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EXECUTIVE SUMMARY
Since 2013, the Norwegian Institute of Public Health (NIPH) has made efforts to put global health security
on the agenda in Norway and internationally. Its Global Health Preparedness Programme (GHPP) 2016-2020
is an effort to strengthen global health preparedness through collaboration at the global level and in four
partner countries (Ghana, Malawi, Moldova and Palestine). The programme is funded with support from the
Norwegian Agency for Development Cooperation, Norad. The following strategic objectives for the GHPP
were formulated at the design stage: 1) to support assessment, prioritization and implementation of actions
to meet specific International Health Regulations (IHR 2005) core capacities in the partner countries, 2) to
contribute to global efforts to enhance capacity and procedures for assessment, prioritization and action to
assist all countries to meet their obligations under IHR (2005), and 3) to strengthen institutional capacity of
National Institutes of Public Health in partner countries in efforts to prevent, detect and respond to public
health events of national and international concern.
In August 2019, Norad commissioned a (mid-term) review of the GHPP. The purpose is to review the
programme implementation, review the capacity of NIPH to deliver, and its operational set up, and make
recommendations on how Norad can strategically develop the global health security portfolio more broadly
based on the experiences of the GHPP. This report contains a description of the findings, addressing each of
the agreed review questions, which were categorized under the standard criteria of Relevance,
Effectiveness, Efficiency and Sustainability, as defined by the Development Assistance Committee (DAC) of
the Organisation for Economic Cooperation and Development (OECD).
The GHPP has limited financial resources (46.8 million Norwegian Kroner over a period of five years), but it
has contributed to increased global and country awareness of IHR (2005) implementation, and it has
provided Norway with increased visibility and exposure to the international global health arena. Norway has
earned a justified seat at the table where global health security is being discussed. Indeed, the Norwegian
support model is currently being promoted by WHO, and is considered exemplary by peer public health
institutes in European countries. The three overarching strategic objectives as formulated in the GHPP
results framework are relevant and continue to be valid. The GHPP is aligned with Norwegian development
policy since global health ranks among the main priorities. The partner countries fall generally within the
three main categories of countries for Norway to concentrate its bilateral aid, although it is less evident for
Moldova and Ghana.
The goal and objectives of the GHPP are reflected in a results framework. The outputs under the first
strategic objective are linked to the 13 core capacity areas of the IHR (2005), and are sub-divided into
objective 1a (prevent), 1b (detect) and 1c (respond). Measuring the effectiveness of the GHPP based on the
results framework, annual activity plans and bi-annual progress reports is not straight-forward. Consistent
use of baseline data against which progress can be reported is often absent, and activities reported are not
always aligned with activity plans. While this impeded the review team to make a fair judgment on
effectiveness, activities are largely implemented according to plans. Institutional and individual capacity
strengthening in IHR (2005) implementation is difficult to measure in the context of a (mid-term) review,
and the five-year timeframe for implementation is relatively short. Based on the large majority of the key
informant interviews, however, the GHPP contributed greatly to increased awareness on IHR at country and
global level. In the partner countries the GHPP has contributed to improved health systems and improved
technical capacity to prevent, detect and respond to public health threats, albeit to a different extent
depending on the country context.
The GHPP introduced new insights to the NIPH as it became involved in institutional strengthening in lowand middle-income countries. From an operational perspective, this required adaptation within the
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organization. While NIPH has outstanding technical skills in public health matters, it lacks substantial
experience in development assistance. Balancing between these two playing fields may have compromised
the provision of both types of expertise to some extent. It is therefore likely that the GHPP has not been
implemented in the most effective and efficient way, because of the operational challenges it faced.
Eventually this was overcome by working through WHO Country Offices (and the NCA in Malawi), but
questions remain about the appropriateness of these partners for implementation purposes.
According to the current agreement, GHPP will remain active until the end of 2020. Both at global level and
for country support, the tools and guidelines that were developed with support of the GHPP are likely to
continue to be used after the GHPP funding has ceased. Exit strategies are still to be developed in the partner
countries. At this point in time, only Palestine has a transition plan for its public health institute in place; but,
given the GHPP timeframe, there is still time to develop exit plans. For the global level activities at the NIPH
it is not always possible to distinguish between activities that are done under the GHPP and those that are
done as part of NIPH’s mandate as a national IHR (2005) focal point. As governmental institute of public
health in Norway, the NIPH will remain involved in the majority of these global activities, regardless whether
the GHPP continues after 2020 or not.
The established partnerships differ from one country to another. The common denominator is however the
partnership with the national institutes of public health, which is the most obvious partner and generally
this partnership works well. It is therefore a missed opportunity that in the annual activity plans and the biannual progress reports activities under the third strategic objective (institutional capacity strengthening of
national public health institutes in partner countries) are hardly described.
The experience that the NIPH has gained with the GHPP is not only beneficial for Norway and its institutions,
but also for other countries and institutions that are considering providing similar support. In this regard,
investing at the global level ensures keeping the seat at the table where global health security is being
discussed. Supporting countries through a twinning model provides the opportunity to facilitate crossfertilization with the global level discussions. Norway should continue to pursue this role, and aim for a next
phase of the GHPP to be guided by clear and concrete objectives that can be achieved and measured, both
at the global level and in the countries.
Going forward and considering the operational challenges that the GHPP faced, the role of WHO as an
implementing agency in the countries should be reconsidered. Ideally, in a programme like GHPP, support
is being provided directly to the national institutes of public health. Alternatively, international NGOs active
in the health sector could be considered to support implementation while the NIPH staff could focus on
provision of technical expertise. A fall-back solution would be to work through the WHO Country Offices. As
the example of Ghana has demonstrated, it is also worthwhile considering increasing the collaboration with
and through universities (schools of public health). Other partnership models could also be considered,
whereby collaboration with peer institutes could be set up in order to have efficiency gains and to increase
impact. In this regard, it may be worthwhile investigating collaboration with Germany, Sweden, Finland,
Denmark, the UK and The Netherlands. Ideally this is being achieved by strengthening the International
Association of National Public Health Institutes (IANPHI), which according to the review team is also an
important consideration for Norway and could be a new focus for support.
In order to measure effectiveness developing a Theory of Change (ToC) could be considered. A ToC is similar
to a logical framework but focuses more on changes and how these occur. Alternatively, the current logical
framework could be (re)designed. Two logical frameworks would apply: one for the global level support and
one for the country support. Indicators will need to be formulated and targets set in order to measure
progress, and clear linkages with the IHR (2005) core competencies should be established, as well as the
means to verify IHR progress. As such, the updated State Parties Self-Assessment Annual Reporting (SPAR)
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tool provides interesting opportunities for the formulation of indicators, as long as they are concrete,
measurable and can be attributed to the GHPP.

1 BACKGROUND AND INTRODUCTION
Since 2013, the Norwegian Institute of Public Health (NIPH) has made efforts to put global health
preparedness on the agenda in Norway and internationally. Its Global Health Preparedness Programme
(GHPP) 2016-2020 is an effort to strengthen global health preparedness through collaboration at the global
level and in four countries. The programme is funded with support from the Norwegian Agency for
Development Cooperation, Norad, for a period of five years. The first year (2015) the GHPP contract was
with the Norwegian Ministry of Foreign Affairs (MoFA), after which it was handed over to Norad, and a new
contracting framework was developed. The second grant covers the period from 1 June 2016 up to 1 June
2020 for a total amount of 46,879,167 Norwegian Kroner (NOK) (4.6 million €).
NIPH collaborates with Ghana, Malawi, Moldova and Palestine in building and enhancing global health
preparedness and security in these countries through implementation of the International Health
Regulations (IHR, 2005). The IHR is a legally binding regulation from the World Health Organization (WHO)
endorsed by all its Member States. GHPP furthermore contributes to the global efforts and initiatives to
improve IHR capacity assessments, implementation, and prioritization as well as strengthening of National
Public Health Institutes (NPHI) in the partner countries.
Norad commissioned a review of the GHPP. The purpose of the review is to1
1. Review the programme implementation with the aim of making recommendations on how to
improve impact, including IHR.
2. Review the capacity of NIPH to deliver, and its operational set up and how Norad and NIPH could
work better in the future.
3. Make recommendations on how Norad can strategically develop the global health security portfolio
more broadly based on the experiences of the GHPP.
The approach to the review was forward-looking and institution(al)-oriented, as opposed to a detailed
review of past performance based on metrics. However, progress and preliminary results vis-à-vis the
programme results framework were assessed. A detailed review of all activities in individual countries was
not foreseen under this review. A selection of individual activities, or a group of activities, was however
jointly selected with Norad and NIPH for a more in-depth review2:
•

Malawi: Frontline Field Epidemiology Training Programme (FETP)

•

Ghana: Chemical events/environmental epidemiology

•

Moldova: Point prevalence surveys in hospitals

•

Palestine: Laboratory improvements (Biosafety level 3 laboratory)

More information on these activities can be found in chapter 4 of this report.

1
2

Purpose of the review was agreed with Norad during the inception phase, and differs slightly from the initial Terms of Reference
In-depth review and selection of activities agreed with Norad and NIPH during a call on 9 October 2019
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2 METHODOLOGY
The methodology for the review was mainly qualitative, based on data collected through:
Primary data

Secondary data

Key Informant Interviews by phone/Skype

Programme & project document review

Key Informant Interviews face-to-face

Literature review

To organise and explore the data collected from document review, and key informant interviews, the
qualitative data analysis software MAXQDA was used. Four desk-based general country assessments, one
desk-based assessment of support to global activities, and an in-depth assessment of the above selected
activities (listed in section 1) in each of the four countries was carried out between the months of September
and November 2019. The core review team members conducted key informant interviews by phone/Skype
with relevant global stakeholders as well as with stakeholders in the countries during the months of October
and November 2019. Furthermore, the hera review team leader travelled to Oslo for face-to-face interviews
at the NIPH and Norad from 30 October to 1 November 2019. For Malawi and Palestine, certain data gaps
were filled by holding face-to-face interviews with relevant stakeholders done by hera local consultants.
This report contains a description of the findings, and the evaluative judgment is an independent, evidencebased conclusive statement from the review team, addressing each of the agreed review questions, which
were categorized under the following criteria:
•

Relevance

•

Effectiveness

•

Efficiency

•

Sustainability

The main review questions to be answered under each criterion are described in chapter 3. All in all a total
of 36 key informants were consulted for this review, including two Norad officials, eight NIPH employees,
eight global stakeholders and 18 national stakeholders. The list of persons interviewed is presented in Annex
2. The list of documents reviewed is presented in Annex 3.
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3 MAIN FINDINGS
3.1 RELEVANCE
The following review questions guided the review of GHPP relevance:
Are the general and specific objectives of the GHPP (still) relevant? Why or why not?
How do the objectives of GHPP relate to the priorities in Norwegian international development assistance?
The area of global health preparedness and security is relatively crowded with recent initiatives, platforms
and funding arrangements from a range of organizations and networks within and beyond the health sector
(e.g. WHO, the Global Health Security Agenda (GHSA), the Alliance for Health Security Cooperation (AHSC)
and the International Association of National Public Health Institutes (IANPHI)).
The Global Health Security Agenda (GHSA) was launched in February 2014 in response to the global threat
that infectious diseases constitute in an increasingly interconnected world. The G7 endorsed the GHSA in
June 2014, and as part of the commitment to the GHSA partnership, the Norwegian Minister of Foreign
Affairs committed 60-90 million NOK to the NIPH to launch the GHPP. The GHSA is structured as ten “Action
Packages”, which fall under three categories: prevent, detect and respond. Countries that support the GHSA
usually participate in one or more of these Action Packages and are asked to consider specific commitments
across these areas on a national, regional or global basis. As such, Norway committed to actively participate
in two work packages: Antimicrobial Resistance (AMR) and Surveillance.
The WHO Strategic Partnership for IHR and Health Security (SPH) was established in 2015 to serve as a
common platform among donors, partners and WHO Member States for building a collective and coherent
approach to strengthening health security and accelerating IHR (2005) implementation. Recognizing the
need to strengthen country capacities to prevent, detect and respond to all hazards as an integral part of
the third goal of the Sustainable Development Goals (SDG), SPH is currently developing the Global Strategic
Preparedness Networks (GSPN). It is a platform for coordinating technical assistance provided to countries
by stakeholder institutions, networks and public health organizations in support of the implementation of
national health security plans or other national plans as appropriate. The NIPH with the GHPP is one of the
partners of the network, aiming at strengthening public health capacity in low-income countries. Norway is
actively engaged in work to support the Global Preparedness Monitoring Board (GPMB). It was launched at
the World Health Assembly (WHA) in May 2018 and will monitor emergency preparedness across national
governments, United Nations (UN) agencies, civil society and the private sector. It is co-led by Dr Gro Harlem
Brundtland, the former Prime Minister of Norway and former Director-General of WHO. NIPH supports the
secretariat functions of the GPMB since 2018.
According to the NIPH staff interviewed, the GHPP has contributed to discussions about Norwegian priorities
in development assistance and it has facilitated discussions to strengthen collaboration between donor
agencies and public health institutes. Norway has used global health in its external policy dialogue for a long
time, as a way to increase its diplomatic recognition and to secure a seat at the table where global health
security is being discussed. It is, however, a relatively new development in the context of development aid
to include national security considerations in global health.3 Global health security became a priority area
for Norwegian development policy; epidemics and pandemics are a threat to global health security and to
social and economic development.4 The Coalition for Epidemic Preparedness Innovations (CEPI), launched in
2017, is a recent initiative in the area of global health that Norway initiated. Most of the Norwegian

3
4

https://tidsskriftet.no/en/2017/05/global-helse/protecting-vulnerable-protecting-ourselves-norway-and-coalition-epidemic
Meld. St. 24 (2016–2017) Report to the Storting (white paper), English summary (page 13)
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resources for health are essentially channelled through a number of Global Health Initiatives like the Global
Fund to fight Aids, Malaria and Tuberculosis, and Gavi.
The commitment of the Norwegian Minister of Foreign Affairs to the GHSA and launching of the GHPP has
undeniably contributed to securing a seat at the table when global health security is being discussed. This is
also illustrated by the brokering role that Norway played during the WHA in May 2018 to adopt WHO’s fiveyear plan for the implementation of IHR (2005). Brokering was needed because several countries, including
Russia, India, Brazil and Egypt, expressed scepticism about GHSA (initiated and led by the United States (US))
and participation in Joint External Evaluations (JEE). While WHO is recognized as the main actor for global
health preparedness and response, and Norway contributes to supporting WHO in this role. WHO’s steering
and implementation capacity is however dependent on financial and professional contributions from its
Member States.
The role of Norway at the global level, which is facilitated by the GHPP, is well appreciated by international
stakeholders. In fact, the GHPP serves as an example for a number of countries that are launching similar
programmes (e.g. Sweden, United Kingdom, Germany, Finland) to support IHR (2005) implementation in
countries. What stands out particularly for these countries is the model of focusing on institutional capacity
strengthening for the development of IHR (2005) core competencies as opposed to providing only specific
technical expertise.

3.1.1 GLOBAL LEVEL SUPPORT
The following review questions guided the review of GHPP relevance for its global level support:
What are the other key donors supporting IHR at the global level?
What are the specific areas of support of those other donors? Any overlap? Any gaps?
How have other donors organized their support to IHR (2005) globally, and in the countries?
The second strategic objective as formulated in GHPP’s results framework remains relevant: “contribute to
global efforts to enhance capacity and procedures for assessment prioritization and action to assist all
countries to meet their obligations under IHR (2005)”.
For the global level activities at NIPH there is some obvious overlap, and it is therefore not always possible
to distinguish between GHPP activities and activities that correspond to NIPH’s mandate as a national IHR
(2005) focal point and other general provision of technical expertise by NIHP for global health security.
The GHPP’s global level support consists mainly of activities related to participation to global level initiatives
and meetings. In particular activities to support selected GHSA’s work packages, support to development of
tools, participation in JEEs and support to the GPMB stand out as important and relevant. Through the work
done under GHPP, the NIPH is now being asked frequently to participate in JEE’s (e.g. Germany, North
Korea). Important initiatives and meetings where NIPH provides input and expertise under the GHPP also
include the WHA, IANPHI and Nordic+ meetings. The latter are meetings between the national public health
institutes of Denmark, Sweden, Norway, Finland, the United Kingdom (UK), Germany and The Netherlands.
These serve mainly to exchange experiences both at the national level as well as at the international level.
Informants stated that discussions also take place on how to interact with the respective development
agencies.
A number of important players at the global level for IHR (2005) include IANPHI, Public Health England, RIVM
(The Netherlands), Robert Koch Institute (Germany), US Centers for Disease Control and Prevention (CDC),
Public Health Agency of Canada, Japan International Cooperation Agency, Korea International Cooperation
Agency, Indo-Pacific Centre for Health Security, US Agency for International Development, and the Swedish
National Institute of Public Health. The way these stakeholders organize support to the global and country
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level in terms of IHR (2005) varies. While the US CDC provided substantial resources to IHR (2005) related
activities and had a significant presence in collaborating countries (including offices), the activities and
country presence decreased during the last years. Furthermore, national public health institutes from high
income countries tend to provide specific technical expertise to some of the national public health institutes
in middle- and low-income countries, and although some of them are following the Norwegian example,
institutional capacity strengthening is reportedly often underemphasized. IANPHI links and strengthens
national public health institutes by leveraging the experience and expertise of its member institutes. While
IANPHI itself also provides some capacity strengthening to national public health institutes, it fulfils an
important role as a liaison between the institutes, and also ensures that there is no duplication of efforts.
The focus of IANPHI is long-term, peer-to-peer support, strengthening public health core functions as
defined by the IHR (2005).

3.1.2 SELECTION OF COUNTRIES
The following review question guided the review of GHPP selection of countries:
How were the partner countries selected, and are those in line with Norwegian international development
assistance priorities and policies?
When the GHPP was designed in 2014/2015, it was envisaged that the programme would be active in four
to six countries. As of 2015, partnerships for GHPP had been established with Ghana, Malawi, Moldova and
Palestine and these four countries continue to be the partner countries up to today, in addition to the global
level support that the GHPP provides. At first glance, the rationale behind the selection of countries for
participation in the GHPP does not seem obvious. According to “The Sustainable Development Goals and
Norway’s Development Policy 2016-2017” there are three main categories of countries for Norway to
concentrate its bilateral aid:
1. countries for long-term development cooperation, where Norway is particularly well suited to play
a role, primarily countries where Norway has a longstanding engagement in development
cooperation;
2. countries that are directly or indirectly affected by conflict, that have vast humanitarian needs, and
where conflict could spread beyond the region. These are primarily countries in the belt extending
from West Africa to Afghanistan; and
3. countries where efforts to address common global challenges such as climate change, global health
and global security could have a particularly large impact.
In one way or another, all selected partner countries fall into one or more of these categories, perhaps with
the exception of Moldova. Collaboration between the NIPH and Moldova started in 2015 when the
Norwegian MoH signed a Memorandum of Understanding (MoU) with the Moldovan MoH with the objective
to collaborate in the area of health and medical sciences. Depending on the country, the GHPP was originally
funded from global health, regional and frontline state security budgets. Because it was too complicated,
Norad decided to limit the funding to one budget line for the whole programme.
The criteria for selecting relevant partner countries was based on extensive consultation with WHO, GHSA,
MoFA, and MoH whereby global and national priorities were assessed. In addition, the history of
collaboration between the NIPH and the partner institutions in the selected countries was also an important
criterion, as well as the institutional capacity of the institutions and the relevant expertise that the NIPH
could offer. Furthermore, the countries demonstrated their interest to participate in the programme by
submitting an Expression of Interest, or MoU’s and contracts were already in place.
Palestine and Malawi are the countries the NIPH had the longest history of collaboration with compared to
Ghana and Moldova.
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Palestine
In 2008, the NIPH started dialoguing with the WHO of the occupied Palestinian territory (oPt), the MoH of
the Palestinian Authority (PA), and the Representative Office of Norway to the PA about establishing a
national public health institute, which resulted in a pilot project funded by the Norwegian MoFA. The
Palestinian National Institute of Public Health (PNIPH) was consequently established as a WHO project in
2012 with strong ties to NIPH. From 2012 to 2014, a NIPH employee was based at WHO oPt to support the
process of establishing the PNIPH.
Commitment to contribute to institutional capacity building in the occupied Palestinian territory (oPt) is a
central part of Norwegian development aid and cooperation with Palestine, and the GHPP is perceived as
contributing to this objective.

Malawi
The NIPH engaged in discussions with the Malawian authorities since 2008, regarding the establishment of
and support to the PHIM, which became more concrete as from 2012 when IANPHI also participated in the
discussions. In October 2014, a team from NIPH visited Malawi to initiate discussions regarding technical
collaboration for strengthening IHR (2005) implementation. Stakeholder meetings were held with PHIM,
MoH, the Royal Norwegian Embassy, WHO Country Office, US CDC Malawi country office, and a number of
NGOs. A tri-partite MoU was signed between the MoH of Malawi, IANPHI and NIPH with the specific
objectives to develop public health surveillance, disease prevention and response systems, and to develop
functions of the public health reference laboratory systems. In 2017 a MoU was signed between the PHIM,
the NIPH and NCA.
The country context of Malawi, ranking 171 out of 189 on the Human Development Index (HDI) 5 is
characterized by heavy aid-dependency. The initial assessment of IHR (2005) core capacity identified a
number of key priorities, and Malawi is also one of Norway's partner countries for long-term assistance, and
evidently falls within the first categories of priority countries for Norway’s bilateral aid.

Moldova
The Norwegian MoH invited the NIPH to participate in a delegation that visited the Moldovan capital and
the Moldovan National Center for Public Health (NCPH), primarily to address issues around health
emergency preparedness and response.
Moldova would in theory fall into the third category of countries for Norwegian bilateral aid (countries where
efforts to address common global challenges such as climate change, global health and global security could
have a particularly large impact) in order to justify its selection to be part of the GHPP. And while there are
clear needs in Moldova to support IHR (2005) core competency development, it remained challenging for
the review team to make a proper judgement on the justification of Moldova being selected in this
programme.

Ghana
The involvement of the NIPH with Ghana dates back to 2012, but was limited to specific research. The grant
application from the NIPH to Norad (2016) refers to the Minister of Health of Ghana approaching the NIPH
requesting specific support related IHR (2005) implementation, which was also supported by the WHO,
IANPHI, the Norwegian MoH and MoFA. Informants referred to the inclusion of West Africa in Norwegian
development aid priorities, and more in particular to the Ebola outbreak in 2014 justifying the selection of

5

http://hdr.undp.org/en/composite/HDI
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Ghana. Moreover, reference was made to a rather pragmatic justification; Ghana is an English-speaking
country and there are only very limited French language skills at the NIPH.
Ghana falls in theory in the second category for Norwegian bilateral aid (West Africa), although it is not
affected by conflict and vast humanitarian needs. At hindsight, some questions may also be raised about the
Ebola outbreak justification to deploy the GHPP to Ghana as NIPH’s contribution to the Ebola outbreak in
West Africa was in Guinea and the rVSV-vectored ring vaccination trial. GHPP did not have any direct linkage
with Ebola (recognizing that strengthening IHR (2005) core capacities also addresses Ebola).

3.1.3 COUNTRY SUPPORT
The following review questions guided the review of GHPP relevance in the partner countries:
Are the current country policies and programmes aligned with GHPP?
Is the GHPP also suited to the needs and priorities of the partner institutions?
How has the support provided through GHPP contributed to further develop priorities of the institutions?
What are the other key donors supporting IHR in the partner countries?
What are the specific areas of support of those other donors? Any overlap? Any gaps?
How is the collaboration with those other donors?
The relevance of the country support is to a great extent inspired by Article 44 of the IHR, related to
collaboration and assistance (see text box below).
Generally the activities supported by the GHPP in the four countries are:
•
•
•
•

Different in each partner country based on national needs and priorities;
Based on national IHR (2005) assessment results;
Areas where NIPH has national mandate and expertise; and
Described in action plans developed jointly between the NIPH and the partner country.

Consequently, there is often no clear and uniform answer to the question whether the country policies are
aligned with the GHPP, although generally this is the case. As it was the case for Norway when the
commitment to the GHSA was announced, country policies often arose from the outcomes of the national
IHR (2005) assessments like the JEE. The JEE represents a powerful tool for countries to develop policies in
the area of global health security and provide interested and qualified stakeholders with the opportunity to
step into certain areas where particular expertise is required. Noteworthy, once the JEE is completed and a
National Action Plan for Health Security (NAPHS) has been developed, countries often expect the necessary
resources to start implementing the action plan while these resources may not necessarily be available. The
GHPP for example, has a relatively limited envelope of resources available for selected country support.
Article 44 is also designed with the vision of peer-to-peer collaboration, and this was also stressed as such
in the grant application from the NIPH to Norad, where it was intended to establish a peer-to-peer
collaboration based on mutual responsibility to follow up on programme plans and progress. Although it
may be less relevant in the context of Norwegian health emergency preparedness and response, the
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IHR Article 44

1.

States Parties shall undertake to collaborate
with each other, to the extent possible, in:
a) the detection and assessment of, and
response to, events as provided under
these Regulations;
b) the provision or facilitation of technical
cooperation and logistical support,
particularly
in
the
development,
strengthening and maintenance of the
public health capacities required under
these Regulations;
c) the mobilization of financial resources to
facilitate implementation of their
obligations under these Regulations; and
d) the formulation of proposed laws and
other legal and administrative provisions
for the implementation of these
Regulations.
WHO shall collaborate with States Parties,
upon request, to the extent possible, in:
a) the evaluation and assessment of their
public health capacities in order to
facilitate the effective implementation of
these Regulations;
b) the provision or facilitation of technical
cooperation and logistical support to
States Parties; and
c) the mobilization of financial resources to
support developing countries in building,
strengthening and maintaining the
capacities provided for in Annex 1.
Collaboration under this article may be
implemented through multiple channels,
including bilaterally, through regional
networks and the WHO regional offices, and
through intergovernmental organizations and
international bodies.

collaboration with the partner countries has
provided some important lessons learned for the
NIPH about the inherent challenges of
implementing a programme in resource-constraint
settings (e.g. understanding the consequences of a
failing surveillance system).
3.1.3.1 Ghana
As part of Ghana’s efforts to implement the IHR
(2005), the NIPH was approached by Ghana’s
Minister of Health in 2015 requesting a particular
assistance in line with the activities under the
GHPP. Although the assistance was never expected
to deploy public health expertise in the context of
the West Africa Ebola outbreak, the activities
implemented under GHPP in Ghana address Ebola
to a certain extent by strengthening IHR (2005)
core capacities, but had and have no direct
linkages to Ebola.

Discussions and collaboration between the NIPH,
Ghana Health Services (GHS) and the US CDC
2.
started with the objective to support both the
upgrading or transformation of GHS into a national
public health institute, and the implementation of
the IHR (2005) core competencies. The formal
cooperation under GHPP between the NIPH and
Ghana started in 2017. Before the formal
agreement, a table-top exercise was completed in
Ghana by WHO in September 2016, which
provided an overview of a simulated chemical
event designed to test the coordination of the
country’s event alert, detection and response
capacities relevant to IHR (2005). Building on the
3.
recommendation from that exercise and in trying
to find synergies, the NIPH proposed to support
Ghana’s ability to respond to events of public
health concern by supporting curriculum
development and the related training components
for chemical hazards. This was done in close
collaboration with Public Health England, and the
curriculum is currently included in the Ghanaian Field Epidemiology Training Programme (FETP) of the School
of Public Health at the University of Ghana. In the subsequent JEE, carried out in February 2017, an expert
from NIPH participated. The JEE identified a number of priorities to be addressed. One of the prioritised
areas was chemical preparedness. In addition, several other core capacities needed strengthening, amongst
them the surveillance system. NIPH and GHS decided, as a consequence, on collaboration and coordination
of activities for the adaptation of new version of Integrated Disease Surveillance and Response (IDSR), the
development of the OneHealth road map and the assessment of a specimen referral and transportation
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project. Particularly for the specimen referral, The Global Fund and USAID were rolling out a new viral load
referral and transport strategy, which included a contract with Ghana Post who would be responsible for
the transportation of specimens, and which would potentially be extended to other specimens to be tested
for priority diseases. The WHO advised however that the IHR (2005) gaps identified by the JEE were much
larger than the specimen referral and transportation system, so the NIPH opted for other activities, but
participated in discussions with these funders to advocate for a more harmonized approach on laboratory
interventions.
NIHP’s collaboration with stakeholders in Ghana appears relevant and complementary. There is a joint MOU
between GHS, WHO, MoH and NIPH, and a separate MOU between University of Ghana and NIPH. According
to WHO data, the following donors/partners are active in Ghana in the context of IHR (2005):

Active donors/pa rtne rs in Ghana
GHANA
NIPH

EU

Fleming
Fund

X

X

X

X

X

X

X

X

X

X

GIZ

BMGF

JICA

Prevent
-

National legislation, policy and financing

-

IHR coordination, communication and advocacy

-

Antimicrobial resistance

-

Zoonotic disease

-

Food safety

-

Biosafety and biosecurity

-

Immunization

X
X

X

X

Detect
-

National laboratory system

-

Surveillance

-

Reporting

-

Human resources

X
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Respond
-

Emergency preparedness

-

Emergency response operations

-

Linking public health and security authorities

-

Medical countermeasures and personnel deployment

-

Risk communication

X
X
X

X

IHR related hazards and points of entry
-

Points of entry

-

Chemical events

-

Radiation emergencies

X

(Source: Information compiled from WHO SPH ; https://extranet.who.int/sph/jee-dashboard)

During interviews, however, reference was only made to a few of these donors/partners, while other
donors/partners were also mentioned. As such, CDC was mentioned as a key player in the JEE, and the
identified priorities were jointly discussed with MoH and GHS. The collaboration between NIPH and CDC was
smooth, there is an awareness that one needs to clarify roles, responsibilities and alignment in order to avoid
overlap. Moreover, CDC ran out of GHSA funding during the GHPP period and it had to rely on PEPFAR
funding, which has some restrictions in terms of thematic areas (linked to HIV). Although not stated in the
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table, and not part of the UK Fleming Fund, the collaboration with Public Health England was also considered
as very functional for the development of the chemical event preparedness. In addition to support from the
US, UK and Norway, informants stated that the Korean International Cooperation Agency and Japan also
started activities in support of IHR (2005) in Ghana.
3.1.3.2 Malawi
Jointly with IANPHI, several country missions and stakeholder meetings took place since 2012 to support the
establishment of PHIM. These efforts led to a Memorandum of Understanding (MoU) signed in 2015 by
Malawi MoH, IANPHI and NIPH. In 2015, the MoH through PHIM, with technical assistance provided by the
NIPH conducted an assessment to determine the status of implementation and establish a baseline for
measuring progress towards full IHR (2005) implementation. The results of the rapid assessment identified
the existing capacities and weaknesses for each core capacity. These results were also used (in collaboration
with national authorities and WHO) to address identified gaps, and it formed the basis for PHIM and NIPH
to define the priority areas for the support to be provided by GHPP. The following core capacities were
prioritized for support by the GHPP in Malawi:
•

Surveillance

•

Preparedness

•

Response

•

Human Resources

•

Coordination and National Focal Point Communication

The JEE in Malawi was completed in February 2019 and the results indicated that many areas need
strengthening. Some adjustments to the GHPP activity plans for 2019 were subsequently made to ensure
key priorities were targeted. The gaps in the other IHR domains need to be address and Malawi is aware of
the importance of this matter. The post JEE NAPHS is currently being developed.
The strategic objectives, sub-objectives and intended outcomes under the GHPP formulated in the results
framework are sufficiently broad, providing flexibility to target any priority that resulted from the IHR (2005)
assessment. Based on the implementation experience in Malawi, they are also sufficiently broad to allow
modifying them along the way. However, the GHPP activity plans for Malawi for 2017, 2018 and 2019 do not
include any reference to the third strategic objective of the GHPP (strengthening national public health
institutes in partner countries), which is still relevant in Malawi. Further to guidance received from the
funding agency, the NIPH did not prioritise institutional strengthening of PHIM. IANPHI and its US office
(Emory University) also discontinued the process of supporting the institutional capacity building of PHIM.
It can be argued, however, that in a way many activities supported by GHPP contribute to institutional
strengthening of the PHIM.
The country context of Malawi justifies essentially any intervention for strengthening IHR (2005) core
competencies as very relevant. Sensitive issues related to political support, leadership and ownership may
however compromise its acceptability and consequently relevance, and the GHPP was faced with these
issues during the implementation.
The GHPP is fully aligned with the Malawi Health Sector Strategic Plan II 2017 - 2022 (MHSSP II)6 which
includes the strengthening of epidemic preparedness and response as a key strategy to be implemented
over this period. Several activities under this strategy have been supported by the GHPP, among others,

6

Government of Republic of Malawi (2017). Health Sector Strategic Plan II 2017 -2022

hera / Review Report / December 2019

12

Review GHPP/NORAD/Global
training of health workers in IDSR and FETP, conduct training and simulation exercises on selected IHR core
capacities, support to conduct a JEE of IHR core capacities. Additionally, the IHR core capacity index has been
included as one of the indicators to be monitored by the MHSP II.
The collaboration with stakeholders in Malawi appears relevant, although it may not be fully effective and
efficient. According to NIPH, in the early stages the collaboration with PHIM was challenging, partly due to
the unclear position of PHIM within the MoH organogram. The position of PHIM and its mandate to
implement IHR (2005) has gradually become more clear, although PHIM is generally not sufficiently
resourced to carry out these activities. In terms of collaboration with other donors/partners, the following
donors/partners are active in Malawi in the context of IHR (2005), according to WHO data:

Active donors/pa rtne rs in Malawi
MALAWI
NIPH

EU

Fleming
Fund

Prevent
-

National legislation, policy and financing

X

X

-

IHR coordination, communication and advocacy

X

X

-

Antimicrobial resistance

X

X

-

Zoonotic disease

X

X

-

Food safety

-

Biosafety and biosecurity

-

Immunization

X

Detect
-

National laboratory system

-

Surveillance

-

Reporting

-

Human resources

X
X

X

X

X

X

X

X

X

X

Respond
-

Emergency preparedness

-

Emergency response operations

-

Linking public health and security authorities

-

Medical countermeasures and personnel deployment

-

Risk communication

X
X
X

X

IHR related hazards and points of entry
-

Points of entry

-

Chemical events

-

Radiation emergencies

(Source: Information compiled from WHO SPH ; https://extranet.who.int/sph/jee-dashboard)

During interviews, however, reference was made to US CDC, who appears to be an important partner in
Malawi. In fact, CDC started the work around FETP while the NIPH supported the activity initially only with
technical expertise. As there have been restrictions on how the funds can be used since the CDC Country
Office has primarily been funded by PEPFAR (HIV related), the NIPH started supporting a cohort of IDSR focal
points. CDC remains however the primary funder of the Frontline FETP in Malawi, through its implementing
partner I-Tech. Furthermore, NIPH informants reported only limited interest in the area of IHR (2005)
strengthening by other donors/partners present in Malawi, but it appears to be very fragmented. As such,
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donors/partners like Gavi, Unicef and DFID only deploy resources to actual or impending disease outbreaks,
or specific preparedness activities (e.g. the recent Ebola preparedness exercise was co-funded by CDC and
WHO, and UNICEF provided technical support). There was however only limited participation of these
organizations in the JEE and also limited participation is expected for the national action plan.
3.1.3.3 Moldova
In 2012 Moldova requested WHO a two year extension to be able to implement the IHR (2005) core
capacities. An action plan was developed and an IHR (2005) committee was set up in order to follow up on
the identified gaps, with a special focus on developing appropriate national legislation, regulations and
guidelines. Collaboration between the NIPH and Moldova started in 2015 when the Norwegian MoH signed
a MoU with the Moldovan MoH with the objective to collaborate in the area of health and medical sciences.
A particular area for collaboration was defined as “strengthening the capacities at the national level through
collaboration between the NIPH and the Moldavian National Center for Public Health (NCPH).” Team visits
from NIPH took place in 2015 and 2016 in order to explore the IHR implementation status in Moldova,
discuss Moldova’s needs and prioritize main areas for collaboration. An expert from the NIPH was also
deployed for some weeks in 2016 to discuss in more detail with the key staff of the NCPH prioritising areas
and activities for collaboration. The following priority areas were agreed upon:
•
•
•

Training strategy
Guidelines, plans and SOPs
Healthcare facility and Infection Prevention and Control (IPV)

Earlier, the European Center for Disease Control (ECDC) conducted an assessment of the surveillance system
for communicable diseases in Moldova in 2014. The assessment had no plan for follow up activities, but
included a number of recommendations for Moldovan authorities and donors to consider. The NIPH made
also use of these recommendations to define the priority areas for intervention under the collaboration with
NCPH. From the onset of the collaboration, designing and implementing a national point’s prevalence survey
(PPS) of health care associated infections ranked among the most important activities to be implemented.
During the JEE in October 2018, the collaboration between Moldova and Norway through the GHPP was
highlighted as very important for IHR (2005) implementation. After completion of the JEE, GHPP activities
were compared with the JEE priority actions. It was confirmed that GHPP was still meeting country needs
and to a large extent remained valid.
In terms of collaboration with other donors/partners, the following donors/partners are active in Moldova
in the context of IHR (2005), according to WHO data:

Active donors/pa rtne rs in Moldova
MOLDOVA
NIPH

EU

Switzerland

Ending
Pandemics

Prevent
-

P1 - National legislation, policy and financing

-

P2 -IHR Coordination, Communication and Advocacy

-

P3 - Antimicrobial resistance

-

P4 - Zoonotic disease

-

P5 - Food safety

X

-

P6 - Biosafety and biosecurity

X

-

P7 - Immunization
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MOLDOVA
Detect
-

D1 - National laboratory system

X

X

X

-

D2 - Surveillance

X

X

X

X

-

D3 - Reporting

X

X

X

-

D4 - Human resources

X

X

X

X

Respond
-

R1 - Emergency preparedness

X

-

R2 - Emergency response operations

X

-

R3 - Linking public health and security authorities

-

R4 - Medical countermeasures and personnel deployment

-

R5 - Risk communication

X
X
X
X

X
X

IHR related hazards and points of entry
-

PoE - Points of entry

-

CE - Chemical events

-

RE - Radiation emergencies

X

(Source: Information compiled from WHO SPH ; https://extranet.who.int/sph/jee-dashboard)

During interviews, reference was made several times to the Swiss Development Cooperation and the
document review confirms Swiss support projects on non-communicable diseases and strengthening of
veterinary services. No reference was made during interviews to the activities supported by the European
Union (EU), and neither was the project “Ending Pandemics” known to informants interviewed.
3.1.3.4 Palestine
Further to dialogues between the WHO oPt, the MoH of the PA and the Representative Office of Norway to
the PA a pilot project funded by the Norwegian MoFA was set up in 2010 to establish the public health
institute. From 2012 to 2014, a NIPH representative and scientific advisor was stationed in Jerusalem,
working at WHO, to facilitate the establishment of the PNIPH. The NIPH had thus extensive and relevant
experience from projects in Palestine, particularly through the PNIPH, which is also considered a potential
hub for several of the activities that are carried out under the GHPP. While support and strengthening of
national public health institutes in the partner countries ranks as one of the three strategic objectives of the
GHPP, the Norwegian support provided to the PNIPH is not considered a GHPP activity because it is funded
separately. The WHO receives direct support from the Representative Office of Norway to the PA for
strengthening of PNIPH and in turn the WHO contracts the NIPH to provide consultancy services to the
PNIPH.
The main IHR (2005) assessment mission in Palestine was carried by the NIPH in the second half of 2015 in
order to determine the status of IHR (2005) core competencies and to develop a prioritized action plan
addressing the identified gaps. The assessment was combined with information from previous assessments
conducted in Palestine, particularly an Ebola preparedness mission by WHO/MoH in 2014. Priorities included
the establishment of an IHR (2005) committee and the institutionalization of a national IHR (2005) Focal
Point, event-based surveillance, improvement of the laboratory infrastructure, legal review and guidelines.
In the national MoH strategy 2017-2022 IHR (2005) is now considered a priority. The GHPP has also
contributed to develop guidelines, tools, standards and processes requested by the MOH, such as:
•
•

Guidelines for communicable diseases
Protocol on how to deal with outbreaks
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•
•
•
•

Guidelines for nutrition supervisors
Standardization of price for ambulance transportation used by patients
AMR
Draft document on risk communication

According to the NIPH, the GHPP contributes to institutional capacity building in oPt, which is a central
element of Norwegian development aid cooperation in Palestine.
In terms of collaboration with other donors/partners, the international community has a large presence in
the health sector, particularly the UN agencies, with several of them involved in various aspects of IHR (2005)
activities. According to the WHO, however, there is some donor fatigue and in the area of IHR (2005) only
the NIPH plays an important role although its financial support is limited. WHO complements to some extent
with funding from its regional office.

3.2 EFFECTIVENESS
The following review questions guided the review of GHPP effectiveness:
Is the GHPP likely to achieve its objectives?
What are facilitating and constraining factors to achieve programme objectives?
Is the design of the projects/activities in the countries consistent with overall GHPP objectives?
Is the implementation of the projects/activities in the countries consistent with overall GHPP objectives?
Are there any opportunities in the short or medium term that can support the achievement of the
programme objectives?
What are the key lessons learned at this stage, and are there any recommendations to improve the GHPP?
Assessing effectiveness measures the extent to which an (aid) activity attains its objectives, and identifies
the main factors influencing the achievement or non-achievement of the objectives. In order to do so, a clear
starting point (baseline) and clear objectives need to be formulated.
The overall objective of the GHPP is to contribute to improved capacity to prevent, detect and respond to
public health events of national and international concern. In addition, three Strategic Objectives (SO) were
formulated:
1. To support assessment, prioritization and implementation of actions to meet specific IHR (2005)
core capacities in selected partner countries.
2. To contribute to global efforts to enhance capacity and procedures for assessment, prioritization
and action to assist all countries to meet their obligations under IHR (2005).
3. To strengthen institutional capacity of National Institutes of Public Health in partner countries
in national collective efforts to prevent, detect and respond to public health events of national
and international concern.
The goal and objectives of the GHPP are reflected in a results framework. The outputs under SO1 are linked
to the 13 core capacity areas of the IHR (2005). In order to group these core capacities, SO1 has been subdivided into a sub-set of three objectives: Objective 1a (prevent), 1b (detect) and 1c (respond).
According to the NIPH, including SO3 in the GHPP was subject to internal discussions. In the end it was
decided to keep it because of the activities under SO1 that are considered to be contributing to SO3. The
review team believes that the order or linkage between SO1 and SO3 could have come out stronger since
both of these SOs concern activities in the selected partner countries, while SO2 addresses the global efforts.
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In each country, the activities are linked to the objectives supporting the overall goal. The country-specific
GHPP annual activity plans were developed in collaboration with partner countries based on the results of
the initial assessments and country-specific priorities. The NIPH established a kind of baseline in the
countries as the basis for prioritizing efforts, based on slightly different methods in different countries. The
selection of methodologies in each country was based on the availability of previous IHR (2005) core
competency assessments, the availability of tools at the time of assessment, as well as the preferences,
priorities and needs of the partner country. The different methodologies used were based on the WHO
Protocol for assessing IHR (2005) core competencies.
The activities and indicators in each country are described in the country specific annual action plans, mostly
using the same structure as the overall GHPP results framework. While the results framework is found to be
a robust base for the implementation of the GHPP, the NIPH faced some logical challenges with reporting
under the framework since it was developed before activity plans and division of labour were agreed with
partners in the countries and before identification of priorities for strengthening in the countries.
Furthermore, the objectives are formulated rather broadly, and therefore lend itself for different
interpretations. Due to the nature of the support, most indicators are process and output indicators.
Therefore it is not surprising that during implementation there were many alterations of requests and
activity plans, including changes in management, reporting and budgeting. Reasons for these alterations
include changes in national needs as the programme progressed, priorities and activities by other actors,
changes in countries' capacity to implement, and changes in key personnel both in partner countries and at
the NIPH. Moreover, a five-year timeframe for implementation seems considerable, but considering the
institutional strengthening components of the programme, it is still relatively short in order to produce (and
measure) a significant impact.
The review team noted different approaches in reporting. While reporting is consistent and aligned with the
results framework, the activities reported upon differ per country. As such, some of the reports include only
activities in the country partners executed by the partners and/or the countries, while for other countries
the activities also include the activities implemented by the NIPH. For some countries, the alignment of the
implemented activity by NIPH with the objective(s) to be achieved, or even with the related indicator is not
fully clear. Since the objectives are formulated in a broad way, the bi-annual reporting is primarily focused
on implementation of activities during the year rather than taking into account progress to date versus
measurable indicators for having in place the IHR (2005) core competencies. Progress reports reviewed
hardly contain any information on progress in strengthening national public health institutes (SO3). Only
those reports covering the 2nd half of 2016 for global support, Malawi and Palestine, and the one covering
the 1st half of 2017 for global support make reference to SO3.
In terms of measuring the extent to which GHPP contributes to the formulated objectives, the NIPH
recognizes that more research is needed to measure impact of the GHPP. With the results framework
developed around the core capacities, there is also an expectation that progress is being reported against
these capacities, but this is not happening consistently. Considering the broad formulation of objectives and
intended outcomes, the GHPP can in fact only contribute to a limited extent to achieving the overall
programme objective. The implementation and effectiveness of the GHPP depends largely on the country
context, and actions of other parties. The review team analysed some data on the IHR (2005) core
competencies supported by the NIPH, available at the WHO website. Since 2010 the monitoring process of
the IHR (2005) implementation status is being done through a self-assessment questionnaire. Therefore,
some caution should be taken when interpreting the data although improvements were noted in selfreporting. Moreover the interpretation of trends with 2018 data requires additional explanation: in 2018
WHO provided a new State Parties Self-Assessment Annual Reporting Tool (SPAR), with a revised
interpretation of the national IHR 13 capacities using a scale scoring system.
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Average of all IHR (2005) compete ncies G hana, 2010-2018

Average of all IHR (2005) compete ncies M alawi, 2010-2018

Average of all IHR (2005) compete ncies M oldova, 2010-2018

(Source Figure 1-3: https://extranet.who.int/e-spar/)
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The data has been compiled from a self-assessment and not all countries have data available for each year.
Since oPt is not an official State Party no data is being published from oPt. As referred to above, the data
from 2018 was compiled based on a new tool, so trends can only be analysed up to 2017.
Overall, in Ghana there is some fluctuation although the scoring is relatively stable and sound during the
implementation of GHPP (2016 and 2017) If the individual core competencies supported by the GHPP are
being analysed separately, the average implementation for those individual competencies are the same for
2016 and 2017.
For Malawi the data reported does not provide a sufficient basis for any judgement because of the lack of
data for a number of years and a relatively large fluctuation between 2011, 2014 and 2017. When analysing
the individual core competencies, it appears that the chemical preparedness score was higher in 2011 (50%)
than in 2017 (8%). The competencies regarding IHR (2005) Coordination went up from 43% in 2014 to 100%
in 2017 and the competencies regarding Human Resources went up from 20% in 2014 to 100% in 2017.
For Moldova the scoring is also relatively stable, and some progress is noted from 2015 to 2016 but data
from 2017 is lacking. Looking at the individual competencies it is remarkable that Moldova reports a steady
progress in IHR (2005) Coordination from 90% in 2014 and 2015 to 100% in 2016, but 0% on Human
Resources in 2016 compared with 20% in 2015. Furthermore, the competency related to surveillance scored
100% in 2015 and it went down to 95% in 2016.
The review team believes, however, that measuring the extent to which IHR (2005) core capacities are being
implemented in the countries, may not represent a proper image of the contribution of the GHPP
programme. As referred to above, there are numerous aspects that influence the effectiveness (and
efficiency) of the GHPP. The political situation of the country, including political support for the GHPP,
availability of sufficient and capable human resources in the partner institutions, administration and logistics
capacity in the countries and at the NIPH, and personal relationships, are just a few examples that either
contributed or hampered the effectiveness of the GHPP. Nevertheless, based on the 13 IHR (2005) core
competencies, it should be possible to define what is in the sphere of the programme’s influence in order to
measure the contribution of the GHPP.

3.2.1 GLOBAL LEVEL SUPPORT
GHPP’s global level support consists mainly of activities related to participation in global level initiatives and
meetings, in particular the activities to support the GHSA’s work packages, support to development of tools,
participation in JEEs and support to the GPMB. Important initiatives and meetings where NIPH provides input
and expertise under the GHPP also include the WHA, IANPHI and Nordic+ meetings.
Consequently, progress is being reported on the implementation of these activities (e.g. participation in
meetings and missions). The progress reports reviewed were not fully aligned with the activities according
to annual activity plans. Some of the activities planned were being reported as implemented while other
activities that were reported did not appear in the activity plans. Based on the data assessed, the review
team is not in a position to make an accurate judgement on the effectiveness of the global level activities.
Several informants, however, stated that the GHPP activities at the global level are effective; they have
contributed to earning a seat at the table when GHS is being discussed at the global level. Moreover, Norad
also believes that GHPP contributed to increased global awareness on GHS, as well as to increased awareness
in Norway.
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3.2.2 GHANA
Overall, the effectiveness of GHPP in Ghana according to the progress reports reviewed can be considered
as satisfactory. The activities related to OneHealth were characterized by delays in the implementation but
generally it is expected that this area is heading into the right direction. The activities related to IDSR are
also on track, although the heading “supporting the implementation of the new IDSR” is somewhat broad to
assess progress, especially because some trainings were reportedly completed and the adaptation of the
new tool is still planned for 2019. The activities related to chemical preparedness and communication have
been achieved or are likely to be achieved. What stands out for chemical preparedness and environmental
epidemiology is the embedding of reporting of chemical events in IDSR. Under the auspice of the University
of Ghana the chemical module is now integrated in the curriculum for all FETP. The activities related to
laboratory capacity, however, were put on hold. Moreover, lengthy discussions took place whether GHPP
should also support a specimen referral project, but it was finally decided to focus on other activities.
Activities in Ghana under GHPP only started in 2017 and it took off fairly quickly. The relative political stability
and status of Ghana’s health system, as well as presence of other partners/donors and the partnership with
MoH (including long-term mentorship with the IHR focal point), GHS, WHO and the University also provides
a more adequate basis for implementation of a programme like GHPP. In addition, the NIPH deployed
adequate operational expertise in the Ghana portfolio, which is likely to have contributed to less obstacles
in terms of administration and logistics than in the other programme countries. Implementation of the
activities and ownership of the project was however cited as challenging before the NIPH reached an
agreement with the WHO Country Office in Ghana.

3.2.3 MALAWI
Solid progress was initially reported triggered by the secondment of a NIPH staff member based in the offices
of PHIM/MoH in Lilongwe to support IHR (2005) core competency implementation, for two years from
October 2015. Furthermore, the reported progress was also facilitated through the support of a
communications officer and a surveillance officer hired by GHPP since 2017. These two officers have been
critical to ensure the implementation of GHPP activities. The disease surveillance officer has contributed to
build the capacity for disease surveillance. The work of the communications officer has contributed to
increased visibility to the PHIM (i.e website regularly updated), the elaboration of the PHIM bulletin, and to
the production of weekly disease surveillance reports and elaboration of information materials for the public
when outbreaks occur.
The strengthening of the IDSR strategy through data quality reviews, preparedness exercises, support to the
PHIM to conduct outbreak investigations and event management with local district authorities and
elaboration of the corresponding reports, and capacity building through the FETP in collaboration with US
CDC was also mentioned as an important achievement of the GHPP. Some of the interviewees mentioned
that as a result of the FETP training conducted, the districts reports are arriving more often and are of better
quality than before. They also referred that the district response teams include currently several cadres and
not only the disease surveillance officer. Recently a simulation exercise to determine the level of readiness
for Ebola preparedness was conducted with support from the GHPP. As a result of this exercise funds were
prioritized for Ebola preparedness. Although there is a long way to go to have a fully functional surveillance
system, some of the key foundations have been built.
GHPP has furthermore contributed to raise awareness in Malawi on the importance of IHR (2015), the
existing capacities and weaknesses for their implementation and the need to address them. Gradually IHR
(2015) implementation is seen as a multisectoral effort. For example, the establishment of the One Health
Committee has strengthened collaboration among departments of Environmental Affairs, Animal Health and
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Human Health. The GHPP has provided technical support to the National Public Health Laboratory and
supported the development of the AMR strategy and roadmap. Furthermore, The GHPP has responded
positively to provide support to emergency situations not included in the annual workplans (i.e. cholera
outbreaks).
The programme also faced a number of challenges that have hampered achievement of objectives.
Reportedly, there have been competing priorities and changes in the PHIM leadership as well as some
difficulty in coordinating overlapping activities between different MoH departments. The establishment of
PHIM has been a demanding process, and PHIM is still not considered as fully functional since it continues
to be divided between three different departments within the MoH, without a proper independent legal
framework. As the PHIM is not a cost-centre in the public budget, it cannot get resources directly to operate,
which limits the capacity of the PHIM to conduct outbreak investigations. Currently a bill on the
establishment of PHIM as an autonomous body has been submitted to the cabinet, once it is approved by
the Cabinet, it will pass on to the Parliament for approval. It is expected that by next year, the institute will
become a parastatal institution. The support to the establishment of PHIM was implemented jointly with
IANPHI over the period 2012-2015.
The FETP training was primarily financed by the Malawi CDC Country Office, while the NIPH provided
technical support for the establishment of the Frontline FETP, including mentorship and facilitation of the
first three cohorts, as well as funding for one entire cohort for IDSR focal points.
The NCA has signed the harmonization agreement together with other donors regarding payment of
allowances and has agreed to follow the “full board policy” which does not allow the provision of allowances.
This affected the participation in trainings of people form departments and districts outside of the MoH,
particularly when the training takes several days. Consequently, some activities were cancelled in 2018. The
mitigation measure has been to identify a collaborating partner to co-finance this training and is able to pay
allowances, although it has proven challenging to implement this.
The operational set-up of the programme in Malawi, due to the administrative difficulties in channelling
funds through government institutions and with the Norwegian Embassy proposing other partners than the
WHO Country Office, contributed to reduced effectiveness of the GHPP. This was eventually mitigated by
entering into a formal agreement with Norwegian Church Aid (NCA) in 2017 who facilitated financial and
administrative functions, after initial delays. The NCA is an independent diaconal organisation commissioned
by churches in Norway. It is a well-known organisation in Malawi present in the country since 2002. NCA has
a thorough knowledge of Norad administrative and management procedures. It has been involved in
supporting health programmes and projects in Malawi, working closely with the MoH and the Christian
Health Association of Malawi.

3.2.4 MOLDOVA
Although Moldova has a completely different country context, the GHPP was faced with similar challenges
that to some extent have hampered progress and effectiveness. The main challenges in Moldova were
related to frequent political and leadership changes leading to weak ownership and administrative followup related to financing activities locally. The political changes entail that there has been a frequent change
of positions in the MoH. Furthermore, the reorganization of the public health institute has caused substantial
delays in implementing activities under GHPP. The inability for GHPP to pay for local costs, including staff,
also contributed to weak ownership.
The NIPH has experienced, however, that being able to build a close and trustworthy relationship with key
stakeholders in the MoH and the public health institute, as well as improved collaboration with the WHO
Country Office facilitated the progress of the GHPP. In this regard, the activities related to development of
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guidelines and Standard Operating Procedures (SOP), and the implementation of the PPS, whereby the
activities were clearly defined and planned, have demonstrated satisfactory results. As such, the PPS will
most likely (at least partially) meet the intended outcome as defined in the results framework.
For the activities related to outbreak investigation as formulated in the results framework the review team
expects that the intended outcome may be achieved, although delays are noted. And while efforts were
deployed to strengthen the laboratory biosafety, it is unlikely that GHPP will achieve the intended outcome.
Even though it was not included in the results framework, the twinning between the NIPH and the Moldovan
public health institute was presented as exemplary during IANPHI’s annual meeting in Chisinau, in April 2019.
In addition to the above challenges that mirror those in Malawi, there are some specific challenges in
Moldova. Informants pointed at the brain drain in Moldova, representing an important risk undermining the
effectiveness and possible impact of the GHPP. Furthermore, Transnistria, an autonomous territorial unit
with special legal status at the border between Moldova and Ukraine, represents an important obstacle to
IHR (2005) implementation, as there is suboptimal collaboration and communication between that region
and the rest of the country.
Lastly, the operational set-up of GHPP at the NIPH may also have contributed to reduced effectiveness. In
the absence of a formal agreement to channel funds to Moldova through the WHO Country Office, the NIPH
had to organize all the administration and logistics from its offices in Norway. In practice, it meant that
relatively simple activities like organizing a workshop in Moldova became a major operational challenge.
Moreover, the NIPH was also faced with some staff turnover for the management of the Moldova GHPP.

3.2.5 PALESTINE
The already existing ties between the NIPH and the stakeholders in Palestine, with the NIPH being closely
involved in the establishment of the PNIPH, facilitated the implementation of the GHPP, and consequently
facilitated the progress and effectiveness of the programme. While solid progress is being reported across
the board for the Palestinian portfolio in the NIPH’s progress reports, the review team noted limited
alignment between the results framework, annual activity plans and progress reports, particularly for the
first years of the GHPP (2017 and 2018). The progress reports covering the activities in 2017 illustrate this:
for a number of activities included in the annual activity plan the progress report covering the first half of
2017 stated “no activities planned in 2017” while the report covering the second half of 2017 contained
details about these activities. Similarly, the progress reports addressed a number of activities that are not
linked to any objective, indicator or intended outcome in the results framework. Overall, however, activities
were mostly implemented according to plans.
Because of the close involvement of the NIPH in the establishment of the PNIPH prior to GHPP, and given
the importance of GHPP SO3, it is remarkable that support to PNIPH falls outside of the GHPP (although one
of the progress reports under GHPP includes activities implemented under this strategic objective). In fact,
while the NIPH funds the WHO Country Offices for implementation of GHPP activities in Ghana, Moldova
and Palestine, for supporting the PNIPH the NIPH is being contracted by the WHO Country Office. It concerns
essentially a different, complementary Norwegian funding stream and the overall objective remains the
same. It may have been more coherent, however, to include reporting under the GHPP, or to exclude SO3
from the Palestinian GHPP portfolio.
Another factor that has contributed to the effectiveness of GHPP in Palestine is the presence of a Palestinian
project coordinator in the WHO Country Office to follow up GHPP’s activities. The coordinator works closely
with the IHR (2005) Focal Point in the MoH, and this has also contributed to increased ownership of GHPP
in the MoH.
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The political context in Palestine is an obvious factor that compromises the effectiveness of any (health)
programme being implemented. GHPP has not been immune to that factor. Informants stated that generally
the progress of the programme in technical terms has been satisfactory, but issues related to governance
tend to take more time (e.g. action plan for human resources for health). The political context also causes
some geographical challenges. PNIPH employs staff in Gaza and at the West Bank, and because of the
difficulties for people traveling from Gaza to the West Bank, activities like workshops often need to be
organized in both locations, requiring double efforts and resources.
Finally, the overemphasis on infrastructure by the authorities as opposed to capacity building is another
hampering factor for the progress and effectiveness of the GHPP. The establishment of a laboratory with the
qualification “bio-safety level 3 (BSL-3)” as part of the upgrading of the laboratory infrastructure became a
political priority in Palestine. Considerable time and resources were invested in this sub-project, and it was
faced with serious delays and setbacks. In the end, due to lack of co-financing from WHO, uncertainty of
sustainable technical maintenance, possible import restrictions and a change in the MoH, it was jointly
agreed that an alternative option needed to be explored. Currently, the existing laboratory infrastructure is
being upgraded. More information can be found in chapter 4 of this report.

3.3 EFFICIENCY
The following review questions guided the review of GHPP efficiency:
How did the GHPP adapt to any obstacles (organisational, managerial, etc.) during the implementation?
Is the partnership model (e.g. global, country, etc.) efficient?
How does the partnership model contribute to strengthening of partner institutions?
Are there any opportunities for Norad/NIPH to learn from partner institutions?
What are the main difficulties in complying with NIPH/Norad requirements (e.g. reporting)? Are there any
other requirements (beyond administrative) that hamper the implementation of the programme?
Reviewing efficiency addresses the extent to which the most efficient process has been adopted to achieve
the objectives, in terms of cost-efficiency, timeliness and compared with alternatives. However, for this
review – and in line with the review questions outlined in the ToR, the review focused on the different
stakeholders’ capacity to deliver.
The NIPH had already some activities in three out of four partner countries and was also engaged in other
international activities prior to the launch of the GHPP. Most of these activities, however, were related to
specific research, or deployment of particular technical expertise. The GHPP brought new dimensions to the
NIPH in such a way that it became involved in institutional strengthening in low- and middle-income
countries. From an operational perspective, this required adaptation within the organization. In fact, the
GHPP is a cross-cutting programme within the NIPH and several departments from different divisions are
involved. The department of Global Health at the NIPH, which is part of the division Health Services, provides
leadership to the programme, but there is active involvement from the department of Zoonotic, Food- and
Waterborne Infections (the project coordinators for Malawi and Moldova are staff of this department, and
at least five other technical staff members of the department have been involved in GHPP), which is part of
the division Infection Control and Environmental Health. While there is currently an active policy at the NIPH
stimulating cross-cutting initiatives and programmes across different divisions and departments, it caused
initially some challenges with administration and logistics (e.g. salaries, and budgets for traveling, etc.).
The stakeholders at the NIPH recognize that a programme with an institutional strengthening component
requires a different skill set from providing high-level technical assistance. Indeed, the department of Global
Health has started training a number of staff in issues related to global development assistance. Operational
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experiences with working in the partner countries, primarily related to the fact that the NIPH has no legal
presence in these countries, or had no established partnerships at the start of GHPP, provided important
lessons learned. In all countries it proved challenging channelling financial resources to the beneficiaries for
hiring staff, organizing events and procurement of materials and equipment. In none of the countries the
health authorities did dispose of systems that were found to be sufficiently robust to receive and manage
funds, and alternative local partnerships had to be established. Even though from a contractual point of
view, the NIPH had to ensure that the cooperating partner had the necessary competence and internal
procedures (due diligence) to meet the requirements of the contract and had to follow up the cooperating
partner’s compliance with the contract throughout the programme period, the NIPH accountancy
department had limited experience with these kinds of operations, and it was in many regards learning by
doing. In most of the countries these challenges were eventually addressed by entering in agreements with
the WHO Country Offices (except for Malawi). The operational challenges faced during the start up, may
have compromised the efficiency (and effectiveness) of the GHPP to a certain extent.
From an operational perspective GHPP also faced some challenges with human resources. Four different
managers at NIHP managed GHPP since the start in 2015. And the Moldova portfolio had three different
project coordinators in four years.
The collaboration with and reporting to the MoFA during the first year of implementation (2015) appeared
challenging because of unclear instructions and changes in requirements and form of applications, contracts
and reports. This has delayed transfer of programme funds and implementation of some activities. NIPH
informants stated that this situation improved considerably when Norad took over the contract from MoFA
since mid-2016, although it still did take some time to get clarifications such as requirements for reporting,
project plans and audits. Initially, the financial reporting to Norad was found too demanding by NIPH and
discussions took place to simplify the system. In the course of 2017 it was mutually agreed to reorganise the
categorization of costs from three initial categories (NIPH costs, partner costs and activity costs) to four new
categories:
•
•
•
•

Cost per country, including specification of funds transferred to partner
Costs GHPP global
Cost per goal (objective)
Indirect costs

The review team had no access to detailed financial reporting from NIPH to Norad, but the financial reporting
in the bi-annual progress reports continued using the initial cost categorization. The “Norwegian/NIPH costs”
included in the initial budget in the grant agreement between Norad and the NIPH, represent approximately
62% of the total budget, while the partner costs accounted for 22% and the activity costs for only 16%. It is
not fully clear to the review team how these different cost categories were accounted for (also considering
the initial challenges with channelling funding directly to the partners in the countries), which impedes the
review team to make a fair judgment on cost-efficiency.

3.3.1 GLOBAL LEVEL SUPPORT
The efficiency of the GHPP for its global level support has not posed any particular challenges. Most of the
activities at the global level are related to meetings and workshops, and also to a certain extent to support
the GPMB. Almost all the GHPP bi-annual progress reports state that the budgeted costs for global level
support were lower than expected during the reporting period. It may reflect that less activities were
implemented than foreseen, or that is was done in a more cost-efficient way. In fact, it can be stated that
with a relatively low investment for its global level support, the NIPH and the GHPP have been able to earn
a seat at the global health security table and to serve as an example for other countries.
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3.3.2 GHANA
The Ghana GHPP activities only started in 2017 and before the NIPH reached an agreement with the WHO
Country Office to manage the programme funds in February 2018 the ownership and implementation of
activities were reportedly challenging. Since December 2018 a technical officer was hired through WHO to
support rolling out the GHPP activities. In terms of efficiency, the Ghana portfolio appears less challenging
than the other partner countries. In addition to the relatively stable country context, informants stated that
the NIPH country project coordinator is rather strong from an operational point of view, which has possibly
also facilitated greater efficiency, but time is rather short to make an informed judgment.
The partnerships in Ghana appear to be functional. There is a joint MoU between GHS, WHO, MoH and the
NIPH, and a separate MOU between University of Ghana and NIPH. Both MoUs stipulate that the partners
are required to support the NIPH in its technical reporting to Norad. In terms of financial reporting, the
accountancy systems of WHO are accepted by the NIPH and the University of Ghana will undergo an external
audit, which is a standard requirement of NIPH for most of the projects that are funded with external
resources. Reporting capacity of these partners is perceived as sufficient. The WHO processes to disburse
funds to GHS are considered lengthy, but this is also taken into account by the NIPH in its planning. The
financial processes at the University are similar to the ones the University uses for receiving external funding
(e.g. CDC, USAID), and they are perceived as being sufficiently robust.

3.3.3 MALAWI
The Malawi portfolio suffered from reduced efficiency because of a lack of capacity at the level of the
partners in the country to receive and disburse funds. At the start of the GHPP the NIPH seconded a staff
member to PHIM for a two-year period through a formal agreement. Due to the fact that there were no
other formal agreements yet with partners in Malawi, and since the NIPH did not have a legal entity in
Malawi, the employee had to administer substantial amounts of funds for the implementation of GHPP
activities, whereby both the employee and the NIPH were exposed to risks. Following discussions with the
Norwegian Embassy in Malawi and after conducting a partner evaluation of the health authorities' capacity
to manage funds safely in accordance with Norwegian financial regulations, it was considered
administratively challenging to transfer GHPP funds to the Malawian MoH, (or PHIM). Moreover, using WHO
was also taken into consideration, but not selected as it was also found that WHO may have limitations for
implementation. Following the recommendation of the Norwegian Embassy in Malawi, the NIPH opted
therefore to establish a collaboration with the NCA country office for the administration of funds, and for
hiring staff and procurement of materials and equipment. The collaboration with NCA started in 2017. While
this solution was appropriate in terms of operationalization of the GHPP, from a technical perspective the
NCA would not be the most logical partner for a programme like GHPP. The NCA in Malawi announced
recently to the NIPH that it would no longer continue its activities on behalf of the NIPH. The NIPH should
therefore look into other options to continue the operationalization of the GHPP in Malawi.
The process of finding an adequate way to channel funds to the beneficiaries in Malawi has taken some time
and consequently the implementation of activities (and related budget execution) faced delays.
The reported challenges to get the PHIM established appropriately and to provide institutional support also
had repercussions on the efficiency of the GHPP in Malawi, and the situation continues up to today. With
also the NCA finalizing its GHPP activities, the NIPH needs to identify an appropriate alternative option.
Partnering directly with the MoH without a third party involved is not under consideration. The present
institutional set up the PHIM may not be the best suitable for the NHIP to engage in other types of
institutional support, (i.e systems support). As mentioned by several interviewees, the fact that the PHIM is
yet to become an autonomous body is a key constraint to its further development. PHIM has now officially
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been delegated the role of National Focal Point for IHR (2005) in Malawi, which reinforces working with
PHIM as a primary partner. The review team believes however that direct support through the MoH (in case
allowed by Norwegian rules and regulations) is likely to create another layer of bureaucracy, and
consequently impact efficiency and effectiveness. A new country representative of WHO has also recently
arrived in Malawi, which also provides a possibility to reconsider working through WHO.

3.3.4 MOLDOVA
The initial model that the NIPH deployed for GHPP in Moldova was far from efficient. Despite the existence
of a formal tri-partite MoU between the NIPH, the WHO Regional Office and the national public health
institute of Moldova, the NIPH struggled to identify partners in Moldova that either had the required systems
in place to receive and disburse funds (e.g. MoH, national institute of public health) or were willing to take
this on (e.g. WHO). Consequently, the NIPH had no other option than to operationalize the GHPP from
Norway. This meant that the implementation of all activities (e.g. organizing meetings and workshops,
procurement of materials and equipment) had to be done by staff at the NIPH in Oslo and that local
Moldovan suppliers had to respond to tenders from the NIPH in Norway. As such, employees with high-level
technical expertise in public health spent a disproportional amount of time on administration and logistics.
Informants also stated that Moldovan suppliers may have taken advantage of the lack of local presence and
experience at the NIPH to charge higher prices for services and products.
During the second semester of 2018 a new WHO Country Representative arrived in Moldova who showed
interest in establishing a formal agreement with the NIPH and WHO Country Office for the administration of
the GHPP funds. This resulted in an agreement being signed in September 2019, which provides the NIPH
with the possibility to channel funding to Moldova directly. It reportedly contributes considerably to
improved efficiency, and the cooperation through WHO greatly facilitated the implementation of the
activities, although there should be some caution for the way GHPP activities are being implemented.
Another concern that was raised in terms of efficiency after the handover of administration of funds to WHO
is that Moldovan suppliers continue to charge high prices for products and services, and in addition the
overhead of 13% for the WHO Country Office is now also applicable. Although the agreement with the WHO
Country Office is fairly recent, the NIPH relies on WHO’s capacity to manage the funds, and to report both
technically and financially to the NIPH. Channelling funding directly to the MoH or to the national public
health institute remains not possible for the time being because the systems are not designed to receive
external funding, and the staff would consider it as a heavy additional burden.
Apart from the operational challenges, the continuous reorganization of the health sector, including the
restructuration of the national public health institute from the start of GHPP has undoubtedly impacted the
efficiency of the project negatively.

3.3.5 PALESTINE
The collaboration between the NIPH and the WHO oPt for the GHPP project was formalized almost from the
start, also because the NIPH had already existing ties with the WHO. There was however not a dedicated
WHO staff member deployed to support the implementation of the GHPP activities at that time, and
therefore many activities had been postponed due to the fact that WHO employees did not have sufficient
time to follow up on GHPP activities. Furthermore, some lack of ownership of the GHPP at the level of the
MoH also hampered the efficiency of the GHPP at the start. In 2017, the WHO hired a Palestinian project
coordinator to follow up on the GHPP activities, and this has been an important facilitator for efficiency
gains.
As referred to above, the political and geographical context of Palestine also contribute to reduced
efficiency. WHO and PNIPH employ staff in Gaza and at the West Bank, and because of the difficulties for
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people traveling from Gaza to the West Bank, activities like workshops often need to be organized in both
locations, which requires double efforts and resources.
NIPH and WHO stakeholders stated that there is a very smooth collaboration between the NIPH, PNIPH and
WHO. Reference was made to the active engagement of the Representative Office of Norway to the PA.
There are however some possible efficiency gains by a closer collaboration with the MoH. While from a legal
perspective the PNIPH reports to the Cabinet of the Prime Minister, MoH stakeholders stated that MoH is
not being consulted or kept informed in certain discussions and during meetings and missions, and that the
work undertaken by PNIPH would in fact be more appropriate to be carried out by departments of the MoH.
An important lesson learned in terms of efficiency is the planned procurement and establishment of the BSL3 laboratory. The feasibility of such a laboratory in the Palestinian context was in fact never adequately and
professionally addressed, and it finally appeared not to be feasible. See Chapter 4 for more information.
According to the review team, this case also illustrates the competing interests in providing high-quality
technical expertise as opposed to institutional capacity strengthening

3.4 SUSTAINABILITY
The following review questions guided the review of GHPP sustainability:
Are there materials (guidelines, SOPs, other) developed by GHPP that are being used by global and national
institutions or other programmes/projects?
What activities will need to continue even after the GHPP ceases to exist?
How will the benefits of the programme continue after the programme funding has ceased?
Is there an “exit plan” (both from a technical perspective, as well as from a financial perspective: can
funding be secured from internal/domestic resources, or from external resources)?
Norad raised concerns about the sustainability of the GHPP when it was given the opportunity by the MoFA
to comment on the first project proposal NIPH submitted to the MoFA in 2014. At that time, Norad
highlighted that while the project did foresee the establishment of national public health institutes, it was
not fully clear in the proposal how these institutions would operate over time, how they would contribute
to national systems, and what it entailed in terms of technical and financial sustainability. Sustainability is
an integral and mandatory part of the 2016 grant application from NIPH to Norad. An important
consideration for sustainability is the clearly expressed interest and commitment by the national
counterparts to the implementation of the IHR (2005) core competencies. Reference is also made to the
capacity of the partner institutions to mobilize adequate resources, as well as to its national responsibility
in terms of IHR (2005) implementation. NIPH also states that local funding needs to be secured through the
annual budgets of the MoH. Moreover, the NIPH committed to working together with the partner
institutions to develop an exit strategy.
According to the current agreement, GHPP will remain active until the end of 2020. Both at global level and
for country support, the efforts of GHPP towards developing tools and guidelines are likely to continue after
the GHPP funding has ceased. NIPH and Norad informants stated that the programme has certainly
contributed to increased awareness around IHR (2005) globally and in the countries, and it has actively
contributed to increased exposure of both Norwegian and partner country stakeholders to other and new
ways of working, as well as to international networks. NIPH informants also stated that, in the partner
countries, GHPP has undoubtedly contributed to improved health systems and improved technical capacity
to prevent, detect and respond to public health threats. Another benefit of GHPP is increased synergy
between countries and the development of generic modules and training packages that can be used in
several countries (e.g. FETP, PPS).
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According to the current GHPP implementation timeframe there is still time to develop exit strategies jointly
with the national stakeholders. Exit strategies are still to be developed in the partner countries. Only
Palestine has already a transition plan for PNIPH in place. NIPH is fully aware that there needs to be a
responsible exit in case GHPP can or will not continue supporting the project countries. To some extent, it is
expected that NIPH will remain involved in these countries even if GHPP would end.

3.4.1 GLOBAL LEVEL SUPPORT
For the global level activities at the NIPH there is some obvious overlap, and it is not always possible to
distinguish between activities that have been done under the GHPP and which have been done as part of
NIPH’s mandate as a national IHR (2005) focal point and other general provision of technical expertise for
global health security. Catalysed by the GHPP, the NIPH has been able to participate in many different
initiatives at the global level, including development of tools for IHR (2005) implementation and participation
in JEEs. As governmental institute of public health in Norway, the NIPH will remain involved in the majority
of these activities, regardless whether the GHPP continues after 2020 or not. As such, it will continue to
contribute to the GHSA, to participate in WHAs, the GPMB, as well as in Nordic + meetings and other
activities at the European level, although perhaps with reduced efforts because of reduced funding.

3.4.2 GHANA
The advantage of the Ghana portfolio is that the NIPH works closely with other partners like Public Health
England, and that the government has demonstrated ownership and leadership in terms of IHR (2005).
Benefits of the GHPP that are likely to continue in case the support for Ghana is discontinued, include the
work done around chemical preparedness as it is now fully integrated into the FETP curriculum. In addition,
employees of GHS are being trained to support the Poison Control Center of the Occupational and
Environmental Health Unit of the Public Health Division of GHS in strengthening chemical events
preparedness and response. A set of activities including training personnel in chemical event surveillance
and response and the development of a health sector national emergency preparedness and response plan
and procedures for chemical events or incidents management should make chemical events preparedness
investments sustainable
It is also likely that the OneHealth technical working group will continue, although more on an informal basis
(currently it is still supported by WHO under the GHPP). Without sitting allowances being provided postGHPP, frequency of and attendance to meetings may drop or stall. The WHO and NIPH have encouraged
closer alignment with the AMR technical working group since many persons are members of both
committees. Going forward, and if no other external funding can be secured, the WHO is likely to promote
chemical event preparedness in using the Ghanaian development model and tools.
A proper exit strategy has not yet been developed, but there is still time to do so.

3.4.3 MALAWI
While efforts to establish PHIM may not yet have led to a fully and consolidated establishment of the PHIM,
the GHPP has contributed significantly to its basis, and PHIM is likely to continue to work towards a semiautonomous institute, even if GHPP support is not maintained. After the first year, GHPP activities were
intentionally designed to support the technical work of PHIM rather than to provide institutional support
because of the uncertainties around its establishment. The fact that Malawi does not dispose of sufficient
financial and human resources to sustain IHR (2005) core competency implementation, and the fact that the
country is faced with many other public health priorities, represent important challenges for sustainability.
External funding and technical support will remain necessary in the medium- to long-term. In addition, the
high turnover of key staff members in the concerned institutions (PHIM and MoH) also puts sustainability at
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risk. The PHIM is heavily dependent on the support provided by GHPP to carry out some of its key functions,
i.e. national outbreak investigations, elaboration of weakly disease surveillance reports.
When asked for the main benefits of the GHPP in case there is no second phase, the majority of the
informants mention the tools that were developed, as well as the processes that were put in place, in
addition to increased awareness around IHR (2005) and the know how acquired and put into practice by
those that participated in the FETP and IDSR training.
When asked about the existence of an exit plan, several national interviewees stated that such a plan does
not exist. They also referred that there has never been a discussion on an exit plan. Under the current GHPP
there is however still time to develop it. Since there are hardly any other donors in Malawi that are working
on IHR (2005) core competency implementation and there is only some fragmented interest, sustainability
remains fragile.

3.4.4 MOLDOVA
As it is the case for Ghana and Malawi, it is very likely that tools and guidelines developed under GHPP will
remain beneficial for IHR (2005) in Moldova. Informants stated that the work done around PPS is also very
likely to continue, although Moldova may need to compromise on materials and frequency of training
because the authorities will not be able to invest similar level of resources as GHPP provided. Also, Moldova
intends to do yearly refresher training for hospital staff in PPS, which may in fact be too ambitious in terms
of financial resources, even under the current GHPP.
Another GHPP output that will contribute to sustainability is the exposure of the involved staff to other ways
of working and the exposure to international networks.
With WHO contracted to manage GHPP funds and to support programme implementation, chances for
sustainability also improved.
Moldovan informants did not expect that other external funding sources will be identified to continue
investing in IHR (2005) core competency development. The IHR (2005) implementation started with a
governmental decision, and across various sectors several institutions are involved. These institutions have
specific government budget lines (e.g. emergencies, public health threats) tied to IHR (2005) activities, but
these budgets are minimal.
No exit strategy is in place and informants stated that Moldova is not likely to mobilize sufficient internal
and external resources to continue activities currently supported under GHPP, but there is still time to
develop the exit strategy.

3.4.5 PALESTINE
Although strengthening of the PNIPH is not considered as a core activity under GHPP, it is one of the three
strategic objectives of the GHPP and NIPH has provided some information on progress in the first reports of
the GHPP. PNIPH is still perceived a WHO project, but informants confirmed that a transition plan covering
the period 2020-2023 is under development, in which the transition from WHO to the PA is the main
objective. It is foreseen that the PNIPH will function as an independent entity under the Cabinet of the Prime
Minister in order to operate across several sectors. An important challenge for the transition is the level of
funding by the PA for the PNIPH. Even though there is a strong commitment from the authorities, not only
technical but also financial, the financial situation of the PA remains unpredictable, which is inherent to the
political context of the region. In the transition plan a fall-back strategy is being considered in the form of a
joint or common basket funding mechanism.
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There are also other donors in Palestine that interested to continue working on IHR (2005) implementation.
WHO considers IHR (2005) implementation, and the PNIPH in particular as a structural contribution to
building the Palestinian state.
Informants confirmed that tools, SOPs and guidelines are among the benefits of the programme that are
very likely to continue beyond GHPP. And while delayed, the foreseen upgrading of the laboratory
infrastructure will also yield results for the long-term. However, IHR (2005) implementation requires further
investment and informants are hesitant about the financial capacity of the authorities to sustain it.

3.5 PARTNERSHIPS
The following review questions guided the review of GHPP partnerships:
How has the institutional and partnership model facilitated (or hampered) the achievement of global and
country programme objectives?
Does the partnership model (e.g. global, country, etc.) contribute to effective implementation of the GHPP?
Do you think that the GHPP selected the right partner institutions in the countries?
In Malawi and Palestine, the NIPH had already established a working relationship with the MoH and the
respective national public health institutes, and in Palestine also with WHO before the launch of the GHPP.
In Moldova and Ghana, the relationships were established at the start of the GHPP.
The agreements with institutions under the GHPP in the partner countries are summarized in the following
table:

- Ag reements with institutions under GHPP
GHPP Agreements
Malawi
2015

MoU

MoH – NIPH – IANPHI

2017

MoU

MoH (through PHIM) – NIPH – NCA

2017

Partnership Agreement and MoU

NIPH – NCA

2017

MoU

MoH – GHS – NIPH – WHO

2017

Collaboration agreement

NIPH – WHO

2018

Collaboration agreement

NIPH – University of Ghana

2018

MoU

NIPH – University of Ghana

2014*

MoU

MoH Moldova – MoH Norway

2017

MoU

NPHA – NIPH – WHO (regional office)

2019

Donor agreement

NIPH – WHO

2011*

MoU

Palestinian Authority – WHO – NIPH

2016

Donor agreement

WHO – NIPH

2017

Project collaboration agreement

WHO – NIPH

Ghana

Moldova

Palestine

*Agreements established before launch of GHPP

Ghana is the only county where there is a formal collaboration with a University (School of Public Health),
which appears to be an effective, functional partnership.
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3.5.1 NATIONAL INSTITUTES OF PUBLIC HEALTH
For all four countries, establishing a more or less formal partnership with the national public health institute
for strengthening IHR (2005) core competencies is an obvious step, considering that the third SO of the GHPP
aims at strengthening institutional capacity of national institutes of public health in partner countries (SO3).
Even though the partnership may not be laid down in a formal agreement or MoU between the NIPH and
the national public health institute, partnerships with these institutes can be generally considered as
functional to very functional, except for Malawi where there are clear weaknesses in terms of
implementation capacity. Considering the third strategic objective, there are however missed opportunities
to value and report on these partnerships - and the institutional strengthening - in the context of the results
framework, the annual activity plans and the progress reports. Also because the national public health
institutes fulfil an important role in the achievement of the first strategic objective (support assessment,
prioritization and implementation of actions to meet specific IHR (2005) core competencies).
In none of the four countries the national institute of public health receives direct financial support through
the GHPP. Risk assessments and particular requirements related to channelling funding to government
institutions in low- and middle-income countries may impede this, but the review team believes that
national institutes of public health are the main entry in the partner countries for a programme like GHPP
and that institutional strengthening could also cover financial management.

3.5.2 MOH
Except for Palestine, there are or were also bilateral or tri-partite agreements with the MoHs in the partner
countries. Although IHR (2005) implementation is considered a multisectoral affair, the MoH is generally the
main entity addressing IHR (2005) implementation. The role of the MoH in the GHPP depends to a large
extent on the country context. In Palestine and Malawi, the IHR focal point is a MoH employee, while in
Ghana the focal point works at GHS and in Moldova the focal point is a NCPH employee.
In Moldova, there was initially a direct formal agreement between the Norwegian MoH and the MoH while
there is currently a tri-partite MoU between NIPH, NCPH and WHO. Moreover, there is now also a bilateral
agreement between the NIPH and WHO Moldova. For the day-to-day operationalization of the GHPP there
is in fact limited interaction with the MoH since everything runs through WHO and NPHA.
In Malawi, the MoH is a key player because PHIM operates under the MoH. It is foreseen that the PHIM
becomes an independent legal body, but so far this has not materialized yet. The NIPH is aware of the
challenges involved in the provision of support to PHIM and will have to plan accordingly. It is worth noting
that in the country, there has gradually been more recognition of the role of PHIM, even if it is not yet a
semi-autonomous body. It has the mandate to coordinate IHR (2005) implementation, which was not the
case at the start of the GHPP, and it has been delegated the role of National Focal Point for IHR (2005).
In Ghana, GHS is an independent body under the MoH. It provides health services throughout the country
on behalf of the government. The public health institute is yet to be set up but the GHS has a disease control
unit which currently operates as the Ghana CDC.
In Palestine GHPP works with the MoH through the IHR focal point. Informants expressed some
dissatisfaction about the mandate of the PNIPH, which is perceived to overlap with the MoH’s mandate.
Recognizing that overall the collaboration with MoHs should still improve, involved NIPH stakeholders
expressed a preference for working effectively in and with the countries: mainly through WHO country
offices and with national institutes of public health, and if functional, also with MoHs.
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3.5.3 WHO
In all countries except Malawi, the NIPH has a formal agreement with WHO for the implementation of the
GHPP. In Moldova and Palestine, WHO is the only entity in the country that has been contracted by the NIPH
as an implementing agency, while in Ghana the University of Ghana was also contracted for implementation
of a number of activities. In addition to being a technical partner for IHR (2005) implementation, the reasons
for contracting WHO were in the three countries mainly related to operational management: channelling
funds, organizing events, hiring staff, and procurement of goods, services and equipment.
In all countries, as well as at the regional and global level, WHO is an important technical partner when it
comes to IHR (2005) implementation. The IHR (2005) require all Member States to develop a set of core
competencies in surveillance and response. The IHR (2005) reinforce WHO’s central role in managing public
health events of (potential) international concern for which it needs to maintain systems, networks,
partnerships to rapidly identify, verify and assess public health risk of international concern. Its ability to
meet these requirements relies on the operational readiness and responsiveness at all levels of the WHO.
At the country level, WHO is the frontline in epidemic intelligence, risk assessment and response to acute
public health events in the country. Depending on the region, the WHO Regional Office also plays a vital role
in IHR. The Regional Office for Africa, for instance, works with Inter-Country Support Teams (IST) that support
countries with guidance and support in outbreak verification, assessment, response, and monitoring and
evaluation. For the work in Moldova, the Regional Office for Europe was involved and is part of the MoU
with the NIPH signed in 2017. The Regional Office for the Eastern Mediterranean supported the WHO office
in oPt with the foreseen procurement of the BSL-3 laboratory, complementary to the GHPP, and some funds
would be provided by the Regional Office for continuation of the activities in case there would be no second
phase of GHPP in Palestine. However, when asked for linkages and involvement of the WHO Regional Offices
with the GHPP, very few interviewed informants had knowledge about the concrete role and tasks of the
Regional Offices in terms of IHR (2005) implementation.
Views and perceptions vary about WHO’s role in the GHPP. There is overall agreement and recognition that
WHO is an important partner from the technical perspective, both globally and in the countries. It has a
central leadership role in monitoring progress, evaluating outcomes, and reporting. The central leadership
role may have been challenged to some extent by the US initiated and led GHSA. Informants generally stress
the importance for WHO to have a leading role, and the supporting efforts that Norway deployed in this
regard are appreciated. WHO is also responsible for convening and aligning support to address any gaps
identified, and some informants also consider it a WHO role to support the building of core competencies.
As such, questions arise about the capacity of WHO in the countries to do so, and whether or not the
NIPH/GHPP should complement this capacity, if needed. Similar institutes as NIPH in the region (e.g. UK,
Finland, Sweden) and IANPHI, however, consider the model deployed by NIPH in collaboration with WHO in
the countries as an example to follow. Informants stated that it is important to have WHO on board. While
this may indeed be true from a technical perspective, questions arise about WHO’s capacity to implement
the programme at country level. As the GHPP has clearly demonstrated in some of the partner countries, it
very much depends on the available capacity, leadership and motivation at the respective WHO Country
Office whether or not the GHPP is being implemented effectively and efficiently. Because of the limited incountry presence of NIPH staff and because of relatively little experience with operationalizing similar
programmes, the cooperation with the WHO Country Offices in Palestine, Moldova and Ghana is perceived
as very functional compared to follow-up directly from the NIPH offices in Oslo. The selection to work
through WHO within the NIPH/GHPP context is therefore defendable, also because of its close linkages to
the technical content of the programme. The situation in Malawi, where the GHPP is being operationalized
through NCA may be more effective and efficient but NCA has no direct involvement in the technical content
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of the programme. WHO is however generally not recognized as an efficient project implementing agency
and its standard overhead rate is an additional cost.

3.5.4 IANPHI AND OTHER GLOBAL LEVEL SUPPORT
At the global level, the collaboration with WHO is less characterized by operational aspects (e.g. channelling
funds, etc.). Indeed, the GHPP activities at the global level are more related to participation in meetings and
development of tools, that are operationally less challenging. The work done to support the GPMB is an
example of an effective and efficient partnership at the global level, and so is the input of the NIPH into the
two GHSA Action Packages (AMR and real-time surveillance).
IANPHI’s role is complementary to WHO’s normative and standard-setting role, as it is an enabler of national
institutes for public health and brokers international peer-to-peer links between these institutes. It focuses
on strengthening public health capacity in low-resource countries by strengthening national institutes of
public health, although its reach is somehow limited because of its capacity. There is in fact no overlap
between what IANPHI intends to do and what the GHPP is doing; IANPHI plays a more coordinating role and
ensures there is no duplication of effort. The NIPH is an active member of the IANPHI network and
participates in most of the meetings (under the GHPP). Some of the interviewees advocated for a more
prominent role and strengthening of IANPHI.

3.5.5 THE NIPH AS A PARTNER
In the partner countries, interviewees referred to the NIPH as dedicated, competent, culturally sensitive
partner. Additionally, the partnership is of a horizontal nature and decisions are made jointly. The
stakeholders interviewed, referred the quality of the technical assistance received from the staff of the NIPH
and appreciated the fact that they are readily available to provide the technical support not only when they
are in the country for the planned visits, but also remotely whenever there is a need.
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4 SUMMARY OF CASE STUDIES
It was not intended to carry out a detailed review of all activities in the partner countries under the GHPP.
It was however agreed that a selection of individual activities, or a group of activities, would be reviewed
through a more in-depth analysis. As such, jointly with Norad and NIPH the following activities were selected
for a more in-depth review:
•
•
•
•

Ghana: Chemical events/environmental epidemiology
Malawi: Frontline Field Epidemiology Training Programme (FETP)
Moldova: Point prevalence surveys in hospitals
Palestine: Laboratory improvements (Biosafety level 3 laboratory)

Below the review team summarized the key findings for these activities, according to the agreed review
criteria (relevance, effectiveness, efficiency and sustainability):
Ghana: Chemical events/environmental epidemiology
Short description of the activity:
In 2016 a tabletop exercise on chemical events identified gaps and areas of improvement in chemical preparedness
at national and district levels. It was therefore decided to include this theme as one of the main interventions in the
Ghana portfolio. Activities included capacity building in chemical preparedness, and supporting FETP in
environmental health, whereby a country specific module on chemical preparedness and detection of chemical
events was developed, in collaboration with the University of Ghana School of Public Health and with Public Health
England. Furthermore, support was provided for training of trainers and for the implementation of the FETP module.
Also stakeholder meetings were organized to increase stakeholder engagement, and the SOPs of GHS and other
policies and legislation were reviewed and mapped. And a tailored risk assessment tool for chemical hazards was
developed and tested.

Relevance

The capacity building in chemical preparedness activities proposed under the GHPP
for Ghana are based on the 2016 simulation exercises and are in line with objectives
CE1.1 and CE1.2 of the 2018 NAPHS draft. In addition, these activities are also in line
with the objectives of the GHPP to support the partner country's ability to detect and
respond to events of public health concern.

Effectiveness

The objectives already achieved in terms of specific training on chemical
preparedness and detection of chemical events for the FETP show that this
programme component has been implemented effectively. The development of a
tailored risk assessment tool for chemical hazards for the Ghana setting, which must
be validated before starting regional risk assessment is also well under way.

Efficiency

The development and implementation of products and training to strengthen the
management of the public health impact of chemical hazards including chemical
events investigation and surveillance should be carried out over the planned duration
of this programme without exceeding time. The cooperation with the University
Ghana that has been established contributes in the opinion of the review team to the
efficiency. In addition, the use of the pre-existing Public Health England's Chemical
Module for the FETP for adaptation by the University of Ghana is also considered as
efficient.

Sustainability

The tools developed as part of the FETP training courses for the chemical hazard
Rapid Risk Assessment, and the knowledge acquired are assets for Ghana. Within the
framework of the NAPHS a number of follow-up activities are planned to strengthen
chemical events preparedness and response in Ghana. These activities include
advocacy for the inclusion of chemical events in institutional documents such as the
IDSR as well as the development of a health sector national emergency preparedness
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and response plan and procedures for chemical events or incidents management.
Additional support in this sense to anchor investments related to chemical event
preparedness seems justified and would serve as a model to be developed for other
countries. No other partner supports the implementation of chemical events core
capacity in Ghana.

Key lessons learned

Chemical events preparedness remains poorly covered by the usual partners who
support the implementation of the IHR. In collaboration with PHE and the University,
an original partnership model has been developed that has proven to be effective
and should provide more sustainability for the activities under consideration. The
tools developed for training or for rapid risk assessment of chemical events could
serve as a model for other countries and the NIPH could also capitalize on its
experience to support the development of this niche for other countries if the GHPP
were to be renewed. This approach would be all the more relevant as ‘Capacity 12 Chemical Events’ is the one presenting the greatest challenge at the global level with
only 50% of implementation.

Malawi: Frontline Field Epidemiology Training Programme (FETP)
Short description of the activity:
In collaboration with US CDC, capacity building activities started in 2016 through the FETP. Frontline FETP is a 3month training program aimed at advancing surveillance capacity of MoH and Ministry of Agriculture Irrigation and
Water Development (Animal Health and Livestock Development) by training staff in basic field epidemiology. The
training is structured into 3 workshops, 2 field work sessions and graduation. While this activity has been primarily
financed by the Malawi CDC Country Office, the NIPH has supported the programme in facilitation and mentorship.
In order to strengthen the sustainability of the program and ensure that there is sufficient in-country capacity to
lead the FETP, an agreement was made with WHO Lyon and the South African FETP to include two key personnel
from Malawi in the master level program in South Africa, of which one place was funded by the GHPP.

Relevance

Building capacity of the public health workforce for surveillance and response is one
of the mandates of the PHIM. The MoH established IDSR teams in all districts in 2003
to conduct surveillance on epidemic-prone diseases and respond effectively.
Subsequently, the number of diseases under surveillance was expanded following the
introduction of the IHR. The MoH recognizes the need to strengthen diseases
surveillance and response to diseases of national and international importance.
Inadequate number of staff with the necessary skills for outbreak investigation and
reporting has been identified as one of the main challenges the country faces for
implementation of IHR. The support provided by the GHPP to conduct frontline FETP
is an attempt to fill this gap, particularly at the district level.
For the initial FETP training, the CDC support for frontline FETP and the support from
GHPP were complementary. I-TECH was contracted by CDC to provide technical
assistance to lead the FETP programme. With the additional technical assistance
provided by the NIPH through GHPP it was possible to complement facilitation and
mentorship capabilities to conduct the frontline FETP. Through the practical work
conducted by trainees it has been possible to identify additional weaknesses in the
quality of routinely collected data and reporting systems, which are discussed during
the training together with corrective measures, which adds value to the training
provided

Effectiveness

The achievements of the FETP support provided include: i) provision of technical
support to PHIM (with CDC and ITECH) to launch the 3-month frontline FETP, ii)
facilitation and mentorship for the first three cohorts of frontline FETP including data
quality reviews and outbreak investigations, iii) technical support for preparation of
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conference presentations for Malawian frontline FETP graduates; iv) financial support
for one-cohort of 3-month frontline FETP for IDSR focal points; v) financial support for
a Malawian participant in the 2-year South Africa FETP.
The GHPP did not have a specific target to achieve - over its implementation periodregarding the number of people to be trained in frontline FETP. At the time of
elaboration of the annual plan, a decision was made on the number of participants to
be trained in the year (15). A total of 93 graduates from 8 of the 28 districts have
benefited from frontline FETP. There is still a long way to go to ensure that staff from
all districts have undergone this training.
Currently, the Frontline FETP depends on the disease surveillance officer and trainees
who are graduates from previous cohorts to be trainers and supervisors, but they have
other responsibilities in the districts over and above disease surveillance and
response. The lack of remuneration for the efforts of these trainers/supervisors
demotivate them from participating in the scale up of the FETP. Furthermore, GHPP
has agreed together with other donors to the application of the “full-board policy” by
which payment of allowances to government staff participating in workshops is not
allowed. This has prevented some to participate in training activities and has also led
to the cancelation and delay in conducting some training.
According to some interviewees, some FETP graduates are showing investigative
skills—they can capture, analyse and interpret data resulting in better data
registration and reporting. The district outbreak response previously included
exclusively environmental health staff but it is broader including clinicians, nurses and
animal health practitioners However, the effectiveness of front line FETP and its
impact on IHR capacity has not been monitored nor evaluated, although this is
currently being planned by CDC Malwi.

Efficiency

It is likely that there could have been some efficiency gains if a larger number of
participants were included in each training cohort.
The decentralization of the training venue for FETP alleviates the dissatisfaction with
“full-board” policy. The recruitment of mentors from districts alleviates capacity gaps
at central (PHIM) level

Sustainability

The front line FETP is highly dependent on donor funding both for logistics as well as
for technical capabilities, which decreases the perspectives for sustainability. The
government funding for frontline FETP is primarily in-kind. Currently the PHIM is
heavily dependent on the disease surveillance officer funded by the GHPP to organise
and conduct the front line FETP. Several interviewees referred, that if this person was
not there, front line FETP led by the PHIM would not take place.
The fact that some formers trainees can be trainers and have already facilitated
training sessions in frontline FETP is contributing to sustainability.
Given the limitations of staff capacity (numbers and skills) at the PHIM it is worth
reflecting upon whether or not it would be feasible and probably more sustainable if
this training could be provided by teaching institutions, who already have this capacity
or are interested in building this capacity. There does however not appear to be
consensus about this option since CDC and NIPH expressed concerns about the
academic emphasis on the programme.

Key lessons learned

Considering the funding available for the implementation of the GHPP and its
timeframe, as well as the priorities defined and the technical capacities available incountry, the decision to provide specific support for front line FETP, who are the
backbone of the system, was a right decision.
The availability of on-site technical assistance were key for the implementation of the
training.
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For a collaboration of this nature, it is important that issues of sustainability are taken
into consideration from the onset of the programme. For example, if there would have
been a particular unit at the PHIM responsible for training, there could have been
greater possibilities for knowledge transfer and institutionalisation of the FETP
training. The review team was not informed if alternative models for provision the
support for frontline FETP were discussed.

Moldova: Point prevalence surveys in hospitals
Short description of the activity:
In Moldova, the establishment of a national Point Prevalence Survey (PPS) of health care associated infections in
hospitals was identified as a priority area for intervention under the GHPP. It supported facilitation of knowledge
sharing between the NCPH and peers in the Public Health Institute in Romania as well as in Norway. A national
working group for the PPS in charge of designing SOPs was established, Moldovan experts participated in the PPS
collection at Lovisenberg hospital in Oslo, a workshop with participation from Romania was held and a PPS pilot was
organised in five hospitals, after which an improved PPS protocol was implemented. Hospital staff was trained
towards the end of 2018 and subsequent implementation of the PPS in all Moldovan hospitals occurred.

Relevance

The initial assessment in 2016 performed by NCPH, NIPH and WHO underscored the
importance of hands-on training and updated skills as an important need for the
country but no specific reference to PPS of HAI was made. It is mainly after the JEE in
2018 that a prioritized implementation of surveillance of HAIs and antibiotics in
hospitals through the PPS appears in official documents. The status of HAI in hospitals
in Romania may have triggered this interest.

Effectiveness

The same constraining factors developed previously for Moldova such as long periods
of restructuring for MoH and MCPH applies here and has negatively impacted the
effectiveness of the programme.

Efficiency

The existing ECDC model and templates for PPS of HAI that were already translated
into Rumanian made this activity more efficient.
Considering that no NIPH staff was in-country to support the development of the PPS
, which started in 2017 from the development of a national framework for PPS until
the nationwide PPS carried-out in 67 hospitals in 2018, the review team considers
this activity as efficient.

Sustainability

The tools developed for the PPS and adapted to Moldova's need can be considered
as an asset for Moldova. Staff in the national agency has acquired know-how to run
the PPS for HAI in Moldova. Internal resources could be made available from different
sources and ministries according to Moldovan informants to continue this activity
even if it is at a different scale.

Key lessons learned

Prior to the JEE in 2018 it seems that the priority to be given for the implementation
of the core competencies of the IHR was not very clear. However, once the decision
was taken to establish HAI surveillance, activities followed one another at a
satisfactory pace, taking into account the absence of NIPH staff on site and the long
reorganization of the MoH and ANSS.
The model of the Romanian neighbour may have been an important facilitator for a
better appropriation.
The PPS provides a status report on HAI. It will be important to monitor the followup of the actions implemented to remedy the problems identified, including hospital
hygiene actions to prevent contamination that are also related to the capacities of
the IHR (C9.2) .
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Palestine: Laboratory improvements (Biosafety level 3 laboratory)
Short description of the activity:
A preparedness assessment was done in the context of the Ebola crisis (2014) and it was noted that there was no
biosafety level 3 lab. This became a political priority and became one of the main intervention areas of the GHPP
since its start. The existing laboratory could not be upgraded to a BSL-3 level, so there was a need for investing in a
brand new laboratory. In March 2019, after a study visit to Jordan, and after investing considerable time, energy
and resources, it was finally decided that a BSL-3 laboratory in the context of Palestine was not feasible, and it also
proved to be very challenging and costly to set it up and run. Currently, alternatives are being explored in order to
upgrade the existing laboratory infrastructure and capacities to respond to basic needs, whereby specific samples
can be inactivated and analysed in a non-BSL-3 level lab or may be sent to countries in the region with a BSL-3 lab
in case needed.

Relevance

Initially the establishment of a BSL-3 laboratory was considered relevant by all
stakeholders (including NIPH). Only after a thorough review of the situation and the
context, taking a considerable amount of time, it was found that a BSL-3 laboratory
was in fact not feasible, and its relevancy was being questioned. From the onset it may
have been relevant from a political point of view, but not from a technical point of
view.

Effectiveness

By not establishing the planned BSL-3 laboratory, this GHPP activity cannot be valued
as effective. However, effectiveness would even be worse by proceeding with this
option knowing that it was not feasible in the Palestinian context.

Efficiency

Considerable time and resources were spent on this activity, including reallocation of
funds to increase the funding for procurement and establishment of the laboratory.
The activity was faced with serious delays and setbacks (WHO logistics capacity,
funding gaps, import approval from Israeli authorities, etc.).

Sustainability

One of the key conditions for the BSL-3 laboratory was that the PA would be capable
to keep it up and running, both technically and financially, which proved impossible
in the current situation. The alternative option that is being pursued currently
provides for better sustainability.

Key lessons learned

The feasibility of a BSL-3 laboratory in the Palestinian context may not have been
adequately addressed, and the activity may have been appropriated for political
reasons. Although the NIPH provided high-level technical expertise accompanying the
process (e.g. specifications, etc.), it took a long time and a considerable amount of
resources to reach the point to convince stakeholders to opt for an alternative. The
main challenge was that it had become a political priority, and a change within the
MoH was finally needed for the NIPH and WHO to ensure discontinuation of the
activity, and to opt for an alternative. This case also illustrates the competing interests
in providing high-quality technical expertise as opposed to providing development
assistance.
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5 CONCLUSIONS
The SPAR tool is proposed to State Parties to fulfil their obligations under Article 54 of the IHR to report to
the WHA on IHR (2005) implementation. In 2018, 189 countries submitted their annual report. Collective
and coordinated action was needed to build on the momentum when global health security started ranking
at the top of global priority lists, around 2014. The review team believes that the NIPH through the GHPP
has been an important promoter to build on this momentum. The GHPP has limited financial resources, but
it has contributed to increased global and country awareness of IHR (2005) implementation, and it has
provided Norway with increased visibility and exposure to the international arena. Norway has earned a
justified seat at the table where global health security is being discussed. Indeed, the Norwegian support
model is currently being promoted by WHO, and is considered exemplary by peer public health institutes in
countries from the region (e.g. UK, Sweden, Finland, Germany), willing to support strengthening of IHR
(2005) core competencies in low- and middle-income countries. A key characteristic that is well appreciated
is the combination of financial and technical support, focused at institutional strengthening of national
institutions.
The three overarching strategic objectives as formulated in the GHPP results framework are relevant and
the objectives continue to be valid. The review team believes that the order or linkage between the first and
the third objective could have come out stronger since both of these concern activities in the selected
partner countries, while the second addresses GHPP’s global efforts. The outputs specified under the first
strategic objective are linked to the 13 core capacity areas of the IHR (2005), which is valued from a broader
IHR perspective, but it does not facilitate identifying specific gaps and consequently targeting effective
interventions.
The GHPP is aligned with Norwegian development policy since global health ranks among the priorities. At
first glance, the rationale behind the selection of the partner countries (Ghana, Malawi, Moldova and
Palestine) may not appear obvious. However, these countries fall within the three main categories of
countries for Norway to concentrate its bilateral aid, perhaps with the exception of Moldova and possibly
also Ghana. While four to six countries were foreseen under the original grant application, the resources
deployed for the GHPP are fairly limited when this is distributed over a number of countries. In this regard,
more impact could have been achieved at country level if less than four countries would have been selected.
Measuring the effectiveness of the GHPP based on the results framework, annual activity plans and bi-annual
progress reports is not straight-forward. Consistent use of baseline data against which progress can be
reported is often absent, and activities reported are not always aligned with activity plans. The review team
also noted inconsistency in the way activities are being reported on, depending on the country. While this
impeded the review team to make a fair judgment on effectiveness, overall activities are largely
implemented according to plans. Impact of a capacity strengthening project in IHR (2005) core competency
development is difficult to measure and the five-year timeframe for implementation is relatively short to
witness any substantial impact. Reportedly, the GHPP contributed greatly to increased awareness on IHR at
country and global level. In the partner countries it is likely that GHPP has contributed to improved health
systems and improved technical capacity to prevent, detect and respond to public health threats, albeit to
a different extent depending on the country context.
The review team acknowledges the efforts and the enthusiasm that the NIPH has invested in setting up a
programme targeting institutional capacity strengthening in resource constrained settings. Indeed, there is
a lot of respect and appreciation from peer institutes in the north, and the model deployed by NIPH serves
as an example. NIPH has however learnt that a programme like GHPP requires a different skill set from
deploying specific technical expertise for a specific task, or doing research in low- and middle-income
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countries. From an operational perspective and in absence of legal representative entities in the partner
countries for implementation, it can be questioned whether the NIPH is the appropriate institution to
implement such a programme. While NIPH has outstanding technical skills in public health matters, it lacks
substantial experience in development assistance. Balancing between these two playing fields may have
compromised both sides, at least to some extent. It is therefore likely that the GHPP has not been
implemented in the most efficient way, because of the operational challenges it faced, which also exposed
the NIPH and consequently Norad to some risks. Eventually this was overcome by working through WHO
Country Offices (and the NCA in Malawi), but questions remain about the appropriateness of these partners
for implementation purposes.
The established partnerships differ from one country to another. The common denominator is however the
partnership with the national institutes of public health, which is the most obvious partner and generally
this partnership works well. It is therefore a missed opportunity that in the annual activity plans and the biannual progress reports activities under this strategic objective of the GHPP (SO3) are hardly described.
Although results of capacity and risk assessments, and Norwegian governmental accounting requirements
may have impeded supporting the public health institutes directly, this would have been the preferred
option for the partnership in the country. In addition to partnerships with the national public health
institutes, there are a number of tri-partite MoU’s, often between the NIPH, the national institute of public
health and the WHO (or MoH). Overall, these partnerships are functional, but stronger linkages could
perhaps be sought with the MoH.
According to the current agreement, GHPP will remain active until the end of 2020. Both at global level and
for country support, the tools and guidelines that the GHPP supported to develop, are likely to continue
after the GHPP funding has ceased. The programme has definitely contributed to increased awareness
around IHR (2005) globally and in the countries, and it has actively contributed to increased exposure of
both Norwegian staff and staff in the partner countries to other and new ways of working, as well as to
international networks. Exit strategies are still to be developed in the partner countries. Only Palestine has
already a transition plan for PNIPH in place. According to the timeframe for implementation of the GHPP,
however, there is still time to develop exit plans. It remains unclear whether other donors/partners in the
partner countries are able to fill the gaps if GHPP is discontinued, but it is unlikely. Similarly, it is unlikely that
despite political commitment the governments of partner countries can mobilize sufficient (internal or
external) resources to continue the activities under the GHPP after its closure.
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6 RECOMMENDATIONS
6.1 NORWAY’S ENGAGEMENT IN GLOBAL HEALTH SECURITY AND IHR
Many stakeholders both at the global level and at the country level have expressed their appreciation for
Norway’s commitment through GHPP in engaging with global health security and IHR (2005). In fact, the
GHPP serves as an inspiration for similar actors in the field. Norway, through the GHPP, was at the forefront
of supporting IHR (2005) core competency development and according to some informants the GHPP efforts
only represent the beginning. In view of the growing number of national institutes of public health that are
taking on the role as IHR national focal points, their capacity must continue to be strengthened. The review
team believes that it is important for Norway to remain and expand on what was initially considered as a
niche. The experience that the NIPH has gained with the GHPP is not only beneficial for Norway and its
institutions (including NIPH, Norad, MoH and MoFA), but also for other countries and institutions that are
considering providing similar support. In this regard, investing at the global level ensures keeping the seat
at the table where global health security is being discussed. Supporting countries through a twinning model
provides the opportunity to facilitate cross-fertilization with the global level discussions. Particularly because
the global level discussions are reportedly being dominated by high-level technical public health experts with
less presence of implementers of development assistance. Norway should continue to pursue this role, as
long as a next phase of the GHPP is guided by clear and concrete objectives that can be achieved and
measured, both at the global level and in the countries.

6.2 PORTFOLIO/SELECTION OF COUNTRIES
Because of the relatively limited amount of funds available for a programme like GHPP (based on the current
GHPP and its funding), the Norwegian stakeholders should consider reducing the number of countries. A
focused approach in a reduced number of countries may contribute to increased efficiency, effectiveness
and therefore impact. The selection of countries should first be informed by the Norwegian development
priority, secondly by the identified needs and gaps in terms of IHR (2005) implementation and thirdly by
former experiences and feasibility of achieving the objectives in the countries.
Other means to increase efficiency, effectiveness and impact include capitalization on opportunities to
develop generic modules that can be used in different countries Furthermore, consideration could be given
to building upon specific experience and expertise developed under the GHPP (e.g. PPS, chemical events)
and provide IHR (2005) support more strategically.

6.3 PARTNERSHIPS
6.3.1 IN THE PARTNER COUNTRIES:
Going forward and considering the operational challenges that the GHPP faced, the role of WHO as an
implementing agency in the countries should be reconsidered. The review team acknowledges the fact that
the funding envelope for the GHPP does not justify the NIPH to establish legal entities in the partner
countries for implementation, and that this is also not of interest to NIPH. Ideally, in a programme like GHPP,
support is being provided directly to the national institutes of public health (including the option to support
financial management capacity or having a local audit firm for regular audit of funds). Alternatively,
international NGOs active in the health sector can be considered to guide the implementation whereby the
NIPH staff can focus on provision of technical expertise. A fall-back solution would be to work through the
WHO Country Offices. As the example of Ghana has demonstrated, it is also worthwhile considering
increasing the collaboration with and through universities (schools of public health). In this regard, the
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experience of NIPH developing capacity building activities with the School of Public Health is potentially a
model worth replicating in other settings.

6.3.2 IN THE PARTNER COUNTRIES AND AT THE GLOBAL LEVEL
Other partnership models could also be considered, whereby collaboration with peer institutes could be set
up in order to have efficiency gains and to increase impact (economies of scale). In this regard, it may be
worthwhile investigating collaboration with Germany, Sweden, Finland, Denmark, the UK and The
Netherlands. Ideally this is being achieved by strengthening IANPHI, which according to the review team is
also an important consideration for Norway and could be a new focus for support. It would provide IANPHI,
but also the participating countries (e.g. Norway) with more global presence and stronger partnerships.

6.4 MEASURING EFFECTIVENESS
It is important for the funding agency to have visibility of the improvements to IHR (2005) core competency
development and implementation that the programme contributed to. The current results framework is
constructed around these core competencies, which is positive, but does not fully allow to demonstrate how
and if the objectives were achieved. For a potential next phase of the GHPP it is suggested to consider
constructing a Theory of Change (ToC). A ToC is similar to a logical framework but focuses more on changes
and how these occur. It firstly identifies the desired long-term objective(s) and then works back from these
to identify all the outcomes that must be in place for the objectives to be achieved, but also demonstrates
how these outcomes are related to one another. In the context of Norway’s engagement in global health
security, a ToC would consider the bigger picture (global health security) and demonstrates possible
pathways leading to change and the underlying assumptions for this change to be happening.
Alternatively, consideration could also be given to (re-)design the logical framework, which would ideally be
done from scratch. Two logical frameworks would apply: one for the global level support and one for the
country support. A logical framework lists the programme activities, short term outputs, medium term
outcomes, and long term objective(s). It shows the logic of how the activities will lead to the outputs, which
in turn lead to the outcomes, and ultimately the objective(s). Once the activities, outputs, outcomes and
objectives have been described, indicators will need to be formulated and targets set in order to measure
progress, and clear linkages with the IHR (2005) core competencies should be established, as well as the
means to verify progress. As such, the updated SPAR tool provides interesting opportunities for the
formulation of indicators, as long as they concrete and as long as they can be attributed to the GHPP (e.g.
for the global level support indicators would be tied to GHPP’s support to GPMB and the support to the two
GHSA Action Packages, and would go beyond the attendance of meetings).
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ANNEX 1 DATA COLLECTION TOOL – INTERVIEW GUIDE
Generic interview guide GHPP review - TEMPLATE
A team of consultants from hera (www.hera.eu) has been contracted by Norad to conduct a review of the
Global Health Preparedness Programme (GHPP), implemented by the Norwegian Institute of Public Health
(NIPH). The GHPP is an effort to strengthen global health preparedness through collaboration at the global
level and in four countries (Ghana, Malawi, Moldova and Palestine). NIPH collaborates with these countries
in building and enhancing global health preparedness and security through implementation of the
International Health Regulations (IHR, 2005), contributing to the global efforts and initiatives to improve IHR
capacity assessments, implementation, and prioritization and through National Public Health Institute
(NPHI) capacity-building.
The objective of the GHPP review is to assess the progress, preliminary outcomes and key learnings to be
made from the GHPP related to the IHR. The main emphasis of the review will be on the overall programme
level.
The review will be based on document review and semi-structured interviews with key informants. The
interview guide below provides an outline of all the questions to be asked during interviews. The interview
guide will be tailored to the profile of each key informant.
QUESTIONS
RESPONSES
General/introduction
Date of interview
Person interviewed
Organisation
Function
Involvement/tasks in relation to GHPP
Possible questions
1. Relevance
1.1 Are the general and specific objectives of the GHPP (still) relevant? Why or why
not?
1.2 Are the current country policies and programmes aligned with GHPP? Why or
why not?
1.3 How do the objectives of GHPP relate to the priorities in Norwegian
international development assistance?
1.4 How were the partner countries selected, and are those in line with Norwegian
international development assistance priorities and policies?
1.5 Do you think that the GHPP selected the right partner institutions in the
countries? Why yes or no?
1.6 Is the GHPP also suited to the needs and priorities of your institution? If so, how
(provide examples)?
1.7 How has the support provided through GHPP contributed to further develop
priorities of your institution?
1.8 How did the GHPP adapt to any obstacles (organisational, managerial, etc.)
during the implementation?
1.9 To your knowledge, what are the other key donors supporting IHR and GHAS at
the global level?
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QUESTIONS
RESPONSES
1.10 What are the specific areas of support of those other donors? Any overlap? Any
gaps?
1.11 How have they organized their support to IHR globally, and in the countries?
1.12 To your knowledge, what are the other key donors supporting IHR and GHAS in
country XX?
1.13 What are the specific areas of support of those other donors? Any overlap? Any
gaps?
1.14 How would you describe your collaboration with those other donors?
1.15 Do you know what the different partnership models of the GHPP entail? Can
you describe them?
1.16 How has the institutional and partnership model facilitated (or hampered) the
achievement of global programme objectives? Provide examples
1.17 How has the institutional and partnership model facilitated (or hampered) the
achievement of country programme objectives? Provide examples
2. Effectiveness
Do you think that the GHPP is likely to achieve its objectives? Why? Provide
2.1 examples for facilitating and constraining factors to achieve programme
objectives?
What are the key lessons learned at this stage, and are there any
2.2
recommendations to improve the GHPP?
Is the design of the projects/activities in the countries consistent with overall
2.3
GHPP objectives? If not, why not?
Is the implementation of the projects/activities in the countries consistent with
2.4
overall GHPP objectives? If not, why not?
Are there any opportunities in the short or medium term that can support the
2.5 achievement of the programme objectives? Provide examples (And are these
still in line with programme design and development priorities?)
Does the partnership model in your context (e.g. global, country, etc.)
2.6
contribute to effective implementation of the GHPP?
3. Efficiency
Is the partnership model in your context (e.g. global, country, etc.) efficient?
3.1 How does the partnership model contribute to strengthening of your
institution?
3.2 Are there any opportunities for Norad/NIPH to learn from your institution?
Are you able to submit technical, financial and administrative reports on time
and according to the requirements set out by Norad/NIPH? What are the main
3.3 difficulties you have to comply with these requirements? Are there any other
requirements (beyond administrative) that hamper the implementation of the
programme?
4. Sustainability
Are there materials (guidelines, SOPs, other) developed by GHPP that are being
4.1
used by global and national institutions or other programmes/projects?
What activities will need to continue even after the GHPP ceases to exist
4.2
(current funding up to 2020)?
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QUESTIONS
RESPONSES
How will the benefits of the programme continue after the programme funding
4.3
has ceased?
Is there an “exit plan” (both from a technical perspective, as well as from a
4.4 financial perspective: can funding be secured from internal/domestic resources,
or from external resources)?
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ANNEX 2 PERSONS MET AND PERSONS INTERVIEWED
Name

Institution

Interview

Anne Bergh

NIPH (Director Global Health)

Face-to-face

Frode Forland

NIPH (Director, Infectious Diseases and Global
Health)

Face-to-face

Bjørn Iversen

NIPH (GHPP and Palestine coordinator)

Face-to-face

Emily MacDonald

NIPH (Malawi coordinator)

Face-to-face

Elizabeth Peacocke

NIPH (Ghana coordinator)

Face-to-face

Pawel Stefanoff

NIPH (Moldova coordinator)

Face-to-face

Siri Vatne

NIPH (administrative support GHPP)

Face-to-face

Benedikte Alveberg

NIPH (GHPP global support (GPMB))

Face-to-face

Austen Davis

Norad (Senior Advisor)

Face-to-face

Kjetil Bordvik

Norad (Senior Advisor)

Phone / Skype

Ludy Prapancha Suryantoro

WHO Geneva

Phone / Skype

Cognat Sébastien

WHO Lyon

Phone / Skype

Courtenay Dusenbury

Former IANPHI US

Phone / Skype

Anne-Cathérine Viso

IANPHI France

Phone / Skype

Anders Tegnell

Swedish Institute of Public Health

Phone / Skype

Mark Salter

Public Health England

Phone / Skype

Neil Squires

Public Health England

Phone / Skype

Mika Salminen

Finnish Institute of Public Health

Phone / Skype

Gerald Rockenschaub

WHO Representative Palestine

Phone / Skype

Dr. Ali Abed Rabbo

MoH Palestine

Phone / Skype

Dr. Rand Salman

PNIPH Palestine

Phone / Skype

Dr Randa Abu Rabe

WHO Palestine

Phone / Skype

Yousef Muhaisen

WHO Palestine

Phone / Skype

Stela Gheorghita

WHO Moldova

Phone / Skype

Dumitru Capmari

National Agency of Public Health Moldova

Phone / Skype

Allone Ganizani

Ministry of Health

Face-to-face

Matthew Kagoli

Public Health Institute of Malawi

Phone / Skype

Evelyn Chitsa Banda

Public Health Institute of Malawi

Phone / Skype

Ambonishe Mwalwimba

Public Health Institute of Malawi (former staff)

Face-to-face

Setiala Kanyanda

Public Health Institute of Malawi (former staff)

Face-to-face

Joanna Kaphiri-Nkhoma

Norwegian Church Aid

Phone / Skype

Grace Funsani

Norwegian Church Aid (former staff)

Face-to-face

Mwereti Kanjo

Norwegian Church Aid

Phone / Skype

Regina Sokamankamba

Norwegian Church Aid

Phone / Skype

Mgaywa Magafu

I-TECH (former staff)

Phone / Skype

Kelias Msyamboza

WHO Malawi

Face-to-face
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ANNEX 3 LIST OF DOCUMENTS AND WEBSITES REVIEWED
Documents:
Activity plan GHPP Global 2017
Activity plan Malawi 2017
Activity plan Moldova 2017
Annual report 2019 on global preparedness for health emergencies, Global Preparedness Monitoring
Board
Application for grants from the Norwegian Ministry of Foreign Affairs (MFA), Form S01 EN
FHI, Internevaluering GHPP, August 2018
Final report for grants from the Norwegian Ministry of Foreign Affairs (MFA), Form S81 (GHPP 2015)
Ghana :Health and Pollution Action Plan, May 2019
Ghana: Activities to support IHR (2005) implementation, 1 January – 31 December 2018
Ghana: Annual meeting between the WHO Ghana Country Office and the Norwegian Institute of Public
Health, 17 December 2018
Ghana: Brief report on Norwegian Institute of Public Health support for strengthening public health
security in Ghana, April – October, 2018
Ghana: Chemical Event Tabletop Exercise: Ghana - September 7, 2016, Final Meeting Report, October
2017
Ghana: Chemical events - NAPHS and NIPH
Ghana: Collaboration Agreement between the Norwegian Institute of Public Health (‘NIPH’) and the
School of Public Health, the University of Ghana (UG-SPH), 2018
Ghana: Collaboration Agreement Norwegian Institute of Public Health – World Health Organization
Ghana Country Office, 2017
Ghana: Concept Note, Stakeholder workshop for rabies control in Ghana, Accra, May 21 – 25, 2018
Ghana: Country visit report for the Global Health Preparedness Programme Project: Ghana, Accra,
Ghana, October 9-13, 2017, Internal Report – Norwegian Institute of Public Health
Ghana: Environmental Epidemiology Course, Small scale gold mining and community exposure to
mercury case study
Ghana: FELTP, Advanced Environmental Epidemiology Module, [July 2019]
Ghana: GHPP Ghana Partner assessment form-Norwegian 22 June 2017
Ghana: Joint External Evaluation of IHR Core Capacities, Republic of Ghana, Mission Report, 6-10
February 2017
Ghana: Memorandum of Understanding between The Ministry of Health of the Republic of Ghana and
The Ghana Health Service and The Norwegian Institute of Public Health and The World Health
Organization, 2017
Ghana: Memorandum of Understanding between The University of Ghana and the Norwegian Institute
of Public Health, 2018
Ghana: Mission Report for The Global Health Preparedness Program Project: Ghana, Accra, Ghana,
February 06-17, 2017, Internal Report – Norwegian Institute of Public Health
Ghana: Mission Report for The Global Health Preparedness Program Project: Ghana, Accra/Kumasi,
Ghana, April 19-28, 2017, Internal Report – Norwegian Institute of Public Health Programme for Global
Health Preparedness (GHPP)
Ghana: Mission Report, Norwegian Institute of Public Health and US CDC, 14.09.15 – 18.09.15
Ghana: National Action Plan For Health Security for Ghana 2019 – 2023
Ghana: OneHealth Technical Working Group, Situational Analysis for OneHealth in Ghana
Ghana: Project plan: Norwegian Institute of Public Health support for laboratory specimen referral and
transportation in Ghana, 2018
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Ghana: Stakeholders consultative workshop on National Action Plans for Health Ssecurity (NAPHS) for
chemical events and rapid risk assessment and response tool and guidelines for chemical events in
Ghana. 10 april 2019, Oceanic Resort, Accra, Ghana
Ghana: Summary report: Specimen referral and transportation in the Republic of Ghana - Spring 2018
Ghana: Terms of Reference for the OneHealth Technical Working Group
Ghana: Training Package to Roll out Guidelines and SOPs on Risk Assessment and Response to Chemical
Events or Incidents or Suspected Chemical Exposure
Ghana: Travel report- environmental epidemiology module case study consultation, 30 July – 2 August
2019, Kristian Franer and Lizzie Peacocke
Ghana: Travel report- Global Health Preparedness Programme, Accra, Ghana 11-15 February 2019, Lizzie
Peacocke
Ghana: Travel report- Global Health Preparedness Programme, Accra, Ghana 5-13 December 2018, Line
Vold and Lizzie Peacocke
Ghana: Travel report- visit to Accra, Ghana 15-31 February 2018
Ghana: Travel report, Accra, Ghana: 21 – 25 May, Line Vold and Elizabeth Peacocke
Ghana: Zoonotic diseases - NAPHS and NIPH
GHPP Activity plan 2018
GHPP Activity plan 2019
Global Health Security Agenda (GHSA) 2024 Framework, November 2018
Grant Agreement between the Norwegian Agency for Development Cooperation and Norwegian
Institute of Public Health regarding QZA-15/050 Global Health Preparedness Programme 2016-2020
Kandel et al., Improvement in annual reporting of self-assessments to the International Health
Regulations (2005), Relevé épidémiologique hebdomadaire, Numéro hors série, 24 mai 2019
Malawi: Annex 2 Results Framework GHPP Malawi 2017
Malawi: Evaluation of the National-Level Integrated Disease Surveillance and Response (IDSR) Data
Quality in Malawi, 2012-2016, Summary Report, September 2016
Malawi: Global Health Preparedness Program, Project Description, Project Country, Malawi, 2016
Malawi: Joint External Evaluation of IHR Core Capacities of the Republic of Malawi, Mission Report 11-15
February 2019
Malawi: Lessons learned from assessment of International Health Regulations (2005) core capacities in
three countries – the use of mixed methodologies, 2016
Malawi: Memorandum of Understanding among The Government of the Republic of Malawi through
Ministry of Health and The Norwegian Institute of Public Health and The International Association of
Public Health Institutes, 2015
Malawi: Memorandum of Understanding between Norwegian Church Aid (NCA) and The Norwegian
Institute of Public Health (NIPH), 2017
Malawi: Memorandum of Understanding between The Ministry of Health through The Public Health
Institute of Malawi and The Norwegian Institute of Public Health and Norwegian Church Aid, 2017
Malawi: Partner Assessment NCA, February 2017
Malawi: Partnership Agreement regarding Global Health Preparedness in Malawi between Norwegian
Institute of Public Health and Norwegian Church Aid, 2017
Malawi: PHIM Newsletter, Issue 1, 2017
Malawi: PHIM Newsletter, Issue 2, 2018
Malawi: Public Health Institute Of Malawi (PHIM), National Microbiology Reference Laboratory
Supportive Supervision to Diarrhoea Affected Sites due to Floods Report, 2019
Malawi: Report of the Core Capacity Assessment for Implementation of the International Health
Regulations (2005) in Malawi, 2016
Malawi: Report on Integrated Disease Surveillance and Response (IDSR) Frontline Field Epidemiology
Training Programme (FETP) training conducted from July – October 2018, Linde Hotel, Mponela.
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Malawi: Report on Integrated Disease Surveillance and Response (IDSR) training for health workers from
Northern region and selected districts in Central and Southern Regions of Malawi, 2018
Malawi: Summary Report of Core Capacity Assessment for Implementation of the International Health
Regulations (2005) in Malawi, 2015
Meld. St. 24 (2016–2017) Report to the Storting (white paper), English summary (page 13)
Moldova: Activity Plans 2017, 2018, 2019
Moldova: Article for FHI website 12 apr 2019
Moldova: Article for FHI website 20 jun 2017
Moldova: Article for FHI website 9 jun 2017
Moldova: Chemical safety and toxicology- Possible areas of collaboration between Norwegian Institute
of Public Health (NIPH) and National Centre of Public Health (NCPH) in Moldova
Moldova: Concept Note Post-graduate training in Public Health in Norway and Moldova, Oslo, 6-7 May
2019
Moldova: Concept Note Training workshops on Point Prevalence Survey Implementation Chisinau, 21-22
November, 26-27 November, 28-29 November and 3-4 December, 2018
Moldova: Concept Note Workshop on early warning and response to food and water borne outbreaks,
2017
Moldova: Concept Note Workshop on Food and Waterborne Outbreak Investigation Guidelines,
Chisinau, 21st June, 2018
Moldova: Concept Note Workshop on Point Prevalence Survey Sensitization, Chisinau, 25th September,
2018
Moldova: Donor Agreement between The World Health Organization (WHO) and The Norwegian
Institute of Public Health, 2019
Moldova: Global Health Preparedness Program, Management Document, Project Country: Moldova,
2017
Moldova: Global Health Preparedness Program, Project Description, Project Country: Moldova, 2017
Moldova: Implementation of the Core Capacities of the International Health Regulations (2005) in
Moldova, National zoonotic outbreak, Tabletop exercise playbook, June 2017
Moldova: Internal mid-way review report – cooperation in the field of health between Moldova and
Norway 2015-2020, 2017
Moldova: JEE priority actions and GHPP project
Moldova: Joint External Evaluation of IHR Core Capacities of the Republic Of Moldova, Mission Report,
1-5 October 2018
Moldova: Memorandum of Understanding between The Ministry of Health and Care Services of the
Kingdom of Norway and The Ministry of Health of the Republic of Moldova on the cooperation in the
field of public health and medical sciences, 2014
Moldova: Memorandum of Understanding between The National Public Health Agency (NPHA) and The
Norwegian Institute of Public Health (NIPH) and The World Health Organization Regional Office for
Europe (WHO) on the cooperation in the field of public health, 2017
Moldova: Minutes from the meetings related to Global Health Preparedness Project, (Moldova),
Chisinau, Moldova, 2-4 May, 2018.
Moldova: Mission Report – Moldova, Norwegian Institute of Public Health – visit to Chisinau, 3-6 March
2015
Moldova: Programme of work in the fields of health and medical sciences between The Ministry of
Health and Care Services of the Kingdom of Norway and The Ministry of Health of the Republic of
Moldova for the years 2015-2017, 2015
Moldova: Raport de Supraveghere Epidemiologică, 2018
Moldova: Report from Moldova GHPP mission during 18-30 June, 2018.
Moldova: Report from Moldova GHPP mission from 24th September until 8th October 2018.
Moldova: Report from Moldova GHPP mission from 29th October until 2nd November 2018.
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Moldova: Report from Moldova GHPP mission on 1-10 April 2019.
Moldova: Report from Moldova GHPP mission on 30-31 May 2019
Moldova: Report International Health Regulations Support Mission in Moldova, Central and district
table-top exercises, Health care facility visits, 18-21 January 2016
Moldova: Travel report from visit to Chisinau, Moldova, 6-9 September, 2017, Internal Report
Norad Bestilling UD: Global Health Security Agenda (GHSA) Vurdering av utkast til “Action Packages”,
8.10.2014
Norads vurdering av søknad fra FHI til UD, 2014
Palestine IHR workplan 2017
Palestine: Amendment No. 1 to Donor Agreement Dated 21 December 2016 between the Norwegian
Institute of Public Health (NIPH) and the World Health Organization West Bank and Gaza Strip, 2018
Palestine: Annex 1 Budget Donor Agreement, 2016
Palestine: Donor Agreement between the World Health Organization (WHO) and the Norwegian
Institute of Public Health (NIPH), 2016
Palestine: Global Health Preparedness Program, Project Description, Project Country: Palestine, 2016
Palestine: IHR work plan 2017
Palestine: Project Collaboration Agreement between the World Health Organization West Bank and
Gaza Strip and the Norwegian Institute of Public Health, 2017
Palestine: Report International Health Regulations Joint Assessment and Support Mission in Palestine,
2015
Palestine: World Health Organization Agreement for Performance of Work for NIPH to support
Palestinian Institute of Public Health, 2019
Powerpoint: Biological hazards: Laboratory, 2016
Powerpoint: Biological hazards: Surveillance, Preparedness and response, 2016
Powerpoint: Early detection of health events in Norway, 2017
Powerpoint: Environmental/chemical preparedness, 2016
Powerpoint: Experience with point prevalence surveys in Norway, 2018
Powerpoint: FHI, The Norwegian Global Health Preparedness Programme (GHPP), Overview of the
programme, 29.01.2018
Powerpoint: IHR and mplementation Framework, Republic of Moldova experience, 2013
Powerpoint: Implementation of the International Health Regulations (2005) in Norway, 2016
Powerpoint: Implementation of the International Health Regulations in Norway and Poland, 2018
Powerpoint: Infection preventaion and control and antibiotic resistance, 2016
Powerpoint: Intersectoral collaboration in food-and waterborne diseases, Norwegian outbreak
investigation guidelines, 2017
Powerpoint: Norwegian outbreak investigation guidelines, 2017
Powerpoint: Studiu national de prevalenta de moment infectii asociate asistentei medicale si
consumului de antibiotice (PPS), Romania, 2018
Powerpoint: The Norwegian Global health preparedness program Norwegian Institute of Public Health,
WHO Technical Review Meeting of the Joint External Evaluation (JEE) Tool and Process, 19-21 April 2017,
Geneva, Switzerland
Powerpoint: Twinning to support implementation of the IHR (2005) in four countries: Experiences from
the Global Health Preparedness Programme at the Norwegian Institute of Public Health, Emily
MacDonald, Norwegian Institute of Public Health, Global Health Security, Sydney, 20 June 2019
Program for Global Helseberedskap (GHPP) Møte med Norad 13.02.2017, 08:00-10:00 CET (MT2)
Program for Global Helseberedskap (GHPP) Programmøte mellom FHI og Norad 20.10.2017, 10:00-11:30
CET (Bygdøy Allé 2)
Program for Global Helseberedskap (GHPP) Programmøte mellom FHI og Norad FHI Sandakerveien 24C,
Rom D-216 (Gjennomgang framdrift, status og planer for 2019)
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Review GHPP/NORAD/Global
Progress Report to Norad, Global Health Preparedness Programme, 1 March 2017
Progress Report to Norad, Global Health Preparedness Programme, 1 March 2018
Progress Report to Norad, Global Health Preparedness Programme, 1 March 2019
Progress Report to Norad, Global Health Preparedness Programme, 1 September 2017
Progress Report to Norad, Global Health Preparedness Programme, 1 September 2018
Progress Report to Norad, Global Health Preparedness Programme, 1 September 2019
Rapid Risk Assessment of Acute Public Health Events, World Health Organization, 2012
REVISED application to the Norwegian Ministry of Foreign Affairs, GHPP, Annex 3, 20 June 2016
Websites:
http://www.ianphi.org/resources/publications/factsheets.html
https://extranet.who.int/e-spar/
https://norad.no/en/front/thematic-areas/global-health/how-norway-works-with-global-health/
https://tidsskriftet.no/en/2017/05/global-helse/protecting-vulnerable-protecting-ourselves-norwayand-coalition-epidemic
https://www.alliancehsc.org/joint-external-evaluation/strategic-partnership-for-international-healthregulations-2005/
https://www.fhi.no/en/qk/international/global-health-preparedness-programme/
https://www.ghsagenda.org
https://www.gov.uk/government/organisations/public-health-england
https://www.researchgate.net/publication/233161961_From_Development_Aid_to_Foreign_Policy_Glo
bal_Immunization_Efforts_as_a_Turning_Point_for_Norwegian_Engagement_in_Global_Health
https://www.who.int/ihr/publications/WHO-WHE-CPI-2018.51/en/
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