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Abstract
Non-communicable diseases (NCD) represent an increasing global challenge with the majority of mortality occurring in low- and middle-income countries (LMICs). Concurrently, many humanitarian crises occur in these countries and the number of displaced persons, either refugees or internally displaced, has reached the highest level in history. Until recently NCDs in humanitarian contexts were a neglected issue, but this is changing. Humanitarian actors are now increasingly integrating NCD care in their activities and recognizing the need to harmonize and enhance NCD management in humanitarian crises. However, there is a lack of a standardized response during operations as well as a lack of evidence-based NCD management guidelines in humanitarian settings. An informal working group on NCDs in humanitarian settings, formed by members of the World Health Organization, Médecins Sans Frontières, the International Committee of the Red Cross, the International Federation of the Red Cross and others, and led by the United Nations High Commissioner for Refugees, teamed up with the University of Geneva and Geneva University Hospitals to develop operational considerations for NCDs in humanitarian settings. This paper presents these considerations, aiming at ensuring appropriate planning, management and care for NCD-affected persons during the different stages of humanitarian emergencies. Key components include access to treatment, continuity of care including referral pathways, therapeutic patient education/patient self-management, community engagement and health promotion. In order to implement these components, a standardized approach will support a consistent response, and should be based on an ethical foundation to ensure that the “do no harm” principle is upheld. Advocacy supported by evidence is important to generate visibility and resource allocation for NCDs. Only a collaborative approach of all actors involved in NCD management will allow the spectrum of needs and continuum of care for persons affected by NCDs to be properly addressed in humanitarian programmes.
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Background
The increasing burden of non-communicable diseases (NCD) is a global challenge causing, according to the World Health Organization (WHO), 71% of global deaths (41 million) in 2018, with 85% of the deaths in people between the ages of 30 and 69 years occurring in low- and middle-income countries (LMICs) [1]. NCDs and humanitarian crises often co-occur in LMICs, providing additional challenges for the management of NCDs in these settings where weak health systems collide with the challenges of a humanitarian response. The number of displaced persons (either refugees or internally displaced) has reached the highest level in history, estimated at more than 70 million people [2]. Until recently NCDs in humanitarian contexts were a neglected issue [3, 4]. Humanitarian contexts are changing. Protracted crises are now also impacting higher income regions, such as the Middle East, and more displaced persons are settling in urban areas rather than traditional camp settings [5, 6]. This results in impacted populations being more likely to have pre-existing NCDs. All these factors influence the burden of NCDs seen in humanitarian crises as well as the approaches needed to address NCD-related health needs.
The WHO’s Global Action Plan (GAP) for the Prevention and Control of NCDs for 2013–2020 includes recommendations regarding NCDs in the humanitarian response [7]. This document states “it must be ensured that the use of the services does not expose the users to financial hardship, including in cases of ensuring the continuity of care in the aftermath of emergencies and disasters.” The recommendations also highlight the need to “improve the availability of life-saving technologies and essential medicines for managing NCDs in the initial phase of an emergency response.” Continuity of care in this context refers to: “access to comprehensive services and interventions that address the health needs and the well-being of a person, from the identification of a health condition until the recovery of a functional state consistent with the context” [8].
Given the relatively recent focus on NCDs during emergencies, humanitarian actors recognized the need to harmonize and enhance NCD management in humanitarian crises. Indeed, the humanitarian community has increasingly addressed the needs for NCD care in their activities [9] and developed organization-specific programmatic and clinical guidance. However, there is a lack of a standardized response during operations [3, 10, 11], which is essential to guarantee continuity of services to people in crisis settings, as well as a lack of evidence-based NCD management guidelines in humanitarian settings [12, 13]. WHO’s Package of Essential Noncommunicable Disease Interventions (PEN), provides a basis for NCD care in LMICs, but needs to be adapted to humanitarian settings to address the additional challenges of NCD care during crisis, which include disruption of health care services due to damaged and destroyed health facilities, lack of health care workers, difficulties in access to health facilities due to security constraints or damaged infrastructure. Therefore, a common approach of all actors in the field is needed to answer to the needs of patients with NCDs in crisis settings. The aim of this paper is to present operational considerations, aiming at ensuring appropriate planning, management and care for NCD-affected persons during humanitarian emergencies.
Approach adopted
The informal working group on NCDs in humanitarian settings, formed by members of the WHO, Médecins Sans Frontières (MSF), the International Committee of the Red Cross (ICRC), the International Federation of the Red Cross (IFRC), the International Rescue Committee (IRC) and others, and led by the United Nations High Commissioner for Refugees (UNHCR), teamed up with the University of Geneva and Geneva University Hospitals in order to develop the operational considerations needed to address NCDs in humanitarian settings. This was done by applying a modified nominal group approach through a series of face to face meetings and email exchanges, informed by expert knowledge and relevant literature [14].
Operational considerations
Humanitarian response interventions are usually prioritized according to needs and resources. NCDs encompass a spectrum of diseases and care requirements, and a prioritization of NCD services/interventions are required based on the available resources (human, financial, etc.) and on the context [15]. The list of conditions considered as a priority is based on feasibility during an acute humanitarian crisis, burden of disease and demand, avoidable premature deaths as defined in the priority NCDs of the WHO [7], those which have severe consequences if left untreated [16], and pre-crisis availability and capacity of the health system [17].
Priority NCDs and prioritization of care delivery in humanitarian settings
The priority NCDs to be included in humanitarian responses, as defined by the informal working group, are cardiovascular diseases (including heart failure of any etiology and coronary heart disease), high blood pressure, asthma, chronic obstructive pulmonary diseases (COPD), epilepsy and diabetes. In addition, long-term complications of NCDs, such as disability, stroke or amputation from diabetes should be considered (See Table 1). In accordance with the public health approach in humanitarian crises, some services/interventions need to be temporarily deprioritized in the initial phase of the response and integrated later on. Other interventions might not be relevant or feasible at the health facility where care is provided. For example, provision of cancer chemotherapy or dialysis for end-stage renal disease is rarely possible [19] and cannot be sustained by agencies with short-term mandates. These patients should be referred to second and third level hospitals wherever possible, as they require resource-intensive diagnostic and treatment means. Moreover, by enrolling patients into long-term programs and life-long therapies such as cancer care and renal dialysis comes financial and ethical responsibility [17]. However, supportive/palliative components of care should be provided at every stage of the response [20].
Table 1Pakistan, Muzzafarabad : to illustrate choice of priority condition, integrated approach, health promotion and community engagement


	The prevalence of diabetes in Pakistan is estimated by the WHO to be 9.8% [18]. In 2016 more than 15% of lower limb amputations followed-up at the physical rehabilitation center of Muzzafarabad, Pakistan were related to diabetes complications.

	Recognising the burden of diabetic foot problems which could be prevented, the health directorate of Muzzafarabad asked the ICRC in 2017 to support them in decentralisation of diabetes care from tertiary to the PHC level, with links to the community and referral to secondary and tertiary care as needed.

	Engagement of the local authorities and community allowed to set priorities in training of staff at PHC and community levels, adaptation of existing diabetes management protocols, provision of diagnostic equipment including point of care devices, development of patient files, recall system and context specific health promotion activities in the community and bridging the gap of therapeutic patient education. A review of the programme in collaboration with a local university will allow to plan a moving on strategy.




In each humanitarian emergency, selection of the NCDs to be addressed should also be based on local disease burden (see example Pakistan, Table 1), needs of the affected population, factors related to the context, and local and agency capacity in providing services. Chronic conditions such as epilepsy, pre-existing severe mental disorders or diseases that are highly prevalent in certain regions of the world (such as sickle cell anaemia) can be added when appropriate. Guidance on mental health exists with the ICRC’s basic psychiatric care package to facilitate provision of care for mental health disorders along with other NCD care. For acute mental illness resulting from the humanitarian crisis, the WHO has developed the mhGAP for humanitarian interventions [21]. In a number of MSF projects, routine screening for depression is included in the care provided to NCD patients, and patients with severe mental illness are managed within the NCD cohort with clinicians trained on mhGAP “author’s personal knowledge”.
The capacity of the health system to provide care to its population prior to the emergency significantly influences the health and recovery of the population during and following an emergency [15]. In preparing for a response, humanitarian actors need to think about the various scenarios influenced by the context (urban versus rural; conflict versus natural disaster versus public health emergency; possible duration of interventions; security constraints; competing priorities; crisis level; NCD burden and local response capacity prior to the crisis (Fig. 1) and how this will impact prioritization.
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Fig. 1Humanitarian contexts and NCD response planning


Some individuals with NCDs are more prone to critical acute exacerbations or to severe consequences with an interruption in care and need to be prioritized to reduce morbidity and mortality (Table 2).
Table 2Prioritization of care
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For example, an individual with type 1 diabetes is at great risk of serious complications and even death if unable to access insulin for just a few days [22]. Conversely, a person with type 2 diabetes who has been well-controlled on oral hypoglycemic agents is unlikely to suffer any immediate consequences if unable to obtain their oral hypoglycemic for a few weeks, even months. Therefore, in the acute phase of an emergency, a system for triage and prioritization of individuals based on the risk of complications and severity of their chronic disease should be implemented. This approach is particularly important in settings where resources are limited. Other “risk or vulnerability factors”, such as stress, loss of family, loss of livelihood and home, being disabled, extremes of age, etc. could also be considered.
The proposed considerations for the management of NCDs in humanitarian settings are centered on key components, embedded within the overarching principles of Universal Health Coverage (UHC) (i.e. people-centered, accessible, equitable, comprehensive, integrated, accountable and efficient care) [23]. These elements are built on strong ethical principles. The overall humanitarian response to NCDs requires advocacy and research to further strengthen implementation.
Key components of NCD care delivery
NCD management should ensure continuity of care through an integrated approach at each level of health care focusing on primary care with referral pathways to prevent excess mortality and morbidity. An integrated PHC approach will enable a more sustainable and comprehensive intervention, especially if implemented through local facilities. In absence of a functional local health structure, a reliable health partner should be identified, supported and empowered, where possible avoiding vertical programming [16, 24–26]. However, in alignment with the existing system, NCD management should be supported where it exists, as for example in Libya, where the ICRC is supporting specialised diabetes clinics. In addition, NCD care should be integrated into existing HIV or TB programmes, as these are also addressing chronic conditions. Lessons learnt from these programmes should be used for NCD care including a differentiated service delivery approach. In addition, community engagement can help to empower patients in self-management of their condition and facilitate promotion of healthy lifestyles.
The following elements are pillars of the response: coordination and partnership; human resources; supplies; health information system; monitoring and evaluation; and exit strategy/handover. They are equally important and mutually supporting, but need to be adapted during complex emergencies (emergencies where multiple concurrent factors lead to disruption of services [27]), given the context-specific constraints, management challenges, and, at times, the high mobility of affected populations. Ethical considerations such as equity in care, screening or not for NCDs, public health versus individual health approach and data protection need to be addressed from the onset of an NCD programme in addition to advocacy and resource mobilization (Fig. 2).
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Fig. 2Framework for responders to NCDs in humanitarian settings


Coordination and partnership
The response to NCDs includes identification of the intervention gaps in NCD management, the most urgent needs and the available and functioning resources (human, financial, infrastructure, etc.) in the given context. It should be in congruence with the national health system and integrated into existing services when possible. This approach will encourage ownership and facilitate the future handover of activities to local health services. Similarly, partnership with other international actors and with local non-governmental organizations involved in NCD care should be ensured. During the needs assessment, defined as the systematic evaluation of needs of a population and responses required [28], it will be important to assess the presence of these local actors and resources that remain functional following the crisis. Not all stakeholders will provide the whole range of interventions and health services. The efficient use of available resources and expertise to equitably address the needs and gaps in the NCD response should be discussed.
In addition, other local resources, such as HIV and TB programs, community groups, Women’s groups, Elders and Diabetes associations, National Red Cross and Crescent Societies working in and for communities through a support network are key partners with whom to define priorities, to assist with the management of NCDs during the crisis and to provide continuity of support post-crisis [29–31]. These organizations might have existing resources such as patient education programs or support networks.
Human resources
Staff required for the management of NCDs include nurses, general medical practitioners, health promotion staff, and community health workers. The complex nature of many NCDs can lead to longer consultation time requirements than those for acute illnesses, which should be factored in when determining the number of staff required. If local human resources lack experience or expertise in NCD management, they may need to be supported by externally-sourced expert staff, and the treating medical team will need access to specialist support for challenging cases, either through patient referral or remote support to the clinicians. Standardised training material and context-appropriate guidelines should be made available to enhance staff knowledge and skills for NCD management. Regular supportive supervision and evaluation of staff performance should be set up.
In HIV programs, resource allocation has been optimized through task-shifting and sharing, such as using nurses to follow-up stable patients [29]. This approach is increasingly being used in NCD care and should be routinely considered in humanitarian contexts [32]. For example, in many MSF programs doctors manage treatment initiation, and nurses provide routine treatment continuation for stable patients [33–35] . Patient education can also be shared among different team members, and health promotion staff (e.g. community health workers/volunteers/peers) can be used for group education.
Supplies
Care for people with NCDs requires reliable, affordable and regular access to medical supplies (i.e. essential medicines, laboratory tests, and medical devices such as glucose meters) to avoid treatment interruption or inappropriate management. A strategic plan for provision of supplies should be established in the initial step of the response and should include the following elements:
	A list of medical supplies based on the agency-prioritized interventions, the WHO model list of medicines, the Package of Essential Noncommunicable Diseases (PEN) list for devices and the national essential drug list.

	A system for procurement and storage of supplies.

	Cold chain capacity. This aspect can be coordinated with other agencies providing services requiring cold chain such as immunization.

	A buffer stock in the event of an interruption in the supply chain, a rapid displacement of the services for security reason, or a massive increase in the needs for NCD care.




The plan should be regularly monitored and evaluated, and be adjusted to evolving needs.
The selection of medication lists should take into account local medication availability to facilitate handover of patients to local authorities and/or the WHO model essential medicines list [36]. Local Market Assessments (LMAs) and/or Model Quality Assurance System assessments (MQAS) may need to be conducted/commissioned to validate quality sourcing, storing and distribution practices of quality assured medicines. Maintenance during an acute emergency of expensive complex medical regimens might not be possible. The use of quality-assured generic medicines is recommended for safety and cost-effectiveness, but attention should be paid to minimizing medication changes that may induce patient confusion or non-adherence, particularly in short-term response. In insecure settings, stockpiling of medicines at health facility level and provision of “run-away” kits to patients avoids treatment interruption and consequent complications. The 2017 version of the WHO Interagency Emergency Health Kit (IEHK) includes some medicines for patients presenting with acute exacerbations of NCDs, and a new NCD kit for the management of acute and chronic NCDs is currently being piloted [37].
In addition to medicines, diagnostic tools are needed. The choice of required equipment will be based on the context and needs assessment as for medicines (including capacity of staff to interpret results). It may be possible to use existing laboratories, if they have reliable supply and quality control mechanisms, as is done in an ICRC-supported project in Iran where patients are provided with vouchers. A number of relevant point of care tests exist and should be considered. For example, the provision of HbA1c point of care devices to some MSF PHC clinics has allowed for more timely and reliable adjustment of treatment for diabetes [37]. However, there is a lack of easy, inexpensive laboratory devices at PHC level that include all key cardiometabolic markers, e.g. glucose, HbA1c, lipids, creatinine, liver enzymes.
For new laboratory equipment, the following points should be considered:
	Local vs international purchase, particularly regarding maintenance and renewables/spare parts supply and preferences of the national system (for sustainability reasons)

	Importation and licensing

	Quality assurance

	Options for maintenance

	Supply of renewables and spare parts

	Ability to hand over




Health information system
Where possible data collection for chronic diseases should include more parameters than the aggregate consultation numbers and diagnoses that are typically collected in humanitarian settings. Information on cohort size, patient outcomes, and co-morbidities enables better monitoring of the intervention. Individualized data collection is also beneficial for patient management. As an example, United Nations Relief and Works Agency for Palestine Refugees (UNRWA) has implemented an electronic real-time patient record allowing for patient and cohort monitoring [38].
Furthermore, a strategy allowing the patient to have access to their key medical information independently of their mobility should be developed as described above. Patient-held clinical records or a patient passport should be used to promote clinical continuity and systematic care in highly mobile populations and those in insecure settings. As a simple solution, in some settings where patients are expected to move, MSF provided patients with a patient passport or a digital photograph of their medical file, enabling them to store their key medical information with them [39]. Patient-held records should include context-adapted comprehensive patient education messages. As discussed below, data protection systems should be in place for any data tool that is used.
Information needed and the systems for collecting it are presented in Table 3. The systems should be well interlinked to avoid duplication of data collection where possible. The patient data should feed into the facility data, which in turn should feed into the programmatic and operational data and overall monitoring and evaluation.
Table 3Data collection systems


	Information level
	Type of system
	Indicators

	Patient
	A patient file
A patient held record
	Data to inform clinical care, follow up, and individualized data points.
Specific clinical information to help patient care management when provided in different settings.

	Clinic
	Register held at the facility or electronic database
	Data to inform the management of the day-to-day clinic activities, call and recall system, and to improve services quality.

	Program (HIS)
	An electronic database for operational use
	Data to inform with overall programmatic planning, management of resources (medicines/consumables, human resources, etc.) as well as reporting surveillance and monitoring and advocacy.




Monitoring and evaluation
The data collected should be used for monitoring and evaluation purposes, as is done in the cohort monitoring of refugees with diabetes in Jordan [40]. Monitoring is a continuous process that allows the identification of shortcomings and gaps in the delivery of the interventions in order to adjust the activities accordingly, by assessing the inputs, the activities and the outputs of the interventions. It also serves to improve accountability to the beneficiaries and other stakeholders by objectively showing the used and available resources, the potential delays, and the achieved results. In the field of NCD interventions, this implies monitoring patient outcomes, comorbidities, prevalence of NCD risk factors, proportion of patients receiving treatment and the overall response to NCDs by all stakeholders among other indicators to gather. Evaluation should be performed periodically (every 3–6 months) to assess the quality, the outcomes and the impact of the response delivered, and can include a clinical audit to assess quality of care provided [41]. A list of NCD indicators for both monitoring and evaluation purposes is currently under development by humanitarian organizations.
Moving on strategy/handover
As continuity of care is critical for adequate NCD care, a handover strategy should be considered from the start of the operation. Integration of the response into primary health care delivery will help in this regard, above all if implemented through existing local facilities when functional. In the absence of existing local capacity, identifying and supporting a local or international healthcare provider to take over NCD care after withdrawal is important. Vertical programming should be avoided. If the intervention was set up rapidly without clear objectives or handover strategy, a review process within the first year should be carried out. Depending on the findings, the project should be adapted to reflect any revised objectives and/or long-term plans, including integrating a moving on/handover strategy if the plan is to pull out after the crisis.
Given the fact that NCD management in emergencies is not yet a routine part of humanitarian response, it is recommended to implement the suggestion of Slama et al. [4] for a comprehensive debriefing of all stakeholders, aiming to share lessons learned and increase preparedness for future emergencies. Accountability to beneficiaries needing lifelong care requires planning withdrawal from support of international organizations with adequate handover to local authorities and / or relevant health actors. In case the authorities fail to resume their responsibilities fully, potential interested organizations are approached to take over fully or partially the support of the provided services.
Continuity of care and treatment
As with episodic illnesses, NCDs may require the management of acute, life-threatening or uncontrolled conditions. However, a distinctive feature of these varied diseases is their need for continuity of care, including the detection and monitoring of disease progression (follow up care) and the management of long-term complications. This implies regular access to care, medicines, medical devices, and laboratory facilities for diagnosis and monitoring, and referral when necessary to specialized services. Patients should also be guided, supported and monitored for treatment adherence and side effects. Important secondary prevention activities (such as regular foot care in diabetes patients and aspirin after myocardial infarction) should be implemented as part of routine care, together with therapeutic education.
The challenge in humanitarian contexts is the uncertainty of following up individuals for care and monitoring. This aspect should be regularly evaluated during the response to ensure the development and implementation of an adaptive follow-up system. This will ensure that patients are continuing to receive care independently of their mobility. Patients in transition, particularly those in migration, should have personalized contingency plans for their NCD management and patient-held records (see above 3.4 health information system). This can include provision of information about possible access points where they could consult along the way and/or provision of larger quantities of medication to cover the periods during which patients do not have access to a health facility or NCD medications.
Follow-up care should be provided to all patients. However, as noted above, different risk profiles exist among patients with NCDs. Based on disease stability, complexity and risk of complications, the interval of follow up will change. Patients with uncontrolled NCDs or recovering from an acute condition may require visits monthly or more, whereas those with stable and controlled diseases may only require trimestral or bi-annual clinical review visits.
Referral pathways
NCD care and patient management strategies should be centered at the PHC level using the WHO PEN model [42], integrated with other health care services. The management of acute conditions beyond initial stabilization (e.g. dialysis, myocardial infarcts, or stroke) requires referral pathways to secondary and tertiary level care centers. These should be rapidly put in place, based on local availability and context. The initial needs assessment should provide the necessary information on which health services and transport systems are available locally. Supporting patients with out-of-pocket costs - including transport - should be considered. Further guidance on referrals can be found in the UNHCR “Principles and Guidance for Referral Health Care for Refugees and Other Persons of Concern” [43].
Therapeutic patient education/patient self-management
Besides medical treatment, people with NCDs require information, education and tools to assist in the management of their NCDs. Therapeutic patient education promotes patient self-management and empowerment, both of which are key components of the management of any chronic conditions [44].
Topics such as health literacy, treatment adherence, medication side effects, and healthy lifestyles should be discussed, adapted to the context and patient. Patient education should be provided at each visit during the response. When resources are limited and in the early stages of the humanitarian intervention, health care providers can give standardized messages covering basic disease literacy and adherence advice. Later in the response, education can be expanded according to the patient’s specific needs, potentially supported by other actors. For instance, community activities or NCD support groups are good avenues to deliver educative messages and can be done in collaboration with the community. Patient education is particularly important in the case of a mobile population where patients frequently change health services and providers. In addition, small booklets with pictograms and simplified explanations on treatment and recommendation for the next appointment could be used. Along with patient education, devices such as glucose meters are crucial for home and self-care management and adherence.
Community engagement
Community engagement is key to NCD management, as it allows the identification of community needs, priorities and local capacity, understanding of the context, and proximity to the population. Involving persons of the affected community in decisions puts them in the center of an intervention answering their needs (see Table 4). Regarding care for NCDs it also enhances continuity of care, prevents overburdening of health structures, and promotes affected people’s autonomy and support. Community health outreach can be provided by community health workers or NCD community leaders to promote behaviour change (healthy lifestyle), give information on available services and links to ongoing clinical care, and provide follow up care (e.g. supervision of therapy and patient education) [45].
Table 4Iran Mashhad : to illustrate tailored health promotion, beneficiary engagement, accountability to affected populations


	In Mashhad, Iran, the PHC services collaborate closely with representatives of the community to understand the constraints, so as to adapt the intervention to people’s needs and capacities. Health promotion and nutrition advice are tailored to persons with low income who can hardly afford to buy healthy food. Regular visits by the nutritionist and social worker to the market and discussions with shopkeepers and beneficiaries allow to identify appropriate affordable and acceptable season food items.




Health promotion and healthy lifestyle support
Population-based lifestyle prevention is not a priority in emergency settings, but there may be opportunities to leverage patient-targeted messages to have a broader impact, such as giving context-adapted lifestyle messages in waiting rooms and communities so that patients’ families and communities can also benefit. This can be facilitated by linking with any existing community programs and be integrated into outreach activities. In some settings patients will have limited control over lifestyle issues, and targeted advocacy for a facilitating environment may be important, such as banning indoor smoking. Healthy nutrition is very important for cardiovascular disease and diabetes management and nutrition advice can be integrated in the package of provided services (see example Iran, Table 4). However, populations in humanitarian settings may be dependent on food aid. In this case, links with organizations providing food supplies are needed to promote the selection of balanced nutrients in food aid, or to propose cash and vouchers to allow the purchase of specific food groups. Ensuring that the supplies do not contain excessive sugar, oil and salt can provide a population health benefit as well as addressing the needs of specific patient groups. Community gardening, for example, where people grow their own fruits and vegetables would provide them with a physical activity, improve their nutrition and empower them personally, potentially benefiting their mental health [16].
Specific NCD patients, such as pregnant women, children or those with type 1 diabetes should be targeted for support of appropriate food rations from the initial phase of an intervention.
New technologies including digital health promotion have shown some promise in humanitarian settings. For example, mHealth was introduced in selected PHCs in Lebanon to facilitate counselling about lifestyle behaviours by health care providers [46]. However, these solutions need to be adapted to the local context and the use of digital tools by the population, as well as include sufficient data protection measures (see section on data protection).
Ethical considerations
Beyond the practical aspects of implementing a response to NCDs in humanitarian emergencies, there is also the need to consider a variety of ethical issues. Access to health for persons affected with an NCD is part of human rights, which are universal. A humanitarian emergency should not be an excuse to neglect the provision of NCD care.
Equity in care
When providing access to health services for Internally Displaced Persons (IDP) and refugees, it is essential to ensure similar services are available to the resident or host population [47], which may also endure a disruption of routine health care activities [48, 49] and overburdened health services [50]. For example, this was seen in Mali when different populations with diabetes (IDPs, refugees, and the host population) all faced challenges requiring distinct approaches [50]. Strengthening existing health services will benefit host community, as well as refugees and IDPs inside areas of functioning health systems.
Screening for NCDs
As in non-humanitarian settings, any screening program should have an evidence base which supports its impact and cost benefit, and should consider the ability for individuals to access treatment. Consideration should also be given to not overburdening already stretched health services, and to implementing mechanisms for addressing false positive results. Screening at the population level has health system, economic and ethical implications and is not usually part of a humanitarian response. Targeted screening for risk factors or comorbid NCDs in patients with known chronic conditions (including HIV and TB) is clinically important and should be done when possible, taking into consideration individual, health system and cost-effectiveness implications and availability of treatment [51].
Public health approach
A public health approach is frequently required during a humanitarian emergency. This concerns allocation of resources to most efficient interventions benefiting the largest number of patients. As previously discussed, an example may be the use of generic instead of expensive regimens. Unless it is the focus of the intervening agency, management of more complex cases (e.g. cancer, renal failure) is usually not feasible, cost-effective compared to other interventions, or sustainable. Alternatively, referral pathways to care (for example to areas in the country not affected by the emergency or abroad) or supportive palliative care should be proposed.
Data protection
Populations affected by humanitarian crises are particularly vulnerable. Their protection, including data confidentiality, is a high priority. Humanitarian actors, in order to be effective, collect often highly sensitive, identifying information including full names and medical data. Medical data is sensitive and must be protected against unauthorized disclosure or use. This requires safe storage and transmission, and other measures in line with data protection principles [52]. Data protection needs to be guaranteed at each step of its collection, from data protection by design, to legitimacy for data processing, to data minimization, data retention, data flow between different entities, data transfer (same organization, different organizations, between organizations and third parties) and data security (ensure that any party having access to data is bound by contractual clauses to data protection).
Standards for data protection, such as the European General Data Protection Regulation (GDPR), and the EU Data Protection Directive (1995/46/EC), the Draft Recommendation on the Protection of health-related data of the Council of Europe consultative committee T-PD (2016) should be considered as benchmarks for data confidentiality. Organizations remain subject to the legislation of countries where they operate. This may pose challenges if health records or medical data are under the authorities of the country of operation. It is essential to ensure that persons keep control over their own data and are informed about their rights [53].
Resources mobilization, advocacy and research
Funding for NCD care is often still deficient for humanitarian responses, and advocacy in this regard is challenged by the lack of supportive evidence on the burden of disease and impactful response [13, 54].
Resource mobilization
Data on costing of humanitarian NCD responses remains limited to date [55]. Costing studies are required in order to identify the most efficient approach to cover the needs of the population as well as mobilize the appropriate resources. Funding for NCD care in emergency settings should be included in the budget of general health assistance programs, reflective of the needs regarding human resources, continuous medication supply, and specific equipment. The short-term nature of humanitarian program funding can prove challenging to the management of chronic diseases, and funders need to consider this in their support. Regular evaluation of the needs can help with supplementary fund raising and budget adjustment. Coordination with other actors on the ground is essential to optimize resource sharing.
As discussed, prioritization of NCD service components is helpful for the efficient use of available funds. When resources are limited, they should also target the patients that are the most likely to benefit due to high risk of complication if care is interrupted. A lesson learnt from the Haiti earthquake is to base interventions not only on needs, but also on capacity and context [56]. Donors should be encouraged to give cash rather than assistance in kind, which may be inappropriate, and not sustainable.
Advocacy and research
It is acknowledged that a comprehensive response to management of NCDs is often neglected in humanitarian responses [4]. These operational considerations represent a constructive step towards progress in this regard. However, more efforts are required to improve the capacity to address the needs of increasing numbers of people worldwide affected by both NCDs and emergencies. As the global prevalence of NCDs increases, further advocacy is needed to increase financial resources available to ensure that NCD care can be routinely integrated in essential primary care in emergency contexts. This will require both immediate and longer-term commitment from donors.
To foster increased funding, more evidence on cost-effective interventions and best practices is necessary. This implies a need for more operational research as well interagency sharing of experience on NCD management in emergencies and creative solutions for service delivery in unstable contexts. Most interventions are based on evidence from LMICs and have not been tested in emergencies. Nevertheless, research on NCDs in emergencies implies multiple challenges that need to be addressed, including security constraints, challenges in follow-up, data protection, other urgent needs and capacity of field teams to conduct research.
Discussion
NCD-related needs of affected populations and the types of resources required vary depending on the context. Any humanitarian emergency will cause disruption to the provision of health services for those with NCDs. With the large number of individuals facing humanitarian emergencies in parallel to the COVID-19 pandemic, NCDs require specific attention by humanitarian actors as well as other global actors as the global NCD response has failed to effectively respond to the needs of these vulnerable populations [23]. We identified the following challenges in developing operational considerations: a lack of evidence and global guidance for humanitarian settings and NCD management; weak existing responses to the NCD burden even in non-humanitarian settings; each humanitarian context having its specificities, with the need to take into account the population, existing services, and priorities of different stakeholders; organizational and operational considerations of different humanitarian actors; and overall finding a consensus on an overarching approach that is relevant to the different contexts and actors. The model proposed (Fig. 3) highlights the main components and approaches to be considered.
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Fig. 3Scope of interventions Adapted from Managing projects adderssing non-communicable diseases: Operational guidelines for field staff. ICRC, Dec 2019 [24]


Key components include access to treatment, continuity of care including referral pathways, therapeutic patient education/patient self-management, community engagement and health promotion. In order to implement these components, a standardized approach will support a consistent response, and should be based on an ethical foundation to ensure that the “do no harm” principle is upheld. Advocacy supported by evidence is important to generate visibility and resource allocation. Although not included in these guidelines, inclusion of NCDs in agency preparedness plans is also an important facilitator for NCD response capacity.
Beyond this, as NCDs encompass a spectrum of diseases and care requirements, some form of prioritization is needed based on available resources and the guiding principle of “do no harm”. Focus on what is feasible also needs to consider the feasibility during different stages and types of humanitarian emergencies. In the acute phase of an emergency, a system for triage and prioritization of individuals based on the risk of complications and severity of their chronic disease should be implemented. To date such considerations have been missing to guide the humanitarian response for NCDs as well as global guidance on NCDs negating the specificities of humanitarian settings [23].
Conclusion
Although humanitarian actors are increasingly gaining experience in the feasibility of including NCD care in their emergency response, structured guidelines have been missing. The aim of these operational considerations is to provide guidance on the wide range of issues facing humanitarian actors on the ground with management of NCDs and provide a series of elements to guide the required response. The process of elaboration and exchange of experience behind this paper has now served as a basis for the development of operational guidelines for the ICRC [16], IRC and UNHCR [57] which have also been field tested.
Acknowledgements
We would also like to acknowledge the support of Hyo Jeong Kim and Gojka Roglic, World Health Organization.

Authors’ contributions
FJ, SAP and DB drafted the article with critical input from all co-authors. The author(s) read and approved the final manuscript.

Funding
Funding for this work was provided by the United Nations High Commissioner for Refugees.

Availability of data and materials
The full operational guidelines are available on request from the authors.

Ethics approval and consent to participate
N/A

Consent for publication
N/A

Competing interests
The authors declare no competing interests with regards to this publication.


References
	1.
World Health Organization. NCD mortality and morbidity. Geneva: World Health Organization; 2018. [Available from: https://​www.​who.​int/​news-room/​fact-sheets/​detail/​noncommunicable-diseases

	2.
UNHCR. Figures at glance UNHCR [Available from: http://​www.​unhcr.​org/​figures-at-a-glance.​html.

	3.
Demaio A, Jamieson J, Horn R, de Courten M, Tellier S. Non-communicable diseases in emergencies: a call to action. PLoS Curr. 2013;5. ecurrents.dis.53e08b951d59ff913ab8b9bb51c4d0de.

	4.
Slama S, Kim HJ, Roglic G, Boulle P, Hering H, Varghese C, et al. Care of non-communicable diseases in emergencies. Lancet. 2017;389(10066):326–30.PubMed

	5.
UNHCR. Global Trend. Forced Displacement in 2015 [Available from: http://​www.​unhcr.​org/​576408cd7.​pdf.

	6.
Spiegel PB, Checchi F, Colombo S, Paik E. Health-care needs of people affected by conflict: future trends and changing frameworks. Lancet. 2010;375(9711):341–5.PubMed

	7.
WHO. Global action plan for the prevention and control of noncommunicable diseases 2013-2020 - revised draft (version dated 11 February 2013). Geneva: World Health Organization; 2013.

	8.
ICRC. Health strategy 2020–2023. Geneva: International Committee of the Red Cross; 2020.

	9.
Boulle P, Kehlenbrink S, Smith J, Beran D, Jobanputra K. Challenges associated with providing diabetes care in humanitarian settings. Lancet Diabetes Endocrinol. 20197(8):648–56.

	10.
Chan EY, Sondorp E. Medical interventions following natural disasters: missing out on chronic medical needs. Asia Pac J Public Health. 2007;19:Spec No:45–51.PubMed

	11.
Chan EY. The untold stories of the Sichuan earthquake. Lancet. 2008;372(9636):359–62.PubMed

	12.
Jobanputra K, Boulle P, Roberts B, Perel P. Three steps to improve Management of Noncommunicable Diseases in humanitarian crises. PLoS Med. 2016;13(11):e1002180.PubMedPubMedCentral

	13.
Ruby A, Knight A, Perel P, Blanchet K, Roberts B. The effectiveness of interventions for non-communicable diseases in humanitarian crises: a systematic review. PLoS One. 2015;10(9):e0138303.PubMedPubMedCentral

	14.
Fink A, Kosecoff J, Chassin M, Brook RH. Consensus methods: characteristics and guidelines for use. Am J Public Health. 1984;74(9):979–83.PubMedPubMedCentral

	15.
Aebischer Perone S, Martinez E, du Mortier S, Rossi R, Pahud M, Urbaniak V, et al. Non-communicable diseases in humanitarian settings: ten essential questions. Confl Heal. 2017;11:17.

	16.
ICRC. Managing projects addressing non-communicable diseases: operational guidelines for field staff. Geneva: International Committee of the Red Cross; 2020.

	17.
The Sphere Project. Humanitarian Charter and Minimum Standards in Humanitarian Response. Geneva: Sphere; 2018. [Available from: http://​www.​spherehandbook.​org/​en/​introduction-5/​

	18.
WHO. Diabetes country profiles 2016. Geneva: World Health Orgnanization; 2016. [Available from: https://​www.​who.​int/​diabetes/​country-profiles/​pak_​en.​pdf

	19.
Spiegel P, Khalifa A, Mateen FJ. Cancer in refugees in Jordan and Syria between 2009 and 2012: challenges and the way forward in humanitarian emergencies. Lancet Oncol. 2014;15(7):e290–7.PubMed

	20.
WHO. Integrating palliative care and symptom relief into primary health care: a WHO guide for planners, implementers and managers. Geneva: World Health Organization; 2018.

	21.
WHO. mhGAP Humanitarian Intervention Guide: clinical management of mental, neurological and substance use conditions in humanitarian emergencies. Geneva: World Health Organization; 2015.

	22.
Beran D, Yudkin JS. Diabetes care in sub-Saharan Africa. Lancet. 2006;368(9548):1689–95.PubMed

	23.
Aebischer Perone S, Jacquerioz Bausch F, Boulle P, Chappuis F, Miranda JJ, Beran D. Report of the WHO independent high-level commission on NCDs: where is the focus on addressing inequalities? BMJ Glob Health. 2020;5(6):e002820.

	24.
Duffy M, Ojikutu B, Andrian S, Sohng E, Minior T, Hirschhorn LR. Non-communicable diseases and HIV care and treatment: models of integrated service delivery. Tropical Med Int Health. 2017;22(8):926–37.

	25.
Patel P, Speight C, Maida A, Loustalot F, Giles D, Phiri S, et al. Integrating HIV and hypertension management in low-resource settings: lessons from Malawi. PLoS Med. 2018;15(3):e1002523.PubMedPubMedCentral

	26.
Janssens B, Van Damme W, Raleigh B, Gupta J, Khem S, Soy Ty K, et al. Offering integrated care for HIV/AIDS, diabetes and hypertension within chronic disease clinics in Cambodia. Bull World Health Organ. 2007;85(11):880–5.PubMedPubMedCentral

	27.
WHO. Complex emergencies. Geneva: World Health Organization; 2020. [Available from: https://​www.​who.​int/​environmental_​health_​emergencies/​complex_​emergencies/​en/​

	28.
Beran D. Needs and Needs Assessments SAGE Open 2015;5(2):2158244015580375.

	29.
Edwards JK, Bygrave H, Van den Bergh R, Kizito W, Cheti E, Kosgei RJ, et al. HIV with non-communicable diseases in primary care in Kibera, Nairobi, Kenya: characteristics and outcomes 2010-2013. Trans R Soc Trop Med Hyg. 2015;109(7):440–6.PubMed

	30.
IFRC. IFRC Framework for Noncommunicable diseases. Geneva: International Federation of Red Cross and Red Crescent Societies; 2020. [Available from: https://​www.​ifrc.​org/​en/​what-we-do/​health/​diseases/​noncommunicable-disease/​ifrc-framework-for-noncommunicable-diseases-/​

	31.
Haplichnik T. NCD prevention: does it really work? MMS Bull. 2018;145. Available from: https://​www.​medicusmundi.​ch/​fr/​plaidoyer/​publications/​mms-bulletin/​pas-de-%C2%AB-business-as-usual-%C2%BB-contre-les-maladies-non-transmissibles/​comment-ongs-agissent-contre-lepidemie/​ncd-prevention-does-it-really-work

	32.
Jobanputra K. Non-communicable diseases - programmatic and clinical guidelines: Médecins Sans Frontières; 2016.

	33.
Some D, Edwards JK, Reid T, Van den Bergh R, Kosgei RJ, Wilkinson E, et al. Task shifting the Management of non-Communicable Diseases to nurses in Kibera, Kenya: does it work? PLoS One. 2016;11(1):e0145634. https://​doi.​org/​10.​1371/​journal.​pone.​0145634.CrossrefPubMedPubMedCentral

	34.
Ansbro É, Homan T, Prieto Merino D, Jobanputra K, Qasem J, Muhammad S, Fardous T, Perel P. Clinical outcomes in a primary-level non-communicable disease programme for Syrian refugees and the host population in Jordan: A cohort analysis using routine data. PLoS Med. 2021;18(1):e1003279. https://​doi.​org/​10.​1371/​journal.​pmed.​1003279 PMID: 33428612; PMCID: PMC7799772.CrossrefPubMedPubMedCentral

	35.
Kayali M, Moussally K, Lakis C, Abrash MA, Sawan C, Reid A, Edwards J. Treating Syrian refugees with diabetes and hypertension in Shatila refugee camp, Lebanon: Médecins Sans Frontières model of care and treatment outcomes. Confl Heal. 2019;13:12.

	36.
WHO. Essential medicines and health products: World Health Organization; Geneva, 2018. [Available from: http://​www.​who.​int/​medicines/​services/​essmedicines_​def/​en/​

	37.
WHO. The WHO Interagency Emergency Health Kit [Available from: http://​www.​who.​int/​emergencies/​kits/​iehk/​en/​.

	38.
Khader A, Ballout G, Shahin Y, Hababeh M, Farajallah L, Zeidan W, et al. Diabetes mellitus and treatment outcomes in Palestine refugees in UNRWA primary health care clinics in Jordan. Public Health Action. 2013;3(4):259–64.PubMedPubMedCentral

	39.
Balinska MA. A humanitarian approach to travel medicine? The Ethics issue. FMR. 2019;61:33–5 [Available from: https://​www.​fmreview.​org/​ethics/​balinska4040.

	40.
Khader A, Farajallah L, Shahin Y, Hababeh M, Abu-Zayed I, Kochi A, et al. Cohort monitoring of persons with diabetes mellitus in a primary healthcare clinic for Palestine refugees in Jordan. Tropical Med Int Health. 2012;17(12):1569–76.

	41.
Shahin Y, Kapur A, Khader A, Zeidan W, Harries A, Nerup J, et al. Clinical Audit on the Provision of Diabetes Care in the Primary Care Setting by United Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA). J Diabetes Mellitus. 2015;5(1).

	42.
WHO. Implementation tools Package of Essential Noncommunicable (PEN) disease interventions for primary health care in low-resource settings. Geneva: World Health Organization; 2013.

	43.
UNHCR. Principles and Guidance for Referral Health Care for Refugees and Other Persons of Concern [Available from: http://​www.​unhcr.​org/​4b4c4fca9.​pdf.

	44.
Survival kit. The five-minute education kit. A document for health care providers and patients. Diabetes education study group of the European Association for the Study of diabetes. Diabet Med. 1995;12(11):1022–42.

	45.
Sethi S, Jonsson R, Skaff R, Tyler F. Community-based noncommunicable disease Care for Syrian Refugees in Lebanon. Glob Health Sci Pract. 2017;5(3):495–506.PubMedPubMedCentral

	46.
Doocy S, Paik KE, Lyles E, Hei Tam H, Fahed Z, Winkler E, et al. Guidelines and mHealth to improve quality of hypertension and type 2 diabetes Care for Vulnerable Populations in Lebanon: longitudinal cohort study. JMIR Mhealth Uhealth. 2017;5(10):e158.PubMedPubMedCentral

	47.
Haskew C, Spiegel P, Tomczyk B, Cornier N, Hering H. A standardized health information system for refugee settings: rationale, challenges and the way forward. Bull World Health Organ. 2010;88(10):792–4.PubMedPubMedCentral

	48.
Zwi A, Ugalde A. Towards an epidemiology of political violence in the third world. Soc Sci Med. 1989;28(7):633–42.PubMed

	49.
Nickerson JW, Hatcher-Roberts J, Adams O, Attaran A, Tugwell P. Assessments of health services availability in humanitarian emergencies: a review of assessments in Haiti and Sudan using a health systems approach. Confl Heal. 2015;9:20.

	50.
Besancon S, Fall IS, Dore M, Sidibe A, Hagon O, Chappuis F, et al. Diabetes in an emergency context: the Malian case study. Confl Heal. 2015;9:15.

	51.
WHO. Screening for type 2 diabetes. Geneva: World Health Organization; 2003.

	52.
Barber B, Scholes M. Reflections on the development of medical informatics. Acta Inform Med. 2014;22(1):18–24.PubMedPubMedCentral

	53.
Kuner C, Marelli M. (eds). Handbook on data protection in humanitarian action. Geneva: ICRC and Brussels Privacy Hub; 2017. https://​shop.​icrc.​org/​handbook-on-data-protection-in-humanitarian-action.​html

	54.
Ager A, Burnham G, Checchi F, Gayer M, Grais RF, Henkens M, et al. Strengthening the evidence base for health programming in humanitarian crises. Science. 2014;345(6202):1290–2.PubMed

	55.
Ansbro E, Garry S, Karir V, Reddy A, Jobanputra K, Fardous T, et al. Delivering a primary-level non-communicable disease programme for Syrian refugees and the host population in Jordan: a descriptive costing study. Health Policy Plan. 2020;35(8):931–40.PubMed

	56.
Durocher E, Chung R, Rochon C, Henrys JH, Olivier C, Hunt M. Ethical questions identified in a study of local and expatriate responders' perspectives of vulnerability in the 2010 Haiti earthquake. J Med Ethics. 2017;43(9):613–7.PubMed

	57.
UNHCR IRC. Integrating non-communicable disease care in humanitarian settings. Geneva: UNHCR and IRC; 2020.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/images/13031_2021_345_Tab2_HTML.png
Prioritization
of care

Management

Stratification of individuals with NCDs based on risk of
complications

URGENT
PRIORITY

LOW
PRIORITY

immediate

People with acute life-threatening conditions (e.g.
severe asthma crisis, myocardial infarction, diabetic
decompensation)

days

People at immediate risk if care or treatment is
interrupted (e.g. type 1 diabetes, unstable NCDs (e.g.
unstable angina), pregnant women)

weeks

People with treated and stable chronic diseases (e.g.
high blood pressure, COPD, diabetes mellitus type 2)

months

People without known chronic diseases but with
cardiovascular risk factors (e.g. obesity, dyslipidaemia,
tobacco use, alcohol use)

Undiagnosed conditions, patients unaware of their
status

General population





OEBPS/navigation.xhtml

    
      Contents


      
        		Operational considerations for the management of non-communicable diseases in humanitarian emergencies


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/13031_2021_345_Fig1_HTML.png
The various scenarios
Ekclindlic iccd by the
conient of Ui,
eelimg:

O versus ruicle
conflict versus natural
disaster; local response
capacity; possible

W oilon) oaterventliony;
curity constraints,
eling oro o

LOW NCD burden
&

Inefiicient health
system prior to
emergency

LOW NCD burden
&

Efficient health system
prior to emergency

N

<

HIGH NCD burclan
&

Efficient health system
prior to emergency






OEBPS/images/13031_2021_345_Fig2_HTML.png
Coordination i i i Health | Monitoring | Moving on
| Human ! . | : I i
and Supplies Information and strategy /
A resources i
partnership S | Handover

Approaches needed to implement the NCD response

ource mobilisation and advocacy





OEBPS/css/sidebar.gif





OEBPS/images/13031_2021_345_Fig3_HTML.png
RISK FACTORS, UNDER
NO TREATMENT TREATMENT,
NEEDED E

PREVENTIVE MEASURES

FOLLOW UP

HEALTH PROMOTION - PATIENT EDUCATION

COMMUNITY ENGAGEMENT






