positive comments about flexibility than any other aspect (see Figure 18). And when asked to rate 

DG ECHO’s comparative advantage in epidemics compared to other donors, ‘flexibility as a donor’ was 

 

Use of Crisis Modifiers 

A Crisis Modifier (CM) allows DG ECHO partners to integrate flexibility and preparedness into 

actions. The aim of a CM is that it “promotes systematic consideration of preparedness through the 

integration of a flexible, early action component to address, in a timely manner, immediate and life-

saving needs resulting from a rapid-onset crisis or a deteriorated situation within a DG ECHO-funded 

Action”. It takes the form of a dedicated result in the Logical Framework of the Action. It is a 

mechanism to release funds to implementing partners who are already operational on the ground and 

can activate early response to upcoming crises and provide a resilience cushion and, if required, a 

humanitarian response. The CM can be used to strengthen early response and anticipatory capacity 

within an intervention, shortening the time gap before other response mechanisms are activated (e.g., 

Emergency tool box, top-ups). It should respond to urgent lifesaving needs and it is typically designed 

for a limited period of time (average duration observed is generally 1-4 weeks).  

Within 39 sampled actions reviewed by the evaluation, seven Actions (18%) included a CM result in 

their logframe. These seven Actions were between the years 2019 and 2021, with the majority 

concentrated in 2021. Primarily, the Actions in this sample including a CM were funded under 

Geographic HIPs, and one was funded under the emergency toolbox HIP. In terms of proportionality 

to the total budget of the sampled Actions, on average the CM allocation stood at 17% of the DG 

ECHO contribution to budget, and 12% of the total budget (from all funding sources). 

Considering the ongoing status of the majority (five out of seven) of the Actions which included a CM, 

only one (closed) Action under review had activated its CM during implementation. Under this Action, 

the CM was triggered following the first case confirmation of COVID-19 in the project area. The CM 

facilitated the rapid installation and operation of a COVID-19 treatment centre covering the territory of 

Aru in the DRC. At final report stage, 76% of the total budget allocated to the CM result in this action 

had been utilised. Other sampled Actions were ongoing and therefore final reports detailing use of 

CM over the entire duration of the Action were not yet available.  

The low, but increasing, trend in CM result inclusion in the sampled Actions, and support from 

interviewed DG ECHO staff, suggest that DG ECHO values CMs as a potential mechanism to provide 

flexible and rapid response to emerging epidemic threats. However, the incorporation and activation 

of CMs was not yet widespread in DG ECHO funded Actions.  

Figure 17 Crisis modifiers 
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ranked 3rd (out of 10 positive qualities). Further analysis showed that DG ECHO’s IPs were more strongly 

positive about DG ECHO’s flexibility than any other category of respondent (see Figure 19).133 

Figure 18 Responses to open survey questions on best aspect of DG ECHO’s response to epidemics 

 

 

Figure 19 Positive ratings of DG ECHO's flexibility by respondent organisation type 

 
 

Summary 

There was very strong evidence that DG ECHO was quick in responding to epidemics and that its project 

management systems, combined with its close relationships with respected partners, allowed DG ECHO to be 

flexible in adapting its response to changing situations. Adaptation was easiest and quickest where DG ECHO 

had an existing project partnership and adjustments could be managed through Modification Requests.  

Where epidemics were a well-recognised risk, IPs had the opportunity to include a specific Crisis Modifier in 

their funding application, although in practice this was seldom used among the Actions reviewed in detail by 

the ET. The Epidemics Tool was seen as a particularly quick project instrument, especially by DG ECHO 

experts, although the release of funds from this tool has slowed significantly since 2019. Against the 

overwhelmingly positive views on timeliness and flexibility, a minority of respondents questioned how flexible 

DG ECHO was in responding to new emergencies in places where it did not have existing project 

 
133 Implementing partners (not including WHO) made up 15% of e-Survey respondents 
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partnerships, and that flexibility on adding intervention activities was not always matched by flexibility in 

providing additional funding, for example additional support costs. 

 

EQ 9  To what extent has DG ECHO contributed to the resilience of public health 

systems for outbreak prevention and response in the countries where it works? 

RESILIENCE / 

CONNECTEDNESS 

JC 9.1 Humanitarian actions included both immediate relief and recovery/resilience activities 

JC 9.2 Coordination with EC services and external actors strengthened linkages between emergency and 

development programming, and transition to nationally owned systems or development programmes where 

possible 

Key findings 

● DG ECHO contributed to public health resilience,134 especially where partners are funded over multiple 

years, support basic services, and build local capacity (including epidemic preparedness) 

● Despite strong policy positions on working across the ‘nexus’, Action documents tended to gravitate 

towards ‘business as usual’ humanitarian intervention with minimal discussion of options for building 

linkages into more sustainable work 

● Stakeholders felt rather powerless in pursuing the nexus approach: they either yearned for a more 

strategic approach (without knowing how to achieve it), or accepted that the prerequisites for joined-up 

work did not exist in their locations 

● A lack of cross-service leadership and practical guidance hampers internal EU collaboration, despite a 

strong appetite to work more together on linking short and long-term work 

Linking humanitarian action with resilience and recovery 

The EU has strong policy positions on linking relief with longer-term resilience, recovery and development. 

The Consensus on Humanitarian Aid (2008) says ‘humanitarian aid and development cooperation … will be 

used in a coherent and complementary fashion especially in transitional contexts and situations of fragility, in 

order to use the full potential of short- and long-term aid and cooperation.’ This was reinforced in the Lives in 

Dignity Communication (2016), and reiterated in The Humanitarian Action Communication (2021) which 

promises that “the EU will step up its work to link humanitarian relief with development and peacebuilding.” 

 

Since 2014, the DG ECHO SF has incorporated a Resilience Marker (RM), thus complying with EU policy that 

“All humanitarian projects funded by the European Union have to apply the Resilience Marker, which ensures 

that the interventions reduce risks and strengthen people's coping capacities so as to minimise humanitarian 

needs.”135  The RM consists of four criteria covering different aspects of resilience. If all are met, the 

maximum score [=2] is applied. If only some are met, the score is one. A third option is to mark the RM as ‘not 

applicable’ (i.e., if the Action is purely intended as a short-term relief intervention). Grant applicants also have 

the chance to elaborate on resilience under the SF heading ‘How does the Action contribute to build resilience 

or reduce future risk?’   

 

Analysis of a sub-sample of 15 Actions showed the majority had RMs scored at 2, a few were scored 1, and 

one was marked not applicable. However, a qualitative analysis of the same RM sections by the ET 

concluded that only one SF provided a convincing description of linkages between humanitarian epidemic 

interventions and resilience. Most of the forms described some activities relevant to resilience, but lacked 

convincing arguments about how these would be sustainable, and several were judged to be very weak, 

 
134 Resilience is defined by DG ECHO as the ability of an individual, a household, a community, a country or a region to resist, adapt, and 
quickly recover from a disaster or crisis such as drought, violence, conflict or natural disaster (Resilience Marker Guide) 
135 https://civil-protection-humanitarian-aid.ec.europa.eu/what/humanitarian-aid/resilience-and-humanitarian-development-peace-nexus_en 
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barely making the case at all. Generally, these weaknesses were not identified by the field experts in the 

FicheOp, where they had a chance to comment. In most cases, the same weak statements on resilience are 

just summarised by the field experts or are barely commented on. It appears that DG ECHO staff did not 

make rigorous implementation of the RM their priority, at least not in the sampled Actions relating to 

epidemics. 

 

More concerning, in terms of compliance with stated EU policy on resilience, were observations from a few 

DG ECHO personnel who seemed to challenge the entire notion of working across the nexus. Addressing 

resilience in the Action documents was seen as “cosmetic” by some: it was a requirement by headquarters, 

but reality in the field was different, and there was a lack of guidance about how to bring humanitarian and 

development programmes together in meaningful ways. One field expert said that epidemics were “not a 

focus” for DG ECHO, and another felt they were primarily WHO’s responsibility and more of a development 

issue. These sentiments were not shared by representatives of senior leadership in Brussels, for whom the 

need to integrate short and long-term approaches to health - by working across the nexus – was seen as a 

“confirmed” lesson from the COVID-19 pandemic. 

 

Where the Action documents did offer analysis of resilience, the overwhelming feature was some kind of 

capacity building (including training). This capacity building was variously directed at local government health 

services, local NGOs, community-based organisations, or community members themselves. Different types of 

capacity building included clinical skills, surveillance, WASH and IPC, rapid response teams and support with 

forging contingency plans. Other activities deemed to strengthen resilience were RCCE and vaccination (e.g., 

yellow fever vaccination in Venezuela which bestows lifetime immunity), and the integration of the CAI into the 

MoH in DRC. While all such activities can justifiably be said to support resilience, there was generally too little 

description of how they could be sustained, for example by building on previous work, by complementing 

other capacity building efforts, by contributing to national plans, by linking to development actors, or by 

promoting empowerment and a sense of local ownership.  

 

Regardless of the poor handling of the dedicated resilience sections in the SF, evidence from elsewhere in 

the Action documents and from interviews was more encouraging. In contexts of protracted emergencies like 

Afghanistan and DRC, it can be argued that a focus on ‘resilience’ has superseded pure emergency response 

and become the norm. Some humanitarian agencies, including some funded by DG ECHO, have had a 

presence in such countries for 20 years or more. While remaining ready to respond to new shocks, including 

epidemics, most such agencies work to support the provision of basic services, often working together or 

alongside local structures, such as district health services, community organisations or self-help groups. Such 

situations are technically humanitarian and are governed by appeals, but lie in a grey area which is neither 

pure emergency relief nor development. By supporting such work, often with successive grants, and through 

its very flexible approach which allows for constant adjustments in volatile contexts, DG ECHO is clearly 

supporting resilience. This is underscored by the amount of training and capacity building evidenced in the 

body of the SF (usually under ‘Logic of Intervention’) as well as investments in light infrastructure (such as 

water sources and medical equipment). Many of the Actions examined could be considered continuations of 

previous projects, and there was evidence that both DG ECHO and its IPs valued the trust and experience 

which is built through continuity of partnership. Stakeholders also noted a DG ECHO trend towards funding 

longer projects136, sometimes 24-36 months, which allow agencies more time to develop local capacity.  

Finally, as described under EQ 6   What results were achieved by DG ECHO’s epidemics response?, 

community members in DRC and Venezuela observed in FGDs that several aspects of DG ECHO 

interventions were having lasting effects, especially those where local people had had the chance to 

participate in their planning and execution.  

Working across the humanitarian-development nexus 

Another situation which straddles the ‘humanitarian-development nexus’ is epidemic preparedness work. This 

is a type of programming in which capacity building is the main modus operandi and the main output. The DG 

 
136 Another Grand Bargain Workstream 7, discontinued in December 2021  
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ECHO Health Guidelines (2014) encourage a partnership approach to build emergency preparedness 

capacity, including early warning systems, in situations of protracted crisis. The latest HIP Thematic Policies 

Annex (providing policy guidance for all HIPs) notes that “risk reduction and disaster preparedness are an 

integral part of the EU approach to resilience” and further suggests that disaster preparedness should be 

mainstreamed into DG ECHO’s humanitarian work.137 On the other hand, the ET noted that specific guidance 

relating to the Epidemics Tool was rather equivocal on preparedness. It says “preparedness Actions under 

the Epidemics Tool should be targeted at specific, imminent, localised threats” (which suggests that IPs know 

in advance which epidemics will arise). Likewise the list of ‘approved’ examples of preparedness work 

provided in the same document could be considered ‘response’ interventions, rather than preparedness 

activities. This amounts to conflicting and equivocal ‘guidance’ on what preparedness interventions are 

eligible for DG ECHO funding – or not.  

 

An interesting example of DG ECHO’s support for preparedness is its funding of WHO’s project on 

Strengthening Public Health Surveillance and Response Systems in South Sudan. With DG ECHO’s support, 

WHO has worked on building epidemic preparedness capacity in South Sudan almost continually since at 

least 2017. The successive Actions have been funded by the Geographic HIP and have built incremental 

capacity over several years [see Figure 20 for more details]. 

 

Despite DG ECHO’s contributions to resilience, the majority of stakeholders interviewed emphasised the 

challenges inherent to bridging the ‘nexus.’ Many respondents observed that responding to continual shocks 

in protracted crisis settings was dissatisfying, as it failed to address upstream causes. They yearned to be 

able to stand back, reflect on the overall pattern of events, and forge a more strategic approach, ideally one 

that dovetailed with nationally-owned plans. Related to these observations about the lack of humanitarian exit 

strategies, an equally large number of stakeholders had a more purist stance on humanitarian aid, actively 

resisting the move towards the ‘nexus’ middle ground. With the demand for humanitarian response growing 

globally, they felt it necessary to focus on humanitarian delivery and not get distracted by calls for emergency 

response to move towards filling the development gaps where development had clearly failed, and where 

there were (in their view) no viable pathways out of crisis. In Afghanistan, where development programmes 

have recently collapsed and where the number of people assessed in need of humanitarian assistance has 

grown from 9.3M in 2017 to 24.4M in 2021,138 DG ECHO was seen as providing thought leadership within the 

humanitarian community in advocating this ‘focused’ approach.  

 

“EU and DG ECHO policy documents encourage partners and ourselves to think ‘Nexus’, to think about possible ways to 

link humanitarian action to more longer-term developmental programming, and/or engage development partners more in 

preparedness and prevention. I see many challenges why these two approaches do not articulate themselves [in the field] 

as in theory they should”. [DG ECHO Anopheles expert] 

 

 
137 Thematic Policies Annex: General Principles, Policies and Guidelines (2021).  DG ECHO. 

138 https://www.unocha.org/afghanistan 
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DG ECHO has been supporting the strengthening of IDSR/EWARS through WHO-led Actions for over 10 years. The data 

collected on the six existing Actions since 2011 (2011, 2013, 2014, 2016, 2018 & 2021) are for a total amount of €25.8M for 

a DG ECHO contribution of €10.1M. DG ECHO's contribution in 2011 represented 11 per cent of the action, and 72.86 and 

80 per cent respectively for the last three Actions, which suggests that other partners are withdrawing in the long-term.  

Since 2011 the support proposed by WHO and financed by DG ECHO has been based on training activities, operational 

and technical support, the EWARS surveillance system, support to national coordination and to WHO. Over the course of 

the Actions in South Sudan, activities have been extended to new health centres and, since 2017, include financing of 

outbreak investigation kits, financing of operational costs (incentives, DSA, contingency funds) to enable the deployment of 

teams during alerts, as well as to support the routine surveillance and reporting from health facilities and the 10 state hubs 

to support prompt disease outbreak investigation.  

Every 'year' the justifications for new funding are (photo) snapshots of the situation in South Sudan that show critical needs, 

the deteriorating humanitarian situation (increasing people in need over the years), consistent with the HIPs.  

The investments provided by DG ECHO are undoubtedly necessary, as reported by a prominent Health Cluster Coordinator, 

among others:  

“I was one of Five Public Health Officers/Epidemiologists deployed to South Sudan to start IDRS/ EWARS in 2007-2008. 

Deployment was part of DG ECHO support to establish IDSR/ EWARS in South Sudan. We, together with WHO and the 

Ministry of Health, rolled out IDSR/ EWARS in 10 states in South Sudan. We strengthened capacity of State Surveillance 

Officers and staff to report to the IDSR/ EWARS system on a weekly basis.  From then until now, DG ECHO is playing crucial 

role supporting and strengthening IDSR/ EWARS in South Sudan. The country is now able to detect and manage outbreaks 

such as measles, cholera, meningitis and others. State surveillance officers are regularly trained, supervised and capacitated 

to roll out IDSR/ EWARS effectively. Weekly epidemiological reports based on IDSR data are now regularly developed and 

shared with partners and stakeholders. South Sudan now has well placed IDSR/ EWARS where partners are reporting on a 

weekly basis, weekly analysis is prepared, alerts raised and investigated, and feedback shared with stakeholders. The system 

is detecting alert for the outbreak (although it is not perfect). I see investment is fruitful and the system is gradually developing 

but requires long-term support to fully develop and [become] self-sufficient.” [Health Cluster Coordinator] 

Since South Sudan is young, gaining independence only in January 2011, and is currently facing a difficult situation (post 

conflict), the health system is weak and not supported with adequate financing. DG ECHO’s long-term support is therefore 

needed. WHO, with support from DG ECHO, is providing technical and operational support to the Ministry of Health and 

partners. 

Every 'year' we find more or less the same activities, which are useful, contribute to meeting the needs of the moment, and 

are all the more justified as the context worsens; but do not position a multi-year approach against a strategic and 

operational vision, or link up with the country’s regular health systems. DG ECHO's, and its field partners', reflections on this 

issue are not represented in the Action documents and do not seem to be structured and organised in relation to HQ. The 

situation in South Sudan is similar to what is noted globally with an increase in the demand for humanitarian assistance, 

among other things due to the persistence of crises against a backdrop of insufficient political leadership and difficulties in 

reaching affected people.  

Repeated support through serial annual renewal of funding contributes to the strengthening of the health system, and 

therefore the question arises as to its effectiveness and efficiency in the long term. In this sense, and by way of example, 

the South Sudan COVID-19 Intra Action Review and the interviews contain concordant pleas for DG ECHO's stand-alone 

Actions carried out by WHO to be consistent with Health System Strengthening activities and the health information system.   

DG ECHO's position of maintaining these activities at a minimum level is accepted by some within DG ECHO, who argue 

that these investments maintain a structure and a system for detecting, alerting and responding to epidemics (or even public 

health emergencies) in sufficient time and in sufficient proportions to avoid excessively long response times and thus to limit 

the spread of epidemics. But they are neither sustainable nor linked to government systems. As such, the question arises 

(again) of how to support long-term emergency preparedness in a humanitarian context.  

In 2022, WHO conducted an evaluation of the IDSR/EWARS in South Sudan (funded by USAID). However, WHO did not 

inform DG ECHO that this evaluation was taking place. The resultant evaluation, whilst proffering important 

recommendations (i.e. increased training for community/health facility levels and the development of community feedback 

mechanisms), was viewed by some ECHO staff to be rather introspective and narrow in scope. Equally, it did not address 

the need for more strategic direction for its surveillance systems. 

Figure 20 DG ECHO's long-term support to South Sudan 
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Survey responses in relation to linking shorter- and longer-term objectives were also mixed. ‘Sustainability’ 

was ranked 4th out of eight epidemic response qualities, but when asked how DG ECHO could strengthen its 

role in potential epidemics, ‘more work on prevention’ was the second most popular answer (out of 14 

options). When asked to rate DG ECHO’s performance in linking short-term epidemic response to longer-term 

prevention and preparedness, most respondents rated DG ECHO’s performance as ‘fair’.  

Figure 21 Responses to e-Survey (Q21) on DG ECHO performance in linking across the nexus 

 
 

As described under EQ 6   What results were achieved by DG ECHO’s epidemics response?, community 

members in DRC and Venezuela observed in FGDs that several aspects of DG ECHO interventions were 

having lasting effects, especially those where local people had had the chance to participate in their planning 

and execution.  

Collaborating and coordinating on short and long-term approaches 

EU policy strongly advocates working across what is now called the ‘Triple Nexus’ of humanitarian, 

development and peace engagement:  

 

“Through the humanitarian-development-peace nexus, the EU will deploy all the instruments needed not only to address 

short-term needs but also to provide long-term solutions and, in conflicts, contribute to building lasting peace. This involves 

joint analysis and operational response frameworks as well as a conflict-sensitive approach so that external assistance 

does not inadvertently reinforce conflict.”139 

 

The ET found more evidence on resilience than on collaboration across the nexus. Dealing first with 

collaboration which did not directly implicate other EU institutions, several stakeholders spoke of attempts to 

link with government-led national plans and programmes (for example the national programme on 

immunisation in Venezuela). There were also many examples in Action documents of IPs coordinating their 

capacity building in the health and WASH sectors as part of their routine project implementation. A few 

interviewees noted that DG ECHO had facilitated inter-agency dialogue on nexus issues. As mentioned 

earlier (see box), in South Sudan, long-term work with WHO had involved regular dialogue with external 

development partners, such as the US Centre for Disease Control who were also partnering with WHO.  

 

As DG INTPA (formerly DG DEVCO) is the natural EU counterpart for DG ECHO in terms of development 

cooperation, the bulk of comments from EU staff members concerned this particular relationship within the 

EU/EC ‘family’. Staff working in Brussels all said that relations between the two services were ‘very cordial,’ 

but also ‘episodic.’ There was no structured dialogue between them, so the exchanges tended to be ad hoc 

 
139 Humanitarian Aid Communication (2021).  
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and did not lead to common positions or action. Hampering the potential for sustained dialogue might be the 

imbalance between health experts working for the two services at headquarters level: DG ECHO normally has 

just one such expert, compared to around eight for DG INTPA. Another strong finding, from staff at HQ, 

regional and country levels, was the lack of specific policy guidelines for how the two institutions should work 

together. Policy in this area was considered to be ‘top-line’: the vision was there, but it had not been backed 

up with any specific tasking, for example to work on joint cooperation frameworks (although the 2021 

Communication does refer to six ‘EU nexus pilot countries’ designated in 2017 (Chad, Iraq, Myanmar, Nigeria, 

Sudan, and Uganda)). This lack of guidance was seen as a failure of leadership across the two services.  

 

At the country level, specifically, relations between DG ECHO and DG INTPA were also said to be warm, and 

there was some evidence of direct coordination and collaboration, for example DG INTPA switching some 

funding into humanitarian action in DRC and Afghanistan, where there was agreement this made sense 

according to the prevailing context. However, it was also noted that the two institutions sometimes funded the 

same IPs for different purposes, but without harmonising their approaches, and that different funding cycles 

and ‘ways of working’ (often annual and project-focused for DG ECHO; and multi-annual and programmatic 

for DG INTPA) were practical constraints. More generally, there was recognition at the field level that 

preventing epidemics needed a joined-up strategic approach, but there was a lack of EU coordination across 

the nexus in most countries. One senior official felt that more authority should be delegated to EU missions in 

third countries to make such coordination happen. An interview with senior DG ECHO leadership confirmed 

that policy on the nexus had been ‘top down’ and not widely adopted at field level, but that this was 

recognised by management and that guidance notes had recently been issued. Perceived blockages relating 

to working culture were acknowledged. It was felt that some humanitarians were resistant to new ways of 

working, but it was a question of ‘winning hearts and minds’ over time and that, ultimately, the nexus was 

‘common sense’. 

Summary 

DG ECHO contributes to resilience through its epidemic response projects and especially through those few 

projects which are focused on specific preparedness activities. But many of the activities contributing towards 

resilience could be considered as ‘low-hanging fruit’: they were part and parcel of humanitarian delivery in the 

context of chronic crises, such as training local personnel. Resilience Marker sections of Action documents 

received scant treatment in most cases, by IPs and DG ECHO experts alike. Typically, activities were 

described as contributing to resilience, rather than having resilience as a goal in its own right. Interviewees 

had mixed views on the humanitarian-development nexus. Some yearned for a more joined-up approach and 

more work on prevention and preparedness, others felt that precious humanitarian resources should be 

preserved for response interventions and should not be expected to address development failures. There 

were good examples of collaboration across the nexus with partners external to the EU, but these were few in 

number. Within the EU/EC family of institutions, most evidence was on the relationship between DG ECHO 

and DG INTPA, which was seen as very cordial, but where dialogue at all levels was seen as ad hoc, not 

always productive and suffering from a lack of practical guidance on how to work together. 
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4.2. Findings – Part B 

EQ 10 Is the DG ECHO-WHO partnership strategic and synergistic, with a shared 

vision that leverages collaborative advantages at all levels? 

COLLABORATIVE 

JC 10.1 The DG ECHO-WHO partnership has a shared vision that is understood and valued by both partners at 

HQ, regional and country levels. 

JC 10.2 Both DG ECHO and WHO understand the collaborative advantages of the partnership and how to 

leverage these for value creation. 

Key findings 

• The partnership lacks shared vision and an overarching strategic framework for engagement in 

humanitarian settings 

• The partnership at the global level is marked by annual high-level strategic dialogues and a set of jointly 

agreed priority actions that are not widely shared or understood across partnership levels  

• The partnership suffers from a disconnect in that what is agreed at the global level does not necessarily 

trickle down to the operational level and vice versa  

• Conflicting opinions arise amongst DG ECHO informants, with some bearing residual impressions that WHO 

is not operational in humanitarian settings, and others feeling that the partnership itself would benefit from 

WHO having more operational capacity and resources to facilitate implementation  

• WHO feels that the partnership would benefit from DG ECHO attaining more technical health expertise at 

HQ level 

The partnership has strategic elements but lacks shared vision and a framework for engagement 

Shared vision is jointly developing a well-defined ambition, the goals and outcomes for the partnership, 

defining each partner’s responsibility, and identifying each partner’s expected benefits. Shared vision leads to 

a deeper understanding of each organisation and how to leverage each other's strengths for mutual gain. 

Having a shared vision motivates the partnership and provides direction on actions.  

The DG ECHO/WHO partnership has no official agreement or framework for engaging in humanitarian 

settings that delineates the components of a shared vision. While the partnership is governed by the 2004 EC 

and WHO strategic partnership MoU, the shared vision is defined for the “field of development” and does not 

encompass the humanitarian sphere.       

According to DG ECHO HQ, the vision is understood via the HSD and its associated monitoring table (MT). 

However, the ET found no evidence from the HSD summary reports or MTs of any reference to or discussion 

of an overall vision or overarching strategy for the partnership.140  The first HSD in January 2020 provided a 

forum to “outline mutual expectations for this new strategic partnership."141  DG ECHO underscored the 

importance it attached to strengthening its partnership with WHO and its willingness to give it more strategic 

support. The organisation also stated its expectations of WHO: “As a strategic partner, we expect WHO to 

ensure increased efficiency, transparency, build constructive dialogue and increase EU visibility and 

communication activities (see EQ 11 Is the DG ECHO-WHO partnership supported by effective dialogue and 

fit for purpose structures and mechanisms to deliver on its objectives at all levels? findings for discussion).”142  

WHO also expressed a “strong” interest in strengthening the partnership, especially through regular dialogue 

as well as increasing EU visibility and communication. WHO was eager to pursue a programmatic 

 
140 Summary Report Strategic Dialogue DG ECHO- WHO (15 January 2020); Summary virtual meeting: Dialogue DG ECHO-World Health (7 

October 2020); Summary DG ECHO-WHO High-level Dialogue 2021 
141 Agenda: Strategic Dialogue DG ECHO - WHO DG ECHO, Brussels  
142 Summary Report Strategic Dialogue DG ECHO - WHO (15 January 2020) 
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partnership, especially for high-impact events such as the Ebola outbreak, as well as exploring together with 

DG ECHO alternative and more innovative financing approaches (see EQ 11 Is the DG ECHO-WHO 

partnership supported by effective dialogue and fit for purpose structures and mechanisms to deliver on its 

objectives at all levels? findings for discussion). These shared expectations are an important step for 

establishing mutual understanding on what the other side is wanting from the partnership, however they are 

transactional and do not speak to a common vision that can guide the partnership.  

The HSDs also establish the partnership’s priority areas for joint action which are defined and logged in the 

MT. However, there are divergent views on the significance of the MT. One WHO interviewee felt the MT was 

the fundamental document of what the partnership is doing, a view also shared by some DG ECHO 

interviewees at HQ. Other interviewees at DG ECHO HQ felt the MT wasn’t more than a list of common 

interests that can enhance collaboration. The ET found the MT represents something between the two views. 

It is more than a list of actions to potentially collaborate as it includes fully developed initiatives such as the 

EMT program. However, it does not fully represent what the partnership is doing, since it reflects priority 

actions decided at the highest level without inputs from the operational level, nor is it formally shared beyond 

HQ. This is problematic considering the operational nature of health emergencies and humanitarian settings 

with health impacts.  

Further, review of the MTs found that even for the partnership at the high-level, the MTs are not a ‘stable’ 

reflection of agreed on priorities. From the first HSD that listed four priority areas and 16 follow-up actions, 

one priority area that is key for epidemics and considered by both organisations as a priority to achieving 

resilience – preparedness for high impact events and its follow-up actions - was dropped, with no 

documentation of the reason or the latest status of those actions. Other follow-up actions, such as 

discussions on innovative financing, were also dropped without any indication as to why.  

Understanding the partnership: Considering the lack of an articulated and documented shared vision, it’s 

not surprising that among e-survey respondents, there was not a high level of understanding of the 

partnership’s vision (54%), goals and objectives (52%), and strategic priorities (48%). What is surprising are 

the divergent views between the two partners, with over 86% of WHO respondents indicating they understood 

the partnership’s vision, objectives and strategic priorities, compared to 18% or lower of DG ECHO 

respondents (Figure 22).143  Despite WHO’s high 

understanding reported in the e-survey, during 

interviews, not one WHO KI was able to 

articulate the partnership’s vision when asked. In 

addition, WHO interviewees based in HQ 

indicated a shared vision/strategy was not yet 

formulated and wanted to see this developed 

along with a concordant framework to structure 

and guide the partnership’s engagement in 

humanitarian settings. 

Responses among DG ECHO interviewees were 

mixed, with one camp, primarily at the 

operational level, being unaware of a “mutual 

strategy at any level”, and the other harbouring 

similar views about the partnership’s vision. This 

stretched as high up as the HQ level, with one informant citing DG ECHO’s own mission as the vision for the 

partnership. 

The e-survey found that 79% of respondents viewed the DG ECHO-WHO partnership as a strategic one, and 

69% felt the partnership extended beyond that of a donor-recipient relationship, citing mutual trust, 

constructive and open dialogue, and joint initiatives as its primary characteristics. Again, there was 

divergence in this view between the two partners. While 100% of WHO144 respondents saw the partnership as 

 
143 77% of DG ECHO e-survey respondents were based in HQ, while almost 60% of WHO respondents were based at the country level. 
144 WHO survey respondents were a mix of country, regional and HQ staff. 
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strategic and extending beyond a donor-recipient relationship, only half of DG ECHO145 respondents found 

the partnership strategic and only 27% found it extended beyond a donor-recipient relationship. Some 

reasons included the lack of a joint vision or strategy, not enough dialogue between the partners, and WHO’s 

lack of understanding and engagement with DG ECHO. The majority of WHO interviewees found the 

partnership had become more strategic over time. However, there was a stark divide among DG ECHO 

interviewees, with the field level interviewees generally disregarding the sense of a global strategic 

partnership, indicating the strategic aspect was highly dependent on personalities at field level. DG ECHO 

interviewees from HQ were more positive, 

indicating the partnership had become 

strategic due to the high-level dialogues and 

more regular follow-up dialogues among HQ 

focal points. 

It is possible WHO’s positive responses on 

understanding the partnership are due to the 

majority of WHO e-survey respondents being 

based at field level in countries with strong 

DG ECHO/WHO relationships (Syria, Sudan, 

etc.), hence having a strong sense of the 

partnership. In fact, some WHO interviewees 

who had worked in different countries with 

DG ECHO observed the partnership’s core 

priorities were well understood in countries 

with historically strong relationships between 

the two partners.  

Alignment: The e-survey found that just over 65% of respondents felt that WHO and DG ECHO were aligned 

with respect to their respective mandates and efforts in health advocacy, with the balance of respondents 

being roughly equal between the two partners. However, there was divergence between WHO and DG 

ECHO’s views on alignment of strategic priorities (86% versus 33% respectively) and goals and objectives 

(84% versus 18% respectively). 

Challenges to establishing partnership vision and strategic priorities that bridge across levels 

Disconnect between the operational and global levels of the partnership affects partnership coherence and 

synergy 

"The highest strategic level does not have too much of an impact if we do not work with the soldiers on the 

ground level" – [WHO HQ] 

There is a gap between the operational and global levels of the partnership, and that what is agreed and 

understood at the global level does not necessarily trickle down to the operational level and vice versa. The 

global partnership is driven at the highest level – DG ECHO Deputy Director and WHE Executive Director – 

who are "really hungry for the partnership to deepen and grow." However, there is no formal mechanism to 

translate this vision to the operational level. The current forum for the partnership’s strategic thinking is the 

HSD which is limited to HQ level staff with no formal dissemination to operational levels (see findings EQ 11 

Is the DG ECHO-WHO partnership supported by effective dialogue and fit for purpose structures and 

mechanisms to deliver on its objectives at all levels?). 

Further, at the operational level, some countries that have a good partnership relationship, supported by 

engaging staff and framed by strong Humanitarian Country Teams, will have clear objectives and strategic 

priorities that do not necessarily trickle up.  

 
145 For ECHO respondents who provided their details, all were working in operational capacity in countries 
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Another contributing factor is that DG ECHO and WHO do not seem to be aligned on the engagement of 

operational and field levels in strategic processes. For WHO, even at the HQ level, the focus and priority of 

policy decisions are based on what happens at country level and at least on paper, there is a strong culture of 

strategically engaging the field/operational arms of the organisation. 

“Our perspective is very much this is country led, if it is not working at country level, then the rest is just, 

you know, it's just the fine words and coffee and croissants once a year” – [WHO HQ] 

However, for DG ECHO, there seems to be an organisational divide on this approach. The prevalent view at 

DG ECHO HQ is not to strategically engage the operational and field level in ‘high-level’ processes. For 

example, key DG ECHO staff at HQ indicated there was no added value for regional and country level staff to 

join the HSD, and that the MT does not need to be shared at country level as it “does not concern the 

Anopheles Group.” 

DG ECHO lacks an updated, coherent and strategic approach to health 

A shared vision and strategic framework require a blending of each partners priorities and interests; hence it 

is critical that each partner bring to the table a unified thinking on health. WHO has developed, through multi-

level and multi-stakeholder processes, relevant frameworks, strategies, and guidance for different areas to 

health emergencies and health in humanitarian settings (i.e. on the nexus, resilience building and 

epidemics).146 At least on paper, WHO brings a unified thinking on health to the partnership. 

While DG ECHO has a health policy and general guidance on addressing health in humanitarian 

emergencies, these are not regularly updated. The primary health policy document147 , despite much of the 

guidance remaining valid, is from 2014 and refers to technical guidelines that are outdated, some over two 

decades old. For example, the reference to WHO’s clinical management guidelines for rape is from 2005 and 

the website link no longer exists.148 DG ECHO’s lack of any documented frameworks/organisational 

approaches to epidemics, resilience strengthening, nexus, and other critical areas of health and humanitarian 

work is a marked concern. The ET acknowledges that actual practice at the field level maybe more up-to-

date, however, at the global level there is significant non-alignment with WHO’s updated policies and 

frameworks. 

DG ECHO does not have an established and clarified process to identify organisational priorities in health. 

Within DG ECHO, health is fragmented across different units, with most of the health expertise seated at the 

operational level in the Anopheles Group, which is not involved in policy decisions at HQ. Previously, DG 

ECHO had thematic policy focal points, including for health, that served as link between technical field staff 

and Brussels HQ, representing the operational/field realities at high and middle level meetings, but these 

positions were abolished. DG ECHO interviewees at the field level expressed that since the removal of the 

health policy post, they have felt more disconnected from HQ. Furthermore, there is no official working group 

on health that meets regularly to unify strategic thinking on evolving health issues (see further discussion of 

this in Part A EQ 4 How coherent was DG ECHO’s response with that of other EU/EC actions, including those 

of individual Member States, and how can DG ECHO’s role evolve given the EC’s strategic intent to 

strengthen European and Global Health Security?).  

This results in incoherence on health areas beyond the immediate response to health emergencies, including 

DG ECHO’s role in epidemics, contributing to resilience, and bridging the nexus. In fact, the ET found a 

disconnect between the verbal and policy commitments at highest level on strengthening resilience and 

bridging the nexus, and tangible commitments vis-à-vis DG ECHO investments (see findings EQ 12 What is 

the added value of the DG ECHO-WHO partnership in terms of better health outcomes and health advocacy 

in humanitarian health emergencies? contributing to sustainable and resilient health systems, and more 

equitable and improved health outcomes in humanitarian settings?). These gaps place DG ECHO on uneven 

footing with WHO to jointly develop a shared vision and identify strategic priorities for the partnership. 

 
146 Add references 
147 Thematic Policy Document #7, Health, General Guidelines; DG ECHO, 2014; 
https://ec.europa.eu/echo/files/policies/sectoral/health2014_annex_b_en.pdf 
148 https://extranet.who.int/iris/restricted/password-login 
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One reason for this is that DG ECHO has a demand-based approach to programming which reactively 

responds to health needs as opposed to proactively building a vision and strategy for health. Other 

interviewees signified that health, while historically a core thematic area, has not typically been a priority area, 

and was brought to the fore during the COVID-19 epidemic.  

Understanding and leveraging the partnership’s collaborative advantages  

“At the end of the day, WHO is not a humanitarian agency.” [DG ECHO HQ] 

Within DG ECHO there are varying views on what WHO/WHE brings to the partnership. E-survey 

respondents highlighted WHO’s surveillance of new and ongoing public health events (76%), close 

relationship with MoHs (69%), functioning effectively as the health cluster coordinator (59%), technical 

expertise (55%), and their normative role (55%) as key strengths that it brought to the partnership (Table 11). 

Interviewees cited similar strengths, also highlighting WHO’s leadership on global health matters, and their 

role in the transitioning and hand over to development partners and government.  

With respect to health emergencies, across other partners, between 33% and 50% of e-survey respondents 

felt “field response” was WHO’s strength, while only 9% of DG ECHO respondents found it to be a strength 

that brought value to the partnership. This highlights that WHO’s previous standing as not being an 

operational agency in humanitarian settings, with the exception of protracted crises where WHO has long 

standing and significant operational roles (i.e. Afghanistan, South Sudan, Syria, Iraq), still very much 

resonates across DG ECHO - a view consistent among DG ECHO interviewees at both operational and HQ 

levels. 

This is a major point of tension, suggesting a misalignment in expectations. WHO very much sees itself 

straddling both humanitarian and development arenas and wants to expand its operational capacities and 

receive increased operational funding from the partnership, yet operations is not what DG ECHO values most 

in WHO. To add to this complication, DG ECHO interviewees at both HQ and operational levels expressed 

frustration at WHO getting “stuck” in its normative role, not becoming more operational in other countries (as 

compared with their work in countries like Afghanistan), and that the partnership would strengthen if WHO 

had more operational capacity and resources to implement. DG ECHO interviewees highlighted the missed 

opportunities due to WHO’s limited field presence, operational and implementation limitations, as was the 

case with DG ECHO’s € 16M facility for a COVID-19 vaccination campaign in Sub Saharan Africa. This 

suggests that DG ECHO may value operations above all else and feels WHO should be more operational to 

bring the most value to the partnership. These conflicting views illustrate a lack of clarity across DG ECHO 

levels as to what they want and expect from their partnership with WHO, beyond their transactional 

expectations shared at the first HSD. This uncertainty could be a roadblock and lead to missed opportunities 

to leverage WHO’s strengths.  

Table 11 Survey results on WHO’s added value in health emergencies 

In relation to health emergencies, what WHO strengths bring the most value to the DG ECHO/WHO 

partnership (up to 5 strengths) 

% Agree 

N=37 

Surveillance of new and ongoing public health events 76% 

Close relationship with Ministry of Health 69% 

Functioning effectively as the health cluster coordinator 59% 

Technical expertise 55% 

Developing norms and guidelines 55% 

Work with implementing partners 24% 

Providing rapid funds to Ministry of Health during emergencies 21% 

Providing logistics support during response 21% 

Field response 17% 

Coordinating partners across multiple sectors during development of preparedness plans 14% 

Developing preparedness plans 10% 

Other  3% 

Capacity building of the humanitarian system 3% 
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For WHO, while there may be residual views of DG ECHO as “just the donor”, examples where WHO country 

offices feel entitled to have the lion’s share of HIP funding or are frustrated with DG ECHO’s “cumbersome” 

processes, WHO interviewees at all levels consistently expressed strong appreciation for DG ECHO’s 

strengths and comparative advantages, especially at country level. Interviewees highlighted DG ECHO’s 

deep knowledge of the country contexts of where it operates and of what is effective humanitarian 

intervention: they have their “eyes and ears on the ground”. DG ECHO were the first ones in Kiev, and in 

Yemen DG ECHO came to the middle of a conflict zone to visit a hospital being built.  

“[The] superpowers of DG ECHO are that they are not going to only have remote conversations, they go to 

hot zones so [they] can understand situation and priorities” [WHO Country Office] 

At the operational level, WHO interviewees expressed that DG ECHO successfully combines its roles as 

humanitarian donor, as a technical agency with its Anopheles Group, and as advocates in cases such as 

Afghanistan and Yemen. DG ECHO is often flexible to changing needs in country - in Iraq they were willing to 

fund beyond the mainstream and consider, within the overall needs, some more unique but underfunded 

activities, albeit within the limits of their fairly rigid mandate (see findings EQ 12 What is the added value of 

the DG ECHO-WHO partnership in terms of better health outcomes and health advocacy in humanitarian 

health emergencies? contributing to sustainable and resilient health systems, and more equitable and 

improved health outcomes in humanitarian settings?). With respect to epidemics, the majority (81%) of WHO 

e-survey respondents found DG ECHO’s response appropriate, suggesting they value what DG ECHO brings 

to epidemic response. 

Interviewees at WHO HQ felt that DG ECHO Brussels did not have enough health experts to engage in 

meaningful policy dialogue, especially since Anopheles health experts are not included in the HSDs and other 

HQ level dialogues. Another common frustration was DG ECHO’s rigidity with its mandate, and hesitance to 

adopt innovative approaches to financing (see EQ 11 Is the DG ECHO-WHO partnership supported by 

effective dialogue and fit for purpose structures and mechanisms to deliver on its objectives at all levels? 

findings). 

Leveraging strengths: There are multiple examples at both global and field levels of the partnership 

leveraging its comparative advantages for value creation. At the global policy level, DG ECHO and WHO, 

along with other UN agencies engaged in policy and technical exchange to promote mental health services in 

humanitarian settings (MHPSS). This collaboration is a good example of the partnership leveraging their 

strengths to operationalise global policy to benefit those in need. The initiative had two arms. The first was the 

co-development by DG ECHO and WHO of a series of webinars on MHPSS as an advocacy tool targeting 

donors to fund mental health in humanitarian crisis. The webinar was piloted in WHO’s Middle East North 

Africa region with the goal of expanding to other regions. The second was the development of a new tool by 

WHO and UNICEF for the provision a minimum service package for MHPSS. Through a grant DG ECHO 

supported the pilot of this tool in several countries. WHO leveraged DG ECHO’s extensive network of 

partners in the field, by having them adopt the tool into their field projects and provide feedback on its use. 

The goal is for the minimum service package MHPSS tool to be an integral part of humanitarian health 

response. 

At the country level, in Yemen, DG ECHO leveraged their convener role as well as their ability to conduct 

bilateral behind-the-scenes advocacy to advocate for health data sharing during COVID-19. The Houthis 

would not report cases, and with the mounting pressure on WHO to report, DG ECHO rallied partners and 

approached the Prime Minster and the MoH, not on behalf of WHO, but rather framing the need to share their 

data as a humanitarian issue. DG ECHO was able to create leverage and convince the Government that the 

data was not for WHO’s sake, but rather so the humanitarian community could help.  

Summary 

The partnership extends beyond the donor-recipient relationship and has become more strategic due to 

strengthened dialogue, its exchange of technical knowledge, and its pursuit of joint initiatives with results. 

Most WHO stakeholders at all levels, and DG ECHO respondents at HQ level, view the partnership as 

strategic and one which extends beyond that of a donor-recipient relationship. However, this is less the case 
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for DG ECHO operational staff, who expressed that the partnership lacks both a joint vision and a strategic 

framework. The partnership lacks an overarching strategy to frame both partner’s vision. Instead, at the global 

level the partnership is marked by annual HSDs and a set of jointly agreed priority actions that are not widely 

shared or understood across partnership levels. This lack of a shared vision and strategic framework for 

engaging in humanitarian settings has led to misunderstandings on the partnership’s priorities and frustration 

on both sides. This is especially prevalent at the operational level, where agreements at the global level do 

not necessarily trickle down to the field level and vice versa.  

There is also confusion on alignment on health approaches. WHO has up-to-date and documented 

frameworks, strategies and guidelines for different areas relevant to health emergencies and health in 

humanitarian settings (i.e. on the nexus, resilience building and epidemics), Conversely, whilst DG ECHO has 

a health policy and general guidance on addressing health in humanitarian emergencies, these are out of 

date and do not include its approaches to important areas of health in humanitarian settings such as 

epidemics, strengthening resilience and bridging the nexus. DG ECHO does not have an established and 

clarified process to identify organisational priorities in health. Within DG ECHO, health is fragmented across 

different units, with most of the health expertise seated at the operational level in the Anopheles Group, which 

is not involved in policy decisions at HQ level. Furthermore, there is no official working group on health that 

meets regularly and can represent the organisations position on the highly evolving areas of health and 

humanitarian emergencies. This results in incoherence on health areas beyond the immediate response to 

health emergencies, placing DG ECHO on uneven footing with WHO to jointly develop a shared vision and 

identify strategic priorities for the partnership.  

The ET found both partners recognise and appreciate each other’s comparative advantages, however there 

were differing views on both sides about what strengths each institution was bringing to the partnership and 

how the partnership could best leverage these strengths. There exist strongly-held views within DG ECHO 

that, barring WHO’s work in pandemics and on some protracted crises, WHO is not operational in 

humanitarian settings. Furthermore, this is not seen by some within DG ECHO to be an area where WHO 

brings added value, especially when compared to its normative and technical strengths in managing public 

health events. Paradoxically, DG ECHO staff at both HQ and operational levels expressed that the 

partnership would strengthen if WHO had more operational capacity and resources for implementation. This 

suggests a misalignment in expectations between WHO and DG ECHO, as well as within DG ECHO itself. 

WHO/WHE sees itself as straddling both humanitarian and development arenas, and very much wants to 

expand its operational capacities and receive increased operational funding from the partnership. For WHO,  

the partnership would benefit if DG ECHO had more technical health expertise at HQ level. 

EQ 11 Is the DG ECHO-WHO partnership supported by effective dialogue and fit for 

purpose structures and mechanisms to deliver on its objectives at all levels? 

TRANSACTIONAL 

JC 11.1 Dialogue between DG ECHO and WHO is strategic, effective and leads to concrete actions at HQ, 

regional and country levels 

JC 11.2 The DG ECHO-WHO partnership has defined governance, accountability structures and joint 

processes, and adequate resources to support collaborative, effective, and efficient action. 

Key findings 

● Dialogue between DG ECHO and WHO has improved within levels (global-global, country-country) but not 

across levels (global-country) leading to disjointed communication that affects partnership decisions and 

actions 

● High-level Strategic Dialogues (HSD) have strengthened the engagement of DG ECHO and WHO at the 

highest level, more firmly establishing them as humanitarian partners. However, DG ECHO’s approach to 

the HSD is exclusive and lacks institutional cohesiveness, which limits its usefulness for the partnership at 

operational levels  

● WHO investments in DG ECHO engagement and processes have contributed to an increased number and 

quality of WHO proposal submissions, DG ECHO-funded actions, and increased DG ECHO funding  
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● The partnership has experienced efficiencies in proposal and grant processes, with a decrease in timing 

from proposal submission to DG ECHO sign-off to release of the first tranche of funds, however, 

inefficiencies continue with heavy administrative and reporting requirements 

● While DG ECHO has made strides in implementing flexible financing, there is still aversion to more 

innovative financing approaches 

Dialogue between DG ECHO and WHO is improving within levels (global-global, country-country), but lack of 

coherence across levels creates disconnects between operations and HQ   

Overall, most key informants felt that dialogue between DG ECHO and WHO has improved in terms of quality 

and regular frequency, and that it includes more flow and exchange of information. One reason for this 

improvement is that, unlike before where discussions were ad hoc, regular dialogue is in place at the global 

level. This includes via the Senior Officials Meetings (SOM) between EU and WHO, more directly through the 

DG ECHO-WHO High-level Strategic Dialogues (HSD), as well as through regular dialogue between DG 

ECHO and WHO HQ focal points. 

The HSD is the hallmark of the strategic partnership, meeting annually since January 2020. It is co-chaired by 

the WHE Executive Director and the DG ECHO Director General, with the participation of other DG 

directorates, and key focal points at DG ECHO and WHE HQ. It is through the HSDs that at the highest level 

the partnership has been strengthened, more firmly setting DG ECHO and WHO as humanitarian partners. In 

fact, WHO’s high level participation in the European Humanitarian Forum in March 2022, was a priority topic 

for the HSD. "A key element to the partnership – regular and frank dialogue, this is clearly number one.”  [DG 

ECHO HQ] 

KIIs have characterised HSDs as frank and open discussions between both partners at HQ level. They 

provide opportunities for setting the global picture of the partnership, and for stock taking at the high level. 

Furthermore, among survey respondents who had participated in formal dialogues between DG ECHO and 

WHO, the majority (70%) found them to be structured and two-thirds saw them as a forum to air out 

challenges or issues. The dialogues were deemed productive – 65% of respondents felt they equally 

addressed the needs and interests of both partners and that they led to concrete actions. 

There are, however, limitations to the HSDs. Only half of survey respondents felt the dialogues were strategic 

and transparent by sharing outcomes, while less than half felt they identified mutual priorities. These 

sentiments are corroborated by the following findings: 

● The HSD does not come from a strategically driven process: the evaluation found that on the DG 

ECHO side, the development of the HSD agenda did not involve a collaborative discussion of 

organisational priorities in health, DG ECHO’s position and what it wants to get out of the HSD, but rather 

was an email exercise whereby different DG ECHO unit focal points provided inputs, which were then sent 

to WHO for their approval. As a result, there is no ‘fil rouge’ between the HSDs, and despite the priorities 

laid out in the Monitoring Table, the actions are often dependent on commitments of smaller technical 

groups, which may or may not follow-up as expected. "The HSD is an exercise that is done via 

email…lacking a bit of strategy, a bit of vision, a bit of mission” [DG ECHO HQ] 

● The HSD does not provide the forum to explore the partnership and build on joint strategy: with the 

exception of the first HSD, the subsequent meetings are only designated half a day. As a result, there is 

only enough time to touch the surface of priority topics and does not always cover all the priorities 

designated in the agenda. As a result, it is a “dialogue to set up more dialogues” in order to cover the 

strategic discussions. 

● HSD is highly exclusive, not encouraging inputs from and sharing with the operational levels of the 

partnership: the HSD is limited to HQ staff and does not include operational and field staff. As such, the 

dialogues, which cover highly technical areas, miss out on operational expertise. Further, this approach is 

favoured by management at DG ECHO HQ, as they do not seem to see how regional and country staff 

could contribute beyond operational and technical inputs. There are no formal meeting minutes or 

summary report, only an informal summary of the HSD is shared internally within DG ECHO, but again not 
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with the field/operational levels. There is no formal mechanism to 'translate" HSD messages to the 

operational level.  

For these reasons the HSD has little impact at the field level, as it does not translate down. KIIs from both DG 

ECHO and WHO were not aware of what the take-home messages were from the HSD.  

"What our directors are talking in Brussels with [WHO], we do not know, sometimes we have no idea, it’s probably the 

same for the WHO colleagues, whatever happens in HQ in Geneva, or what their people discuss in Brussels does not 

necessarily trickle down..." [DG ECHO Operational Level] 

Beyond the HSD, at the global level the partnership has regular dialogue between DG ECHO and WHE 

partnership focal points, and less frequently among technical and operational focal points. These dialogues 

are focused on operational and policy aspects, monitoring HSD follow-up actions, identifying and mitigating 

challenges, and advanced planning. In addition, more technical dialogues take place around EMTs, MHPSS, 

and other identified priorities.  

At the country level, strategic and effective dialogue is varied. Some country settings like Afghanistan, Iraq, 

and Yemen have a history of good DG ECHO and WHO partnership relations, characteristic of open and 

horizontal dialogue that extends to other partners and includes strategic planning and collaborative 

implementation, which culminate in successful funding and impactful actions.  

On the other hand, in countries like the heavily politicised Syria, dialogue is an evolving process. Initially, 

dialogue was turbulent as DG ECHO did not have country presence and was not impartial, leaving WHO to 

feel on the defensive regarding a whole of Syria approach. However, over time, dialogue improved as ECHO 

came into the country, and through collaborative approaches such as joint monitoring missions with WHO, 

were able to increase their awareness of the situation on the ground.   

To help even out inconsistencies across countries, WHO has made efforts to strengthen its country offices’ 

capacities to engage with DG ECHO through technical assistance and training (see “How to do DG ECHO” 

box). This has led to improvements in country dialogue by increasing WHO’s capacity to engage DG ECHO 

and discuss from an operational perspective. These efforts have also changed DG ECHO’s approach to 

WHO. 

The evaluation could not identify instances of strengthening partnership dialogue at the regional level taking 

place during the evaluation period. However, since 2022 WHO’s Regional Office for the Eastern 

Mediterranean (EMRO) initiated regional quarterly briefings that include DG ECHO unit directors, which 

interviewed stakeholders felt put the partnership on a less transactional trajectory. Interestingly, some DG 

ECHO KIs at HQ level indicated that they do not believe dialogue is necessary at the regional level, and that 

dialogue should remain focused on HQ and operational levels. However, most KIs from both partners 

expressed a strong desire for more formalised and strategic dialogues at both country and regional levels, 

especially considering the autonomous role of WHO’s regional offices and their decision making power for 

activities in countries.  

Transparency and accountability 

"Whatever is discussed in Brussels, if the results from the field are not in the spirit of what DG ECHO 

foresees, there's nothing we can do at the strategic level" [WHO HQ] 

There was evidence of improved transparency in funded Actions. For example, in reviewing FicheOps in 2017 

there were some Actions where WHO did not follow grant procedures and for example had hired 

implementers without informing DG ECHO or did not provide adequate financial and results reporting. When 

reviewing FicheOps for WHO Action in 2021, there were no mentions of such issues, indicating a possible 

improvement in communications and WHO’s grant management.  

Even with improved open dialogue between DG ECHO and WHO, communication breakdowns exist within 

each organisation that can affect the partnership and lead to transparency issues. Both DG ECHO and WHO 

interviewees gave examples of this. In Iraq and Yemen, mutual understanding between DG ECHO and WHO 

at country level on what WHO should prioritise in their HIPs proposal were overridden by WHO HQ, without 

discussion, blindsiding DG ECHO when they received their proposal. Similar examples have come from the 
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DG ECHO side, including instances where a mutual understanding between both WHO and DG ECHO and 

operational level being overridden at DG ECHO HQ level as a result of miscommunication. 

WHO interviewees pointed to inconsistencies in decision making by both DG ECHO at the field office and 

desk office at HQ. Despite DG ECHO’s clearly delineated decision process, WHO interviewees expressed 

their frustration at the inconsistencies of decision making across grants. For example, a request for a specific 

modification may get easily accommodated by one desk person in charge of Country A, but the same 

modification request would get rejected by another desk person for Country B, while the desk officer for 

Country C would jump through hoops to make the request happen.   

For both partners, these issues are a function of their organisational structure and processes. For DG ECHO, 

proposal decisions are made at HQ by the geographical units, as they have the responsibility but not 

necessarily the technical and field knowledge, and they tend to follow the inputs of field staff. Field staff are 

trusted for their knowledge and experience and make joint decisions with partners in country, like WHO, but 

they have limited responsibility within DG ECHO. Further, while the geographical units make decisions, they 

are not influenced much by policy and thematic (health) experts at HQ. These policy and thematic experts 

have little say on contractual decisions even though they guide DG ECHO’s priorities. This disconnect has 

culminated in issues affecting the partnership. On the WHO side, regional offices are autonomous and often 

have more say than HQ on how health policy is operationalised at country level. This can create transparency 

issues for the partnership as regional offices are not systematically engaged in high level dialogues and 

decisions or partnership processes. 

Efficiencies and resourcing 

Increased partnership investments 

Since the establishment of the WHE, DG ECHO funding to WHO increased substantially, more than doubling 

from € 30.9M in 2017 to € 67.3M in 2021. Along with increased funding, the number of funded Actions tripled 

from eight in 2017 to 24 in 2021. This increasing trend was observed for multi-country Actions as well, with 

none funded in 2017 and three funded in 2020 and another three in 2021. The average amount of funding per 

action more than doubled during the evaluation period, from just under € 4M per action in 2017 to just over € 

10M per action in 2021, suggesting that the rising trend is not only due to more Action proposal approvals, but 

also more funding per approved Action. The ET acknowledges that the health character of humanitarian 

programming has probably increased in the era of COVID-19, and this may be contributing to increased 

funding and approved proposal trends. 

Less than a third of e-survey respondents felt the partnership decreased administrative costs and burdens, 

while only half of respondents felt the partnership provided timely and flexible funding for health emergencies, 

including for COVID-19. Similarly only 39% found DG ECHO’s response flexible and only 38% found their 

response timely. One area of inefficiency highlighted by interviewees was the delay in grant-signing that often 

leads to implementation delays, especially if there is no counterpart funding for start-up.   

However, an analysis of FicheOp documents for WHO Actions shows that overall, the average duration of DG 

ECHO proposal and funding processes decreased during the evaluation period (Figure 24). Looking at three 

different measures of average duration –from WHO proposal submission to DG ECHO sign-off, from WHO 

proposal submission to DG ECHO first release of funds, and from DG ECHO sign-off to first release of funds 

– all showed an overall decrease during the evaluation period. While there was annual variation within the 

former two measures (the drop seen in 2020 is primarily due to the quick turnaround of the 2020 COVID-19 

support package), the most notable decrease was in the delay that KII’s were most concerned about – the 

average duration from WHO proposal to DG ECHO sign-off. 

The duration from sign-off to receiving the first tranche of funds decreased consistently each year to just over 

two weeks (going as low as one day for some actions). 
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The efficiencies gained for these two processes has meant a shorter duration from WHO proposal submission 

to receiving the first tranche of funds, from just under half a year to a little over four months. While efficiencies 

were gained in the timing of DG ECHO processes, there are other areas where efficiencies lag. One area that 

was highlighted is the designated start date. With all other donors, the start date is when the funding 

agreement is countersigned. However, with DG ECHO, the start date is the date that WHO indicated in the 

SF when the proposal was written. 

This can have a major impact on 

implementation if there is a delay 

in signing and there is no 

counterpart funding. For example, 

if the start date is designated for 

March 15, but the grant is not 

signed till June 15, DG ECHO will 

still consider March 15 as the start 

date. If WHO could not start 

implementation on March 15 due 

to lack of funds, then three months 

are lost from an already short 

grant. This leads to the 

administrative burden of cost 

extensions, and even if WHO can 

start implementation, DG ECHO’s 

retroactive payments while 

flexible, are also administratively 

heavy.  

Figure 25 "How to do DG ECHO" 

“How to do DG ECHO” - WHO’s efforts to strengthen its capacity to engage in DG ECHO processes  

“We [WHO] have invested a lot - a lot more than we have done for any other donor - in the relationship with ECHO at 

country level” [WHO HQ] 

WHO even acknowledged the need to strengthen their capacities to submit proposals that are better aligned 

with HIPs’ priorities.149The expert conducted over 1100 training episodes with WHO staff on different aspects 

of the “DG ECHO world” covering proposal writing, understanding the DG ECHO financing decision, DG 

ECHO procedures and processes, how these apply in the context of WHO, and most importantly how to 

engage DG ECHO. The training focused on WHO’s interactions with DG ECHO, prompting country offices 

to engage DG ECHO at policy level and early in the HIP process, so that when the call for proposals comes 

out, WHO is not competing with everyone else's lobbying efforts. 

The capacity-strengthening effort has been a success. First, the number of WHO proposals submitted to DG 

ECHO tripled to 37 in 2020 and 35 in 2021, with the latter all submitted on time. Second, with the increased 

capacity, proposal quality improved, potentially contributing to their success rate, with 63% approval in 2021, 

WHO’s highest number of approved proposals (22) in the last decade. Third, the majority of KIIs expressed 

that the DG ECHO-WHO relationship at country level has improved, as WHO is more proactive in engaging 

with DG ECHO and its processes. One missed opportunity in this regard is that DG ECHO offers multiple 

trainings for NGO partners but does not include WHO/UN in this capacity strengthening. 

Another example highlighted by some WHO interviewees was the tone of DG ECHO proposal refusal letters 

has changed, and they provide more explanation on reasons for refusal. 

 

 
149 Summary Report Strategic Dialogue DG ECHO- WHO (15 January 2020) 

Figure 24 Average duration of DG ECHO/WHO proposal and funding processes (months) 
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Interviewees admitted variable WHO country office capacity in DG ECHO processes, with proposals often 

prepared a few hours before submission, without any prior engagement with DG ECHO or institutional quality 

control, and often needing deadline extensions. In many countries there is lost opportunity for engagement, 

as WHO does not participate when DG ECHO invites partners prior to their call for proposals, often 

superseded by other UN organisations like OCHA, WFP and UNICEF. While DG ECHO appreciates the 

complexity of their funding system, the expectation is that WHO will strengthen their capacity to properly 

engage in these processes. In early 2020, WHO did exactly this, and hired an expert capacity-builder to 

upskill WHO country offices on “How to do DG ECHO”.  

DG ECHO reporting is considered burdensome compared to other donors, and as described below in the 

2020 COVID-19 support package (see Figure 26), the expectation of such detailed reporting - especially on 

the financial side – is incompatible with some partners’ institutional systems, like those of WHO. In particular, 

one area of frustration expressed by WHO is the need to report expenditures by results according to the logframe 

of the eSingleform, a requirement most other donors do not have. DG ECHO expressed frustration with WHO’s 

lack of effort to meet some of the financial reporting requirements, which for DG ECHO are consistent with member 

states’ need for accountability. WHO’s financial system is inflexible, and some WHO interviewees admitted this is a 

frustration for many donors.   

WHO interviewees also expressed frustration of trying to play “catch up” with the short HIPs cycles, 

sometimes only being eight months, where hiring implementing partners for mobile clinics takes at least a 

month, and project consultants or new staff up to four months. Conversely, DG ECHO interviewees 

expressed their frustration of WHO’s lengthy administrative processes, indicating, for example, that hiring 

processes could be streamlined, especially for emergency settings. 

Resourcing: alternative and innovative approaches to financing 

The absence of a DG ECHO designated funding envelope for partnership initiatives at the global level, for 

example through the D1 unit, is limiting. As illustrated with the 2020 COVID-19 support package, funding for 

DG ECHO-WHO partnership initiatives are drawn from the HIPs, competing with the geographical units’ 

priorities, and creating the potential for friction.  

According to DG ECHO HQ, the D1 Unit was created to explore implementing other models of financing. The 

first HSD (January 2020) highlighted exploring innovative financing as a priority, and the MT includes follow-

up actions to consider different financing approaches and framework agreements.  

However, according to the MT’s November 2020 and June 2021 updates, there was no progress in this area. 

Further, in the latest update from February 2022, innovative financing has been dropped altogether. This 

‘drop’ may reflect DG ECHO’s general concerns with what sustainable and flexible partnership financing 

means for UN agencies like WHO. 

“UN agencies, all dramatically underfunded, always come with this kind of siren song of partnership, and when you 

scratch a little bit at the surface, it means basically, give us your money, no questions asked” [DG ECHO HQ] 

Most WHO KIs and some DG ECHO KIs expressed the value of alternative funding models for the 

partnership outside the HIPs and Epidemics Toolbox, as these financing mechanisms are limiting in scope, 

time frame and funding, especially for progress in protracted crises. While some DG ECHO interviewees 

expressed the value of unearmarked multiyear funding, most were not supportive of a “blank check” 

approach, and that more predictable longer-term financing must be context specific, accompanied by a joint 

strategy and monitoring framework, and with regular reviews to adjust for changing contexts.  

WHO has had bilateral meetings with DG ECHO to move towards innovative, flexible and longer-term 

funding, and in fact, WHO has officially expressed the desire for a programmatic partnership.150  DG ECHO 

started piloting these programmatic partnerships (PPP) in 2018, to provide loosely earmarked multiyear 

funding to programmes at country, regional, global, or thematic levels. The PPPs encompass enhanced 

dialogue and joint monitoring in the field to reinforce mutual understanding and trust and move away from 

detailed reporting on outputs to focus on outcome indicators. Initially opened to NGOs (International 

 
150 Summary Report Strategic Dialogue DG ECHO- WHO (15 January 2020) 
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Committee of the Red Cross (ICRC) and IFRC have PPPs with DG ECHO) in 2021, the PPPs were opened to 

UN agencies through a competitive process. WHO applied for a project addressing high-impact epidemics 

(HIED) recurrent in West and Central Africa, but without success. Some DG ECHO interviews expressed 

reservation on such an arrangement due to the lack of coherence within DG ECHO geographical and 

partnership units to ensure alignment of the priorities with the HIPs, potentially falling into a situation where 

they are “just funding country programs for the organisation.” However, DG ECHO initiated PPPs with 

UNICEF and FAO suggesting their longer-term relationship with DG ECHO may have helped. 

Only weeks after DG ECHO’s and WHO’s first high level dialogue (HSD), the world was hit by the COVID-19 

pandemic. DG ECHO was the first EC Directorate to fund WHO’s Preparedness and Response Plan for COVID-

19 with a € 30M grant, an important manifestation for the strategic partnership, given its infancy. The grant, 

“Support to WHO’s COVID-19 Preparedness and Response Plan in high risk and vulnerable countries in Africa 

and Asia”, covered ten countries in fragile states or humanitarian settings - seven in Africa (Burkina Faso, 

Cameroon, DRC, Ethiopia, Kenya, Nigeria, Somalia,) and three in Asia (Afghanistan, Bangladesh, Philippines). 

The grant had two objectives: 1. Rapidly establishing international coordination and operations support; and 2. 

Scaling up country preparedness and response operations for these high risk, vulnerable countries. 

Funded from the 2020 HIPs for the Emergency Toolbox, ECHO was able to mobilise resources very quickly, from 

receipt of request on March 3, signing the agreement 3 days later, and releasing the first tranche of €24M within 

2 weeks. This is notable considering the average release time of DG ECHO funds from proposal submission is 4 

months, pointing to the potential efficiency and flexibility gains of the HIPs funding tool. 

A grant of many firsts 

"COVID was the first time ECHO provided a loosely earmarked contribution, which is very different from the very 

much tightly earmarked project activity approach that we have”. [DG ECHO HQ] 

For DG ECHO, the grant was ground-breaking as it had many firsts – the first EC to fund WHO’s response plan, 

the first large some of € 30M, the first loosely earmarked grant, the first global multi-country grant, and the first 18-

month grant cycle - all of which were out of the norm for DG ECHO. In fact, it was the first time DG ECHO 

negotiated a partner contract with no predetermined specific geographic coverage beyond being in Africa or Asia. 

This flexibility allowed WHO to drive the needs and determine where best to use the funds.  

“The flexibility of being able to apply that funding to those countries where the most need was, at the time, was 

hugely useful”. [WHO HQ] 

DG ECHO had to overcome its general reticence for providing unearmarked funding due to the political challenges 

of EU member countries’ accountability requirements. Another challenge was that the funding was sourced from 

the HIPs, rather than a separate envelope. This created some friction between the partnerships unit (D1) with the 

geographic units as they were competing for the same envelope.  

The early funding did provide important visibility for DG ECHO. In fact, WHO was required to integrate visibility 

and communication activities, including an integrated visibility approach with DG ECHO and DG INTPA (letter 

communications from DG ECHO to WHO). There were also efficiency gains as it was one grant for ten countries, 

meaning one single form/one FicheOp versus ten, which meant fewer negotiations and less administrative burden.  

Resolve through effective dialogue 

There were growing pains. DG ECHO originally had ambitious notions of what WHO could feasibly report, 

expecting a monthly programmatic status report for each of the ten countries. For expenditure data the level of 

detail wanted means over 10,000 budget lines across the ten countries, and a lot of legwork due to incompatible 

financial systems. WHO couldn’t just click and send the data in a form that DG ECHO wanted. 

“It was a bit of a tricky situation as ECHO showed they trusted WHO enough to provide the grant, but they still 

wanted ‘minute by minute reporting’… if people are going to spend all their time writing reports, then they're not 

going to be spending their time fighting COVID” [WHO HQ]  

Figure 26 COVID-19: a test case for a newly strategic partnership 
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Summary 

Most stakeholders thought the partnership supported the resilience of health systems to respond to health 

emergencies, and good examples of this were provided in Action documents as well as through interviews. A 

promising trend towards longer Actions was noted, suggesting joint recognition that building resilience 

requires a slightly slower and more sustained approach in order to have impact. Nonetheless, there may be 

limits to this trend, as DG ECHO lacks a unifying framework on resilience, especially regarding health 

emergency preparedness, so efforts to work on these areas through the partnership are governed by the 

outlook of individual DG ECHO field experts and field offices, rather than stemming from a single point of 

Through a series of discussions, DG ECHO and WHO found a ‘middle ground’. For the programmatic reporting, 

instead of ten reports per month, every other month virtual meetings were held where three WHO country offices 

presented their progress on grant activities followed by a structured discussion with attendees which included on 

DG ECHO’s side, field technical advisers, D1 unit partnership staff and relevant technical health staff, and on 

WHO’s side, HQ partnership focal points and relevant regional staff. The discussions were technical with some 

administrative, with country presentations and meeting minutes documented. While these meetings required a lot 

of work to organise, both DG ECHO and WHO interviewees felt it was a mechanism that provided a forum to work 

closely with each other and promoted confidence in the work being done, ‘without being too bureaucratic’. The ET 

reviewed the meeting minutes and country presentations were comparable to the monthly reports in terms of topic 

areas and depth of information, suggesting the forum as a good alternative to written monthly reports.  

Not yet a “game changer” 

Some interviewees felt € 30M grant was not a “game changer”. The administrative burden was almost the same 

as country specific grants, especially at the operational level as it was still linked to the e-single form and log 

frame and still required DG ECHO procedures for any modifications. There were misunderstandings as well, as 

the grant agreement was early in the pandemic when diagnostic tests were not prevalent, however, at the final 

report stage DG ECHO asked why a testing indicator wasn’t included in the log frame. In some countries, the € 

30M grant negatively affected their country specific proposals for COVID-19 support, as the geographical units 

would ask them to draw from the global grant, highlighting the disconnect within DG ECHO on the purpose of the 

global grant.  

With respect to financial reporting, DG ECHO initially expected WHO to report the same level of detail for the ten 

countries as it would for one country. When considering the expenditure across ten countries for one year, this 

meant 10,000 budget lines. For WHO, it wasn’t “just click on a button and send this level of detail”. While the two 

organisations managed to agree on a reduced level of detail for financial reporting, DG ECHO interviewees couldn’t 

understand why it was such an issue to report on the financial data they wanted, especially since it meant less 

verification missions. For WHO, this level of detailed reporting would require WHO to hire new staff to focus on 

just DG ECHO financial reporting for multi-country grants. 

“COVID-19 showed us that it requires a level of operational flexibility that allows partners to intervene where the 

needs are greatest and where the changing needs are...I hope this is a reflection in house of our overall approach 

to earmarking". [DG ECHO HQ] 

DG ECHO followed the same approach the following year in April 2021 with a € 16M loosely earmarked 

contribution for the rollout of COVID-19 national vaccination campaigns in 15 African countries. DG ECHO 

provided at least another € 26M towards the COVID-19 response through WHO country specific Actions. For WHO 

E-survey respondents, 80% felt DG ECHO provided timely and flexible funding support for COVID-19 and this was 

pointed out by interviewees as especially true for Afghanistan and Syria. Unfortunately, this was not the case for 

the € 16M grant, as it was delayed considerably losing five months of implementation.  

“COVID-19 enabled us to actually work in practice very closely with ECHO, in a very practical response to COVID”. 

[WHO HQ] 

Overall, the two large scale COVID-19 grants showed DG ECHO that allocating unearmarked funds was viable. 

Several DG ECHO interviewees felt that the COVID-19 grants modality was more efficient and hope DG ECHO 

will move towards these less earmarked funding modalities. The COVID-19 experience points to a maturing 

partnership able to resolve hiccups with effective dialogue. 
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reference. In WHO’s eyes this has led to lost opportunities, especially when DG ECHO and WHO agree at the 

policy level on joint initiatives to include preparedness, but such proposals are rejected due to the aversion of 

some DG ECHO counterparts to interventions which divert scarce resources away from ‘pure’ humanitarian 

response. Without a dually agreed strategic approach to strengthening resilience, both organisations run the 

risk of entrenched complacency, as experienced in South Sudan, where the same preparedness activities 

have been refunded yearly for over a decade without addressing how to progress towards both DG ECHO 

and WHO’s own policies of sustainable resilience.   

The two organisations also approach the nexus differently. WHO has a strong and (especially since 2016) 

well-institutionalised ‘dual mandate’ to work across the nexus. In contrast, DG ECHO’s stance is less 

symmetrical: it is an organisation focused primarily on humanitarian action, but with a policy to support work 

across the nexus. However, in a resource-constrained environment and in the absence of specific guidance 

on the nexus, DG ECHO staff, especially at field level, have a propensity to steer its support towards 

traditional response activities. 

EQ 12 What is the added value of the DG ECHO-WHO partnership in terms of 

better health outcomes and health advocacy in humanitarian health 

emergencies? contributing to sustainable and resilient health systems, and 

more equitable and improved health outcomes in humanitarian settings? 

TRANSFORMATIONAL 

JC 12.2. The DG ECHO-WHO partnership contributed to strengthening health equity and health system 

resilience. 

JC 12.1. The DG ECHO-WHO partnership strengthens the humanitarian development nexus in health 

emergencies 

Key findings 

● The partnership contributed to resilience in the humanitarian health sector, especially in countries where 

successive grants built on each other and made investments in systems-strengthening for preparedness 

● DG ECHO has no defined approach to investing in resilience, leading to inconsistencies in funding 

decisions and missed opportunities  

● There is a gap between DG ECHO’s verbal and policy commitments to the Nexus, and practice, which 

tends to shy away from investments closer to the development side of the spectrum 

The partnership is contributing to resilience, but it is not yet mainstreamed within DG ECHO  

Just over 65% of surveyed respondents felt the DG ECHO-WHO partnership strengthened the resilience of 

health systems to respond to health emergencies. An analysis of Resilience Markers (RM) in 30 DG 

ECHO/WHO Actions (SF/FicheOps) found that 75% of Actions received the maximum score of 2. There are 

concerns of the validity of the RM (see EQ 9  To what extent has DG ECHO contributed to the resilience of 

public health systems for outbreak prevention and response in the countries where it works?), so a review of 

these Actions found that certain countries like Afghanistan, Iraq, South Sudan consistently scored high on the 

RM.  
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These are countries with protracted emergencies and a history of WHO operational support. In the case of 

Afghanistan, the four Actions are essentially successive grants addressing major gaps in trauma care 

services. Through infrastructure support, capacitating blood banks and staff training, the Actions strengthened 

the capacity of 131 hospitals to provide trauma services for mass casualties and saving lives, while indirectly 

contributing to resilience. Other high-scoring Actions stray beyond DG ECHO’s normal humanitarian 

boundary by investing directly into strengthening systems in fragile and humanitarian settings. This was the 

case for Cox’s Bazaar, where DG ECHO funded laboratory infrastructure and training to strengthen 

surveillance and early warning systems. Similarly, investments in Ethiopia were directed to build a strong 

frontline surveillance and early warning network to detect disease outbreaks and increases in malnutrition 

rates.  

The DG ECHO-WHO partnership in South Sudan: a well-oiled machine? 

South Sudan has been in protracted armed conflict for almost a decade. With weak health systems, the country is 

vulnerable to the proliferation of infectious diseases. The DG ECHO – WHO partnership has consistently invested 

in preparedness, playing a crucial role in supporting and strengthening IDSR and EWARS programs. Since 2011, 

DG ECHO has contributed € 12.9M from the HIPs for nine activities (see Figure 20 for details). Over the last ten 

years, the partnership has had time to grow, with regular dialogue and joint monitoring missions, applying lessons 

learned and optimising what works. As a result, there is a functional supported IDSR and EWARS system with the 

human resources to maintain it, critical for averting major epidemic crises.   

There is no doubt the Actions have been successful in reaching their objectives. However, on closer inspection, 

what is clear is that DG ECHO has essentially been funding the same activities for the past decade. The 

partnership has a well-oiled machine, and each new proposal WHO submits to HIPs is a sort of ‘cut and paste’ 

from former proposals with some scale up and complimentary activities. DG ECHO approves the funding and its 

business as usual. While it’s understood that the South Sudanese Government has no active plan to absorb the 

funding of these systems, and not funding would have deleterious effects, there is no indication of longer-term 

strategy or questioning of sustainability. The investments are towards preparedness, but not resilience, as 

without the last decades funding, the system would collapse. 

This complacency is not aligned with both organisation’s own policies of sustainable resilience and bridging the 

nexus. There is no ‘fil rouge’ between grants beyond maintaining the system. The question arises as to why 

these longer-term investments are being funded through the shorter-term HIPs, which focuses on acute 

response. The partnership could consider alternative modalities to supporting IDSR and EWARS, such as 

implementing a programmatic partnership with 3-year funding, freeing up the HIPs for more acute needs. A 

multi-year funding approach provides the security to better plan for resilience, and forces a longer-term vision for 

sustainability. A trilateral agreement could be explored with a development agency such as INTPA, that could 

fund the sustainability portion, capacitating the government (perhaps through innovative financing approaches) 

to incrementally fund EWARS over the funding period.   

Figure 27 The DG ECHO-WHO partnership in South Sudan 
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Strengthening resilience requires time, which can be a challenge for DG ECHO’s 12-month - and sometimes 

shorter - project cycles. Over the evaluation period, the average length of DG ECHO/WHO Actions increased 

from 11 months in 2017 to 15.3 months in 2021, with some extending up to 36 months. This is a promising 

development as it meets DG ECHO’s Grand Bargain commitment for multi-year funding, and moves towards 

more sustainable impact.  

When analysing the length of the grants by type of action, the longer grants are attributed to more resilience-

focused activities, like multisector health Actions and strengthening preparedness and response capacities. 

Even more compelling is that countries in protracted crisis have a much longer project duration: 17.5 months 

compared to the standard 12.5 months for countries not in protracted crisis. Interestingly, the three countries 

mentioned above, Afghanistan, Ethiopia and Bangladesh (Cox’s Bazaar), also have some of the longest 

project lengths. 

Figure 28 Average duration of DG ECHO/WHO Action by country crisis status and type of Action (in months) 

Figure 29 Average duration of DG ECHO/WHO Action by country crisis status and type of Action (in months) 
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Resilience mainstreaming is highlighted as an expectation of partners in the HIP Thematic Policy 

Guidance.151 Yet, DG ECHO has not formally defined a framework for how it will support longer term 

investments and objectives towards resilience in health. As a result, the partnership does not have a 

consistent approach to investing in resilience. From certain angles the partnership has led to more resilient 

and durable approaches, but this has typically been within the confines of DG ECHO’s sharply focused 

mandate that seeks immediate results and counts lives saved, often linked to an ongoing response action, 

rather than a preventive approach. For some at DG ECHO, this is enough, arguing that lifesaving through 

emergency response alone contributes to resilience by reducing long term complications stemming from 

acute health issues. 

Examples of where DG ECHO draws the resilience boundary include in Iraq, DG ECHO supported WHO in 

trauma stabilisation but not for building static field hospitals. When health facilities were bombed in Iraq, DG 

ECHO would not rebuild, but they supported referrals to the other facilities. In Yemen, DG ECHO would not 

support refurbishing a hospital, but would support a partner to run the hospital to address excess trauma 

coming from both sides of the frontline. While this decision might be justified for DG ECHO, these are indirect 

contributions from investments for life-saving emergency response and do not stem from a global framework 

that seeks to link short-term humanitarian actions with longer-term sustainable solutions, and highlights the 

tendency for DG ECHO to tiptoe around capacity and systems strengthening. At least half of DG ECHO 

interviewees at operational level believe this is good enough and that DG ECHO should steer clear of 

traditional systems of support. 

“The DG ECHO remit of work is attributed to the acute peak mortality that comes out of a shock, as opposed to 

looking at the systemic issues on what caused the shock, and as an aftermath, how do we prevent tomorrow's 

shock?” [WHO HQ]  

Taking this a step further, key informants highlighted missed opportunities for the partnership due to DG 

ECHO’s “aversion” to investing in the prevention side of health emergencies. For example, the risk 

predictability of vaccine preventable diseases can allow for pre-emptive strikes against outbreaks, but DG 

ECHO has rejected WHO proposals geared towards horizon scanning, prevention measures and epidemic 

preparedness. Of the 67 WHO proposals rejected by DG ECHO during the evaluation period, over two-thirds 

had a reference to systems strengthening in the action title. 

Figure 30 Lost opportunities to strengthen resilience 

 

 
151 Humanitarian Implementation Plans Thematic Policies Annex; 2021. 

Lost opportunities to strengthen resilience 

Several interviews and desk review highlighted an example of missed opportunities for the partnership to 

contribute to resilience and bridging the nexus. An agreement was made at the highest level, between DG ECHO 

Deputy Director and WHE Executive Director, to test the nexus in one region. WHO chose Lake Chad and the 

Central Sahel to address the imminent “next big explosion” of epidemics by strengthening the Health Resources 

and Services Availability Monitoring System, which maps capacities of essential health resources and services 

for both humanitarian and stable areas – considered a useful tool for humanitarian strategic decision making that 

bridges into resilience.  

After two years of discussions between WHO and DG ECHO among operational and technical focal points, there 

has been no advancement. Several productive and information dialogues have taken place. Despite positive 

interest at the operational level and support from the highest level, the two submitted proposals were both rejected 

by DG ECHO geographic units. WHO was not sure why the proposals were rejected, indicating that DG ECHO’s 

feedback were generic rejection emails. This example highlights multiple fault lines in the partnership. First, the 

disconnect between decision-making at the high level and operational level. Second, the lack of dialogue to 

address why proposals are rejected and to find a way forward. And third, DG ECHO’s aversion to funding anything 

too much on the development side of the spectrum, posing challenges for the partnership to substantially 

contribute. In a region that is frequently exposed to epidemic outbreaks (Lake Chad is currently experiencing 

major yellow fever and cholera outbreaks), reaching a fast resolution on this matter is of vital importance. 
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The partnership is still developing its approach to the nexus 

The EU places resilience, through a nexus approach, as a central objective in its development and 

humanitarian assistance. The 2004 EC/WHO MoU highlights as a policy priority area the promotion of 

linkages from humanitarian relief to development in health. The 2019 SOM between EC and WHO highlighted 

the need to focus on strengthening resilience in fragile states with the goal of making the “emergency-

development nexus a reality”, particularly in protracted crises. 

Based on the humanitarian-development-peace nexus or “triple nexus” approach, the ‘New Way of Working’ 

involves leveraging the comparative advantage of each actor group and working over multi-year timeframes 

to achieve collective outcomes. WHO has embraced this, at least at the global policy level, through their 

recent nexus guide on how to operationalise the New Way of Working within the health sector.152 However, 

despite these global-level commitments, only 43% of interviewees felt the partnership strengthened the links 

between humanitarian and development. “We as humanitarians need to build development into every action 

we do. That's the nexus for me.” [WHE Senior Manager] 

At the first HSD, WHO expressed that “[the] nexus is part of the DNA of the organisation”. WHO feels they 

have the comparative advantage to bridge the nexus because it is dual-mandated, it has both its health 

system and emergency response sides. DG ECHO’s role is more nuanced. At the highest level, the nexus is 

always on DG ECHO’s global agenda. However, in practice, as described before, there is a disconnect 

between the verbal commitment, particularly at higher levels, and tangible commitments vis-à-vis DG ECHO 

funding activities for the nexus.  

Part of the problem is that not everyone at DG ECHO is “on board” and as some interviewees expressed - 

many DG ECHO staff are comfortable with a narrow definition of humanitarian work. In the case of 

Afghanistan, most interlocutors indicated that the nexus was very much part of the landscape prior to the 

Taliban takeover, but there were DG ECHO staff who insisted that systems-building should not be the 

modality for Afghanistan, even though it was already part of the modality.   

Moving forward, WHO has expressed interest in expanding the partnership, and to work with DG ECHO to 

jointly engage DG INTPA to support the transition from humanitarian to development, through more multi-year 

funding, as short-term project-based funding makes it difficult to bridge the nexus. They have also expressed 

the same on the implementation side and jointly engaging organisations like UNICEF in joint projects. 

However, there was not much evidence that the partnership is actively trying to address how it can leverage 

its comparative advantages to strengthen the nexus. 

Summary 

Most stakeholders thought the partnership supported the resilience of health systems to respond to health 

emergencies, and good examples of this were provided in Action documents as well as through interviews. A 

promising trend towards longer Actions was noted, suggesting joint recognition that building resilience 

requires a slightly slower and more sustained approach in order to have impact. Nonetheless, there may be 

limits to this trend, as DG ECHO lacks a unifying framework on resilience, especially regarding health 

emergency preparedness, so efforts to work on these areas through the partnership are governed by the 

outlook of individual DG ECHO field experts and field offices, rather than stemming from a single point of 

reference. In WHO’s eyes this has led to lost opportunities, especially when DG ECHO and WHO agree at the 

policy level on joint initiatives to include preparedness, but such proposals are rejected due to the aversion of 

some DG ECHO counterparts to interventions which divert scarce resources away from ‘pure’ humanitarian 

response. Without a dually agreed strategic approach to strengthening resilience, both organisations run the 

risk of entrenched complacency, as experienced in South Sudan, where the same preparedness activities 

have been refunded yearly for over a decade without addressing how to progress towards both DG ECHO 

and WHO’s own policies of sustainable resilience.   

 
152 Bridging the divide: a guide to implementing the Humanitarian-Development-Peace Nexus for health. Geneva: World Health Organization; 

2021. Licence: CC BY-NC-SA 3.0 IGO. 
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The two organisations also approach the nexus differently. WHO has a strong and (especially since 2016) 

well-institutionalised ‘dual mandate’ to work across the nexus. In contrast, DG ECHO’s stance is less 

symmetrical: it is an organisation focused primarily on humanitarian action, but with a policy to support work 

across the nexus. However, in a resource-constrained environment and in the absence of specific guidance 

on the nexus, DG ECHO staff, especially at field level, have a propensity to steer its support towards 

traditional response activities. 

5. Conclusions and recommendations 

5.1. Conclusions and recommendations (Part A) 

5.1.1. Overall conclusions and Recommendations – Part A 

Epidemics have re-emerged as a serious global health threat. Climate change, environmental degradation, 

conflict and forced migration are combining in ways that increase the likelihood that epidemics will arise in 

humanitarian settings or that epidemics will exacerbate humanitarian suffering in those places. DG ECHO has 

an important role to play in combatting epidemics through prevention, preparedness and response 

interventions. It has resources and excellent attributes - not least its considerable experience - to bring to bear 

on epidemics, and it could lead on relevant aspects of the forthcoming EU Global Health Security Strategy. 

But it needs to address certain weaknesses and adopt a much more purposeful and deliberate approach in 

order to face the challenge of future epidemics which will surely arise. 

DG ECHO already has a good track record in responding effectively to epidemics. Its network of field offices 

and field experts, supported by the Anopheles network of regional health experts, provide an experienced and 

knowledgeable platform from which to launch agile and appropriate responses to epidemics.  It nurtures 

effective, value-for-money partnerships with trusted IPs whose sustained presence in humanitarian contexts 

helps build resilience and whose projects can be adapted quickly to tackle disease outbreaks. DG ECHO 

supports such adaptation by being a flexible donor, ready to disburse new funds quickly or to allow sensible 

modifications to existing Actions in line with changing needs. It adds value to overall epidemic response 

efforts, using its ‘feet on the ground’ capacity to support humanitarian coordination and to demonstrate 

leadership where required, including on issues of humanitarian advocacy. Recent initiatives to deploy in-

house civil protection capabilities to support humanitarian action have shown some promise. 

However, DG ECHO currently has no organising principles that shape its work in relation to epidemics. It has 

very little policy or thematic guidance relating specifically to epidemics, no ‘programme’ on this theme, and no 

single manager or officer who oversees the work in this area. Action on epidemic preparedness and response 

is one of many types of humanitarian action that DG ECHO engages with, but it does so through a series of 

ad hoc projects which are only tied together quite loosely through the institutional knowledge of its small cadre 

of health experts and to a lesser extent through a specific funding tool for epidemics (which only accounts for 

around 12% of DG ECHO’s funding for this type of emergency). Very little work is focused on epidemic 

preparedness as opposed to response. In sum, DG ECHO has a largely reactive and transactional stance 

towards epidemics; the ET argues that it now needs a more strategic and proactive approach.   

To support this more strategic and proactive approach DG ECHO needs to improve its performance in a 

number of areas. To maintain integrity of purpose it needs to close certain gaps between institutional policy 

and its practice in the field, so it puts into action the commitments it has made. It needs to take up its 

responsibilities within the EU to lead on key aspects of global health security, in accordance with its mandate 

as the key EU institution focused on countries in humanitarian crisis. And DG ECHO needs to enhance its use 

of the current tools at its disposal, as well as seek new and flexible ways of adding epidemic response 

capacity to its current toolkit.  
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Through the adoption of relatively simple measures, DG ECHO has the opportunity to boost its already strong 

performance on epidemics in humanitarian contexts. A set of strategic recommendations is set out below, 

supported by additional rationale, and backed by more detailed ‘supporting measures’. 

Strategic recommendation 1: Forge a strategic vision and policy on epidemics 

The importance of epidemics for global health security and for DG ECHO’s work require that it sets out a clear 

direction, backed by a coherent policy framework. DG ECHO’s current policy on epidemics is quite thin and is 

scattered among several reference documents. It also lacks some coherence and fails to provide adequate 

guidance and direction to its staff and potential implementing partners. This creates ‘grey areas’ and erodes 

consistency and quality over time. Based on the findings of this evaluation, key areas demanding better 

guidance include the balance between epidemic prevention, preparedness and response; using 

epidemiological data to consider epidemic trajectory; selecting the most appropriate funding tool; prioritising 

which response pillars to support in different situations; and how to blend humanitarian assistance and civil 

protection interventions in meaningful ways. 

Supporting measures 

● The ET suggests that DG ECHO should first address its own lack of clear policy relating to epidemics and 

define its own specific role and remit within the cadre of EU institutions working on epidemics. Once it has 

found its place, DG ECHO will be in a position to leverage its technical knowledge and expertise to 

assume a more leading role on multilateral and global fora to drive policy change and ensure its influence 

and leadership (in relevant areas) among humanitarian donors. 

● Develop a chapter in the forthcoming EU Strategy on Global Health Security which sets out the vision for 

epidemic prevention and response in humanitarian contexts, including some strategic objectives 

● Either write a specific DG ECHO Thematic Policy Document153 on Epidemics, or revise and update the 

current DG ECHO Thematic Policy Document: Health General Guidelines (2014) to include a chapter on 

Epidemics 

● Clarify and harmonise the language in all HIP documents relating to epidemics (especially where they are 

equivocal on the subject of prevention and preparedness) 

● Appoint a policy ‘champion’ for epidemics within the DG ECHO health expert cadre (it should be part of 

someone’s job description to promote and monitor policy coherence on epidemics within DG ECHO and 

contribute to cross-EU policy discussion and coordination) 

Strategic recommendation 2: Reinforce policy discipline on important cross-cutting issues  

DG ECHO has developed important areas of cross-cutting policy that underpin all its humanitarian work, 

including its response to epidemics. These policies often embody the leading edge of humanitarian thinking 

and reflect commitments the EU has made to its own citizens and in international fora. DG ECHO must find 

ways to ensure practice conforms with policy, preferably through the ‘hearts and minds’ approach suggested 

by senior leadership during the evaluation.154 The ET found several areas where there was significant 

disparity between published DG ECHO policy and the perspectives and practices of field staff. These 

divergent and relatively pervasive attitudes ranged from an acknowledgement of ‘blind spots’ at the mild end 

of the spectrum, to profound disagreements on policy at the extreme end. They related in particular to AAP, to 

building resilience, and to working across the humanitarian-development nexus, but practice also deviated 

from official guidelines on the treatment of vulnerability in project design and the importance of good needs 

assessments. While there are always differences of opinion about policy in large organisations, the gap 

between policy and practice in DG ECHO seemed particularly wide in the opinion of the ET, and it clearly spilt 

over into the quality of Action documents, where sections relevant to policy compliance (such as the 

Resilience Marker) received weak attention. It is potentially damaging for DG ECHO to espouse bold policy 

 
153 There already exists a series of these policy documents on various topics 

154 KII with senior leadership, 31 Aug 2022 
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statements that are not complied with as it has the potential to undermine accountability and sends out 

confusing messages to IPs. 

Supporting measures 

● Senior DG ECHO management should start changing aspects of the organisational culture relating to 

policy discipline. They should use team meetings, field visits, supervision meetings, staff induction 

sessions etc. to further encourage staff to embrace DG ECHO’s policy role (as a path to improve 

humanitarian aid response and drive the global agenda) and explain why certain policies are in place and 

the value placed on these by the leadership. Healthy debate should be encouraged, but persistent dissent 

and exceptionalism should not be tolerated. 

● Increased dialogue and training/learning opportunities for HQ and field staff on DG ECHO’s policy 

guidelines should be encouraged to promote a common understanding of the different policies developed 

and supported by DG ECHO. 

● Extended consultation within DG ECHO services, as well as with DG ECHO partners and main stakeholders 

on the development, evaluation and update of policy guidelines should be further promoted for increased 

ownership.  

● Use the chain of command to encourage policy discipline. Desk Officers and Heads of Unit should ensure 

minimal levels of compliance are achieved in Action documents and drive accountability downwards, 

ultimately to IPs filling in the SF.  

Strategic recommendation 3: Adopt a more proactive role within the EU on Epidemics 

This is a formative time in the EU for its positioning on global health security. DG ECHO needs to help shape 

the agenda, so the importance of humanitarian needs and the potential of humanitarian action are not 

overlooked. In the wake of the COVID-19 pandemic the EU is moving quickly to strengthen its own resilience 

to health shocks, especially epidemics, and to play a fuller part in global health security. The creation of DG 

HERA, the expansion of ECDC’s mandate, and the announcement of a new Global Health Security Strategy 

are major examples of this agenda. Within DG ECHO, a new response arm - the EHRC - was also 

announced recently, building on experience gained during the pandemic. These are exciting new initiatives, 

but will also add some organisational complexity, especially in the short to medium term. This evaluation has 

several findings relevant to this challenge. There is already a crowded field of agencies, delivery units and 

initiatives within the EU which all have a bearing on epidemics. EU stakeholders lacked awareness of how 

they all work together currently and how the absorption of new initiatives might change things. There was also 

a finding that relevant EU entities had not been well coordinated in responding to epidemics in the recent 

past. Lastly, although DG ECHO has a key role to play - and ambition to do more in the future – it is seen as 

reticent among EU stakeholders and as ceding the agenda on global health security to other EC services. 

This diffidence within the EU at headquarters level is in stark contrast to DG ECHO’s leadership and appetite 

for coordination among external actors in field settings. 

Supporting measures 

● Increase the number of senior health experts based in Brussels, so DG ECHO is adequately represented 

within key meetings and initiatives, enabling the implementation of a vision set for DG ECHO’s role in 

epidemics response in humanitarian settings 

● Offer to lead on relevant sections of the new Global Health Security Strategy 

● Reach out bilaterally to key services and agencies, notably DG INTPA, DG HERA, ECDC and DG SANTE 

to strengthen collaboration on epidemic prevention, preparedness and response in humanitarian contexts 

to ensure epidemics response in humanitarian settings are not overlooked. 
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Strategic recommendation 4: Enhance the effectiveness of existing tools, instruments and practice 

DG ECHO already makes very effective contributions to addressing epidemics in humanitarian contexts, but it 

could boost its performance even further by making relatively simple adjustments to its current tools and ways 

of working.   

Firstly, the Epidemics (funding) Tool should be updated and given a more prominent place within DG 

ECHO’s suite of funding instruments. In the absence of strong policies or any specific programme on 

epidemics, the Epidemics Tool is DG ECHO’s only specific instrument dedicated to epidemics. It is highly 

valued, but not used as often as it could be. The average grant size is probably too small to have sufficient 

impact, and the release of funds under this instrument slowed significantly in 2020-21. The guidelines 

governing how it can be used are also rather equivocal in relation to preparedness.   

Secondly, more careful attention should be given to how epidemic interventions are selected, and the 

rationale for the specific approach should be described more fully in the Action documents. The ET found that 

the majority of epidemic response proposals selected for funding lacked sufficient explanation of context, 

especially needs and response gaps, and why the proposed intervention was the optimal one, rather than the 

one most convenient for the IP. Too many such proposals were approved with minimal challenge or 

commentary by DG ECHO field experts and desk officers. The ET therefore doubted whether the selected 

interventions were always the most apt and ambitious. 

Thirdly, potential civil protection interventions need to be harmonised with humanitarian aid delivery in an 

objective and holistic way, based on humanitarian principles. DG ECHO incorporates a civil protection wing 

(that has largely been focused inwardly within the EU) with a humanitarian aid wing (that is focused 

externally). Recent initiatives to deploy civil protection instruments to support humanitarian assistance – 

moving ‘from donor to doer’ - show some promise. However, there was good evidence that some of these 

initiatives were driven by political needs among EU stakeholders for visible ‘action’ rather than being 

prioritised on the basis of need. This widens divisions between the civil protection and humanitarian arms 

when they still need to be integrated more closely. In addition, rather exaggerated claims are being made 

about the contribution of civil protection to humanitarian action. Some of these initiatives are still 

underdeveloped; and some of them will always be of marginal importance.  

Fourthly, DG ECHO should explore ways of accessing epidemic response capacities in flexible ways, 

especially by seeking partnerships with trusted specialist institutions. Epidemics are episodic and 

unpredictable. It makes sense to be able to draw upon external expertise when needed, but within long-term 

frameworks. In particular DG ECHO could benefit from epidemiological expertise to understand the trajectory 

and other trends within disease outbreaks. Other kinds of potential support could include health 

anthropologists, experts on resilience and epidemic preparedness, and governance advisers.  

Supporting measures 

● Increase the frequency, average size and scope (to include preparedness) of the Epidemics Tool by 

adjusting the associated Emergency Toolbox HIP documents and guidance. Monitor the time gap between 

application and approval to ensure this remains a timely instrument. 

● Challenge IPs to explain why their proposed interventions are the most appropriate in each situation, and 

not just appropriate. Document this analysis in the Action documents. In particular ensure robust 

explanations of the rationale for the specific proposed action, including considerations of critical response 

gaps and how epidemic response interventions have been prioritised. Avoid programmatic inertia by 

encouraging IPs to respond where the greatest needs are - and not just where they happen to be working 

already. 

● Conduct an objective review of the (very welcome) potential of civil protection instruments to support 

humanitarian action and ensure this capacity operates within the norms of Humanitarian Principles 
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● Either directly, or indirectly through its IPs, seek appropriate partnerships (under framework agreements) 

with institutions that can provide expert surge capacity relevant to epidemics. These could include other 

EU institutions (e.g., ECDC), universities and specialist consultancies.155 

● Further engage with Directorate-General for Research and Innovation (DG RTD) for operational research 

(and with partners that have such capacity). 

Strategic recommendation 5: Step up work to bridge the nexus by focusing on preparedness 

DG ECHO should begin programming purposeful and well-structured work on epidemic preparedness in 

selected humanitarian contexts. The strategic recommendations above are all relevant to working better 

across the humanitarian-development nexus, but this issue is so important it warrants being brought together 

through a specific recommendation. Senior DG ECHO leadership has already accepted that a major lesson of 

recent epidemics is the need to take a longer-term approach and to work alongside others across the nexus. 

DG ECHO already has some experience of this approach (e.g., in South Sudan), but the examples are 

relatively few, ad hoc and lack a sense of direction. Field practitioners feel they lack agency without clear 

guidance and a strong push from senior management. Bridging the nexus can seem daunting when the gulf 

between humanitarian aid and development is very wide. However, work on epidemic preparedness is a good 

place to start. It can sit within humanitarian action, but can borrow heavily from development practice, employ 

operational research, and offers a potential pathway into further health systems’ strengthening if the 

humanitarian situation resolves. 

Supporting measures 

● Establish a portfolio of epidemic preparedness Actions in selected countries overseen by the epidemics 

lead health expert in Brussels and respective field expert (see strategic recommendation 2), adequately 

funded within multi-year timeframes, and in partnership with suitable IPs.  Ideally, by way of a pilot project, 

at least one of these Actions should be funded as a joint venture with DG INTPA and or an EU MS (this 

“joint venture” would ensure coherence on funding timeframes, implementing partners, complementary 

activities, within an agreed monitoring and evaluation framework). 

● Issue joint DG ECHO-DG INTPA guidelines to field offices on working together across the nexus, building 

on existent examples of common framework already developed by DG ECHO – EEAS/DG INTPA on an 

ad hoc basis. This should comprise a framework and a ‘menu’ of practical ideas and examples of 

collaboration 

 

5.2. Conclusions and recommendations – part B 

5.2.1. Overall conclusions and recommendations – Part B 

The DG ECHO-WHO partnership has been slow in the making - as DG ECHO did not see WHO has a major 

humanitarian implementer and WHO was primarily normative with limited operational capacity. Two 

milestones changed this. The first was the establishment of WHE in 2016, which provided WHO with the 

mandate to respond to health emergencies. The second was the prioritisation of health emergencies, 

preparedness and response as an area of collaboration for the EC – WHO partnership in 2018. Both events 

corresponded with increases in DG ECHO funding to WHO for implementing health Actions in humanitarian 

settings. By late 2019, WHO became an official strategic humanitarian partner for DG ECHO, which was 

formalised in January 2020 with the first annual High-level Strategic Dialogue. 

WHO’s most significant added value is considered their capacity to work on purely humanitarian interventions. 

They are an important partner for health activities during pandemics/large scale epidemics or during 

 
155 The ET learned that such a mechanism was being approved at the time of writing by the EU Parliament and Council under the name of EU 
Health task Force (and under the coordination of ECDC) 
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protracted crisis and things can be made more systematic through the partnership. And their normative role 

should be promoted while working with other partners in areas covering health. 

While the partnership extends beyond the donor-recipient relationship at the highest level and in some 

countries, this is based on good relationships and committed staff, rather than a joint framework that can 

guide the partnership at all levels. As the partnership is not governed by a specific MoU or agreement, it lacks 

a shared vision and an overarching framework for engagement, with strategic priorities loosely tethered to an 

exhaustive list of high-level functions agreed on at the HSD. The HSDs have been essential in solidifying 

WHO and DG ECHO as humanitarian partners at the global level, but due to their exclusive nature the HSDs 

have had limited usefulness for the partnership at operational levels. Further, they have failed to provide a 

strategic framework for the partnership, which is partly due to DG ECHO’s lack of unified and cohesive 

strategy on health.  

Despite no framework to guide the partnership, dialogue between DG ECHO and WHO is improving in 

quantity and quality within levels (global-global, country-country). These productive dialogues have led to 

actions with added value.  DG ECHO-WHO collaborations to develop global policy in providing a minimum 

package of mental health services in humanitarian settings, has trickled down and rolled out in several 

countries. Through funding and technical cooperation, the partnership has been essential for developing the 

classification and minimum standards for EMTs. In countries like Afghanistan with protracted crisis, the 

partnership has had time to grow, characteristic of open and horizontal dialogue that extend to other partners 

and include strategic planning and collaborative implementation, which culminate in successful funding and 

impactful Actions. 

However, across levels there is a lack of coherence which creates disconnects between operations and HQ. 

This has led to a divide between global level decisions and what is understood and implemented at the 

operational level, sometimes leading to missed opportunities and strained relationships.  

The partnership has shown it can improve its functions. WHO’s recognition that it needed to invest in 

strengthening WHO country offices’ capacity in DG ECHO engagement and processes paid off with increased 

number and quality of proposal submissions, DG ECHO funded Actions and overall funding. During the 

evaluation period the time for proposal approval decreased substantially, and DG ECHO was able to 

negotiate reduced reporting for € 30M COVID-19 Preparedness and Response Plan. The COVID-19 grant 

broke new ground with the first loosely earmarked multi-country multiyear grant. Indeed, the length of grants 

to WHO increased since 2021, especially for countries in protracted crises. These are all promising trends 

towards efficiency and moving towards investments with longer term impacts towards resilience. 

There may be limits to this trend, as DG ECHO lacks a unifying framework on resilience, especially regarding 

health emergency preparedness, so efforts to work on these areas under the partnership are governed by the 

outlook of individual DG ECHO field experts and field offices, rather than stemming from a single point of 

reference. Without a unifying framework, even investments dedicated to preparedness can fall victim to 

complacency by both organisations, as experienced in South Sudan. Perhaps nowhere is the potential value 

of the partnership more apparent than in its potential to work across the humanitarian-development nexus, but 

this requires an alignment of aims, and DG ECHO to establish a more coherent policy on linking humanitarian 

health response to preparedness, recovery and development. 

Strategic recommendation 1: Co-develop a strategic framework for engaging in humanitarian settings 

Forging a strategic partnership requires shared vision, structure, and mutual understanding of each partners’ 

strengths and gaps. The annual high-level meetings and associated follow-up actions do not provide the 

momentum to strengthen the partnership across levels to realise its potential added value. The partnership 

needs a framework to define what it wants to achieve and how it wants to engage in humanitarian settings, as 

well as the areas of health it wants to invest resources and expertise into, including policy and advocacy.  

“It is essential that we develop a strong understanding for our commonalities and our common interests” [KII, 

DG ECHO HQ] 
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The first step in this process is for DG ECHO and WHO to come together to map the areas of common 

interest, each organisation’s strengths, areas of complementarity and synergy, and areas of misalignment or 

tension to achieving a unified approach. Ideally, the partnership should identify strategic priorities that can be 

mainstreamed into both organisations and across all levels. Example priorities could include ensuring the 

incorporation mental health services in all responses and integrating standardised resilience strengthening 

across all Actions.  

Developing the framework’s development is not just an exercise at HQ level, it requires global ownership, and 

needs the inputs across all levels, building the strategic priorities from the bottom-up so they reflect the 

humanitarian health needs on the ground. This requires a collective look at the needs across countries  

The framework can serve as a guide across levels and functions, ensuring coherence on policy and strategic 

priorities across HQ, policy and operational arms of the partnership. For example, operational staff from both 

organisations can adapt the framework to country contexts when negotiating priorities for the HIPs.  

To ensure the framework is mutual, both partners must bring cohesive and strategic thinking on health to the 

table and find the natural alignment of their respective frameworks that can guide the partnership. This maybe 

a challenge for DG ECHO without an updated and unified approach to health, something which should be an 

area to prioritise moving forward.  

Supporting measures 

● Utilise multi-level formal dialogues for each step of developing the strategic framework for 

engagement:  At country and regional levels formal dialogues can be used to do the mapping at 

operational level and identify mutual strategic priorities that reflect the realities of humanitarian needs on 

the ground. At the global level, utilise the HSD as the forum to conduct global mapping, develop shared 

vision and strategic priorities, endorse and update the Strategic Framework. 

● Develop a strategic framework for engagement, which should include: 

– Inclusive development processes, with inputs spanning from the field level to executive leadership level 

– Shared vision for the partnership 

– Priority areas/workstreams that both organisations hold strategically important, can be mainstreamed 

into both organisations, translate to the operational level, and can be adapted to country/regional 

contexts 

– Joint objectives that encompass and expand beyond the HIPs funding objectives  

– Joint approaches to resilience initiatives such as surveillance and early warning systems, strengthening 

emergency preparedness and response capacity, and ensuring sustainable access to health care. 

Explore areas of health security to prioritise 

– Joint approaches to bridging the nexus and how the partnership can leverage its collaborative 

advantages to ensure linkages to resilience and recovery. Consider trilateral cooperation of WHO, DG 

ECHO and DG INTPA as well as collaborations with other implementers. 

– Joint processes for decision making, defining roles and responsibilities, and that include transparent 

and inclusive dialogue  

– Provision for multiple funding modalities with a focus on flexibility, efficiency, and reducing 

administrative burden  

– Monitoring framework for effectiveness rather than just accountability with reviews to adjust for 

changing context 

● Forge a coherent and unified strategic approach on health to bring to the partnership 

– Establish a formally endorsed working group on health to provide the forum for technical and policy 

decisions on health. Membership should include focal points from DG ECHO’s relevant units (thematic 

policy, geographic, civil protection, Anopheles, ECHO Field, etc.) with inputs from other health experts 

as required  

– Develop DG ECHO's internal position on health and its positioning with respect to the WHO partnership  

– Recruit sufficient health policy expertise at HQ Brussels to better link health policy to operations  
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– Update the 2014 health policy and related technical guidance by leveraging WHO’s and other health 

partners normative and technical expertise  

– Define DG ECHO’s position in supporting common areas of health, including epidemics, mental health, 

health system resilience, bridging the nexus, etc. especially their positioning vis-à-vis other EC 

directorates. 

– Ensure coherence across DG ECHO by engaging relevant staff on evolving health issues and the 

organization’s positioning on these 

Strategic recommendation 2: Engage in more frequent, more inclusive, and more strategically driven 

dialogue and communication  

The partnership has experienced improved dialogue within levels (global-global, country-country), but the lack 

of coherence across levels has created a disconnect which impacts the partnerships’ efforts. Even though the 

HSD is the hallmark of the strategic partnership and has solidified DG ECHO and WHO as humanitarian 

partners, it does not come from a strategically driven process and remains highly exclusive, having little 

impact at the operational level. Dialogue at the regional level has been limited and at the country level is 

inconsistent, dependent on country context and wrought with communication breakdowns within each 

organisation. The overarching strategic framework for engagement can address many of these issues by 

guiding the dialogue at all levels and establishing the linkages across functional levels. However, the 

partnership also needs to directly address the quality and frequency of dialogue.  

“If you are going to try and build a strategic relationship, one organisation to another, then you have to work at it at all three 

levels” [KII, WHO HQ] 

"It is absolutely imminent, if we want to strengthen our partnership, that we have this annual dialogue for each region and 

country…discussing strategy so we are all on the same page" [DG ECHO Operational Level] 

The partnership needs to expand formal and documented dialogues to all levels, HQ, regional and country. 

The dialogues should be strategically driven with clear objectives. Cross fertilisation is important, bringing the 

operational experience closer to HQ by involving more on the ground technical people at the HSD, and 

including HQ policy people at operational dialogues. To be successful each organisation needs to address 

their respective internal communication processes. 

Supporting measures 

● Strengthen the High-level Strategic Dialogues  

– Approach the HSD through a more strategically driven process: develop the HSD agenda through 

a more inclusive and interactive approach, ensuring all health focal points, including at operational level 

input into the organisation’s position and priorities 

– Expand participation to relevant DG ECHO and WHO operational and technical staff across levels 

increase transparency and partnership understanding 

– Engage DG ECHO and WHO technical and operational experts at different levels in strategic 

decision making, sharing lessons learned, best practices, and realities from the field     

– Invite PAHO to participate and share best practices and lessons learned as well as explore 

collaborative opportunities 

– Formalise HSD outcomes through jointly validated summary reports or meetings minutes and widely 

disseminate these to all relevant stakeholders across organisational levels  

– Explore alternative meeting formats that can better accommodate the agenda and reach decisions 

such as having breakout rooms or side events to deep dive into priority areas or have more technical 

discussions 

● Create opportunities for more formalised strategic dialogues at regional and country level. Annual 

dialogues that include regional and country staff from both organisations can nurture strategic exchange 

and ensure that “we are all on the same page”. Including HQ technical, policy and operational focal points 

can further forge coherence and collaboration across levels.  
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● Establish a process to formulise DG ECHO-WHO dialogues, either via minutes, follow-up emails or 

summary reports etc., and disseminate regularly to the appropriate stakeholders. This will ensure mutual 

understanding of any issues and decisions, which can help strengthen the cohesiveness of the 

partnership.   

● Increase transparency of grant decisions through more detailed feedback in refusal letters to WHO, use 

these as opportunities to engage in constructive dialogue for lessons learned and to strengthen alignment 

of priorities and ensuring decision makers are adhering to organisational processes and policies. 

● Support WHO’s efforts to strengthen its capacities on “How to do DG ECHO” by providing constructive 

feedback on what has improved and what needs strengthening both at HQ and field levels. In addition, help 

demystify DG ECHO processes by inviting WHO to DG ECHO country-level capacity strengthening efforts 

offered to NGO partners partnership. 

Strategic recommendation 3: Foster a partnership supported by more flexible, longer-term, and 

predictable financing that integrates resilience approaches while continuing to save lives 

There are important examples where the partnership has successfully leveraged its comparative advantages 

to save lives. For example, at the Global level with the Mental Health and Psychosocial Support (MHPSS) 

and Emergency Medical Teams (EMT) programs, and in Yemen, Syria and Afghanistan through joint health 

advocacy. Both DG ECHO and WHO agree on the value of more efficient, effective and impactful investments 

in health in humanitarian settings.  

Of the two partners – and especially at the operational level - DG ECHO is less clear about what value it 

thinks WHO adds to humanitarian settings. However, through structured dialogue at all levels – and mutual 

recognition and appreciation of comparative strengths - DG ECHO can leverage WHO’s normative and 

technical expertise to help bridge gaps in DG ECHO’s health policy (such as a framework for epidemic 

response). At the highest level, DG ECHO does recognise WHO as a multipurpose development organisation 

with a humanitarian dimension. DG ECHO can build on this to implement its commitments under the Grand 

Bargain.  

On the WHO side, the perception is that DG ECHO’s HIPs and Epidemics Toolbox are valued, but limited in 

scope, timeframe and funding, leading to missed opportunities, especially for progress in protracted crises 

and towards bridging the nexus. For WHO, the strategic partnership would preferably establish financing 

mechanisms outside the HIPs by exploring alternative mechanisms that extend beyond multi-country grants. 

Alternative and innovative financing approaches can secure impactful work on preparedness, and more timely 

and appropriate responses to future public health emergencies in humanitarian settings.  

Committing to alternative financing modalities such as pilot programmatic partnerships (PPPs) can better 

integrate resilience approaches into investments, so the partnership can have longer-term impact. Increased 

investment in innovative financing will require leadership buy-in and an appetite for risk, especially at HQ 

levels. This is a big stretch without a better understanding of WHO’s performance and potential: a first step 

could be for DG ECHO to commission an independent review of WHO as an implementer, something which 

was beyond the mandate of this evaluation.  

In addition, the two organisations could explore tripartite and multilateral collaborations with other EC services 

such as DG INTPA to address resilience and nexus-bridging activities; or with other technical/implementing 

agencies to maximize technical exchange and consider joint initiatives.  

Recommendations one and two can both feed into this process of leveraging each other’s strengths 

respective strengths. 

Supporting measures 

• Adapt regional funding approach which can better push globally agreed priorities and increase 

efficiencies. This will require addressing WHO’s and DG ECHO’s different regional designations 

• Explore funding opportunities for unsolicited proposals  
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• Adapt less burdensome grant processes through more simplified approach to multi-country reporting 

requiring less detail, especially on the financial side 

• Strengthen coordination and joint planning with DG INTPA to tackle complementary funding for 

resilience and nexus activities 

• Explore innovative financing mechanisms in collaboration with WHO to help overall partnership 

performance 

• Identify champions for mainstreaming resilience and ways to operationalise through alternative modes 

of funding  

• Consider engaging WHO in programmatic partnership to provide multi-year funding for agreed upon 

priorities in a defined region or selection of countries 

 

 



 

 

 

 

 

 
 
 
 
 
 

 
  

GETTING IN TOUCH WITH THE EU 

In person 

All over the European Union there are hundreds of Europe Direct information centres. You can find the address of the centre 

nearest you at: https://europa.eu/european-union/contact_en 

On the phone or by email 

Europe Direct is a service that answers your questions about the European Union. You can contact this service: 

- by freephone: 00 800 6 7 8 9 10 11 (certain operators may charge for these calls), 

- at the following standard number: +32 22999696, or 

- by electronic mail via: https://europa.eu/european-union/contact_en 

FINDING INFORMATION ABOUT THE EU 

Online 

Information about the European Union in all the official languages of the EU is available on the Europa website at: 

https://europa.eu/european-union/index_en 

EU publications 

You can download or order free and priced EU publications from EU Bookshop at: https://publications.europa.eu/en/publications. 
Multiple copies of free publications may be obtained by contacting Europe Direct or your local information centre (see 

https://europa.eu/european-union/contact_en). 

https://europa.eu/european-union/contact_en
https://europa.eu/european-union/contact_en
https://europa.eu/european-union/index_en
https://publications.europa.eu/en/publications
https://europa.eu/european-union/contact_en
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The European Civil Protection and 

Humanitarian Aid Operations - ECHO 
 

ECHO Mission 
The primary role of the Directorate-General for Civil 

Protection and Humanitarian Aid Operations (DG ECHO) of 

the European Commission is to manage and coordinate the 

European Union's emergency response to conflicts, natural 

and man-made disasters. It does so both through the 

delivery of humanitarian aid and through the coordination 

and facilitation of in-kind assistance, specialist capacities, 

expertise and intervention teams using the Union Civil 

Protection Mechanism (UCPM) 

Follow us: 

:https://twitter.com/eu_echo 

:https://www.facebook.com/ec.

humanitarian.aid 

:https://www.instagram.com/eu

_echo/ 

:https://www.youtube.com/user

/HumanitarianAidECHO 

https://twitter.com/eu_echo
https://www.facebook.com/ec.humanitarian.aid

