
From: WHO <WHO@health.gov.au> 
Sent: Friday, July 11, 2025 1:05 AM 
To: ECO <ECO@who.int> 
Cc: Australia Health Minister (WHO@health.gov.au) <WHO@health.gov.au> 
Subject: [EXT] RE: [EXTERNAL] RE:WHO: Member State session on Development of a Global 
Strategy and Action Plan for Integrated Emergency, Critical and Operative Care [SEC=OFFICIAL]  
 
Dear ECO team, 
  
Australia would like to thank you for the opportunity to contribute to the development of a Global 
Strategy and Action Plan for Integrated Emergency, Critical and Operative Care. 
We thank you for the efforts of your team in developing draft 2 and advise that we do not have any 
comments at this stage. We look forward to continued engagement on this matter. 
  
Please reach out if you require anything further from us. 
  
Warm regards, 
  
Samantha Bell 
International Strategies Branch 

  
Health Systems Strategy Division 
Australian Government Department of Health, Disability, and Ageing  
E: WHO@health.gov.au  
PO Box 9848, Canberra ACT 2601, Australia  

The Department of Health, Disability, and Ageing acknowledges First Nations peoples as the Traditional Owners of 
Country throughout Australia, and their continuing connection to land, sea and community. We pay our respects to 
them and their cultures, and to all Elders both past and present. 
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From: MS/Assessoria Especial de Assuntos Internacionais <aai@saude.gov.br> 
Sent: Monday, July 14, 2025 4:13 PM 
To: ECO <ECO@who.int> 
Subject: [EXT] Contribuições do Ministério da Saúde do Brasil à Consulta Global da OMS sobre a 
Estratégia Global para Cuidados Integrados de Emergência, Cuidados Críticos e Cirúrgicos 
(2026-2035).  
 
Prezados(as), 
Em atenção à consulta global aberta pela Organização Mundial da Saúde (OMS), apresentamos as 
contribuições do Ministério da Saúde  Brasil sobre a proposta de Estratégia Global para Cuidados 
Integrados de Emergência, Críticos e Cirúrgicos (ECO), referentes ao período de 2026 a 2035, conforme 
solicitado pelo Ministério das Relações Exteriores por meio do Ofício nº 09161.200360/2025-06. 
As manifestações abaixo foram compiladas pela a assessoria internacional do Ministério da Saúde e 
àreas  envolvidas com o tema e estão organizadas conforme os objetivos estratégicos descritos no 
rascunho da Estratégia, com ênfase especial na Atenção Primária à Saúde (APS) como ordenadora do 
cuidado e articuladora das Redes de Atenção à Saúde (RAS), além de aspectos relacionados à saúde 
digital, interoperabilidade e produção de dados. 
OBSERVAÇÃO INICIAL: 
Destaca-se a importância de modelos de saúde universais, territorializados e com redes hierarquizadas 
integradas. A estratégia ECO deve reconhecer que o acesso integral e longitudinal a serviços depende 
de 
sistemas organizados com forte presença da APS. 
OBJETIVO ESTRATÉGICO 1: Governança, Planejamento e Monitoramento da Estratégia 
- A implementação da estratégia ECO deve prever governança tripartite no caso de países federativos, 
como 
o Brasil. 
- Ponto 32: Aumentar a capacidade da APS para referenciar e acompanhar pacientes em processos 
cirúrgicos, com fluxos e protocolos pactuados. 
- Ponto 33: Planejamento ascendente e financiamento compartilhado, respeitando desigualdades 
regionais. 
OBJETIVO ESTRATÉGICO 2: Inserção da ECO nos Modelos de Atenção 
- Ponto 34: Organizar territorialmente as redes ECO, com integração da APS, serviços de urgência e 
hospitais. 
- Ponto 35: APS deve coordenar todo o itinerário do cuidado, inclusive no pós-alta e na reabilitação. 
- Pontos 37 e 39: Incorporar experiências de agentes comunitários na detecção precoce, 
acompanhamento 
pós-alta e vigilância em saúde. 
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Contribuições à Consulta Global da OMS 
OBJETIVO ESTRATÉGICO 3: Força de Trabalho 
- Ponto 43: Prever ações de valorização, saúde mental, proteção e suporte aos profissionais que atuam 
nas 
emergências, com participação em decisões e protocolos institucionais. 
OBJETIVO ESTRATÉGICO 4: Qualidade dos Cuidados ECO 
- Ponto 45: Promover comunicação entre níveis de atenção por meio de ferramentas como planos 
integrados 
de cuidado, passagens de caso estruturadas (handovers) e reuniões interprofissionais. 
OBJETIVO ESTRATÉGICO 5: Dados e Informação em Saúde 
- Ponto 49: Garantir interoperabilidade entre sistemas digitais (APS, urgência e hospitais), com uso de 
padrões abertos e prontuários integrados. 
INOVAÇÃO E TECNOLOGIA EM SAÚDE (CGIIS/DATASUS/SEIDIGI/MS) 
- Ponto 18: Reconhecer os avanços das tecnologias digitais (telemedicina, mHealth, prontuários, etc.), 
mas 
destacar lacunas regulatórias e de interoperabilidade. 

Brazil (1/3)



- Pontos 47 e 49: Apoiar coleta, padronização e análise de dados clínicos para gestão, pesquisa e 
monitoramento dos cuidados ECO. 
- Pontos 69 e 70: Estimular uso de protocolos digitais, estruturas regulatórias e integração das 
tecnologias 
na gestão da força de trabalho e cuidados. 
Estas observações reforçam o compromisso do Brasil com o fortalecimento da Estratégia Global da OMS 
para cuidados ECO, em alinhamento com os princípios do SUS e suas experiências bem-sucedidas no 
campo da APS e da saúde digital. 
Colocamo-nos à disposição para apoiar futuras etapas do processo. 
  
Atenciosamente, 
Ana Carolina Mendes de Carvalho 
Assessora Técnica. 
AISA/MS 
  
  
Esta mensagem pode conter informação confidencial e/ou privilegiada. Se você não for o destinatário ou 
a pessoa autorizada a receber esta mensagem, não pode usar, copiar ou divulgar as informações nela 
contidas ou tomar qualquer ação baseada nessas informações. Se você recebeu esta mensagem por 
engano, por favor avise imediatamente o remetente, respondendo o e-mail e em seguida apague-o. 
  
This message may contain confidential and / or privileged. If you're not the recipient or the person 
authorized to receive this message, you cannot use, copy or disclose the information contained therein or 
take any action based on this information. If you have received this message in error, please notify the 
sender immediately by reply e-mail and then delete it. 
 



A Coordenação-Geral de Saúde da Família e Comunidade da Secretaria de Atenção 

Primária à Saúde - CGESCO/DESCO/SAPS do Ministério da Saúde do Brasil, em resposta à 

consulta global aberta pela Organização Mundial da Saúde (OMS) sobre o projeto de Estratégia 

Global para Cuidados Integrados de Emergência, Cuidados Críticos e Cirúrgicos (2026-2035), 

apresenta suas contribuições. Acreditamos que a referida Estratégia deve ser implementada 

com especial atenção ao papel central da Atenção Primária à Saúde (APS) como ordenadora 

do cuidado e coordenadora das Redes de Atenção à Saúde (RAS). 

A experiência brasileira com o Sistema Único de Saúde (SUS) demonstra que a APS, 

sendo a porta de entrada preferencial e o centro de comunicação das RAS, exerce papel 

estruturante na coordenação do cuidado promovendo ações para o acompanhamento 

longitudinal e a integração da promoção, prevenção, tratamento, reabilitação e cuidados 

paliativos. De forma simultânea atua como ordenador das redes, por meio de planejamento 

territorial, orientando fluxos e articulação entre pontos de cuidado com vistas a assegurar a 

equidade do acesso, a integralidade do cuidado e a superação da fragmentação da atenção e 

da gestão. 

A seguir, apresentamos nossa avaliação e comentários, com sugestões para aprimorar a 

Estratégia, sob a ótica da Atenção Primária à Saúde: 

Observação inicial: O Estado brasileiro possui um sistema público de saúde que assegura o 

direito universal à saúde para a toda a população, com desenho territorializado e rede 

hierarquizada em níveis de atenção integrados. É importante apresentar a necessidade de 

sistemas de saúde universais e com modelo de atenção que integre atendimento dentro e fora 

dos estabelecimentos de saúde, atenção primária e especializada/hospitalar. Para uma estratégia 

ECO eficaz e eficiente, é necessário que os países organizem sistemas e serviços de saúde com 

acesso universal integral e longitudinal a toda a população. (Pontos 20 a 22) 

 

Objetivo estratégico 1: Governança, Planejamento e Monitoramento da Estratégia 

Observação: No sistema de saúde brasileiro, a gestão é compartilhada entre a União, os 

Estados e os Municípios, mediante pacto cooperativo que visa garantir a integralidade, 

universalidade e equidade da atenção à saúde para a população. A implementação da Estratégia 

ECO exige uma governança sólida e mecanismos de planejamento, monitoramento e avaliação 

transparentes e participativos, e sugere-se que o documento indique que estes processos sejam  

realizados com responsabilidades tripartite. 

Sugestão de redação para incremento no ponto 32: A Estratégia deve propor fortalecer a 

integração dos serviços e sistemas de saúde, aumentando a capacidade da APS para a referência 

qualificada de usuários para procedimentos cirúrgicos e o acompanhamento pós-cirúrgico, 

assegurando que a recuperação e reabilitação sejam coordenadas no território e que haja 

navegação do cuidado para superação de eventuais barreiras no itinerário terapêutico. Isso 

exige a definição de fluxos assistenciais e protocolos clínicos claros e pactuados entre a APS e 

os serviços especializados. 
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Sugestão de redação para incremento no ponto 33: A Estratégia deve ser conduzida de 

maneira tripartite e seu órgão líder deve elaborar o Planejamento de forma ascendente, e 

sistematizar a definição das responsabilidades de cada ente federado e o financiamento 

compartilhado das ações e serviços, considerando as diversidades socioeconômicas, 

geográficas, epidemiológicas e sanitárias das regiões de saúde. 

 

Objetivo estratégico 2: Atendimento emergencial, crítico e cirúrgico dentro dos 

modelos de atendimento 

Sugestão de redação para incremento no ponto 34: A Estratégia pode orientar quanto a 

organização territorial das redes de atenção, com fluxos assistenciais claramente definidos e 

pactuados em cada região. Isso inclui mapear os serviços ECO no território de forma a 

promover capilaridade e acesso equitativo, integrando efetivamente a APS, os serviços de 

urgência/emergência e os hospitais dentro de percursos assistenciais contínuos e coordenados.  

Sugestão de redação para incremento no ponto 35: Sugere-se destaque para a APS como 

coordenadora do cuidado ao longo de todo o itinerário terapêutico do paciente, orientando a 

continuidade da assistência antes e após intervenções críticas ou cirúrgicas (a exemplo de 

registro de alta/relato de alta). Isso inclui o acompanhamento pós-alta hospitalar e pós-cirúrgica 

pela equipe da APS, que pode atuar na reabilitação, na adesão ao tratamento e na reintegração 

do usuário, fortalecendo, assim, a longitudinalidade do cuidado, prevenindo complicações e 

reinternações desnecessárias. 

Observação sobre os pontos 37 e 39: Embora os cuidados de emergência e críticos sejam, por 

sua natureza, predominantemente de atenção especializada, a APS tem um papel fundamental 

na prevenção, detecção precoce, manejo inicial, e, especialmente, no acompanhamento pós-

alta e reabilitação, garantindo a continuidade do cuidado. A experiência brasileira com os 

Agentes Comunitários de Saúde, pode e deve ser incorporada às metas da estratégia global 

ECO para sua efetividade, em especial nos países de média e baixa renda. 

Sugestão de redação para complementar o ponto 37: Na preparação e resposta a 

emergências em saúde pública, as equipes da Atenção Primária à Saúde, incluindo agentes 

territoriais ou comunitários, são essenciais para a detecção precoce de eventos e agravos no 

território, a análise da situação de saúde da população, e a mobilização comunitária. A APS 

contribui com intervenções clínicas e sanitárias, além de auxiliar na referência e 

contrarreferência para serviços de maior complexidade e na promoção de melhores práticas em 

estratégias de capacitação para o aprimoramento das ações de vigilância, alerta e resposta às 

emergências em saúde pública. 

Objetivo estratégico 3: Planejamento e capacitação da força de trabalho em 

cuidados emergenciais, críticos e cirúrgicos 

Sugestão de redação para incremento no ponto 43: Além da provisão de equipamentos de 

proteção individual e segurança física nos ambientes de atendimento, a Estratégia deve 



reconhecer e incluir estratégias estruturadas de valorização profissional e suporte aos 

trabalhadores e trabalhadoras da saúde, especialmente aqueles que atuam na linha de frente das 

emergências e desastres. Devem ser previstas ações sistemáticas de atenção à saúde mental, 

acolhimento psicossocial, acompanhamento longitudinal e mitigação de riscos de adoecimento 

relacionados ao trabalho, como estresse pós-traumático, burnout e sofrimento psíquico. 

Recomenda-se ainda que os países desenvolvam protocolos de resposta institucional para 

proteger, reconhecer e apoiar esses profissionais, incluindo políticas de participação ativa nos 

processos decisórios de resposta às crises sanitárias. 

Objetivo estratégico 4: Prestação de cuidados emergenciais, críticos e cirúrgicos 

com qualidade 

Sugestão de redação para incremento no ponto 45: Orienta-se quanto a implementação de 

mecanismos formais de comunicação e coordenação entre os profissionais e equipes de saúde 

ao longo de toda a linha de cuidado ECO. Por exemplo, a adoção de planos de cuidado 

integrados, ferramentas de passagem de caso (handovers) estruturadas e reuniões 

interprofissionais regulares assegura que as informações essenciais acompanhem o paciente 

entre a APS, os serviços de urgência/emergência e a atenção hospitalar.  

Objetivo estratégico 5: Dados para tomada de decisão e melhoria da qualidade em 

ECO 

Sugestão de redação para incremento no ponto 49: Incluir a necessidade de 

interoperabilidade entre os sistemas digitais de informação em saúde dos diferentes pontos de 

atenção (APS, serviços de urgência/emergência e hospitais) para garantir a transferência segura 

e contínua das informações clínicas durante as transições do cuidado. A integração dos 

prontuários eletrônicos e demais sistemas, adotando padrões abertos compartilhados, permite 

reduzir falhas de comunicação e duplicidade de procedimentos, melhorando a continuidade e 

a segurança do paciente em todo o percurso assistencial. 



MINISTÉRIO DAS RELAÇÕES EXTERIORES

Ofício nº 09161.200360/2025-06

Brasília, 26 de junho de 2025

De: DSAUDE

Para: Ministério da Saúde 

Destinatário: À senhora ministra
Marise Ribeiro Nogueira
Chefe da Assessoria Especial de Assuntos Internacionais

Senhora chefe, 

Em aditamento ao Ofício n°09161.200358/2025-29 do dia 24 de junho, sobre a consulta formal

aos Estados-membros sobre o rascunho do desenvolvimento de uma Estratégia Global e Plano

de Ação para Cuidados Integrados de Emergência, Cuidados Críticos e Cirúrgicos, encaminho

excerto de comunicação da Delegação permanente do Brasil em Genebra, que relata a estrutura

da Estratégia Global e seus cinco objetivos principais a serem desenvolvidos no texto.

[ABRE ASPAS]

A OMS estendeu consulta aos Estados-membros, no período entre 23/6 e 14/7, para o

desenvolvimento da estratégia global sobre cuidados integrados emergenciais, críticos e

operatórios (ECO).

2. Como se recorda, a decisão 77(8), adotada pela 77a AMS, em 2024, solicitou ao

Diretor-Geral da OMS que desenvolvesse, em consulta com os Estados-Membros e outras

partes relevantes interessadas, uma estratégia global para ECO para o período 2026-2035, a ser

considerada pela 79a AMS, em 2026, e que implementasse tal estratégia global por meio de um

plano de ação, com metas a serem alcançadas até 2035. A estratégia e o plano de ação deverão

auxiliar na implementação da Resolução WHA 76.2, sobre o mesmo tema, liderada pela Etiópia
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e aprovada em 2023 com copatrocínio brasileiro.

3. Em sessão informativa, realizada na última semana, a OMS esclareceu o processo de

desenvolvimento da estratégia. Sua elaboração obedeceu a processo em seis etapas, começando

com sessão de informação aos Estados-membros em setembro de 2024, seguida por consultas

técnicas com especialistas, sociedades profissionais e agências das Nações Unidas entre junho

de 2024 e janeiro de 2025. Essas consultas envolveram mais de 800 participantes de diversas

regiões e disciplinas, que contribuíram com mais de 8 mil respostas qualitativas. As consultas

abordaram temas como cirurgia, anestesia, cuidados intensivos, emergência e trauma. Em

paralelo, foram realizados levantamentos e análises de dados de sistemas nacionais de saúde em

mais de 50 países.

4. Na terceira etapa, entre fevereiro e maio de 2025, os escritórios regionais da OMS

conduziram consultas regionais com os Estados-membros, cujo resultado foi incorporado ao

rascunho da Estratégia, ora submetido à consulta formal.

5. A estrutura da Estratégia Global segue o formato padrão da OMS e inclui cinco componentes

principais: o contexto e visão geral da situação global; a visão e metas da estratégia; os

objetivos estratégicos com suas respectivas justificativas; os papéis esperados dos

Estados-membros, do Secretariado da OMS e de outros parceiros; e as ações a serem tomadas

pelo Conselho Executivo da OMS e pela Assembleia Mundial da Saúde.

6. A visão da estratégia é de que, até 2035, todas as pessoas tenham acesso oportuno e de

qualidade a cuidados de emergência, críticos e operatórios, sem enfrentar dificuldades

financeiras. Além disso, os sistemas de saúde devem estar capacitados para escalar rapidamente

esses serviços em situações de emergência. Para alcançar essa visão, a meta operacional da

estratégia inclui seis linhas de ação principais: estabelecimento de políticas e financiamento

sustentáveis; integração dos serviços ECO nos pacotes de UHC e nos modelos de atenção;

empoderamento das comunidades no planejamento e na provisão dos cuidados; capacitação e

proteção da força de trabalho em saúde; otimização dos processos de entrega de serviços com

foco em qualidade; e fortalecimento da capacidade de resposta em emergências de saúde

pública.

7. A estratégia está organizada em seis objetivos. O primeiro trata da governança e

financiamento dos cuidados ECO, enfatizando a necessidade de integrar esses serviços no

planejamento nacional e garantir sua sustentabilidade financeira. O segundo objetivo aborda a

inserção dos cuidados ECO nos modelos de atenção, com foco em serviços centrados nas

pessoas e no fortalecimento de equipes multidisciplinares. O terceiro trata do planejamento e

capacitação da força de trabalho, incluindo a proteção contra riscos ocupacionais específicos
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desse setor, como os enfrentados por trabalhadores em ambulâncias ou salas de emergência.

8. O quarto objetivo foca na qualidade da entrega dos serviços, na disponibilidade de

equipamentos e suprimentos essenciais e na participação das comunidades. O quinto visa ao

fortalecimento da produção e uso de dados para apoiar a tomada de decisões e a melhoria

contínua da qualidade. Por fim, o sexto objetivo trata especificamente dos cuidados ECO em

contextos de emergências e crises humanitárias, com ênfase na continuidade dos serviços, na

escalabilidade e na coordenação intersetorial.

9. O plano de ação global que acompanhará a estratégia ainda será desenvolvido, com base nas

diretrizes estabelecidas. O Secretariado da OMS já iniciou atividades preparatórias e possui um

acervo significativo de contribuições técnicas, mas aguarda a validação da estratégia pelos

Estados-membros para formalizar esse processo. Indicou haver flexibilidade quanto à forma de

publicação do plano de ação ? ele poderá ser um documento técnico da OMS ou, se assim

decidido pelos Estados-membros, submetido para aprovação formal em uma futura Assembleia

Mundial da Saúde.

10. A consulta da OMS sobre a estratégia será realizada em modalidade virtual até 14 de julho

de 2025. Nesse período, os Estados-membros poderão revisar e enviar comentários sobre o

rascunho da estratégia, que foi enviado ao correio eletrônico da DSAUDE e está disponível no

seguinte link: <https://cdn.who.int/media/docs/default-source/integra

ted-health-services-(ihs)/csy/gs-for-integrated-eco---

draft-2-for-member-state-consultation.pdf?sfvrsn=a8399 1bb_2>.

11. Solicita-se que comentários e sugestões sejam compilados em um único documento por

país, por meio de mensagem que indique o nome do responsável pela submissão, sua afiliação

institucional e cargo. As submissões devem ser enviadas até o prazo indicado de 14 de julho,

para o e-mail eco@who.int. O documento não deve exceder 5.000 palavras, incluindo as notas

de rodapé. A equipe técnica da OMS compilará todas as submissões em um único documento,

que será publicado de forma permanente na página da OMS.

12. Eventuais dúvidas podem ser respondidas em contato com a Dr. Teri Reynolds, Chefe da

Unidade de Serviços e Sistemas Clínicos, Serviços de Saúde Integrados, pelo e-mail

eco@who.int.

[FECHA ASPAS]

Cordialmente,
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Igor da Silva Barbosa

Chefe da Divisão de Saúde Global

Documento assinado eletronicamente por Igor da Silva Barbosa, em 26/06/2025, às 15:47
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Destinatários deste Ofício

Ministério da Saúde aai@saude.gov.br
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From: Alegnta Gebreyesus <alegnta.gebreyesus@gmail.com> 
Sent: Monday, July 14, 2025 5:00 PM 
To: ECO <ECO@who.int> 
Subject: [EXT] ETH_Feedback on the draft global strategy for Integrated Emergency 
Critical and Operative Care/ ECO  
 
Dear Colleagues,  
 
I trust this email finds you well. Thank you for sharing the draft global strategy which is 
very comprehensive.  
 
Here are our few comments for your consideration.  
 
*Para 58: We kindly request that a clear timeline  and mechanism for submitting the 
action plan to Member States be included as the global action plan is critical for the 
proper followup and  operationalization of the gobal strategy.   
 
*Para 64: We do support the need for institutional mandate and leadership but it would 
be great to add language for considering national circumstances when designating a 
national agency as the legal and institutional frameworks differ.   
 
*Para 67: Reader would benefit from a footnote on "relevant" health workers. 
 
*Para 69: We would like to align the language with WHA 78 resolution on norms and 
standards.  Member States can "systematically" adapt and operationalize  WHO 
guidance, norms and standards...  
 
We look forward to further engagements in the development and operationalization of 
this important strategy.  
 
Kind regards  
 

Alegnta Gebreyesus Guntie (MD) | Health Diplomat  
Permanent Mission of Ethiopia to the UN Office in Geneva  
and Other International Organizations in Switzerland | Rue de Moillebeau 56 
P.O.BOX 338 1211 Geneva 19 | Fax: 41229197029 
Phone: Direct: +41 229197010 |  Mobile: +41 79 5929875 
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From: Jonas Paulius Mackevičius <jonas.mackevicius@sam.lt> 
Sent: Thursday, July 24, 2025 2:34 AM 
To: ECO <ECO@who.int> 
Subject: [EXT] WHO: Member State session on Development of a Global Strategy and Action 
Plan for Integrated Emergency, Critical and Operative Care  
 
Dear Colleagues, 
  
The colleagues from the Ministry of Health of the Republic of Lithuania have yet to submit 
any comments, despite the deadline having already passed a while back. If we receive any 
comments, will inform you promptly. For now, the MoH of Lithuania has no comments. 
  
Kind Regards, 

 

Jonas Paulius Mackevičius 
International Cooperation Division 
Specialist 
Mobile. Nr.: +37063191248 
Email: jonas.mackevicius@sam.lt 

 

    
 

Lithuania (1/1)



From: sgrin@sanidad.gob.es <sgrin@sanidad.gob.es> 
Sent: Monday, July 14, 2025 9:09 AM 
To: ECO <ECO@who.int> 
Cc: Díaz Velasco. Adrián <adiazv@sanidad.gob.es>; Serna García. Cristina Ester 
<cserna@sanidad.gob.es>; efernandezn <efernandezn@sanidad.gob.es>; Cebada Romero. 
Alicia <acebada@sanidad.gob.es>; sgrioi@sanidad.gob.es <sgrioi@sanidad.gob.es> 
Subject: [EXT] RV: WHO: Member State session on Development of a Global Strategy and 
Action Plan for Integrated Emergency, Critical and Operative Care  
 
Dear Sir/Madam 

We are approaching you from the Ministry of Health of Spain. 

We greatly appreciate the draft on the Global Strategy and Action Plan for Integrated Emergency, Critical 
and Operative Care. 

Please find attached the document revised by Spain, with some comments for your consideration. We 
believe, it should integrate throughout the text the existing WHO/WHA initiatives, which are also 
significant, as the International Health Regulations or the Pandemic Agreement. 

Should you have any questions or clarifications, please do not hesitate to contact us. 

Thank very much in advance. 

Best regards, 

  
  
Subdirección General de Relaciones Internacionales y Publicaciones 
Subdirectorate-General for International Relations and Publications 
Ministerio de Sanidad 
Ministry of Health 
Paseo del Prado, 18-20. 28014 Madrid (Spain) 
Teléfono (phone number): +34 91 596 17 44 
sgrin@sanidad.gob.es 
sgrioi@sanidad.gob.es 
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GLOBAL STRATEGY FOR INTEGRATED EMERGENCY, CRITICAL AND 

OPERATIVE CARE, 2026–2035 

 

DRAFT 2: For Member State review 

 

BACKGROUND 
 

1. Emergency, critical and operative care (ECO) represents a continuum of interrelated health 

services at the foundation of a health system’s ability to meet people’s needs across the life course and 

to respond effectively to public health emergencies. While these services are overlapping and 

interdependent, their planning and management is fragmented in many contexts, resulting in costly 

inefficiency, delayed care and avoidable loss of life. Recognizing this, in 2023 the World Health 

Assembly adopted resolution WHA76.2 on Integrated emergency, critical and operative care for 

universal health coverage and protection from health emergencies. In 2024 through decision WHA 

77(8), the Assembly requested the WHO Secretariat to develop a global strategy for integrated ECO to 

support the implementation of resolution WHA76.2 for the period 2026–2035, and to translate the 

global strategy into a global action plan with targets to be achieved by 2035. 

 

2. Integrated ECO is a strategic approach to planning and coordinating the continuum of ECO 

services – including associated rehabilitative and palliative interventions – to meet people’s needs 

across the life course. Effective ECO implementation requires integration across levels of the health 

system, across disease- or population-specific programmes and across sectors. 

 

3. ECO services address key high-burden conditions, including: complications of pregnancy and 

birth; injuries, such as those caused by road traffic crashes and disasters; non-communicable diseases, 

such as asthma, heart attack and stroke; and infectious conditions, such as sepsis, malaria, diarrhoeal 

diseases and pneumonia from both common and high-risk respiratory pathogens. However, because 

ECO is not disease- or population-specific, its actual and potential contribution to the health system 

and global and national health agendas is often unrecognized.  

  

4. Integrated people-centred service delivery requires ECO services that are linked to 

communities through primary care and by communication, transportation, referral and counter-referral 

mechanisms. Only integrated planning that places primary care relationships at the centre of the ECO-

system1 will ensure timely and appropriate access to needed ECO. This integration contributes to 

efficiency and effectiveness, enables economies of scope and scale across disease- and population-

specific programmes, and is essential to a comprehensive PHC approach. 

 

 

 

 

 
1 The term “ECO-system” here refers to emergency, critical and operative care services and the mechanisms that 

ensure they are accessible to the people who need them, e.g. communication, transportation, referral and 

counter-referral mechanisms. 
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OVERVIEW OF THE GLOBAL SITUATION 
 

Burden of conditions addressable by emergency, critical and operative care 
 

5. The conditions addressable by ECO span all major health areas, encompass the top global 

causes of death and disability, and are responsible for an estimated 38 million deaths and 1.3 billion 

disability adjusted life years annually.2 

  

6. Effective, integrated ECO services are essential to mitigate the impact of increasing public 

health risks, including outbreaks, conflicts, disasters and climate-related events.  

 

7. Factors contributing to worse ECO outcomes in low- and middle-income countries (LMICs) 

include inadequate health worker numbers and skills, limited equipment, and gaps in service design 

and delivery that cause delayed recognition and disrupted continuity of care.  

 

 

Access and coverage of emergency, critical and operative care 
 

8. Access to ECO is most limited in low- and lower-middle-income countries, with particularly 

high unmet need for ECO services in many African and Asian countries. There also are wide 

variations in ECO access within countries, particularly between rural and urban areas.  

 

9. In many countries, geospatial distribution of hospitals is not aligned with need, and ECO 

services are concentrated in political or urban centres. This has severe consequences in countries with 

large, distributed populations, a high proportion of rural poor and fragmented transport networks.  

 

 

Socio-economic considerations, including cost-effectiveness and impact of gaps in 

emergency, critical and operative care 
 

10. ECO services can be highly cost-effective, and a lack of investment in ECO compromises 

outcomes and reduces impact of other interventions, increasing overall system costs. Essential ECO 

built on early recognition and timely appropriate intervention often decreases the need to use scarce 

advanced care resources. The effectiveness of many proven interventions - including medications and 

procedures - decreases with delays to care, so timely access to ECO amplifies impact and returns on 

investment across the health system.  

 

11. The consequences of inadequate access to ECO include physical suffering, functional 

limitations and detrimental impacts on psychological and economic well-being. Lack of adequate 

ECO can lead to acute, life-threatening complications as well as chronic disabilities that hinder 

employment, compounding the burden on individuals, families and society. 

 

12. Annually, tens of millions of people - most of them in LMICs - face catastrophic health 

expenditure attributable to ECO on the basis of out-of-pocket payments alone. Tens of millions more 

 
2 Wimmer S, Sarabu S, Hynes EC, Plummer ML, Bognini MS, Kebede MA et al. Global burden of emergency 

and operative conditions: an analysis of Global Burden of Disease data, 2011-2019. Bulletin of the World Health 

Organization. 2025;103:194–203. doi: http://dx.doi.org/10.2471/BLT.24.292412 

nzurera
Comentario en el texto
Promoting primary health care and raising awareness and training the population in the early recognition of key sentinel symptoms is particularly valuable, especially in remote areas with limited access to higher-level hospital resources.
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face catastrophic expenditure attributable to nonmedical costs of accessing ECO, such transport and 

food costs. 

 

 

Health system determinants of emergency, critical and operative care  
 

13. ECO cuts across traditional global health initiatives and across disease- and population-

specific funding streams and is vulnerable to insufficient or inconsistent funding.  

 

14. Globally, inadequate health workforce numbers, capacities and planning hinder ECO 

provision, particularly in low-resource settings and in the African, Southeast Asian and Western 

Pacific regions. ECO quality is frequently compromised by lack of dedicated personnel and 

insufficient supervision of junior or rotating health workers. 

 

15. ECO health workers are disproportionately exposed to infectious and other hazards, including 

violence, because ECO services often address high acuity conditions, involve invasive procedures and 

must be directly accessible to the public day and night. ECO health workers may also be particularly 

psychologically and physically vulnerable during public health emergencies due to exposure risks, 

increased patient volume, crowded or unfamiliar working environments and attacks on personnel and 

facilities.  

 

16. Training of lay people (such as bystanders, community first aid responders and other 

community health workers) and of non-specialist primary care staff to deliver ECO has been shown to 

save lives but is under-implemented. Many first-contact health workers practice without the support of 

dedicated ECO training. 

 

17. Lack of infrastructure, equipment, medicines and consumables are challenges for health 

systems overall, but ECO services can be particularly vulnerable. ECO delivery is frequently 

constrained by limited availability and maintenance of diagnostic laboratory and radiology equipment 

and essential equipment for monitoring patients. 

 

18. Digital health technologies – such as mHealth, computer-aided dispatch systems, electronic 

health record systems, telemedicine and clinical decision support applications – have been widely 

shown to improve access to and quality of ECO. However, challenges include gaps in regulatory 

structures needed to maintain data security and privacy and limited interoperability across digital 

systems. 

 

19. There is a dearth of evidence to guide ECO policy and implementation, particularly in settings 

where resources are limited and prioritization is critical. Even when data are collected, they are rarely 

aggregated or analysed to inform integrated planning. 

 

 

Emergency, critical and operative care integration within models of care 
 

20. In recent years, countries have increasingly focused on explicitly defining packages of 

services intended for universal health coverage (UHC), but in many cases, these packages focus on 

traditional global health interventions, such as vaccinations and pre-natal care, and include few ECO 

services.  
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21. Well-designed UHC packages explicitly map priority services to defined delivery settings, 

including communities, clinics, ambulances and hospitals. Increasingly, countries also define 

“alternate” platforms that expand access to services or support strategic shifts to ensure safe 

continuity of essential health services during crises (e.g. home-based self-care, mobile health teams, 

telemedicine). Integrated ECO planning improves effectiveness and efficiency, but many countries 

plan community- and facility-based care separately, or design primary care and hospital strategies in 

isolation, limiting the coherence of care pathways and disrupting continuity of care. 

 

22. Within a primary-health-care-oriented model of care, people-centred pathways optimize 

movement across the health system with strong communication and referral linkages among 

communities, ambulances, clinics and hospitals. However, mechanisms to link communities to ECO 

services (e.g. empanelment systems and universal access numbers) and to link levels of care to each 

other (e.g. referral and counter-referral systems) are often under-developed and fragmented.  
 

23. Simple, affordable prehospital care and transport systems can decrease mortality from many 

conditions, but their availability and scope in LMICs are extremely limited. Early and accurate 

recognition and referral in community and facility-based primary care dramatically improves 

outcomes, increasing overall efficiency and effectiveness by rationalizing the use and maximizing the 

impact of scarce ECO resources at hospital level. Having core ECO services available at first-level 

hospitals is strategic and cost-effective for many conditions, but first-level hospitals in many countries 

lack dedicated emergency units or 24-hour staffing for intensive care units and operating theatres. 

 

24. Empowering communities as both users and providers of ECO may involve: ensuring 

community representation in planning and facility management committees, providing first aid 

training for bystanders and community health workers and supporting advocacy by community 

organizations. Such advocacy has successfully led to expanded ECO service coverage and training, 

and to laws and policies addressing access, quality and protections for bystanders who assist the 

acutely ill or injured.  

 

 

Emergency, critical and operative care service delivery processes 
 

25. Gaps in key ECO processes are widely documented at all levels. Optimizing service delivery 

through standardized protocols or checklists has been widely shown to reduce mortality and to be 

feasible and well-accepted in all settings, but there remain implementation gaps. Further, most ECO 

practice guidance has been developed for and based on evidence from high-resource settings and may 

not be feasible or appropriate in all contexts. 

 

 

Special considerations for emergency, critical and operative care during public health 

emergencies and humanitarian crises 
 

26. The same health system must deliver for everyday population health needs and maintain and 

surge services during public health emergencies. Strategic shifts in service planning and delivery are 

essential for effective response to hazards and for safe, continued delivery of essential health services.  

 

27. Service delivery challenges during crises may include overwhelming patient volumes, 

understaffing, clinical practice beyond usual scope or in unfamiliar settings, lack of equipment and 

supplies, and delayed or unavailable transfer to higher levels of care. Because health care encounters 

themselves may become a source of transmission during outbreaks, services may be suspended for 

nzurera
Comentario en el texto
It may be advisable to promote the inclusion of first aid and basic life support training in school curricula as part of national education plans.

nzurera
Comentario en el texto
. It is essential to adapt guidelines and evidence to the specific context, as the same invasive interventions in a given patient may result futile depending on the setting in which they are applied—particularly where continuity of care cannot be ensured.
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safety reasons, often with long-term consequences. Attacks on healthcare may impact health worker 

and patient safety, service continuity, and access to care. Gaps in real-time data sharing and patient 

tracking may limit evidence-based decision-making and resource allocation. 

 

28. Where relevant, the community-based health workforce, humanitarian partners and 

emergency medical teams can be central to effective management of public health emergencies, 

including for detection, risk evaluation, response and recovery. 

 

 

 

VISION AND GOAL 

 

Vision 
 

29. By 2035, all people have timely access to the high-quality emergency, critical and operative 

care they need without financial hardship, and health systems have the capacity for rapid scale up of 

emergency, critical and operative care during public health emergencies and in humanitarian settings. 

 

 

Goal 
 

30. Strengthen emergency, critical and operative care for UHC by: (a) incorporating ECO into 

national policies for sustainable funding and effective governance; (b) ensuring integrated planning of 

ECO informed by systematic collection and strategic analysis of data; (c) explicitly including ECO 

services into UHC packages, service delivery platform design and optimized care pathways; (d) 

empowering communities in the planning and provision of ECO; (e) supporting, training and 

protecting the health workforce who deliver ECO; (f) optimizing service delivery processes to 

maximize ECO quality; and (g) ensuring surge capacity for and coordination of ECO services during 

public health emergencies. 

 

 

STRATEGIC OBJECTIVES 
 

Strategic objective 1: Emergency, critical and operative care governance and financing 

– Ensure essential ECO policy, regulation and legislation; integrate ECO services into 

national planning and financing mechanisms; and coordinate ECO readiness and surge 

capacity for public health emergencies 
 

31. Strategic objective 1 aims to strengthen ECO governance, financing and coordination at the 

national level as part of UHC and health security agendas. National policies, regulations and standards 

should facilitate universal access to high-quality, needs-based ECO services for all. Key mechanisms 

include integrated planning for UHC, innovative and sustainable financing, coordination across public 

and private sectors, and core legislation, such as laws on the right to access acute care without 

payment prior and on protections for bystanders who assist the ill or injured.  

 

32. ECO must be fully integrated into relevant national assessment, planning and reform 

processes, including national health strategic plans and strategies for UHC, PHC and hospitals; and 

into mechanisms for the coordination and management of disasters, outbreaks and other public health 

emergencies. Effective ECO delivery and related prevention and risk-reduction efforts require linkage 

fsimon
Nota adhesiva
Most countries in the world need basic development of their health systems (both primary health care and hospital care) before having the capacity for providing to all people timely access to high quality emergency, critical and operative care. 
This vision is very nice and desirable, but unrealistic and unfeasable for 2035 at global level. I think the document should be more moderated and propose ambitious but close to reallity vision and objectives.

fsimon
Nota adhesiva
Current legislative projects in Sapin related with preparedness and response include this objective

nzurera
Comentario en el texto
We fully agree with the comments provided. While we support the need for an ambitious approach, the document appears to be fairly misaligned with the present context

nzurera
Comentario en el texto
In addition, in our country, several national health strategies are currently promoting the implementation of  programmes based on this approach—for instance, as part of the national cardiovascular health strategy, networks for the care of myocardial infarction are under development, as well as the cardiac arrest response plan, or the cardiogenic shock protocol.

nzurera
Comentario en el texto
In Spain, access to the highest level of specialised care is guaranteed through hospital referral systems and the National Reference Centres (CSURs).
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across relevant sectors, including transport and education. National health financing strategies should 

incorporate ECO services protected by government assurance mechanisms, such as publicly funded 

service delivery, health and social insurance schemes, or policies that regulate what private entities 

must deliver or pay for. Sustainable partnerships within and outside of the health sector, as well as 

engagement with communities, civil society and the private sector, are essential to mobilize resources. 

 

33. A designated lead agency should have the authority, responsibility and resources to coordinate 

integrated ECO planning and implementation. The lead agency may be an existing agency but should 

be specifically empowered to coordinate across the ECO continuum and to set and enforce standards, 

including through certification and accreditation of health workers and facilities. 

 

 

Strategic objective 2: Emergency, critical and operative care within models of care – 

Include priority ECO services within UHC packages and map them to defined service 

delivery platforms; ensure integrated, people-centred ECO pathways; optimize management 

and teams to deliver ECO; and empower communities as users and providers of ECO 

 
34. Strategic objective 2 focuses on models of care, including incorporating ECO services within 

a UHC package; mapping ECO services to well-defined delivery platforms and settings; and 

designing people-centred care pathways, including referral and counter-referral.  

 

35. Key first-contact functions include public system activation, dispatch of emergency care 

health workers and early recognition in primary care. Community first aid responder programs have 

been shown to be effective and cost-effective. Optimal primary care provides (a) health promotion 

and disease and injury prevention; (b) early recognition, timely management and transfer for acute 

conditions when appropriate; and (c) coordination of care encounters across different levels of care 

and across the life course. Optimizing first-contact care reduces complication rates, improves 

outcomes and limits overuse of scarce hospital resources.  

 

36. Key functions of hospitals include delivering ECO at all hours, providing advanced 

interventions, and supporting decision-making at primary care level. Well-defined models of care 

specify minimal functional criteria for emergency units, critical care units and operating theatres. In 

particular, strengthening ECO capacity at first-level hospitals enables first-contact access out-of-hours 

and life-saving care at all times. First-level hospitals should have dedicated emergency units, basic 

critical care capacity and operating theatres that are able to deliver essential surgical and anaesthesia 

services 24 hours per day, ensuring access to needed care close to home and across the life course.  

 

37. To optimize people’s movement across the health system, care pathways should be defined for 

key conditions, such as sepsis, injury, complications of pregnancy and birth, noncommunicable 

diseases and mental health conditions. A robust system for patient referral, counter-referral and 

emergency transfer should guide decision-making with explicit protocols and should promote linkages 

and coordination of care across public and private health care settings. Digital tools and systems that 

promote seamless information sharing, such as integrated electronic health records that enable 

efficient referral and counter-referral across the ECO continuum, can improve patient safety, reduce 

duplication of services and enhance continuity of care. 

 

38. Professionalization of leaders and managers at national, sub-national and facility levels is 

fundamental to the effectiveness and efficiency of ECO. Governments should ensure adequate 

numbers of and well-defined competencies for managers and foster an enabling environment for 

continuous ECO quality improvement. 

nzurera
Comentario en el texto
As a first step, it may be useful to conduct a comprehensive mapping of available resources to serve as a basis for optimising system structure and organisational planning

nzurera
Comentario en el texto
In Spain, the structure is the opposite: the first level of care consists of services with lower specialisation, while tertiary hospitals are responsible for delivering the services referred to in the document.
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39. Community engagement in ECO service planning and provision should include structured 

mechanisms for incorporating community perspectives in strategic planning and monitoring; and 

education on early recognition, care seeking, self-care and first aid. 

 

Strategic objective 3: Emergency, critical and operative care workforce planning and 

capacity building – Plan for adequate numbers and appropriate distribution of health 

workers who deliver ECO; build and maintain capacity to deliver high-quality ECO; and 

protect the ECO workforce from workplace hazards 
 

40. Strategic objective 3 aims to ensure an optimal health workforce to deliver ECO services to 

meet population needs. Integration of ECO into health workforce planning is key to establishing 

appropriate capacities across service delivery platforms. Policies should optimize health worker roles 

and include recommended staffing ratios for emergency units, critical care units, and operating 

theatres that account for case volume, acuity, and complexity and ensure 24-hour coverage. Explicit 

policies should ensure that health workers receive proper training, supervision and technical support, 

and health worker perspectives should routinely be incorporated into ECO service planning. 

 

41. A system for dedicated pre- and in-service ECO training of all relevant health workers is 

critical for a resilient, high-quality health system. Community-based ECO can be strengthened by 

training of the public and, where relevant, formally designating and training community first-aid 

responders who can be activated and dispatched within their communities. Foundational acute care 

training, such as the WHO/ICRC Basic Emergency Care course, are essential for all clinicians and 

should be incorporated into undergraduate curricula for health workers. Other important foundational 

ECO training includes the WHO Basic Critical Care course, the WHO Operative Care at the First 

Level Hospital learning programme, and instruction in mass casualty management and response to 

chemical, biological, radiological, and nuclear agents or threats. Training and certification pathways 

should be established and regulated for prehospital and facility-based health workers. ECO specialist 

training pathways should be developed for nurses, mid-level health workers, doctors and other 

relevant groups.  

 

42. Supportive supervision of health workers is important to performance management and staff 

retention and promotes compliance with standards of practice, high-quality ECO delivery and health 

worker satisfaction. 

 

43. Measures to protect health workers from infectious and other hazardous exposures, injuries, 

violence and burnout are crucial and include reliable provision of protective equipment and security 

for prehospital settings, clinics and hospitals.  

 

 

Strategic objective 4: Emergency, critical and operative care service delivery and 

quality – Provide high-quality, multidisciplinary ECO services; and ensure essential ECO 

infrastructure, equipment and supplies 
 

44. Strategic objective 4 focuses on evidence-informed ECO service planning, including 

development of national guidelines and context-specific clinical protocols and pathways. ECO 

delivery processes should be supported by standardised approaches, and quality should be monitored 

and improved through the use of case-based registries and audits, with analyses at facility, subnational 

and national level. A team-based culture of quality improvement is vital, as are validated tools, such as 

clinical decision support algorithms and checklists. 

fsimon
Nota adhesiva
This could be linked to the Speciality of emergency medicine

nzurera
Comentario en el texto
Promoting and strengthening a culture of patient safety and safe practices within this domain should be prioritised.

nzurera
Comentario en el texto
This seems unrealistic. While the aspiration is understandable, it does not reflect the current reality in our context — even less so in low-income countries.

nzurera
Comentario en el texto
It is unclear what this refers to — whether it implies training all health professionals in emergency and critical care (which would be unfeasible), or whether it suggests that basic cardiopulmonary resuscitation (CPR) training should be mandatory.

mfernandezgar
Nota adhesiva
Special care must be taken not to increase human resources in emergency areas to the detriment of others such as Primary Care, generating an excessive flow of professionals to hospital emergencies, giving rise to an imbalance of human resources that leads to the transfer of unnecessary patients to this level of emergencies.
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45. Strategic objective 4 prioritizes multidisciplinary, team-based delivery of ECO to optimise 

care continuity and comprehensiveness, enhance the efficiency of service delivery and improve 

patient outcomes and satisfaction. For example, multi-disciplinary interprofessional care by doctors, 

nurses, and rehabilitation professionals is associated with better outcomes, particularly in high-risk or 

complex cases. 

 

46. Explicit standards should specify essential equipment, supplies and medications linked to 

priority services and aligned with the functional roles of service delivery platforms as defined within 

the local model of care. Mechanisms for dynamic supply chain management, including inventory 

tracking and redistribution mechanisms, should be designed to ensure the availability and distribution 

of essential health products for ECO service delivery. 

 

 

Strategic objective 5: Emergency, critical and operative care data for decision-making 

and quality improvement – Evaluate health system capacity to deliver ECO and document 

need for and utilization of ECO services; identify ECO evidence gaps; and set research 

priorities to inform policy and planning 
 

47. Strategic objective 5 seeks to enhance data collection and analysis at system, facility and case 

levels to provide timely and relevant feedback on ECO to health workers and planners.  

 

48. Decision-making on resource allocation, capacity building, quality improvement and public 

health emergency management should be informed by regular assessment of the geospatial and 

temporal trends of conditions that can be addressed by ECO, system capacity to deliver ECO, ECO 

utilization and access barriers, particularly for vulnerable populations such as people with disabilities. 

At regular intervals, national ECO assessments should be conducted to identify system-level gaps and 

clarify country-specific action priorities to inform policy and planning.  

 

49. Routine health information systems should be strengthened to incorporate ECO data and 

ensure standardized clinical documentation for ECO delivery at community, prehospital, outpatient, 

emergency unit and inpatient levels. Standardized data from clinical registries can be used to monitor 

and track treatment outcomes, support research, facilitate corrective actions as part of quality 

improvement initiatives, and inform national, subnational and local planning and management. 

 

50. Context-relevant research on clinical and public health aspects of ECO is critical to guide 

planning, particularly in settings where limited resources require prioritisation and difficult trade-offs. 

Explicit identification of research priorities at national, regional and global levels can accelerate 

inquiries that inform policy choices.  

 

 

Strategic objective 6: Emergency, critical and operative care in public health 

emergencies and humanitarian crises – Strengthen health systems to provide ECO 

continuity, from readiness to response and recovery 
 

51. Strategic objective 6 aims to optimize ECO services in settings affected by disasters, 

outbreaks, and conflict. Strong and well-resourced ECO is vital to effective health system response to 

hazards, to maintaining the continuity of essential health services during crises, and to creating more 

resilient and fit-for-purpose health systems during recovery. As part of preparedness, UHC packages 

fsimon
Nota adhesiva
We propose to add a point including the respect to national and international data protection regulations whenever personal data are involved.

fsimon
Nota adhesiva
We consider it could be interesting add a point about supporting the implementation of the Pandemic Agreement and in particular all provisions related with global availability of Medical Countermeasures y pandemic and emergency situations.

nzurera
Comentario en el texto
. In Spain, clinical rehabilitation is prescribed and overseen by a specialist in Physical and Rehabilitation Medicine. Therefore, in my view, a more appropriate wording would be: “…multidisciplinary care provided by nurses, physicians, and other rehabilitation professionals…”

nzurera
Comentario en el texto
This is highly relevant from both clinical and managerial perspectives. However, it poses significant challenges and may raise issues related to data protection, depending on the regulatory framework of each country.
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should incorporate the full continuum of ECO and explicitly identify priority services for high-risk 

hazards and core services that need to be maintained during crises.  

 

52. Countries should undertake national risk assessments to inform the design of context-relevant 

ECO surge capacity and resource allocation. ECO should be fully integrated in national emergency 

coordination mechanisms and in planning and regular drills for all-hazard responses. ECO funding 

needs to be flexible and contingency funding available to manage surge in demand for ECO services 

and supplies. Provisions for ECO delivery should be integrated into risk management strategies at 

regional, district and community levels, and the roles and functions of ECO in all phases of the 

management of public health emergencies should be explicitly defined with adequate operational 

detail to support rapid scaling. In fragile and conflict-affected settings, flexible models, adaptive 

strategies and inter-agency coordination can be especially important. 

 

53.  To ensure continuous provision of ECO services during crises, alternative delivery platforms, 

including those able to support surgical procedures, should be designated. This may include 

contingency planning for expanded clinical space and building modular or mobile clinical units.  

 

54.  The health workers who deliver ECO should be engaged in crisis risk assessment, planning 

and response coordination, including regular multisectoral simulation exercises. Special consideration 

should be given to physical protection of ECO workers in insecure settings, their retention during 

protracted emergencies, and training and deployment to ensure needed capacities.  

 

55. Strategic procurement of medicines and other health products based on assessed needs, 

support for local procurement, and strengthening of national pharmaceutical systems are key to 

optimizing ECO services in crises. This may require adaptive and context-specific solutions to 

transport medicines to hard-to-reach areas and protect temperature-sensitive medicines. Well-defined, 

rapid regulatory and approval pathways for emerging therapeutics are also important during public 

health emergencies. 

 

56. Humanitarian partners and national and regional emergency medical teams can backstop local 

health workers, bolster provision of supplies and extend ECO services to reach vulnerable 

populations, such as people with disabilities. Coordination among international and local stakeholders 

and context-adapted approaches are essential to effective engagement. 

 

 

ROLES OF WHO, MEMBER STATES AND PARTNERS  
 

WHO 
 

57. WHO will fulfil a leadership and coordination role in promoting and monitoring global action 

on ECO for UHC and protection from public health emergencies. WHO will set the general direction 

and priorities for global ECO advocacy, partnerships and networking; articulate evidence-based policy 

options; and provide Member States with technical and strategic support. 

 

58. WHO will translate this strategy into a global action plan for integrated ECO, including a 

monitoring framework with indicators for tracking progress and measurable targets to be achieved by 

2035, in accordance with decision WHA77(8). 

 

fsimon
Nota adhesiva
we consider that any "monitoring framework for tracking progress should be integrated in existing or foreseen preparedness and response monitoring tools at country level, such as IHR or in the near future the Pandemic Agreement. Adding another extra monitoring tool will only overload haelth workers at country level and will reduce quality in the answers to current monitoring tools.
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59. WHO will enhance its capacity at global, regional and country levels to provide necessary 

coordination, technical guidance and support for the efforts of Member States and other relevant 

actors to strengthen ECO. 

 

60. WHO will continue working with partners – including convening the Acute Care Action 

Network and the Global Alliance for Care of the Injured - to facilitate implementation of the strategy 

through joint advocacy, dissemination and coordinated implementation of WHO tools and resources, 

and linkages for multidisciplinary ECO research. WHO will foster multi-country exchange to share 

information, skills and technology to strengthen ECO services. 

 

61. WHO will collaborate with Member States to ensure there is uptake, support and 

accountability for the strategy at the national level. WHO will assist Member States to identify high-

priority ECO services and to integrate these services into UHC planning processes. WHO will 

continue to design and update technical guidance, standards and curricula for capacity building, and 

clinical tools to support quality, timely ECO with currently available resources in LMICs. 

 

62. WHO will continue to assist Member States to conduct ECO-system assessments and use data 

for decision-making and quality improvement. WHO will work with countries and experts to develop 

indicators and targets for ECO outcomes and cost-effectiveness analyses and will maintain and 

expand ECO modules on the WHO clinical registry platform. 

 

 

Member States 
 

63. Member States should allocate sufficient resources for ECO strengthening to ensure ECO 

services meet minimum standards. 

 

64. Member States should establish a lead national agency with sufficient capacity and resources 

to provide strong ECO leadership, coordination and accountability for the national ECO-system 

across public, private and other non-governmental providers, including prehospital care. 

 

65. Member States have the responsibility to integrate ECO into national and subnational health 

policies and strategies, addressing standards for: a skilled ECO workforce; adequate equipment, 

infrastructure and supplies for ECO delivery; and documentation, monitoring and evaluation of access 

to and quality of ECO services. Member States should identify explicit national ECO action priorities 

based on population-needs and system-capacity assessments. 

 

66. Member States should incorporate ECO into models of care by including ECO services in 

UHC packages and in the strategic design of platforms and pathways to meet population health needs, 

drawing on WHO resources and tools, such as the WHO UHC Service Package Delivery and 

Implementation platform. National, subnational and facility-level governance mechanisms should 

coordinate prehospital and facility-based ECO services, including transfer and referral, and linkages 

with public health emergency management. 

 

67. Member States have the responsibility to establish regulatory mechanisms for institutions, 

providers and personnel who deliver ECO services. Dedicated pre- and in-service skill-based training 

in ECO should be provided to all relevant health workers, taking advantage of accessible training 

curricula (e.g. the WHO/ICRC Basic Emergency Care course) and digital platforms (e.g. the WHO 

Academy). Planning at district, sub-district and facility levels should optimise health worker roles 

and, where appropriate, incorporate task-sharing approaches.  

fsimon
Nota adhesiva
There are different options to warrant leadership, cordination and accountability and countries have their own systems to assure that. We propose to change this point for "Member States should warrant leadership, coordination and accountability for the development of the national ECO-system across public, private and other non-governmental providers, including prehospital care, 
by identifying the responsible authority with capacity and resources to fulfil its mision

nzurera
Comentario en el texto
The reference is not entirely clear. In any case, the lead national authority would presumably be the Ministry of Health, would it not?
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68. Member States should ensure that ECO health workers are protected from injuries, violence, 

and infectious and other hazardous exposures.  

 

69. Member States can adapt and operationalize WHO guidance and standards on ECO 

infrastructure, personnel, material resources and processes, including implementing WHO guidelines, 

checklists, protocols, and digital tools for clinical decision support.  

 

70. Member States can support key ECO processes by developing regulatory structures for and 

optimizing digital technologies to support system activation and dispatch, referral and care planning, 

telemedicine, clinical decision support and health workforce and resource management.  

 

71. Member States should establish structured mechanisms to incorporate community 

perspectives in strategic planning, monitoring and delivery of ECO. Community members should be 

educated on early recognition, care seeking, and first aid.  

 

72. Member States have the responsibility to assess the structure, capacity and functioning of the 

national ECO-system, care pathways and delivery at the facility level, using systematic approaches 

such as the WHO national ECO-system assessments, the Core Clinical Care Readiness Planning Tool, 

and the WHO ECO facility-level assessment. Member States should operationalize explicit targets 

and indicators, building on the anticipated global action plan and monitoring framework for integrated 

ECO.  

 

73. Member States should have dedicated strategies to safeguard essential ECO in disasters, 

fragile settings and conflict-affected areas, including convergent approaches across humanitarian 

programming and national UHC planning, such as through the WHO-Global Health Cluster H3 (high-

priority health services for humanitarian response) process.   

  

 

Partners, civil society and private sector 
 

74. United Nations agencies and international partners, including professional organizations, have 

important roles to play in ECO advocacy and implementation, including through resource 

mobilization; scale-up of WHO tools and other evidence-based interventions; exchange of 

experiences; provision of technical support, capacity-building and material resources; and research 

and surveillance.  

 

75. Civil society is key to ECO service delivery and to encouraging governments to develop 

robust national and subnational ECO policies and plans and contributing to implementation. Civil 

society can support communities and lead grass-roots mobilization and advocacy.  

 
76. The private sector has a vital role in supporting Member States, including in ECO service 

planning, delivery, and quality improvement; health worker capacity-building; and production and 

provision of material resources to ensure high quality ECO. 

fsimon
Texto insertado
in their territory but also should watch over to avoid exposing health workers to any hazard in conflict situations beyond national territory, protecting the access of population to health care in any setting and in particular in humanitarian crisis. 

fsimon
Nota adhesiva
We propose to add the following text

"in their territory but also should watch over to avoid exposing health workers to any hazard in conflict situations beyond national territory, protecting the access of population to health care in any setting and in particular in humanitarian crisis. "



From: Carlsson, Kerstin <Kerstin.Carlsson@socialstyrelsen.se> 
Sent: Tuesday, July 1, 2025 4:46 AM 
To: ECO <ECO@who.int> 
Subject: [EXT] Re: Development of a Global Strategy and Action Plan for Integrated Emergency, 
Critical and Operative Care  
 
Dear colleagues, 
  
On behalf of the National Board of  Health and Welfare in Sweden, thank you for the 
opportunity to comment on the draft strategy and action plan for integrated emergency, 
critical and operative care. 
We only have one comment – it is not clear to us how to interpret the wording fully 
integrated into relevant national assessment, planning and reform processes. It is 
important to bear in mind that not all Member States have national planning processes. 
Sweden is one of them since our health system is decentralised. Perhaps other Member 
States, such as Germany, who also have a decentralised system, would have the same 
kind of comments and see the need for clarification? Perhaps striking out the word 
”national” would solve this conundrum. 
  
Our assessment of the situation in Sweden is that ECO is integrated on the regional and 
municipal levels and as a complement,and it is evaluated nationally, but that would not 
constitute a national plan. 
  
Kind regards, 

Kerstin Carlsson 

..................................................................... 

Kerstin Carlsson (Ms.) 
International relations officer 
+46 75 247 32 95 
+46 70-162 32 95 
  
SOCIALSTYRELSEN 
The National Board of Health and Welfare 
Office of the Director-General 
SE-106 30 Stockholm 
+46 75 247 30 00 
http://www.socialstyrelsen.se/english 
 

Sweden (1/1)




