
Annex 1.1 Organizational structure of the United Nations 

The United Nations has six main bodies: the General Assembly, the Security Council, the 

Economic and Social Council, the Trusteeship Council, the International Court of Justice 

and the United Nations Secretariat. These six bodies were created under the United 

Nations Charter when the Organization was founded in 1945. Five of them – the General 

Assembly, the Security Council, the Economic and Social Council, the Trusteeship 

Council and the Secretariat – are based at the United Nations Headquarters in New York. 

The sixth, the International Court of Justice, is located in The Hague in the Netherlands.1 

The six United Nations bodies are described below. 

1.1.1. Main bodies   

1.1.1(a) The General Assembly  
The General Assembly is the main deliberative, policymaking and representative organ of the 

United Nations. All 193 Member States of the United Nations are represented in the General 

Assembly, making it the only United Nations body with universal representation.  Each year, 

in September, the full United Nations membership meets in the General Assembly Hall in New 

York for the annual General Assembly session and general debate, which many heads of 

state attend and address.  Each year, the General Assembly elects a General Assembly 

President to serve a one-year term of office. 

1.1.1(b) The Security Council  
Under the United Nations Charter, the Security Council has primary responsibility for the 

maintenance of international peace and security.  It has 15 Members (five permanent and 10 

non-permanent members). Each Member has one vote and the five permanent members 

have veto power. Under the United Nations Charter, all Member States are obliged to comply 

with Council decisions. The Security Council takes the lead in determining the existence of a 

 
1 Sourced from: United Nations, “Main Bodies”  
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threat to the peace or act of aggression. It calls upon parties to a dispute to settle it by peaceful 

means and recommends methods of adjustment or terms of settlement.2 

1.1.1(c) The Economic and Social Council  
The Economic and Social Council is the principal body for coordination, policy review, 

policy dialogue and recommendations on economic, social and environmental issues, as 

well as implementation of internationally agreed development goals.  It has 54 Members, 

elected by the General Assembly for overlapping three-year terms. It is the United 

Nations’ central platform for reflection, debate and innovative thinking on sustainable 

development. 

1.1.1(d) Trusteeship Council  
The Trusteeship Council was established in 1945 under Chapter XIII of  the United Nations 

Charter to provide international supervision for 11 Trust Territories that had been placed under 

the administration of seven Member States and ensure that adequate steps were taken to 

prepare the Territories for self-government and independence. By 1994, all Trust Territories 

had attained self-government or independence.  The Trusteeship Council suspended 

operation on 1 November 1994. By a resolution adopted on 25 May 1994, the Council 

amended its rules of procedure to drop the obligation to meet annually and agreed to meet as 

occasion required – by its decision or the decision of its President, or at the request of a 

majority of its members or the General Assembly or the Security Council.  

1.1.1(e) International Court of Justice  
The International Court of Justice is the principal judicial organ of the United Nations. Its seat 

is at the Peace Palace in The Hague, the Netherlands). It is the only one of the six principal 

organs of the United Nations not located in New York, United States of America. The Court’s 

role is to settle, in accordance with international law, legal disputes submitted to it by States 

and to give advisory opinions on legal questions referred to it by authorized United Nations 

organs and specialized agencies. The International Court of Justice functions in accordance 

with its Statute. 

 
2 United Nations, "Security Council". 
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1.1.1(f) Secretariat 
The Secretariat comprises the Secretary-General and thousands of international United 

Nations staff members who carry out the day-to-day work of the United Nations as mandated 

by the General Assembly and the Organization's other principal bodies. The Secretary-

General is Chief Administrative Officer of the Organization, appointed by the General 

Assembly on the recommendation of the Security Council for a five-year, renewable term. The 

Secretary-General is also a symbol of the Organization's ideals and an advocate for all the 

world's peoples, especially those living in situations of poverty and vulnerability. 

 

Figure I: Organizational structure of the United Nations 

1.1.2. Offices and Departments under the Secretariat at Headquarters in New York  

The Secretariat is organized along departmental lines, with each department or office having 

a distinct area of action and responsibility. Offices and departments coordinate with each other 

to ensure cohesion in the United Nation’s programme of work. The Secretariat is located in 

New York City, United States of America.  The United Nations also has three major Offices 

outside of its Headquarters (Geneva, Nairobi, Vienna) and five Regional Economic 

Commissions (Addis Ababa, Bangkok, Beirut, Geneva, Santiago). The Secretariat 

comprises four Offices, one of which is Executive, and three Departments, as follows: 

1.1.2(a) Executive Office of the Secretary-General 
The Executive Office of the Secretary-General (EOSG) was initially established in 1946 to 

assist the Secretary-General with relations with members and organs of the United Nations, 

and with specialized agencies and non-governmental organizations, as well as to assist with 

policy and coordination of the Secretariat. It was established shortly after the first Secretary-
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General of the United Nations took office following appointment by the General Assembly on 

1 February 1946.  

The EOSG "assists the Secretary-General in the performance of those functions which he 

does not delegate to the departments and for which he retains personal responsibility. These 

functions include consultation with governments and the heads of the specialized agencies 

and the supervision of special projects" (Yearbook of the United Nations 1947–1948) It also 

aids in policy creation and implementation, coordinates the activities of the departments, 

publications and correspondence, and advises on United Nations protocol. 

1.1.2(b) Office of Internal Oversight Services  
The Office of Internal Oversight Services (OIOS) is the internal oversight body of the United 

Nations. The Office assists the Secretary-General in fulfilling his oversight responsibilities in 

respect of the resources and staff of the Organization through the provision of internal audit, 

investigation, inspection and evaluation services. The mandate of OIOS is derived 

from relevant General Assembly resolutions and decisions, including founding 

resolution 48/218B of 29 July 1994. The Office exercises operational independence under the 

authority of the Secretary-General in the conduct of its duties and, in accordance with Article 

97 of the Charter, has the authority to initiate, carry out and report on any action which it 

considers necessary to fulfil its responsibilities. The OIOS vision is a strong and accountable 

United Nations, fortified by world-class internal oversight. Its mission is to deliver objective 

oversight results that make a difference.  

1.1.2(c) Office of Legal Affairs 
The United Nations Office of Legal Affairs (OLA) provides a unified central legal service 

for the Secretariat and the principal and other organs of the United Nations and 

contributes to the progressive development and codification of international public and 

trade law. Pursuant to Article 102 of the UN Charter, OLA registers, publishes, and serves 

as a depository of international treaties. The office also functions to promote the 

strengthening and development as well as the effective implementation of the 

international legal order for the seas and oceans. . 
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1.1.2(d) Department of Political and Peacebuilding Affairs  
The Department of Political and Peacebuilding Affairs (DPPA) plays a central role in 

United Nations efforts to prevent and resolve deadly conflict around the world. 

DPPA monitors and assesses global political developments with an eye to detecting 

potential crises before they erupt and devising effective responses. The Department 

provides support to the Secretary-General and his envoys in their peace initiatives, as 

well as to United Nations political missions deployed around the world to help defuse 

crises or promote lasting solutions to conflict. 

With the support of United Nations Member States, DPPA is evolving into a more mobile 

and agile platform for crisis response, capable of rapidly deploying mediators and other 

peacemaking expertise to the field and cooperating more closely with regional 

organizations on the frontlines of conflicts. 

The Department also contributes directly to United Nations efforts to promote peace and 

prevent conflict by coordinating United Nations electoral assistance activities, 

coordinating the Organization’s work to prevent terrorism and violent extremism and 

providing staff support to the United Nations Security Council and other bodies. 

1.1.2(e) Office for Disarmament Affairs 
The Office for Disarmament Affairs (ODA) provides substantive and organizational 

support to Member States in the area of disarmament through the work of the General 

Assembly and its First Committee, the Disarmament Commission, the Conference on 

Disarmament, and other bodies. It fosters preventive disarmament measures, such as 

dialogue, transparency and confidence-building on military matters, and encourages 

regional disarmament efforts. It also provides information on United Nations disarmament 

efforts. The ODA supports the development and implementation of practical disarmament 

measures after a conflict, such as disarming and demobilizing former combatants and 

helping them to reintegrate into civil society. 

1.1.2(f) Department of Peace Operations 
The Department of Peace Operations (DPO) provides political and executive direction 

to United Nations peacekeeping operations around the world and maintains contact with 
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the Security Council, troop and financial contributors and parties to the conflict in the 

implementation of Security Council mandates. 

Peacekeeping is political and its ultimate success depends on active and sustainable 

political processes or the real prospect of a peace process. The Department works to 

integrate the efforts of United Nations, governmental and non-governmental entities in 

the context of peacekeeping operations. DPO also provides guidance and support 

on military, police, mine action and other relevant issues to other United Nations political 

and peacebuilding missions. 

DPO traces its roots to 1948 with the creation of the first United Nations peacekeeping 

operations: United Nations Truce Supervision Organization (UNTSO) and United Nations 

Military Observer Group in India and Pakistan (UNMOGIP). Up to the late 1980s, 

peacekeeping operations were directed through the United Nations Office of Special 

Political Affairs. The official DPO was formally created in 1992 as the Department of 

Peacekeeping Operations (DPKO) when Boutros Boutros-Ghali took office as Secretary-

General of the United Nations. The three main offices of DPO are: 

- Office of Rule of Law and Security Institutions 

- Office of Military Affairs 

- Policy, Evaluation and Training Division 

1.1.2(g) Department of Operational Support  
The Department of Operational Support (DOS) was established on 1 January 2019 as 

part of the Secretary-General's Management Reform. DOS plays a key part in supporting 

a United Nations that is more agile, effective, transparent, accountable, efficient, 

pragmatic and decentralized to better support its organizational and operational activities. 

DOS is based on five pillars – three offices and two divisions – in addition to the Office of 

the Under-Secretary-General. Its three offices work in the area of Support Operations, 

including human resources, health-care management, and logistics, Supply Chain 

Management and Information and Communication Technology. In addition, two divisions 

– the Division for Special Activities and the Division of Administration New York – support 

clients in special situations, such as start-up or draw-down, and provide administrative 
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services and UNHQ campus support respectively.  DOS supports the entire United 

Nations Secretariat, consisting of almost 100 entities located around the globe. Its support 

includes advisory, operational and transactional support services and, where needed, 

DOS exercises delegated authority on behalf of clients.  

To better understand the restructuring of the United Nations and the way medical support 

is organized within DOS, it is important to consider some background reports which 

influenced the creation and role of the DOS within the United Nations and the functional 

structures within DOS which were made responsible for managing health services at the 

United Nations Headquarters.   

The Secretary-General, in presenting his General Assembly Report on United Nations 

reform: measures and proposals on 27 September 2017, 3  noted that the existing 

Secretariat structure was not effectively organized to allow for the transparent and 

accountable exercise of greater delegated authorities.  

The following six key challenges were identified:(a) slow and unresponsive service 

delivery; (b) fragmentation in management structures; (c) a weak performance 

management culture; (d) gaps in resourcing of mandates and ineffective management of 

resources for the implementation of mandates; (e) gaps in transparency and 

accountability; and (f) a trust deficit between Member States and the Secretariat. 

Two departments – the Department of Management and the Department of Field Support 

– were responsible for the bulk of the management of financial and human resources 

within the Secretariat. However, the division of responsibilities between the two 

departments was often unclear. Duplication of effort, repetitive processes and dispersion 

of delegations of authority contributed to the lengthy timelines required for critical 

business processes – most noteworthy among them, budget formulation and recruitment 

– creating frustrations in both departments, in missions and among Member States.  

 
3  A/72/492 "Shifting the management paradigm in the United Nations ensuring a better future for all". 
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To address the above challenges, the Secretary-General proposed to replace the existing 

Department of Management and Department of Field Support with two new departments, 

the Department of Management Strategy, Policy and Compliance and the Department of 

Operational Support, each of which within its respective roles and responsibilities would 

support the entire Secretariat. 

 

Figure II: Department of Operational Support organizational structure 

 

1.1.2(h) United Nations Development Coordination Office  
The United Nations Development Coordination Office (DCO) provides managerial and 

oversight functions for the Resident Coordinator system. It is based in New York, with 

regional teams in Addis Ababa, Bangkok, Beirut, Istanbul and Panama and supports 130 

Resident Coordinators covering 162 countries and territories. 

1.1.3. United Nations Headquarters Medical Support 
Along with the restructuring of DOS, the former Medical Services Division in the 

Department of Management was also restructured to better reflect the realities on the 

ground and the support that the Secretariat was mandated to provide. Multiple reports 

informed this restructuring.  
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1. The Joint Inspection Unit's report of 2011 entitled “Review of the medical service 

in the United Nations system" (JIU/REP/2011/1) assessed how medical services 

are provided, managed, supported, and monitored in the United Nations system, 

with a goal of proposing improvements to ensure the safety and health of staff. The 

report recommended that the Secretary-General amend the organization of human 

resources management (ST/SGB/2004/8) to reflect the revised mandate and role 

of the United Nations Medical Services Division, ensuring the effective 

implementation of occupational safety and health policies, and the United Nations 

global health-care system.   

2. The report of the High-level Independent Panel on United Nations Peace 

Operations (HIPPO) issued on June 16, 2015,4  which acknowledged that despite 

progress over the past decade, significant challenges still exist for United Nations 

peace operations (Reforming Peacekeeping, 2019). According to the report, 

limited resources for prevention and mediation work, coupled with the United 

Nations' slow response to emerging crises, were major factors. Additionally, United 

Nations bureaucratic systems configured for a headquarters environment limited 

the speed, mobility and agility of response in the field. The report recommended 

that the United Nations Secretariat focus more on the field and prioritize people-

centered United Nations peace operations. The report endorsed empowering the 

field and strengthening foundations through improved support systems to enable 

more responsive and accountable peace operations, supporting innovation and 

important resourcing requirements and reforming United Nations Headquarters 

leadership and management.  

In September 2017, during the seventy-second session of the General Assembly,5 

the Secretary-General proposed management reforms based on the HIPPO 

report, which acknowledged that United Nations peace operations have become 

 
4 A/70/95-S/2015/446 “Report of the High-level Independent Panel on Peace Operations on uniting our 

strengths for peace: politics, partnership and people”. 
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more professional and capable over the past decade, but significant chronic 

challenges remain. The report recommended empowering managers to determine 

how best to use their resources to support programme delivery and mandate 

implementation. The Secretary-General's proposal also took into consideration 

safety, security and crisis management, for which the HIPPO panel recommended 

establishing a medical performance framework for United Nations peace 

operations, including clear capability standards and minimum standards for all 

United Nations medical capabilities for civilian and uniformed personnel. 

3. The report on Improving Security of United Nations Peacekeepers, also known as 

the Cruz Report,6 published in 2017, identified inadequate capabilities and slow 

response time as cross-cutting problems in the United Nations health-care system. 

As one of the concluding recommendations, the report proposed supporting the 

attainment of a medical umbrella for all high-risk missions and reforming the 

medical/health system from the point of incident to Level 3 care. The Department 

of Management/Medical Services Division, the precursor of the Division of 

Healthcare Management and Occupational Safety and Health (DHMOSH), was 

identified as the lead organization for further project development.  

The HIPPO, Cruz and JIU reports informed the restructuring of Medical Services Division 

into a new division in support of health-care delivery at UNHQ, namely DHMOSH, and 

the enhancement of the capabilities and capacity of the Medical Support Section within 

the Logistics Division.    

1.1.4.  Division of Health-care Management and Occupational Safety and Health 
(DHMOSH) 
DHMOSH is a Division within the Office of Support Operations (OSO) of DOS. It is a 

specialized division focused on managing and coordinating health-care services as well 

as occupational safety and health measures for United Nations personnel worldwide. 

 
6 Improving Security of United Nations Peacekeepers (2017). 
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DHMOSH7 plays a crucial role in ensuring the health and well-being of United Nations 

personnel in various duty stations, including providing medical services, occupational 

health assessments and implementing safety and health policies and procedures. 

DHMOSH also collaborates with other United Nations entities, such as the World Health 

Organization (WHO), to address public health issues and promote occupational safety 

and health standards within the organization. 

1.1.5. Medical Support Section 
The Medical Support Section (MSS) is a part of the Sourcing Support Service (SSS) of 

the Logistics Division (LD), which is under the Office of Supply Chain Management 

(OSCM). LD is responsible for the orchestration of a reliable, collaborative supply chain 

that delivers wherever the United Nations conducts peace operations. The OSCM is 

responsible for supply chain activities including procurement, transportation, 

warehousing, inventory management and asset disposal . LD also provides support for 

the deployment of personnel and equipment, as well as the management of field 

missions.8 Within LD in OSCM, SSS focuses on providing strategic sourcing support and 

procurement services. SSS is responsible for managing procurement processes, 

conducting market research, establishing contracts with suppliers and ensuring 

compliance with procurement policies and procedures. 

MSS is a specialized section within SSS that focuses on providing medical logistics 

support services to United Nations personnel in the field. MSS is responsible for 

establishing sourcing solutions for all medical related goods and services to support 

United Nations operations in the field. 

 
7 For further information see Department of Operational Support, "Health-Care Management".  
8 For further information see Department of Operational Support, "Supply Chain".  
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Annex 1.2 Stakeholders in the field medical supply chain 
 

 
 
 
MSS = Medical Support Section 
DHMOSH = Division of Healthcare Management and Occupational Safety and Health 
PD = Procurement Division 
GSC = Global Service Centre 
SDS = Strategic Deployment Solution 
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Annex 1.3 Functions of the Medical Services Section/Force Medical Cell/Mission 
Medical Cell  
 
Functions of Medical Services Section/FMC/MMC 
 
Medical operations 

• Monitors operational readiness of all mission medical units and evacuation assets  

• Coordinates delivery of integrated civilian-military medical services 

• Coordinates both the tactical and strategic medical evacuations in accordance with 

mission CASEVAC/MEDEVAC standard operating procedure (SOP). 

• Monitors status of all mission personnel warded in Level 2 and above hospitals 

• Coordinates medical component of mass casualty and contingency planning 

• Consolidates and tracks mission medical reporting required by DOS/DHMOSH. 

Medical logistics / Contingent owned-equipment reimbursement 

• Provides medical supply chain forecasts, demands and stock holdings for annual 

mission supply chain plan and budget 

• Monitors mission holdings of critical drugs, consumables and blood/blood products 

• Coordinates medical logistics to units that are not medically self-sustaining. 

• Participates in T/PCC-owned equipment inspections organized by mission COE 

section. 

Public health and occupational safety and health 

• Oversees preventive medicine and health education in the mission/force and 

coordinates implementation of HIV prevention measures 

• Oversees the implementation of hygiene and sanitation  

• Evaluates incidents, accidents and work-related disorders and diseases from reporting 

and recommends corrective actions to mission occupational safety and health (OSH) 

Committee 

• Monitors adherence to immunization policies based on WHO policy 

• Provides medical inputs to the Mission Environmental Action Plan 

• Advises on mission mental health and psychological issues. 

Training 

• Coordinates professional medical training across the mission 

• Coordinates and conducts medical training for non-medical personnel 
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Key Medical Staff Responsibilities 

Chief Medical Officer – P5, P4 

Organizational setting and reporting relationships: The Chief Medical Officer is in the Mission 

Support Pillar. The appointment-holder is the Head of the MMC and reports to the Chief 

Service Delivery (CSD) for administrative matters, to the Director of Mission Support (DMS) 

for time-sensitive matters and to the Deputy Director, DHMOSH for technical matters. 

Responsibilities: Within a framework for delegated authority, the Chief Medical Officer (CMO) 

will have the following duties:   

Clinic management 

- Oversees the delivery of high-quality occupational health services in the United Nations 

workplace, including employment clearances, travel medicine services and travel 

clearances. 

- Oversees the provision of workplace clinical services including first aid and emergency 

care, access to United Nations programmes such as the HIV PEP kit programme and 

effective referral to local healthcare services. 

- Oversees clinical practice in relation to in-person occupational health clinical reviews and 

examinations. 

- Develops and oversees the delivery of occupational health and safety programmes 

including workplace and home ergonomics programmes and workplace safety and health 

risk assessments. 

- As outlined in the Mental Health Strategy for Uniformed Personnel the CMO's roles and 

responsibilities regarding the mental health of uniformed personnel include, but are not 

limited to, the following: 

o Coordinating the working of the Mission Mental Health Team  

o Retention/repatriation of uniformed personnel experiencing mental health 

issues.  

o Coordinating MEDEVAC of uniformed personnel needing mental health expert 

care 

o Supporting all uniformed personnel to download the mental health app and 

update their location and status as uniformed personnel through near-field 

communication (NFC) tags. 

- Oversees and provides specialist guidance on workplace(reasonable) accommodation 

requests with a medical component in line with United Nations policies. 

- Oversees the delivery of effective workplace or general health promotion programmes. 
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- Develops, exercises, and provides a local emergency response / mass casualty capability 

integrated with local security plans. 

- Advises on other aspects of health including public health relevant to the duty station, 

through liaison with host state/host nation health authorities. 

- Ensures service quality including the implementation of quality control mechanisms and 

procedures, the use of published United Nations clinical guidelines and adherence to 

patient safety and adverse event reporting requirements. 

 

Medical administration  

- Oversees the provision of recommendations or determinations related to medical 

entitlements. 

- Oversees the completion of sick leave, including, where required, liaison with individual 

staff members and their health-care providers to ensure effective sick leave management. 

- Oversees the development and implementation of return-to-work programmes. 

- Monitors sick leave usage in conjunction with human resources staff and prepares and 

finalizes disability summaries and reports for the Medical Director. 

- Oversees medical evacuation and repatriation services where required. 

 

Supervisory functions 

- Manages the work and results of all staff working in the medical service, including, where 

appropriate, occupational safety staff or remote staff supervised by the medical service. 

- Ensures medical confidentiality and release of medical records/information is in 

accordance with United Nations policies and requirements. 

- Manages access to the EarthMed medical record system. 

- Undertakes annual planning.  

- Undertakes the planning and preparation of budgets and prepares reports on budget 

performance and results. 

- Ensures the development, generation and reporting of relevant key performance 

indicators documenting health support performance including responses to audit requests 

on health performance. 

- Ensures timely recruiting and training of all new staff and effective performance 

management. 

- Ensures effective continuous professional development of staff and their career 

management. 

- Ensures compliance of United Nations health-care facilities with the United Nations 

Healthcare Quality and Patient Safety (HQPS) standards. 

- Ensures appropriate training programmes are implemented to maintain and develop 
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medical capabilities (e.g., HQPS standards, Root Cause Analyses trainings etc.). 

 

Advisory, liaison and representation functions 

- Undertakes regular coordination with the Office of the Director, DHMOSH at UNHQ, 

contributes to the development of United Nations health-care policy, and ensures 

alignment of policy and practice in United Nations health-care services. 

- Represents the medical service at events and meetings with other United Nations entities 

and in national and international fora. 

- Oversees workplace health and medical service communication products, and 

liaison/outreach with external actors. 

- Briefs and advises senior management on all health-care matters relevant to the 

workplace, including health policies, business continuity, enterprise risk management and 

representation at crisis response and related bodies. 

- Represents the medical service on health and medical entitlements matters before the 

United Nations judicial system and United Nations investigative bodies. 

- Ensures effective occupational health representation at the local occupational health and 

safety committee. 

 
General 
- Performs other related duties as required. 

 

Force Medical Officer (FMO), Staff Officer Post (Military) 

Organizational Setting: The position of Force Medical Officer (FMO) is located in [MISSION], 

and the appointment holder reports directly to the Force Commander (FC). 
 
Reporting line: The FMO is the most senior ranking military medical officer within the 

peacekeeping force and heads the Force Medical Cell (FMC) of the Force Headquarters, 

reporting directly to the Force Commander. The FMO reports to the Chief Medical Officer 

(CMO) on a monthly basis on professional and clinical performance as well as all ethical issues 

regarding the T/PCC medical facilities, including preventive medicine and health education 

programmes in the force. 

Duties and responsibilities 

The FMO is the medical adviser to the FC on all military operational and tactical medical 

matters. He or she also ensures that force military medical resources meet the United Nations 
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standard through regular participation in contingent-owned equipment (COE) inspections. In 

an integrated mission, the FMO does not have the delegated responsibility to obligate funds. 

The FMO has the following duties: 

• Has responsibility for all force aspects of medical support in the mission area. 

• Has authority, on behalf of the FC, over all force medical assets and hospitals and 

responsibility for the technical supervision of contingent medical assets, i.e., COE 

facilities. The FMO exercises technical command over all T/PCC Level 1, Level 2 and 

Level 3 medical facilities. 

• Assists the CMO in developing or reviewing the Medical Support Plan, standard 

operation procedures (SOPs) and guidelines for mission medical facilities and 

supervises their implementation in the military medical facilities in the mission. 

• Develops an SOP and a roster of T/PCC medical personnel according to which 

uniformed personnel participate in medical evacuations. 

• As instructed by the CMO, conducts functional inspections, assessments, surveys and 

exercises in T/PCC medical facilities to ensure adherence to professional and clinical 

standards. 

• Has the following roles and responsibilities with regard to the mental health of 

uniformed personnel: 

o Coordinates the implementation of the Mental Health Strategy for the 

Uniformed Personnel.  

o Assists the CMO in MEDEVAC of psychiatric patients. 

o Coordinates mental health literacy/ training on mental health issues for the 

uniformed personnel, leadership and medical officers.  

o Collects and collates mental health statistics and reporting to 

DHMOSH/DOS at UNHQ 

• Ensures that all uniformed personnel have downloaded the mental health app onto 

their mobile phones and updated their location and status as uniformed personnel 

through the Near-field communication (NFC) tags. NFC tags are provided to 

missions by UNHQ. These tags help identify individuals as United Nations uniformed 

personnel. 

• Reassures uniformed personnel that using the mental health app will help them build 

their resilience and their data or identity will remain confidential. 

• Introduces the mental health strategy concept to uniformed personnel and familiarizes 
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them with the digital mental health platform (website and mobile app). Assists 

uniformed personnel in installing the mental health app on their mobiles and 

understanding how to use it, if not already done by the Senior Medical Officer 

(SMO).Plans, coordinates, and monitors medical support for the force, including 

ground and air CASEVAC or MEDEVAC in cooperation with the CMO. 

• Conducts medical planning to ensure the deployment of medical assets in the mission 

area meets the requirements set out in the health support plan and ensures casualty 

care timelines (10-1-2) are met. 

• Assesses, evaluates and audits all medical and health aspects of the mission, 

including health-care governance and assurance of medical treatment facilities. The 

FMO: 

o responsible for and monitors health of the force 

o responsible for maintaining standards of T/PCC medical facilities 

o plans and executes an effective medical reporting system 

o plans and executes medical exercises and medical training 

• Submits a monthly report to the CMO on the professional and clinical performance of 

the T/PCC Level 2 and 3 medical facilities. 

• Monitors quality improvement activity and the implementation of lessons learned. 

• In collaboration with the CMO, the FMO: 

o provides guidance and oversees the implementation of preventive health 

measures, disease prophylaxis and field hygiene, including food and water 

inspections, sanitation and waste disposal. 

o is responsible for updating medical knowledge and first aid training, ensuring 

regular follow-up is offered to uniformed personnel deployed to remote 

locations. 

o enforces a strict policy on malaria prophylaxis for all uniformed personnel. 

o ensures cooperation and coordination between all T/PCC medical facilities.  

The FMO is required to be of the rank of a colonel. . 

• Provides training for all troops on HIV/AIDS awareness and ensure compliance by 

uniformed personnel with mission policy on HIV/AIDS in cooperation with the mission, 

the HIV/AIDS Policy Adviser and the CMO. 

• Initiates and organizes campaigns promoting road safety and accident prevention in 
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cooperation with the Military Transport Officer and other relevant partners. 

• Oversees and coordinates subordinate T/PCC medical force personnel with the aim 

of delivering a safe and effective medical service. 

• Under the supervision and guidance of the CMO, liaises with other medical in- mission 

organizations to facilitate cross-mission medical support and synergy. 

• On Quality Improvement activities of the Force: The FMO serves as Deputy Chief 

Medical Officer (Dy CMO) of the mission HQ and assists the civilian CMO on mission-

wide medical support matters. The FMO does not have delegated authority for 

financial matters. 

Force Hygiene Officer/Environmental Health Officer 

The Force Hygiene Officer (FHO)/Environmental Health Officer (EHO) is a member of the 

FMC in the integrated MMC. He or she serves as a technical specialist, overseeing and 

advising on issues of hygiene (water, food, sanitation) environmental health, occupational 

safety, vector control and disease outbreak response. The FHO/EHO has the following 

duties: 

• Advises the FC (through the FMO) and deployed contingents on issues of hygiene, 

environmental health, vector control and infectious disease outbreak response. 

• Assists the FMO to monitor the health of the force, including disease and injury trends.  

• Issues mission/force medical directives, guidelines and communications on 

preventive medicine and public health. 

• Provides technical supervision over environmental health and vector control facilities 

and personnel at each level of the force.  

• Conducts regular inspections of bases, buildings and transit facilities to ensure 

compliance with health standards, including environmental health, occupational 

safety, vector control, food hygiene and water safety and sanitation. 

• Supervises environmental health and vector control measures for United Nations 

bases and facilities and ensures compliance of T/PCC contingents with force-wide 

preventive medicine measures.  

• Investigates and compiles reports for disease outbreaks in the force. 

• Oversees preventive medicine and health education in the mission/force and 

coordinates implementation of HIV prevention measures with the mission’s HIV/AIDS 
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Policy Adviser. The FHO/EHO works with the HIV/AIDS Policy Adviser on the 

implementation of HIV/AIDS initiatives. 

Staff Officer/Ops/Medevac CoordinatorThe MEDEVAC Coordinator is a member of the 

FMC in the integrated MMC. The Officer coordinates both the tactical and strategic medical 

evacuations with the Office of the CMO. The MEDEVAC Coordinator has the following duties:  

• Monitors the medical support situation in the mission, including operational status of 

TCC medical units and mission evacuation assets.  

• Assists the FMO in ensuring that all T/PCC medical units maintain standards for self-

sustainment in accordance with the COE Manual. 

• Plans and coordinates tactical medical evacuation in the mission. 

• Supervises training of medical personnel on CASEVAC/MEDEVAC procedures and 

inspects readiness of CASEVAC/MEDEVAC teams.  

• Monitors status of all force personnel who have been warded in Level 2 and above 

hospitals. Coordinates medical support activities with other staff branches in the force 

HQ and with the civilian mission HQ.  

• Where applicable, coordinates medical logistics.  

Staff Officer/Medical/Logistics Officer/COE Officer 

The Staff Officer (SO) Medical is a member of the FMC in the integrated MMC. While the 

selection and initial clearance of the SO Medical is the responsibility of the Force Generation 

Service, Office of Military Affairs (FGS/OMA), technical clearance and vetting of the SO 

Medical remain the joint responsibility of DHMOSH and MSS. The SO Medical/Logistics 

Officer/COE Officer has the following duties:  

• Ensures compliance of field health-care facilities and referral hospitals with United 

Nations Healthcare Quality and Patient Safety standards, 

• Monitors the medical support situation in the force, including the operational status of 

T/PCC medical units and force evacuation assets.  

• Assists the FMO to audit T/PCC medical units, ensuring that they maintain standards 

for self-sustainment, in accordance with the United Nations COE Manual.  

• Oversees medical training at all levels of the force.  

• Where applicable, oversees the central medical warehouse and coordinates medical 

logistics to units that are not self-sustaining for certain medical categories. 

• Monitors mission holdings of critical drugs, consumables and blood/blood products. 
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• Coordinates medical logistics to units that are not medically self-sustaining. 

• Participates in T/PCC COE inspections organized by Mission COE Section. 

Senior Medical Officer, national contingent 

The Senior Medical Officer (SMO) of a national contingent is the most senior ranking medical 

officer in the contingent and reports directly to the national contingent commander. The SMO 

is also the FMO’s point of contact on health issues in his or her contingent. The SMO reports 

to the FMO on professional matters concerning the health of troops and on medical services 

provided by the respective contingent. The SMO of a national contingent has the following 

duties: 

• Responsibility for the health and well-being of all national contingent members and of 

all United Nations personnel supported by the contingent’s medical units.   

• Oversees the implementation of mental health measures as detailed in Annex I of the 

Mental Health Strategy for Uniformed Personnel within the contingent's area of 

operations. 

• Overseeing mental Health training and health education of contingent peacekeepers 

and medical personnel. 

• Compiles mental health statistics and prepares reports required by the FMO for 

submission to UNHQ. 

• Implements the prevention/promotion/support activities on mental Health within the 

contingent throughout the deployment cycle. Identifies those needing mental health 

care and helps them access it. 

• Introduces uniformed personnel to the mental health strategy concept and 

familiarizes them with the digital mental health platform (website and mobile app). 

Assists uniformed personnel in installing the mental health app on their mobile 

phones and understanding how to use it.  

• Oversees medical services provided by the contingent and ensures that all medical 

units meet standards for self-sustainment, in accordance with the COE Manual.  

• Coordinates medical support and CASEVAC for the contingent with the FMO and 

medical unit commanders within the respective sector(s).  

• Coordinates medical logistics support to contingent medical units and team sites with 

the respective national support and logistics elements.  

• Oversees the implementation of preventive medicine, hygiene and environmental 

health measures within the contingent's area of operations. 

• Oversees medical training and health education of contingent peacekeepers and 

medical personnel, including HIV prevention.  
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• Compiles health statistics and prepares reports required by the FMO for submission to 

UNHQ. 

Level 1 Medical Unit Commander 

The Level 1 Medical Unit Commander reports to the National Contingent Commander and/or 

the national SMO. The appointment-holder has the following duties:  

• Responsibility for the day-to-day operations of his or her medical unit and for the 

services it provides to the supported United Nations population dependency.  

• Oversees medical services provided by the unit and ensures that these meet the 

standards for self-sustainment, in accordance with the United Nations COE Manual.  

• Coordinates medical logistics support to the unit with the contingent’s SMO and/or the 

respective national support and logistics elements.  

• Oversees the implementation of preventive medicine, hygiene and environmental 

health measures within the unit’s area of operations.  

• Oversees medical training and health education of all personnel in the unit, including 

HIV prevention.  

• Compiles statistics and prepares reports required by the CMO/FMO for submission to 

UNHQ.  

• Provides professional supervision and is responsible for the welfare and conduct of 

medical staff in the unit.  

T/PCC Level 2 or 3 hospital commanders 

T/PCC Level 2 or 3 hospital commanders report to the FMO on all operational matters and to 

the CMO on all professional, clinical and ethical matters concerning the hospital. T/PCC Level 

2 or 3 hospital commanders have the following duties: 

• Responsible for the day-to-day operations of the hospital and for the services it 

provides to supported United Nations population dependency, ensuring that these 

meet the standards for self-sustainment, in accordance with the United Nations COE 

Manual.  

• Provides input for the FMO’s daily briefs to the FC on the well-being of troops and the 

operational readiness of medical support deployed in the field.  

• Oversees and reports to the CMO through the FMO on all aspects of the medical 

services provided by the hospital, taking into consideration professional, clinical and 

ethical implications. In this regard, the Hospital Commander is responsible for 
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preparing a comprehensive monthly report on the operation of the hospital for the CMO 

through the FMO. The monthly report shall contain the following:  

o A monthly summary of the daily report/medical statistics of patient attendance 

at the hospital during the period. 

o A summary of administrative and logistical issues, including the status of 

hospital personnel, major equipment and self-sustainment.  

o Professional, clinical and ethical concerns arising during the period.  

• Coordinates all aspect of medical logistics support for the hospital with his or her 

respective national authorities and the United Nations to ensure the full operational 

status of the hospital at all times.  

• Supports the CMO/FMO in coordinating all CASEVAC/MEDEVAC activities involving 

the hospital.  

• Supports the CMO/FMO in coordinating all visits of mission administrative staff 

including the FC, CMO, DMS/CMS and delegations of non-mission stakeholders to the 

hospital and provides necessary briefings during such occasions.  

• Ensures the proper implementation of preventive medicine, hygiene and 

environmental health measures within the hospital environment, particularly with 

reference to effective hospital waste disposal and prevention of cross-infection 

diseases among hospital staff and patients.  

• Cooperates and coordinates all hospital medical staff certification verification exercises 

with the CMO/FMO on reporting to the mission.  

• Coordinates weekly clinical meetings for medical staff to share knowledge and 

information on current approaches to diagnosis and treatment.  

• In cooperation with the CMO/FMO, formation medical units and other stakeholders, 

participates in the medical training and health education of all personnel in the mission, 

including HIV prevention, personal and environmental hygiene and other aspects of 

public health campaigns required in the mission’s area of responsibility.  

• Compiles statistics and prepares reports required by the CMO/FMO for submission to 

UNHQ.  

• Provides professional supervision and is responsible for the welfare and conduct of 

medical staff in the unit.  

• Promptly processes and submits to the CMO for verification and payment all bills that 

the hospital may accrue for services provided to non-entitled peacekeepers in the 

mission area that have been officially granted access to the hospital services by the 
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mission administration. In such cases, all costs shall be in accordance with the ‘fee for 

service’ provision in the United Nations COE manual.  

 



Annex 1.4 Medical logistics planning considerations for field missions 

Medical logistics support for field missions is tailored to the mission’s mandate, space 

and time considerations, staffing footprint, materials, environment, climate, on-site 

infrastructure and availability of local resources. The mission is responsible for the 

overall planning and budgeting for field mission medical logistics. This is described in 

the mission’s Medical Support Plan, a part of the Mission Support Plan based on the 

mission’s Concept of Operations (CONOPS). The medical logistics plan includes 

important considerations and actions which are listed in  this annex.  

Medical support deployed by contributing nations in field missions fall under the 

Contribution Agreement system which reimburses T/PCC’s based on a fixed monthly 

rate on a per capita basis according to United Nations standard requirements. 

Arrangements are as follows: 

a. Wet Lease: The resupply of medical items and maintenance of medical 

equipment is implemented by the T/PCC as specified in the Contribution 

Agreement/MOU. All medical services, supplies, consumables, and minor 

medical equipment are reimbursed based on a standard self-sustainment rate 

according to the supported strength within the mission area.  

b. Dry Lease: The United Nations manages the medical logistics resupply chain 

and equipment maintenance requirements. In addition to the self-sustainment 

rates, T/PCC’s are also reimbursed for use of and depreciation in value of 

contingent-owned equipment (COE). 

The Medical Logistics Plan 

The mission’s medical logistics plan is integrated with the Medical Support Plan. The 

medical logistics plan should include the following important considerations and 

actions: 

a. Analysis of the mission’s medical needs and items/services required, including 

the specifications and characteristics of the medical items and the demand and 

acquisition planning process for these items. Communication and consultation 

between medical and procurement/acquisition planning personnel is crucial to 

understanding available sourcing options and product availability lead times. 



b. The specifications of the required medical items, with the following 

considerations in mind: 

i. Lack of global standardization in formulating, packaging, and labelling 

medical supplies and drugs, which are generally produced for national 

markets. 

ii. Use of trade names instead of generic names, and labelling in foreign 

languages, which can present problems for users in the field. 

iii. Differences in the clinical regimes and protocols used by health personnel 

from different nationalities and training backgrounds. 

iv. Development and implementation of a Mission Standard Essential Medical 

Supplies List that satisfies the priority medical needs of the mission and 

enhances cost efficiency and rational use. 

v. Adherence to high quality standards for medical supplies and equipment, 

in conformity with accepted international standards. 

vi. Supply and resupply of medical items to the field missions, both by T/PCCs 

for their own use as well as from United Nations global systems contracts 

where required. 

vii. Any special transport and storage requirements (e.g., cold chain) for certain 

medical products such as vaccines and blood products. 

viii. The limited shelf life of many medical products, which requires regular 

inventory control to ensure efficacy of supplies and minimize wastage. 

ix. The management of information flow along the supply chain and from 

medical facility managers regarding stock levels, location of items in the 

supply chain, expiration dates/shelf life and other relevant issues. 

x. Any need to stockpile essential drugs, medical equipment and supplies by 

field missions to provide agility and responsiveness for emergency 

situations such as epidemics/pandemics and surges in conflicts. 



Annex 1.5 Medical standards and quality assurance within the United Nations 
health-care supply chain 

The standard categorization, nomenclature and quality assurance of medical products 
within the United Nations health-care system is crucial, and provided for in the following 
ways: 

a. The United Nations Medical Catalogues for field missions: The United 
Nations Medical Catalogues are products of the global systems contracting 
process and are the primary reference documents for United Nations medical 
logistics. Detailed specifications of formulation, strength, packaging, shelf life and 
storage conditions for essential drugs, medical equipment and consumables 
commonly used in field missions are included in the catalogues. They serve as 
reference guides during medical requisitioning for field missions and their use is 
recommended to standardize requisitions. Only generic names of medical 
products and pharmaceuticals are to be used in the United Nations system. 

b. Quality assurance: All medical items used in the United Nations health-
care system must be safe, effective and of appropriate quality. Quality assurance 
measures, incorporated into the United Nations procurement processes or 
implemented by field medical personnel, ensure that only medical supplies that 
meet high quality standards are used.  Such quality assurance measures include: 

i. The use of detailed product quality specifications during requisition. 

ii. A comprehensive technical evaluation and review of necessary quality 
standards certifications before product selection. 

iii. Supplier selection based on evaluation of the supplier’s logistical capability, 
ability to offer technical maintenance support (including training) and 
reverse logistics procedures for product returns or recalls. 

iv. A Receiving & Inspection (R&I) report from post-shipment technical 
inspection that ensures that only products that are compliant with the set 
standards of quality outlined in the contract are accepted. 

v. Monitoring and maintaining the medical product quality throughout the 
distribution cycle from reception until final use. This includes appropriate 
storage and transportation conditions, equipment maintenance, proper use 
and appropriate product defect reporting to facilitate product exchange or 
recall. 

vi. Maintaining all medical products in appropriate combination of primary, 
secondary and tertiary packaging as recommended by the manufacturer.  

vii. Ensuring a reasonable period of shelf life remains at time of delivery, ideally 
not less than 80 percent of the product’s total shelf life for consumables 



and drugs, and not more than a year from the manufacturing date for 
equipment. 

c. Management of cold chain United Nations missions may operate in harsh 
environmental conditions with limited resources that can affect deployment of 
medical items needing strict temperature regulation throughout the total supply 
chain. These include items needing cold storage (cold chain items). The common 
temperature range for such cold chain items is between +2°C and +8°C 
(blood:between +2°C and +6°C Equipment used to maintain these strict ranges 
include:  

i. Refrigerators and freezers  

ii. Cold rooms and freezer rooms  

iii. Cold boxes  

iv. Vaccine carriers  

v. Foam pads 

vi. Ice packs 

Mission-specific SOPs on the management of cold chain products such as 
vaccines and laboratory reagents should be developed and revised annually. 

Special considerations for blood supply: 

Considerations for managing and assuring the quality of blood supply in the field include 
the following: 

a. Maintenance of stringent standards throughout collection, processing and testing 
as well as throughout the transport and storage phases of the supply chain. Blood 
or packed red cells must be maintained at a temperature of between +2°C and 
+6°C (36°F and 43°F) during transport and storage1. 

b. Diligent oversight and compliance of associated documentation throughout all 
stages of the blood supply chain from acquisition, packaging, transportation, 
supply and issue to disposal. According to the provisions of the United Nations 
global system contract for blood and blood products, a clear record of the 
administration of blood to a patient must be kept/archived for no less than 30 
years electronically and five years in hard copy. T/PCCs shall provide a copy of 
such records to the CMO following the patient’s departure from the mission. 

 
1A blood refrigerator or blood box must be available at all centres providing hospital level care and must have 
temperature control and alarm, as well as back-up power supply. 



c. All blood products (blood, blood components, plasma derivatives and some 
vaccines) must meet WHO requirements and at minimum be tested for the 
following: 

i. Erythrocyte antibodies 

ii. Treponema agglutination test 

iii. HIV 1 and 2 

iv. Hepatitis C virus 

v. Hepatitis B virus 

vi. ALT (alanine aminotransferase)/GPT (glutamic pyruvic transaminase) 

vii. Human T-lymphotropic virus types I and II 

viii. Chagas disease 

ix. Malaria  

x. Treponema pallidum (syphilis) 

 

 



Annex 1.6 United Nations Department of Operational Support – Supply chain policies 
and guidelines 

The following are some of the policies, procedures, guidelines, rules and regulations issued 

by DOS which govern the implementation of medical logistics support activities in field 

missions: 

1. The Standard Operating Procedure (SOP) for the Use of Global System Contracts for 

the Provision of General Medical Equipment, related Goods and Ancillary Services to 

the United Nations  

2. Additional Technical Guidance for the Effective Utilization of Medical Equipment & 

Consumables Contracts  

3. Supply Chain Operational Guidance SR4: Obtain Local Procurement Authority 

4. Additional Guidance for Procuring Medical Goods & Services via LPA 

5. Supply Chain Operational Guidance SR3: Acquire Through Letters of Assist 

6. Supply Chain Operational Guidance SR5: Acquire Through Cooperation with United 

Nations Organizations 

7. Supply Chain Operational Guidance SR7: Acquire Through Inter-Entity Stock Transfer 

8. Supply Chain Management Process Guideline EN3: Perform Category Management 

9. List of Goods and Services (Strategic and Non-strategic) 

10. Guidance on Assessing and Updating the Operational Useful Life (OUL) of Equipment   

11. Additional Guidance on OUL (Operational Useful Life) for Medical Devices 

12. Policy on Casualty Evacuation in the Field 

13. Environmental Policy for Peacekeeping Operations and Field-based Special Political 

Missions 

14. Manual on Policies and Procedures concerning the Reimbursement and Control of 

Contingent-Owned Equipment of Troop/Police Contributors Participating in 

Peacekeeping Missions (COE Manual) 

15. United Nations Procurement Manual 

Copies of the above-listed guidance documents are available in the Medical Support Section 

(MSS) - Community of Practice (CoP) platform on the UN SharePoint. 



Annex 2.7 Medical support plan format 
 
A. Medical situation 
This section provides a summary of key issues and considerations that impact the health of 
mission personnel and the provision of medical support. It also provides a brief assessment of 
health infrastructure in the area of operations and regional countries. The medical background 
should include how the  mission mandate impacts on  the medical support, the area of 
operations, medical beneficiaries’ footprint, environmental factors and main threats. 
 
B. Mission 
This section provides the statement of medical mission, including desired end-state and 
deadline. The medical mission should be focused on the operational coverage and mission 
success. It should reflect the different policies and standards that medical support must comply 
with during its execution.   
 
C. Assumptions 
This section includes a statement regarding the circumstances and facts taken for granted in the 
development of the medical plan. Planning assumptions should describe the adaptation of the 
CONOPS and Mission Support Plan. Medical assumptions are directly linked to the projected 
medical capacities. 
 
D. Execution 
This section lays out how the plan is to be implemented, and includes: 

1. Concept of medical support: 
(a) Overview of how medical support will be provided. 
(b) Outlines of key medical tasks by phases of operation. 
(c) Medical support layout including CASEVAC/MEDEVAC assets and out of 

mission medical facilities. 
2. Tasks/responsibilities: 

(a) Assigns specific support responsibilities to the United Nations or T/PCC medical 
facilities for each level of support (who, where, by when, etc.). 

3. Host nation or regional support: 
(a) Identifies support provided by national or regional hospitals and mechanisms for 

such provisions. 
4. Medical evacuation (MEDEVAC): 

(a) Establishes overall plan for surface and air medical evacuation: 
CASEVAC/MEDEVAC. 

(b) Delineates assets and responsibilities for tactical (in mission) and strategic (out-
of-mission) air evacuation. 

(c) Identifies authority and channel for activating air MEDEVAC, attaching workflow 
diagram for air MEDEVAC as separate appendix. 
 

E. Medical treatment policies 
This section outlines the medical treatment policies of the mission. It covers the following 
aspects: 

1. Health services: 
(a) Specifies population groups (e.g. international staff, national staff, uniformed 

peacekeepers) supported by both United Nations and T/PCC medical facilities, 
and where applicable, the mechanisms for such support. 

2. Dental services: 



(a) Outlines general policy for provision of dental services. 
3. Laboratory, mortuary and X-ray services: 

(a) Outlines general policy for provision of laboratory, X-ray and other investigative 
services. 

(b) Outlines general policy for the arrangements concerning Deceased Mortuary 
Affairs Services. United Nations medical facilities must have the appropriate 
equipment to properly store and transport deceased personnel and human 
remains, with dignity, back to their home country. 

4. Medical assistance to local community: 
(a) States policy for medical assistance to the local community or displaced 

populations, including mechanisms for such support according to the CONOPS. 
5. Support to other United Nations agencies: 

(a) Medical services will be integrated and available to all members of the mission, 
irrespective of their status. Mission staff, both international and local, will access 
T/PCC medical facilities on a ‘fee-for-service’ arrangement between mission HQ 
and T/PCCs. 

(b) Integrated services in field missions provide common services for all United 
Nations systems, including the United Nations Country Team (UNCT) in a 
mission area. Staff members of other agencies and their locally recruited staff are 
therefore eligible for medical care in mission medical facilities in accordance with 
arrangements agreed upon during the integrated mission planning and MOU 
negotiations. During the planning and deployment stages, extensive consultation 
will be held with a view to optimizing the use of resources on the ground without 
duplicating efforts or competing for resources. 

(c) Such medical services are generally provided in integrated missions through 
United Nations or T/PCC medical facilities, under mission MOUs. United Nations 
entities are prohibited from entering into unilateral agreements for the provision 
of medical services with any contingent-owned facility deployed under an MOU 
with the mission. In certain instances, United Nations entities can, under similar 
MOUs, access commercial medical services contracted through the United 
Nations procurement process within the host country or contracted under the 
LOA with governments, in the case of military facilities located outside of the host 
country. 

(d) A United Nations medical facility is one which is procured, deployed and 
managed by an individual United Nations organization or jointly deployed and 
managed under the UNCT management concept in accordance with an agreed 
MOU. In this case, the MOU will clearly define the responsibilities of each United 
Nations organization with regard to staffing, funding and managing of the facility. 

(e) The MOU could incorporate the inter-office voucher approach, whereby all 
payments by United Nations agencies are made through the mission HQ into 
T/PCC accounts. Such an approach ensures that there is no direct financial 
transaction between the United Nations agencies and the T/PCCs. Further 
consultation with United Nations agencies in this regard is recommended. 

  



F. Health protection 
This section addresses the public health protection strategy for the mission, which includes: 

1. Preventive medicine: 
(a) Assesses the main health threats to mission personnel. 
(b) Outlines mission and T/PCC responsibilities for force health protection, including, 

but not limited to, pre-deployment medical preparation, immunizations, vector 
control and health education. 

(c) Outlines mission’s immunization and drug prophylaxis regimen. 
2. Environmental health: 

(a) Outlines mission and T/PCC responsibilities for environmental health, including, 
but not limited to, food hygiene, water safety, sanitation and waste disposal, and, 
where applicable, veterinary medicine. 

(b) Outlines policy for medical and biohazard waste management, according to 
WHO guidelines. 

(c) Covers decontamination services. Level 1, 2 and 3 medical facilities must be able 
to identify, segregate and decontaminate chemical, biological, radiological, 
nuclear and environmental (CBRNE) casualties so that they do not infiltrate, 
contaminate and compromise the medical capabilities of the medical facilities. 

3. Occupational safety and accident prevention: 
(a) Outlines mission and T/PCC responsibilities for occupational safety and accident 

prevention. 
G. Medical logistics 
This section describes the medical logistics components of the plan: 

1. Medical logistics support: 
(a) Outlines mission and T/PCC responsibilities for the provision, supply and 

maintenance of medical equipment, medical supplies and drugs, and the 
mechanisms for such provisions. Describes UNHQ Medical Support Section and 
mission interactions according to the medical treatment policies. 

(b) Complies with the DOS policy for supply and allocation of blood products, 
consumables, and pharmaceuticals in the mission. 

(c) Outlines the necessary actions to provide additional commercial contracted 
services. 

H. Command, control, and communications 
This section describes the chain of command and communication and reporting channels for all 
medical issues in the mission: 

1. Medical chain of command: 
(a) Outlines structure for medical supervision and reporting in the mission. 
(b) Medical organization chart to be attached as separate appendix. 

2. Medical reporting: 
(a) Outlines requirements and procedures for routine and ad hoc medical reporting. 
(b) Identifies channels for medical communications, including dedicated radio 

networks for medical reporting and activating medical assets. 

I. Medical considerations for Status-of-Forces Agreement/Status-of-Mission Agreement 
Covers medical issues that must be properly addressed in the Status-of-Forces Agreement 
(SOFA)/Status-of- 
Mission Agreement (SOMA). This section should include all the medical aspects of the 
SOFA/SOMA and refer to the following: 
 

1. Importation of drugs and consumables, narcotics and dangerous goods: 



(a) States that the mission has been granted import license for drugs and 
consumables, narcotics, and dangerous substances for use in the mission 
medical facilities. Outlines structure for medical supervision and reporting in the 
mission. 

1. Use of Red Cross and Red Crescent insignia: 
(a) Rules governing the movement of medical vehicles should favour the mission 

and should be guided by Red Cross and Red Crescent regulations. 
2. Flight clearance for CASEVAC/MEDEVAC: 

(a) Includes blanket flight clearance for MEDEVAC, including night flights. 
(b) Identifies channels for medical communications, including dedicated radio 

networks for medical reporting and activating medical assets. 



 1 

Annex 2.8 First aid training for peacekeepers 
 
S/N Topic Specific coverage Target group 

1 
Cardiopulmonary 
resuscitation 
(CPR)1 

a) Scene size-up and initial assessment 
b) Assessment of level of consciousness 
c) Positioning of unconscious 
d) Circulation: Restore blood circulation 

with chest compression 
e) Airway: Clear the airway 
f) Breathing: Breathe for the person 

using mouth-to-mouth, mouth-to-nose, 
or use of ventilation mask 

a) All contingent 
members 

b) Military observers 
and experts  

c) United Nations police 
officers 

2 Control of 
haemorrhage 

a) Importance of universal precautions 
b) Pressure dressing and bandaging 
c) Preventing further bleeding 

a) All contingent 
members 

b) Military observers 
and experts 

c) United Nations 
police officers 

3 Wound dressing 

a) Dressing of common wounds in 
various parts of the body 

a) All contingent 
members  

b) Military observers 
and experts 

c) United Nations 
police officers  

4 Fracture 
immobilization 

a) Immobilization techniques  
b) Handling casualties with suspected 

head and neck injuries 

a) All contingent 
members 

b) Military observers 
and experts 

c) United Nations police 
officers 

5 
Casualty 
transport and 
evacuation 

a) Triage  
b) Preparing casualty for transport  
c) Casualty transport by stretcher 
d) Improvised techniques for transporting 

casualty 

a) All contingent 
members 

b) Military observers 
and experts 

c) United Nations police 
officers 

6 Communication 
and reporting 

a) Reporting procedures for accidents  
b) Activating procedures for ambulance 

and air evacuation 

a) All contingent 
members 

b) Military observers 
and experts 

c) United Nations police 
officers 

 

 
1 Note that Cardiopulmonary Resuscitation (CPR) is not a component of the United Nations Buddy 
First Aid Course (UNBFAC). 



Annex 2.9 Pre-deployment professional training for medical personnel 
 

S/N Topic Specific coverage Target group 

1. 

Advanced 

cardiac life 

support 

(ACLS) 

a) Cardiac monitoring  

b) Cardiac defibrillation  

c) Intravenous cannulation  

d) Intraosseous access and 

intraosseous infusion  

e) Surgical cricothyrotomy  

f) Needle cricothyrotomy  

g) Needle decompression of tension 

pneumothorax  

h) Advanced medication administration 

through parenteral and enteral routes 

(intravenous cannulation, 

intraosseous access, per-os, per 

rectum, endo tracheal, sub lingua, 

topical, and transdermal)  

i) Basic trauma life support  

All general doctors, 

nurses and nursing 

assistants/paramedics in 

Level 1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 

2. 

Advanced 

trauma life 

support 

(ATLS)/Pre-

hospital 

trauma life 

support 

(PHTLS) 

a) The chain of survival, specifically the 

Advanced Life Support (ALS) components 

b) Initial assessment and management, 

effective communication as a member and 

leader of a resuscitation team 

c) Airway and ventilatory management. 

Advanced life support skills, including 

effective management of respiratory and 

cardiac arrest and peri-arrest conditions 

such as symptomatic bradycardia 

d) Management of shock, Acute Coronary 

Syndrome(ACS), stroke, and related 

pharmacology 

e) Thoracic trauma 

f) Abdominal and pelvic trauma 

All general doctors, 

nurses and nursing 

assistant/paramedics in 

Level 1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 



g) Head trauma 

h) Spine and spinal cord trauma 

i) Musculoskeletal trauma 

j) Thermal injuries 

k) Pediatric trauma 

l) Geriatric trauma 

m) Trauma in pregnancy and intimate 

partner violence 

n) Importance of teams in multi rescuer 

resuscitation and performance as an 

effective team member during  

multi rescuer CPR and transfer to 

definitive care. 

3 

Tropical 

medicine & 

infectious 

disease 

Common infectious diseases encountered 

in PKO 

All general doctors, 

nurses and nursing 

assistant/paramedics in 

Level 1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 

4 

Burn, 

heatstroke, 

snake bites, 

influence of 

alcohol and 

drugs, 

medical 

Nuclear 

Biologic and 

Chemical 

(NBC) 

training  

All general doctors, 

nurses and nursing 

assistant/paramedics in 

Level1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 

5 
Preventive 

medicine 

a) Immunization policy 

b) Disease prophylaxis and vector control 

All general doctors, 

nurses and nursing 

assistant/paramedics in 



c) HIV, AIDS and sexually transmitted 

diseases 

d) Food and water hygiene and sanitation 

e) Prevention of accidents 

f) Stress First Aid, Psychological First 

Aid, Problem Management Plus, 

mental health 

awareness/psychological resilience 

training. 

g) Health education 

Level 1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 

6 

Casualty 

treatment 

and 

evacuation 

a) Triage, treatment and holding policy 

b) CASEVAC, MEDEVAC and medical 

repatriation 

c) NOTICAS 

d) Mass casualty and disaster 

preparedness 

All general doctors, 

nurses and nursing 

assistant/paramedics in 

Level 1, Level 1+, Level 

2, Level 2+ and Level 3 

facilities 
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Annex 2.10 Pre-deployment general training for senior medical commanders and key medical personnel   
 

S/N Topic Specific objectives Target group 

1 

United Nations 

Headquarters 

(UNHQ) 

a) Role and functions of the United Nations 

b) Structure and organization of UNHQ 

c) Structure and organization of DPO and DOS, their 

planning and administrative processes 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 

c) Force Medical Officer (FMO) and medical 

officers in FMC 

2 PKOs 

a) Peacekeeping mandate 

b) Types of peacekeeping operations 

c) Problems encountered in peacekeeping operations 

d) Key players: United Nations agencies, NGOs and 

governmental agencies 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 

c) Force Medical Officer (FMO) and medical 

officers in FMC. 

3 
Field mission 

organization 

a) Structure and organization of field missions, including 

civilian and military components 

b) Key appointment holders 

 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 

c) Force Medical Officer (FMO) and medical 

officers in FMC 

4 

United Nations 

HQ medical 

organizational 

structure 

a) Structure and organization of DHMOSH and MSS 

b) Roles and functions of DHMOSH and MSS 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 

c) Force Medical Officer (FMO) and medical 

officers in FMC 

5 
Medical support 

for PKO 

a) Medical support planning 

b) Organization of medical support 

c) Levels of medical support 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 
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d) Roles of key medical appointment holders: CMO, FMO, 

SMO, etc. 

c) Force Medical Officer (FMO) and medical 

officers in FMC 

6 

Healthcare 

policies and 

procedures 

a) United Nations medical standards and policies 

b) Entitlement to medical care, compensation and 

reimbursement for medical expenses 

c) Medical accreditation and verification 

d) Ethical code for care providers 

a) Senior medical appointment holders 

b) Key medical personnel in medical unit 

c) Force Medical Officer (FMO) and medical 

officers in FMO cell 

9 Medical survey a) Conduct of medical technical survey/reconnaissance 
Senior medical appointment holders 

 

11 
Humanitarian 

assistance 

a) Principles of disaster medicine 

b) Initial assessment and planning 

c) Programme objectives and strategy 

d) Programme evaluation 

a) Senior medical appointment holders 

b) All other medical practitioners 

12 
Medical records 

and reporting 

a) Medical documentation 

b) Medical confidentiality 

c) Concepts of medical epidemiology and health statistics 

d) United Nations medical reporting 

a) Senior medical appointment holders 

b) All other medical practitioners 

13 
Medical 

logistics 

a) Categories of medical logistics support 

b) United Nations catalogue of medical items for PKO 

c) Sustainment and reimbursement arrangements for 

T/PCCs 

d) Medical logistics management 

e) Requisition procedure for medical items 

a) Contingent appointment holders 

b) Senior medical appointment holders 
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f) Blood and blood products 

14 

International 

humanitarian 

law 

a) Aspects of international humanitarian law and their 

implications for PKOs 

b) The Geneva Convention and its protocols 

c) Privileges and immunities of United Nations 

peacekeepers 

a) Contingent appointment holders 

b) Senior medical appointment holders 

15 Security issues 
a) Basic and essential field security measures 

b) Mine awareness 

a) Contingent appointment holders 

b) Military observers 

c) United Nations police monitors 

d) Senior medical appointment holders 

16 Personal skills 

a) Good public relations, liaison and negotiation skills 

b) Working with interpreters 

c) Dealing with media 

a) Contingent appointment holders 
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General 
This document provides guidance on completing the main documents that form a duty stations medical Mass 

Casualty Incident plan. 
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Background 
The UN Organisational Resilience Management System (ORMS) was approved by the General Assembly in 
June 2013, Under A/RES/67/254, as the emergency management framework for the Organisation. The UN 

ORMS is a comprehensive management system, linking actors and activities across preparedness, prevention, 

response and recovery, to enhance the Organisation’s resilience in order to improve the Organisation’s ability 
to ensure the safety and security of its staff and assets, and to deliver its mandates. The ORMS is to be 

implemented across the Secretariat and in the field. 

 
 
Mass Casualty Response plans and ORMS 

Mass casualty incident response (or emergency medical support), is one of the seven core elements of the 

ORMS, along with  

 

• A crisis management decision making and operations architecture; 

• Security; 

• Crisis communications; 

• IT disaster recovery; 

• Business continuity; and  

• Support to staff, families and survivors. 

Two of the key principles, which will apply to ORMS implementation, are risk-based based planning and 

practice, and flexible standardisation.  The Medical Director has determined that medical emergency 

preparedness and response are to follow the ORMS principles, starting with a medical risk analysis and using 
a number of standard document formats. These documents are: 

 

1. A Medical Threat and Risk Analysis; 

2. A Health Support Summary; 

3. A CONOPS covering specific locations/events (if applicable); 

4. A Mass Casualty Incident Quick Reference Guide; and 

5. A MCI Response Technical Guide. 

 

1. The Medical Threat and Risk Analysis uses the DSS approach as outlined in the UN Security Policy 

Manual. It is a medical risk analysis, and should specifically reflect medical risks, not security risks. It must 
however be developed in a consultative manner with the local security staff because many of the relevant 

security threats (such as an attack on a compound) will result in mass casualties. Ideally the threats should go 

beyond those that apply to a mass casualty event and include public health crises and occupational health and 

safety risks.  
 

Guidance on how to complete the Threat and Risk Matrix Template is provided in Annex 1. Also consider 

reviewing the UNHQ New York matrix or that of other duty stations as examples. 

 

 

2. The Health Support Summary arose from lessons learnt from the recent Ebola Virus crisis. It provides a 
succinct summary of all the critical health support assets available in a duty station. It covers UN medical 

services, local hospitals and clinics, ambulance services, disaster response agencies etc. Most importantly it 
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goes beyond simple facts and figures (such as the number of emergency beds or CT machines) and provides 

for a practical comment by senior medical staff about the effectiveness of that facility in a crisis. It will form 
both an operational tool – with contact numbers and addresses – and a planning tool.  As seen in the Ebola 

crisis, this type of summary is critical in determining what level of surge medical support is required in the 

duty station for a particular event.  Whilst not as comprehensive as a full duty station medical assessment, the 
intent is that this summary will be more concise, focussed on mass casualty capability and not wider general 

health care, and hence be able to be updated more often. 

 

Guidance on how to complete the Health Support Summary Template is provided in Annex 2. Also 

consider reviewing the UNHQ New York summary or that of other duty stations as examples. 

 

 
3. The concept of operations or CONOPS is a succinct summary of how the MCI response will occur. It 

should describe the key situations and locations for a response in a paragraph or two each.  

 

Guidance on how to complete the CONOPS is provided in Annex 3. Also consider reviewing the UNHQ 

New York summary or that of other duty stations as examples. 

 

 
4. The Mass Casualty Incident Quick Reference Guide is designed to mirror or be a part of the duty stations 

ORMS Playbook. It should be printed as a small, spiral bound booklet that can be carried by each member of 

the medical team and used in an emergency response. It contains the essentials that would allow a medical 
staff member to setup into a role in a crisis and perform the task with reasonable confidence. It does not cover 

specific scenarios, nor does it attempt to provide underlying technical background to a topic.  It is brief, and 

something that can be read in a short period of time as the crisis unfolds. It is intended to be the key part of 

the crisis management plan for mass casualty incidents, and will in large part replace current crisis 
management plans. If such a summary doesn’t fully reflect the complexity of the MCI plan for the duty 

station, then there is also the opportunity for a separate document that provides further detail on the concept of 

operations and detailed implantation of specific scenarios. 
 

Guidance on how to complete the MCI Quick Reference Guide Template is provided in Annex 3. Also 

consider reviewing the UNHQ New York QRG or that of other duty stations as examples. 

 

 

5. The MCI Response Technical Guide is a background document provided by MSD New York as part of the 

work of MEPS/UNMERT. It includes detail on triage systems, the content of a triage tag, how to set up an 
Advanced Medical Post, basic treatment protocols, the key information to be recording in a tracking system, 

etc.  These documents often previously appeared in the MCI plan, but due to their size or detail could make 

the MCI plan difficult to use in an emergency. Duty stations are free to add chapters to this document as they 
see fit, and are encouraged to provide these additions to MSD if they believe they would be of value to other 

duty stations. 

 
 

 

For any questions regarding ORMS, speak with the ORMS focal point in your duty station. 
For any questions regarding this guidance, the 4 documents above, or any aspect of crisis management or 

mass casualty incident plans, contact DHMOSH at medicaldirector@un.org 
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Duty station MCI Plan 

The Medical Director has determined that where there is a UN medical element in a duty station, the medical 
service holds the primary responsibility for completing the 4 duty station documents – the Threat and Risk 

Analysis, the Health Support Summary, the Concept of Operations, and the Quick Reference Guide. 

Where there is no UN medical service, this responsibility falls to Security, with assistance from MSD New 
York. 

 

The duty station’s Mass Casualty Incident Plan (often required as a compulsory annex to the wider duty 
station security management plan) should comprise only the CONOPS and the Quick Reference Guide.  The 

other documents, whilst relevant to different bodies, do not provide a succinct or usable part of the response, 

and hence should not be a part of the duty station’s MCI Plan.    

 
 

Annexes 

1. Medical Threat and Risk Analysis; 
2. A Health Support Summary; 

3. A CONOPS (covering specific locations/events if applicable); 

4. A Mass Casualty Incident Quick Reference Guide. 
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Annex 1 – Completing the Threat and Risk Matrix 

 
 

Guidance on completion 

Insert the relevant location and date information in red font and enclosed in square brackets. 
 

Note the difference between threat and risk, and the other key terms: 

 

- Threat, or hazard, represents the event that may cause harm to UN staff, dependents (or in the case 
of a wider crisis management plan, to the function or reputation of the Organisation). 

- Risk combines the likelihood of the event occurring and the medical impact it has.  

- Mitigation measures are those activities such as training or equipment that specifically address the  
risk 

- Residual risk is the risk still seen after the mitigation measures are implemented 

 

 
Threats 

The local Security Risk Assessment (SRA) is often the best place to start a risk assessment, particularly for 

the type of threats that can cause mass casualties – VBIED’s, small arms fire, demonstrations etc.  Note 
however that such threats are only part of the overall medical risk assessment, and that the risk level 

determined in the SRA may not be the same as the medical risk determined for the event. When reviewing the 

SRA or other security documents ensure that restricted information is not effectively released via the medical 
risk assessment. It is suggested that the final Threat and Risk Matrix be reviewed by senior security staff prior 

to general release, particularly if the SRA is considered sensitive. 

 

Other threats outside the security environment include fire, vehicle travel, fixed wing or helicopter travel, 
general safety (slips, trips, falls, electrical etc), ergonomics, cardiac arrests or strokes, psychological injuries, 

infectious disease, construction, etc.  Include most Low or Very Low risk threats only if there is a particular 

frequency or impact characteristic worth noting, or if there is a notable mitigation measure in place. 
 

Column 1 - List those threats that have or could have a specific medical impact on the duty station. 

 
Column 2 – Determine the likelihood, impact and risk using the “five by five” table as used by DSS.  The 

combination of likelihood and impact will yield the risk value. 

 

 

Impact 

Likelihood 

Negligible Minor Moderate Severe Critical 

Very likely Low Medium High Very high Unacceptable 

Likely Low Medium High High Very high 

Moderately likely Very low Low Medium High High 

Unlikely Very low Low Medium Medium Medium 

Very unlikely Very low Very low Very low Low Low 

 

 
 

Likelihood can be based solely on the probability of it happening, and when it might happen, and/or on the 

historical frequency of it happening. As a guide: 
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Descriptor Likelihood 

Very likely 
Considered as very high likelihood or imminent.  

Historical precedents – several times/ year. 

Likely 
Considered as high likelihood or probable.  
Historical precedents: Once a year 

Moderately likely 
Considered as reasonable likelihood or possible. 

Historical precedents: 1-3 years 

Unlikely 
Considered as low likelihood or low possibility  
Historical precedents: >3 years 

Very unlikely 
Considered as very low likelihood or unrealistic. 

Historical precedents: Not occurred yet 

 
 

Whilst the above is a guide, the probability of an event occurring will also depend on a particular definition of 

the event and its impact.  When determining a threat and its likelihood, there may need to be further 

clarification of the nature of the event to ensure that including the threat and assessing its likelihood is 
actually of value. For example defining an ergonomic injury as one with more than 7 days sick leave might 

yield a different likelihood and risk value and a different strategy for mitigation than just assessing “any” 

ergonomic injury. 
 

Impact refers to the direct medical impact, based on the severity of the injury. This includes the association 

with death, loss of limb or eye, permanent disability and permanent disfigurement, and long lasting 
psychological injury.   Do not routinely include other factors such as the degree of medical support as the 

impact of such matters will be accounted for through mitigation measures and should be reflected in residual 

risk. If however routine care is very limited and the casualties are likely to suffer avoidable complications, the 

medical impact may be higher and hence the overall risk higher. 
 

As a guide: 

 

Descriptor Likelihood 

Critical Multiple fatalities above the D/S management capability. 

Severe Potentially multiple cases of severe injury and/or fatalities 

Moderate Potentially severe injuries (life/limb/eye threatening) or high stress 

Minor Minor injuries or stress 

Negligible No significant injuries 

 

 

Risk is determined from the 5*5 table.  
 

 

Mitigation and Residual risk 
Column 3 - Once the risk has been assessed, provide a comment in the “Mitigation and residual risk” column. 

Specifically refer to any measures taken that address this event. Comment also on whether overall you believe 

the residual risk to be acceptable or unacceptable. Particularly if the risk (or residual risk) is unacceptable, 
outline what measures can be undertaken to address this, and if appropriate specify a date and method that this 

will occur. 
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Providing a specific comment on what has been done to address the risk, and what might be done to further 
help allows the medical service to ask for resources or target matters that will have the most impact. 
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Annex 2 – Completing the CONOPS 

 

 

The CONOPS does not have a template, and is constructed primarily as “Who goes where, when do they go 
there, and what do they do when they arrive ?”. It should be written at a broad (or conceptual) level to give an 

idea for other members in the duty station about how the medical elements will contribute to the response. It 

does not include any significant detail on “how” a task is completed – that is generally technical information 

that should be known by the responders beforehand, and should not be included. 
 

If a response is going to take a significantly different approach depending on the scenario or location, then 

each CONOPS should be presented. This is going to be most likely when different locations are involved, 
because different personnel and security circumstances may be involved.  For example, in Mali a CONOPS 

was written for: 

• An MCI at the headquarters in Bamako, which has one level of medical and security support; 

• An MCI in Bamako, but away from the headquarters (for example at local restaurants), which is a 

much less controlled environment; 

• An MCI at each of the major satellite locations (e.g. Gao), which are hundreds of kilometres from 

HQ and have different medical support and different crisis management structures reflecting a 

much smaller personnel base; and 

• An MCI out in the field, which is likely to involve military personnel and have a heavy emphasis 

on casevac. 
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Annex 3 – Completing the Health Support Summary 

 

 

 
General location characteristics 

Comment any specific geographical, political or social aspects that are likely to impact n the effective 

response to a MCI – e.g. security, seasons, religious festivals etc. 

 
 

UN Medical services in location 

Create a separate entry for each UN medical service in the location, e.g. country team Level I facility, donor 
country Level II facility etc. Complete the table as below. As for all tables, this is a guide – include 

information that is relevant and usable, and leave out sections (with a brief comment) that are not relevant. 

 

UN Clinic Name – HQ, CT, PKO etc 

General / Location Insert clinic address and where it is located. 

Staffing / Facilities Number of doctors, nurses etc, focussing on MCI skills (e.g. doctors, one with 

surgical background, 2 current in PHTLS). List facilities, again emphasizing MCI 

specific capabilities – e.g. “lab but no blood bank, Ultrasound and basic X-Ray”. 

Access entitlement  Advise as to any access restrictions – e.g. “will not take dependents” or “normally no 

access to country team but formal acceptance in place that will see staff for medevac 

assistance” 

Contact details If possible include key liaison, on call or senior personnel 

Assessment Briefly comment on the capabilities and limitations of the facility in responding to a 

MCI. 

Other relevant Document any specific aspect of the facility that is relevant to support in a MCI  

Ambulance/Transport As well as ambulances comment on the availability of other vehicles that may be 
suitable for transporting casualties in an emergency. 

Psychological 

support. 

Identify psychological resources and likelihood of needing CISMU support. 

Security support Document any medical support capability in security e.g. “also has 8 security staff 
trained in ETB use” 

 

 

 
Hospitals in location 

This section is likely to be the largest in the summary. Copy and paste the template table to create a separate 

entry for each major facility, usually each major public or private hospital with emergency departments.  
Include smaller facilities such as private hospitals, clinics etc only if they are likely to participate/contribute to 

a MCI. 

 

Hospital or Clinic name 

General / Location Address and distance from clinic by ambulance 

Staffing / Facilities Briefly comment on staff numbers and facilities – focussing on elements that are 

relevant to the early phase of a response.  

Trauma capacity Consider emergency department size, operating theatres and surgeons, and ICU beds. 

Tertiary care Briefly comment on advanced facilities that may be available. This section is relevant 
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capacity to subsequent medevac needs. 

Assessment Briefly comment on the capabilities and limitations of the facility in responding to a 

MCI. 

Other relevant Document any specific aspect of the facility that is relevant to support in a MCI. E.g. 

“has strong links with private medical clinics and can call on 20 senior doctors at short 

notice” 

Contact details Provide phone numbers etc. IN particular include any specific contact person known 
to the UN who can act as a senior liaison within the hospital, e.g. the Hospital 

Superintendant or a UNEP. 

 
 

 

Ambulance service / Casualty Transport 

Detail the capabilities for transport (ambulance or otherwise) from site to hospital. 
 

General Number of ambulances, type (ALS/BLS/etc), and the ambulance management system 

(i.e. central callout, radio control etc) 

Trauma capacity Comment not only on the casualty transport system, but their ability to assist on site.  

Assessment Briefly comment on the capabilities and limitations of the ambulance service in a MCI 

Other relevant Document any aspect of the ambulance service that is relevant e.g. “drivers have no 

medical training” 

Contact details Provide mechanism to activate ambulances 

 

 

 
Disaster management capability / Local Department of Health / other health support 

Some locations will have dedicated services that will respond in a MCI. Document their capabilities so that 

services are not duplicated, and include contact details. If no such services exist, clarify which agency will be 

in charge of the site – usually police or army. 
 

 

Mortuary services 
The mortuary services available in a location will be relevant to the management of fatalities on site and off 

site.  They may be particularly relevant to when trying to track fatalities in the immediate aftermath of an 

event. Document specifically if there is a coronial service and its quality, as the quality of autopsies – 

especially in MCI’s – has been identified as an important area for the UN to address in work related deaths. 
If possible provide a contact for morgue or mortuary services, as this will facilitate tracking and follow up of 

deaths and missing persons. 

 
 

Aeromedical evacuation summary 

Create a separate entry for each evacuation capability – UN, private etc.  Ensure that both CASEVAC and 
MEDEVAC services are covered, and the presence of AMET teams.  Comment also on commercial airline 

service and ability to take patients either in regular seats or as stretcher cases. Specifying if there is a contract 

is in place and its details are particularly important. 

 

Name of provider or service 

Contact details General and 24 hour contact details. 
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Aircraft type / no. List the model type and number of aircraft available, along with the usual timeframe 

for aircraft to be at the location and able to take casualties 

Casualty capacity Number and type of casualties per aircraft 

Range Specify the range and if appropriate evacuation/treatment centres the aircraft can 

reach 

Other Include whether there is a formal contract in place, for which staff (and whether this 

includes dependents, consultants, contractors, visitors, others), and any administrative 
requirements to use the service. 

 

 
 

Local support arrangements 

Document any specific support arrangements in place with local health care providers. 

 
 

Regional Support arrangements 

The Medical Director strongly encourages each UN medical service to explore and establish either formal or 
informal surge support arrangements with other UN medical services in their region, and will support such 

arrangements with respective administrations. This may be for mass casualty incidents or other crises, and 

may involve either personnel or equipment.  In this section document any support arrangements with UN 
medical services in the region. 

 

 

Other information relevant to Health Support Capacity in [Location] 
Include any other information relevant to the duty station. 
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Annex 4 – Completing the MCI Quick Reference Guide 

 
 
 
Guidance on completing the Quick Reference Guide Template 

 

The MCI QRG template (modelled on the ORMS Playbook) is designed to be printed as an A5 spiral bound 
document. It can be provided to all medical staff as a stand-alone document, and should also be incorporated 

into the duty station ORMS Playbook, or kept separate as it contains guidance on those aspects that are 

medical – triage etc. If combined with the duty station QRG (if one exists), then a number of pages (such as 
the Duty Station Contacts and Ownership and Maintenance sections) may be deleted. 

 

A separate QRG should be developed for satellite areas reflecting different staff, different risks and different 

health support assets (hospitals etc). 
 

NOTE 1: This is a TEMPLATE ONLY – relevant information for your MCI plan or your duty station must be 

added to provide a complete guide. The intent of the QRG is to be brief and usable during a crisis – it should 
not include technical information such as how to set up an AMP – this is provided in the separate MCI 

Technical Guide. 

 

NOTE 2: The QRG template foresees a standard approach to medical emergency response that has 3 
components – an on-site response team, an off-site medical support team which provides personnel and 

assistance to the on-site team and is primarily responsible for medical support, and a senior liaison team that 

stays with the senior management during the strategic decision making process during the event*. It may be 
that the duty station does not have this system, or that medical resources are such that the senior staff deploy 

to the site and (via radio or via the incident site commander) advise the senior management team of medical 

implications. Other options are available. It cannot be emphasised enough that the QRG must reflect the crisis 
response process in the duty station not the one in the template. 

 
*Hopefully this will also reflect a common approach by security services, which will appoint and incident site 

commander (tactical element), run an off-site security operations cell (operations element), and provide representatives 

to a senior decision making body (strategic element). 

 
 

Emergency Medical Contacts 

This page sits behind the cover and is one of the most important. Include all key phone numbers relevant to 
emergency medical support, including UN Medical staff, local hospital emergency departments, AME 

providers, ambulance services, major clinics, UNEP’s, Mayors office, disaster management agencies, 

morgues, etc. If you need it on site, it should be here. 

 
 

Duty Station Contacts 

Include all relevant contacts. A guide suitable for a field duty station is provided. There may be no need for 
this page if all relevant details are included in the Emergency Medical Contacts page. If the MCI QRG is 

incorporated into a wider Duty Station QRG, then this page will be part of the wider QRG and can be deleted. 

 
 

QRG Introduction and Objectives 



Medical Services Division   
 

UN HQ New York - Health Support Summary 
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Update for duty station. Ensure that this section reflects your Duty Station. 

Crisis management timeline 
It may be that the initial response to the site will occur in minutes. Despite this, it is highly recommended that 

responders do not simply run to the site – this is both unsafe and likely to result in a chaotic response. Taking 

a few minutes further will allow equipment to be collected and a brief structure to be agreed upon.  
The 4 main elements of notification and preparation to move to site; activities on site, resolution of onsite 

activity; and follow up should remain, however amend the ACTIONS and RESPONSIBLE person according 

to the duty station plan. 

 
 

Who does what during an MCI Response? 

This is a brief summary of the subsequent 3 sections (“Allocation of tasks”, “Locations”, and “Roles and 
Responsibilities”). Amend these summaries accordingly, ensuring equipment carried is included. 

 

 

Allocation of tasks 
This section outlines a hierarchy of command within the medical service. This allows staff both in and outside 

the medical services to understand how tasking will occur when not all medical staff are present, and allows 

them to quickly change roles according to pre-identified plans.  It should be amended to reflect a common 
sense approach to achieving the best outcome in a crisis. 

 

 
Key locations in an MCI response 

This section provides a guide, particularly for new staff, on meeting points and includes pictures. The 

template includes en example from HQ New York. Often this section will only apply to a fixed structure, but 

is particularly useful for evacuations. 
 

 

Map of base/campus/compound/ etc 
Appropriate, insert a schematic or satellite map of the primary location. IF possible include sufficient detail to 

allow identification of assembly points, evacuation routes, key likely casualty collection points, ambulance 

staging areas or routes in/out, or other key features. 
 

 

Roles and Responsibilities 

As for other sections, update the roles and responsibilities according to your local plan. Examples are shown 
but include only if these are relevant to your plan and match your plan. 
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United Nations System-Wide Crisis Management Policy  

 
Contents:         A.  Purpose and Scope 

B. Activation 
C. Roles and Responsibilities 
D. Crisis Management Team 
E. Crisis Communications 
F. Resources for Coordination 
G. Stand-Down 
H. Policy Implementation Guidelines 
I. Review, Monitoring and Learning 
J. Guiding Principles 

 

A. PURPOSE AND SCOPE 
 
1. The United Nations System-Wide Crisis Management Policy applies to relevant UN 

system entities1. 
 
2. The scope of this policy includes emerging crisis situations that involve or affect multiple 

pillars and/or mandates of the UN, and that require urgent and coordinated action across 
pillars. 
 

3. This policy aims to ensure strategic alignment and a coordinated and coherent UN 
response in such crisis situations. 

 
4. This policy applies in one or several of the following circumstances: a sudden 

deterioration in peace and security in a geographical area; new or significantly increased 
humanitarian needs in a complex operating environment; a rapid increase in human 
rights violations; a sudden shift in the relationship with the host government and/or 
national stakeholders; a threat to the presence of the United Nations and its operating 
space; a significant threat to the reputation of the Organization; or other crisis situations 
of serious concern that exceed the capacity of the UN country-presence. 

 
5. The application of this policy seeks to achieve one or more of the following:  

• Provide strategic leadership and support to UN field operations in response to crisis 
situations;  

• Step up assistance to affected national stakeholders and end-beneficiaries;  
• Ensure business continuity and UN mandate implementation; and 
• Support the safety and security of UN personnel, premises, and property. 

 
6. This policy will be implemented in full complementarity and without prejudice to existing 

coordination mechanisms, including the Inter-Agency Standing Committee (IASC) and 
UN Security Management System (SMS). The policy will also respect the mandates of 
participating entities, and other coordination mechanisms with Member States or partner 
organizations.  

 
1 Relevant UN system en��es include members of the Secretary-General’s Execu�ve Commitee and the UN 
Crisis Management Working Group. 
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B. ACTIVATION 
 
7. The Crisis Management Policy is activated by a decision of the Secretary-General. 
 
8. Any Principal of a UN entity may draw the attention of the Secretary-General to 

situations matching the scope of this policy with a recommendation to activate crisis 
management in accordance with the policy. 

 
9. The UN Operations and Crisis Centre (UNOCC) may detect situations that fall within the 

scope of this policy. On such occurrences, the UNOCC will alert the Secretary-General 
through a Principal in the Executive Office of the Secretary-General.  

 
10. Upon the decision to activate the policy, the Secretary-General designates a Lead 

Coordinating Entity or Entities. All relevant UN entities are informed of the Secretary-
General’s decision.  

 
11. For countries with peacekeeping operations, the Department of Peace Operations is the 

default Lead Coordinating Entity.  For countries with special political missions based in-
country, the Department of Political and Peacebuilding Affairs (DPPA) is the default Lead 
Coordinating Entity.  For non-mission countries, DPPA and the Development 
Coordination Office are the default Lead Coordinating Entities as co-leads.  For global 
settings, the Secretary-General will designate the Lead Coordinating Entity based on 
context. 

 

C. ROLES AND RESPONSIBILITIES 
 
12. When the Crisis Management Policy is activated, the designated Lead Coordinating 

Entity (or Entities) is responsible for establishing and convening a Crisis Management 
Team (CMT) consisting of relevant headquarters entities and the senior-most UN official 
based in and covering the country (henceforward “senior-most UN official”).  

 
13. The Crisis Management Team is responsible for coordinating the overall UN crisis 

response (see section D). 
 
14. The Heads of relevant UN entities are individually responsible for directing crisis 

response activities within their mandated areas of responsibility. These activities shall be 
in accordance with the shared strategic direction (see Section D) and guiding principles 
(see section J) established under this policy.  
 

15. The Executive Office of the Secretary-General and the Executive Committee of the 
Secretary-General receive regular updates from the Crisis Management Team and 
consider longer-term implications emanating from the crisis. This will enable the Crisis 
Management Teams to focus on the immediate management of the crisis.  
 

16. The senior-most UN official is responsible for ensuring effective coordination of UN crisis 
management in-country, in accordance with the strategic direction established by the 
CMT. 
 

17. Heads of relevant UN entities and the Crisis Management Teams are responsible for 
coordination and information-sharing across pillars and/or coordination mandates.  
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D. CRISIS MANAGEMENT TEAM 
 
18. The CMT has two levels, a Principals level and a Directors level.  
 
19. Principals-level Crisis Management Team (CMT-Principals) 
 

19.1 The CMT-Principals provides strategic direction for the response of the 
Organization across pillars and/or mandates and assigns resources for 
coordination.  
  

19.2 The CMT-Principals is led by the Principal of the designated Lead Coordinating 
Entity as the Crisis Manager. The senior-most UN official based in the 
country/countries affected is a standing member of the CMT-Principals.  
 

19.3 The CMT-Principals reports to the Secretary-General and escalates decisions 
requiring action from the Secretary-General to the Executive Office of the 
Secretary-General. 

 
19.4 The CMT-Principals meets on the Secretary-General’s decision to activate this 

policy and then at the request of the Crisis Manager, as required by the evolution 
of the crisis.  

 
19.5 CMT-Principals members include relevant UN entities involved in the crisis 

response. Representation of agencies, funds and programmes should be 
assured at a minimum through the 2+4 formula based on the nature of the crisis.2  
 

19.6 The CMT-Principals oversees the work of the Directors-level Crisis Management 
Team (CMT–Directors) and resolves any issues pertaining to coordination as 
referred by the CMT–Directors.  
 

20. Directors-level Crisis Management Team (CMT-Directors) 
 
20.1 The CMT-Directors ensures timely and coordinated action between pillars and/or 

mandates at headquarters and with the field in accordance with the strategic 
direction and guidance provided by the CMT–Principals.  
 

20.2 The CMT-Directors defines the roles and responsibilities for coordination among 
participating entities. The CMT-Directors also ensures close interaction with the 
UN leadership in the field and relevant partners.  

 
20.3 The CMT-Directors is chaired by the designated representative of the Crisis 

Manager. The Chair updates the Crisis Manager on developments and 
recommendations from the CMT-Directors. Members of this team include 
Directors within entities participating in the CMT-Principals with decision-making 
authority. CMT-Directors also includes a representative designated by the senior-
most UN official. The Chair of the CMT-Directors decides on others to be invited 
as the situation requires.  

 
20.4 The UNOCC acts as the Secretariat of the CMT-Principals and CMT-Directors 

when the policy is activated. 

 
2 The “2+4” formula adopted in 2006 establishes that humanitarian and development actors are represented 
by OCHA and DCO respec�vely.  In addi�on to these two, up to four representa�ves from UN agencies, funds 
and programmes may par�cipate based on their mandate and capacity to engage. 
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E. CRISIS COMMUNICATIONS 
 
21. When the Crisis Management Policy is activated, the Department of Global 

Communications will convene a Communications Group Crisis Cell with relevant entities 
to agree on strategy and messaging.  
 

22. The Communications Group Crisis Cell will ensure the Organization is in a position to 
demonstrate its role and lead the narrative, to mobilize action and support, to counter 
mis- and disinformation, to manage reputation and to engage target external and internal 
audiences. The Communications Group Crisis Cell will report back to the Crisis 
Management Teams.  

 
23. The Communications Group Crisis Cell will issue UN system key messages. 

Participating UN entities may issue advocacy messages as per their respective 
mandates. These messages should be aligned with the UN system key messages.  

 

F. RESOURCES FOR COORDINATION 
 
24. Activation of the policy allows for the activation of contingency resources by relevant UN 

entities on the authority of their respective Principals, as well as any centralized cost 
sharing or cost reimbursement mechanisms established to support crisis response. 
These UN entities will support the crisis response coordination and the actions decided 
by the Crisis Management Team. 
 

25. The CMT-Principals will ensure that adequate capacities are available for effective 
coordination at headquarters and in the field in the immediate phase of crisis response 
and for as long as deemed necessary.  

 

G. STAND-DOWN 
 
26. The CMT-Principals recommends standing down the system-wide crisis management 

mechanism as soon as conditions allow and based on the advice of the CMT-Directors.  
 

27. The final decision to stand-down crisis management will be taken by the Secretary-
General.  

 
28. Such conditions could include decreased urgency; reduced risk to the mandate, 

presence, capacity to deliver, or reputation of the Organization; and satisfaction that 
strategic alignment in the crisis response has been achieved.  
 

29. In a protracted crisis situation, an ad hoc successor coordination mechanism may 
replace the Crisis Management Teams to ensure longer-term coordination across pillars 
and/or mandates once the urgency of the initial situation has subsided. 

 

H. POLICY IMPLEMENTATION GUIDELINES 
 

30. This policy is accompanied by policy guidelines and/or Standard Operating Procedures 
for its implementation.  

 
31. The standing Crisis Management Working Group, consisting of representatives of 

relevant UN entities, will ensure that such policy guidelines are in place. The UNOCC 
convenes and acts as the Secretariat of the Crisis Management Working Group. 
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32. All relevant UN entities are responsible for establishing crisis response protocols within 

the remit of their mandates.  
 

I. REVIEW, MONITORING AND LEARNING 
 
33. This policy shall be regularly reviewed in light of the experience of its application and any 

relevant changes in the UN organizational structures.  
 

34. On any occasion of this policy’s application, the Lead Coordinating Entity is responsible 
for organizing an after-action review with all participating entities and UNOCC. 

 
35. UNOCC, in consultation with the Crisis Management Working Group, will provide the 

Executive Committee with periodic feedback on the application of the policy and 
recommendations for its revision as appropriate.  

 
36. To ensure awareness and appropriate implementation of this policy, it should be included 

in the mandatory in-briefs of newly appointed senior officials at headquarters and in the 
field, including in conjunction with briefings on the role of Designated Officials. 

 
37. The policy should be regularly exercised in accordance with a calendar coordinated by 

UNOCC and with members of the Crisis Management Working Group sharing 
responsibility for preparation and conduct of an exercise on a rotational basis.  

 

J. GUIDING PRINCIPLES 
 
38. Crisis management under this policy is undertaken pursuant to the following principles: 
 

38.1 Accountability: the participating UN entities are accountable for undertaking crisis 
response activities in accordance with the strategic intent and direction as agreed 
by the CMT. 

 
38.2 Value-based: crisis response is undertaken in adherence to UN values, 

standards, and principles. Crisis management is guided by the values and 
principles set out in the UN charter, the Universal Declaration of Human Rights, 
and relevant international laws.  

 
38.3 Respect for humanitarian principles: crisis management takes full account of the 

humanitarian principles of humanity, neutrality, impartiality, and independence. 
This policy recognizes the role of the Inter-Agency Standing Committee in the 
coordination of humanitarian action. 

 
38.4 Inclusiveness: crisis management is undertaken with as broad a consultation as 

circumstances allow among participating UN entities and between headquarters 
and the field. UN action should seek to be cognizant and inclusive of the views of 
those most affected by crisis, including women and children, and other relevant 
stakeholders. 

 
 

* * * 



Annex 3.13 Minimum professional qualification requirements for medical 
personnel deployed to United Nations field missions 
 
 
A. Physician/Medical Doctor/General Practitioner/Aero-Medical Evacuation Team 

(AMET) Doctor   
For a position in a field medical facility of any level, medical personnel with the 
functional title of Medical Doctor, General Practitioner or Physician must meet the 
following professional requirements:  

i. A university degree (MBBS/MBChB/MD) in medicine.   
ii. A minimum of three (3) years of continuously progressive clinical experience 

in general medical practice. Medical practice time will be calculated starting 
from the date when the medical license is issued.   

iii. Must acquire an advanced acute trauma care and pre-hospital trauma life 
support or equivalent training certification within 12 months prior to 
deployment.1  

iv. Must be currently registered by a national medical board or council to practice 
medicine in their respective country or another United Nations Member State. 
In lieu of licensure (where applicable), a letter of good standing should be 
provided by the relevant national authority.  

v. For a position in an AMET, one (1) year of experience as an AMET doctor is 
required in addition to the required experience as a general practitioner.  

vi. Experience in tropical medicine is an asset.  
  

B. Specialist Physician/Specialist Doctor   
For a position in a field medical facility of any level, the functional title of Specialist 
Physician and Specialist Doctor includes the specialty categories of surgeon, 
anesthesiologist, orthopedic surgeon, gynecologist and internist, etc. The specialist 
candidate must meet the following professional requirements in addition to those 
specified for Physician/Medical Doctor/ General Practitioner:  

i. Completion of board-certified/post-graduate certified specialty training by an 
appropriate body in own country or another United Nations Member State.   

ii.  At least two (2) years of independent clinical/surgical practice as a licensed 
specialist after completing the relevant specialty training. Must be currently 
registered by a national medical board or council to practice medicine and 
licensed to practice specialty without supervision in their respective country 
or another United Nations Member State. In lieu of licensure (where 
applicable), a letter of good standing should be provided by the relevant 
national authority.  

 
C. Dentist   

For a position in a medical facility with the functional title of Dentist, the following 
qualifications must be met:  

i. A university degree in dentistry.   

 
1 Training should be equivalent to advanced trauma life support, early management of severe trauma, or similar as defined in 
the Guidelines on Technical Clearance Review of Medical Personnel for Deployment to UN Field Duty Stations, Annex E. 



ii. A minimum of two (2) years of progressively responsible clinical experience 
following licensing as a dentist.  

iii. Must be currently registered by a national medical board or council to practice 
dentistry in their respective country or another United Nations Member State. 
License validity should cover the deployment duration.   

  
D. Pharmacist   

For a position in a medical facility with the functional title of Pharmacist, the following 
qualifications must be met:  

i. A university degree in pharmacology. 
ii. A minimum of two (2) years of practice experience after being licensed as a 

pharmacist.  
iii. Must be currently registered by a national medical board or council to practice 

as a pharmacist in their own country or another United Nations Member State. 
License validity should cover the deployment duration. 

  
E. Mental Health Professional:  

The functional title of Mental Health Professional includes the specialty categories of 
Psychologist, Registered Psychiatry Nurse and Psychiatrist. The specialist candidate 
must meet the following professional requirements:  
  

Psychiatrist:  
i. A university degree in medicine (MBBS/MBChB/MD)   
ii.  A minimum of three (3) years of independent clinical mental health 

practice as a psychiatrist after completing the relevant specialty training.   
iii.  Must be currently registered to practice medicine and licensed to practice 

specialty without supervision in own country or another United Nations 
Member State.  

  
Registered Psychiatry Nurse:   

i. Must have qualified as a registered professional nurse with an accredited 
baccalaureate nursing programme (university) or accredited diploma 
programme (four years).  

ii. Must have completed post-basic training in Psychiatry Nursing certified by 
an appropriate body in own country or another United Nations Member 
State.  

iii. A minimum of two (2 years) of practice after receiving a specialist license.  
iv. An active license or certification or registered membership of a legitimate 

professional organization in the field most relevant to their degree, in their 
own country or another United Nations Member State, is desirable.  

  
Psychologist  

i. A university degree in psychology   
ii. A minimum of three (3) years of independent practice as a licensed 

psychologist after being licensed.   



iii. An active license or certification or registered membership of a legitimate 
professional organization in the field most relevant to their degree, in their 
own country or another United Nations Member State is, desirable. In lieu 
of licensure (where applicable), a letter of good standing should be 
provided by the relevant national authority.  

 
F. Registered Nurse/Nurse:   

For a position in a medical facility with the functional title of Registered Nurse or Nurse, 
the following qualifications must be met:  

i. Completion of an accredited baccalaureate nursing programme (university) or 
accredited diploma programme (three to four years) .  

ii. A minimum of two (2) years of progressively responsible clinical experience in 
general nursing, intensive care, emergency medicine and health service 
administration.  

iii. Must acquire an advanced acute trauma care and pre-hospital trauma life 
support or equivalent training certification within 12 months prior to their 
deployment.59  

iv. Must be currently registered by a national nursing board or council to practice 
in their respective country or another United Nations Member State. License 
validity should cover the deployment duration. In lieu of licensure (where 
applicable), a letter of good standing should be provided by the relevant 
national authority.  

v. For a position in an AMET, aero-medical evacuation training and one (1) year 
experience is required in addition to the required experience as Registered 
Nurse / Nurse.  

  
G. Specialist Nurse  

For a position in a medical facility with the functional title of Specialist Nurse (e.g., 
Intensive Care Unit nurse, operation theatre nurse, nurse anesthetist, etc.), the 
candidate must meet the following qualifications in addition to the requirements 
outlined under the Registered Nurse  /Nurse:   

i. Completion of board-certified/post-graduate certified specialty training by an 
appropriate body in a United Nations Member State.  

ii. At least two (2) years of clinical practice as a licensed specialist nurse.  
iii. Currently registered to practice nursing and licensed to practice in specialty 

without supervision in their own country or another United Nations Member 
State.  

 
H. Medical Technician  

For a position in a medical facility with the functional title of Medical Technician or 
equivalent (e.g., lab technician, X-ray technician, radiographer, operation theatre 
technician, anesthesia technician, emergency medical technician, hygiene officer, 
pharmacy technician, etc.), the following qualifications must be met:  

i. Minimum of two (2) years of both theoretical and practical education specific 
to the technician’s field after completing high school education.  

ii. Minimum of two (2) years of practical experience after licensing.  



iii. Possession of a valid practice license that permits the candidate to perform all 
aspects of their specialty. If licensing is not applicable, a letter of good standing 
from the relevant national authority should be provided.  

  
I. Paramedic  

Paramedics are pre-hospital care providers who practice emergency protocols. The 
basic professional requirements are as follows:  
Paramedic:  

i. No less than three (3) months of paramedic training.  
ii. A minimum of two (2) years of progressively responsible practical experience 

in cardiopulmonary resuscitation (CPR) or basic life support.  
iii. Must complete advanced trauma life support training or acquire an equivalent 

training certificate within 12 months prior to deployment.60  
iv. For a position in an AMET, aero-medical evacuation training and six (6) months’ 

experience is required.  
Alternatively, for a Nursing Assistant position:  

i. No less than three (3) months of nursing assistant or equivalent training in the 
military/police force of their Member State.    

ii. No less than two (2) years of relevant post-qualification practical experience.  
iii. Must complete advanced trauma life support training or acquire an equivalent 

training certificate within 12 months prior to deployment.2  
iv. For a position in an AMET, aero-medical evacuation training and six (6) months’ 

experience is required.  
  
J. Ambulance Medic  

Ambulance medics should meet the following requirements in addition to the 
requirements for paramedics/nursing assistants:   

i. Ambulance driving skills (including appropriate driver's license).  
ii. Skills in map navigation.  
iii. Knowledge of operation of very high frequency (VHF) and high frequency (HF) 

communication.  

 
2 For more information read Annex 2.9 Pre-deployment professional training  



Annex 3.14 Submitting reports to DHMOSH 
A. Medical Staff Aid 1  
A Medical Staff Aid 1 or NOTICAS shall be prepared and submitted via the NOTICAS 
website in the event of any of the following incidents involving United Nations 
personnel serving in PKOs and SPMs in the field: 

• Death 

• Serious injury or illness, defined as an acute, life-threatening medical condition 
that may lead to death or the significant and permanent loss of limb, eyesight, 
or function. 

The NOTICAS SOP (Ref. 2017.22) in Annex 3.15 defines clear responsibilities and 
associated procedural steps regarding the notification of casualties in PKOs and SPMs 
to help ensure that Member States and next of kin are notified in as timely a manner 
as possible. 

B. Medical Staff Aid 2 
Medical Staff Aid 2 (MSA-2) is a detailed record of the composition and capability of a 
medical unit and is to be submitted by every United Nations and contingent medical 
unit deployed within the mission. 

This information requested in MSA-2 provides an overview of the medical support 
readiness within the mission area and facilitates administrative procedures like the 
reimbursement of respective troop-contributing countries. A copy of MSA-2 can be 
found in Annex 3.16.   

C. Medical Staff Aid 3A 
Medical Staff Aid 3A (MSA-3A) (see Annex 3.17), is a summary of medical outpatient 
and inpatient attendances at United Nations medical facilities within a mission area. 

The report is an indicator of the workload at each medical facility by personnel type 
and reflects the adequacy of medical resources within the mission area, particularly if 
medical services are provided for local civilians and displaced persons. All daily 
outpatient attendances are to be recorded, including repeat visits for the same medical 
condition. In cases where an individual is treated at different levels of medical facility 
for the same condition, each attendance will be reflected as part of the data at each of 
these levels.  

Medical outpatient treatment includes all medical consultations, routine medical 
examinations, follow-up treatment and dental care. This does not include visits 
primarily for vaccinations or routine investigations (e.g. chest X-ray), where 
consultation with a doctor is not required. Should United Nations personnel be referred 
to local hospitals (Level 2 and above) supporting the mission, this should be reflected 
under the respective level, indicating the name of each hospital as a separate entry.   

D. Medical Staff Aid 3B 
Medical Staff Aid 3B (MSA-3B) (see Annex 3.18) reflects the overall health status of 
United Nations personnel within the mission area and provides important 
epidemiological information for monitoring and response support planning. 



The report identifies common medical conditions and injuries, allowing preventive 
measures to be taken, and provides a guide as to the effectiveness of such measures. 
It is also useful for determining medical logistics requirements for different missions. 

The following points are to be borne in mind while compiling MSA-3B.   

MSA-3B is to be completed by every contingent and formed police medical unit and 
submitted to the respective Force Medical Officer (FMO) twice a month. 

The Data Collection Period field in the header of the Excel form should be used to 
indicate the date range of the data being reported. Monthly data from the MSA 3A and 
3B will need to be entered to the Medical Reporting Tool before the 15th of the 
following month. The FMO is required to compile this information, showing the total 
number of cases treated in each disease category within the mission area as a whole. 

As this report is for epidemiological purposes, it is important to avoid double counting. 
This form is then to be uploaded into the MRT. 

Unlike MSA-3A, only the initial diagnosis of a medical condition is to be reported in 
MSA-3B, unless the condition is a relapse or recurrence of a previously treated 
condition. Repeat and follow-up visits for the same condition or chronic illness at the 
same medical facility should not be reflected. 

Similarly, a patient treated both as an outpatient and inpatient for the same condition 
should only be reflected under the “inpatient” column. 

Should a patient or casualty be evacuated or referred to a higher-level United Nations 
medical facility, this should only be indicated under the “medical evacuation to United 
Nations facility” column by the referring unit and should not be included by the FMO 
or Chief Medical Officer (CMO) within the overall data for the mission. This case will 
instead be reflected in the data of the receiving Level 2 or Level 3 unit. 

Should evacuation take place to a non-United Nations medical facility, this must be 
indicated as such in the “medical evacuation to others” column by the referring unit. 
This data should be included in the FMO/CMO’s compilation.  

MSA-3B was designed to reflect the health status of United Nations personnel in a 
mission area. As such, statistics of the local population treated (including family 
members of local staff, non-United Nations international staff, refugees and internally 
displaced persons) should not be included. Where the mandate for the mission 
specifically includes humanitarian aid to the local population, such aid is to be recorded 
using a separate copy of MSA-3B. 



E. e-Outbreak Reporting Tool

Submission Channels for CMOs/FMOs: 
CMOs or FMOs of a field mission should submit information via the designated 
online SharePoint tool linked below. 

They should ensure accurate and timely reporting through the specified channels. 

Helpful links and contacts: 

• The e-Outbreak Reporting Tool (ORT) is accessible at
https://unitednations.sharepoint.com/sites/TF-NCOV-FSGC-
DPPA_DPO_DOS/SitePages/Mission-COVID-Outbreak-Detection.aspx 

• For assistance accessing the tool contact dos-dhmosh-public-health@un.org
• For an online guide on how to use the tool, please see the Step-by-step Guide at

https://www.youtube.com/watch?v=_6XIvQ86kmc
• For a DHMOSH presentation about the e-ORT, including information about when

and in what scenarios you should use it, please see the DHMOSH Global Webinar
“Introduction to DHMOSH’s e-Outbreak Response Tool (ORT)" at
https://www.youtube.com/watch?v=QWZ705M_bdo

F. End of tour of duty report
At the end of his or her tour of duty, the FMO must submit a final report to the First
Reporting Officer, with a copy to the Office of the CMO. The CMO must forward a copy
of the same to both MSS and DHMOSH. This report should highlight FMO
observations, assessments, and recommendations on medical administrative and
operational matters. It should highlight challenges faced in medical issues, including
epidemics, potential health threats, problems encountered by medical units and an
assessment of local hospitals. A copy of this report should also be made available to
the new FMO.

G. Medical Mapping
The medical mapping solution provides two applications to gather and view
information regarding every medical facility in the mission area.

• The Medical Facilities application is used to record availability of equipment,
capabilities, ambulances, and personnel in each facility. This provides
personnel with an overview of what is available in each facility at any given
time.

All outbreaks in your duty station should be reported through the online e-Outbreak
Reporting Tool. This information provides senior management with a snapshot of
currently active outbreaks involving personnel in your duty station. Please complete
the form as accurately as possible, based on current information.

Definition of an outbreak: 
An outbreak is defined as disease cases exceeding what would typically be expected 
in a defined community, geographical area, or season. Each active outbreak identified 
should be described on a separate form or document. 

https://unitednations.sharepoint.com/sites/TF-NCOV-FSGC-DPPA_DPO_DOS/SitePages/Mission-COVID-Outbreak-Detection.aspx
https://unitednations.sharepoint.com/sites/TF-NCOV-FSGC-DPPA_DPO_DOS/SitePages/Mission-COVID-Outbreak-Detection.aspx
mailto:dos-dhmosh-public-health@un.org
https://www.youtube.com/watch?v=_6XIvQ86kmc
https://www.youtube.com/watch?v=QWZ705M_bdo


• The Maps application enables personnel to visualize this information on a 
map by clicking on a facility to get a quick overview of critical information 
such as availability of beds and other critical equipment, surgeons, and so 
on. 

This solution enables medical personnel to make decisions quickly and efficiently. All 
T/PCC medical facilities must input this data, and every rotation is to ensure they are 
familiar with it. Handover documentation should include medical mapping information. 
FMO/CMO office is a helpful resource for access to the portal. 
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MEDICAL STAFF AID 2  
UNITED NATIONS MEDICAL FACILITY REPORT 

  

           Page 1 

1 
 

LEVEL Level 1 □ Level 2 □ Level 3 □ 

2 
 

EQUIPMENT  UNOE □ COE □ TCC: 

3 
 SENIOR MEDICAL 

OFFICER 
RANK: NAME: 

4 
 LOCATION 

(NAME AND GRID 

REFERENCE) 
  

5 
 NEAREST AIRFIELD 

(NAME AND GRID 

REFERENCE) 
  

6 
 AIRFIELD CAPACITY 

(AIRCRAFT TYPE) 
  

7 
 NEAREST HELIPAD 

(NAME AND GRID 

REFERENCE) 
  

8 
 

PERSONNEL 

DOCTORS  

BY SPECIALTY 
No. 

OTHER STAFF 

BY SPECIALTY 
No. 

9  Anesthesia   Ambulance driver   

10  Cardio-thoracic surgery   Dental Assistant   

11  Dentistry   Equipment technician   

12  Dermatology   Hygiene Officer   

13  Emergency / Critical Care   Nurse, administration   

14  ENT   Nurse, ICU   

15  General Practice   Nurse, OT   

16  Gynecology   Nurse, ward   

17  Infectious Diseases   Nurse, other   

18  Intensive Care   Nurse's aid / medic   

19  Internal Medicine   Pharmacist’s Assistant   

20  Neurosurgery   Physiotherapist   

21  Ophthalmology   Psychologist   

22  Orthopedics   Social Worker   

23  Pathologist   Technician, Hygiene   



24  Pharmacist   Technician, ICU   

25  Psychiatry   Technician, Laboratory   

26  Public Health   Technician, Medical   

27  Surgery, general   Technician, OT   

28  Surgery, other   Technician, X-Ray   

29  Other:   Technician, Other   

30      Other:   

31  Sum Doctors 0 Sum Other staff 0 

32  Total personnel 0     

33 
 

BED CAPACITY 

General Ward 

(Low dependency) 
  ICU (High Dependency)   

34  Isolation   Other   

35  

HIGH DEPENDENCY 

Ventilator / Respirator   Type: 

36  Multiline monitor   Type: 

37  Defibrillator   Type: 

38  Syringe pump   Type: 

39  Other:   Type: 

40  

SURGERY 

Anaesthesia machine   Type: 

41  Surgical tables   Type: 

42  Surgical teams     
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43 

LABORATORY 

Biochemistry Specify: 

44 Blood cross match Specify: 

45 Haematology Specify: 

46 HIV tests Specify: 

47 Malaria testing Specify: 

48 Microbiology Specify: 

49 Microscopy Specify: 

50 Rapid tests Specify: 

51 Urinanalysis Specify: 

52 BLOOD BANK BLOOD STOCK: No.   No. 



53 A +   A -   

54 B +   B -   

55 AB +   AB -   

56 O +   O -   

57 Blood refrigerator   Temperature monitor   

58 Hepatitis test Specify: 

59 HIV tests Specify: 

60 VDLR test Specify: 

61 

RADIOLOGY 

  YES 

  

62 X-Ray: Extremities   

63 X-Ray: Head   

64 X-Ray: Columna   

65 X-Ray: Pelvis   

66 X-Ray: Chest   

67 X-Ray: Contrast   Specify: 

68 CT Scan       

69 MRI Scan       

70 Ultrasound       

71 Other:       

72 
DENTISTRY 

Dental Chair Specify: 

73 Dental X-Ray Specify: 

74 

PREVENTIVE MEDICINE 

  YES   

75 Hygiene Inspection   Specify: 

76 Water Quality Control   Specify: 

77 Vector Control   Specify: 

78 Veterinary service   Specify: 

79 Other:   Specify: 

80 
PHARMACY 

Dispensary   

  81 Medical Store   

82 

AMBULANCES 

  No.   No. 

83 Ambulance   With emergency equipment   

84 Ambulance 4 x 4   With emergency equipment   

85 Ambulance tracked   With emergency equipment   
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MISSION 
 

  REPORT MONTH/YEAR   

FACILITY / CONTINGENT   DATE   

"POPULATION"         

             

 

  
 

OUTPATIENTS INPATIENTS 
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CivPo
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staff 

Local 
staff 
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-UN UNMO 
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e 
Int. 

staff 
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UNOE 
LEVEL 1 
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LEVEL 1 

                        

                        

                        

                        

                        

                        

UNOE / 
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LEVEL 2 

                        

                        

                        

                        

                        

                        

COE  
LEVEL 2 

                        

                        

                        



 
 

 

                        

                        

                        

UNOE / 
CONTRACTED 

LEVEL 3 
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LEVEL 3 

                        

                        

                        

                        

                        

            



MEDICAL STAFF AID 3B FOR NEW CASES 
MEDICAL TREATMENT REPORT BY DIAGNOSIS 

MISSION SUBMITTED BY 
NAME OF MEDICAL FACILITY [MF] EMAIL 

DUTY STATION / LOCATION (City, Country) PHONE 
MF LEVEL 

TROOP CONTRIBUTING COUNTRY (IF APPLICABLE) 
DATA COLLECTION PERIOD YEAR MONTH 

PLEASE USE THIS FORM FOR THE ENTRY OF NEW CASES ONLY 
Diseases Military Police Civilian Remarks 

NON-INFECTIOUS DISEASES 
(EXCEPT CANCERS) 

Asthma 
Cardiovascular 
Diabetes 
Ear-Nose-Throat 
Eye 
Gastrointestinal 
Gynecological disorder 
Headaches 
Hematological disorder 
High Cholesterol 
Hypertension 
Musculo-skeletal 
Myocardial Infarction 
Neurological - other (please specify) 
Obesity 
Pulmonary - other (please specify) 
Skin 
Stroke 
Urogenital 
Non-infectious disease - other (please specify) 

CANCERS 

Breast cancer 
Cervical cancer 
Liver cancer 
Lung cancer 
Prostate cancer 
Uterine cancer 
Cancer - other (please specify) 

INFECTIOUS DISEASES 

Acute hemorrhagic fever - etiology known (please specify) 
Acute hemorrhagic fever - unknown etiology 
Acute respiratory syndrome - unknown etiology 
Amoebiasis 
Chickenpox 
Chikungunya 
Chlamydia 
Cholera 
COVID-19 
Crimean-Congo hemorrhagic fever 
Dengue fever 
Diphtheria 
Ebola Virus Disease 
Encephalitis 
Gastroenteritis (specified) 
Gastroenteritis (unspecified) 
Giardiasis / Helminthiasis 
Gonorrhea 
Hepatitis A 
Hepatitis B 
Hepatitis C 
Hepatitis D 
Hepatitis E 
HIV / AIDS 
Influenza 
Japanese encephalitis 
Lassa fever 
Leprosy 
Leptospirosis 
Malaria - Verified 
Malaria - Presumptive 
Marburg disease 
Measles 
Meningococal disease 
Middle East Respiratory Syndrome (MERS) 
Mpox 
Mumps 
Non-pulmonary Tuberculosis 
Nosocomial Infections 
Onchocerciasis 
Pelvic Inflammatory Disease 
Plague 
Polio 
Pulmonary Tuberculosis 
Rabies 
Respiratory infectious disease - etiology known (please specify) 

Annex 3.18: MSA 3B



 

Respiratory infectious disease - unknown etiology     

Rubella     

SARS-CoV disease (SARS)     

Scabies     

Skin infections     

Syphilis     

Tetanus     

Typhoid fever     

Upper respiratory infection     

Vaginitis     

Yellow Fever     

Zika     

Infectious disease - other (please specify)     

INJURY 

Drowning     

Electrocution     

Gunshot     

Intentional poisoning     

Malicious acts (please specify)     

NBC Agent     

Road traffic     

Sports / Recreational     

Weapons / Mines     

Work related     

Injury - other (please specify)     

BITE 

Dog     

Scorpion sting     

Snake     

Bite - other (please specify)     

MENTAL HEALTH 

Generalised anxiety disorder     

Panic disorder     

Short-term insomnia     

Single-episode depressive disorder     

Substance abuse     

Suicidal ideation     

Mental health - other (please specify)     

DENTAL 

Extractions     

Fillings     

Root canal     

Dental - other (please specify)     

MISCELLANEOUS 

Pregnancy     

Routine examination     

Staff Counseling     

Vaccination     

Miscellaneous - other (please specify)     

Total 0 0 0  

Please ensure that the condition that caused the death has also been reported separately in the section above, either in this form or in a previous one. Copy/insert more rows as needed. 

DEATHS 

     

     

     

     

     

     

     

     

     

     

     

Total 0 0 0  

MSA.3B.001.20240111 

 



Annex 3.19 Understanding the Mental Health Continuum 

The Mental Health Continuum model, used across several Member States’ militaries 

and first responder communities, is fundamental to all mental health literacy and 

training programmes. The philosophy behind this model is that mental health is not a 

binary condition of either mental wellness or mental unwellness, and it focuses on 

enhancing the mental health literacy of all stakeholders. As with physical health, an 

individual’s mental health and well-being can fluctuate, moving in either direction on a 

continuum from well to unwell depending on circumstances. The Mental Health 

Continuum model recognizes that mental health symptoms can vary in intensity and  

type and should be assessed using a holistic approach. Such an approach can include 

face-to-face interviews, questionnaires, and observations by peers or buddies. 

Education on the Mental Health Continuum is critical to its effectiveness. It addresses 

the effects of stress and trauma on mental health and provides strategies to promote 

mental well-being. 

A diagram of the model is shown below. The four columns in different colours, ranging 

from green, yellow and orange to red, show the differences between being healthy, 

reacting, injury and illness. 

 

 
Mental Health Continuum model 

Mental Health Continuum 



Annex 3.20 Conditions that preclude deployment to a United Nations 
mission 
 Diagnosis ICD-11 diagnostic blocks1 

1 Schizophrenia or other primary psychotic disorders L1-6A2 

2 Mood disorders L1-6A6 

3 Obsessive-compulsive or related disorders 1-6B2 

4 Disorders specifically associated with stress L1-6B4 

5 Dissociative disorders L1-6B6 

6 Impulse control disorders L1-6C7 

7 Disorders due to substance use or addictive 
behaviours 

L1-6C4   

8 Disorders due to substance use L2-6C4 

 

 
1 World Health Organization, “Mental, behavioural or neurodevelopmental disorders”, in International 

Classification of Diseases, Eleventh Revision (ICD-11)(Geneva, World Health Organization, 2022) 

 



  



   

 

 

 

 

Medical Support Manual for United Nations Field Missions  i 

 

Copyright 

Medical Support Manual for United Nations Field Missions (4th Edition) 

This manual is published and distributed by the Department of Operational 

Support/Office of Support Operations/Division of Healthcare Management and 

Occupational Safety and Health, United Nations Headquarters, New York. 

The first edition was issued in 1995, the second revised edition was issued in 1999, 

and the third revised edition was issued in 2015. 

Copyright © United Nations 2024 

This document enjoys copyright under Protocol No. 2 of the Universal Copyright 

Convention. No portion of this document may be reproduced for resale or mass 

publication without the expressed written consent of the Division of Healthcare 

Management and Occupational Safety and Health. No part of the document may be 

stored in a retrieval system without the prior authorization of the Division of Healthcare 

Management and Occupational Safety and Health. Any communications with regards 

to the above are to be directed to: medicaldirector@un.org. 

 

  



   

 

 

 

 

Medical Support Manual for United Nations Field Missions  ii 

 

Executive Summary 

A. General 
The first Medical Support Manual for United Nations Field Missions was published and 

distributed in 1995, with the second revised edition issued in 1999, and the third and 

last revised edition in 2015. Over the last decade, peacekeeping has evolved, 

highlighting the need to adapt medical support provided to field missions. Both the 

High-level Independent Panel on Peace Operations report (HIPPO report) of 2015 and 

the Cruz report on Improving Security of United Nations Peacekeepers of 2017 

emphasized the need to review the chain of care, policies and guidelines to provide 

timely, consistent, efficient and reliable medical support. 

The revised Medical Support Manual will serve as a standard reference document on 

medical support aspects of United Nations peacekeeping operations and political 

missions in the field. This current revision aims to reflect the restructuring of the United 

Nations and provide Troop/Police Contributing Countries (T/PCCs) with guidance on 

the oversight structure, as well as operational and procedural guidelines for medical 

support in the field. The goal is to create uniformity in the delivery of medical support 

across all United Nations missions globally by maintaining consistent standards. 

The manual has been restructured to contain substantive information and adapted to 

serve as an online resource. It is designed as a living document, allowing for ongoing 

user feedback, changes and updates to keep it current. This project was made 

possible through the generous contribution of the Government of Germany. 

B. Structure of the manual  
The introductory section of the manual comprises a table of contents, abbreviations to 

facilitate understanding of the text, a list of the tables and figures included in the 

manual anda table of annexes. The main body of the manual is composed of four 

modules with respective chapters covering administration, medical planning and 
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emergency preparedness, healthcare management and occupational safety and 

health. The annexes listed at the beginning are included for reference. 

C. Relationship to other official documents  
The contents of this manual are compatible with the financial rules and regulations of 

the United Nations, administrative issuances, official United Nations guidelines and 

other documents relevant to the administration of United Nations field operations. 

Chapter 12, the public health chapter of the Healthcare Management module, is 

written with reference to World Health Organization policies and guidelines on health 

care and is considered a living document. Therefore, when used, all references should 

be checked to ensure that it is still current and reflects the latest advice from the World 

Health Organization.  

D. Distribution and revision  
The Medical Director, Division of Healthcare Management and Occupational Safety 

and Health, controls the digital resource and distribution of this manual. In consultation 

with the Department of Operational Support/Office of Support Operations, the Medical 

Director is responsible for the regular review of its contents and for the 

revision/updating of its text and annexes where required. This manual is a living 

document and all suggestions and comments from its users are welcomed to ensure 

continuous valuable improvements to its contents. 

E. Acknowledgements 
The Department of Operational Support/Office of Support Operations/Division of 

Healthcare Management and Occupational Safety and Health would like to thank the 

Government of Germany for the generous funding of this project, and the Advisory 

Committee of Member States (Bangladesh, Chile, China, Czech Republic, Ethiopia, 

India, Mongolia, Morocco, Nepal, Nigeria, Republic of Serbia, Senegal, Togo) and 

supporting Member States (Australia, Germany, Hungary, the Netherlands) for all of 

their invaluable input and support in ensuring the success of this revised manual. 
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Chapter 1: Medical Structure of the Health Services at 
UNHQ 

1.1. Medical support and oversight structure at UNHQ  

Medical support to the field is provided by the Department of Operational Support 

(DOS) through the Division of Healthcare Management and Occupational Safety and 

Health (DHMOSH) and the Medical Support Section (MSS). See the organizational 

structure of the United Nations in Annex 1.1 for further information. DHMOSH provides 

expert health-care management, occupational safety and health and public health 

services to all United Nations Secretariat entities, including field missions, Offices 

Away from Headquarters and Economic Commissions and the New York-based 

United Nations agencies, funds and programmes. It also provides strategic leadership 

on whole-of-system medical issues through the United Nations Medical Directors  and 

strengthens governance over the safety and quality of the health care delivered in the 

field, particularly in T/PCC health-care facilities, aiming to reduce preventable harm 

and improve health-care outcomes.  

Its goal is to increase the effectiveness of the United Nations by promoting and 

maintaining the health of all United Nations personnel. This is achieved through 

effective planning, coordination, monitoring and professional supervision of medical 

services and support in the field. MSS provides technical expert advice and guidance 

to improve the health-care supply chain by identifying sourcing solutions for health-

care equipment, consumables and supplies, pharmaceuticals including drugs and 

blood products, allied health and medical services. 
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The organizational chart below illustrates the oversight structure:  

 

 

Figure I: UNHQ oversight structure 

1.2. Division of Healthcare Management and Occupational Safety and 
Health: structure, roles, and responsibilities 
The Division of Healthcare Management and Occupational Safety and Health 

(DHMOSH) provides on-site occupational health services in New York and delivers 

services to over 100 locations worldwide. Through the two components of health-care 

management and occupational safety and health, DHMOSH focuses on improving 

access to and provision of related services to staff in all locations under its 

responsibility. 
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Quality health-care management is achieved through the maintenance of a health-

care management framework that includes standards for the quality of care provided 

and for United Nations practitioners, medical facilities and medical evacuation 

(MEDEVAC) capabilities, alongside the implementation of workforce planning.  

DHMOSH delivers its mandate through its organizational structure, which includes the 

following sections: 

a) Office of the Director  

b) Clinical Governance (CG)  

c) Medical Workforce Management (MWFM) 

d) Occupational Safety and Health (OSH) 

e) Public Health (PH) 

f) Staff Counsellors’ Office (SCO) 

g) United Nations Medical Emergency Response Team (UNMERT)  

 

Figure II: Division of Healthcare Management & Occupational Safety and Health 

1.3. Overall policy and advisory role of DHMOSH  
The roles and responsibilities of DHMOSH include, but are not limited to, the following: 
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• Formulating and reviewing United Nations medical standards, policies and 

guidelines and ensuring coordination and monitoring of system-wide 

implementation.  

• Providing occupational health and safety guidance and oversight.  

• Providing professional and technical oversight to medical personnel in the 

missions.  

• Providing technical guidance on recruitment of medical personnel.  

• Performing other medico-administrative functions such as sick leave 

administration, medevac administration and medical entitlement management.  

• Determining if an injury/illness is job-related and calculating permanent loss of 

function when applicable.  

• Conducting technical assessments of referral hospitals and regional evacuation 

centres.  

• Conducting advisory and assessment visits. 

• Conducting workforce capacity-building and management.  

1.4. Office of the Director 
The main functions of the Office of the Director are:  

i. Acting as principal adviser to the Secretary-General and heads of New York-

based Agencies on all health-related matters of their personnel (including United 

Nations Secretariat uniformed and civilian personnel and personnel of UNDP, 

UNICEF, UNFPA, UN Women and UNOPS).  

ii. Overseeing health-care standards in all United Nations health-care facilities, 

including civilian- and troop-operated facilities worldwide.  

iii. Overseeing the work of the Division of Healthcare Management and 

Occupational Safety and Health.  

iv. Overseeing and being responsible for all managerial tasks necessary for the 

efficient and effective functioning of DHMOSH, including the preparation of 
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budgets, reporting on budget performance, individual and team performance 

management, staff development and career support.  

v. Providing leadership in the continuous assessment of needs and development, 

implementation, monitoring, evaluation and/or updating of policies, procedures, 

standards, protocols, guidelines and emergency plans, and coordinating health 

promotion programmes and initiatives in conjunction with managers, human 

resources staff and other key partners.  

vi. Providing health-care management oversight through professional and technical 

advice and supervision relating to the workforce and clinical quality standards of 

all United Nations health-care facilities and United Nations examining physicians 

worldwide to ensure staff access to health-care in all field duty stations.  

vii. Providing reviews of workplace accommodation requests and medical travel 

upgrade requests for the United Nations Secretariat, UNDP, UNICEF, UN 

Women, UNFPA, and UNOPS (UNHQ). 

viii. Acting as medical adviser to the Advisory Board on Compensation Claims 

(ABCC), the United Nations Joint Staff Pension Fund (UNJSPF) and 

investigative and legislative bodies of the Secretariat.  

ix. Planning and implementing programmes of strategic change for the 

management of health-care in the United Nations system, taking into 

consideration the field presence of United Nations staff and the increased danger 

of peacekeeping missions, and including the representation of health-care issues 

as needed on inter-agency governance bodies, including the High-Level 

Committee on Management, the United Nations Medical Directors , the Human 

Resources Network, and the Inter-Agency Security Management Network.  

x. Identifying strategic partners outside the United Nations system and exploring 

areas of potential cooperation for the benefit of improved health-care delivery 

within the United Nation system.  
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1.5. Clinical Governance 
The Clinical Governance Section focuses on improving and standardizing the health-

care quality and patient safety standards of all health-care facilities in the United 

Nation system through a United Nations-wide accountability framework for health-care 

services. It includes a system application for ensuring adherence to United Nations 

Healthcare Quality and Patient Safety Standards (UNHQPS) and the continuous 

improvement of services.  

The main functions of the Clinical Governance Section are:  

i. Ensuring compliance of field health-care facilities and referral hospitals with 

United Nations Healthcare Quality and Patient Safety Standards. This is 

achieved through training Hospital Commanders, Chief Medical Officers (CMOs), 

and other health-care providers in the field, the evaluation of hospitals and other 

health-care facilities, making recommendations and monitoring implementation 

plans. This also involves developing and implementing performance monitoring 

tools and developing e-learning platforms for health-care quality and patient 

safety.  

ii. Developing evidence-based clinical pathways on field-relevant medical 

conditions and assisting the pertinent United Nations and Troop-/Police-

Contributing Country (T/PCC) health-care providers to implement these 

pathways in their facilities.  

iii. Undertaking clinical audits of United Nations and T/PCC health facilities.  

iv. Promulgating the Standard Operating Procedures for Root Cause Analysis 

(RCA) of sentinel events,1 undertaking RCAs and training medical personnel in 

the field on how to undertake RCAs as needed in field missions.  

v. Maintaining the Patient Experience Dashboard for use by medical facilities to 

provide a feedback loop on the quality of care being provided in that facility.  

 

1 According to the Joint Commission, a sentinel event “is a patient safety event that results in death, 
permanent harm, or severe temporary harm”.  

https://www.jointcommission.org/resources/sentinel-event/#:%7E:text=A%20sentinel%20event%20is%20a,providers%20involved%20in%20the%20event
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vi. Responding to patient complaints and providing recommendations to health 

facilities.  

vii. Developing and implementing a clinical adverse event reporting system, as part 

of the introduction of a “just culture” (Just Culture is a movement to shift from 

blame for errors and instead focus on system issues in order to enhance event 

reporting and learning from failures). 

viii. Undertaking assessment visits to medical facilities in field duty stations and 

regional evacuation centers to assess their services and ensure their compliance 

with policies.  

ix. Reviewing T/PCC submissions on death and permanent loss of function 
connected to mission-related illness/injury in uniformed personnel and providing 

advice on compensation.  

x. Participating in advisory, assessment and pre-deployment visits to T/PCCs to 

familiarize them with United Nations health-care policies and medical standards, 

how to comply with them before and during deployment and how to monitor 

implementation.  

xi. Ensuring medical projects from extra-budgetary (XB) funds are initiated and 

completed. 

1.6. Medical Workforce Management 
The Medical Workforce Management Section undertakes the strategic planning and 

management of the United Nations medical workforce. The team provides guidance 

on health-care professional recruitment, training and professional development 

programmes, and technical clearance reviews to ensure the suitability of health-care 

professionals for their designated roles.  

The main functions of the Medical Workforce Management Section are:  
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i. Streamlining and standardizing technical clearance procedures through ensuring 

compliance with the Guidelines on Technical Clearance Review of Medical 

Personnel for Deployment to United Nations Field Duty Stations. 

ii. Advising on or conducting recruitments for medical personnel as appropriate.  

iii. Providing technical support to all medical personnel deployed in field missions 

and duty stations. 

iv. Maintaining a medical workforce database.  

v. Delivering medical workforce training guidance and coordinating and organizing 

continuous training for the medical workforce through regular webinars, seminars 

and workshops.  

vi. Participating in integrated mission support planning and contingency medical 

planning. 

vii. Providing guidance and support for field mission and duty stations in developing 

and updating Medical Support Plans and standard operating procedures (SOPs).  

viii. Developing tailored medical planning solutions with contracted providers.  
ix. Overseeing policy implementation and delivery relating to a range of medical 

entitlements including sick leave, MEDEVAC, repatriation and special 

dependency allowance for civilian staff.  

1.7. Occupational Safety and Health (OSH)2 
The Occupational Safety and Health Section aims to reduce workplace incidents, 

illnesses and injuries by conducting risk assessments and implementing mitigation 

measures for workplace hazards. These cover exposure to chemicals, infectious 

diseases, equipment and machinery and general work practices. By establishing 

systems for injury and illness prevention and efficient management, the section also 

helps reduce health and safety-related costs. In addition, it strives to improve the client 

 

2 For further reading refer to Module 4: Occupational Safety and Health. 
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experience and increase the effectiveness of the incident management process 

through the integration of automation alongside better recording and reporting of 

health and safety data. Ultimately, the goal of Occupational Safety and Health is to 

create a secure and healthy work environment in line with United Nations 

requirements. 

The main functions of the OSH Section are:  

i. Establishing an integrated United Nations Occupational Safety and Health (OSH) 

management system to meet the capability requirements of the High-Level 

Committee on Management’s Occupational Safety and Health Framework. This 

covers five key areas:  

a. Leading the development of United Nations OSH policy and standards  

b. Implementing an incident reporting system 

c. Establishing an OSH risk register (integrated with Enterprise Risk 

Management approaches)  

d. Develop OSH capacity in the United Nations workforce including the 
development and delivery of OSH training, and the selection of 
occupational health or workplace safety qualified staff. 

e. Provide annual reports to senior management on United Nations OSH 

performance.  

ii. Providing advice and support on high-risk or high-priority OSH matters to Offices, 

Economic Commissions, missions and United Nations Country Teams worldwide 

when these entities do not have an internal OSH capability. 

iii. Providing an OSH capability in UNHQ, including support to the New York-based 

OSH Committee and the development of UNHQ specific policies and 

communiques (such as those relating to infectious disease management at HQ). 

iv. Clinical services, including: 
a. Providing an on-site occupational health clinic for travel consultations, 

preventive health services (such as vaccination campaigns) and other 

related occupational health activities 
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b. Providing ergonomic and environmental health services to staff in UNHQ 

c. Where required, providing immediate assistance for on-site injuries and 

illnesses, including medical emergencies, and support for a mass 

casualty event in the UNHQ. 

1.8. Public Health3  
The Public Health Section works to improve the health and well-being of the United 

Nations community both inside and outside the workplace. 

The main functions of Public Health Section are: 

i. Strategic leadership and policy guidance required for the management of public 

health emergencies and crises, United Nations duty stations and missions 

across the globe. 

ii. Undertaking epidemiology and analytics – with disease outbreak response 

when required. 

iii. Undertaking health promotion activities for the United Nations system. 

iv. Overseeing projects that promote an active and healthy lifestyle among United 

Nations personnel. 

v. Coordinating and providing technical support for the HIV programme in 

peacekeeping/political missions and the global management of the HIV post-

exposure prophylaxis (PEP) kit programme. 

1.9. United Nations Medical Emergency Response Team  
UNMERT assumes primary responsibility for the medical emergency and trauma-

related aspects of DHMOSH operations.4 It focuses on coordinating the shared 

 

3 See Medical Support Manual for United Nations Field Missions (2024), chap. 12 . 
4 United Nations, Human Resources Portal, “Medical Services: a critical part of organizational 

resilience”, 15 March 2017. 
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responsibility of security and medical personnel in crisis management scenarios 

involving mass casualties. 

The main functions of UNMERT are:  

i. Designing and overseeing emergency/trauma response systems, as well as 

emergency/trauma response training and preparedness.  

ii. Advising field duty stations on the medical aspects of casualty evacuation 

(CASEVAC) as well as mass casualty incident (MCI) preparedness and 

participating in CASEVAC stress tests as required.  

1.10. Staff Counsellors’ Office 5  
The Staff Counsellors' Office (SCO) operates as an independent office within 

DHMOSH, with the Chief of SCO reporting to the Deputy Medical Director. SCO 

provides a variety of services which aim to support United Nations staff in managing 

their mental well-being and psychosocial challenges.  

The main functions of the Staff Counsellors’ Office are: 

i. Individual mental health counselling 

ii. Consultations for managers 

iii. Psychosocial risk assessments 

iv. Policy guidance and development 

v. Animal-assisted activities 

vi. Psychoeducational and prevention initiatives. 

1.11. Office of Supply Chain Management (OSCM)/Logistics Division (LD) 
/ Sourcing Support Service (SSS) / Medical Support Section (MSS) 
Under DOS, the Office of Supply Chain Management (OSCM) brings together logistics 

and procurement functions to ensure a seamless end-to-end process. MSS is a 

 

5 Medical Support Manual for United Nations Field Missions (2024), chap. 14. Mental Health 
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medical support solution provider and enabler for all DOS clients, including United 

Nations and non-United Nations peacekeeping, special political and other field 

missions. MSS is structured according to medical categories reflecting specific 

functions, as follows: 

a. Medical equipment and consumables 

b. Health services 

c. Pharmaceuticals and blood products. 

The main functions of United Nations medical supply chain management include  

i. Client demand: Fulfils United Nations mission requests for goods and 

services. 

ii. Track & Trace: Monitors the status of requisitions, purchase orders, or 

shipments to follow progress and ensure completion. 

iii. Demand planning: Develops optimized plans for sourcing, logistics, storage, 

transport and distribution. 

iv. Sourcing: Evaluates and secures the best suppliers for the Organization. 

v. Inbound logistics: Organizes storage, transportation and delivery of incoming 

goods from supplier to a distribution location. 

vi. Storage and transport: Stores or prepares goods for transport according to 

relevant schedules. 

vii. Outbound logistics: Distributes goods and services to clients. 

viii. Delivery and receipt: Ensures clients receive the right goods, at the right time, 

and of the best quality. 

ix. Providing Technical Expert Advice and Guidance for an improved health-

care supply chain. 

x. Identifying sourcing solutions for the following: 

a. Healthcare equipment (Medical and Dental), consumables and supplies 

b. Pharmaceuticals (Drugs and Blood products) 
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c. Allied health and medical services (personnel and/or medical capability 

requirements, for emergency measures). 

xi. Putting in place and managing Global Systems Contracts covering the 
above-mentioned solutions. 

xii. Developing and updating the medical categories’ strategies, introducing 

innovation and leading the relevant category management initiatives. 

1.12. Inter-agency relationships with UNHQ and field missions in the 
delivery of health-care services 
MSS works with United Nations and non-United Nations partners to plan, establish, 
and sustain operations in complex environments. Relationships between 

stakeholders in health-care delivery in peacekeeping operations span across a range 

of entities, requiring effective cooperation. These relationships are shown in the 

diagram below. The mission Chief Medical Officer (CMO) also has a functional 

relationship with the Medical Director, DHMOSH for clinical, administrative and 

operational matters, and with the Chief of MSS, for medical logistics matters. Beyond 

these relationships, cooperation also extends across different agencies, funds and 

programmes. 
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Figure III: Integrated civilian and military medical support in peacekeeping 

operations (PKO) 

1.13. Key messages 
• DHMOSH provides expert health-care services to all United Nations Secretariat 

entities, including field missions, Offices Away from Headquarters and 

Economic Commissions, and the New York-based agencies, funds and 

programmes, as well as strategic leadership on whole-of-system medical 

issues through the United Nations Medical Directors. 

• The CMO has a functional relationship with the Medical Director, DHMOSH for 

clinical, administrative, and operational matters, and with the Chief of MSS, for 

medical logistics matters.  
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Chapter 2: Medical Structure of the Health Services in the 
Field 

In Security Council-mandated missions, medical support often consists of both civilian 

and military/police components. A clear understanding of the roles and responsibilities 

of the various medical components of such missions and well-defined professional 

reporting lines for civilian and military/police medical personnel are critical to 

sustaining efficient medical support operations in the field. 

This chapter aims to clarify the roles and responsibilities of senior civilian and military 

medical appointment holders in the field. The reporting relationship for medical 

professional and technical matters is defined within the structure of an integrated 

civilian-military/police mission. Given that peacekeeping missions vary in structure, the 

following guidance should be understood as exemplary but may not necessarily be 

applicable in its entirety in all possible or actual mission structures. Smaller missions, 

for example, may not have a CMO or a Force Medical Officer (FMO), in which case 

these functions would be combined into one. 

2.1. Medical oversight structure in the mission 
 The Medical Services Section, under the leadership of the CMO, normally reports to 

the Chief of Service Delivery.  

2.2. Medical support management  
Ultimate responsibility for the medical system of the mission lies with the Head of 

Mission (HoM), and accountability is exercised through the Director or Chief of Mission 

Support (D/CMS) and the CMO. 

The medical support requirements are outlined in the mission Concept, military and 

police component concepts of operations and support concept. These requirements 

are integrated into the Medical Support Plan, which is a part of the overall Mission 
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Support Plan. The Medical Support Plan identifies the necessary medical goods and 

services and the options for sourcing and delivery (Annex 1.2). 

In addition to the annually updated Mission Support Plan, all missions have a Crisis 

Management Team (CMT), integrated contingency plans, and established delegated 

approval procedures for assigning mission and non-mission CASEVAC assets. The 

CMO is a member of the Crisis Management Working Group and is responsible for 

providing medical advice and recommendations to the CMT and contributing medical 

inputs to contingency plans. 

2.3. Field mission medical structure 
For effective resource utilization, field missions integrate United Nations-owned, 

T/PCC-owned (or contingent-owned) and contracted medical resources into a single 

medical system to ensure the provision of high-quality and timely medical support to 

United Nations personnel.  

2.4. Mission Medical Cell 
The Mission Medical Cell (MMC) is an informal structure that brings together the 

Medical Services Section and the Force Medical Cell (FMC) to form a single office to 

better facilitate cooperation. Where possible, the offices of the CMO and FMO should 

be co-located to maximize the potential for collaboration. The CMO leads the MMC 

and is responsible for the collective implementation of all the medical functions of the 

mission. Those functions can only be implemented through effective cooperation 

between the CMO and FMO offices. The roles, responsibilities and skill sets of each 

individual in the MMC are described in annex 1.3. 
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Figure IV: Medical command and control structure in the field 

2.5. Medical Services Section  
Mission medical services are led by the CMO. The CMO is responsible and 

accountable for the delivery of comprehensive, integrated, and quality medical 

services to all mission personnel. The CMO has a functional relationship with the 

Medical Director, DHMOSH, for all clinical and administrative matters, and with the 

Chief of Medical Support Section for medical logistic matters.  

At the mission level, the CMO plans and administers the medical component of the 

mission’s budget and is accountable to the CMS or DMS for all medical-related issues 

with financial implications. The CMO supervises all enabling medical capabilities 

(United Nations-owned equipment and TCC Level 1, 2 and 3 medical facilities), and 

ensures contracted medical capabilities are in compliance with the terms of the 

contract.  
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2.6. Force Medical Cell  
The FMC is led by the FMO and includes all other force medical staff officers. The 

FMO is the most senior ranking military medical officer within the peacekeeping force.  

The FMO is accountable to the Force Commander (FC) for the health of the military 

peacekeeping force and the operational readiness of T/PCC medical units. The FMO 

is accountable to the CMO for the medical effectiveness of military medical units. The 

FMO reports to the CMO on the professional and clinical performance of the FMC. 

The FMO also ensures that military medical resources meet the United Nations 

standard through regular participation in contingent-owned equipment (COE) 

inspections. The FMO is required to be of the rank of colonel.  

2.7. United Nations Joint Medical Services  
Support services, including medical services such as those within United Nations Joint 

Medical Services (UNJMS), are offered upon subscription to such services by 

agencies, funds and programmes through a memorandum of understanding and a 

structure outlined in the service level agreement (SLA). The SLA sets out the 

framework for cooperation and coordination relating to support services or common 

services. Participation in the SLA shall be voluntary. Unless otherwise regulated, the 

common services shall not be available to United Nations entities who are not 

participating in the SLA. 

The UNJMS is primarily an occupational health service concerned with the health and 

well-being of United Nations personnel and eligible dependents. It provides a menu of 

specific services to subscribing United Nations agencies funds and programmes that 

operate in the mission area. In some missions, however, the UNJMS provides primary 

and emergency care and organizes MEDEVACs, when indicated, for all nationally and 

internationally recruited United Nations personnel and their eligible dependents.  
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To achieve the required United Nations medical standards, the UNJMS is guided by 

the policies and guidelines of an Oversight and Policy Committee on Common 

Services, which includes the head of each participating organization. The committee 

is chaired by the Special/Executive Representative of the Secretary-General 

(S/ERSG). The Oversight and Policy Committee is responsible for the overall 

coordination and supervision of the implementation of the SLA.  

2.8. Key messages 
• The CMO leads the Mission Medical Cell and is responsible for the collective 

execution of all the medical functions of the mission. These functions are 

implemented through effective cooperation between CMO and FMO offices. 

• The FMO leads the Force Medical Cell and ensures that military medical 

resources meet the United Nations standard through regular participation in the 

COE inspections. 

• The UNJMS is concerned with the health and well-being of United Nations 

personnel and eligible dependents. It provides services to subscribing United 

Nations agencies, funds, and programmes that operate in the mission area. 
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Chapter 3: Medical Capabilities in Field Missions–Levels of 
Care 

3.1. Introduction 
This chapter provides an overview of the multi-level support concept for providing 

medical care in United Nations field missions. It should always be read in conjunction 

with the most current edition of the Manual on Policies and Procedures concerning the 

Reimbursement and Control of Contingent-Owned Equipment of Troop/Police 

Contributors Participating in Peacekeeping Missions (the COE Manual). In the event 

of any conflict with the content of the COE Manual, COE Manual provisions should 

take precedence over the Medical Support Manual.  

3.2. Concept of medical support 
The medical system within United Nations field missions follows a multi-level 

framework that encompasses various levels of care, ranging from first responder care 

at incident sites to comprehensive specialist medical care at hospitals. The objective 

is to provide routine clinical care and limb and life-saving treatments within the mission 

area, with complex and definitive care taking place outside of the mission area. 

Rehabilitation usually occurs outside United Nations field missions under the 

responsibility of the respective T/PCC. 

Medical support is modular, meaning it can be adapted to address the specific needs 

of each mission. CASEVAC and MEDEVAC capabilities also play a vital role in 

ensuring timely transportation of critically ill or injured patients.  
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Figure V: United Nations medical support concep 

The medical care model is intended to meet the requirements of military, police and 

civilian personnel in remote locations where easy access to other medical care 

providers is not available. The model aims to provide skilled first aid by trained non-

medical staff, paramedics, medics or nursing assistants within ten minutes of a trauma 

or the onset of symptoms, and advanced life support as soon as possible, but ideally 

within a time frame not exceeding one hour. Damage control surgery, if needed, 

should be performed within two hours.  

3.3. Levels of care 
The 10-1-2 timeline is an approach based on scientific evidence that aims to enhance 

the survivability of ill or injured United Nations personnel. It is used as the basis for the 

medical emergency planning processes in all circumstances. 

3.4. First 10 minutes 
Immediate life-saving measures are applied in the first 10 minutes by personnel 

trained in either the United Nations Buddy First Aid Course (UNBFAC) and/or the Field 

Medical Assistant Course (FMAC). The UNBFAC is the most basic course, providing 
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training in essential interventions to control heavy bleeding and other immediate live-

saving measures, as well as in how to recognize more serious injuries. The FMAC 

trains personnel in the provision of advanced care to treat the most common causes 

of death from injury, including recognizing and preventing the life-threatening 

complications of such injuries. 

The following capabilities are available for use in these first 10 minutes: 

• Buddy first Aid kit 

• Field medical assistance kit 

• Communal first aid kit 

Further details are available in the COE Manual Chapter 3, Annex C.6 

3.5. Level 1 medical facility 
A level 1 medical facility, under national government responsibility, is the first level of 

medical care where a medical doctor or physician is available. It is the first stationary 

level of medical care, i.e. where primary health care and immediate life-saving and 

resuscitation services can be secured. Basic level 1 capabilities usually include: 

routine sick calls and the management of minor illnesses and injuries for immediate 

return to duty; casualty collection from the point of injury and limited triage; stabilization 

of casualties; preparation of casualties for evacuation to the next level of care; limited 

inpatient services; and advice on disease prevention, medical risk assessment and 

force protection within the area of responsibility. 

 

6 A/78/87 “Manual on Policies and Procedures concerning the Reimbursement and Control of 
Contingent-Owned Equipment of Troop/Police Contributors Participating in Peacekeeping Missions” 
(2023), chap. 3, annex C p. 85 and appendices 1–3. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
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Level 1 facilities are expected to be able to treat up to 20 ambulatory patients per day, 

have temporary holding capacity of five patients for up to two days, and hold medical 

supplies and consumables for 60 days.7 

Most level 1 medical facilities are able to split in two units to serve two separate 

locations (e.g., service in the camp and during patrol/recce). If there is a need for a 

formed unit to provide medical services to more than two locations, then adjustments 

should be made to the memorandum of understanding (MOU) to enhance the 

capabilities of the level 1 facility, so that it is able to medically support all locations 

effectively.  

Depending on the health risk assessment, a level 1 facility can be augmented with 

modules to enhance its capabilities, including primary dental care, basic laboratory 

capabilities, preventive medicine, a forward surgical team and an Aero-Medical 

Evacuation Team (AMET), at which point they are referred to as level 1+.8 

3.6. Level 2 medical facility 
A level 2 medical facility is the next highest level of medical care, offering surgical and 

life-saving capabilities, as well as common hospital services. It can be United Nations-

owned (UNOE) or contingent-owned (COE). 

A level 2 medical facility provides all level 1 capabilities and, in addition, includes 

capabilities for emergency surgery, damage control surgery, post-operative services 

and high-dependency care, intensive care resuscitation, inpatient services, and basic 

 

7 A/78/87 “Manual on Policies and Procedures concerning the Reimbursement and Control of 
Contingent-Owned Equipment of Troop/Police Contributors Participating in Peacekeeping Missions” 
(2023), chap. 3, annex C, appendix 4. 

8 A/78/87 “Manual on Policies and Procedures concerning the Reimbursement and Control of 
Contingent-Owned Equipment of Troop/Police Contributors Participating in Peacekeeping Missions” 
(2023), chap. 3, annex C. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
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imaging, laboratory, pharmaceutical, preventive medicine and dental services.9The 

number of level 2 facilities in a mission is dependent on the size of the mission 

population, its dispersion across the area of operation, the military and police concept 

of operations, the threat environment, the availability of host nation or regional United 

Nations or commercial medical services, etc. Level 2 facilities are not mobile, i.e., 

patients have to be transported to the facility. Depending on the health risk 

assessment, level 2 facilities can be augmented with modules to a level 2+ facility 

through the addition of one or more modules providing orthopaedic, surgical or 

gynaecological capabilities, as well as internal medicine and/or diagnostic imaging.  

Level 2 facilities are expected to be able to perform three to four surgical interventions 

per day and provide hospitalization for 10 to 20 casualties for up to seven days. They 

should be able to treat up to 40 outpatients per day, conduct 5 to 10 dental 

consultations per day, and hold all necessary medical supplies, fluids and 

consumables for 60 days (including resupply to level 1). 

3.7. Level 3 medical facility  
After level 2 facilities, Level 3 medical facilities represent the next highest level of 

medical care within a United Nations mission area. They usually fall under COE but 

can also be commercially contracted. A level 3 facility includes all the capabilities of 

the lower-level facilities. It offers multidisciplinary surgical services, specialist services 

and specialist diagnostic services, increased high-dependency care capacity, 

extended intensive care services and specialist outpatient services. Level 3 facilities 

are expected to be able to perform 10 surgical interventions per day, provide inpatient 

services for 50 patients for up to 30 days, hold 60 outpatient consultations and 20 

dental consultations per day, conduct 20 X-rays and 40 laboratory tests per day, and 

 

9 The requirements for level 2 medical facilities are set out in appendix 5 to annex C of chapter 3 of the 
Manual on Policies and Procedures concerning Reimbursement and Control of Contingent-Owned 
Equipment of Troop/Police Contributors Participating in Peacekeeping Missions (2023). 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
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hold all necessary medical supplies and consumables for 60 days. The Medical 

Support Section (MSS) and Procurement Division in DOS have significant experience 

contracting medical services through Letters of Assist (LOA) with Member States or 

commercial contracts with civilian hospitals.10 

3.8. Level 4 medical facility  
A level 4 facility provides the highest level of and definitive, comprehensive care, 

usually outside of the mission area. The specialist services it offers include the 

management of burns, not otherwise available in mission, and rehabilitation and 

convalescence. Level 4 facilities are commercially contracted or contracted under a 

LOA with a national government.  

Additional medical capabilities which could be deployed depending on the health risk 

assessment are listed in the COE Manual referenced above and in footnotes. Possible 

modules include: light mobile surgical module, a laboratory-only facility, a dental-only-

facility, an aero-medical evacuation module, a forward surgical module, a gynaecology 

Module, an orthopedic module, a physiotherapy module and an internal medicine 

module.11 

3.9. Key messages 
• The 10-1-2 timeline is always used as the basis for the medical emergency 

planning processes. 

 

10 For more details on level 3 facility requirements see appendix 6 of chap. 3, annex C of A/78/87 
“Manual on Policies and Procedures concerning the Reimbursement and Control of Contingent-
Owned Equipment of Troop/Police Contributors Participating in Peacekeeping Missions” (2023). 

11 For more details on these see appendices 7–15 of chap. 3, annex C of A/78/87 “Manual on Policies 
and Procedures concerning the Reimbursement and Control of Contingent-Owned Equipment of 
Troop/Police Contributors Participating in Peacekeeping Missions” (2023). 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
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• Level 1 facilities are expected to be able to treat up to 20 ambulatory patients 

per day, have temporary holding capacity of five patients for up to two days, 

and hold medical supplies and consumables for 60 days. 

• Level 2 facilities are expected to be able to perform three to four surgical 

interventions per day and provide hospitalization for 10 to 20 casualties for up 

to seven days. They should be able to treat up to 40 outpatients per day, 

conduct 5 to 10 dental consultations per day, and hold all necessary medical 

supplies, fluids and consumables for 60 days. 

• Level 3 facilities are expected to be able to perform 10 surgical interventions 

per day, provide inpatient services for 50 patients for up to 30 days, hold 60 

outpatient consultations and 20 dental consultations per day, provide 20 X-rays 

and 40 laboratory tests per day, and hold all necessary medical supplies and 

consumables for 60 days. 

• Level 4 facilities are contracted facilities that provide the highest level of and 

definitive, comprehensive care outside the mission area. 
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Chapter 4: Medical Logistics 

4.1. Introduction 
Medical logistics for United Nations field missions encompasses the planning and 

management of the activities involved in ordering, sourcing, delivery, storage, 

maintenance and distribution of pharmaceuticals, medical equipment and devices, 

medical consumables, and other products required to provide medical support to field 

entities. 

There are a range of unique considerations that apply to medical items and which 

have implications for the design and operation of their supply chain. These include 

national and/or international regulations, shelf life, sterility, special storage 

requirements, packaging requirements and possible dangerous/hazardous contents. 

Continuity and consistency in the provision of medical supplies is particularly important 

given the poor availability of effective local resources. The management of the medical 

logistics system therefore requires specialist technical knowledge and close 

monitoring to ensure the appropriate flow of goods through an effective and efficient 

supply chain. 

4.2. Definitions of key categories in United Nations medical logistics 
support 

 Categories Description  

Health services The provision of a diverse range of services, including 

personnel, geared towards providing the medical care 

necessary to sustain operations. Includes the provision of 

health care at all levels, preventive medicine, emergency 

medical treatment and casualty/medical evacuation services. 
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Pharmaceuticals 
and blood 
products 

The selection, procurement, storage, distribution, and rational 

use of pharmaceuticals (including vaccines), blood, and blood 

products to ensure the continuous operation of medical 

facilities deployed in the field. 

Medical 
equipment and 
consumables 

 

The sourcing, storage, distribution, installation, operation, and 

maintenance of medical equipment and devices as well as 

consumables required for the routine operation of medical 

facilities. 

Medical devices: articles, instruments, apparatus, or 

machines used in the prevention, diagnosis or treatment of 

illness or injuries, or for detecting, measuring, restoring, 

correcting, or modifying the structure or function of the body 

for health purposes.  

Medical equipment: medical devices requiring calibration, 

maintenance, repair, user training and decommissioning. 

Medical consumables: Specific items associated with 

delivering clinical care or the functioning of medical 

equipment. Includes items used in the administration of 

pharmaceuticals which are designed for single or short life 

use. 

Medical equipment and consumables encompass the 

following sub-categories: 

i. Laboratory equipment, reagents and supplies 

ii. Imaging equipment, consumables and supplies 

iii. Dental equipment, consumables and supplies 

iv. Physiotherapy equipment, consumables and supplies 
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v. General medical equipment, accessories, installations and 

supplies 

vi. General medical and surgical consumables, instruments 

and supplies 

vii. Medical equipment spare parts, maintenance and repairs 

Installation, 
maintenance, 
and user training 
of equipment 

The installation and periodic preventive maintenance of 

deployed medical equipment and all repairs, including labour 

costs, spare parts, and transportation. Installation and 

maintenance services may be provided by the United Nations, 

T/PCC or international or local contractors, depending on the 

type of contract established. The training of medical personnel 

on how to use the equipment can also be contracted to 

suppliers or individual technicians. 

Medical gases Gases used in medical procedures such as oxygen and 

nitrous oxide. These gases are essential commodities, and 

their procurement, including their supply to T/PCC medical 

facilities, is a mission responsibility. T/PCC’s with their own 

arrangements for resupply must make the CMO aware of this. 

4.3. Effective medical logistics management – key responsibilities  
Logistics for all United Nations missions are a multinational effort and must share 

common principles as well as being agile. Responsibilities for effective and efficient 

medical logistics will change throughout the phases of the mission12 and the stages of 

the supply chain.13 United Nations reference documents14 and the national and/or 

 

12 Mission Start-Up, Mandate Implementation, Transition to Mission Hand-Over and Withdrawal 
13 Planning, Sourcing, Making, Delivering And Returning 
14 See “Annex 1.4, “Medical logistics planning considerations for field missions”, and Annex 1.6, “United 
Nations Department of Operational Support – Supply Chain Policies and Guidelines” of this manual. 
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international standards relevant to the products serve as points of reference for both 

the United Nations and T/PCCs. In new or start-up missions, it often takes time to 

establish a functioning medical supply chain. For this reason, all levels of medical 

facility (whether UNOE or COE) must be able to manage without resupply for an initial 

period of 60 days for all supplies.  

Medical supply chain key responsibilities for relevant mission appointment holders 

include the following: 

Appointment  Responsibilities  

Chief Medical 

Officer of 

mission 

Oversees all health-care delivery related matters, including 

supplies and medical logistic standards in the mission area. 

Ensures that relevant processes and controls are employed 

and sustained to guarantee the seamless and continuous 

availability of medical supplies and services. 

Ensures that all mission medical staff are conversant with the 

United Nations medical logistics, supply chain and 

procurement systems as well as rules and standards 

governing them. 

Ensures mission-specific standard operating procedures 

(SOPs) on the management of cold chain products such as 

vaccines and laboratory reagents, developed and revised 

annually. 

Ensures performance of United Nations vendors and 

contractors is monitored and reflected accurately and 

punctually in Vendor Performance Reports. 
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Is responsible and accountable for the hemovigilance15 of the 

mission. 

Advises medical units on the proper disposal and destruction 

of medical/biological waste as well as expired medical 

products (drugs and consumables). 

Force Medical 

Officer 

Supports the CMO to ensure mission directives and processes 

are complied with by T/PCCs. 

Ensures all T/PCC medical units within the mission area 

comply with medical logistics and medical waste disposal 

standards. 

Contingent 

Commander 

Informs the mission immediately if any T/PCC, while deployed, 

finds that it cannot adequately supply medical equipment, 

drugs or consumables under self-sustainment arrangements. 

In such cases, the United Nations will take over the resupply of 

drugs, consumables, and medical supplies permanently.16 

Commander of 

the T/PCC 

medical facility 

Notifies CMO regarding whether the medical facility will be 

depending on the mission for the supply of medical gases. 

Complies with mission directives and processes regarding the 

medical supply chain. 

 

15 Guideline: UN Haemovigilance System Framework for Data Collection, Recording and Reporting 
(2021). 
16 A/78/87 “Manual on Policies and Procedures concerning the Reimbursement and Control of 
Contingent-Owned Equipment of Troop/Police Contributors Participating in Peacekeeping Missions” 
(2023), chap. 3, annex C, p. 83. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/operationalsupport.un.org/sites/default/files/2023_coe_manual_english.pdf


   

 

 

 

 

Medical Support Manual for United Nations Field Missions  33 

 

4.4. Medical standards and quality assurance 
Standard categorization and nomenclature of medical products to cater to 

multinational medical units in United Nations field missions is particularly important 

since: 

- common terminology and standards enable multinational users to identify 

products, and ensure greater safety when prescribing, dispensing, and 

administering drugs.  

- it facilitates the proper use of medical equipment and consumables.  

- it facilitates requisitioning – the international bidding process adopted by the 

United Nations. 

- it regulates medical supply through national channels. 

- it permits quality control and performance measurement against transparent 

and common minimum United Nations standards. 

Processes for assuring medical products meet the required quality standard within the 

United Nations health-care system are outlined in Annex 1.5 to this chapter.  

4.5. Supply of blood and blood products 
The supply of blood and blood products – a critical component of medical support in 

the field – to multinational operations is complex and sensitive. There are significant 

challenges involved in securing a sustainable source of blood products, with supply 

affected by respective national government regulations on imports, cold chain 

requirements and the need for certain rare blood types. The United Nations provides 

strict guidelines for and oversight of this process through a centralized approach to 

procurement and supply. 

The United Nations provides blood and blood products according to United Nations 

standards for transport, testing, handling, and administration, unless the medical 

facility of T/PCC finds it necessary to negotiate the sourcing on reimbursement basis. 
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Such arrangements are negotiated on a case-by-case basis and reflected in the 

corresponding MOU. The United Nations provides the appropriate climate-controlled 

storage and transport capability to prevent the deterioration or contamination of blood 

and blood products.  

Where large-scale emergencies make it imperative to obtain blood from the field, great 

care must be taken to ensure quality control. For such emergencies, “walking blood 

bank” donation can be explored in conformity with the relevant blood policy issued by 

DHMOSH.17 Additional blood supplies which meet United Nations standards can also 

be sourced at cost to the Organization from host nation or regional organizations such 

as the Red Cross Society. Transfusion of non-United Nations personnel with United 

Nations-sourced blood is discouraged in normal situations and must be duly 

documented in emergency situations. Mission-specific SOPs on the management of 

cold chain products such as blood, vaccines and laboratory reagents should be 

developed and revised annually. 

Key considerations for managing and ensuring good quality of blood in the field are 

listed in Annex 1.5. 

4.6. Medical waste disposal 
Expired items should be accounted for, written-off and disposed of by burial, 

incineration or according to other internationally accepted procedures and the local 

regulations, and in compliance with the DOS environmental policy covering field 

missions.18 Particular attention must be paid to the disposal of biohazardous materials. 

 

17 DOS/2021.06 “Policy on the Clinical Use of Blood in Field Situations”. 

18 DOS/2022.01 “Environmental Policy for Peacekeeping Operations and Field-based Special Political 

Missions”. 
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4.7. Key messages 
A lack of understanding of United Nations systems is a major contributor to supply 

chain shortfalls, delays and/or inefficiencies. The CMO plays a significant role in 

ensuring that all mission medical staff are familiar with the United Nations medical 

logistics, supply chain and procurement systems as well as the rules and standards 

governing them. In collaboration with United Nations Headquarters, Chief of Mission 

Support, mission logistics staff, the FMO and medical contingent commanders, the 

CMO should promote awareness and implement oversight measures regarding 

medical supply chain and procurement matters in the mission. To ensure that the 

United Nations gets better value for money for contracted medical goods and services, 

the performance of United Nations vendors and contractors should be monitored and 

reflected accurately and punctually in required Vendor Performance Reports. 

Since United Nations missions can vary in many parameters including size, mandate, 

personnel and geographical location, etc., medical logistics support needs to be 

tailored to each mission. Consequently, mission-specific medical logistics and supply 

chain SOPs should be developed and revised periodically. 
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Chapter 5: Planning and Deployment of Medical Support in 
the Field 

5.1. Introduction 
The effective planning and deployment of medical support in the field requires a 

comprehensive assessment of needs, robust communication systems, logistical 

preparedness, skilled personnel, appropriate infrastructure and collaboration with local 

stakeholders. Implementing these elements and best practices can significantly 

enhance the capacity to provide life-saving medical care and support in challenging 

environments. 

Figure VI: Planning instrument landscape 
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The diagram maps out the universe of main planning documents as they relate to the 

planning of peacekeeping operations. Medical support is part of the support concept 

and is a critical capability in the military concept of operations (CONOPS). 

5.2. Principles of medical support  
The Medical Support Plan aims to ensure the health and well-being of United Nations 

personnel in the field. As part of the Mission Component in the CONOPS, the Medical 

Support Plan is guided by the following principles. 

Figure VII: Guiding principles for Medical Support Plan 

5.2.1. Emergency preparedness  
The provision of timely and effective emergency medical care must include a 

combination of ground and air evacuation capabilities involving fully equipped road 

ambulances, fixed- or rotary-wing military or civilian air facilities, well-qualified, trained 

experienced and equipped Aero-Medical Evacuation Teams (AMETs) and a well-

functioning communication network linkage for rapid and expert medical response. 

Mass casualty incident (MCI) plans and adequate ongoing training are the cornerstone 

of a successful response. 

5.2.2. Continuity of care  
Continuity of care refers to the provision of continuous medical care from the point of 

injury or acute illness to the final point of treatment. It requires a seamless transition 

of patients from the point of injury to higher, specialized levels of care.  

Emergency 
Preparedness

Continuity of 
Care

Healthcare 
Standards

Healthcare 
Availability

Timeline 
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5.2.3. Health-care standards19 20  
Recognizing the central importance of standards, and to reduce ambiguity regarding 

which standards are applicable in United Nations settings, DHMOSH developed 

Healthcare Quality and Patient Safety Standards which are applicable to all United 

Nations-owned equipment (UNOE) and contingent-owned equipment (COE) health-

care facilities. Expected outcomes of implementing these standards include the 

following: the reduction of preventable harm and morbidity and mortality; consistency 

and reliability in processes and systems in all United Nations hospitals and clinics; 

meeting the expectations of all mission and United Nations personnel for trustworthy, 

consistent and dependable care; the ability to collect and measure clinical outcomes 

for quality improvement; and the ability to measure patient experience. 

5.2.4. Access to health facilities 
There should be timely access to health facilities and services for all United Nations 

personnel in a peacekeeping mission.  

5.2.5. 10-1-2 timeline 
For detailed information on this concept refer to Chapter 7: “Casualty Management in 

the Field: Casualty Evacuation (CASEVAC), Medical Evacuation (MEDEVAC) and 

Repatriation”.  
 

The overall medical support structure should be determined in accordance with the 

operational requirements of the mission. The COE Manual referred to in Chapter 3 

provides a flexible framework for these purposes. The generation of new medical 

facilities and solutions should not be constrained by the modular approach but be 

determined by operational needs. 

 

19 United Nations Manual on Healthcare and Quality and Patient Safety Level 1 Clinics (2020). 
20 United Nations Manual on Healthcare and Quality and Patient Safety Level 1+, 2 and 3 Medical 

Facilities (2019). 

https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Medical/UN%20manual%20on%20Healthcare%20Quality%20and%20Patient%20Safety%20level%201%20Clinics.pdf
https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Medical/UN%20manual%20on%20healthcare%20quality%20and%20patient%20safety%20level%201+%202%20and%203%20medical%20facilities.pdf
https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Medical/UN%20manual%20on%20healthcare%20quality%20and%20patient%20safety%20level%201+%202%20and%203%20medical%20facilities.pdf
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5.3. Medical support planning process 
Medical planning is carried out in conjunction with the integrated assessment planning 

process: medical planners must be aware of the overarching planning process and 

their place in it. 

The integrated assessment planning process outlines the procedures and 

responsibilities governing the preparation, approval, implementation and review of 

operations plans to enable a common approach to operations planning. 

 

 
Figure VIII: Overview of planning framework for integrated United Nations 

presences 

The medical contribution to operational planning involves two main activities. Firstly, 

providing medical expertise and interacting closely and cooperating with other sections 

and units within DOS and at mission level. Secondly, the development of a Medical 

Support Concept and a Medical Support Plan. 

The intended end product of medical planning is a plan outlining the requirements, 

policies and support to be provided to mission personnel throughout all phases of 
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operations. The plan must define medical capabilities throughout the mission structure 

in line with the size of the deployed personnel footprint and the assessed risk. Medical 

planning must ensure that the standard of medical care to be provided conforms as 

closely as possible to best medical practice, taking into consideration the operational 

environment. 

5.4. Medical planning considerations 
The medical requirements for every mission differ and are influenced by several 

factors, including the mission mandate, its CONOPS, the assessment of its area of 

operation, prevailing health threats, the United Nations medical standard of care, the 

available medical facilities and operational efficiency. Other factors to be considered 

include how to bridge the gap between the issuance of a mandate and deployment of 

facilities at full operational capacity, as well as the accommodation infrastructure into 

which the facilities will be installed. The Medical Support Plan should be determined 

in reference to the mission requirements and should be adjusted at least annually to 

reflect changes in the mission operating environment. Medical support plans are often 

drafted based on the CONOPS before a Technical Assessment Mission (TAM) is 

undertaken but finalized after the exercise.21 

 

21 See Annex 2.7 “Medical Support Plan Format” of this manual. 
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The main considerations in medical support planning include: 

 
Figure IX: Main considerations in a Medical Support Plan 

5.4.1. Mandate 
The mandate determines the nature of peacekeeping activity and security risks. United 

Nations medical assets primarily serve peacekeeping personnel and are not intended 

for the local population. In specific missions where the mandate includes the provision 

of humanitarian assistance, medical services may be expanded to serve the local 

population. 

5.4.2. Concept of operations  
The medical plan is determined by the military and police CONOPS, which includes 

troop strength, force composition, deployment concept, nature and intensity of 

peacekeeping tasks, and the command and control structure. The CONOPS will assist 

planners in assessing the risks faced by mission personnel and contingents, which will 

affect the degree of medical support required. Mission risk levels may change over the 

life of the mission, warranting increases or reductions in mission medical support. The 

medical system requires a built-in surge capacity to deal with unanticipated 

contingencies. In this regard, the provision of medical services by the mission to United 

Nations agencies, funds and programmes may be considered, in the event that this 
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would lead to increased system-wide efficiency, and as outlined in the United Nations 

Policy on Integrated Assessment and Planning.22

5.4.3. Area of operations 
The medical plan may be influenced by factors in the mission’s area of operations, 

including: 

i. Geography: land masses, water bodies, mountains, jungle, desert and risk of 

natural disasters. 

ii. Infrastructure: state of electrical, water, gas, and sewage services. 

iii. Road and rail network: state and suitability of land transport system for 

evacuation by land. 

iv. Airports: location and suitability of airports and helicopter landing zones for 

evacuation by air and maintenance of medical supply chain. 

v. Seaports and rivers: location and suitability of seaports and/or rivers for 

evacuation, deployment of hospital ships and maintenance of medical supply 

chain. 

vi. Medical facilities: state and quality of host nation and regional health facilities 

and their capability and capacity to support the United Nations mission. 

vii. Climate: impact of yearly weather pattern and extremes of temperature on 

health of deployed personnel. 

viii. Security: the security situation will impact on the level of medical capability to 

be deployed. 

5.4.4. Health threats 
A recce visit should be undertaken to the mission area of operation to conduct an 

evidence-based health threat analysis to inform the development of the mission’s force 

 

22 United Nations Policy on Integrated Assessment and Planning (2023).  

 

https://unsdg.un.org/resources/un-policy-integrated-assessment-and-planning
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protection plan. A comprehensive health threat analysis must take into account 

endemic, epidemic and outbreaks of disease, in particular contagious and infectious 

diseases such as Ebola, Lassa fever and other viral haemorrhagic fevers. It should 

also address hostile action and other potential hazards such as landmines, chemical, 

biological, radiological, nuclear and environmental (CBRNE) hazards and occupational 

and workplace hazards. Environmental safety and occupational health considerations 

must be integrated into the overall force protection plan. The health risk assessment 

system catalogues identified threats and generates a risk map. A standardized 

medical recce visit can be undertaken to conduct a health risk assessment and 

complement the mission-specific health threat analysis.  The latter is more focused on 

force protection while the standardized medical recce visit is focused on the 

occupational health component. 

5.4.5. Medical standard of care 
The United Nations medical support concept includes compliance with the medical 

standards of care laid out in various policies and standard operating procedures 

(SOPs) developed by DHMOSH and endorsed by Member States. The metrics to 

measure the standard of care include adhering to the 10-1-2 timeline as laid out in the 

CASEVAC policy,23 meeting the credentialling requirements set out in this manual and 

the COE Manual, and adhering to the Healthcare Quality and Patient Safety Policy 

and the Occupational Safety and Health Policy.  

5.4.6. United Nations medical facilities 
Each field mission will design its medical support structure based on the approved 

Medical Support Plan which evolves from the mission concept, military and police 

CONOPS and the mission support concept. 

 

23 DOS/2020.7 “Casualty Evacuation in the Field”.  

https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Mission%20Management,%20Planning%20and%20Oversight/Crisis%20Management/DOS%202020.7%20Policy%20on%20Casualty%20Evacuation%20in%20the%20Field.pdf
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For effective resource utilization, field missions integrate United Nations-owned, TCC, 

PCC and contracted medical resources into a unified medical system, ensuring all 

authorized United Nations personnel receive quality and timely medical support. 

United Nations medical facilities are described in Chapter 3 of the Administrative 

Module. Each level of facility can be enhanced with additional capabilities to ensure 

that operational capability requirements are met. The modular concept of these 

capabilities makes it possible to provide effective medical support through its staffing.  

5.4.7. Availability of accommodation infrastructure 
A standard construction layout plan for various levels of field medical facilities should 

be developed jointly by the engineering section and the medical section within the 

missions. The size and requirement of the mission will determine the infrastructure. 

5.4.8. Bridging gaps in medical support requirements in the field through 
commercial solutions 
Gaps in medical support may be bridged by commercial solutions or by identifying 

Member States who meet the United Nations standards and can deploy at short notice 

for short-term periods. Such deployment can also be achieved through contracts 

(LOAs, MOUs, or other long-term agreements) with Member States or commercial 

sources. 

5.4.9. Efficiency of care 
Medical planning shall identify the most cost-effective means to achieve the degree of 

medical coverage required. The Medical Support Section (MSS) in collaboration with 

partners in DOS will assist in preparing cost estimates. 

5.5. Medical Support Plan 
The Medical Support Plan identifies the principal considerations and 

recommendations for establishing an integrated health-care system, which is aimed 

at maintaining the physical and mental well-being of the United Nations personnel in 
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a mission. It also covers the staffing and material resources required to execute the 

plan. Key components of the Medical Support Plan can be found in Annex 2.7. 

5.6. Pre-deployment visit 
A pre-deployment visit (PDV) is a critical component of mission planning. PDVs are 

undertaken to ascertain the state of the contingent’s preparedness before deploying 

in the area of operation, and to facilitate the negotiation of the terms and conditions of 

the deployment of contingents (MOU/LOA negotiations). There is a high incidence of 

medical repatriations and deaths arising from the deployment of peacekeepers with 

chronic pre-existing diseases that should preclude deployment into peacekeeping 

operations (PKOs), with a related impact on the morale, resources, reputation and 

mandate of the mission. It has therefore become essential that the medical aspects of 

PDVs go beyond just medical equipment counting/inspection to cover briefing on the 

need for adequate pre-deployment medical screening, assessment of training and 

proficiency in the Buddy First Aid Course (BFAC), knowledge of personal and 

environmental hygiene, disease threats and environmental protection. 

5.7. Key messages 
• The guiding principles of a medical support plan are: emergency preparedness, 

continuity of care, health-care standards, health-care availability and the 

timeline concept (10-1-2).  

• The Medical Support Plan must outline the requirements, policies and support 

to be provided to mission personnel throughout all phases of operations. The 

plan must define medical capabilities and ensure that the standard of medical 

care is maintained. 
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Chapter 6: Medical Training 

6.1. Introduction  
The United Nations medical support concept aims to deploy appropriate categories of 

medical staff and levels of medical care in the challenging environment of field 

operations. Standardizing medical training and applying medical standards is of 

paramount importance in enhancing the performance and competency of field medical 

services and support. The Report of the High-level Independent Panel on Peace 

Operations (HIPPO Report),24 and the United Nations Action for Peacekeeping 

initiative (A4P)25
2 and Action for Peacekeeping Priorities for 2021-2023 (A4P+) all 

emphasize this.  

6.2. Definitions of key terms 
6.2.1. Pre-deployment training – First aid training for all peacekeepers 

Faced with situations in which medical personnel are not readily available, non-

medical peacekeepers must rely heavily on their own skills and knowledge of life-

sustaining methods to survive in semi-combat situations or other hostile circumstances 

in field missions, as well as to minimize further suffering and disability. All United 

Nations peacekeepers, including uniformed contingent members, United Nations 

Military Experts on Mission (UNMEM)s, military observers and individual police officers 

(IPOs), as well as civilian staff, must have basic knowledge of and be trained in first 

aid. The United Nations BFAC and Field Medical Assistant Course (FMAC) are good 

resources to support pre-deployment basic first aid training and enhancement of 

immediate life-saving response skills among peacekeepers. At a minimum, the 

 

24 A/70/95-S/2015/446 ““Report of the High-level Independent Panel on Peace Operations on uniting 
our strengths for peace: politics, partnership and people”. 

25 Action for Peacekeeping – Declaration of Shared Commitments on UN Peacekeeping Operations 
(2018). 

https://www.globalr2p.org/wp-content/uploads/2020/01/2015-UNGA-HIPPO-Report.pdf
https://www.globalr2p.org/wp-content/uploads/2020/01/2015-UNGA-HIPPO-Report.pdf
https://peacekeeping.un.org/sites/default/files/a4p-declaration-en.pdf
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training must cover the following areas: cardiopulmonary resuscitation (CPR),26 

bleeding control, fracture immobilization, wound dressing and bandaging, casualty 

transport and evacuation and communication and reporting (see Annex 2.8 for further 

information).  

6.2.2. Pre-deployment training – Professional training for medical personnel  
Medical personnel deployed are required to enhance their capabilities in emergency 

medical responses through updated trainings in Advanced Cardiac Life Support 

(ACLS), Advance Trauma Life Support (ATLS) and Prehospital Trauma Life Support 

(PHTLS) or any equivalent training. In addition, the following related knowledge and 

skills specific to United Nations field missions are required to maintain operational 

readiness and proficiency (see also Annex 2.9):  

• Knowledge of the mission-specific political and military situation in the country, 

the mission mandate, and epidemiological and medical intelligence for the 

mission area, as well as the United Nations medical support structure, medical 

planning and operational parameters, and United Nations medical support 

guidelines (e.g. United Nations Healthcare Quality and Patient Safety 

standards, casualty evacuation policy, medical administrative and logistics 

procedures, etc.) (see Annex 2.10).  

• Updated training in preventive medicine, environmental health and tropical 

medicine and diagnosis and treatment of infectious diseases and common 

conditions that are likely to be encountered in field missions, including malaria, 

heatstroke, burn, snake bites, influence of alcohol and drugs and medical NBC 

management, etc. 

 

26 Note that cardiopulmonary resuscitation (CPR) is not a component of the BFAC. 
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• Updated knowledge on women’s health with a view to providing gender-

sensitive services in the field.27 

• Proficient skills in conducting first aid training and health education 

programmes for designated contingents, including prevention of vector-borne 

diseases, HIV/AIDS prevention and control, accident prevention and stress 

management, etc. 

• Experience in conducting mass casualty and trauma drills during pre-

deployment training to ensure all members in the medical unit work as a team 

with clear roles and developed skills.  

6.2.3. Pre-deployment training – Health education for contingents 

All contingent members and individual officers and experts shall receive basic 

preventive medicine and health training, with an emphasis on preventive measures for 

key vector-borne diseases and environmental health risks, HIV/AIDS prevention and 

control, accident prevention, stress management and good personal hygiene and 

sanitation, etc. 

6.2.4. In-mission continuing training – Continuing professional development 
and training  
Medical training should continue following deployment as medical skills may 

deteriorate during long duration deployment due to relative professional inactivity. 

Continuous in-mission medical training programmes should therefore be well planned 

and coordinated to ensure core medical skills and procedures are regularly practiced 

by all categories of personnel. In conjunction with the Chief Medical Officer (CMO), 

the Force Medical Officer (FMO) and other Senior Medical Officers (SMOs) are 

responsible for the coordination of such programmes, including enhanced 

ACLS/ATLS/PHTLS training, training to familiarize personnel with medical equipment 

 

27 UN Women’s Health online training course is a good training resource for pre-deployment 
preparedness. 
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and supplies from other countries that they may be required to use, refresher training 

regarding the mission area, rules of engagement and mission medical SOPs. In-

mission joint medical exercises and drills are a good means of assessing core 

competencies and enhancing response capabilities and the operational compatibility 

of various levels of medical facilities deployed by different countries.  

6.2.5. In-mission continuing training – First aid training and health education for 
contingents and individual officers 

Continuing training to be organized and conducted within the mission area should 

include refresher first aid training to enhance peacekeepers’ preparedness to deal with 

real-life situations and emergencies and regular health education programmes on 

malaria prevention, HIV/AIDS prevention, road accident prevention and stress 

management, etc. The FMO and SMOs are responsible for overseeing these 

programmes, and the medical units managing the health care of respective 

contingents are usually tasked with conducting the trainings.  

6.3. Roles and responsibilities 
Professional and technical training of medical personnel remains the responsibility of 

the T/PCCs. Such training will take place in accordance with national requirements for 

the registration or certification of medical personnel. In addition, the T/PCCs should 

fulfil related aspects of medical training specific to United Nations field missions for 

maintaining the operational readiness and medical proficiency of personnel deployed 

in the field, as well as others recommended by DHMOSH. 

The field mission medical authority should include continuous medical education as 

an integral component of the mission medical training program.  

DHMOSH/DOS provides professional guidance and support for field missions on the 

issue of continuing professional development and training.  
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6.3.1. Assessment and oversight  
During PDVs to T/PCCs, the DHMOSH medical representative will assess the training 

and proficiency of contingent members in the administration of first aid, knowledge of 

personal and environmental hygiene and health protection, as well as the 

competencies and skills of medical personnel in immediate life-saving responses. In 

cases of non-compliance or signs of incompetency, unit deployment should be 

delayed or suspended on the basis of a lack of operational readiness and proficiency. 

Furthermore, T/PCCs are required to comply with technical clearance for the medical 

personnel deployed, for which valid training certificates on ACLS/ATLS/PHTLS or any 

equivalent training should be submitted for review and clearance.  

6.4. Key messages 
• Medical training is essential to the provision of quality health services and 

addressing challenges related to medical support in United Nations field 

missions.  

• Professional and technical training remains the responsibility of T/PCCs, and 

training should continue following deployment. Pre-deployment training and 

continuing training in mission aimed at both peacekeepers and medical 

professionals rely on the joint efforts of Member States, field missions and 

UNHQ.  

• Training assessment and oversight are enhanced to promote training 

standardization and compliance.  
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Chapter 7: Casualty Management in the Field: Casualty 
Evacuation (CASEVAC), Medical Evacuation (MEDEVAC) 

and Repatriation 

7.1. Introduction  
Casualty evacuation (CASEVAC) and medical evacuation (MEDEVAC) capabilities 

are a vital component of emergency and medical support, which ensures timely care 

for the critically ill or injured. They involve transportation of the ill or injured to the 

nearest medical facility, as well as the entire continuum of medical treatment, 

rehabilitation, and repatriation, when appropriate. The CASEVAC/MEDEVAC process 

should be driven by the 10-1-2 timeline concept and rely on location-specific 

CASEVAC and MEDEVAC planning. A well-coordinated evacuation process can 

significantly enhance the chances of survival for the ill or injured. 

7.2. Definitions of key terms 
Terms  Definitions  

Casualty  Individual affected by an acute illness or injury that requires 

medical intervention. 

Casualty evacuation 

(CASEVAC) 

Evacuation of any casualty from the point of injury or illness 

(POI) to the closest appropriate medical treatment facility 

(MTF), utilizing the most effective means of transportation.28  

Medical evacuation 

(MEDEVAC) 

Evacuation of ill or injured individual from the first MTF to any 

subsequent MTF.29  

Repatriation Return of United Nations military or uniformed personnel to 

their country because of medical unfitness for duty for 30 days 

or longer. 

 

28 DOS/2020.7 "Casualty Evacuation in the Field". 
29 DOS/2020.7 "Casualty Evacuation in the Field". 

https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Mission%20Management,%20Planning%20and%20Oversight/Crisis%20Management/DOS%202020.7%20Policy%20on%20Casualty%20Evacuation%20in%20the%20Field.pdf
https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Mission%20Management,%20Planning%20and%20Oversight/Crisis%20Management/DOS%202020.7%20Policy%20on%20Casualty%20Evacuation%20in%20the%20Field.pdf
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Mission/Field-specific 

CASEVAC and 

MEDEVAC SOPs 

SOPs that must be established by all field operations and 

must clarify the delegated authority in place to expedite critical 

decisions. 

Life-threatening 

condition 

Condition that might lead to loss of life, or significant and 

permanent loss of bodily functions. 

10-1-2 Operational planning tool providing the optimal time frame for 

CASEVAC. It reflects a trade-off between clinical need and 

operational risk. It specifies that first aid should be provided 

within 10 minutes, the provision of medical care within one 

hour, and damage control surgery, if needed, within two hours. 

MEDEVAC approving 

authority 

The authority to approve MEDEVAC lies with the Head of 

Mission (HoM), Director of Mission Support (DMS) or Chief of 

Mission Support (CMS), based on the medical advice of the 

CMO and/or FMO, and in consultation with Movement Control 

(MovCon)/Aviation, and Security. 

Notification Of 

Casualty (NOTICAS) 

Each case of critical illness, injury, or death is to be reported 

immediately through a Notification of Casualty (NOTICAS). 

This information is to be used for consideration of any 

subsequent claims, and for timely and accurate reporting of 

casualties. 

 

7.3. CASEVAC, MEDEVAC and repatriation: roles, responsibilities and 
procedures 
7.3.1. CASEVAC 

CASEVAC involves the evacuation of a casualty from the POI to the closest 

appropriate MTF. The HoM is accountable for CASEVAC, typically with delegated 

authority to a Designated Operations Centre (DOC) such as the Military Operations 

Centre (MOC), or a CASEVAC coordination cell. The DOC should ideally have three 

duty officers: operations, aviation and medical. CASEVAC relies on the minimum 

number of personnel at all levels for maximum efficiency, significantly enhancing the 
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probability of successful outcomes in critical life-saving situations. Ownership is at the 

highest level and execution at the lowest level. 

7.3.2. MEDEVAC and repatriation 

MEDEVAC involves the evacuation of a casualty between two medical facilities, either 

within the mission area or out of the mission area. A MEDEVAC should be conducted 

according to the medical urgency and potential to save lives.  

Authority to approve MEDEVAC/repatriation is delegated to the HoM. The decision to 

evacuate shall be taken upon the recommendation of the CMO. 

The DHMOSH Medical Director is available for consultation and assistance in all 

cases. Roles and responsibilities in MEDEVAC are outlined below. 

Role Responsibility 

Head of Mission  
Delegated authority to approve MEDEVAC/repatriation upon 

recommendation of the CMO. 

Director of Mission 
Support / Chief of 
Mission Support  

Approves MEDEVAC/repatriation in consultation with CMO. 

Chief Medical Officer  Recommends MEDEVAC/repatriation for DMS/CMS approval. 

Force Medical 
Officer  

Recommends MEDEVAC/repatriation of uniformed personnel 

for Force Commander (FC) approval in missions where there 

is no CMO. 

Force Commander 
Approves MEDEVAC/repatriation of uniformed personnel in 

consultation with the FMO in missions where there is no CMO. 

DHMOSH 
Provides advice for planning and establishing an effective 

MEDEVAC/repatriation system. 

Medical Support 
Section  

Provides guidance and oversight on the procurement of 

equipment, personnel and transportation services, including 

external contracts. 

Effective CASEVAC/MEDEVAC operations require detailed planning, coordination, 

training and compliance with current policies. CASEVAC/MEDEVAC plans must be 

included in the mission/field-specific SOPs. If adherence to the 10-1-2 timeline is not 

achievable, the HoM must decide if the risks are acceptable and formal risk 
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acceptance should be notified to the Medical Director at UNHQ for information. The 

HoM must explore mitigation measures. 

Upon receipt of the MEDEVAC request, the CMO should activate and coordinate the 

evacuation process and determine the severity and urgency of the medical condition, 

the patient’s fitness to fly, the mode of transportation and escorting personnel and 

destination, in accordance with the required level of care. The CMO should provide 

the MEDEVAC recommendation to the approving authority.  

A recommendation must include:  

• the initial supported period (typically no more than five days, with possible 

extensions as per clinical updates)  

• the mode of transportation (i.e. air ambulance, United Nations flight, 

commercial flight, ground, etc.) in accordance with fitness to fly 

• if an escort is required/supported, and which type (medical, non-medical, etc.)  

• the location (based on the designated regional area of care or home country, 

where applicable) 

MEDEVAC can be supported for uniformed personnel for the purpose of securing 

essential medical care or treatment not available at the duty station. 

MEDEVAC becomes a national responsibility covered by national budgets should a 

T/PCC decide to evacuate its own personnel due to a pre-existing medical condition 

undisclosed at the entry medical clearance, or against the CMO/FMO’s advice. 

For MEDEVAC expected to exceed 45 days or for any extension of MEDEVAC beyond 

45 days, authorization must be obtained from the United Nations Medical Director via 

the EarthMed system. 

When determined by the CMO or the Medical Director, a patient who is medically 

evacuated must receive medical clearance before returning to the duty station. 

Medical repatriation involves the return of uniformed personnel to their country when 

they are unfit for duty for 30 days or longer due to a medical condition. Whenever 

feasible, uniformed personnel should be repatriated for medical care. MEDEVAC 

should be reserved for conditions that require urgent and specialized medical 
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treatment. In such cases, MEDEVAC to the closest recognized MEDEVAC centre with 

appropriate care should be supported. Subsequent repatriation of personnel to their 

country should be supported as early as clinically possible. If a uniformed personnel 

is deemed fit to resume duties within 30 days following an injury or illness, the CMO 

may authorize sick leave for this duration and, in case of an out of mission MEDEVAC, 

endorse their clearance to return to the duty station. 

Uniformed personnel with pre-existing medical conditions undisclosed at the pre-

deployment medical examination should be repatriated at their country’s cost. In case 

of pregnancy, uniformed personnel should be repatriated by the end of the fifth month 

of gestation (by end of the 24th gestational week). If possible, regular rotation or 

scheduled service flights should be utilized for repatriation.  

7.4. Reporting requirements 
7.4.1. EarthMed 
CASEVAC/MEDEVAC questionnaires are to be completed and followed up and all 

documents are to be uploaded. The CMO is responsible for compliance. 

7.4.2. NOTICAS  
A NOTICAS must be issued in the event of death (within 6 hours), or serious illness 

or injury (within 24 hours). It applies to all United Nations personnel (including civilians) 

serving in all Peacekeeping and Special Political Missions. Responsibility for this lies 

with the HoM, with delegation to Human Resources. 

7.4.3. After-Action Review  
Following completion of each CASEVAC, systematic After-Action Reviews are to be 

conducted within three days30 in line with the mission CASEVAC SOP. After-Action 

Review reports of real CASEVACs and exercises must be shared with the United 

Nations Medical Emergency Response Team (UNMERT). 

 

30 DOS/2020.7 "Casualty Evacuation in the Field". 
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7.4.4. Mass casualty incident or unusual situations with concerns  
The CMO must contact the Office of the Medical Director by any efficient means (for 

example, email, or phone call) in the case of any unusual situation with concerns about 

a potential or actual MCI.  

7.4.5. Medical documentation 

The time sensitivity of a CASEVAC/MEDEVAC does not justify any failure to meet 

information and documentation quality standards. Written records of medical actions 

should be issued at each step of the CASEVAC/MEDEVAC journey without delaying 

the evacuation. 

7.5. Key messages  
• In the United Nations context, the word casualty” refers to all life-threatening 

emergencies involving an individual affected by an acute illness or injury.  

• CASEVAC refers to the evacuation of a casualty to the closest appropriate 

medical treatment facility, utilizing the most effective means of transportation.  

• CASEVAC takes priority over all other mission activities except actions to 

counter immediate threats to United Nations personnel. 

• CASEVAC is a multidisciplinary operation. At the mission level, the HoM is 

ultimately responsible for the CASEVAC system. The role of DHMOSH is to 

support the field on medical issues, but not make decisions on CASEVAC. 

• The CMO participates in CASEVAC/MEDEVAC multidisciplinary After-Action 

Reviews within the time frame defined by the mission. When required, 

DHMOSH can support the process. 

• CMO must contact the DHMOSH Office of Director early in case of an unusual 

situation with potential or actual risk of an MCI. 

• Medical confidentiality and documentation that meets quality standards is part 

of the CASEVAC/MEDEVAC process and should be ensured without delaying 

the evacuation. The CMO is responsible for compliance.  

• MEDEVAC involves evacuation from the first medical treatment facility to any 

subsequent medical treatment facility. It can be conducted by land or air 
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transportation and should be to the closest appropriate medical facility to the 

duty station. The nature of illness or injury and the required type of treatment 

must be considered. It is essential that the patient’s fitness to fly is confirmed 

and documented. 
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Chapter 8: Mass Casualty and Disaster Management 31 

8.1. Introduction  
Climate change, global political instability and human population growth increase the 

risk of an MCI. The United Nations is particularly exposed because of its scope of work 

and area of operations. This chapter provides additional information to the reference 

guidance on managing an MCI.32 

Since an MCI overwhelms the capacity of available local health-care systems, incident 

coordination often requires integrated management from the mission and UNHQ. 

Operational, security and medical professionals (among others) across the United 

Nations system and the whole of the United Nations system’s area of responsibility 

may be involved in the response, along with external partners and stakeholders. 

Therefore, these situations call for a special contingency plan known as a mass 

casualty plan, which stipulates matters of policy and planning and outlines a pre-

organized response system developed to mitigate the effects of an MCI.  

8.2. Definitions of key terms 
8.2.1. Categorization  
Categorization assesses an individual's condition for the purposes of allocating a 

category that can be used for a number of different purposes (for example, to enable 

simple messaging in four or nine lines in case of an emergency in ). Categorization is 

conducted irrespective of the number of casualties involved and reflects an individual's 

condition at a given time.  

8.2.2. Chief of the Joint Operations Centre (JOC) / Chief of the Designated 
Operations Centre (DOC) 
The Chief of the JOC or DOC supports the functioning of the Crisis Management Team 

(CMT) and acts as the 24/7 link between UNHQ (via the United Nations Operations 

and Crisis Centre, UNOCC) and the mission. The JOC (or DOC) provides secretarial 

 

31 This chapter should be read in conjunction with Chapter 7: “Casualty Management in the Field”. 
32 See Annex 2.11 of this manual,“Guide on Completing the Mass Casualty Incident Plan Templates” , 
Annex 2.12 ”United Nations Crisis Management Policy”, and the policy onAuthority, Command and 
Control in United Nations Peacekeeping Operations (AC2 policy). 

https://police.un.org/sites/default/files/2019.23_policy_on_authority_command_and_control_25_october_2019.pdf
https://police.un.org/sites/default/files/2019.23_policy_on_authority_command_and_control_25_october_2019.pdf
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support for the CMT and/or Operations Coordination Body (OCB) meetings, monitors 

and reports on the crisis and acts as the sole information hub for all crisis-related 

information.  

8.2.3. Crisis Management Team 
The CMT is a leadership-level, cross-mission decision-making body chaired by the 

HoM (or designated person in mission).33  

8.2.4. Crisis Management Working Group (CMWG) / Operations Coordination 
Body (OCB) 
The CMWG/OCB supports the CMT. A senior mission lead (usually the Chief of Staff) 

is appointed Crisis Coordinator and chairs the CMWG/OCB. They act as the link with 

the CMT to ensure that crisis management objectives are established and achieved.  

8.2.5. Crisis manager 
This responsibility usually falls to the HoM. 

8.2.6. Designated Officials 

In missions, the Special Representative of the Secretary-General (SRSG) is usually 

the Designated Official. SRSGs hold primary responsibility for the security of United 

Nations personnel.34 This includes mass casualty planning. When crisis response 

procedures are activated, the Head of Mission is designated crisis manager.  

8.2.7. Mass casualty incident  
An MCI or disaster is a situation in which the need to manage multiple casualties 

overwhelms the available resources at the level of care.  

It can result from natural (e.g., earthquakes) or man-made (e.g., terrorist actions, road 

traffic accidents) catastrophes and may be accompanied by substantial material 

 

33 Roles in mission are delineated in chapter D.8. onwards (paras. 87–93) of the AC2 Policy. For 
mission-specific arrangements, please refer to the specific mission SOPs. 

34 “For each designated area, the Secretary-General normally appoints the most senior United Nations 
official in writing as the Designated Official for Security and informs the host Government of this 
designation.[…] The DO is accountable to the Secretary-General, through the Under-Secretary-
General for Safety and Security, and is responsible for United Nations Security Management System 
(UNSMS) matters in the designated area.” (United Nations Security Policy Manual, chap. II, section 
A “Framework of Accountability” F.13) 
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damage to infrastructure and the environment. An MCI is not only about multiple 

trauma cases (e.g., infectious disease or collective food intoxication, or chemicals 

(which may be industrial or not, such as carbon monoxide).  

There are no fixed criteria defining an MCI. It may vary considerably depending on the 

setting and resources available.  

8.2.8. Operations Coordination Body (OCB) 
See Crisis Management Working Group (CMWG). 

8.2.9. Triage  
Triage is a system of prioritization of patient care (or victims during a disaster) based 

on illness/injury, severity, prognosis and resource availability. Triage is an ongoing 

process lasting until the end of the acute care journey. Patients are triaged at every 

step. Most often, triage is based on categorization. It is more than just a system of 

repeated categorizations along a care journey or incident management process: triage 

is a dynamic system integrating multidisciplinary items to generate the best possible 

provision of collective care and, as such, entails ethical and managerial 

considerations.  

8.3. Role of DHMOSH 
The UNMERT section in DHMOSH is part of the United Nations medical response 

capability for crises involving mass casualties.  

UNMERT can advise on any aspect of global MCI management. In collaboration with 

other DHMOSH sections, it can assist with planning (MCI plan writing, review), training 

and education (design, implementation, existing resources), risk mitigation, response 

and recovery and continuous improvement. 

UNMERT may be activated by the DHMOSH Director to provide remote assistance 

and coordination at the level of HQ and across the UN system (situational awareness, 

information management and situation monitoring) or regional/local assistance with 

medical-administrative capabilities. Emergency care telephone assistance can also be 

provided.  
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When UNHQ assistance is requested or deemed necessary, DHMOSH will coordinate 

the management of the incident's medical aspects, and MSS in the Logistics Division 

(LD) will assist with the logistics.  

8.4. Reporting requirements  
8.4.1. MCI plans bundles 

"Where there is a UN medical element in a duty station, the medical service holds the 

primary responsibility for completing the 4 duty station documents – the Threat and 

Risk Analysis, the Health Support Summary, the Concept of Operations, and the Quick 

Reference Guide. Where there is no UN medical service, this responsibility falls to 

Security, with assistance from DHMOSH New York".35  

In conjunction with the FMO, the CMO develops all medical aspects of crisis 

management.  

Primary emergency care relies on local resources (United Nations or otherwise). 

Secondary measures of response support may involve local partners, United Nations 

or non-United Nations regional resources, UNHQ and the wider United Nations system 

and third parties. 

All plan bundles (MCI plans of each duty station, including all entities and locations (if 

multiple buildings or camps) in the duty station; MCI plans of each medical treatment 

facility) must be shared with UNMERT and UNMERT must be informed of any updates 

or changes, educational activities and training. 

8.4.2. Risk mitigation, unusual situations or concerns 

Anticipation is a crucial part of crisis management. The CMO (or the most senior 

medical officer available) must inform DHMOSH, with UNMERT copied, of any 

implementation of mitigation measures, unusual situations or concerns. 

8.4.3. MCI or crisis situation 

The DHMOSH Office of Director and UNMERT must be immediately informed in case 

of a crisis or MCI situation in the mission. Standard formats are recommended (e.g., 

 

35 Annex 2.11 “Guide on Completing the Mass Casualty Incident Plan templates”, p. 5. 
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Situation, Background, Assessment, Request, or SBAR) for initial correspondence. 

Focal points must be nominated.  

8.4.4. Recovery 

All After-Action Reviews or lessons learned activities and documentation must be 

shared with DHMOSH/UNMERT. When deemed appropriate, UNMERT should be 

invited to participate in such activities. 

8.5. Key messages 
• MCIs can happen at any time and anywhere. The first thing to read in 

preparation for deployment to a United Nations mission are the MCI plans of 

the mission, duty station and team.  

• Medical team leads must prioritize ensuring that the information in their entity’s 

MCI plan is accurate and up-to-date, and update the plan as often as 

necessary. They should inform their team about the plan and train them on 

it. Plans must be tested and regularly updated. 

• Regardless of its level, every medical treatment facility must have an up-to-

date MCI plan. Hospital commanders and SMOs (for Level 1 facilities) are 

responsible for the continuous improvement of these documents and for 

regular training.  

• Triage is a system. Personnel must ensure they are familiar with the 

recommended protocol in their duty station. The recommended United Nations 

triage protocol should be followed.  

• Personnel should network locally, and both formally and informally, as well as 

along their reporting lines. It is important to get to know people one may have 

to work with at some point.  

• All documentation should be shared with UNMERT. In the event of a potential 

or unusual incident which may overwhelm or does overwhelm the duty 

station’s resources, DHMOSH should immediately be contacted, and 

information escalated through the CMT up to UNHQ.  
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• MCI management is not only about response, and MCI preparedness is not 

only about plans. Education, training, drills and practice are paramount. 
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Chapter 9: Arrangements For Bodily Remains 

9.1. Introduction  
In the event of the death of uniformed or civilian personnel, all arrangements for the 

preparation and transport of the remains of the deceased will be made in conformity 

with the practices of the government concerned. 

9.2. Definition of key terms, reporting requirements and responsibilities 

 

Terms Definitions and reporting requirements 

Ascertain the nature 

of death 

Upon the death of a member of a mission:  

• Medical services Section will be consulted to establish 

the cause of death. 

• If the death occurs as a result of an illness, accident or 

under unclear circumstances, the United Nations 

Department of Safety and Security (UNDSS) (where 

present) will implement or advise on immediate actions 

to secure the scene of death and collect information 

and evidence. 

• In the event that death occurs as a result of an 

emergency, accident or unclear circumstances, 

UNDSS will secure the scene of death and collect 

information. 

Complete the web-

based NOTICAS 

All NOTICAS must be electronically submitted using the 

NOTICAS website. 

Movement of 

remains 

 

The remains should be moved to an appropriate United 

Nations or local government facility in preparation for 

repatriation and/or autopsy (applicable to all cases of 

suspected wrongdoing). 
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9.3. Role of DHMOSH 
DHMOSH does not have a specific role but can support the field medical service on 

medical issues when and if needed. 

9.4. Key messages 
The United Nations has a well-established multidisciplinary process for arrangements 

involving the preparation and transport of the remains of the deceased in the event of 

the death of uniformed or civilian personnel. Medical components have no major role 

in this process. 
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Chapter 10: Technical Clearance of Medical Personnel  

10.1. Introduction  
The effectiveness and efficiency of field medical support is closely related to the 

qualifications and capabilities of the medical professionals deployed in field missions. 

The United Nations Manual on Policies and Procedures concerning the 

Reimbursement and Control of Contingent-owned Equipment of Troop/Police 

Contributors Participating in Peacekeeping Missions (the COE Manual), along with the 

United Nations Manual for the Generation and Deployment of Military and Formed 

Police Units to Peace Operations (2021) and the United Nations Policy on Operational 

Readiness Assurance and Performance Improvement (2015), highlight the mandatory 

requirement for the technical clearance of medical personnel who staff all levels of 

medical facilities in United Nations field missions. This chapter defines the minimum 

professional qualification requirements and technical clearance procedures for the 

deployment of medical personnel in field missions, with the aim of harmonizing the 

differences in national education and medical practices among T/PCCs and 

guaranteeing that medical personnel deployed demonstrate the appropriate mix of 

knowledge, skills and post-related competencies.  

10.2. Definitions of key terms 
10.2.1. Professional medical standards 

The establishment of professional medical standards for medical personnel deployed 

to field missions takes into account all of the following: the qualifications and 

experience of medical care providers, United Nations medical care standards, the 

ethical code for medical practitioners and continuing professional development and 

skills maintenance.  

10.2.2. Professional qualification requirements  
Professional qualification requirements include medical-related education and 

training, years of practice, national accreditation for unsupervised practice and the full 

spectrum of required capabilities for a particular specialty, etc. The minimum 

qualifications and experience for medical personnel in different categories accepted 
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by the United Nations are defined in the United Nations Guidelines on Technical 

Clearance Review of Medical Personnel for Deployment to UN Field Duty Stations.36  

10.2.3. Technical clearance review  
For all new deployments and rotations of all levels of medical capabilities and other 

modularized medical components, official technical clearance requests, with full 

copies of government-certified education and clinical practice credentials, should be 

submitted to DHMOSH/DOS (technicalclearance@un.org), UNHQ through the 

Permanent Missions (PM) of Member States three months prior to the planned 

deployment timeframe. The key documents to be submitted for technical clearance 

requests include:  

• University certificate/diploma  

• Specialty training certificate (if applicable)  

• Valid license or registration to practice  

• Advanced Trauma Life Support, Pre-hospital Trauma Life Support or equivalent 

training certification  

• Aeromedical training certificate (if applicable)  

• A curriculum vitae or personal history profile  

10.2.4. United Nations medical care standards 

In all field missions, medical support must meet standards acceptable to the United 

Nations and all participating Member States. Though this may pose challenges due to 

differences between member states' medical standards and legal constraints, medical 

care must be provided to all mission personnel at a uniformly high level and in 

accordance with prescribed standards regarding quality, capacity and capability. Any 

shortfall or discrepancy in the implementation of these standards that result in 

avoidable harm to United Nations personnel renders the medical support 

unsatisfactory.  

  

 

36 DOS/DHMOSH/MWFM/2023.4 “Guidelines on Technical Clearance Review of Medical Personnel for 
Deployment to UN Field Duty Stations” (2023) 

mailto:technicalclearance@un.org
https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Medical/Technical%20clearance%20review%20of%20medical%20personnel%20for%20deployment%20to%20un%20field%20duty%20stations%20(Guidelines)%202023.pdf
https://resourcehub01.blob.core.windows.net/$web/Policy%20and%20Guidance/corepeacekeepingguidance/Medical/Technical%20clearance%20review%20of%20medical%20personnel%20for%20deployment%20to%20un%20field%20duty%20stations%20(Guidelines)%202023.pdf
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10.2.5. Ethical code for medical practitioners  
As health-care professionals, medical practitioners have the duty to acknowledge their 

fundamental responsibility to patients, society and fellow health-care providers, as well 

as to themselves. In view of the increased recognition of the complex and sometimes 

competing responsibilities of occupational health and safety professionals towards 

workers, employers, the public, public health and labour authorities and other related 

bodies, the United Nations Medical Directors advise that any United Nations 

organization-wide statements of ethics on occupational health matters or group-

specific professional ethical codes (e.g., for physicians, nurses, hygienists, 

psychologists, etc.) should be guided by and consistent with the International Code of 

Ethics for Occupational Health Professionals.  

10.2.6. Gender perspective in medicine  
With the increasing participation of women peacekeepers and civilian staff in 

peacekeeping operations, there is a growing demand for medical services that cater 

to the specific needs of women in missions. Member States planning to deploy medical 

facilities should prioritize the inclusion of well-trained and qualified female medical staff 

alongside their male counterparts. T/PCCs are also encouraged to deploy general 

medical practitioners with women's health practice experiences to strengthen gender-

sensitive medical services at the first line of care.  

10.3. Roles and responsibilities 
Technical clearance review is mandatory for all staff deployed or contracted as 

medical personnel under the United Nations flag. During the force generation process, 

Member States should be briefed about related professional qualification requirements 

by the relevant entity in the Department of Peace Operations (DPO). During the pre-

deployment visit (PDV), T/PCCs should support the initial assessment of professional 

competencies by the medical representative in the PDV team. Prior to the planned 

deployment, the PMs of T/PCCs should submit official technical clearance requests to 

DHMOSH within the appropriate time frame, and ensure that submissions are 

complete. Any incomplete submission will not be processed for clearance. 

DHMOSH is mandated to establish a professional qualification framework and 

technical clearance mechanism based on related United Nations policies. The 
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DHMOSH Medical Workforce Management Team implements the processing in 

conjunction with the Force Generation Service in DPO (FGS/DPO) and the Uniformed 

Capabilities Support Division in DOS (UCSD/DOS) for the deployment of medical 

personnel to various levels of medical facilities. Following a standardized technical 

review, a technical clearance report will be forwarded to the PM of the Member State 

that submitted the request and copied to related stakeholders in UNHQ and the Chief 

Medical Officer (CMO) Office in the relevant field mission. DHMOSH also guides field 

missions in the establishment of procedures to verify personnel competencies in order 

to strengthen accountability (see Annex 3.13).  

The field mission medical authority should coordinate with related entities in the field 

and establish working procedures on field medical personnel verification. The CMO 

and Force Medical Officer (FMO) focal points should join regular COE inspections and 

check personnel status and competencies in T/PCC medical facilities, alongside the 

assessment of major equipment and self-sustainment capabilities. Updated personnel 

verification reports should be submitted to DHMOSH regularly to optimize clearance 

procedures.  

10.4. Key messages 
• The effectiveness and efficiency of field medical support is closely related to 

the qualifications and capabilities of the medical professionals deployed in 

field missions. Mandatory technical clearance is applicable for all medical 

personnel who staff various levels of medical facilities in field missions, 

including Level 1, Level 1+, Level 2, Level 2+, Level 3 and related enhanced 

capability modules.    

• Minimum qualifications and experience for medical personnel in different 

categories that are accepted by the United Nations are defined in the 

Guidelines on Technical Clearance Review of Medical Personnel for 

Deployment to UN Field Duty Stations. T/PCCs should comply with the 

technical clearance requirement and submit a clearance request in good time 

prior to deployment.  

• Joint efforts by UNHQ, Member States and field missions are needed to 

optimize technical clearance processes and strengthen accountability.  
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Chapter 11: Clinical Governance  

11.1. Introduction 
Clinical governance ensures that systems are in place to deliver safe and high-quality 

health care and continuously improve services through monitoring and oversight. 

Providing safe and high-quality health care involves the right person, doing the right 

thing, at the right time. In other words, it entails the treatment of a patient's problem 

based on the best available evidence, in the way the patient wishes, by an 

appropriately trained and resourced individual or team. Those individuals and teams, 

in turn, should carry out their work within the framework of an organization that is 

accountable for the actions of its staff, values them (i.e., appraises and develops 

them), minimizes risks and learns from both good practice and mistakes.  

11.2. Definitions of key terms 
Terms  Definitions  

Clinical 
governance  

Structures, systems, and standards applied to create a 

culture, and direct and control clinical activities. Clinical 

accountability and responsibility, a subset of clinical 

governance, involves the monitoring and oversight of clinical 

activities, including regulation, audit, assurance and 

compliance by senior managers, regulators, and internal and 

external auditors.  

Clinical pathway Clinical pathways translate clinical guidelines into a 

standardized and structured process. They detail each step 

involved in the care of the patient, with strict timeframes for 

each step and strict criteria for progression to the next step. 

They may also be referred to as care maps, care pathways, 

integrated care pathways and protocols.37   

 

37 Leigh Kinsman and others, “What is a clinical pathway? Development of a definition to inform the 
debate”, BMC Medicine, vol. 8 (May 2010). 
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Clinical audit  In 2002, the National Institute for Health and Care Excellence 

(NICE) defined a clinical audit as: a clinical audit is “a quality 

improvement process that seeks to improve patient care and 

outcomes through systematic review of care against explicit 

criteria and the implementation of change”. It measures 

a clinical outcome or process against well-defined standards 

founded on the principles of evidence-based medicine. 

Clinical adverse 
events (and 
reporting systems) 

An adverse event is an incident that results in preventable 

harm to a patient. Clinical adverse event reporting systems are 

designed to obtain information about events (and near misses) 

and situations affecting patient safety. These incidents can be 

used to inform individual and organizational learning and 

improvement opportunities for quality and patient safety. 

Root Cause 
Analysis (RCA) 

A RCA is a tool to help organizations retrospectively study 

events where patient harm or undesired outcomes occurred or 

could have occurred (near miss), in order to identify and 

address root causes. It is a systematic process designed for 

understanding what happened, how it happened and why it 

happened to identify how to prevent the same event from 

happening again. 

Culture of Safety 
Survey 

Culture of Safety surveys are a reliable and valid tool to 

assess perception of the culture of patient safety within a 

health-care facility. Their purpose is to identify areas that may 

be adversely impacting patient safety or hindering quality 

improvement by allowing active or latent threats to patient 

safety. 

Patient Experience 
Survey 

The collection of patient experience data elicits factual 

information from patients on their interactions with the people, 

processes and physical settings of a health-care institution. 

Measurement of patient experience is obtained via a survey 
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administered after a patient has been discharged from an 

inpatient stay or immediately after an outpatient clinic visit.  

Hospital Evaluation 
Tool 

The Hospital Evaluation Tool is a self-completed assessment 

to be performed by Level 1+ and above field medical facilities 

during the fifth and tenth month of medical personnel rotation.  

Patient grievance / 
Patient complaint 

A patient grievance is a formal or informal written or verbal 

complaint that is made to a medical facility by a patient or a 

patient’s representative . It concerns a patient’s care (when a 

complaint was not resolved at the time of the complaint by the 

staff present), mistreatment, abuse (mental, physical, or 

sexual by medical personnel while performing their duties in 

the clinic) or neglect, or may relate to facility compliance 

issues. 

11.3. Reporting requirements – what/when/how 
When due What is due How 

Daily Patient Experience 
Survey 

Medical facility should administer daily after a 

patient has been discharged from an inpatient 

stay or immediately after an outpatient clinic visit  

 

First month 
of rotation 

Clinical pathways Within the first month after hospital rotation, all 

clinicians should download the WHO Malaria 

Toolkit app and other WHO/Firstline 

applications. The Hospital Commander should 

also submit trauma, acute coronary syndrome 

and COVID-19 customized clinical pathways. 

Fifth and 
tenth month 
of rotation 

Hospital Evaluation 
Tool/report 

The Hospital Commander completes the report 

and passes it to the CMO and FMO. They walk 

through hospital together and discuss the 

results. The CMO submits the report to 

DHMOSH CGS.  
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When 
requested 

Clinical audit Medical facility should submit full medical 

records of all cases for the period under audit 

when requested by CGS. 

Comply with recommendations within 

recommended timeframe. 

As scheduled Healthcare Quality 
and Patient Safety 
(HQPS) 
Assessment  

Hospital should prepare for an assessment if 

one has not been conducted. 

 

11.4. Key messages 
• Safe, high-quality medical care is the responsibility of all personnel from the 

front line or bedside to leadership. 

• Personnel working in Level 1 clinics and Level 1+ and above medical 

facilities should submit required documents according to the time frame 

shown above. 
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Chapter 12: Public Health 

12.1. Introduction  
The Public Health Section of DHMOSH works to improve the health and well-being of 

the entire United Nations community, including United Nations civilians and uniformed 

personnel in United Nations System entities across the world, both within and outside 

the workplace. The section develops guidelines, policies and risk mitigation plans for 

the secretariat and field missions and operations. It also prepares UNHQ and field 

missions to monitor and respond to public health crises and emergencies irrespective 

of the context and locations. As the public health authority within the United Nations 

System, the section acts as the liaison between Organization stakeholders and local 

and international public health and medical authorities and provides advice to senior 

management on public health issues and their implications for United Nations 

personnel, promoting policy and systems improvements that support health.  

12.2. Definitions of key terms 
Terms  Definitions  

Post-exposure 
prophylaxis  

HIV post-exposure prophylaxis (PEP) is an emergency medical 

response given to an individual who has been exposed to HIV to 

prevent possible HIV infection in the exposed person. HIV PEP 

services comprise first aid (depending on nature of exposure), 

counselling, assessment of risk of exposure to HIV, HIV testing 

and, depending on the outcome of the exposure assessment, a 

28-day course of anti-HIV medication, with appropriate support 

and follow-up. 

HIV PEP custodians HIV PEP custodians are United Nations staff members 

designated at each duty station to be responsible for maintaining 

and dispersing HIV PEP kits to United Nations staff members.  

Outbreak  A disease outbreak is defined as disease cases exceeding what 

would typically be expected in a defined community, 

geographical area, or season. 
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12.3. Role of DHMOSH 
12.3.1. General health promotion and chronic diseases prevention  
With a mission to enhance and promote healthy lifestyle and opportunities for the 

United Nations community, the Public Health Section develops and implements 

targeted global health promotion campaigns to encourage healthy lifestyles and 

physical fitness, as well as integrated initiatives for the prevention of chronic and 

infectious diseases among United Nations personnel. This includes developing 

disease-specific prevention guidelines and health promotion webinars, publishing 

health-related articles, training the United Nations health workforce on health 

promotion and organizing disease-specific health promotion campaigns and public 

health talks where specific health issues are discussed by public health experts. The 

section also provides technical advice to personnel in United Nations field missions on 

health promotion strategies and planning.  

12.3.2. Disease outbreaks, public health emergencies, and pandemic 
management  
The Public Health Section is responsible for providing strategic and technical 

leadership and policy guidance required for the management of disease outbreaks, 

public health emergencies and crises affecting United Nations duty stations and 

missions globally.  

To ensure the United Nations System has the capabilities in place to respond to a 

disease outbreak, the section continuously develops, reviews, updates and improves 

its disease-specific risk mitigation and preparedness plans. It advises on the 

implementation of policies to help individual duty stations put outbreak contingency 

plans in place. The section also evaluates and makes recommendations for 

improvement relating to the existing United Nations System Pandemic Plan and 

ensures that all missions have practical contingency plans in place and basic essential 

supplies available to respond to any disease outbreak.  

To prepare the United Nations medical workforce, managers, and United Nations 

senior management to respond to public health emergencies, the section conducts 

periodic outbreak investigation, management and response training programmes to 

ensure that all these stakeholders are well informed on their roles and responsibilities. 

In addition, the section is responsible for the development and availability of all public 
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health emergency response tools in field locations. This includes appropriate 

databases and electronic data collection and systems that support case reporting and 

management, disease tracking/surveillance and data analytics.  

During an actual pandemic, disease outbreak or public health emergency, the 

section’s primary role is to ensure that the risks for United Nations personnel globally 

are appropriately managed and responded to and that United Nations leadership is 

provided with updated information on United Nations duty stations or countries with 

significant risk or impacts from the outbreak.  

Together with the United Nations Medical Directors Group, the section develops 

appropriate and up-to-date guidance and protocols and facilitates and supports any 

public health outbreak investigation and management of case clusters in duty stations 

with and without United Nations medical presence, providing recommendations as 

necessary and maintaining communication flow amongst key stakeholders in the 

management of cases.  

The section also supports the development of Information Education and 

Communication (IEC) tools required for health education and to create awareness 

about the outbreak/pandemic and the preventive measures that should be 

implemented in United Nations duty stations to mitigate the disease.  

12.3.3. United Nations Global HIV Post-Exposure Prophylaxis Programme and 
HIV programme in United Nations missions  
The Public Health Section provides technical support, training, and guidance to United 

Nations missions and duty stations on all matters related to the management and 

implementation of the HIV programme. This includes the management and 

coordination of the United Nations Global HIV Post-Exposure Prophylaxis (HIV-PEP) 

Programme, which ensures access to HIV PEP services and the availability of HIV 

PEP kits in all United Nations duty stations and countries globally in the event of 

exposure to HIV.  

The section is responsible for the development of all required HIV PEP kit reporting 

tools, the training of HIV PEP custodians and the provision of technical support to field-

based public health and medical teams that coordinate HIV prevention programme in 

United Nations missions. It also conducts periodic reviews of the existing HIV 
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programme and its mandate together with stakeholders and ensures that all necessary 

tools and systems are up to date and the necessary policy and guidance documents 

are in place. In addition, the section coordinates the sourcing of funds and the 

procurement of HIV PEP kits as well as their distribution to all United Nations duty 

stations globally, keeping track of their usage through the HIV PEP kit reporting 

platform.  

12.4. Reporting requirements  
12.4.1. Medical Reporting Tool (MRT) 
The Medical Staff Aid 3B (MSA-3B) reflects the overall health status of United Nations 

personnel within the mission area and provides important epidemiological information 

for monitoring and response support planning. 

The MSA-3B is to be completed by every contingent and formed police medical unit 

and submitted to the respective FMO on a bimonthly basis. 

Please see Chapter 13 for detailed information on this tool and reporting requirements.  

12.4.2. e-Outbreak Reporting Tool (ORT) 
The e-Outbreak Reporting Tool (ORT) was developed by DHMOSH following the 

COVID-19 pandemic to enhance collective capacity to track, manage and prevent 

outbreaks of infectious diseases in field locations (i.e., Zika, Ebola, etc.). 

All outbreaks in your duty station should be reported through the ORT online. This 

information provides senior management with a snapshot of currently active outbreaks 

involving personnel in your duty station. Please complete the form as accurately as 

possible, based on current information. 

Please see Chapter 13 for detailed information on this tool and reporting requirements.  

12.5. Key messages  
• The Public Health Section responsibilities include, but are not limited to, the 

development and implementation of global health promotion campaigns, 

monitoring for infectious disease outbreaks, responding to public health 

emergencies and crises and coordinating the HIV PEP kit programme to 

ensure access and availability globally.  
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• The Public Health Section works with duty stations to provide leadership, 

policy guidance and support on all public health related matters.  

• Accurate and timely reporting through the MRT and ORT is essential to 

providing the Public Health Section with real-time data to promptly respond to 

infectious disease outbreaks and for non-infectious disease programme 

development.  
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Chapter 13: Medical Records Keeping/Medical Reporting 

Tools 

13.1. Introduction  
The efficient management of medical information, particularly regarding patients, is a 

vital part of medical support planning and medical service delivery. This information 

must be standardized and distributed rapidly to all who need it, while complying with 

medical confidentiality. All information must be recorded by the medical facility 

initiating the treatment in compliance with the United Nations Healthcare Quality and 

Patient Safety Standards (UNHQPS) chapter on Management of Information. A patient 

file is created and passed along with the patient whenever the patient is referred or 

transferred to another medical facility. The initial medical facility will be responsible for 

maintaining a master file on the patient and is not to release any patient information 

without written authorization from the Office of the CMO. Next-of-kin notification is the 

responsibility of the appropriate national contingent commander in due consultation 

with the mission leadership and is to be done before any official statement of the 

incident is made public.  

13.2. Definitions of key terms 
Terms  Definitions  

Medical records 
 

Medical records describe the systematic documentation of a 

single patient's medical history and care across time within one 

or more health-care provider's jurisdiction. The medical record 

serves as the central repository for planning patient care and 

documenting communication among patient health-care 

providers and professionals contributing to patient care, hence 

the need for detailed and unambiguous reporting. For this 

information to be useful and to support the continuity of the 

patient’s care, the patient record needs to be available during 

inpatient care, for outpatient visits and at other times as needed, 

and must be kept up to date. Medical, nursing and other patient 
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care notes must be available to all the patient’s health-care 

practitioners who need them for the care of the patient. 

Information recorded includes, but is not limited to,: 

• Personal details for patient identification (including name 

and date of birth or other secondary identifier for patients) 

• Clinical history 

• Assessment and reassessment, care plans 

• Medical care at all levels (documents to accompany the 

patient/casualty to the next facility, including diagnosis, 

investigations, treatment and plan of care) 

• Discharge/follow-up instructions 

• Evacuation requirements if applicable 

• Logistics support provided 

Medical 

documentation 

 

Complete and standardized medical documentation in an 

operation is essential for the following reasons: 

• Medical treatment and procedures 

• Patient consent 

• Patient assessment and reassessment, clinical status and 

monitoring 

• Statistics and medical surveillance system functions 

• Facilitating easy processing of administrative matters like 

medical claims, compensation and determining the 

degree of disability. 

Pre-deployment 

medical 

examination 

documentation 

All personnel participating in a United Nations operation are 

required to submit their pre-deployment medical examination 

records to the medical authorities in the mission area to aid in 

patient treatment. This documentation should also include a 
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 summary of significant medical history and/or pre-existing 

conditions, current medical treatment and medication (if any), 

known drug allergies, blood grouping and an updated 

international certificate of vaccination.  

These records are to be securely filed by the respective medical 

unit or authority responsible for the daily health care of the 

individual. Personal medical records are to be treated as 

“medical-in-confidence” and should not be provided to anyone 

not directly involved in the patient’s care.  

Deployment and 

repatriation 

documentation 

 

If illness or injury occurs, the diagnosis and treatment provided 

must be accurately documented in these records, including any 

medical leave issued.  

As patient or casualty care may be disrupted by treatment by 

different doctors at different levels of medical support, there is a 

need to outline a clear treatment plan at each medical facility.  

Patient progress must also be periodically recorded under the 

progress notes. The medical records are to accompany the 

patient or casualty during evacuation to the next level of medical 

support, including repatriation to his or her home country.  

The records must be properly sealed and marked with the 

instructions “medical-in-confidence - to be opened by addressee 

only.” Copies need to be retained by the medical facility 
according to the appropriate medical records retention 
schedule. 

Post-deployment/ 

redeployment 

 

At the end of a peacekeeper’s tour of duty or following the 

completion of a mission, the health records are to be issued to 

the respective individual or unit in a sealed envelope, to be 

handed over to the respective national health authority or to 

his/her regular physician. 
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Should a medical unit be repatriated, all medical records are to 

be handed over to the unit replacing it. In the absence of the 

latter, the records should be handed over to the Office of the 

CMO. 

No medical or treatment records should be left unattended within 

the mission area. If these are no longer required, the records 

should be repatriated with the respective unit.  

Medical records should be retained by the medical facility in 

compliance with the United Nations medical record retention 

schedule.  

 

13.3. Role of DHMOSH 
The effective organization and analysis of medical information is a cross-disciplinary 

task. At the mission level, the CMO is responsible for implementing a UNHQPS-

compliant medical records system. DHMOSH offers multifaceted support to the field 

and oversees processes. 

The Clinical Governance Section can assist in establishing UNHQPS-compliant 

processes and conducting quality control audits.  

The Medical Workforce Management Section can provide guidance for updating the 

Mission Medical Support Plan as necessary and support the PDV team in the 

assessment of procedures and documentation of pre-deployment medical 

examination, prophylaxis and vaccination applied in the case of contingents and units.  

The Occupational Safety and Health Section can offer guidance and tools for 

managing occupational safety and health records.  

The Public Health Section can aid in public health outbreak investigation, management 

of case clusters, electronic data collection and systems that support case reporting 

and management, disease tracking/surveillance and data analytics. Using electronic 

reporting systems, the Public Health Section can implement health promotion/disease 

prevention programmes for non-infectious diseases and strengthening capabilities to 

respond to infectious disease threats and other public health emergencies/crisis. 
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13.4. Reporting requirements 
The CMO is accountable for timely, complete and accurate medical documentation 

and reporting in all missions. The Office of the CMO or FMO shall ensure that reports 

arising from T/PCC medical facilities in all United Nations operations are reported to 

DHMOSH accurately and in a timely manner. The Office of the CMO or FMO oversees 

the collection and compilation of the required data from medical units for submission 

to DHMOSH. All medical units, including those in national contingents, must comply 

with CMO or FMO instructions on reporting procedures. Information on serious injuries 

and diseases requiring medical evacuation (MEDEVAC) or hospitalization must be 

communicated as soon as possible to DHMOSH. Medical facilities should report the 

following data to the mission CMO/DHMOSH: 

 

38 Annex 3.15 “SOP – Notification of Casualties (NOTICAS) in Peacekeeping Operations and Special 
Political Missions”. 
39 Annex 3.16 “Medical Staff Aid 2 (Medical Facility Report)”. 

Due What is due How 

Daily Patient Experience Survey See chapter 11 

First month of rotation Clinical pathways See chapter 11 

Fifth and tenth month 

of rotation 

Hospital Evaluation Tool/Report See chapter 11 

Once per rotation Culture of Safety Survey See chapter 11 

When requested Clinical audit See chapter 11 

As scheduled Healthcare Quality and Patient Safety 

(HQPS) Assessment  

 

See chapter 11 

When needed Medical Staff Aid 1 (NOTICAS)38 

 

See Annex 3.14 

Every three months 

or following any 

rotation or change in 

composition of 

medical units. 

Medical Staff Aid 2 (Medical Facility 

Report)39 

 

See Annex 3.14 



 

Medical Support Manual for United Nations Field Missions  86 

 
 

13.5. Reporting Tools 
13.5.1. Medical Reporting Tool  
The MRT is a secure, easy-to-use online application that provides user-friendly 

navigation and content creation. It is designed to streamline the collection of statistics 

on numbers of patients and diseases. It allows CMOs to input data directly into the 

electronic templates of MSA-3A, MSA-3B, and BUR. This facilitates data collation and 

analysis for planning purposes and is connected to business intelligence dashboards. 

Data entered into the MRT is stored securely and archived. It manages data for 

contingent members, United Nations civilian and local staff, staff of agencies, funds 

and programmes and other agencies, as well as local populations that access DPO 

medical facilities.  

 

40 Annex 3.17 “Medical Staff Aid 3A (Medical Treatment Report Per Capita)”. 
41 Annex 3.18 “Medical Staff Aid 3B for New Cases and Medical Treatment Report by Diagnosis”. 

Monthly (prior to the 

fifth day of the 

preceding month) 

Medical Staff Aid 3A (Medical Treatment 

Report Per Capita)40 

(online submission through the United 

Nations Medical Reporting Tool (MRT)) 

See Annex 3.14 

Bimonthly (data 

should be collected 

and submitted from 

the 1st-15th of the 

month and from the 

16th to the end of the 

month)  

Medical Staff Aid 3B for Medical 

Treatment Report by Diagnosis41 

(online submission through the MRT) 

See Annex 3.14 

When needed Emerging infectious disease outbreak(s) 

(online submission through ORT) 

See Annex 3.14 

End of tour End of tour of duty report See Annex 3.14 

Daily Medical mapping See Annex 3.14 
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13.5.2. e-Outbreak Reporting Tool (ORT) 
The ORT is a reporting system that enables United Nations health-care personnel in 

field locations to report suspected outbreaks of infectious diseases in real time. Real-

time reporting provides the collective ability to track, manage and ultimately prevent 

outbreaks of infectious diseases in field locations. Accurate and timely reporting 

through the ORT allows DHMOSH to quickly respond and modify interventions to meet 

the needs of field locations. All peacekeeping missions and duty stations with United 

Nations clinics should be familiar with utilizing the ORT in order to readily access the 

Tool and respond promptly in the event of an emerging outbreak. All outbreaks, 

whether small or large, affecting United Nations personnel should be reported to 

DHMOSH through this portal by the CMO, FMO or United Nations Clinic Doctors or as 

designated by them. 

13.5.3. Electronic medical records and the occupational health management 
system (EarthMed)  
The current data management concept for the United Nations medical services 

envisions the extension of the EarthMed occupational safety and health record system 

to cover both medical and safety records as well as all United Nations Secretariat-

supervised entities, including all field entities, and potentially all T/PCC facilities. This 

will ensure that there is a link between safety-related data that leads to illness and 

injury and associated health data. Managers at all levels will thus be able to 

understand both the workplace-safety related causes of illness and their impacts in 

terms of sickness absence, MEDEVAC, repatriation and compensation. The use of 

EarthMed in such a way will also consolidate, standardize and streamline clinical data 

in peacekeeping operations (PKOs). All medical records generated within United 

Nations clinics should be in EarthMed, and all safety-related records including incident 

reports and mitigation measures are being migrated to the system. 

13.5.4. Submission of occupational safety and health reports 
This paragraph is currently only applicable to United Nations-owned equipment 
(UNOE) facilities and those T/PCC with access to EarthMed.  
Clinical staff entering diagnoses for illnesses and injuries considered likely to be 

service-related are to complete an incident report, generated automatically by 

EarthMed in such cases. 
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Safety staff recording workplace safety incidents, injuries, illnesses, exposures, near 

misses or dangerous occurrences are to complete an incident report in EarthMed, and 

where appropriate, refer it to clinical staff from within the application itself to ensure 

corresponding clinical outcome data is associated to the incident report. All personnel 

in missions that have a record in EarthMed (established through an Enterprise 

Resource Planning (ERP) system) are able to submit incident reports via the EarthMed 

portal, medical.un.org.  

13.6. Key messages  
• All medical facilities should keep medical records in compliance with the 

UNHQPS chapter on Management of Information for all patients. 

• All medical facilities should timely submit routine medical reports to the CMO 

and FMO. 

• All medical units, including those in national contingents, must comply with 

CMO or FMO instructions on reporting procedures. 

• The CMO is accountable for timely, complete and accurate medical 

documentation and reporting in all missions. 
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Chapter 14: Mental Health  

14.1. Introduction 

Mental health and well-being are essential to maintaining the operational readiness of 

uniformed personnel. It is important for leadership in the mission to emphasize this. 

The World Health Organization's principles of prevention, Promotion and protection 

and support of mental health are foundational to the Mental Health Strategy for 

Uniformed Personnel and this module. 

14.2. Roles and responsibilities of individuals in supporting the mental 
health of the uniformed personnel  

Mental health care is delivered through a multipronged approach, involving different 

appointment holders in the mission. A brief outline of their roles is included here. Their 

roles throughout the deployment cycle are described in detail in Annex 1 to Mental 

Health Strategy for Uniformed Personnel.  

14.2.1. Uniformed Mental Health expert 
There shall be Mental health experts (MHEs) (psychiatrist/psychiatry 

nurse/general/clinical psychologist) available in two Level 2 hospitals per mission. In 

addition, there shall be a psychiatrist at each level 3 Hospital. These experts are 

integral to mission mental health teams.  

14.2.2. United Nations system staff counsellors 
In most missions, staff/stress counsellors are available to promote the psychological 

and social well-being and welfare of United Nations staff and the Organization. These 

counsellors respond to daily counselling needs and support medical services with 

United Nations civilian staff mental health cases.  

14.2.3. Contingent clinical psychologist/psychiatrist or psychiatry nurse 
Some T/PCCs bring their own clinical psychologist/psychiatrist/psychiatry nurses and 

provide mental health and psychosocial support to their troops on the ground. T/PCC 

mental health staff can work together with the mission uniformed MHE.  
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14.2.4. Senior Medical Officer  
The Senior Medical Officer (SMO) of a national contingent is the most senior ranking 

medical officer in the contingent and reports directly to the national contingent 

commander. The SMO is also the FMO’s point of contact on health issues in his or her 

contingent. The SMO reports to the FMO on professional matters concerning the 

health of troops and on medical services provided by the respective contingent. 

Among other duties, the SMO of a national contingent is responsible for:  

• The mental health and well-being of his or her national contingent members 

and all United Nations personnel supported by the contingent’s medical 

units. 

• Overseeing the implementation of mental health measures as detailed in 

Annex I of the Mental Health Strategy for Uniformed Personnel within the 

contingent's area of operations. 

• Overseeing mental health training and health education of contingent 

peacekeepers and medical personnel. 

• Compiling mental health statistics and preparing reports required by the 

FMO for submission to UNHQ. 

•  Implementing the prevention/promotion/support activities on mental Health 

within the contingent throughout the deployment cycle. The SMO shall 

identify those needing mental health care and help them access it. 

• Introducing uniformed personnel to the Mental Health Strategy concept and 

familiarizing them with the Digital Mental Health Platform (website and 

mobile app); assisting uniformed personnel in installing the Mental Health 

App on their mobile phones and understanding how to use it. 

14.2.5. Force Medical Officer  
The roles and responsibilities of FMOs regarding the mental health of uniformed 

personnel are described in Annex I to Mental Health Strategy for Uniformed Personnel.  

The FMO is responsible for: 

• Coordinating the implementation of the Mental Health Strategy for 

Uniformed Personnel.  
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• Assisting the CMO in MEDEVAC of psychiatric patients. 

• Coordinating mental health literacy/training on mental health issues for 

uniformed personnel, leadership and medical officers.  

• Collecting and collating mental health statistics and reporting to 

DHMOSH/DOS at UNHQ. 

• Ensuring that all uniformed personnel have downloaded the mental health 

app onto their mobile phones and updated their location and status as 

uniformed personnel through the near-field communication (NFC) tags. 

NFC tags shall be provided to missions by UNHQ. These tags identify 

individuals as United Nations uniformed personnel.  

• Reassuring uniformed personnel that using the mental health app will help 

them build their resilience and that their data and identity will remain 

confidential. 

• Introducing the mental health strategy concept to uniformed personnel and 

familiarizing them with the digital mental health platform (website and 

mobile app); assisting uniformed personnel in installing the mental health 

app on their mobiles and understanding how to use it, if not already done 

by the SMO.  

14.2.6. Chief Medical Officer 
Annex I to the Mental Health Strategy for Uniformed Personnel describes the CMO's 

roles and responsibilities regarding the mental health of uniformed personnel.  

The CMO is responsible for: 

• Coordinating the work of the Mission Mental Health Team. 

• Retention/repatriation of uniformed personnel experiencing mental health 

issues.  

• Coordinating MEDEVAC of uniformed personnel needing mental health 

expert care.  

• Supporting all uniformed personnel to download the mental health app and 

update their location and status as uniformed personnel through NFC tags. 
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14.2.7. Religious/spiritual teacher in the contingent 
When stressed, uniformed personnel are likely to reach out to religious or spiritual 

teachers. These individuals play a key role in dispelling the stigma around mental 

health. With training, they can learn to identify red flags and help uniformed personnel 

to access professional mental health care. Their role is described in detail in Annex I 

of the Mental Health Strategy for Uniformed Personnel, and their training is detailed in 

Annex III of the same strategy.  

14.3. Mental health care delivery  

Mental health care should be integrated into general medical services. Mission and 

T/PCC medical professionals at all levels play a key role in providing mental health 

support. 

Table 1: Components of a Mission Mental Health team and T/PCC Mental Health team 
 
Mission Mental Health Team T/PCC Mental Health Team  

Senior Medical Officer  

Chief Medical Officer  

Force Medical Officer  

Mental Health Expert (s) in the Mission*  

Sector Commander  

Senior Medical Officer  

Religious Teacher  

General/Clinical Psychologist**/ 

Counsellors  

Company Commander  

Unit Commander  

*Psychiatrist, Psychiatry Nurse, General/Clinical Psychologist at the Level 2/3 hospital, and the Staff/Stress 
Counsellors.  
**General/Clinical Psychologist when available  
 
The work of medical professionals is indispensable for maintaining the overall 

readiness and effectiveness of uniformed personnel (see Annex 3.19).  

14.4. Digital mental health platform 

The Mental Health Strategy is accessible through a digital platform consisting of a 

website and a mobile app. The mobile app is available offline once downloaded.  

The mobile app provides uniformed personnel with mental health resources and 

screening tools to assist them in assessing their mental health status. It is envisaged 
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that regular use of the mobile app resources will assist uniformed personnel in 

maintaining a psychologically healthy lifestyle and improving their mental health 

resilience.  

It is recommended that the mobile app be downloaded in the pre-deployment phase. 

An email ID or mobile number can be used for registration. The mobile app is available 

in both Apple and Android stores.  

All qualitative and identifying information in the mobile mental health app is 
encrypted from end to end and unavailable to anyone other than the user.  

14.5. Training by medical staff deployed in various contingents 

Medical personnel in PKOs are responsible for providing skilled medical services to 

peacekeepers and continuously training other non-medical members of the contingent 

to administer Psychological First Aid, mental health awareness and suicide prevention 

training/education, psychological resilience training and coping skills training.  

Training modules relating to the above-mentioned skills are listed in Annex III of the 

Mental Health Strategy for Uniformed Personnel.  

14.6. Training by mental health expert  

Mental health experts will conduct training in Stress First Aid, Psychological First Aid, 

Problem Management Plus and mental health awareness/psychological resilience. 

14.7. Management of mental health issues in the mission 

The contingent SMO is the focal point for managing any mental health conditions 

emerging within the contingent while deployed in the mission area. He or she shall 

evaluate the individual and manage the situation or seek advice from a mental health 

expert in the mission or available locally. If the situation demands, he or she will 

request MEDEVAC to a higher health-care level where relevant expertise is available, 

in consultation with the FMO and CMO. Should a traumatic event occur, assistance 

from the mental health expert within the mission will be sought in coordination with the 

FMO and CMO.  
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14.7.1. Psychiatric illnesses that preclude participation in peacekeeping 
operations. 
When detected before deployment to a United Nations mission, psychiatric illnesses 

listed in Annex 3.20 to this strategy should preclude participation in peacekeeping 

operations. Conditions must, however, be carefully assessed on a case-by-case basis, 

considering the severity of the disease and the proposed deployment area.  

14.8. Key messages 
• “Mental health is a state of mental well-being that enables people to cope with 

life’s stresses, realise their abilities, learn and work well, and contribute to their 

communities.” 42 

• Specialists such as psychiatrists and psychologists contribute additional 

expertise that enhances the capabilities of mental health response teams. 

• Efforts to raise mental health awareness must be made by uniformed personnel 

at all levels and throughout the deployment cycle. Links to resources are 

provided in Annex III to the Mental Health Strategy for Uniformed Personnel. 

   

 

42 World Health Organization, "Mental Health", factsheet, 17 June 2022. 

https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
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Chapter 15: Telemedicine 

15.1. Introduction  
Telemedicine is an innovative component in the context of United Nations mission 

support for health care. The key objective of telemedicine is to provide timely and 

efficient health-care services at remote/isolated locations using secure information 

and communication technologies (ICT) while eliminating/reducing resource limitations 

(e.g., the availability of experts, cost and time) and overcoming geographical barriers 

(such as different reasons for delays in CASEVAC or MEDEVAC)  

15.2. Definitions of key terms 
Terms Definitions 

Telemedicine The delivery of health-care services where distance is a critical 

factor by health-care professionals using ICT for the exchange 

of valid information for diagnosis, treatment and prevention of 

disease and injuries, in the interests of advancing the health of 

individuals and their communities.  

Teleconsultation  Provision of remote clinical services to patients using dedicated 

telemedicine technologies. This may not always involve a 

patient, for example, in the case of an interaction between 

health-care providers regarding a case. 

Tele-expertise Opinion or guidance given by a remote specialist to a patient-

side health-care provider via teleconsultation. This can be 

further broken down into clinical specialties such as tele-

dermatology, tele-ophthalmology, etc. 

Store and 

forward 

Exchange of clinical information (history, medical images, 

reports, etc.) between health-care professionals using a secure 

portal / electronic medical record (EMR) platform for specialist 

advice. It does not involve an interactive conversation with an 

audio or video component and is also referred to as 

asynchronous telemedicine. 
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Real-time 

telemedicine 

Simultaneous exchange of clinical information between two or 

more parties (usually health-care providers but possibly also the 

patient) using secure audio/video technology for diagnostic and 

therapeutic assistance in the treatment of patients who would 

otherwise not have timely access to specialist care. Also referred 

to as synchronous telemedicine. 

Referrer The health-care provider, usually at the patient’s side, who seeks 

a remote specialist’s advice using telemedicine. 

 

15.3. Implementation model 
All United Nations civilian and military medical facilities are equipped with United 

Nations-approved telemedicine solutions (EMR platforms, software and hardware 

devices) capable of conducting store and forward and offering real-time telemedicine 

services.  

• Level 1 clinics are the referral sites for telemedicine. Personnel at these 

clinics discuss applicable cases with specialists at designated higher-tier 

hospitals within the sector or mission using United Nations-approved 

telemedicine solutions. Depending on the site and risk level, Level 1 clinics (or 

TOBs) are also equipped with rapidly deployable telemedicine kits with satellite 

connectivity solutions for dynamic use cases, such as point of injury for pre-
hospital care. 

• Level 1+ hospitals or above within the mission area are specialist sites for 
telemedicine. Specialists at these hospitals will provide tele-expertise to 

support with case management and evidence-based referral decision-making 

at Level 1 clinics. 

• Level 4 hospitals (in Member States) are specialist sites providing cross-
border telemedicine services to selected Level 1+ or higher medical facilities 

in missions. These telemedicine referral centres are identified and cleared by 

DHMOSH via the provisions of an MOU.  
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15.4. Roles and responsibilities 
Centralized governance of United Nations telemedicine services is provided by the 

Clinical Governance Section, DHMOSH. with the Office of Information and 

Communications Technology (OICT) supporting service delivery. The roles and 

responsibilities of all civilian and military personnel in telemedicine services are 

regulated by the document outlining the strategic framework of telemedicine. 

Profiles Roles 
Chief Medical 

Officer 

Has overall responsibility for the implementation of telemedicine 

services at all levels of care in mission. The CMO coordinates 

user management and ensures all users have access to United 

ations-approved telemedicine solutions including required ICT 

infrastructure. 

Force Medical 

Officer  

Coordinates with CMO to ensure implementation of telemedicine 

services for specific use cases as per standard operating 

procedures (SOPs) at all military medical sites. 

The FMO designates a telemedicine focal point (usually the 

SMO) at all military medical sites to facilitate user management, 

onboarding/offboarding and user training during deployment. 

Senior Medical 

Officer  

Ensures all users (clinicians or designated medical staff) have 

access to user resources, training materials and SOPs on 

telemedicine use. 

Reports telemedicine usage data and supports in evaluation of 

services. 

Manages handover and timely updating/reporting of user profiles 

to FMO and CMO Offices during rotations 

Medical 

personnel 

Must complete telemedicine eLearning and training 

requirements and utilize telemedicine services in accordance 

with SOPs. 
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Frontline medics Must complete telemedicine eLearning and training 

requirements and utilize telemedicine services for applicable use 

cases. 

15.5. Key messages 
• Telemedicine provides timely and efficient health-care services at 

remote/isolated locations while eliminating/reducing resource limitations and 

overcoming geographical barriers.  

• Telemedicine eLearning and training are mandatory for all field medical 

personnel.  
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Chapter 16: Medical Standards for Employment 

16.1. Introduction  
United Nations medical standards for employment are in place to ensure that all 

personnel (both military and civilian) are fit to perform their designated functions 

without risk to their own safety and health or that of others. Like all medical clearance 

processes, determining fitness for duty takes into consideration the individual’s 

physical and mental health, the functions to be performed and the health risks and 

health support available at the proposed service location.  

Official provisions are outlined in the administrative instruction on medical clearance 

(ST/AI/2018/4).  

16.2. Overview of clearances 
16.2.1. Pre-employment clearance for staff 
Pre-employment clearance applies primarily to new or prospective United Nations staff 

members. It should also be carried out when a staff member changes position or 

nature of tasks (i.e., in the case of changes to their job description) or moves to another 

duty station (in view of corresponding changes to the location health profile). The 

clearance decision is taken by the medical service in the prospective mission / duty 

station, on the principle that the receiving medical service is responsible for the health 

care of staff joining their duty station. As such, the medical service has the right to 

exclude prospective staff from joining their duty station if it presents too high a risk. 

There are two processes for staff employment clearances, with two corresponding 

forms: 

1. The MS.2 form, which requires a medical history, physical examination, basic 

haematology, biochemistry and urine testing, an ECG and a chest X-ray 

depending on risk. Only security staff undertaking physical security functions, 

drivers and manual workers are required to complete a MS.2 as part of their 

medical clearance process. The MS.2 can be overseen by United Nations or 

external physicians, but clearance itself can only be granted by a mission 

clinician with delegated authority for employment medical clearances. 
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2. The MS.3 form, screens for information on past, current and future health 

factors. The MS.3 form is a screening tool and identifies very low risk 

candidates. Positive indicators on the MS.3 require follow-up and targeted 

intervention to identify any health risks applicable to the proposed work. The 

MS.3 form is completed by the candidate and reviewed by United Nations 

clinical staff to identify any follow-up action required. Clearance itself can only 

be granted by a mission clinician with delegated authority for employment 

medical clearances. 

16.2.2. Pre-employment (pre-deployment) clearances for T/PCCs 
All T/PCC members of formed units must undergo a MS.2 process. The MS.2 is 

conducted by the medical staff of the deploying national authority. Individual uniformed 

personnel undergo a MS.3 process. Clearance for individual uniformed personnel can 

only be granted by a mission clinician with delegated authority for employment medical 

clearances. 

16.2.3. Travel clearances for staff 
Any travel outside of the duty station arranged through Umoja, the United Nation’s 

Enterprise Resource Planning (ERP) system, (requires a travel clearance. Travel 

clearance is mandatory, and failure to receive travel clearance prior to travel may 

result in exclusion from workers’ compensation coverage under Appendix D to the 

United Nations Staff Rules. The travel clearance process uses form MS.4 which, like 

the MS.3 form, is a screening tool. Positive indicators lead to further review by United 

Nations clinicians to ensure staff members are as well prepared as possible for travel. 

Travel clearance may require vaccinations, prophylaxis or a briefing to address 

destination-specific issues. The medical service in the mission / duty station from 

which the staff member is departing is responsible for preparing and completing the 

travel clearance process. 

T/PCC personnel do not require travel clearances. 

16.2.4. Periodical medical clearances  
There is no evidence indicating that undertaking periodic medicals as a routine 

measure is of any value. They are encouraged for those at higher risk if medical 

resources are available, but in general they are not mandatory unless required by a 
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specific duty station or task risk. In such cases, medical clearances are carried out by 

the medical service in the mission or duty station.  

TPCC personnel do not need to undergo periodical medical clearances. 

16.2.5. Exit medical clearances  
Although a feature of some military processes, exit medical clearances are not 

conducted by the United Nations for either staff or T/PCC personnel. 

16.2.6. Return to work  
An assessment of fitness to return to work is of value following major injuries, illnesses, 

a significant period of sick leave or medical evacuation (MEDEVAC). While this is not 

the same as medical clearance, it is an integral part of the overall health-care process 

and determines if a “return-to-work” plan is needed, what form it should take, and if 

either medical restrictions or workplace accommodation should be implemented. 

Return to work rarely involves being incapacitated to work for an extended period and 

immediately being fully fit for work. 

The return-to-work programme and any restrictions or workplace accommodation 

required is the responsibility of the mission medical service. 

Return-to-work plans for T/PCC personnel are the responsibility of their supporting 

medical service, either that of the contingent or the United Nations depending on the 

duty station. 

16.2.7. Medical clearance on request  
Any mission medical officer with delegated authority for conducting medical 

clearances or for supervising the occupational health care of a staff member may at 

any time require a medical assessment to assess fitness for work. The medical officer 

can impose restrictions up to and including being unfit for any work. Medical 

restrictions must be followed by both the staff member and the supervisor. 

Staff members may also request an assessment of fitness for their full duties through 

a request for for workplace restrictions or accommodation. This usually occurs in the 

context of sick leave but can happen independently of sick leave. 
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Although less common, supervisors may also request a medical assessment at any 

point if they have a legitimate and reasonable belief that one of their staff has a medical 

issue that is affecting or could affect their or others’ health and safety.  

Regardless of how the medical assessment is initiated (by the medical service, the 

staff member or the supervisor), this assessment does not represent medical 

clearance unless an employment clearance request is also submitted and responded 

to in Umoja. 

Medical clearance on request for T/PCC personnel is the responsibility of their 

supporting medical service, either that of the contingent or the United Nations 

depending on the duty station.  

16.2.8. Requirements for medical clearances  
The United Nations Medical Director is responsible for establishing the use of different 

processes (e.g., MS.2 or MS.3) and setting the questions in these or similar forms, as 

well as for determining the physical examinations, tests or other investigations needed. 

These requirements may be subject to change over the lifespan of the Medical Support 

Manual as new processes are developed to reflect changes in medical evidence 

around health risk and to make improvements to administrative processing. 

16.2.9. Standards for medical clearance  
The mission Chief Medical Officer (CMO) is responsible for determining whether a 

response to a question or the findings of a physical examination, test or investigation 

meet the United Nations standards for employment. This is based on authority for 

medical clearances being delegated to the CMO. The CMO’s assessment should be 

founded on a holistic appraisal that includes exam or test findings, the work expected 

of the staff member, and risks and capabilities pertaining to the duty station. 

16.3. Role of DHMOSH 
The role of DHMOSH in relation to clearance processes includes: 

• Providing a Headquarters review process for missions who seek additional 

advice on a clearance. This can be requested using the ‘HQ Review’ function 

in EarthMed. While DHMOSH will provide advice on wider policy and medical 
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considerations and share the insights and view of DHMOSH, final authority to 

grant clearance rests with the mission and CMO. 

• Establishing the framework to be used by mission clinical staff for undertaking 

standardized assessments. 

16.4. Reporting requirements 
Employment and travel clearances can only be done in EarthMed and are based on 

employment and travel clearance requests transferred by interface from Umoja. 

Manual clearances cannot be created in EarthMed for United Nations Secretariat or 

T/PCC staff. They will not therefore be recorded as a medical clearance. 

End users and Headquarters entities can review clearances via the EarthMed 

Clearances PowerBITM dashboard. No additional reporting is required. 

Where an assessment is made and mission medical staff wish this to be reflected as 

a clearance, this must be done via HR colleagues creating a request in Umoja. This 

cannot be done for T/PCC personnel. 

16.5. Key messages 
• Medical assessments regarding fitness for work can take place through several 

mechanisms (MS.2, MS.3, MS.4, etc.), but clearances are only given for 

employment and travel based on requests from Umoja or Hermes/FSS ERP 

systems. 

• DHMOSH can provide advice via the ‘HQ Review’ function in EarthMed, but 

missions retain responsibility for the clearance decision. 
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Chapter 17: Occupation Safety and Health Framework  

17.1. Introduction  
Missions exist to meet their mandates, but for individual staff and contingent members, 

consultants, contractors and volunteers, missions are also workplaces. There is a 

universal obligation for employers to create safe workplaces for United Nations 

personnel. Safety arrangements are aimed at identifying and preventing exposure to 

hazards. Every mission should have a clear understanding of its safety risks based on 

its own incident and accident data and have a suitable safety programme in place to 

address these risks.  

The fifth fundamental principle and right at work (FPRW) of the International Labour 

Organization (ILO) is the right to a safe and healthy working environment.43 Along with 

this principle, the 13th ILO/WHO Joint decision on Basic occupational health services 

(BOHS)44 represents the framework within which the OHS services shall be delivered 

to field staff. The ultimate objective of the BOHS initiative is to provide occupational 

health services for all working staff members and uniformed personnel in the world, 

regardless of the type of deployment, size of the workplace, or geographic location (ie, 

according to the principle of universal services provision).45 

Recognizing the need to meet these obligations, the Secretary-General, in 

ST/SGB/2018/5, called for the introduction of an occupational safety and health (OSH) 

management system. This chapter outlines the fundamental components of this OSH 

management system, which missions must take into account when implementing their 

mandates. 

 

43 The International Labor Conference - 110th Session in June 2022 
44https://www.ilo.org/sites/default/files/wcmsp5/groups/public/@ed_protect/@protrav/@safework/docu
ments/publication/wcms_110478.pdf  
 

45 World Health Organization (WHO).The world health report 2000—health systems: improving 
performance. Geneva: WHO; 2000. 

https://www.ilo.org/sites/default/files/wcmsp5/groups/public/@ed_protect/@protrav/@safework/documents/publication/wcms_110478.pdf
https://www.ilo.org/sites/default/files/wcmsp5/groups/public/@ed_protect/@protrav/@safework/documents/publication/wcms_110478.pdf
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17.2. Policy and standards 
Occupational safety and health policy is generally applicable to all duty stations and 

covered entities, including Headquarters, regional offices, United Nations Country 

Teams and missions. Policy is therefore developed in Headquarters and requires a 

wide-ranging consultation process. 

OSH standards are technical requirements that specify how the workplace should deal 

with specific workplace hazards, for example working at heights, managing sharps, 

ergonomics or handling specific chemicals. These standards are often also developed 

as part of the duty station’s national workplace safety programme; hence each country 

may have different standards. Where an applicable United Nations standard does not 

exist for a specific hazard or work activity, duty stations are expected to follow local 

requirements for managing the hazard or work activity in question. While the privileges 

and immunities of United Nations workplaces apply, this should not compromise 

safety. Where both a United Nations standard and a national standard exist, the 

requirements of the more stringent standard are to apply. 

17.3. Role of affiliated safety bodies 
The United Nations OSH management system is still in active development and many 

aspects of workplace safety are currently managed by other groups. 

17.3.1. United Nations Department of Safety and Security  

UNDSS focuses primarily on security matters, but until the OSH management system 

has sufficient capacity, DSS covers a number of significant safety matters, including 

fire safety and road safety. DSS staff may also conduct investigations and reviews of 

safety incidents where no other capacity exists.  

17.3.2. Aviation safety 
Aviation safety staff cover a specific technical sub-set of safety relating to aircraft and 

air travel.  

Aviation safety incidents that lead to injuries or illnesses, or near misses, should still 

be reported via the OSH IRS to promote a holistic understanding of the overall OSH 

risk in missions. 
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17.3.3. Environmental safety staff 
Environmental safety staff provide guidance and support within missions to implement 

an environmental strategy and within this, to assist missions to operate with minimal 

direct or ecosystem-related risk to people. Hazard identification and the risk 

management of environmental hazards sits with safety staff, while the wider 

operational aspects that lead to or mitigate the environmental hazards themselves is 

more likely to fall within the responsibility of environmental safety staff. Specific 

responsibilities for a particular situation must be determined at mission level in 

accordance with available capabilities and expertise.  

Environmental safety incidents that lead to injuries or illnesses, or near misses, should 

still be reported via the OSH IRS to promote a holistic understanding of the overall 

OSH risk in missions. 

17.3.4. Investigative staff (Board of Inquiry staff) 
Staff in certain specific roles may be called upon to investigate particularly serious 

injuries, fatalities or major events. Teams formed to investigate safety incidents should 

routinely include Safety Officers with professional skills in safety matters and should 

include occupational health staff in the case of relevant medical factors (such as 

infectious disease, treatment given or access to care). Investigative staff should 

ensure that where safety or medical staff are not involved, the findings from Boards of 

Inquiry or Head of Mission (HoM) reports that have an OSH component are made 

available to OSH staff so that these findings can be reviewed for potential inclusion 

within the OSH risk register. 

17.4. Employment and travel clearances 
Fitness for work and fitness to travel are fundamental OSH concerns. Every mission 

is to ensure that personnel who are commencing work in a duty station, who change 

the nature of their tasks or who change duty stations are cleared via an appropriate 

employment clearance process.  

Similarly, personnel who travel on official business should be cleared for travel when 

either the new location has significantly different local health risks, or if the travel itself 

has the potential to impact health. Further information on employment and travel 

clearances can be found in Chapter 16. 
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17.5. Sick leave and return-to-work management 
Occupational health covers any matter where work affects health, or health affects 

work. Sick leave therefore has an occupational health component. This is the case 

particularly upon completion of sick leave, i.e. when personnel return to work. All 

clinicians certifying sick leave should consider whether a return-to-work plan would be 

beneficial to the staff member when their sick leave comes to an end. The return-to-

work plan must be: 

• recorded in the medical record. 

• developed in conjunction with the staff member and made available to the 

supervisor in a way that ensures medical confidentiality. 

• time-limited, and cover tasks, work duration and any other relevant factors. 

In some cases, work restrictions are appropriate to maximize safety for the staff 

member or the workplace. From an OSH perspective restrictions must be: 

• documented in the medical record and made available to the staff member and 

their supervisor, usually with a review date. 

• limited to describing what the staff member may not do, for example: “may not 

lift more than 10 kg” or “may not stand for more than four hours in a workday”. 

They should not specify a particular way of working, for example, “must work 

remotely” or “must be given only low-stress tasks”. This type of advice is more 

appropriately presented as part of a workplace accommodation request. 

• considered as medical requirements for employment. Neither the staff member 

nor the employer may waive them. If the restriction is incompatible with the 

essential nature of the staff member’s tasks, then the staff member is to 

continue on sick leave or be assessed for clearance to work. 

17.6. Workplace risk assessments and ergonomics 
A fundamental component of workplace safety is the regular inspection of workplaces 

and work activities to determine if hazards are present that should be assessed, rated 

and mitigated. Workplace risk assessments (WRAs) can be based on the presence of 

known hazards (such as chemicals, welding, grinding, machinery, forklifts, etc.), or 
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based on an indication from accident and incident reports where either near misses or 

accidents have occurred. A WRA can be conducted by supervisors, who know their 

workplaces best, by Safety Officers, or in some cases by clinical staff. Regardless of 

who conducts the WRA, the key requirements are the same and should identify: 

• what the hazard is 

• who could be harmed and how 

• what the risk is (considering the probability of the risk occurring and the severity 

of the outcome) 

• what measures can be put in place to address the risk. 

The greater the risk, the more important it is that the mission have qualified Safety 

Officers to accurately assess it and develop an appropriate mitigation plan. It is 

common for mitigation plans to have their own individual risks, and Safety Officers are 

best placed to develop suitable mitigation plans that do not substitute one risk for 

another.  

A specific type of WRA often assigned to occupational health staff relates to 

ergonomics. While ergonomics is usually used to describe desk, chair and display unit 

set-up, it can cover any interaction between workers and the tools and equipment they 

use. Ergonomic assessments should be routinely recorded in EarthMed. 

17.7. Incident reporting 
To comply with the requirements of ST/SGB/2018/5 all incidents that have caused 
illness or injury, or that have the potential to cause illness or injury, are to be 
reported. This enables the Organization to proactively identify and prevent exposure 

to workplace hazards.. Incidents must be reported as soon as practical and can be 

signalled in several ways, as outlined below.  

• CMOs are to ensure all United Nations clinical staff who record any illness or 

injury with a diagnosis in EarthMed also assess on a preliminary basis if the 

injury or illness is likely to be related to work or not. The creation of a diagnosis 

may be linked to clinical consultation, sick leave, MEDEVAC, repatriation or 
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disability submissions. A positive finding of “work-related” will trigger an incident 

report. 

• T/PCC medical facility staff who do not have access to the EarthMed OSH 

system are strongly encouraged to report incidents to their Force Safety Officer, 

the mission (United Nations) Safety Officer, a United Nations clinic or a 

contingent or mission safety focal point. These personnel will then ensure the 

incident is recorded in the OSH IRS. 

• Staff members including supervisors and managers who witness or are made 

aware of incidents in their workspaces or amongst their team members can 

report incidents directly into the OSH IRS by submitting an incident report via 

the EarthMed Portal, medical.un.org, or via the QR code in Figure X. 

• Safety Officers or safety focal points may submit incident reports based on 

workplace risk assessments, workplace safety inspections or information 

gained in any other way through the normal course of their work, such as by 

email or phone call. Safety Officers may also create incident reports based on 

other investigations such as Boards of Inquiry or HoM reports. 

• Compensation staff may create incident reports following compensation claims. 

• Notification of Casualty (NOTICAS) reports also automatically trigger incident 

reports, and further automated interfaces may be developed to trigger incident 

reports (such as with security, transport or other systems). 

Note that multiple reports of the same incident will be grouped together as part of the 

Safety Officer’s review process. These incidents link securely and confidentially to 

health records to better improve an understanding of the cost of the outcomes (for 

example in days lost, medical evacuations, etc.). 
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Figure X: QR code to submit an incident report 

17.8. Incident report processing 
All incident reports are reviewed by a Safety Officer or OSH Officer who has access 

to the safety module of EarthMed. The report will be reviewed and investigated (if 

required), classified and rated according to risk. A suitable mitigation plan will be 

developed and then followed up to assess if the overall risk has been reduced. Where 

risk is significant and cannot be reduced it will be passed to the mission OSH 

Committee for further action.  

Where a mission does not have a qualified Safety Officer the reports will be reviewed 

as an interim measure by United Nations Global Service Centre, classified and a basic 

risk mitigation plan developed.  

17.9. Responsibilities of mission personnel in OSH management 
17.9.1. Senior management  
Senior managers are responsible for supporting a safe workplace culture and ensuring 

there are OSH personnel and systems to meet the requirements of Staff Rule 1.2(c). 

17.9.2. OSH Committee  
OSH committees are the primary means by which workplace health and safety matters 

can be raised and discussed with the participation of staff, managers and technical 

representatives. An effective OSH committee is one of the requirements outlined in 

the DOS/DPO/DPPA Standard Operating Procedure (SOP) on Safety Risk 

Management.  

17.9.3. Safety Officer / OSH Officer  
All missions require access to a qualified Safety Officer or OSH Officer to meet the 

minimum requirements for an occupational safety capability. Safety focal points with 
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limited technical backgrounds can act as liaison and assist with communications and 

incident reporting, but in most cases they are not qualified to develop risk mitigation 

plans. The Force Safety Officer (if present) or the mission Safety Officer are required 

to be technical representatives on safety for the mission OSH Committee. When 

recruiting safety staff, missions must confirm requirements and suitability of job 

openings with UNHQ so that there is consistency in qualifications, skills, experience 

and approach with regard to workplace safety across all missions. 

17.9.4. Medical staff 
Medical staff are responsible for assessing injuries and illnesses and providing 

guidance on causation concerning work-related exposures. In general, however, 

medical staff are not qualified to develop safe mitigation plans for non-medical 

hazards, which requires the skills of Safety Officers. The Force Medical Officer (FMO) 

and CMO are required to be technical representatives on health for the mission OSH 

Committee. 

17.10. Responsibilities of OSH support entities 
17.10.1. United Nations Global Service Center (UNGSC) 
UNGSC OSH staff provide safety, engineering and training support to missions. 

Where a mission does not have a qualified Safety Officer, incident reports from that 

mission will be reviewed by safety staff at UNGSC. The incident will be classified and 

a basic risk mitigation plan developed. Further action consistent with a full review, 

including verification that the incident has been effectively addressed and the 

assignment of post mitigation risk ratings, will only occur for significant incidents or 

severe outcomes. 

For specific significant hazards, UNGSC may conduct an OSH Assistance Mission to 

the duty station to provide detailed technical assessment, advice, and 

communications.  

17.10.2. DHMOSH 
DHMOSH OSH section is available to provide guidance and support on any aspect of 

occupational safety and health listed in this chapter (via osh@un.org). Occupational 

safety and health matters are delegated to the field and DHMOSH does not process 
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incident reports for missions, though missions may escalate selected incidents for 

opinion and guidance. 

DHMOSH retains overall responsibility for establishing an overarching OSH 

management system, including: 

• Policy and standards 

• Incident reporting system infrastructure 

• An organizational risk register based on incident data 

• Oversight of system-wide risk mitigation plans for significant or global 

workplace risks 

• Capacity-building including staffing profiles and OSH training 

• Reporting to senior management, and assistance with development of mission 

specific reports 

• Monitoring and evaluation, including an annual compliance exercise with the 

core competencies outlined in the DOS/DPO/DPPA SOP. 

17.11. Reporting requirements 
There are two elements to reporting from missions: 

• Through the incident reporting system, based on individual incidents and drawn 

from data collected through the incident reporting system. This is centrally 

managed via dashboards (which will also be made available to missions). 

• The annual core compliance exercise which assesses the mission’s OSH 

management system. 

17.12. Key messages 
The key elements of an effective OSH management system in missions are: 

• Having at least one qualified Safety Officer. Occupational health staff provide 

only a partial capability. Safety focal points, even with United Nations-

sponsored training, are not safety professionals and their role may be limited to 

communication plans and liaison with support services.  
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• Ensuring all capacity-building is done in partnership with UNHQ. The United 

Nations OSH system is developing, and therefore both the recruitment of staff 

with a safety/OSH role and the conduct of safety/OSH training must always be 

coordinated with UNHQ. 

• Holding regular OSH Committee meetings attended by senior representatives 

of management, staff unions and technical groups. The OSH Committee raises 

and reviews issues and passes these on to senior management for action.  

• Actively creating a culture where all OSH incidents are reported. The 

widespread use of the incident reporting system for every near miss, dangerous 

occurrence, accident, injury and illness is critical to creating an evidence base 

relating to workplace safety and health, and is the best indicator of the mission’s 

commitment to safe work. 

Security relates to undesirable events or malicious acts deliberately caused by a 

motivated human antagonist. Safety relates to undesirable events that are non-

deliberate, i.e., exposure to workplace hazards, accidents and acts of nature in the 

workplace.  

The cause of deliberate events is a “threat”, while the cause of non-deliberate events 

is a “hazard”. As such, the concept of “security” covers threats, and the concept of 

“safety” covers hazards.  
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Chapter 18: Compensation Claims 

Compensation for death and disability of uniformed personnel (Compensation 
Claims) 

18.1. Introduction  
In accordance with General Assembly resolutions,46 the United Nations provides 

compensation for the death and disability of uniformed personnel deployed to United 

Nations peace operations. As a result, all claims can be submitted even after the 

related missions have closed. 

18.2. Definitions of key terms 
Terms Definitions 

Criteria to qualify for 

compensation.  
 

The general criteria used to determine eligibility for 

compensation in case of death or disability of uniformed 

personnel are described below: 

a. The death, injury or illness must have a causal link to 

service in the mission. 

b. The death, injury or illness must not be the result of gross 

negligence or wilful misconduct on the part of the 

uniformed personnel. 

c. Upon receipt of a claim from a T/PCC, the Uniformed 

Capabilities Support Division (UCSD) requests a 

Notification of Casualty (NOTICAS) confirmation from the 

field mission, ascertaining the facts regarding (a) and (b). 

d. The death, injury or illness must not be due to a pre-

existing medical condition or complication. 
 

 

46 General Assembly resolutions governing the existing death and disability framework include 
A/RES/51/218E, A/RES/52/177, A/RES/64/269, A/RES/72/285, A/RES/76/274 and recalled 
resolutions A/RES/51/218E and A/RES/52/177. 
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Disallowed 

items/claims 

 

In all cases where there is no clear evidence of a causal link, 

sympathetic consideration will be given to the details of the 

claim.47 

In accordance with the foregoing principles, the United 

Nations will not normally pay compensation for death or 

disability of uniformed personnel when such death or 

disability results from pre-existing medical conditions, suicide 

or wilful intent to bring about death, injury or illness to the 

uniformed personnel in question or another. Where the 

circumstances of a death, injury or illness are not clearly 

determined or where further questions arise, claims may be 

referred to the Office of Legal Affairs for advice.48 

Submission 

procedure for 

Notification of 

Casualty49 

Each case of injury or death is to be reported immediately to 

the United Nations Operations and Crisis Centre (UNOCC) 

in the form of a NOTICAS. This information will be used for 

consideration of any subsequent claims. 

Medical 

confidentiality50 

 

Medical information is to be treated as confidential and 

privileged. Confidentiality must be always maintained. 

Neither medical records nor information shall be released 

without proper authorization. Under no circumstances should 

information be provided to anyone not directly involved in the 

patient’s care. Exceptions may be made in the event of a 

formal investigation or Board of Inquiry, where there is an 

instruction from a relevant authority to release such 

 

47 A/RES/61/276 “Administrative and budgetary aspects of the financing of the United Nations 
peacekeeping operations: cross-cutting issues,” sect. X, para. 9(f). 
48 ST/SGB/2018/1, Appendix D “Rules governing compensation in the event of death, injury or illness 

attributable to the performance of official duties on behalf of the United Nations”.  
49 See Annex 3.15 “SOP on Notification of Casualties (NOTICAS) in Peacekeeping Operations and 

Special Political Missions” (2017). 
50 See Chapter 13 “Medical Records Keeping/Medical Reporting Tools” in the Healthcare Management 

Module of the 2024 version of this manual. 

https://www.ungeneva.org/sites/default/files/2020-08/Appendix-D-EN.pdf
https://www.ungeneva.org/sites/default/files/2020-08/Appendix-D-EN.pdf
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information. In this regard, in the preparation of NOTICAS, it 

is important to ensure that an individual’s right to medical 

confidentiality is balanced with the Organization’s needs and 

purposes. To achieve this, the NOTICAS should not include 

specific details pertaining to an individual’s medical 

diagnosis, underlying medical condition(s) or any medical 

records. 

Care must be taken to ensure confidentiality in the transfer 

of patient medical records, the submission of reports and 

other routine administrative processes (e.g., compiling and 

submitting disbursement vouchers for medical expenses). 

Reports sent via United Nations pouch or the postal services 

should be properly sealed and marked with the instruction “to 

be opened by addressee only”.  

In case of disability claims a document signed by the patient 

exempting the relevant doctors from medical confidentiality 

should be obtained. 

Timeframe for 

submission and 

settlement of claims 

 

The General Assembly has not placed any time limits on 

Member States submitting death and disability claims to the 

United Nations. 

In A/RES/52/177, the General Assembly requested that the 

Secretary-General settle death and disability claims as soon 

as possible but not later than three months from the date of 

submission of a claim. The Secretariat endeavours to settle 

claims received from Member States as expeditiously as 

possible and within 90 days of the date of receipt of all 

relevant documentation.  
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18.3. Role of DHMOSH and UCSD 

Permanent Missions (PMs) to the United Nations submit death and disability claims to 

UCSD51 of DOS. UCSD liaises with DHMOSH, field missions, PMs and other relevant 

stakeholders, certifies the claims and processes the disbursement of compensation.  

Disability is compensated according to the percentage of the maximum GA-authorized 

amount in US dollars corresponding to the degree of permanent loss of function (PLF) 

upon completion of all treatment and where maximum medical improvement is 

achieved. The percentage of PLF is determined by DHMOSH according to the latest 

edition of the American Medical Association Guides to the Evaluation of Permanent 

Impairment.52 

18.4. Reporting requirements for Member States when submitting 
documentation in support of death and disability claims 53 

The claim should be submitted in the format provided in the “Claim for death or 

disability of members of national military contingents sustained in the service of United 

Nations peacekeeping operations” (A/52/369 Annex IV), along with a copy of the 

NOTICAS form (see Annex 3.15 of this manual). 

Type of claim Required support documentation 

Death claims a. A copy of the death certificate 

b. A copy of the autopsy report, if available 

c. A copy of the pre-deployment medical examination (MS.2 

form) 

 

51 UCSD serves as a single point of contact for T/PCCs on all administrative and logistical issues related 
to force generation, memorandums of understanding, contingent-owned equipment and 
reimbursement.  
52 See https://ama-guides.ama-assn.org/ 
53 See A/63/550 “Comprehensive review of the compensation of death and disability benefits to military 
contingents, formed police units, military observers and civilian police: report of the Secretary-
General”. 

 

https://ama-guides.ama-assn.org/
https://digitallibrary.un.org/record/643536?ln=en
https://digitallibrary.un.org/record/643536?ln=en
https://digitallibrary.un.org/record/643536?ln=en
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d. A copy of the medical records to determine if there were 

any pre-existing medical conditions 

e. Medical reports from treating facility/physician 

f. Supporting documents for medical expenses claimed, if 

any 

g. A copy of invoices for funeral expenses. 
 

Disability claims a. Recent medical reports from the treating doctors 

indicating the diagnosis, treatment provided and the 

determination that maximum medical improvement has 

been achieved and no further treatment is expected or 

possible. 

b. Any medical reports associated with the injury/illness, 

including but not limited to X-rays, CT scans, pathology 

reports, MRI, etc. 

c. A copy of the pre-deployment medical examination 

d. A copy of the medical records to determine if there were 

any pre-existing medical conditions 

e. Supporting documentation for medical expenses claimed, 

if any 

The list of medical records/report listed above is not 

exhaustive and depends on the nature of injury/illness 

sustained. 

18.5. Key messages 
• The United Nations provides compensation for the death and disability of 

uniformed personnel deployed to United Nations peace operations. 

• The General Assembly has not placed any time limits for Member States to 

submit death and disability claims to the United Nations. 
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• PMs to the United Nations submit death and disability claims to the UCSD of 

DOS on behalf of the claimant. 

• The Secretariat endeavours to settle claims received from Member States as 

expeditiously as possible and within 90 days from the date of receipt of all 

relevant documentation. 
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Chapter 19: Cooperation with Investigative Bodies 

19.1. Introduction  
The release of confidential information to duly authorized investigative or review 

bodies including Boards of Inquiry is intended to support optimal quality of operations, 

effective personnel management, and to identify and address workplace risks as part 

of the Organization’s general duty of care. Medical personnel are to support these 

bodies as much as possible through guidance and assistance, and where appropriate 

provide information in a way that avoids unnecessary medical terminology or jargon 

and contributes to an effective investigation process. 

19.2. Definitions of key terms 
Terms Definitions 

Confidential Medical 

Information (also 

referred to as “Protected 

Health Information”) 

Individual medical histories, test or laboratory results, 

physical or mental health conditions and diagnoses or 

other information related to interaction with health service 

providers.  

Medical record The electronic or hard copy medical file where all aspects 

of clinical care and medical administrative advice or 

determinations are recorded. This includes notes by 

clinical staff, referrals, medical documents submitted by 

the patient, laboratory and radiology results, etc., as well 

as determinations or recommendations on medical 

administrative matters.  

19.3. Release of confidential medical information to investigative bodies 
To balance the needs of investigative bodies with the data privacy rights of patients, 

the following applies:  

The mandate/terms of reference of the requesting body must be reviewed by the 

releasing medical provider prior to the release of records to ensure: 

• The body is authorized to be provided with medical information.  
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• There is alignment between the information requested or questions asked and 

the body’s mandate.  

• The medical record contains documentation that reflects the circumstances 

for which medical information was requested.  

Where medical records form a substantive part of the deliberations, the investigative 

body should include a medical professional with the competencies to review them. If 

the medical professional is not a staff member already subject to the United Nations 

Medical Director’s requirements regarding medical confidentiality, they shall be 

required to sign an appropriate confidentiality agreement. This agreement should be 

seen by the releasing provider prior to release of any records.  

Where the investigative body does not have a medical professional, or for a Tribunal, 

the information released should be in the form of answers to questions or relevant 

summaries, not the record itself. Clinical records may not be released without the 

express consent of the patient (or next of kin, as appropriate).  

In accordance with confidentiality requirements and the principles of fairness and due 

process, the information or records released must be limited to those portions of the 

record directly relevant to the terms of reference or mandate.  

The information or records requested should be provided in a format and within the 

time frame requested by the requesting body unless it is unreasonable to do so.  

The release must be recorded as a clinical note in EarthMed. 

The patient may ask to know what information was released and the body to which it 

was released. The terms of reference or mandate of the requesting body are not to be 

shared.  

19.4. Key messages 
Every individual’s right to medical confidentiality is balanced with the Organization’s 

needs and purposes, while ensuring effective cooperation with investigative bodies. 

  



 

Medical Support Manual for United Nations Field Missions  123 

 
 

List of contacts in DHMOSH 

 

 

 

Entity E-mail 

DOS-Medical Director medicaldirector@un.org 

Headquarters Medical Clinic unhqclinic@un.org 

Clinical Governance Section clinicalgovernance@un.org 

Public Health Section dos-dhmosh-public-health@un.org 

UNMERT unmert@un.org 

Workforce Management Section medicalworkforcemanagement@un.org 

mailto:medicaldirector@un.org
mailto:unhqclinic@un.org
mailto:clinicalgovernance@un.org
mailto:dos-dhmosh-public-health@un.org
mailto:unmert@un.org
mailto:medicalworkforcemanagement@un.org


Restructured MSM 2024 – Alt text 

Figure I: UNHQ oversight structure 

It shows the Department of Operational Support at the top of the hierarchy, which then splits into two 
downward arrows pointing to the Office of Supply Chain Management and the Office of Support 
Operations respectively. Under the Office of Supply Chain Management sits the Logistics Division; 
under that the Sourcing Support Service; and under that the Medical Support Section. A box 
describes the role of the Medical Support Section as supporting the supply of pharmaceuticals, 
medical equipment, and some contracted health services are managed by the medical support 
section, which is under the sourcing support section. Under the Office of Support Operations sits the 
Division of Healthcare Management and Occupational Safety and Health. A box describes the role of 
this division as coordinating system-wide implementation of United Nations medical standards and 
health policies. 

Figure II: Division of Healthcare Management & Occupational Safety and Health (DHMOSH) 

A pictorial representation of the six pillars of DHMOSH. The six pillars are Occupational Safety and 
Health, Clinical Governance, Medical Workforce Management, Public Health, Medical Emergency 
Response and Staff Counsellor.  

Figure III: Integrated civilian and military medical support in peacekeeping operations 

An infographic showing the integration of civilian and military medical support in peacekeeping 
operations. Arrows show the functional relationships between the Chief Medical Officer (CMO) and 
DHMOSH, the Medical Support Section, the WHO, United Nations Agencies, local health authorities, 
national hospitals, regional hospitals, United Nations Level 1 and 2 hospitals, vendors of equipment, 
drugs and blood and strategic and tactical MEDEVAC teams. It also shows reporting lines from the 
Force Medical Officer or FMO to the Force Commander and Chief Medical Officer. Further lines show 
FMO oversight of the Senior Medical Officer/Medical Officer Level 1 Clinic (T/PCC), Contingent 
Officer of Level 2 & Level 3 hospitals, Force Hygiene Officer/Environmental Health Officer and the 
tactical MEDEVAC team.  

Figure IV: Medical command and control structure in the field    

A diagram showing field medical relationships, as follows: the Head of Mission is supported by the 
Director/Chief of Mission Support and Force Commander (FC). The Director /Chief of Mission 
Support along with the Chief of Service Delivery (CSD) oversees the Mission Medical Office headed 
by the Chief Medical Officer (CMO). The CMO is responsible for UN-Owned Equipment (UNOE) and 
contracted hospitals. The Force Commander, along with the Deputy FC oversees the Force Medical 
Office headed by the Force Medical Officer (FMO). The FMO is responsible for T/PCC Level 1/1+ 
hospitals, T/PCC Level 2/2+ hospitals and T/PCC Level 3 hospitals. The FMO reports to the CMO 
regarding medical, professional, ethical and clinical issues. The CMO reports to the Director/Chief 
of Mission Support on time-sensitive issues. The Mission Medical Office and the Force Medical Office 
together constitute the Mission Medical Cell. 

Figure V: United Nations medical support concept 



An infographic showing the continuity of care within the United Nations system, showing in-mission 
and out-of-mission responsibilities. Within mission areas, interventions are categorized into time-
specific interventions, including point of injury or illness interventions in the first ten minutes, T/PCC 
or UNOE clinic interventions within one hour and T/PCC or national hospital interventions within two 
hours. Point of injury or illness interventions include the provision of  field medical assistant, buddy 
first aid, or communal first aid services. T/PCC or UNOE clinic interventions include advanced life 
support, reanimation and stabilization, and damage control resuscitation services. T/PCC (Level 1+, 
2, 2+,3) or national hospitals can perform damage control surgerires. Outside the mission area, at 
regional hospitals, primary and specialized surgery as well as definitive care can be provided within 
4 to 8 hours of injury.  

Figure VI: Planning instrument landscape 

An infographic showing the planning instrument landscape. The levels of planning are depicted as 
squares. The largest or the outermost square is the national and international planning framework. 
Within this square sits the Executive Office of the Secretary-General (EOSG) strategic direction (SG 
Planning Directive). The EOSG monitors the strategic direction/HQ, field-based activities and 
resources. Within the EOSG square sits United Nations-wide planning (mission with UN partners) 
square. To assist with strategic direction, United Nations-wide planning provides a strategic 
assessment report containing options and an SG directive to senior leadership in the field. United 
Nations-wide planning also supports field-based functions in line with the common framework of 
the United Nations Sustainable Development Cooperation Framework (UNSDCF) or Integrated 
Strategic Framework or equivalent. United Nations-wide planning also supports resource planning 
by ensuring each entity’s budget aligns with common plans. The innermost square, sitting inside 
United Nations-wide planning is mission-specific planning. At the level of mission strategic direction, 
it includes the Under-Secretary-General’s peacekeeping planning directive (for peacekeeping 
operation start-ups), the mission concept outlining the broad political direction of the mission, which 
includes the Military ConOps, Police ConOps and support concept. Medical support is a smaller box 
within the support concept. The field-based planning at the mission level includes mission plan 
(including Comprehensive Planning and Performance Assessment System where applicable), 
mission-wide cross-cutting strategies, component plans and work plans. At the level of resources, 
the mission should develop and implement results-based budgeting.  

Figure VII: Guiding principles for medical support plan 

An infographic showing the five guiding principles of the medical support plan. These include 
emergency preparedness, continuity of care, healthcare standards, healthcare availability, and the 
timeline concept 10-1-2. 

Figure VIII: Overview of planning framework for integrated United Nations presences 

An infographic showing the planning framework for integrated United Nations presences. It is 
separated into United Nations-wide strategic planning and entity-specific strategic and operational 
planning. United Nations-wide strategic planning refers to the Security Council mandate; strategic 
assessment, recommendations to the SG/PC, SG/PC decisions and recommendations to the 
Security Council; and directives to the Special or Executive Representative of the Secretary-General, 
Resident Coordinators and Humanitarian Coordinators and and the Integrated Strategic Framework 



or equivalent. The infographic shows a dotted line indicating how United Nations-wide strategic 
planning must align with national and international planning frameworks. Entity-specific strategic 
and operational planning is divided into three columns representing humanitarian programmes, 
peacekeeping missions and other agency programmes. Humanitarian programme plans are 
informed by  CAP, while peacekeeping missions are informed by the mission concept,  in the 
development of the military, police and support concepts and a results-based budget. The United 
Nations Development Assistance Framework informs agency,funds and programme country project 
documents.  

Figure IX: Main considerations in a medical support plan 

An infographic showing considerations influencing medical planning. These include mandate, 
CONOPS, AOR, health threats, medical Standard of care, United Nations medical facilities, available 
infrastructure, commercial solutions and efficiency of care. 

Figure X: QR code to submit an incident report 

A QR code scanner to submit incident reports.  
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