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GREEN/
AMBER
The UK’s rapid humanitarian response to the COVID-19 pandemic has saved lives and built resilience,
but could have done more to ensure inclusion of some vulnerable groups
The UK government was quick to recognise the likely impacts of the COVID-19 pandemic in developing countries,
and to mobilise a response at both global and national levels. Its efforts were informed by knowledge and
experience from past health crises and extensive collection of evidence on the pandemic’s unfolding impact.
The UK made a substantial early contribution of unearmarked funds to the global humanitarian response, giving
international agencies the flexibility to respond to a rapidly evolving situation. At the country level, while there
was no new funding for the COVID-19 response, the UK worked systematically to identify opportunities to adapt
programmes and support national responses. The UK’s reliance on existing programming channels, however,
meant that groups made newly vulnerable by the pandemic, including the elderly, the urban poor and migrant
workers, were not always given priority in the response.
The UK’s response was coherent and coordinated, both across the department and with international partners,
and it made an important contribution to national coordination and information-sharing mechanisms.
Successive reductions to the UK aid budget in 2020 and 2021, and the September 2020 creation of the merged
Foreign, Commonwealth and Development Office, however, came at an inopportune time during the pandemic,
hampering the UK response. Nonetheless, we find that the UK made a substantial contribution to saving lives
and reducing hardship during the critical early phase of the pandemic. The UK’s response has also helped build
resilience to future emergences by strengthening national systems and capacities, therefore meriting an overall
green-amber score.

Individual question scores
Question 1
Relevance: How well did the UK government prioritise its humanitarian
response to COVID-19?

GREEN/
AMBER

Question 2
Coherence: To what extent has the UK supported a coherent humanitarian
response to COVID-19?

GREEN/
AMBER

Question 3
Effectiveness: To what extent has the UK humanitarian response to COVID-19
saved lives, reduced suffering and helped affected communities to build resilience?

GREEN/
AMBER
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Acronyms and glossary
Acronym

Definition

ATM

Automated teller machine

CERF

Central Emergency Response Fund

DFID

Department for International Development (merged with the Foreign and
Commonwealth Office in September 2020)

EMT

Emergency Medical Team

FCDO

Foreign, Commonwealth and Development Office

FCO

Foreign and Commonwealth Office (merged with the Department for International
Development in September 2020)

GHRP

Global Humanitarian Response Plan

H2H

Humanitarian 2 Humanitarian Network

ICRC

International Committee of the Red Cross

IFRC

International Federation of Red Cross and Red Crescent Societies

LGBT+

Lesbian, gay, bisexual and transgender/transsexual people

NGO

Non-governmental organisation

OCHA

United Nations Office for the Coordination of Humanitarian Affairs

OECD DAC

The Organisation for Economic Co-operation and Development’s Development
Assistance Committee

PPE

Personal protective equipment

RRF

Rapid Response Facility

UN

United Nations

UNFPA

United Nations Population Fund

UNHCR

United Nations High Commissioner for Refugees

UNICEF

United Nations Children’s Fund

WASH

Water, sanitation and hygiene

WFP

World Food Programme

WHO

World Health Organisation
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Glossary of key terms
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3
4

Earmarked

Earmarking is the practice of specifying the purpose of a funding allocation.
Funds might be earmarked to the level of a country, crisis, sector, population or
project, for example.1

Grand Bargain

A global commitment to better serve people in need through a series of aid
reforms agreed at the 2016 World Humanitarian Summit. Thirty representatives
of Organisation for Economic Cooperation and Development (OECD) donors
and aid agencies produced a package of 51 commitments to make humanitarian
financing and response more efficient and effective. These reforms notably
include a commitment to increased support for local responders and increased
use and coordination of tools such as cash-based programming.2

Indirect impacts

Indirect effects of COVID-19, including impact on livelihoods from public
health measures, the effects of disruption to public services, and the increased
incidence of violence against women, girls and vulnerable people.

Localisation

While there is no single definition of localisation in a humanitarian context,
signatories to the Grand Bargain have committed to making “principled
humanitarian action as local as possible and as international as necessary”.
Grand Bargain signatories commit to engaging with local and national
responders in a spirit of partnership and aim to reinforce rather than replace
local and national capacities. This can include governments, communities, Red
Cross and Red Crescent National Societies and local civil society.

Primary impacts

Deaths and illness associated with the COVID-19 virus.

Triple nexus

The ‘triple nexus’ or Humanitarian-Peace-Development nexus is a shorthand
term to refer to the interlinkages between humanitarian, development and
peacebuilding approaches. The OECD Development Assistance Committee
(DAC) recommendation describes it as having “the aim of effectively reducing
people’s needs, risks and vulnerabilities, supporting prevention efforts and thus,
shifting from delivering humanitarian assistance to ending need”.3

Unearmarked

Refers to ‘core’ funds which are not restricted for specific use, such as
a particular field project or for a specific outcome. These unearmarked
donor funds can only be provided to the OECD DAC list of eligible
multilateral partners.4

Glossary, OCHA Financial Tracking Service, 2022, link.
Delivering the Grand Bargain and the World Humanitarian Summit: monitoring and supporting the progress of OECD donors, Organisation for
Economic Cooperation and Development, link.
DAC recommendation on the Humanitarian-Development-Peace Nexus, OECD Legal Instruments, Organisation for Economic Cooperation and
Development, 2022, link.
Financing for sustainable development, Organisation for Economic Cooperation and Development, 2022, link.
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Executive summary
The COVID-19 pandemic created a humanitarian crisis of unprecedented scale. With humanitarian need
already at historically high levels at the beginning of the pandemic, COVID-19 and the lockdown measures
imposed by governments to contain it threatened the lives and livelihoods of vulnerable people around the
world. In March 2020, the UN launched its first ever global humanitarian appeal to respond to the COVID-19
pandemic, and by the end of 2020 it was appealing for £7.6 billion in support for 63 countries.
As a major humanitarian donor, the UK made a significant financial contribution to the global humanitarian
response, committing £218.7 million in central funds5 by February 2020. It also adapted its bilateral aid
programmes to support national responses to the pandemic.
This review assesses two years of the UK’s emergency response to COVID-19, from the onset of the pandemic
to February 2022, focusing on the work of the former Department for International Development (DFID)
and, from September 2020, the Foreign, Commonwealth and Development Office (FCDO).6 In this report,
the term “the department” refers to DFID before the merger and to FCDO thereafter. We analyse the
relevance, coherence and effectiveness of the response, looking at the UK’s central humanitarian funding
and its bilateral response in six countries: Bangladesh, Ethiopia, Jordan, Kenya, Nepal and Yemen. The review
identifies lessons to inform UK aid responses to future large-scale health emergencies.

Relevance: How well did the UK government prioritise its humanitarian response
to COVID-19?
The UK government was quick to realise the threat that COVID-19 posed to developing countries.
Although its initial humanitarian response was allocated before the full impacts of the pandemic were known,
early evidence indicated that the COVID-19 outbreak would quickly reach global scale, with wide-ranging
impacts on vulnerable people. To facilitate a rapid response, the UK government applied ‘no regrets’ decisionmaking – that is, in the face of considerable uncertainty, it prioritised interventions that would benefit target
communities whatever course the pandemic took, rather than delaying the response until more data were
available.7 It drew on the knowledge and experience of staff that had worked on past health epidemics,
including the 2014-16 Ebola outbreak in West Africa, and coordinated with partners to gather real-time
information on the evolving impacts.
The UK allocated £218.7 million in central humanitarian funding to the COVID-19 response in the early weeks
of the pandemic, including through UN agencies, the Red Cross and international non-governmental
organisations. Most of this funding was not earmarked for specific purposes or locations, providing the global
humanitarian system with the flexibility to respond to a rapidly evolving global crisis. We find that the decision
to provide an early, flexible and substantial contribution to the global humanitarian system was well justified.
However, a planned second tranche of central funding for the humanitarian response was not provided
because of reductions in the UK aid budget in the summer of 2020. According to FCDO staff, the second
tranche would have been more explicitly directed towards the most vulnerable as new evidence on these
groups was emerging.
At country level, no new funding was provided for the COVID-19 response, but the UK looked systematically
for opportunities to ‘pivot’ existing programmes to support emergency needs arising from the pandemic.
As a result, the UK response was primarily directed towards those who were already receiving support before
the pandemic. The UK was not well positioned to support groups made newly vulnerable by the pandemic,
such as the elderly, people with underlying health conditions, the urban poor and informal sector workers
deprived of income as a result of lockdown measures. There was also limited scope for consultation with
vulnerable groups, both directly and through partners, due to travel restrictions, social distancing and the
need to avoid inadvertently transmitting the virus.
5
6
7

Central funds are Foreign, Commonwealth and Development Office funds channelled through centralised teams, rather than funds channelled through
country missions.
Although evidence collection ended in February 2022, all ICAI reviews undergo a rigorous drafting and fact-check process before publication.
No regrets’ decisions are often seen as worth taking regardless of what scenario actually plays out.
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We found little evidence that the UK response helped advance commitments on reforming the international
humanitarian system in the areas of localisation (directing more aid through national and local responders)
and accountability to affected populations. However, the UK response was well joined up across the
humanitarian and development spheres, and made extensive use of cash-based support, which enabled the
people targeted to prioritise their individual needs.
As the pandemic has evolved, the UK government has integrated its COVID-19 response into broader
humanitarian and development programmes, recognising that in many contexts other humanitarian needs
were more acute. This aligns with the approach being taken by other donors and development agencies and
appears to be an appropriate choice. However, we were consistently told that successive reductions to the UK
aid budget in 2020 and 2021 had reduced the UK’s ability to respond to the unfolding pandemic.
Overall, we award a green-amber score for relevance, in recognition of the rapid and flexible response in the
early phase of the pandemic.

Coherence: To what extent has the UK supported a coherent humanitarian response
to COVID-19?
The UK government made it an early priority to enable the multilateral system to deliver an effective global
response to the pandemic, and generally worked well with multilateral partners. Its flexible contribution
helped improve the coherence and coordination of the multilateral response, and was an efficient way of
getting funds and equipment to where they were needed most. At country level, partners highlighted the UK’s
important role in promoting coordination and information sharing in support of national response plans.
Despite its speed, the UK’s humanitarian response was well coordinated across the department, both centrally
and at country level. The UK’s ability to combine humanitarian and development interventions in flexible
ways was a real strength. However, the volume of information demanded of country teams was at times
overwhelming, diverting time and focus away from implementing the response, and was often beyond the
department’s capacity to process and use. Internal coordination was also made more challenging by an overly
risk-averse drawdown of overseas staff, with several health and humanitarian advisers recalled to the UK at
periods when they were needed most.
We award a green-amber score for coherence, in recognition of a strong UK contribution to coordination.

Effectiveness: To what extent has the UK humanitarian response to COVID-19 saved lives,
reduced suffering and helped affected communities to build resilience?
The UK’s humanitarian response to COVID-19 has saved lives and reduced suffering by mitigating the direct
and indirect impacts of the pandemic.8 The commitment of flexible funding to multilateral agencies helped
enable rapid, large-scale mobilisation of support for vulnerable countries and communities. While the results
are difficult to quantify, they included procurement and delivery of essential medical supplies at a time when
global supply chains were not working, including personal protective equipment (PPE), diagnostics, vaccines,
therapeutics, oxygen concentrators and cold-chain freezers for vaccines. The UK also deployed Emergency
Medical Teams to at least 12 countries to support national responses to the pandemic.
Country programmes were adapted to provide tailored support to national health systems, including
community awareness raising, hygiene promotion, isolation and treatment centres (especially for refugees)
and medical supplies. UK support also included infection prevention and control measures across its
wider programming, such as support for handwashing, sanitiser and PPE and social distancing. In some
instances, the UK supported COVID-19 treatment, including in the world’s largest refugee camp, in Cox’s
Bazar, Bangladesh.

8

UNICEF defines indirect impacts, also known as secondary impacts, as “those caused by the COVID-19 pandemic indirectly, either through the effect of fear
on the population or as a consequence of the measures taken to contain and control it”. Monitoring and mitigating the secondary impacts of the coronavirus
disease (COVID-19) pandemic on WASH services availability and access, United Nations Children’s Fund, 11 March 2020, p.1, link.
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The UK also funded social protection payments for groups which were especially vulnerable to lockdown
measures. These included the urban poor, informal sector and migrant workers, people with disabilities and
female-headed households, although coverage of these groups varied between countries. This support
was particularly effective where the UK had made long-term investments in strengthening national social
protection mechanisms. In Jordan, for example, informal sector workers who lost income during the pandemic
received emergency support through the National Aid Fund, although this was not available to non-Jordanian
migrant workers. In Ethiopia, the Rural Poverty Safety Net Programme was able to support rural communities
badly affected by the pandemic, although it was not in a position to support the urban poor.
There is strong evidence that the response has been most effective in countries where it built on existing
programmes which sought to build resilience by strengthening national systems. Successive reductions to the
UK aid budget in 2020 and 2021, however, reduced the overall scale, reach and flexibility of the UK’s COVID-19
response. Reducing funding for UN-managed Country-Based Pooled Funds, for example, diminished their
capacity to support the COVID-19 response at a critical time. The September 2020 merger of DFID and the
Foreign and Commonwealth Office (FCO) into FCDO also came at an inopportune time in the pandemic,
taking staff attention away from the pandemic response.
We award a green-amber score for effectiveness, in recognition of a substantial contribution to saving lives
and reducing suffering during the pandemic.

Conclusions and recommendations
Overall, we find that the UK’s humanitarian response to the COVID-19 pandemic was, for the most part,
relevant, coherent and effective. The UK government deserves credit for its early recognition of the likely
impacts of the pandemic in developing countries, and the speed with which it mobilised its response at
both global and national levels. UK aid programmes demonstrated considerable flexibility in identifying
opportunities to support national responses, particularly in respect of groups already receiving UK support
before the crisis. However, in the absence of any new bilateral funding, the reliance on repurposing existing
programmes left the UK poorly placed to meet the needs of groups made newly vulnerable by the pandemic.
There is no doubt that the large-scale reductions in the UK aid budget and the September 2020 merger of
DFID and the FCO into FCDO came at an inopportune time in the pandemic, diverting staff time and attention
from the pandemic response. The UK nonetheless succeeded in making a substantial contribution to saving
lives and protecting livelihoods, meriting an overall green-amber score.
Recommendation 1
FCDO should undertake an after-action review of its COVID-19 response, to identify lessons on information
management, management processes and programming options, to inform its future responses to complex,
multi-country emergencies.
Recommendation 2
To fulfil its commitment to localising humanitarian response, FCDO should make long-term investments in
building national disaster-response capacities, including mechanisms for directing funding to local nonstate actors.
Recommendation 3
Building on its past investments in cash-based humanitarian support and national social protection systems,
FCDO should invest in flexible social protection systems which help the most vulnerable in times of shock.
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1. Introduction
1.1

On 11 March 2020, the World Health Organisation (WHO) declared the COVID-19 outbreak a global
pandemic. Over the next two years, the pandemic precipitated the first truly global humanitarian
emergency. It struck at a time when the world was already facing its highest level of humanitarian need
in decades. At the beginning of 2020, at the onset of the pandemic, it was estimated that 168 million
people were in need of humanitarian assistance across 53 countries.9 By the end of 2020, humanitarian
need had risen to 243.8 million people across 75 countries, due to both the direct impacts of the
pandemic and the extraordinary measures taken to control its spread.10

1.2

The global humanitarian response has been unprecedented in scale and scope. As a major humanitarian
donor, the UK has played a significant role. By 19 February 2020, even before the WHO announcement,
the UK government had already committed £218.7 million from its central humanitarian funds to support
vulnerable countries, initially through the UN, the Red Cross and other international agencies. There was
also a significant reprogramming of bilateral aid, as the UK government sought to identify and support
those most in need.

1.3

The COVID-19 pandemic coincided with considerable changes to the UK aid programme. In September
2020, the Department for International Development (DFID) was merged with the Foreign and
Commonwealth Office (FCO) to become the Foreign, Commonwealth and Development Office (FCDO).
The UK aid budget was also reduced by £0.7 billion in 202011 due to the impact of the pandemic on
the UK economy, and then further reduced by £3.5 billion in 2021 due to the government’s decision
to reduce the aid spending target from 0.7% to 0.5% of UK gross national income.

1.4

The purpose of this review is to assess the UK’s humanitarian response to COVID-19, from the onset of
the pandemic in January 2020 to December 2021, and to identify lessons to inform future responses to
COVID-19 and other global health emergencies. It is part of a series of ICAI reviews looking at the UK’s
aid response to COVID-19, including a rapid review of The UK aid response to COVID-19,12 published in
October 2021, and a December 2020 information note: UK aid spending during COVID-19: management
of procurement through suppliers.13 It draws on ICAI’s reviews of Management of the 0.7% ODA
spending target, published in November 2020, and Management of the 0.7% ODA spending target
in 2020, published in May 2021. This review also complements work undertaken by the National Audit
Office, including a recently published study on reductions to the UK aid budget in 202114 and a series of
reports on the UK government’s response to COVID-19.

1.5

This review focuses on emergency support for populations in humanitarian need as a result of the
COVID-19 pandemic. It assesses how well the UK identified and prioritised those most vulnerable to
the pandemic, the effectiveness of the support provided, and how well the UK worked with other
stakeholders at global and country levels. It covers the UK’s response both to the direct impacts of the
pandemic on public health, and to the indirect impacts – principally, the effects of social distancing
regimes, curfews and other measures taken to contain the virus on vulnerable populations, including
those already dependent on humanitarian support. It looks at contributions at the global level and in six
case study countries: Bangladesh, Ethiopia, Jordan, Kenya, Nepal and Yemen. It does not cover vaccine
development and distribution, which was covered in the October 2021 rapid review.15

9
10
11
12
13
14

Global humanitarian overview 2020, United Nations Office for the Coordination of Humanitarian Affairs, 2019, link.
Global humanitarian overview 2021, United Nations Office for the Coordination of Humanitarian Affairs, 2020, link.
Statistics on international development: final UK aid spend 2020, FCDO, September 2021, link.
The UK aid response to COVID-19, ICAI, October 2021, link.
UK aid spending during COVID-19: management of procurement through suppliers, ICAI, 4 December 2020, link.
Managing reductions in official development assistance spending: Foreign, Commonwealth and Development Office, National Audit Office, 31 March
2022, link.
The UK aid response to COVID-19, ICAI, October 2021, link.
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1.6

The review is built around the evaluation criteria of relevance, coherence and effectiveness.16
It addresses the questions and sub-questions set out in Table 1.

1.7

This review covers the work of DFID for the period up to its merger with the FCO on 2 September
2020, and thereafter the work of FCDO, which took over responsibility for ongoing DFID programmes
and activities. In this report, the term “the department” refers to DFID before the merger and
to FCDO thereafter.

Table 1: Our review questions
Review criteria and questions

16

Sub-questions

1. Relevance: How well did the
UK government prioritise
its humanitarian response
to COVID-19?

• To what extent were funding allocations guided by evidence
on the impacts of the pandemic on vulnerable populations and
emerging evidence of effective mitigation measures?
• To what extent did the UK government support consultation
with affected populations and seek to address community
priorities in the design of its response?
• To what extent did the response reflect relevant principles
from the Grand Bargain and the triple nexus?

2. Coherence: To what extent has
the UK supported a coherent
humanitarian response to COVID-19?

• To what extent did UK participation in joint mechanisms,
advocacy and influencing work with multilaterals, other
donors and partner country governments support a coherent
and coordinated humanitarian response to the pandemic?
• To what extent was the UK’s humanitarian response coherent
within its overseas network and departments?

3. Effectiveness: To what extent has
the UK humanitarian response to
COVID-19 saved lives, reduced
suffering and helped affected
communities to build resilience?

• To what extent did the UK aid response succeed in reaching
vulnerable people, including marginalised groups?
• To what extent has UK support helped to increase the
resilience of partner countries and affected communities
to future health emergencies?

Based on OECD DAC evaluation criteria. See Principles for evaluation of development assistance, Organisation for Economic Cooperation and Development,
1991, link.

2

2. Methodology
Methods
2.1

The review used the combination of methods shown in Figure 1 to answer the review questions and
to provide a sufficient level of triangulation to ensure robust findings.

Figure 1: Summary of methodological elements of the review
2. Strategic review
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relevance and effectiveness
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through in-country research
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• Assess the DFID / FCDO humanitarian
response to COVID-19 through an
in-depth case study (Jordan) and five
light-touch case studies (Bangladesh,
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• Conduct a desk review of country
programmes responding to emergency
needs of vulnerable populations
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5. Engagement with affected populations
[1] The Ethiopia country case study was changed to a light-touch country case study due to the state of emergency declared in Ethiopia in
November 2021.

• Literature review: We conducted a review of relevant peer-reviewed and grey literature. The literature
review provides background on the global humanitarian response to COVID-19 and outlines prior
knowledge on humanitarian responses to epidemics and pandemics, helping us assess whether the UK’s
actions were evidence-based. It helps to contextualise UK government actions alongside those of other
donors and the broader humanitarian system.
• Strategic review: We assessed how well the UK informed itself about the humanitarian consequences of
the unfolding pandemic, and reviewed the strategies, policies and guidance relevant to the UK response.
We also reviewed the financing instruments used to support the UK’s emergency response to the
COVID-19 pandemic.
• Global response review: We reviewed the objectives and achievements of the UK contributions to the
global humanitarian response to COVID-19 during the period from January 2020 to August 2021.
3

We assessed the UK’s coordination with other actors and processes, and the significance of its influencing
efforts in promoting global coherence. Evidence for the global response review drew on DFID and FCDO
programme documents, strategies and key informant interviews with UK government officials and
global partners.
• Country case studies: We reviewed the UK’s emergency response to COVID-19 in six case study countries:
Bangladesh, Ethiopia, Jordan, Kenya, Nepal and Yemen. The Jordan case study was selected for a more
in-depth, in-person country visit and citizen engagement as COVID-19 regulations at the time of our
research allowed travel to the country. In each case study, we assessed the UK’s humanitarian response
at the portfolio level, and the extent to which COVID-19-related programming and activities achieved
their objectives.
• Engagement with affected populations: We undertook consultations with affected populations in Jordan,
and secondary analysis of consultations with affected populations in Nepal. In-person consultations,
including interviews and focus groups, were undertaken in Jordan by a national partner, observing all
COVID-19 regulations. These focused on vulnerable groups targeted by UK aid programmes, and whether
the UK’s interventions were relevant to their needs and priorities.
• Academic roundtable: We held a roundtable with six independent experts to identify good practice to
inform our assessment.
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over 800,000 refugees
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internally displaced people
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At least one country with
less than 10% humanitarian
programming (UK ODA)
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large-scale humanitarian
crisis (anticipated need
over $500m in 2020)***
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conflict-affected states
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vulnerability to COVID-19**

UK aid bilateral programme
over £40 million in 2020*

Figure 2: Sampling approach for case study countries
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* Based on management data provided to ICAI by FCDO for calendar year 2020. All countries must meet this criterion.
** For direct impacts we took into account reported COVID-19 caseload and deaths per one million of the population and for secondary impacts
we included World Bank data on percentage change in national unemployment rates between 2019 and 2020 as a proxy for livelihoods impacts,
as well as FCDO reporting on country vulnerability to COVID-19 as of December 2020. World Bank unemployment data are not available for
Yemen, and COVID-19 mortality rates have stayed relatively low due to the country’s young population. Yemen was nonetheless included in
the sample due to its extremely high levels of humanitarian need (over 80% of the population) and the difficulties of mounting an effective
COVID-19 response in an insecure context.
*** Based on Global Humanitarian Overview 2020 data. See Global humanitarian overview 2020, United Nations Office for the Coordination of
Humanitarian Affairs, 2019, link.
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Figure 3: Breakdown of stakeholder interviews, country case studies and engagement with
affected populations
All interviews

Virtual visits
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UK
government
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Engagement with affected populations
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Kenya
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26
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Donor /
multilateral
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Documents reviewed for secondary
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6 documents reviewed
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Country
government

11

Yemen
17

3

1

1

1

6
Consultant /
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3

Key

UK medical
assistance

UK government officials
Donor / multilateral
Implementing partner
UK medical assistance
Country government

Perception survey analysis
Literature review
Independent assessment report
Proposal

UK medical assistance: Public Health England and the UK Emergency Medical Team
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Box 1: Limitations to our methodology
• Scope: The humanitarian impacts of COVID-19 were highly varied across country contexts. To capture the
breadth of the UK response, we undertook six country case studies, a higher number than usual in ICAI
reviews. However, our findings may not be fully representative of the effectiveness of the UK response
around the world.
• Disaggregating the COVID-19 response: The UK’s initial response to COVID-19 included new central
funding and adaptation of existing programmes to meet pandemic-related needs at country level. Over
the review period, however, the UK’s COVID-19 response was progressively mainstreamed into existing
programmes, making it more difficult to identify COVID-19-specific results.
• COVID-19: The pandemic limited our ability to travel to and within partner countries. Except for our visit
to Jordan, all country case studies were conducted remotely. All other interviews, including with FCDO
staff in London, were conducted virtually.
• Ethiopia conflict: Escalating conflict in the Tigray region of Ethiopia in late 2021 led us to substitute a
planned in-depth case study with a lighter-touch case study, and to cancel our planned engagement with
affected populations. Secondary analysis of affected population engagement undertaken by others in
Nepal was included as an alternative method of incorporating citizen voice into the review.

6

3. Background
The COVID-19 pandemic has exacerbated existing humanitarian needs and contributed to
rising humanitarian needs globally
3.1

Humanitarian need has risen sharply over the last decade, driven by increases in armed conflict, natural
disasters, extreme weather, food insecurity, displacement and forced migration.17 At the end of 2019, 79.5
million people were forcibly displaced from their homes worldwide because of conflict, persecution,
violence, human rights violations and disasters.18 Before the COVID-19 pandemic was declared, the UN
projected that 168 million people globally would be in need of humanitarian assistance during 2020, the
highest number in decades.19 Despite this, global humanitarian funding had dropped by 5%, from $31.2
billion in 2018 to $29.6 billion in 2019 (the first fall since 2012),20 with half of the 20 largest humanitarian
donors reducing their contributions.21

3.2

Against this backdrop, the pandemic presented a major new challenge. Social distancing regimes,
movement restrictions and travel bans pushed vulnerable people in many countries into crisis situations,
while disrupting the delivery of humanitarian support to those already in crisis. By December 2020, 243.8
million people across 75 countries were identified as in need of humanitarian assistance – an increase of
75.8 million people (45%) from pre-pandemic projections.22

3.3

In July 2020, the UN warned that the pandemic would increase poverty and inequality, with the most
disadvantaged individuals and groups likely to be worst affected (see Box 2).23 Our engagement with
affected populations in Jordan confirmed that the COVID-19 pandemic intensified existing pressures on
vulnerable populations, including Syrian refugees and Jordanian host communities.
We don’t have money to buy food or anything because my husband was out of work because
his workplace is very remote and he can’t go there and return before lockdown.
Jordanian woman from a vulnerable household, East Amman, Jordan

We suffered financially during the lockdown; we didn’t have enough money to buy basics
like food, so we borrowed money and accumulated debts, which we started to pay off after
lockdown was lifted and we are still in debt now. We don’t have electricity in the house now,
because we couldn’t pay off the accumulated electricity bills. My husband works occasionally
on odd jobs, but we are struggling to make ends meet.
Non-Jordanian refugee woman, East Amman, Jordan

3.4

The pandemic presented a disproportionate burden on and threat to women and girls, in areas such as
health, livelihoods and personal security. Women workers were over-represented in the sectors hardest
hit by lockdown measures, such as hospitality and retail, leading to loss of jobs and income. Women
and girls also faced an increased burden of unpaid care and domestic work, as well as sharp rises in
domestic violence. Furthermore, women have faced adverse sexual and reproductive health impacts,
including lack of access to skilled healthcare, unwanted pregnancy and unsupervised abortions. It is also
significant that COVID-19 infection rates were three times higher among female healthcare workers than
for their male counterparts.24

17
18

Global humanitarian overview 2020, United Nations Office for the Coordination of Humanitarian Affairs, 2019, link.
UNHCR (2020) Coronavirus emergency appeal: UNHCR’s preparedness and response plan (revised) March – December 2020, United Nations High
Commissioner for Refugees, 2020, link.
Global humanitarian overview 2020, United Nations Office for the Coordination of Humanitarian Affairs, 2019, link.
Global humanitarian assistance report 2020, Development Initiatives, 2020, link.
Global humanitarian assistance report 2020, Development Initiatives, 2020, p. 29, link.
Global humanitarian assistance report 2021, Development Initiatives, 2022, p.12, link.
Global Humanitarian Response Plan for COVID-19: United Nations coordinated appeal, April – December 2020, United Nations Office for the Coordination of
Humanitarian Affairs, 2020, link.
From insights to action: gender equality in the wake of COVID-19, UN Women, 2020, link.
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Box 2: UN Vulnerability Assessment, July 2020
In July 2020, as the pandemic was spreading around the world, the UN reviewed and updated its Global
Humanitarian Response Plan. It projected that COVID-19 would:
• Increase the number of people living in extreme poverty by 71-100 million people.
• Deepen the global hunger crisis, with an additional 121 million people in urgent need of food assistance.
• Disrupt essential health and other services, causing up to 6,000 children to die every day from
preventable causes between July and December 2020.
• Dramatically increase gender-based violence.
• Increase the vulnerability of refugees, asylum seekers, internally displaced people and migrants, given
that these groups already face greater difficulty accessing essential health and other services and are
often excluded from national social protection mechanisms.
3.5

Vulnerability also varied by region and context. Social and economic factors influenced the
transmissibility of the virus, and there were wide gaps in national testing and treatment capacity. In
countries already facing humanitarian crises, the COVID-19 pandemic compounded existing challenges.
Conflicts and natural disasters continued alongside the pandemic over the course of 2020 and 2021,
in many contexts posing a more acute risk to vulnerable populations than the pandemic itself. At the
onset of the pandemic, the UN was clear that development partners should continue to see existing
humanitarian needs as “an utmost priority”.25
In fragile humanitarian contexts, the COVID-19 pandemic is creating new vulnerabilities for
people who are already most at risk. We now face a crisis on top of a crisis with worsening
poverty and food insecurity alongside crippling economic conditions and a lack of public
health services, safe water, sanitation and hygiene.
Jagan Chapagain, International Federation of Red Cross and Red Crescent Societies Secretary General, May 2020, link.

The global humanitarian response to the pandemic
3.6 On 28 March 2020, the UN launched the Global Humanitarian Response Plan (GHRP), its first ever
global humanitarian appeal, for $2 billion (£1.4 billion), to support the humanitarian response to the
pandemic.26 The GHRP brought together appeals from multiple UN agencies, including the World
Food Programme, World Health Organisation (WHO), International Organisation for Migration, United
Nations Development Programme, United Nations Population Fund, United Nations High Commissioner
for Refugees, United Nations Children’s Fund and United Nations Human Settlement Programme, as well
as the Red Cross and international non-governmental organisations. The GHRP funding requirement
was later revised upwards to $10.3 billion (£7.6 billion), covering 63 countries.27 As of 15 February 2021,
funding for the GHRP had reached $3.73 billion (£2.7 billion), only 36.2% of the total requirement.28

25
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Global Humanitarian Response Plan for COVID-19: United Nations coordinated appeal, April – December 2020, United Nations Office for the Coordination of
Humanitarian Affairs, 2020, link.
UN issues $2 billion appeal to combat COVID-19, United Nations Office for the Coordination of Humanitarian Affairs, 25 March 2020, link.
Global Humanitarian Response Plan for COVID-19, United Nations coordinated appeal, April – December 2020, United Nations, Office for the Coordination
of Humanitarian Affairs, July update, July 2020, link.
Global Humanitarian Response Plan COVID-19: Final Progress Report, United Nations, Office for the Coordination of Humanitarian Affairs, February 2021, link.
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3.7

The GHRP had three strategic objectives:
i. Contain the spread of the COVID-19 pandemic and decrease morbidity and mortality.
ii. Decrease the deterioration of human assets and rights, social cohesion and livelihoods.
iii. Protect, assist and advocate for refugees, internally displaced people, migrants and host
communities particularly vulnerable to the pandemic.

3.8

The International Red Cross and Red Crescent also launched a collective global appeal, on 26 March
2020, for $823 million (£601 million). This funding requirement was revised upwards in May 2020 to $3.2
billion (£2.3 billion).29 It focused on measures to contain the spread of the virus, while at the same time
seeking to protect and support those most vulnerable to the effects of social distancing and other public
health measures.30

The UK’s humanitarian response to COVID-19
3.9 The UK government launched its central humanitarian response to COVID-19 before WHO declared
COVID-19 a global pandemic. By 19 February 2020, DFID’s central humanitarian team had developed a
business case for the ‘COVID-19 outbreak – UK response’ that allocated £218.7 million in new UK funding
to support the global response (see Table 2). The UK’s central humanitarian response to the COVID-19
pandemic was entirely committed by February 2020.31 It had three strategic objectives:
i. Contain or delay the COVID-19 outbreak in the most vulnerable countries.
ii. Mitigate the secondary health and humanitarian impacts of COVID-19.
iii. Support UN leadership and coordination to ensure fast and effective global and national responses.
3.10 The UK government also went through an extensive process of adapting or ‘pivoting’ existing bilateral
programmes to respond to the pandemic. On 24 March 2020, DFID instructed country teams and
other aid-spending departments to reprioritise their programmes. As described in ICAI’s rapid review
of the UK aid response to COVID-19, programmes were classified into three priority levels: gold (drive),
silver (manage) and bronze (pause).32 The COVID-19 response and ongoing humanitarian operations
were ranked as gold. The UK’s overall humanitarian expenditure (including core contributions to
multilateral agencies) nonetheless fell by 25.8% in 2020, compared to the previous year.33 This reduction
was linked to the overall UK aid budget being reduced in line with falling UK gross national income as a
result of the pandemic.

29
30
31
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33

COVID-19 appeal: none of us are safe until we’re all safe, International Committee of the Red Cross, 28 May 2020, link.
COVID-19 appeal: none of us are safe until we’re all safe, International Committee of the Red Cross, 28 May 2020, link.
Management of the 0.7% ODA spending target in 2020, ICAI, May 2021, link.
The UK aid response to COVID-19, ICAI, October 2021, link.
Based on data provided by FCDO for calendar years 2019 (£1,932,038,599) and 2020 (£1,434,261,378).
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4. Findings
4.1

In this section, we assess the relevance, coherence and effectiveness of the UK’s humanitarian response
to the COVID-19 pandemic between January 2020 and December 2021.

Relevance: How well did the UK government prioritise its humanitarian response to
COVID-19?
The UK’s early, flexible contribution through the international humanitarian system was a sound choice
4.2 The UK government was quick to realise the threat that COVID-19 posed to developing countries,
establishing a watching brief on the virus even before the World Health Organisation (WHO) declared
a global pandemic on 11 March 2020. Regular situation reports and scientific updates, including
Department for International Development (DFID) COVID-19 SitReps, UK Emergency Medical Team
SitReps, and reports on epidemiological modelling and emerging evidence from DFID’s Research
and Evidence Division, were introduced on 1 February 2020. This was followed by the introduction of
country-level vulnerability reporting from 12 February 2020.
4.3

Although the UK’s initial response was allocated before the full impacts of the pandemic were known,
early evidence indicated that the COVID-19 outbreak would quickly reach global scale and that its
impacts would be multisectoral, affecting not just public health but also health systems, economies,
livelihoods, food security, education and human rights. In interviews, Foreign, Commonwealth and
Development Office (FCDO) staff recalled a rapidly evolving environment, where urgent decisions had
to be made on the basis of reasonable projections from limited data.

4.4

The department’s early decisions on its central humanitarian response were enabled by a ‘no regrets’
approach to decision-making – that is, in the face of uncertainties over the pandemic and its impacts,
it prioritised actions that were likely to offer benefits to those targeted in any scenario, rather than
delaying the response until more data were available. This reflected the wider departmental approach
to the COVID-19 response. The use of existing partners and funding mechanisms also facilitated a
rapid response.

4.5

By 19 February 2020, DFID’s central humanitarian team had developed a business case for its response
that allocated £218.7 million towards the global humanitarian response (see Table 2). The majority of this
funding was not earmarked for specific purposes or geographical areas, to give the global humanitarian
system flexibility to respond to a rapidly evolving crisis. While initial decisions on funding to UN agencies
predated the Global Humanitarian Response Plan (GHRP), led by the United Nations Office for the
Coordination of Humanitarian Affairs (OCHA), the GHRP later became the framework against which
UK funding to UN agencies was reported. The GHRP was intended to help the UN achieve scale and
reach the most vulnerable. Similarly, early funding to the International Federation of Red Cross and Red
Crescent Societies and International Committee of the Red Cross was incorporated into the Red Cross
and Red Crescent Movement’s consolidated global appeal.

4.6

We find that the decision to provide an early, flexible and substantial contribution to the global
humanitarian system was well justified. Given the potential scale of the crisis and uncertainties about its
geographical spread, the UK’s flexible contribution enabled resources to be allocated rapidly to the most
acute needs as they emerged. In interviews, multilateral agencies expressed their appreciation for the
UK’s swift and flexible funding approach at the beginning of the pandemic. This is consistent with good
humanitarian funding practice.34

34

The Grand Bargain at five years: an independent review, HPG commissioned report, Victoria Metcalfe-Hough et al., Overseas Development Institute, link;
Supporting Grand Bargain signatories in meeting commitments to greater transparency, Development Initiatives, 2020, link.
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Table 2: The central humanitarian response
Funding stream

Purpose

UK funding

World Health
Organisation (WHO)

Address the primary impacts of COVID-19 and provide
strategic global leadership of the response

£72 million

United Nations Children’s
Fund (UNICEF)
United Nations Refugee
Agency (UNHCR)
World Food Programme
(WFP)
United Nations Population
Fund (UNFPA)

Lead on global humanitarian action for COVID-19 for children

£20 million

Lead on COVID-19 health preparedness in camps and
settlements
Sustain the global response and support the global supply
chain and humanitarian logistics
Strengthen local and national health systems to maintain
access to life-saving sexual and reproductive health and
gender-based violence services
Coordinate with all National Societies to lead a communitylevel response*

£20 million

International Federation
of Red Cross and Red
Crescent Societies (IFRC)
International Committee
of the Red Cross (ICRC)
British Red Cross

Rapid Response Facility
(RRF)

Humanitarian 2
Humanitarian Network
(H2H)
Monitoring, Evaluation,
Learning and Research
Emergency Medical Team
(EMT)
UK aircraft support to UN
Humanitarian Response
UN Standby Partnerships
Deployment
Humanitarian and
Stabilisation Operations
Team deployments
Personal protective
equipment (PPE)
procurement
Total

Adapt existing humanitarian programmes across all sectors
to better respond to the impacts of COVID-19
Provide support to National Societies including official
development assistance-eligible British overseas branches in
St Helena and Montserrat
Provide direct funding to non-governmental organisations
(NGOs) to support preparedness and response to direct
and indirect impacts of COVID-19 on the most vulnerable
individuals and communities
Provide small grants to NGOs for niche services, including
communication, countering misinformation, information
management and training, and local capacity-building
Commission an evaluability assessment to support
evaluation and evidence decision-making
UK experts advising and working with WHO and health
ministries to prepare national health systems for COVID-19,
including by setting up field treatment centres
Use of UK military aircraft to support the UN’s humanitarian
response
Rapid deployment of specialist short-term surge personnel
to support the capacity of UN agencies
Specialist expertise to support the UK response to COVID-19
under an existing contract
PPE procurement to equip UK humanitarian responders
and support the Overseas Territories of St Helena and
Ascension35

£15 million
£10 million

£36 million

£17 million
£2 million

£18 million

£2 million

£2 million
£1.7 million

£1.2 million
£1 million
£750,000

£55,200

£218.7 million

* The International Federation of Red Cross and Red Crescent Societies (IFRC) is made up of 192 National Societies, which are each made up of a
network of community-based volunteers and staff who provide a wide variety of services.
35

Documents show a wider package of emergency support for the British Overseas Territories, funded through the UK’s Conflict, Stability and Security
Fund, with a smaller package of support provided from DFID stores to St Helena and Ascension and accounted for separately. This support was agreed in
consultation with the UK Department of Health and Social Care.
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4.7

The UK’s direct humanitarian response was also supported by earlier funding to the UN’s Central
Emergency Response Fund (CERF), a central fund established to respond to sudden crises and fill gaps in
humanitarian assistance.36 In December 2019, the UK had provided a substantial annual contribution of
£300 million to the CERF, which UN partners told us had facilitated a swift response to COVID-19.

Funding choices were guided by past learning and emerging evidence
4.8 The UK’s pandemic response drew on learning and experience from previous humanitarian crises and
global health emergencies, including learning from the 2003 SARS outbreak, the 2004 South East Asia
tsunami and the 2014-16 West Africa Ebola outbreak. For example, experience from the Ebola outbreak
had shown that the indirect social and economic impacts from an epidemic can be more severe than the
direct health impacts.
4.9

Much of this learning was in the form of tacit knowledge and experience within the department, which
proved of considerable value. ICAI’s October 2021 rapid review of the UK aid response to COVID-1937
found that staff with experience of past crises had drawn on their knowledge to guide the COVID-19
response. Our interviews across the department confirmed the importance of this institutional
knowledge. We heard concerns, however, that this knowledge was at risk of being lost as a result of high
staff turnover since the merger of DFID and the Foreign and Commonwealth Office (FCO) into FCDO.

4.10 The department was quick to put in place mechanisms to collect emerging evidence on the pandemic,
drawing on existing networks and relationships. Multilateral agencies and other implementing partners
were asked to assess and report back on likely COVID-19 impacts, both centrally and at country level.
Across the department, various teams drew together real-time data and evidence to track the impacts of
the unfolding pandemic. The central humanitarian team compiled and analysed much of the data being
collected. They also worked closely with OCHA on the design of the global appeal, with a ‘red team’ of
advisers from different professional backgrounds reviewing and challenging funding requests.
At country level, the UK looked systematically for opportunities to adapt existing programmes
4.11 No new funding was provided to support the UK’s humanitarian response to COVID 19 at country
level. However, the department issued instructions to all spending units – including country teams
– to identify opportunities to adapt existing programmes to support the response. Under the
reprioritisation exercise initiated in March 2020, COVID-19 response measures, including health and
humanitarian interventions and fast-disbursing financial aid and social protection, were accorded
the highest priority, alongside ongoing humanitarian operations. All other programmes were tasked
with identifying how and where they could repurpose funds or activities to support the COVID-19
response. Decentralised decision-making by country teams helped ensure the relevance of the response
to country needs.
4.12 The department drew on past learning and emerging evidence to update its thematic guidance,
including on health, social protection and humanitarian programming, to help country offices address
the needs of vulnerable groups. Programme pivots were also informed by evidence shared by national
governments, other donors and implementing partners in-country. This approach was in line with the
global literature, which highlights that understanding local contexts and cultures was a key lesson from
the Ebola humanitarian response.38
4.13 Among our case study countries, most country teams had started to plan their programme adaptations
before receiving formal instruction to do so from headquarters. In Bangladesh, the team had developed
early COVID-19 impact scenarios and programme responses. In Nepal, other donors confirmed that
the UK had foreseen the risks posed by COVID-19 at an early stage and was quick to review which
programme activities could pivot to support the most vulnerable.

36
37
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Who we are, United Nations Central Emergency Response Fund, March 2022, link.
The UK aid response to COVID-19, ICAI, October 2021, link.
Responding to Ebola epidemics: an ALNAP lessons paper, G. Lamoure and H. Juillard, 2020, link.

12

4.14 We also saw examples of innovative approaches to data and evidence generation. In Yemen, the UK
partnered with the London School of Health and Tropical Medicine and Catapult (a UK-based company)
to estimate excess mortality (that is, how many more people had died than usual) by using satellite
imagery to monitor burial sites, recording the number of graves being dug. In Bangladesh, the UK Public
Health Rapid Support Team worked with WHO to assess COVID-19 infection rates in Cox’s Bazar, home
to the world’s largest refugee camp. In Kenya, the UK-funded non-governmental organisation (NGO)
Shujaaz mobilised youth through comic books and social media to gather data on COVID-19 spread and
impacts. We heard reports of these data being used by Kenyan members of parliament, UN actors and
other donors.
The UK response primarily targeted those already receiving assistance before the pandemic, missing some
newly vulnerable groups
4.15 The UK’s central humanitarian business case for the COVID-19 response predicted that several groups
were likely to be acutely vulnerable to the direct and indirect impacts of COVID-19,39 including women
(given their roles as frontline health and social care workers and as family caregivers), people with
disabilities and pre-existing medical conditions, older people, the urban poor, migrants, internally
displaced people and refugees. It also recognised that certain groups were more likely to be excluded
from national health systems, compounding their vulnerabilities. These included individuals from the
LGBT+ community, sex workers, forcibly displaced people, and ethnic and religious minorities.
My husband was very frustrated and angry because he wasn’t working during the lockdown,
so he would take his anger out on all of us sometimes. We didn’t have the money to buy the
basics like food and the kids didn’t study well during the online classes. All of these things had
their toll on us mentally and psychologically.
Female, East Amman, Jordan

We faced a lot of difficulties. We’re barely paying the rent, how can we afford to get an internet
connection? I need to buy internet cards every month for my phone so that my kids can
learn online.
Male, East Amman, Jordan

4.16 The UK’s COVID-19 response at country level (that is, through its bilateral programmes) focused
primarily on groups that were already receiving assistance before the pandemic. We found that country
teams did not engage in systematic and rigorous assessment of the needs of groups made newly
vulnerable by the pandemic. These included the elderly, sex workers, disabled people, people living with
HIV/AIDS, people with mental health conditions and the LGBT+ community.
4.17 While pivoting existing programmes enhanced the speed of the UK’s response, it also reduced the
UK’s ability to identify and target the newly vulnerable. We found that the elderly and people with comorbidities were not prioritised in any of our case study countries, despite evidence showing that they
would likely be most at risk of morbidity and death from the COVID-19 virus. Initial research in China,
for example, found that the COVID-19 mortality rate was 8% among those aged 70-79 years, compared
to 2.3% for the general population, and this figure rose to 15% among those aged 80 years and over.40
We found that other groups were also underserved by the UK’s COVID-19 response, including people
displaced by conflict, migrant workers in Jordan, Ethiopia, Kenya and Yemen, and the urban poor
in Ethiopia.
39
40

COVID-19 Outbreak – UK Response: Business Case and Summary, Foreign Commonwealth and Development Office, undated, link.
Global Humanitarian Response Plan: COVID-19, UN OHCA, GHRP May 2020 update, link.
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4.18 There were some positive exceptions, although on a fairly small scale. In Bangladesh and Kenya, shortterm cash support schemes were set up under existing programmes to support the urban poor, while
some support was provided to returning economic migrants in both Ethiopia and Nepal. In Ethiopia,
the UK reprogrammed £1 million under the Ethiopian Migration Programme (£170 million; 2016-23),41
implemented by the Danish Refugee Council, to assist returning migrants with food, non-food items and
protection. In Jordan, UK assistance through a top-up to the National Aid Fund reached some informal
sector workers, alongside other vulnerable groups.
4.19 Nepal stands out as a country where the UK has been particularly active in seeking to apply emerging
evidence on chronic and acute needs to identify the groups most vulnerable to the impacts of COVID-19.
Community engagement under the Social Accountability in the Health Sector programme, for example,
identified a lack of women’s sanitation facilities at border isolation posts, which the UK then worked with
its partners to rectify. Through its work with WHO, the UK government has also provided rehabilitation
support for people living with disabilities who contracted COVID-19, as well as for people suffering from
the long-term effects of COVID-19, including the provision of assistive devices.
4.20 Where the UK government was not directly involved in supporting newly vulnerable groups, there is
evidence that it advocated for their inclusion in national response plans. In Jordan, for example, the
UK government contributed to a study on informal settlements, seeking to identify people unable
to access existing social protection mechanisms through UN agencies or the National Aid Fund.
The study highlighted informal migrant workers and those on the margins of the economy as groups
in need of assistance. The UK was unable to support these groups directly, but lobbied for the World
Food Programme (WFP) to do so. It also supported advocacy through the regionally managed Work in
Freedom Programme (£13 million; 2018-23),42 lobbying for migrant workers to receive social security
entitlements in Jordan rather than on return to their countries of origin. Overall, however, efforts
to support stranded economic migrants (foreign nationals working in Jordan, often without clear legal
status) had limited effect.
The UK’s ability to support the continued COVID-19 response has been constrained by reductions in the
aid budget
4.21 While the UK government has continued to collect evidence on the unfolding impacts of the pandemic
around the world, its ability to adapt its support in response to emerging needs has been constrained
by successive reductions to the aid budget. In 2020, the UK aid budget was reduced by £0.7 billion
due to the impact of COVID-19 on the UK economy.43 Government officials had initially planned for a
package of up to £2.94 billion in-year reductions to programmes in 2020 but this was later revised.44
Further reductions of £3.5 billion were undertaken in 2021 as a result of the government’s decision
to reduce the aid target to 0.5% of gross national income.45
4.22 No substantial new COVID-19 response activities were initiated after these budget reductions. While
we identified some instances of the UK continuing to adapt its COVID-19 response after the initial set of
programme pivots, these changes were small in scale. We were consistently informed by FCDO staff in
the UK and in-country that budget reductions had reduced the UK’s flexibility to respond to emerging
evidence on vulnerability to COVID-19.
4.23 These reductions also meant that a planned second tranche of central humanitarian funding was not
provided to support the COVID-19 response. We were informed by FCDO staff that this second tranche
would have focused more explicitly on groups most in need of assistance. No central humanitarian
funding has therefore been allocated for the COVID-19 response since February 2020.

41
42
43
44
45

Support to Refugees and Migration programme in Ethiopia, DevTracker, 2022, link.
Work in Freedom 2 (Tackling modern slavery and human trafficking), DevTracker, 2022, link.
Statistics on international development: final UK aid spend 2020, Foreign, Commonwealth and Development Office, September 2021, link.
Management of the 0.7% ODA spending target in 2020, ICAI, May 2021, p 6, link.
Statistics on international development: final UK aid spend 2020, Foreign, Commonwealth and Development Office, September 2021, link.
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The UK’s COVID-19 response has been integrated into other humanitarian activities
4.24 Throughout the pandemic response, the UK retained a strong focus on pre-existing humanitarian needs.
In Yemen, the UK retained its existing humanitarian priorities, adapting its programmes to address
COVID-19 risks and impacts. This was an appropriate response in a country where over 80% of the
population was already in humanitarian need.46 A similar approach was employed in other countries,
including Kenya and Ethiopia. During interviews, country partners generally agreed that the UK took the
right approach in strengthening existing programming, rather than developing a parallel response.
4.25 As the pandemic progressed, it became clear that, in many contexts, the COVID-19 impacts were less
catastrophic than initially anticipated, and often less critical than other humanitarian needs. Across our
country case studies, with the exception of a severe second wave of COVID-19 in Nepal in May 2021,
most worst-case scenarios did not come about. In Ethiopia, escalating conflict in the Tigray region
towards the end of 2021 was a larger concern for vulnerable populations, while in Kenya, drought and
desert locust invasion caused significant livelihood and food-security challenges.
4.26 The department therefore moved from an initial stand-alone COVID-19 response towards strengthening
its broader humanitarian programmes against COVID-19 impacts. As one FCDO staff member put it, the
response became “COVID-aware rather than COVID-focused.” This reflected the emerging evidence
and was in line with approaches taken by other donors.
Consultation with affected populations has been limited throughout the response
4.27 The UK’s capacity to consult affected populations during the pandemic and adapt to their needs
was limited by various factors, including the speed and scale of the initial response, COVID-19 travel
restrictions, fear of inadvertently transmitting the virus, and the withdrawal of UK staff from affected
countries. As a result, FCDO staff acknowledge that consultations were limited.
4.28 In view of the difficulties of engaging affected populations directly, the UK funded the Red Cross at the
central level to include consultations in its programming and to share the data. Although this was done,
the department lacked the time and resources to process and interpret the large volume of data that
was received, and it was not systematically shared with country offices. For their part, country teams
collected data from needs assessments carried out by other agencies, and regularly asked implementing
partners for updated impact assessments.
4.29 Our own consultations in Jordan revealed that, while participants were glad of the UK’s support, they
were not aware of any consultations. A study of the Jordan response confirms this, finding that most
organisations did not consult with people expected to benefit from adaptation measures due to time
pressures and not wanting to raise expectations.47 This was broadly the pattern across our case study
countries, with some positive exceptions. In Jordan, the release of vouchers to refugees resulted in price
rises in the designated grocery stores, which was addressed by shifting the WFP programme to allow
cash deposits via personal bank accounts. In Bangladesh, consultation with affected populations by the
NGO partner BRAC led to innovative approaches to COVID-19 testing in crowded settings, using openair kiosks to maintain social distancing.
In the beginning, they gave us cheques which we could only use in the mall, and the mall
increased prices. So after that, UNHCR changed the method and opened for us a bank account
so we can withdraw money from the ATM.
Refugee woman, East Amman, Jordan
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Humanitarian Response Plan for Yemen – end of year report 2019, United Nations Office for the Coordination of Humanitarian Affairs, June 2020, link.
Adapting humanitarian cash assistance in times of COVID-19: experiences and learning from Jordan, CALP Network, 12 April 2021, p.6, link.
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The UK made little progress on humanitarian reform commitments during the pandemic, although its
response benefited from earlier reforms
4.30 At the 2016 World Humanitarian Summit, the UK signed up to a set of commitments for reforming
the international humanitarian system, known as the Grand Bargain.48 These include increased use
of cash for humanitarian support, rather than food or other items, directing more support through
national and local responders (localisation), increased accountability to affected populations, and more
coordination between humanitarian and development assistance. However, these are complex and
challenging reforms, and the UK took the view that a global emergency was not the right context to take
them forward.
4.31 The department already had a strong track record of aligning its humanitarian and development
programming and providing humanitarian cash-based assistance. This provided a strong foundation
for the UK’s pandemic response. Without a rigid separation between its humanitarian and development
budgets, the UK was better placed than many other donors to deliver a cross-sectoral response.
Across our case study countries, the UK set up COVID-19 joint response teams, involving health,
livelihoods, social protection and humanitarian experts, to plan and implement the response. While
programming to address emergency needs created by the pandemic was primarily humanitarian,
the UK’s ability to adapt development programmes enabled a robust, multi-sectoral response.
The Building Resilience in Ethiopia programme (£262 million; 2017-22), for example, pivoted to
deliver infection prevention and control and sanitation measures in schools, churches, mosques and
health facilities. The Jordan Compact Economic Opportunities Programme, implemented by the World
Bank, pivoted to create home-based IT jobs.
4.32 However, as ICAI found in a 2018 review,49 the UK could have done more to support localisation (that
is, increasing the share of support channelled through national and local responders). The Grand
Bargain refers to national and local actors comprising governments, communities, Red Cross and
Red Crescent National Societies and local civil society.50 We found that while the UK worked closely
with national and local governments, no clear strategy for supporting localisation was included in its
humanitarian response to COVID-19 and only limited support was provided through local NGOs and civil
society organisations. Staff explained that the department was unwilling to take on the additional risks
associated with localisation and lacked the capacity to manage multiple small grants to local responders.
Country teams also focused on adapting existing delivery mechanisms, rather than creating new ones.
4.33 The UK’s work with national and sub-national governments built on past support for emergency
preparedness and resilience. In Nepal, channelling aspects of the COVID-19 response through
government was also part of a deliberate strategy to support the country’s ongoing transition
to federalism (that is, a governance system that divides power and responsibility between central and
regional government). In Bangladesh, Ethiopia and Nepal, the UK was supporting technical experts
posted in the national ministry of health before the pandemic, who were able to support national
counterparts to capture and analyse COVID-19 health data and design national health responses. The UK
also supported the establishment and scale-up of COVID-19 testing laboratories in Bangladesh and
Nepal, upgrading of primary health facilities and staff recruitment and training.
4.34 We found few examples of working with other local responders to support the COVID-19 response. Some
measures were taken at the central level to facilitate funding of national NGOs, including a reduction in
reporting requirements and a change to the rules to permit funding of their operating costs. However,
this did not result in a higher proportion of support being channelled to local responders.
4.35 In Nepal, FCDO worked with local partners to deliver cash-for-work infrastructure projects, and
provided capacity-building for national NGOs through the Strengthening Disaster Resilience
Programme. In Kenya, the UK government set up a new project to support the national NGO Shujaaz
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to promote awareness of COVID-19 and encourage behaviour change among Kenya’s youth, although
funding was channelled through an international NGO. However, these initiatives were small in scale,
and the overall effort on localisation was inadequate.
4.36 Furthermore, NGO partners in several countries informed us that their relationships with FCDO had
become more distant during the DFID/FCO merger and the UK budget reductions, with less dialogue,
feedback and evidence sharing. FCDO country teams confirmed that the merger had led to a shift
away from direct engagement with local responders, towards encouraging multilateral partners
to support them.
Conclusions on relevance
4.37 The UK made an early and significant contribution to the international humanitarian response to
COVID-19. In the period when little was known about the likely course of the pandemic, the use of
unearmarked funding gave international humanitarian organisations the ability to respond rapidly and
flexibly in an evolving context. The UK’s response drew on knowledge and experience from earlier
epidemics, and the UK was quick to access and generate new data on COVID-19 risks and impacts.
The reliance on existing programming channels, however, meant that groups made newly vulnerable
by the pandemic were not always prioritised.
4.38 The pandemic offered limited opportunities for driving forward global humanitarian reform
commitments. The UK did not channel more support through local responders, although it did continue
to work closely with national and local governments.
4.39 We award the UK’s response a green-amber score for relevance, in recognition of a strong and rapid
response in the early phase of the crisis.

Coherence: To what extent has the UK supported a coherent humanitarian response
to COVID-19?
The UK set clear and appropriate objectives for its central response
4.40 The UK’s objectives for its central humanitarian response to COVID-19 focused on enabling the
multilateral system to deliver an effective global response, reinforcing frontline support agencies.
In our case study countries, the UK used its relationships with UN agencies and national governments
to encourage them to prioritise the most vulnerable, with varying success. For example, in Ethiopia,
the UK worked with partners to encourage the government to include refugees in its COVID-19
health response.
4.41 The UK’s early, unearmarked contributions to the humanitarian system helped promote coherence and
coordination at the international level and proved to be an efficient way to get money and equipment
to where it was most needed. This represented good quality humanitarian funding, enabling multilateral
agencies to work with partners to direct funds rapidly to emerging needs and to fill gaps in humanitarian
provision. The UK government placed trust in the global system and provided the flexible funding it
needed to do its job.
4.42 The UK government contributed to the creation and design of the UN’s global appeal, the GHRP. It also
provided 6.6% of the funds raised,51 making the UK the fourth-largest donor.52 The UK was the largest
donor to the Red Cross Global Appeal, recognising its ability to access affected communities. Central
support to the Red Cross was not connected to the UK’s country responses, however, resulting in a
missed opportunity for collaboration and data sharing with UK country teams.
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The UK played an important coordination role at country level
4.43 At country level, the UK actively supported coordination of the COVID-19 response. Various
stakeholders told us that UK aid staff had helped to improve the coherence of national and sub-national
responses to COVID-19. Where there were information gaps, the UK worked to develop and share
reliable evidence, including drawing on centres of international expertise such as the London School of
Hygiene and Tropical Medicine and Johns Hopkins University.
4.44 Data and evidence collected and distributed across the department were used in several countries
to inform the national response. In both Bangladesh and Ethiopia, the UK helped by providing
epidemiological modelling. The Bangladesh Ministry of Health reported that its national health response
drew on COVID-19 disease projections shared by the UK government. Stakeholders in Ethiopia informed
us that the Ethiopian health minister had requested and applied COVID-19 impact projections provided
by the UK government in planning the national response and informing district responses.
4.45 The UK also played a role in supporting COVID-19 information capture and management systems.
In Nepal, for example, the UK supported the Ministry of Health in developing local health data
capture, reporting and analysis systems. The UK was also noted for its role in supporting coordinated
procurement of emergency oxygen, personal protective equipment (PPE) and ventilators in Nepal
during the second wave of COVID-19, as well as its support to WFP to develop a central distribution
mechanism for such supplies.
4.46 COVID-19 highlighted long-running coordination challenges within the UN system, including siloed
working, duplication of effort and competition between agencies.53 In two case study countries, we were
informed that UN agencies competed for position and funding, and failed to share timely and relevant
information with other agencies. External stakeholders highlighted UK efforts to improve coordination
and information sharing within the UN, including between humanitarian and development agencies.
The UK struggled with information overload
4.47 Despite its speed, the UK’s humanitarian response was generally well coordinated. At country
level, UK trade, development and diplomatic staff worked closely together to plan the response.
Country teams also nominated staff to coordinate information flows across humanitarian and
development teams, and with central teams in London. For 40 countries identified as most vulnerable
to the impacts of COVID-19, country teams were tasked with developing ‘country vulnerability plans’,
which they reported on until the end of 2020.
4.48 However, the volume of information requested and shared between staff posted overseas and the
central department was, at times, overwhelming, and could not be properly processed. Country
teams informed us that they experienced ‘information overload’. We found that information was not
systematically filtered, collated or summarised before being shared. Daily reporting requirements at
the beginning of the pandemic also placed a huge burden on country teams, distracting them from
programme delivery. FCDO staff said that the information generated was not always coherent or useful.
Mandatory drawdown of staff from overseas networks undermined coherence
4.49 As reported in ICAI’s rapid review of the UK aid response to COVID-19, the FCO (which held ‘duty of care’
for all UK government staff posted overseas) mandated the return of UK aid staff from 36 countries. At its
peak, the drawdown saw some 300 staff removed from the overseas network, for an average of three
to six months. This decision was based on a risk assessment of country medical services, law and order,
the availability of food, fuel and other essentials, and national decisions on border closures. ICAI’s rapid
review found, however, that there were alternative options which the UK could have pursued earlier to
enable more staff to stay posted overseas.
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4.50 The drawdown was highly disruptive of the pandemic response. FCDO officials in a number of countries
told us that they were temporarily distracted from delivering essential activities as they moved into
new accommodation and sought to balance childcare and homeschooling. Several UK aid staff told us
that people were drawn down without any individual assessment of whether they could continue safely
in their roles. Despite a stated goal of retaining health and humanitarian capacity in-country where
possible, we found that health and humanitarian advisers were drawn down in some of our case study
countries – often at the point when their support was most needed. ICAI’s rapid review of the UK’s
COVID-19 response made the same finding across its three country case studies.54 By contrast, several
implementing partners and other donors gave staff involved in the pandemic response the option of
remaining in-country.
Conclusions on coherence
4.51 The UK’s contribution of early, flexible funding to the multilateral humanitarian system helped promote
a coherent and coordinated response and was an efficient way to get money and equipment to where it
was needed most. Through its bilateral programme, the UK also played an important role in promoting
coordination and coherence for the COVID-19 response at country level.
4.52 The UK’s response was well coordinated across the department, although information demands on
overseas networks were at times overwhelming, diverting time and focus away from implementing the
response. This was made even more challenging by the drawdown of overseas staff at a critical time in
the pandemic response, including the drawdown of health and humanitarian advisers.
4.53 Overall, despite some weaknesses, we have awarded the UK a green-amber score for coherence, in
recognition of a strong UK contribution to coordination.

Effectiveness: To what extent has the UK humanitarian response to COVID-19 saved lives,
reduced suffering and helped affected communities to build resilience?
The UK’s central humanitarian response undoubtedly saved lives and protected livelihoods
4.54 The UK’s rapid commitment of central funding to multilateral agencies contributed to the large-scale
mobilisation of resources for vulnerable countries. In an unprecedented global emergency, the UK’s
flexible funding enabled partner agencies to respond swiftly to global needs for equipment, logistics and
life-saving activities.
4.55 So far, the evaluative evidence on the effectiveness of the multilateral response is limited, but a range
of evaluations are underway or planned. In particular, the UK is supporting an Inter-Agency Standing
Committee evaluation, due for publication in September 2022.55 However, the available evidence
suggests that at least some aspects of the global humanitarian response were highly effective. The
GHRP was the humanitarian community’s first ever global appeal, and demonstrated how quickly the
international community could collaborate to tackle an emergency without borders.
4.56 UK funding to WHO supported the global health response, including healthcare for vulnerable
communities and strengthening national health systems to respond to COVID-19. Support to the
United Nations Children’s Fund (UNICEF) enabled the delivery of therapeutics, diagnostics and oxygen
concentrators to vulnerable countries. UNICEF also led on global procurement of PPE, helping to reduce
competition between countries and ease supply constraints. At a minimum, this protected the lives of
key workers and enabled essential healthcare services to continue during the pandemic.56
4.57 The UN also played a critical role in keeping global supply chains operational. WFP supported the
transport of people and goods at a time when many commercial airlines had suspended operations. By
December 2020, WFP had transported 28,000 people from 424 organisations to 68 destinations
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and delivered 145,500 cubic metres of medical and other supplies to 173 countries on behalf of
72 organisations.57
4.58 According to the latest GHRP reporting from OCHA, the UK provided 6.6% of total funding to the
GHRP.58 We have applied this percentage to the overall results reported against the GHRP, summarised
below in Figure 4.

Figure 4: GHRP results attributable to the UK’s contribution (as of December 2020)59
Global Humanitarian Response Plan (GHRP) results
114 million medical masks delivered

7.5
million

1.5 million health workers provided with PPE

99,000

57 million reached with essential healthcare services

3.8
million

605,000 people reached with mental health and
psychosocial services

39,930

72.8 million people reached with water, sanitation and
hygiene services to reduce the risk of disease transmission

4.8
million

128.9 million children reached through distance learning
in 60 countries

8.5
million

30 million people received livelihoods support

2
million

Over 6,000 migrants supported to return to their
country of origin
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4.59 Support via the Red Cross provided health, food, livelihoods and other support to vulnerable
communities in 74 countries. This included health services for 8.4 million people, community water,
sanitation and hygiene (WASH) activities for 106 million people, and livelihoods support for 4.2 million
people.60 A focus on early infection prevention and control is also likely to have reduced morbidity and
mortality among vulnerable groups.61
4.60 The UK’s Rapid Response Facility (RRF) provides rapid funding to pre-registered NGOs for emergency
assistance during the initial phase of new crises. As part of its COVID-19 response, the RRF provided
hygiene kits to 773,370 people and food and other essential livelihoods assistance to 19,315 households.62
4.61 The UK’s support for Emergency Medical Teams (EMTs) enabled the deployment of health experts to
Ghana, Cambodia, Zambia, Burkina Faso, Bangladesh, South Africa, Chad, Lebanon and, more recently,
to Armenia, Lesotho, Namibia and Botswana. This enhanced the capacity of national health systems to
respond to COVID 19, and included introducing systems for prevention, testing, diagnosis, isolation and
treatment.63 In Bangladesh, as part of the Rohingya response in Cox’s Bazar, UK EMTs had trained health
workers, helped establish data capture and analysis systems, and boosted laboratory testing capacities.
4.62 Despite this results reporting, there are no indicators or targets against which to assess the overall
effectiveness of the UK response. In interviews, both FCDO staff and multilateral partners stressed the
difficulties involved in setting meaningful targets in a context of such uncertainty. We therefore cannot
reach a conclusion as to whether the UK contribution achieved its intended results. We can, however,
confirm that the UK’s assistance made an important contribution to the global response.
UK in-country programmes limited disease transmission and provided life-saving support
4.63 In all our case study countries, the UK built infection prevention and control measures into ongoing
programmes, including support for handwashing, sanitiser and PPE, as well as new operational
guidelines on social distancing. These efforts helped protect frontline workers and the vulnerable
communities they served.
4.64 While we were able to confirm that UK support reached the target communities, the results were
impossible to quantify. Many programme-level monitoring and evaluation activities were postponed
during the emergency phase. Furthermore, as COVID-19 measures have been mainstreamed into wider
programmes, the effects are more difficult to disaggregate. At the time of our review, no attempt had
been made by FCDO to calculate how many vulnerable people had been reached through in-country
programmes as part of its COVID-19 response.
4.65 A significant part of the UK response has focused on hygiene promotion and community awareness
raising aimed at reducing the spread of COVID-19. In Ethiopia, UK support through UNICEF improved
access to WASH services in 22 health centres. In Bangladesh, the UK supported the installation of 50,000
handwashing points, including in Cox’s Bazar, and distributed supplies such as soap to 61,807 people.
The UK also targeted vulnerable urban communities, providing hygiene facilities in slums in 18 towns
and cities. In Kenya, the UK’s work with UNICEF reached 21.2 million people with messaging on COVID-19
prevention. Over 200,000 refugees in Kenya were also reached with hygiene awareness campaigns, as
well as 56% of Kenya’s youth (see Box 3). In Bangladesh, UK support reached over 3 million people with
awareness raising and early warning messages.
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4.66 While the literature is clear on the importance of hygiene and community awareness in reducing disease
transmission,64 results are difficult to quantify. Signs of behaviour change were reported in all case study
countries, including increased awareness of hygiene and infectious disease, mask wearing, hand washing
and social distancing, although the experience from earlier epidemics is that these behaviours often
lapse once the crisis phase is over.

Box 3: Engaging young people to save lives
In Kenya, UK support to Shujaaz, a network of social ventures working with 15-to-24-year-olds, reached
56% of Kenya’s youth during the COVID-19 pandemic with risk communication and community
engagement. As COVID-19 movement restrictions and social distancing requirements were implemented
across Kenya, Shujaaz youth leaders were no longer able to access communities and engage with their
peers directly. The UK’s support allowed Shujaaz to develop a new project called ‘Protect Your Family’,
which provided free comic strips focused on the impacts of the COVID-19 virus and relevant protection
and treatment protocols. Young people were also encouraged to join social media networks to share their
concerns and provide pandemic-related information and experiences from their local areas.
Shujaaz drew on its existing network of over 5,000 ‘SuperFans’ to support the project. These SuperFans
built over 2,000 new comic dispensers to distribute 3.7 million special-edition comics and 800,000
flyers and posters carrying vital public health information and advice across Kenya. SuperFans also
became citizen journalists and content creators, filming real-time insights on COVID-19 impacts in their
neighbourhoods and reporting on how their families and communities were coping.
4.67 In some cases, the UK also supported direct treatment of COVID-19. In Bangladesh, the UK helped
set up COVID-19 isolation and treatment centres to support refugees and host communities in Cox’s
Bazar, home to the world’s largest refugee camp.65 At the national level, it supported the supply
of oxygen plants to 62 hospitals and the recruitment of health professionals at 62 out of 132 health
facilities. In Nepal, where the UK was supporting the refitting of two large public hospitals (Pokhara
and Bhaktapur), temporary structures were handed over to the government to provide critical care
to 3,000 COVID-19 patients. The UK also supported the Nepal Police Hospital to treat approximately
1,100 members of the police, their families and the wider public. Several stakeholders noted that the UKsupported oxygen generation plant at this hospital had helped to save many lives.
UK cash-based support helped vulnerable people through COVID-19 lockdowns
4.68 The UK government was quick to recognise that movement restrictions imposed to limit the spread of
COVID-19 could cause extreme hardship for poor and vulnerable households. Urban informal workers
were identified as especially vulnerable due to their reliance on casual, unskilled labour. A number
of programmes pivoted to provide temporary financial support to the urban poor, although at a
limited scale.
4.69 In Kenya, cash-based assistance provided 52,700 people in informal settlements in Nairobi and Mombasa
with a basic income of 4,000 Kenyan shillings (the equivalent of £29) per month for three months.
In Bangladesh, £3 million was reprogrammed from the humanitarian programme to provide financial
support to 77,560 vulnerable urban households between March and May 2020. We were informed by
stakeholders in both countries that this support had helped people most vulnerable to the indirect
impacts of the pandemic to buy essential food, medicines and pay their rent. It had also contributed
to a reduction in negative coping strategies among recipients (such as selling assets and entering into
debt). Implementing partners in Nepal also highlighted the role of cash-based assistance in preventing
vulnerable people from falling into spiralling debt.
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During the peak of lockdown a lot of people had taken loans or sold their livestock to sustain
their livelihood. So, our support was helpful for them as they did not have to worry about
buying food and could use their earnings in paying back loans. They were saved from the
interest trap.
Implementing partner, Nepal

4.70 In Bangladesh, the UK helped extend social protection support to a range of vulnerable groups,
including out-of-school children. Some 1.2 million households received an education stipend, enabling
them to continue their children’s education and avoid negative coping strategies such as early marriage
for girls. The UK also repurposed funds under the Excluded People’s Rights Programme (£48 million;
2017-23) to help marginalised people, aided by a flexible programme design. Altogether, 23,000 men and
women received cash-based assistance, including people with disabilities, ethnic minorities, widows and
destitute women, fisherfolk, women survivors of violence, dalits (the group most marginalised by the
caste system) and the LGBT+ community. Each person received 2,500 Bangladeshi taka (approximately
£23) per month for three months, to support their emergency needs.
4.71 In Jordan, UK funding enabled the United Nations Relief and Works Agency for Palestinian Refugees
to provide cash support to Palestinian refugees from Syria through two payments of $100 (£76) per
person. Surveys showed that the funds were used for basic needs, including rent, food and debt
repayment. Our engagement with affected populations highlighted a gap, however, between assistance
provided and the level of need.
The amount of the aid was OK – 200 dinars – however, it was once every two months. It did
not cover all my needs. Not enough for rent, not enough for medicines; food and drink were
essentials and had priority. I can say it did not meet all my needs and if it was once a month it
would be better, like a monthly salary so you can organise your budget. And now it has been
suspended. I have to apply again.
Jordanian woman from a vulnerable household, East Amman, Jordan

UK support has increased partner countries’ resilience to future health emergencies
4.72 The UK’s £218.7 million contribution to the international COVID-19 response helped strengthen public
health systems and capacities in ways that are likely to increase resilience to future health emergencies.
For example, technical assistance for diagnostic laboratories, including genome sequencing,
has strengthened surveillance capacities for future epidemics. The UK also helped to train health
workers and UK EMTs provided tailored support to strengthen national health systems to respond
to the pandemic.66
4.73 The response was most effective in countries where the UK was already working to build resilience by
strengthening systems and capacities. Past investments in national disaster risk reduction mechanisms
and food security in countries such as Ethiopia paid clear dividends during the pandemic. So did past
efforts to strengthen national social protection mechanisms, including in Jordan, Bangladesh, Nepal,
Kenya and Ethiopia. These systems proved critical during the pandemic response, although they were
not always able to support newly vulnerable groups. The UK has provided long-term support to the Rural
Poverty Safety Net Programme in Ethiopia, for example, which is designed with the flexibility to respond
to shocks and stresses. This programme pivoted to support rural communities identified as most
66

UK EMT Covid-19 outbreak responses – final report, 20 February 2020 – 31 March 2021.

23

vulnerable to the impacts of COVID-19, providing the means to pay for food and medical items. However,
it was not able to support the urban poor.
4.74 Across the board, the response showed the value of flexible social protection mechanisms that can
expand or adapt in times of crisis. In Jordan, the UK had provided long-running support to the National
Aid Fund, helping to improve eligibility criteria, targeting and payment mechanisms. These investments
facilitated the rapid addition of new eligible recipients to the Fund during the pandemic.

Box 4: Jordan’s shock-responsive social protection mechanism
In Jordan, the UK helped the National Aid Fund provide support to 263,000 vulnerable Jordanian
households, including 190,000 made newly vulnerable by the pandemic. This rapid expansion in the
Jordanian social safety net was facilitated by past efforts to strengthen eligibility criteria and targeting.
In particular, the scheme was expanded to include informal sector workers, who would not otherwise
have been eligible. However, Jordanian law does not recognise women as heads of household in Jordan,
which meant that vulnerable female-headed households could only apply through a male relative. We were
told that women in this position were often pressured into giving up rights, children or assets.
Together with other donors, the UK also advocated for Syrian refugees to be supported through the
National Aid Fund on the same basis as Jordanian nationals. However, the government was unwilling
to do so, out of concern that this would lead to a long-term financial commitment and loss of
international support.

UK budget reductions reduced the effectiveness of its COVID-19 response
4.75 ICAI’s October 2021 rapid review found that UK aid budget reductions had impacted the COVID-19
response by undermining the effectiveness of earlier investments and restricting the UK’s ability
to respond flexibly to the ongoing pandemic. This review similarly finds that successive reductions
(see paragraph 4.21 above) reduced the scale, reach and flexibility of the response. We were
informed that reducing UK funding for UN-managed Country-Based Pooled Funds (CBPFs), for
example, had diminished their capacity to support the COVID-19 response at a critical time. In 2019,
the UK provided $319.6 million (approximately £259 million) to CBPFs,67 compared to $182.1 million
(approximately £147.6 million) in 202068 and $171 million (approximately £138.6 million) in 2021.69 As CBPFs
provide a mechanism for channelling funds to support local humanitarian efforts, this reduced the
amount of funds available to local actors.
4.76 Across our case study countries, FCDO staff told us that they had to streamline delivery partners and
make difficult choices about which humanitarian and development needs to prioritise. One country
team told us that the budget reductions forced them to choose between health and humanitarian
priorities, while multiple country teams told us that the budget reductions had a substantial impact on
their ability to respond to COVID-19 and other humanitarian needs. External stakeholders and partners
also expressed serious concerns about the impacts of UK aid reductions, reporting that this had
undermined the department’s ability to provide technical inputs in areas such as social protection and
health system strengthening.
4.77 At the time that the UK was reducing its aid budget, partners reported a rise in unmet humanitarian
needs across our case study countries. In Kenya’s refugee camps, for example, reduced funding from the
UK and other donors resulted in WFP cutting food rations for 440,000 refugees to 52% of the basic food
basket (about 1,050 calories per day) from October 2021.70 This increased health risks and demand for
nutrition services, and has led to more negative coping mechanisms being adopted by refugees, such as
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taking on debt and consuming low-nutrition food. We were told that aid budget reductions also had an
impact on water and sanitation in refugee camps in Kenya.
4.78 The September 2020 merger of DFID and the FCO into FCDO also came at an inopportune time in the
pandemic, taking staff time and attention away from the pandemic response at a critical time.
Conclusions on effectiveness
4.79 The UK’s humanitarian response to COVID-19 has saved lives and reduced suffering by mitigating the
direct and indirect impacts of the pandemic. It has also helped build resilience to future emergences
by strengthening national systems and capacities.
4.80 There is strong evidence that the response was most effective in countries where the UK built on its
past investments in building resilience, including investments to strengthen national health and social
protection systems. The UK’s aid budget reductions in 2020 and 2021 have, however, reduced the overall
scale, reach and flexibility of its humanitarian response to COVID-19.
4.81 We have awarded the UK’s COVID-19 humanitarian response a green-amber score for effectiveness,
based on its contribution to saving lives and reducing suffering on a global scale.
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5. Conclusions and recommendations
Conclusions
5.1

The UK’s humanitarian response to the COVID-19 pandemic has been both relevant and impactful.
It has undoubtedly helped to save lives and reduce hardship, even though the outcomes are difficult
to quantify.

5.2

The UK’s early contribution of substantial unearmarked funding through the international humanitarian
system was a sound choice, enabling international agencies to respond flexibly to a rapidly evolving
situation. The UK response drew on past learning and evidence and was supported by substantial
investment in generating new data and evidence on emerging impacts. At times, however, the volume
of information being generated was too much for teams to process.

5.3

At country level, the response was generally effective at targeting vulnerable groups that were already
receiving support before the pandemic, but missed some newly vulnerable groups, mostly because of
the reliance on established programming channels. Consultation with affected populations was also
limited, and often came too late to influence programming choices.

5.4

The pandemic did not prove to be an opportune time for driving forward global humanitarian reform
commitments, such as those set out in the Grand Bargain. The UK did not channel much support
through local responders (localisation), although it did continue to work closely with national and local
governments. Compared to other bilateral donors, however, the UK was well placed to mount a crosssectoral approach that incorporated both humanitarian and development finance.

5.5

The UK’s support was most effective where the department had made previous investments in building
the resilience of local systems, particularly health systems, national social protection mechanisms and
disaster resilience. The focus on system strengthening before and during the pandemic has, to some
extent, increased resilience to future waves of COVID-19 and other future health emergencies in most
partner countries. However, given the stress that national health systems have come under during
COVID-19, there will need to be a major increase in the rate of investment by governments and donors
if countries are to be ready for future epidemics.

5.6

The UK’s central humanitarian funding for the COVID-19 response was allocated within weeks and
country-level programme adaptations were planned and rolled out within the first six months of
the pandemic. Since then, further support for the COVID-19 response has become increasingly
mainstreamed into FCDO’s wider humanitarian and development work. This was an appropriate choice,
given emerging evidence that the effects of the pandemic in many developing countries were often less
acute than other humanitarian needs.

5.7

Overall, we find that the UK’s humanitarian response to the COVID-19 pandemic was, for the most
part, relevant, coherent and effective. It demonstrated the importance of investing in rapid evidence
collection on the impacts of an unfolding health crisis, and the value of having the flexibility to allocate
both humanitarian and development resources to meet a complex challenge. While the UK aid budget
reductions and the merger came at inopportune times in the pandemic, the department nonetheless
succeeded in making a contribution to saving lives and protecting livelihoods, meriting an overall
green-amber score.
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Recommendations
5.8

This review is being published eight months after ICAI’s rapid review of the UK aid response to
COVID-19, which included a high-level look at the UK’s emergency support to vulnerable countries and
populations. Two recommendations from the rapid review are well aligned with the findings of this
review and are therefore reiterated here.
• FCDO should delegate as much operational discretion as possible to specialist staff close to the point
of programme delivery to ensure that the UK’s COVID-19 response is nimble, adaptable and fully
informed by the local operating context.
This recommendation was accepted by the government, with reference to the FCDO Programme
Operating Framework setting out how FCDO teams can continue to take evidence-based decisions.71
The new International development strategy, published in May 2022, also states that ambassadors
and high commissioners will be given greater autonomy as part of UK efforts to focus on a more
responsive development offer for its developing country partners.72
• FCDO should review and adapt its drawdown strategy to be more clearly differentiated by risk and
individual staff preferences to guide repatriation of staff to home countries during future crises.
This recommendation was partially accepted by the government. FCDO agreed that while its
drawdown strategy must be differentiated by risk, in some cases the government’s legal obligation
to protect staff from harm may not always align with individual preferences.73

5.9

Three new recommendations have been developed as a result of this more detailed review of the UK’s
humanitarian response to COVID-19. These are set out below.

Recommendation 1: FCDO should undertake an after-action review of its COVID-19 response, to identify
lessons on information management, management processes and programming options, to inform its
future responses to complex, multi-country emergencies.
Problem statements
• During the COVID-19 response, learning from earlier epidemics, including the 2014-16 West Africa Ebola
outbreak, was not systematically captured and shared, leaving the department dependent on the tacit
knowledge of a small number of experienced staff members.
• Stakeholders report that institutional knowledge on responding to complex emergencies risks
being lost through turnover of staff following the September 2020 merger and the 2020 and 2021 aid
budget reductions.
Recommendation 2: To fulfil its commitment to localising humanitarian response, FCDO should make longterm investments in building national disaster-response capacities, including mechanisms for directing
funding to local non-state actors.
Problem statements
• Despite COVID-19 demonstrating the advantages that local responders have in accessing vulnerable people
during emergencies, only a small proportion of UK and international assistance was channelled through
local responders.
• The relationships, networks and capacities were not in place to enable the UK and its partners to work
through local actors, and it was not possible to assess and build local capacities in the midst of an
emergency response.
• Reductions in UK contributions to OCHA-led Country-Based Pooled Funds have undermined the localisation
71
72
73

Government response to ICAI recommendations on ‘The UK aid response to COVID-19: a rapid review’, Foreign, Commonwealth and Development Office,
December 2021, link.
The UK government’s strategy for international development, Foreign, Commonwealth and Development Office, May 2022, link.
Government response to ICAI recommendations on ‘The UK aid response to COVID-19: a rapid review’, Foreign, Commonwealth and Development Office,
December 2021, link.
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commitment, removing funds from a mechanism able to support local actors.
Recommendation 3: Building on its past investments in cash-based humanitarian support and national
social protection systems, FCDO should invest in flexible social protection systems which help the most
vulnerable in times of shock.
Problem statements
• While the value of flexible national social protection systems in times of economic shock was strongly
demonstrated during the pandemic response, these were not present in many countries and could not be
built in the midst of an emergency.
• In most of the case study countries, both national citizens and refugees or other non-nationals needed
support, but a lack of alignment between cash-based humanitarian programming and national social
protection systems, in terms of eligibility criteria, entitlements and payment mechanisms, hampered efforts
to ensure a coordinated COVID-19 response.
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Annex 1: Bangladesh case study
Summary COVID-19 timeline
8 March
First COVID-19 case confirmed

5 March
Ministry of Health developed the National Preparedness
and Response Plan

5 April
Prime Minister Sheikh Hasina declared that the coverage
of existing social safety nets would be widened

2020

10 May
Government announced easing of social distancing and
lockdown measures

31 May
Lifting of lockdown measures announced

July
Instead of a total lockdown, Bangladesh implemented a
zoning system – locking down areas with at least 60
COVID-19 positive cases

July to August
Government closed all schools, colleges and universities
27 January
Bangladesh began administering COVID-19 vaccines

2021

7 February
Mass COVID-19 vaccination began

Number of new COVID-19 cases in Bangladesh per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• 1.95 million
confirmed cases.
• 29,127
reported deaths.
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Source: Our World in Data,
Coronavirus Pandemic, link.

Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities
• COVID-19 occurred against a
backdrop of an ongoing refugee
crisis and increased humanitarian
need, especially in refugee
concentrated areas.
• Income loss was a key issue during
the lockdown. Many were pushed
into extreme poverty because of
the COVID-19 pandemic. COVID-19
induced a 'new poor' according to the
United Nations.
• Food insecurity, limited access
to healthcare, escalating debt and
savings depletion became key
issues of concern, increasing the
vulnerability of the population.
• Existing social safety net programmes
were inadequate to address different
vulnerabilities and impacts were
acutely felt by those underserved
by national social protection
programmes.
Source: Immediate Socioeconomic Response to
COVID-19, United Nations in Bangladesh, refugeeconcentrated areas, 31 August 2020, link.

£63.57 million of UK aid was directly repurposed
to support the emergency response to COVID-19
Examples of programmes that pivoted include:
Support to
Bangladesh’s
National Urban
Poverty Reduction
Programme

£3 million reallocated from the
humanitarian programme to provide
essential water and sanitation services and
livelihoods support to 2.5 million people
from vulnerable urban communities from
March to May 2020, including cash or
food assistance to 77,000 households.

Better Health in
Bangladesh

£12.2 million allocated for the immediate
response to the COVID-19 crisis. This
support aimed to reduce transmission
by strengthening community-based
programming and, later on, to increase
vaccine uptake.

Excluded
People’s Rights in
Bangladesh

£6.65 million to respond to pandemicaffected marginalsed people's immediate
needs, including humanitarian cashbased assistance and food support.

Strengthening
Humanitarian
Preparedness
and Response in
Bangladesh

£14.8 million allocated to preparedness
and response activities nationally and in
Cox’s Bazar.

NB Data provided to ICAI by British High Commission Bangladesh in February 2022.
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Annex 2: Ethiopia case study
Summary COVID-19 timeline
First official case of COVID-19 reported – 13 March

16 March – Schools closed
30 March – State of emergency in Tigray region declared

2020

First case reported outside of Addis Ababa – 29 March
First COVID-19-related death in Ethiopia – 5 April

8 April
The government declared a five-month state of emergency
to limit the spread of COVID-19

State of emergency lifted – 8 September

February – March
Huge increase in internally displaced people (IDPs)
in Northern Ethiopia

11 June
The UN reported an estimated 350,000 Tigrayans are
experiencing famine with millions more at risk

July – September
Tigrayan forces push into Afar and Amhara regions
threatening the stability of the region and country

2021

November
Prime Minister Abiy Ahmed sends troops to northern region
of Tigray and violence escalates

Third COVID-19 wave hits Ethiopia – September – December

Number of new COVID-19 cases in Ethiopia per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• 470,434
confirmed cases.
• 7,510
reported deaths.
• 21%
of population has had at
least one vaccine dose.
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Source: Our World in Data,
Coronavirus Pandemic, link.

Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities
• In Ethiopia, COVID-19 placed
tremendous pressure on a country
that was already facing a multitude
of shocks.
• The health system was not prepared
to respond to the direct impacts of
COVID-19. Access to vital sexual and
reproductive health services and
services for children were understood
to be impacted negatively.
• The country was also vulnerable to
secondary impacts relating to the
economy, business and livelihoods.
• IDPs, refugees, returnees and returning
migrants were especially vulnerable
groups during COVID-19.
• Other vulnerable groups included
workers in the service sector and
industrial parks, children, urban street
youths and people with disabilities
amongst others.
Source: Proposal For Socio-Economic Response
And Recovery in The Aftermath Of Covid-19, United
Nations in Ethiopia, 28 June 2020, link.

£25.8 million of UK aid was directly repurposed
to support the humanitarian response to COVID-19
Examples of programmes that pivoted include:
Private
Enterprise
Programme
Ethiopia

£1.74 million repurposed to assess and mitigate
the economic impacts of COVID-19 to ensure
that essential goods such as food and medical
equipment could be imported and distributed.

Support to
Refugees and
Migration
programme

£8.1 million repurposed to assist refugees and
refugee-hosting communities, with a focus
on limiting disease transmission and ensuring
continuity of care and programming for health,
nutrition, water, sanitation and hygiene,
education and child protection. Support
provided to migrants in transit significantly
impacted by COVID-19 measures.

Building
Resilience in
Ethiopia

£8.5 million to scale up for the COVID-19
response through existing delivery partners,
with a focus on preparedness, response and
coordination.

Sustaining and
Accelerating
Primary Health
in Ethiopia

£3.7 million repurposed to provide technical
assistance to the Ministry of Health to support
the coordination of the COVID-19 response,
including support to strengthen the capacity of
national actors and implementation of priority
initiatives through the Ministerial Delivery Unit.

NB Data provided to ICAI by FCDO Ethiopia country mission in March 2022.
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Annex 3: Jordan case study
Summary COVID-19 timeline
2 March
First case of COVID-19 confirmed
2020

16 March
Defence law activated, strict
containment measures introduced

4 May
Most lockdown measures lifted

2021

13 January
COVID-19 vaccination campaign launched

17 September
Movement restrictions reinstated

Number of new COVID-19 cases in Jordan per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• 1.7 million confirmed
cases.
• 14,059
reported deaths.
• 46.3%
of population has been
fully vaccinated.
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Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities
• COVID-19 occurred against a backdrop of increased
humanitarian need in Jordan, due to the protracted
nature of the refugee crisis.
• Many people were pushed below the poverty line
and households faced uncertainty and hardship.
• Refugee households adopted negative coping
strategies, including buying food on credit,
reducing essential non-food expenditures,
consuming less preferred food and taking on
informal, exploitative or dangerous employment.
• Although Jordan has a comparatively strong
health system accessible to Jordanian nationals,
the pandemic increased pressures on the system.
Refugees who were already unable to afford
essential services faced more vulnerabilities
throughout the pandemic.
• COVID-19 exacerbated pre-existing vulnerabilities,
including the rate of unemployment (and catalysed
an economic decline). Vulnerable groups included
women, children, refugees, workers in the informal
sector, and older people among others.
Source: Socio-Economic Framework For Jordan Covid-19 Response,
United Nations in Jordan, January 2021, link.
Source: Socio-Economic Framework For Jordan Covid-19 Response,
United Nations in Jordan, July 2020, link.

£45.5 million of UK aid was directly
repurposed to support the humanitarian
response to COVID-19
Examples of programmes that pivoted include:
Multipurpose
Cash
Assistance
to Refugees
in Jordan

£2 million to support the Jordan
Humanitarian Fund, managed by
OCHA, which distributed funds
to national NGOs working to
mitigate the direct and indirect
impacts of COVID-19.

Emergency
Social
Protection
in Jordan

£34 million to provide emergency
assistance to vulnerable
Jordanians through the
Government of Jordan’s National
Aid Fund, including support for
263,000 vulnerable Jordanian
households.

Jordan
Compact
Education
Programme

£9.5 million to help Jordan’s
Ministry of Education respond to
educational impacts of COVID-19,
delivering education to over
190,000 vulnerable children,
including refugees and children
with disabilities, and providing
catch-up education for 1.6 million
children.

NB Data provided to ICAI by British Embassy Jordan in February 2022.
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Annex 4: Kenya case study
Summary COVID-19 timeline
13 March
First case of COVID-19 confirmed
2020

15 March
State of emergency declared, strict containment
measures introduced

26 March
First COVID-19 death reported

6 July
Phased re-opening of the country following lockdown
2021

5 March
COVID-19 vaccination campaign launched

Number of new COVID-19 cases in Kenya per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• 323,709
confirmed cases.
• 5,649
reported deaths.
• 22.7%
of population has had at
least one vaccine dose.
Source: Our World in Data,
Coronavirus Pandemic, link.

Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities
• COVID-19 occurred against a backdrop of
increased humanitarian need in Kenya, due to
drought, floods and a locust upsurge.
• Measures to contain the spread of COVID-19
exacerbated existing need.
• Most-affected groups identified as the urban
poor, migrants, refugees, asylum seekers and
people living with HIV/AIDS.
• Main areas of concern outlined in the UN’s
Emergency Appeal (updated July 2020) included:
• Loss of livelihoods: at least 84% of people
living in Nairobi’s informal settlements
had lost all or part of their income due to
COVID-19.
• Malnutrition: just under 1 million people
expected to face very high levels of food
insecurity.
• Increased gender-based violence (GBV):
775% increase in calls to the national GBV
hotline in Kenya compared to before the
introduction of COVID-19 containment
measures.
• Disrupted education: 20 million children
affected by nationwide closure of schools.
Source: Emergency Appeal Kenya April – September 2020, United
Nations in Kenya, July 2020, link.

£6.04 million of UK aid was directly
repurposed to support the humanitarian
response to COVID-19
Examples of programmes that pivoted include:
Kenya
Hunger
Safety
Net
Programme

£4.8 million for cash transfers to
52,700 poor and vulnerable people
and their households living in informal
settlements in Nairobi and Mombasa.

Kenya
Nutrition
Support
Transition
Programme

£590,000 for water and sanitation
and communication for development
interventions in selected informal
settlements in Nairobi that are
high-risk locations for the spread of
COVID-19.

Kenya
Catalytic
Jobs Fund

£400,000 to mitigate the effects
of COVID-19 on small and mediumsized enterprises, strengthen microenterprise resilience to COVID-19,
create jobs for youth in informal
settlements, and re-skill people that
had lost their livelihoods.

Kenya
Devolution
Programme

£250,000 to promote information
sharing and awareness raising on
COVID-19 among Kenya’s youth,
implemented by local NGO Shujaaz.

NB Data provided to ICAI by British High Commission Kenya in February 2022.
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Annex 5: Nepal case study
Summary COVID-19 timeline
23 January
First case confirmed
2020

March – July
Prolonged lockdown

24 March
Nationwide lockdown implemented

April
Country Health Response Plan launched by the government
and the Country Preparedness and Response Plan launched,
facilitated by United Nations

21 July
Country-wide lockdown extended
2021

April – May
Massive surge in cases led to further lockdown

Number of new COVID-19 cases in Nepal per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• Due to the COVID-19 pandemic,
Nepal saw a large number of returning
migrant workers. The use of quarantine
centres for these migrants raised
a number of protection and other
concerns including stigmatisation of
migrants and provision of services in
these centres.
• Nepal faced many secondary impacts
due to the prolonged lockdown. These
secondary impacts included economic
precarity, food insecurity which
resulted in malnutrition and increased
rates of gender-based violence.
• The second wave stressed the health
system, and the country experienced
critical shortages in vaccines, oxygen,
testing supplies and skilled human
resources.
• COVID-19 disproportionately impacted
urban informal workers, women,
remote rural populations, children,
returning migrants, the elderly and
sex workers.
Source: COVID-19 Response Plan Nepal 2021, United
Nations in Nepal, 20 May 2021, link.
Source: COVID-19 Nepal: Preparedness and Response
Plan (CPRP), United Nations in Nepal, May 2020, link.
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Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities

01

• 1,118,924
confirmed COVID-19 cases.
• 11,951
confirmed deaths due to
COVID-19.
• 76.1 %
of the population have had
at least one vaccination.
Source: Our World in Data,
Coronavirus Pandemic, link.

£36.8 million of UK aid was repurposed to support
the humanitarian response to COVID-19
Examples of programmes that pivoted include:
£6.2 million repurposed, including funding
to support the UN COVID-19 Preparedness
Nepal Health
and Response Plan. Other aspects of the
Sector
programme were adapted to enable continued
Programme III
health sector delivery in the context of
COVID-19.
£2.6 million repurposed, including funding to
support integration of COVID-19 messaging
Rural Water
and risk communication into regular hygiene
and Sanitation
promotion and social preparation activities and
Programme
to support the construction of handwashing
Phase V
stations, toilets and waste management
facilities in quarantine/ isolation centres.
PostEarthquake
Recovery
Programme

£1.6 million repurposed, including funding
for water, sanitation and hygiene (WASH)
facilities in COVID-19 isolation centres, hygiene
promotion and risk communication awareness
activities, cash-for-work support and provision
of health and safety kits to vulnerable people.

Strengthening
Disaster
Resilience
Programme

£17 million was repurposed to improve WASH
facilities in schools, to support cash-for-work
schemes for community members at risk of job
losses, and to support other relevant COVID-19
activities such as risk communication and disease
prevention.

NB Data provided to ICAI by British Embassy Nepal in February 2022
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Annex 6: Yemen case study
Summary COVID-19 timeline
March
No cases of COVID-19 reported in Yemen but schools
closed. The United Nations, led by the World
Health Organisation, produced a draft eight pillar
Preparedness and Response Plan for Yemen.

2 April
First case of COVID-19 reported in Houthi-held areas
although this report was quickly retracted and denied
2020

5 April
First case of COVID-19 confirmed

5 May
Houthis acknowledged the first case of COVID-19
2021

4 December
An estimated 1.2% of the population fully vaccinated

4 October
Schools reopened after months of closure due to the
COVID-19 pandemic

Number of new COVID-19 cases in Yemen per day
(January 2020 to March 2022)

COVID-19 statistics
as of 24 April 2022
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• 11,808
confirmed cases.
• 2,144
reported deaths.
• 2.1%
of population has had at
least one vaccine dose.
Source: Our World in Data,
Coronavirus Pandemic, link.

Source: WHO coronavirus (COVID-19) dashboard, World Health Organisation, link.

COVID-19 vulnerabilities
• COVID-19 is a crisis within a crisis in
Yemen.
• Yemen is a fragile and conflict-affected
state where institutions have been
massively weakened, including the health
system, and which has high levels of
existing humanitarian need.
• In the early stages of the pandemic, it was
expected that COVID-19 would have a
dramatic impact on health and mortality
and a severe impact on livelihoods.
Malnutrition and food insecurity was
already rampant in Yemen.
• Many health facilities which were
functional at the time the pandemic hit
the country were reliant on very limited
resources.
• Social distancing and good hygiene were
difficult especially in camps for internally
displaced people and areas with minimal
access to water and sanitation facilities.
• As an already conflict-ridden country,
Yemen was impacted by the global
recession and slowdown that occurred
due to the pandemic. A collapse in
humanitarian support and a sharp
deterioration of the economy increased
vulnerabilities among its population.
Source: Framework for the UN Socio-Economic
Response to COVID-19 in Yemen, United Nations in
Yemen, October 2020, link.

£19.5 million of UK aid was repurposed to support
the humanitarian response to COVID-19. A further
£18 million was provided through the central crisis
reserve to support the UK’s wider humanitarian
response in Yemen, including responding to
COVID-19-related impacts
Examples of programmes that pivoted include:
£19 million repurposed to respond to the health
and water, sanitation and hygiene (WASH)
needs arising from the pandemic, including
Responding
training health workers on COVID-19-sensitive
to the
protocols, provision of personal protective
Nutrition Crisis
equipment to ensure continuity of services, and
in Yemen
ensuring availability of WASH services in health
facilities, along with provision of basic hygiene
kits to self-isolating households.
Yemen: Access,
Logistics,
Liaison and
Accountability

£477,000 repurposed to deploy UK medical
experts to Yemen to provide support to the
COVID-19 response. This support was designed
to inform the local response to the pandemic
and ensure key medical facilities operate as
effectively as possible.

Yemen Social
Protection
Programme

No funds repurposed but this programme
pivoted to respond to the COVID-19 outbreak
and help mitigate against its secondary impacts
by providing cash support to vulnerable
households. In May 2020, the programme
received a £21 million cost extension.

NB Data provided to ICAI by British Embassy Yemen in February 2022.
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This document can be downloaded from www.icai.independent.gov.uk.
For information about this report or general enquiries about ICAI and its work please contact:
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