
Why is Localization important for WHO?
As the lead health actor within the UN, IASC and Grand Bargain, WHO is being called on by donors and other UN partners to
show strategic thinking and leadership on localization within the health sector.

As the lead technical partner to national health authorities, both WHO and national health authorities stand to benefit
operationally from the implementation of sound localization practices:

The COVID-19 response has shown that powerful community engagement and the support of local and national actors
were and are still central to pandemic response. Moreover, engagement with local actors is key to ensure countries recover
better from COVID-19.

 National capacities to respond to humanitarian crisis (supported by WHO) are strengthened if based on sound data analysis
and surveillance at local level, localized Risk Communication strategies, and Community Engagement approaches to
prevention.
Localization is used to describe the process of translating the SDGs into the local context. Pursuing the SDGs will deliver a
green and inclusive recovery from COVID-19 and wellbeing to local communities and livelihoods. This task requires close
collaboration with subnational governments and local actors to facilitate action close to people and communities.

Much still needs to be done to ensure WHO’s partners can play a major role in the humanitarian response.

WHO needs to be more open to piloting different structures and models for managing relationships with local and national
stakeholders. This shift in way of working has been required in responding to COVID-19 and the lessons learned need to be
converted to permanent action.

WHY does localization matter in health
emergency response

Along with health authorities, non-state
health actors are important partners

in controlling outbreaks and responding to
health emergencies.

Communities are not passive subjects of
health interventions. Involving community
health actors increases the community’s

acceptance of life-saving health response.

Local health NGOs and actors are already on the ground at the outset of a crisis and are critical first responders in helping
to break the transmission chain (in the case of outbreaks) or mobilize life-saving movements of supplies or people before
local/national authorities (MOH) or UN/INGO support can arrive.
In a multidimensional conflict where access is constrained, local health NGOs and actors are better placed to reach
populations across lines of control or difficult terrain. Local communities know their landscape best, and national, UN and
INGO partners can work with them (e.g. in case detection, contact tracing) to ensure continued service delivery in a way that
accounts for local actors’ safety risks.
Local and community-based members of the Health Cluster are best placed to be immediately involved and put to work in a
response as partners/stakeholders as part of any Incident Management System (IMS) set up under WHO’s ERF. Local
actors may have experience working with other UN agencies/clusters and may have skills and capacities that can be useful
for health response.

Working with local health actors helps health authorities and WHO to jointly identify and respond to social patterns of
transmission at the community level. As seen in countries with large urban-rural divides such as the DR Congo, communities
may have their own perception of risks that influence their acceptance of health advice and may prefer local health actors who
are seen as having more empathy despite lacking expertise. This does not rule out a role for health experts, but instead gives
community actors a role of sensitizing the community on the need for expert health advice to be accepted and followed.

Localization, as IASC and
Grand Bargain Global Commitment

BUT, are we ready to operationalize the Localization Agenda? 
Do we have a system in place, at country, regional and HQ level, to be able to operationalize all
IASC Localization dimensions by 2023?

How do we manage a contractual partnership with local and national partners?
Identification and selection;  Sustainable Contracts;  Standard overheads;  Dedicated staff (Area-based
Manager);  M&E tools;  Support to Governments in pursuing people-centered public health policies in
emergencies;  Financial tracking system;  Capacity assessment and tailored capacity
sharing; Coordination mechanisms; Risk Management

Localization  is highly aligned with WHO’s 13th General Programme of Work: as often mentioned by the Director-General,
“Universal Health Coverage and health security are two sides of the same coin”, implying that strengthening health systems
while  responding to acute emergencies is critical for early detection and response to disease outbreaks and for
maintaining service delivery during acute emergencies.

Working through a localized approach that draws  on the strengths and  advantages of local partnerships presents powerful
opportunities to building Universal Health Coverage and advancing health security in low-capacity countries.

IASC Members and Grand Bargain Signatories are asked to:

DEFINE the term Localization

DEVELOP a Localization Strategy

OPERATIONALIZE the Localization Agenda

WHO LocalizationStrategy

CRAFTING THE
STRATEGY VISION

In order to define the long-term goals of the
Strategy, we are currently conducting a Desk Review
of countries that have at some time in the recent
past transitioned from a humanitarian context to an
early-recovery/rehabilitation/development through
the empowerment of local and national health
actors. This will lead us to an ideal Roadmap of
how track dependencies and identify bottlenecks.

First case study: Timor Leste has emerged as a good
example of a successful transition from
humanitarian to development context, assisted
through the empowerment and ownership of local
and national health actors. We have conducted an
analysis of Timor Leste and the way the country has
been able to rehabilitate its health system and
establish the national health authority through
collaboration with NGOs

DEFINING
LOCALIZATION

CONSOLIDATING
DATA

To capture WHO localization practices in as wide a
range of operational settings as possible and to
better define Localization at WHO and for the Health
Sector, three benchmark countries per region are
selected and country missions are organized.

EMRO: Syria, Somalia, Afghanistan
AFRO: South Sudan, Burkina Faso, Mali

For each WCO selected, a Task Force of key
technical colleagues will be identified and asked to
actively participate in the WHO Technical Advisory
Group for Localization. Monthly meetings are
organized involving colleagues across the three
levels (HQ, Regional, Country).

The WHO’s Localization Strategy will integrate
and consolidate data gathered into the designing of
a WHO’s Localization Framework (target, strategic
objectives, activities, performance indicators). 

All Localization key elements will be included:
Equitable and meaningful partnerships, Leadership,
Capacity strengthening, Risk management,
Financing, Monitoring, Visibility;
And a Monitoring and Evaluation plan will be
developed.

In collaboration with the Inter Agency Policy for
Emergencies Unit,  Task Forces for all  Benchmark
countries will gather together to transform identified
challenges in Strategic Objectives and finalize the
design of the Localization Framework.

at WHO and within the
Health Sector

WHO Benchmark Countries

Syria WHO Country Office

Best Practices identified:
THE SYRIAN ARAB REPUBLIC HEALTH
NGOs STRATEGY 2017-2022
Dedicated Partnership Unit

Areas to strengthen:
Capacity strengthening
Coordination
Sustainability
Reporting requirement

Somalia WHO Country Office

Best Practices identified:
Community-based COVID-19 response
Health for Peace approach

Areas to strengthen:
Capacity strengthening
Assessment
Dedicated staff and system
Risk Management

Methodology and Scope of Localization Missions to benchmark countries

Country missions are organized by the Inter Agency Policy for Eemergencies unit, in collaboration with
selected benchmark countries, specifically with the WHO Representative, the Health Cluster Coordinator and
the WHE Lead.

Meetings are held with key WHO Country Office units including: Partnership Unit, if any, Logistics and
Procurement, Communication, Essential Programme on Immunization (EPI)/COVID-19, Monitoring and
Evaluation (M&E), Grant Management and thematic working group. A meeting with the Ministry of Health
focal points is always envisaged.

 Meetings are also held with UN agencies, Humanitarian Pool Fund, International NGOs (INGOs) and ICRC.
 Focus groups are organized with NNGOs/CBOs/CSOs.


