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Executive Summary

Background

The need for a stronger scientific evidence base for responses to humanitarian crises has been identified by various
public health actors. To this end, the UK Department for International Development (DFID) and the Wellcome Trust
commissioned a project to review the evidence base of public health interventions in humanitarian crises. The
overall aim of the project is to provide a rigorous assessment of the current quality and depth of the evidence-base
that informs humanitarian public health programming globally. The project therefore assesses the quantity and
quality of intervention studies, rather than measuring the actual effectiveness of the intervention itself.

The project addresses evidence on interventions in humanitarian crises (including early recovery and forced
displacement) for health topics of: communicable disease control; water, sanitation and hygiene (WASH); nutrition;
sexual and reproductive health (SRH), including gender-based violence (GBV); mental health and psychosocial
support; non-communicable disease (NCD); injury and physical rehabilitation, health services, and health systems.
In addition, contextual factors influencing the delivery of health-related interventions are included in the project,
consisting of: access to health services, health assessment methods, coordination, accountability, health worker
security, and urbanisation.

Methods

The research project uses the following two main methods:

(i) A series of systematic literature reviews on evidence of humanitarian interventions related to the health
topics and on the influence of contextual factors on the interventions. The systematic review on evidence of
interventions for the different health topics included quantitative evidence from published and grey literature.
The systematic review on the contextual factors included quantitative and qualitative evidence from the
published literature. Standard systematic review methodologies were used.

(i) Qualitative individual interviews with expert practitioners, policy makers and academics to identify critical
weaknesses and gaps in the evidence base for humanitarian public health actions (including related to the
contextual factors) and to recommend priority areas for further research. A series of more general consultations
with humanitarian health experts through meetings in London, Geneva, Paris, and New York.

Results
An overview of the main results is firstly presented, followed by the results of the individual health topics and
contextual factors.

Overview

® Research on the effectiveness of health interventions in humanitarian crises has significantly increased during
the last decade, with 76% of the 706 studies selected in the systematic review published between 2000 and
2012. However, considering the diversity of humanitarian crises, contexts and health care needs, the volume of
evidence available remains too limited — particularly for health topics of gender-based violence (GBV) and water,
sanitation and hygiene (WASH).

® 60% of the studies reviewed in-depth were rated moderate to high quality, but the quality of research has
improved during the last decade.



Interventions for some health topics require further evidence on their actual effectiveness (e.g. GBV and mental
and psychoscial health) whereas other topics require evidence on the most effective way of delivering the health
intervention (e.g. injury & rehabilitation, WASH, NCD, SRH), while nutrition and communicable disease control
tend to require evidence on the effectiveness of some interventions and also evidence on the most effective way
of delivering others types of interventions.

Common themes identified in all the health topics and contextual factors include:

- Systems and delivery: more evidence on the effectiveness and feasibility of inter-sectoral interventions,
scaling-up, task-shifting, and supporting health system resilience.

- Research methods: development and validation of robust assessment methods; greater use of certain research
designs (particularly for cost-effectiveness) and baseline and routine data; and high quality mixed methods
studies.

- Context: Greater evidence is required on dispersed, urban and rural populations; on ensuring continuity
of care — particularly for chronic conditions and NCDs; and measuring and addressing health care needs in
middle-income settings (particularly NCDs).

Communicable disease control
Seventy two studies on communicable disease control interventions met the inclusion criteria and were reviewed

in depth. Thirty four were graded as high quality. The following highlights the research needs identified from the

systematic review and expert interviews:

Research should be conducted to help standardise medical protocols and quality standards to direct
interventions, and indicators to measure their impact.

Specific evidence gaps exist around many issues related to communicable diseases: disease themselves (e.g.
pertussis, hepatitis A and E, and measles), methods to measure them (e.g. Quality Assurance Sampling (LQAS)), and
standard measurements such as mortality (e.g. age and gender specific).

Increasing urbanisation, and movement of people to coastal areas, means that more research is needed on
populations living in these areas.

More attention needs to be given to regional analysis amongst these populations, especially due to issues related
to migration and importation of disease.

® More anthropological/sociological research is needed for communicable disease interventions (e.g. acceptability).

® Research could help validate syndromic diagnoses (e.g. diarrhoea) with laboratory confirmed (e.g. shigella)

outcomes for communicable disease interventions.

Water, Sanitation and Hygiene (WASH)

Only eight studies on WASH interventions met the inclusion criteria, and three were of high quality. The following

highlights the research needs identified from the systematic review and expert interviews:

More research expertise is needed to guide operational organisations on how WASH interventions can be linked
to health outcomes, including on the use of different study designs.

® Areview of Sphere indicators for the WASH sector is needed.

® More research is needed on behaviour change (e.g. acceptability of interventions, barriers to uptake).

@ The evidence base on specific WASH interventions for health outcomes (e.g. hepatitis E, cholera) needs to be

strengthened.

Economic and anthropological research is needed. What level of success is acceptable to communities,
governments, etc in relation to health effects seen as well as money spent?



Nutrition
Seventy-seven studies on nutrition interventions met the inclusion criteria, and 18 were of high quality. The
following highlights the research needs identified from the systematic review and expert interviews:

® A better understanding of the aetiology of malnutrition and famines in different contexts is required.

@ Evidence on the impact of contextual factors on famine and malnutrition (e.g. anthropological studies on the
power of women in society).

® Evidence on how best to intervene in low Global Acute Malnutrition (GAM) prevalence settings and/or in middle
income countries.

® Need to test different monitoring tools, techniques and new technologies to measure progress and impact of
nutrition programmes, including better use of routine data and monitoring and evaluation data.

More evidence on cost-effectiveness of nutrition interventions.
More evidence required on the impact of Infant and Young Child Feeding interventions (IYCF).

Research focus needed on infants, people with disabilities and elderly.

Search alternatives to Blanket Supplementary Feeding programmes (BSFP) (i.e. Cash transfer vs. Ready to Use
Food (RUF) distribution; food security intervention vs. RUF).

® More research required on long term effects of interventions (i.e. long-term effects of blanket distribution of lipid
based supplement).

® Further research required on stunting.

® Evidence required on the most effective way of delivering nutritional programmes? Community health workers or
health facilities?

® Long-term effect of RUF on anthropometric status, cognitive development, risk of relapse etc.

Sexual and reproductive health (SRH), including gender-based violence (GBV)
Thirty-one studies on SRH (including GBV) interventions met the inclusion criteria, and only four were of high quality.
Of the 31 studies, only three related to GBV interventions. The following highlights the research needs identified
from the systematic review and expert interviews:

® More evidence on SRH interventions with particular populations groups (e.g. people with disabilities, men,
adolescents)

® More evidence on different models of scaling up services (e.g. facility- or community-based care, task-shifting,
greater involvement of community members).

® Evidence on effectiveness and feasibility of new technologies.
® Evidence on availability and use of SRH commodities in emergencies.

® Evidence on behaviour, knowledge, attitude and barriers to long acting reversible contraception; and implications
regarding availability of long-term care.

@ More evidence on the provision of safe abortion services, and delivery services (particularly caesarean sections).
@ There is extremely limited evidence on GBV. More information is needed on the spectrum and context of GBV.

® Evidence is required on effectiveness and operational constraints of targeted interventions (e.g. safe spaces, cash-
transfers, livelihoods programmes).

® Evidence is required on the appropriateness and use of GBV guidelines.

@ Development of new methodological approaches to overcome contextual and logistical constraints to research.



Mental health and psychosocial support

Sixty-nine studies of mental health and psychosocial support interventions met the inclusion criteria, and 15
were of high quality. The following highlights the research needs identified from the systematic review and expert
interviews:

® Evidence required on effectiveness and feasibility of scaling-up low intensity and low cost psychological
interventions.

Substantially more evidence is required on the effectiveness of psychosocial interventions.
Evidence required on the effectiveness of group-based interventions as well as interventions for individuals.
Evidence required on the effectiveness of interventions using parents, natural support systems, and schools.

Evidence required on the use of inter-sectoral approaches (e.g. nutrition, protection, education).

Evidence required on using a modular transdiagnostic approach to treating mental disorders, including multiple
disorders.

Evidence on the effectiveness and feasibility of e-mental health interventions.
® Evidence on the effectiveness and feasibility of training interventions.

® Evidence required on the effectiveness of treating severe mental disorders, drug and harmful alcohol use, and
functioning.

® Evidence from randomised control trials (RCTs) is required, but also other study designs (including quasi-
experimental) and the use the use routine clinical outcome data. Studies should include mixed methods to
improve acceptability and appropriateness of interventions and research.

® Substantially more evidence is required on the feasibility of interventions, particularly economic feasibility and
cost-effectiveness of interventions.

® Evidence is particularly required for children, adolescents, older populations and survivors of sexual and intimate
partner violence.

® Creater evidence is required on the harmful effects of mental health and psychosocial support interventions.

® The quality of research needs to improve in order to ensure valid and reliable results.

Non-Communicable Diseases (NCDs)
Twenty-six studies on NCD interventions met the inclusion criteria, with four of a high quality. The following
highlights the research needs identified from the systematic review and expert interviews:

® Strong need for the development and testing of standards and guidelines for the delivery of NCD care in crisis
settings.

® There is a need for much more evidence on interventions for a range of leading NCDs, particularly addressing
longer-term outcomes.

® There is a need for much more evidence on NCD interventions from a range of different country settings.
@ Studies are needed on the feasibility and cost of NCD interventions, particularly over the longer-term.

® Evidence on experiences of collaborations and benefits with other sectors (e.g. nutrition) is required.

Injury and Rehabilitation

Seventy-six studies on injury and rehabilitation interventions met the inclusion criteria and were reviewed in-depth,
and only two were of a high quality. The following highlights the research needs identified from the systematic
review and expert interviews:

® Greater quantity and quality of evidence is required on the effectiveness and cost-effectiveness of rehabilitative

interventions, particularly rehabilitative interventions and over the longer-term — including measuring long-term
health outcomes, functionality, and quality of life.



® More research is needed to better understand the mechanisms that enable a continuum of care as programmes
transition from the crisis to the development phase.

@ Research is needed to develop appropriate quality standards and measurements of service performance.

® More evidence must be collected following natural disasters, as illustrated by the response to the 2010 Haitian
Earthquake.

® More evidence should be collected related to rehabilitation interventions in camp contexts.

® More studies are needed that evaluate rehabilitation interventions in the preparedness phase, and the
subsequent impact they have on health outcomes.

Health Service Delivery

Thirty-two studies on health service delivery met the inclusion criteria but only four papers measured health

outcomes and these were of a low quality. The following highlights the research needs identified from the systematic

review and expert interviews:

® There is a strong need to improve the quantity and quality of the evidence base on health service interventions,
particularly longitudinal studies of longer-term health service interventions and related health outcomes.

® More research is required on different service delivery models of health care.

® More research is required on the content, delivery and health outcomes of different service delivery packages
of care.

@ Llongitudinal study designs are needed to help capture this information.

® There was a lack of consensus over the guidelines to be used, or even evaluated, for health service delivery.
Further studies looking specifically at this issue would enable practical suggestions for service delivery in crisis
situations.

Health Systems

Fifty-six studies on health systems met the inclusion criteria. The following highlights the research needs identified

from the systematic review and expert interviews:

® There is a need for further research to measure the impact crises can have on local health systems.

® Evidence is required on the effectiveness of different models of delivering health interventions during
humanitarian crises: vertical versus integrated humanitarian interventions, facility-based versus community-
based interventions, comprehensive package versus single interventions.

@ Evidence is required on the resilience of health systems to absorb crises and on their capacities to continue the
delivery of services (e.g. non communicable diseases) after the departure of humanitarian actors.

® Evidence is required on the impact of preparedness on a humanitarian crisis, and whether stronger and better
prepared health systems have improved health outcomes following a humanitarian crisis.

® There is a need for much more research into some of the specific areas of the health system, particularly the
influence of health financing and access to essential medicines in a humanitarian crisis.

® Research on how interventions for sub-sectors health could take the opportunities that humanitarian crises offer
to strengthen the systems.

Access to healthcare

Sixty-four studies on access to healthcare met the inclusion criteria. The following highlights the research needs
identified from the systematic review and expert interviews:

® There is a particular paucity of evidence on the impact of physical, economic and political accessibility of health
workers on public health interventions during crises.



® More research is required on the influence of access on the impact of public health interventions.

® Research into the development of standardised methods or indicators to measure the different aspects of both
end-user and health worker access to healthcare (which are currently lacking) is required.

® Greater research attention should be given to the impact of access to healthcare on health interventions during
natural disasters and in the acute phase of crises.

® Greater research attention should be given to real-time mapping of access to healthcare of end-users.

® Greater research attention should be given to optimising healthcare access in crisis areas outside government
control for both end-users and healthcare workers.

® Greater research attention should be given to health disparities arising from access inequities between resident
and transiting populations within a crisis location.

® More research is needed on the role of mobile phones and other digital technologies in improving health access
for end-users.

® More research is needed into mechanisms and policies which safeguard or improve access to healthcare during
humanitarian crises.

Accountability to end-users
Thirty studies on accountability to end-users and health met the inclusion criteria. The following highlights the
research needs identified from the systematic review and expert interviews:

® Research on the influence of accountability on the impact of public health interventions is needed.

® Research on the development of standardised methods or indicators to measure the different aspects of
accountability in health interventions is required.

® High quality comparative studies are needed to inform how accountability influences health interventions and
outcomes.

® More evidence is needed on the role and methods of informed consent of end-users in crisis settings, to the
perception of end-users regarding humanitarian healthcare delivery, and to the validation of assumptions
concerning end-users.

® More research is required on the impact of the asymmetry of power between end-users and humanitarian
agencies on public health interventions.

® Populations needing increased research focus include IDP and refugee populations; adolescents; the disabled; the
elderly; those with chronic disease; and the LGBT community.

® More research is needed into mechanisms and policies which safeguard or improve accountability to end-users
during humanitarian crises.

® Research into the development of ethical guidelines for humanitarian research and programmatic development
should be intensified.

Health Assessment Methods

Eighty-three studies on health assessment methods met the inclusion criteria. The following highlights the research

needs identified from the systematic review and expert interviews:

® More quality research is needed on the development, comparison, testing and validation of health assessment
methods.

® There is a pressing need for evidence-based consensus-building on the standardised health assessment methods
that agencies will agree to use for recognised health topics.

® Greater research attention should be given to the impact of different health assessment methodologies on the
effectiveness of public health interventions during humanitarian crises.



® Research is needed on the humanitarian system'’s ‘fitness-for-purpose’ for addressing health needs within any
crisis situation.

® Research is needed on the identification of appropriate indicators with which to measure humanitarian contextual
factors in relation to health outcomes.

® Greater research attention could be given to long-term impact assessment methodologies of the contextual
factors in relation to health outcomes (e.g. coordination of communicable diseases and WASH in relation to
cholera).

® More research is needed into mechanisms and policies that safeguard or improve health assessment methods
during humanitarian crises.

Coordination

Twenty-five studies on coordination and health met the inclusion criteria. The following highlights the research

needs identified from the systematic review and expert interviews:

More research is needed on the influence of coordination on public health interventions during humanitarian
crises, including cost-benefit analysis.

Research is also needed on non UN/OHCA-centric mechanisms of coordination, including those of local/domestic
and non-cluster agencies.

High quality comparative studies are needed to inform how coordination influences public health interventions,
including the role of different levels and aspects of coordination.

Greater research attention should be given to investigate the health impact of clusters as a coordination
mechanism.

Greater research attention should be given to impact of integrated UN missions on healthcare delivery.

® Greater research attention should be given to how international actors coordinate with local government.

® Research is needed to evaluate the advantages and disadvantages for health of pooled funding within the UN

structure.

Greater research attention should be given to the role of generating competitive market forces between agencies
in improving coordination and healthcare delivery efficiency.

More research is needed into mechanisms and policies which safeguard or improve coordination during
humanitarian crises.

Security of healthcare workers
Only 16 studies on healthcare worker and health security met the inclusion criteria. The following highlights the

research needs identified from the systematic review and expert interviews:

The issue of security of healthcare workers in the humanitarian sector is disproportionate to the very limited
available evidence in both terms of quantity and quality.

There is a need for more research on how healthcare worker security influences the effectiveness of public health
interventions in humanitarian crises.

High quality comparative studies are needed to inform how security influences health interventions and
outcomes, in particular comparing crises of varying security levels, crises in urban vs. rural settings, and crises
with international vs. purely local or domestic health assistance.

Greater research attention should be given to the increased risks posed by integrated UN missions.

® Research is needed to measure the impact of using foreign over local healthcare workers.

® Greater research attention should be given to identification of risk factors associated with security threats to

healthcare workers.



® Greater research attention should be given to the impact of asymmetry of power on the effectiveness of health
interventions within a conflict setting on security.

® Research is needed to assess the impact of patients’ perception on security.

® Creater research attention should be given to the impact of healthcare worker security on public health
interventions during natural disasters and in the acute phase and early recovery phases of crises.

Urbanisation
Twenty-seven studies on urbanisation and healthcare met the inclusion criteria. The following highlights the research
needs identified from the systematic review and expert interviews:

® More comparative studies between rural, camp and urbanised environments would be very helpful to adjust
health interventions to be more effective for urban environments.

® More research is needed on the influence of the following aspects on public health interventions: Opportunities
for disaster preparedness and coordination; role of civil engineering and urban planning in disaster prevention
and mitigation; use of social media and other forms of mass communication; control of infectious disease
outbreaks, public health interventions.

® Greater research attention should be given to efficient methods of identification and targeted health
interventions of IDP and refugee populations within non-camp urban settings.

® Creater research attention should be given to the management of chronic disease in crisis-affected urban
populations.
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1.Introduction

1.1 Background

The need for a stronger scientific evidence base for responses to humanitarian crises has been identified by various
public health actors, and was a key recommendation of the United Kingdom Humanitarian Emergency Response
Review.! To this end, the UK Department for International Development (DFID) and the Wellcome Trust commissioned
a review of the evidence base of public health interventions in humanitarian crises.?

The overall aim of the project is to provide a rigorous assessment of the current quality and depth of the evidence-
base that informs humanitarian public health programming globally. The specific objectives are:

® To present a thorough assessment of the current quality and depth of the available evidence-base for
humanitarian public health actions.

® To present a clear and authoritative overview of the frameworks and assumptions which underpin key thematic
areas within the humanitarian public health field.

® To identify critical weaknesses in the evidence base, where further research is required.

@ |dentify, through consultation with practitioners and policy makers, priority areas where further investment in the
research and evidence base is most needed.

1.2 Conceptual framework

The conceptual framework used for this project is shown in Figure 1. The framework contains health interventions
related to core health topics, and key contextual factors which influence the delivery of the core health interventions
in humanitarian crises. The conceptual framework was adapted from Hoffman et al.* and the selection of health
topics, contextual factors and cross-cutting issues informed by Sphere Standards and discussions with key experts.

Health outcomes (individual and population level
Health Output
ealth Outputs
Health interventions:
« Communicable disease control Contextual factors:
* Water, sanitation and hygiene (WASH) * Access to healthcare
« Nutrition * Accountability to end-
: : : users
* Sexual and reproductive health (SRH), including .
gender-based violence (GBV) m%?#g daéssessment
* Mental health and psychosocial support —— . Coordination
* Non-communicable disease (NCD) oordinatio
. : o * Security of healthcare
* Injury and physical rehabilitation workers
* Health service delivery * Urbanisation
* Health systems

Figure 1: Project conceptual framework

*HERR, Humanitarian Emergency Response Review, L.P. Ashdown, Editor 2011, Humanitarian Emergency Response Review.

2For the purposes of this project, humanitarian public health is defined as interventions that contribute collectively, in combination or singularly to saving lives, building resilience and
promoting better health outcomes in humanitarian emergencies. In this approach public health interventions should be considered in their broadest scope including all relevant practice
areas such as water and sanitation and nutrition.

3Hofmann C, et al, Measuring the impact of humanitarian aid: A review of current practice. Overseas Development Institute, 2004.

“Sphere Project, Sphere Handbook: Humanitarian Charter and Minimum Standards in Disaster Response, 2004.



2. Methods

The project consists of two main research methods. First, a systematic literature review on evidence on interventions
of the health topics and contextual factors. Second, qualitative expert interviews with practitioners, policy makers
and academics addressing the core health topics and contextual factors. The research for the health topics was
conducted by staff at LSHTM, while the research on the contextual factors was led by staff at Harvard (see Annex 1
for further details on project structure and staffing).

2.1 Systematic literature review on health topics

This series of systematic reviews aims to provide a situational analysis of the existing evidence from
humanitarian crises on public health interventions for the following health topics: communicable disease control;
water, sanitation and hygiene (WASH); nutrition; sexual and reproductive health (SRH), including gender-based
violence (GBV); mental health and psychosocial support; injury and physical rehabilitation; non-communicable
disease (NCD); health services; and health systems®. The systematic review methodology adheres to the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement.®

2.1.1 Key terms:
The following key terms and concepts relate to this systematic literature review, their definitions having been
adapted from the World Health Organization (WHO) Humanitarian Health Action Dictionary.”

Public Health Intervention: Public health actions that seek to improve health outcomes.

Humanitarian crisis: A serious disruption of the functioning of a community or a society causing widespread human,
material, economic or environmental losses which exceed the ability of the affected community or society to cope
using its own resources, necessitating a request to national or international level for external assistance. The disaster
situation may either be manmade (e.g. armed conflict) or a natural phenomenon (e.g. drought).

Man-made humanitarian disasters: These include international armed conflicts; non-international armed conflicts;
and other situations of violence.?

Natural disasters: These include hazardous natural phenomena leading to humanitarian crises such as earthquakes,
volcanic activity, landslides, tsunamis, tropical cyclones and other severe storms, tornadoes and high winds, floods,
and droughts.

Early Recovery: Early Recovery is defined as recovery that begins early in a humanitarian setting. It is a multi-
dimensional process, guided by development principles. It aims to generate self-sustaining nationally owned and
resilient processes for post-crisis recovery.

5The health systems literature review also included qualitative studies given the multi-faceted nature of health systems. The methodology for reviewing the qualitative studies is described
insection 2.2.5.

®Moher, D, et al, Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement. BMJ, 2009. 339: p. b2535.

’World Health Organization (WHO). Humanitarian Health Action Dictionary. 2013 [cited August 29, 2013]; Available from: http://www.who.int/hac/about/definitions/en/index.html
®International Committee of the Red Cross (ICRC), 31st International Conference of the Red Cross and Red Crescent Report: International humanitarian law and the challenges of contempo-
rary armed conflict, 2011



2.1.2 Search strategy and search terms
This literature review uses peer-reviewed literature, non-peer reviewed (‘grey’) literature, and expert consultation/
review of selected references to ensure all key publications have been taken into account.

Peer reviewed literature was located using electronic bibliographic databases such as Medline, Embase, and Global
Health (depending on the health topic). The search structure consisted of the following:

® terms related to humanitarian crises
® AND terms related to public health interventions
® AND terms related to lower and middle income economies

® AND terms related to each of the nine health topics above

The search terms used for the main bibliographic databases are given in Annex 3. The additional health topic specific
search terms were then added on (see Annexes).

Grey literature was sought using databases, humanitarian agency websites and search engines such as Google, R4D,
ReliefWeb, Desastres, Eldis, ALNAP, CRED, RHRC, MSF Field Research, WHO, UNICEF, UNFPA, UNHCR, and ICRC.

Searches were supplemented by reviewing the reference lists (‘references of references’) of selected articles to find
any other relevant papers.

The databases and search terms used for each health topic are given in the Annexes.

2.1.3 Inclusion/exclusion criteria
The following seven key inclusion criteria were used in this review:

® Types of studies: Primary quantitative research studies. Study designs including randomised controlled trials
(RCTs), non-randomised controlled trials, controlled before-after studies, controlled interrupted time series
studies, economic studies (cost-effectiveness analysis, cost-utility analysis, cost-benefit analysis, economic
modelling) of public health which the outcome is measured before and after the intervention or an intervention is
studied against another intervention with baseline or control group.

® Populations of interest: Populations affected by humanitarian crises and receiving humanitarian assistance in
low and middle-income countries (based upon World Bank country classification).

@ Health outcomes and outputs of interest: Primary outcomes (e.g. morbidity, mortality, vaccination status),
secondary outcomes (e.g. contraceptive prevalence rate), and primary outputs (e.g. malaria bed nets distributed,
nutrition supplements provided etc).

@ Crisis Phase: Studies that occur in humanitarian crises including those that evaluate: i) the impact of
preparedness and resilience on public health outcomes during a humanitarian crises and/or ii) studies that
evaluate the impact of public health interventions during the acute, chronic, or early recovery phases of
humanitarian crises.

@ Data type(s): Must include primary data.

@ Date of intervention and publication: January 1, 1980 — April 30, 2013.

® Publication language: English, French.



The following criteria were used to exclude studies from this review:

@ Studies with no specific health intervention and no outcomes or outputs (i.e., excluding studies that examine only
health needs, prevalence, health risk-factors, co-ordination).

® Studies that examine preparedness and resilience not linked to health outcomes in humanitarian crises (e.g.
studies on housing fortification before flooding).

® Review papers; only references listed in review papers were screened to find more primary data sources.

2.1.4 Study screening and data extraction

The systematic literature review for each health topic was conducted by one topic leader (see Annex 1 for further
details). For quality assurance, a secondary peer reviewer corroborated study selection and data extraction at Stage
Four.

Data were screened with the following five stages:

Stage One: electronic database search using terms; with results imported into reference management software, and
duplicates removed.

Stage Two: title and abstract reviewed to remove studies not meeting the inclusion criteria (see above).

Stage Three: manuscript review to remove studies that did not meet inclusion criteria; paper selection.

Stage Four: review of references of selected papers (from Stage Three).

Stage Five: final paper selection, data extraction, and quality assessment.

Data was extracted based on the specific points noted below and input into a standardised Excel database:
study authors or agency, year

study country

setting: urban or rural

population type (refugee, internally displaced, entrapped population, host population)

humanitarian crises type (armed conflict or natural disaster)

health outcome(s) addressed by the public health intervention

type(s) of public health intervention

study design

measurement outcomes (e.g. prevalence, odds, ratios etc)

target age group: i) infants: under 6 months, ii) infants and young children: under two years, iii) children under five:
6 months - 59 months, iv) school age children: 6 years - 15 years, v) adolescents: 10 years - 19 years,* vi) adults:
20 years - 49 years, vii) elderly: 50+ years.

quality of the evidence on specific interventions
change in quantity of evidence over time
change in quality of evidence over time

research strengths from the literature

research gaps from the literature



2.1.5 Data categorisation and analysis

Data analysis was conducted for each health topic separately, with findings organised in relation to the key issues of
quantity and quality of the evidence base. To increase clarity of the final results, the studies selected at Stage Five
were arranged into three main categories of evidence (Table 1):

Table 1: Categorisation of selected literature

Category C:
Outcomes not measured (e.g. outputs, processes, perceptions)

As indicated in Table 1, Categories A and B roughly correspond to evidence that is expected to be of high to
moderate quality. Given the generally much weaker value of evidence in Category C, data extracted from studies
classified as Category C was limited to the existence of the study alone.

The quality assessment of studies (Categories A and B) included in the systematic literature review were reviewed

based upon criteria adapted from the STROBE and CONSORT standards for observational studies and clinical trials,
respectively. The adaptations are outlined in Table 2 and scoring levels given in Table 3.

Table 2: Quality review criteria (adapted from STROBE and CONSORT)




Table 3: Quality assessment corresponding to adapted STROBE and CONSORT

Level of Quality Rating of Evidence per STROBE / CONSORT
HIGH 7-8 criteria met = high quality evidence
MODERATE 4-6 criteria met = moderate quality evidence
LOW 1-3 criteria met = low quality evidence

2.2 Systematic literature review on contextual factors

The aim of this review was to conduct a systematic evidence review of the quantity and quality of evidence on the
influence of contextual factors on public health interventions in humanitarian crises. Again, the methodology and
reporting adheres to the PRISMA statement.

Contextual factors are taken here to mean the physical, political and social characteristics of the environment that
are related to the effectiveness of humanitarian intervention. The six contextual factors are given below:

Access to healthcare: This encompasses both the access that end-users have to healthcare as well as the access that
healthcare workers have to end-users. Accessibility of healthcare to end-users will specifically include the four over-
lapping dimensions of (i) Physical accessibility, (ii) Economic accessibility, (iii) Informational accessibility, and (iv)
Non-discrimination. Accessibility for workers to provide healthcare to end-users will include the dimensions of (i)
Physical accessibility, (ii) Economic accessibility, and (iii) Political accessibility.

Health assessment methods: This will look for studies specifically seeking to test, develop or validate measurement
methods (e.g. mortality estimation, population estimation, nutritional assessment etc.).

Coordination: The quality of coordination and leadership in the implementation of public health interventions
during humanitarian crises at the local, regional or international level via local or OCHA-led mechanisms influences
their impact. In addition to the logistical aspects of coordination, the effects of competition among local and
international agencies for funding and recognition, and the lack of consensus on which public health actions are
considered humanitarian and which are considered developmental will also be included.

Accountability to end-users: The Humanitarian Charter emphasises the importance of accountability of agencies
to crisis-affected populations. Accountability will include the following dimensions based on a human rights-
based approach to health: (i) Availability of functioning public healthcare facilities, goods and services in sufficient
quantity, with sufficient capabilities, and in a timely manner; (ii) Acceptability of public healthcare facilities, goods
and services in terms of medical ethics and cultural appropriateness; and (iii) Quality of public healthcare facilities,
goods and services that are scientifically and medically appropriate and of good quality, and using trained and
skilled personnel adhering to accepted professional standards.

Security of healthcare workers: Closely related to contextual factor 1 above (in particular the political dimension
influencing the access of healthcare providers to end-users), both the interest in and the corpus of literature
available on the specific issue of security of healthcare workers in humanitarian crises call for the study of this

as a distinct contextual factor in this review. It will include influences which secure the respect of healthcare
interventions as off-limits to deliberate attack and disruption, and those which make it conducive to hold
humanitarian health action hostage (e.g. attacks on polio workers in Pakistan and Nigeria). It will also include
strategies used in humanitarian health diplomacy relevant to the security of healthcare workers.



Urbanisation: Rapid global urbanisation, particularly in low- and middle-income countries, means that humanitarian
crises are increasing likely to affect populations in urbanised settings. At present, the similarities and differences
between the strategies and processes leading to effective public health interventions in humanitarian crises
occurring in rural and urbanised environments is grossly understudied. These will be included in the analysis of this
contextual factor as well as the identification of characteristics that are particular to the urban environment in terms
of the physical, mental and social health challenges this setting poses to crisis-affected populations.

2.2.1 Key terms
The key terms are as given above in Section 2.1.1.

2.2.2 Search strategy and search terms:

This literature review focuses solely upon peer-reviewed literature. Relevant studies have been located using
electronic bibliographic databases such as Medline, Embase, Global Health, International Bibliography of the Social
Sciences (IBSS), PsychINFO, and Web of Science. The exact search terms depend on individual database but include:

® terms related to humanitarian crises
® AND terms related to lower and middle income economies

® AND terms related to each of the six contextual factors above

Peer reviewed literature research reports produced by the UN agencies were also included. These were sought from
the relevant agency websites. In addition, expert consultation and a review of the reference lists (‘references of
references’) of selected articles were used to locate other relevant papers.

2.2.3 Inclusion/exclusion criteria
The following seven inclusion criteria were used for this review:

® Types of studies: Primary quantitative and qualitative research published studies will be considered .

® Populations of interest: Populations affected by humanitarian crises in low and middle-income receiving
humanitarian assistance, as defined by The World Bank.

@ Health outcomes of interest: Primary outcomes (e.g. morbidity, mortality, vaccination status), secondary
outcomes (e.g. contraceptive prevalence rate), and primary outputs (e.g. malaria bed nets distributed, nutrition
supplements provided etc).

® Crisis Phase: Studies that cover the acute or chronic humanitarian crises, or early recovery phases of
humanitarian crises.

® Data type(s): Must include primary data collection.
® Date of intervention / publication: January 1, 1980 — December 31, 2012.

® Publication language: English, French.

The following four exclusion criteria were used for this review:
® Studies that do not directly link the specific contextual factor with health outcomes or outputs.

@ Studies that examine preparedness and resilience not linked to health outcomes in humanitarian crises (e.g.
studies on housing fortification before flooding).

@ Studies that focus on post conflict and post disaster reconstruction.

® Review papers; only the references of review papers were screened to find more primary data sources.



2.2.4 Study screening and data extraction:
The evidence review of contextual factors was led by Vera Sistenich and colleagues at Harvard University. For quality
assurance, a secondary peer reviewer corroborated paper screening and data extraction.

Data was screened per the following five stages:

Stage One: electronic database search using terms provided above and in Appendices 1-7; number of results to be
recorded and downloaded into an Endnote file (one per contextual factor), and duplicates removed.

Stage Two: title and abstract review to remove studies not meeting the inclusion criteria (see above).

Stage Three: manuscript/report review to remove studies that do not meet inclusion criteria.

Stage Four: review of references of references (taken from papers reviewed in Stage Three)

Stage Five: final paper selection, data extraction, and quality assessment.

Data was extracted based on specific research points noted below and input into a standardised Excel data
extraction form:

@ study authors/agency, year

study country

study population type (refugee, internally displaced, entrapped population, host population)
humanitarian crises type (armed conflict or natural disaster)

humanitarian crises stage (i.e., preparedness, acute crises, stabilised, early recovery)
type of public health interventions

main aspect(s) of contextual factor influencing impact of health intervention
interventions influenced by contextual factor

character of contextual factor influence

study design

stratification (by age and/or gender)

use of recognised guidelines for public health intervention

quality of the evidence on specific interventions

change in quantity of evidence over time

change in quality of evidence over time

research strengths from the literature

research gaps from the literature

2.2.5 Data categorisation and analysis:
Data analysis was conducted for each contextual factor separately, with findings organised in relation to the key
issues of quantity and quality of the evidence base.

As noted above, the quantitative studies selected at Stage Five were arranged into the three main categories of
strength of evidence (A, B, C). The quality of the quantitative evidence on contextual factors was also assessed using
the STROBE standards for observational studies (see Table 2) (as no clinical trials will have been conducted on these
contextual factors). The quality assessment of qualitative studies on contextual factors was conducted using an
adapted version of the RATS guidelines for qualitative research review. The key quality criteria of RATS are shown in
Table 4.



Table 4: Quality review criteria (adapted from RATS)

The quality review of the qualitative studies was also graded studies based upon their overall quality. This grading is
shown in Table 5.

Table 5: Study categories and their relative correspondence to quality criteria

Level of Quality Rating of Evidence per RATS

Category C:
Studies that address 0-2/6 of all RATS guidelines Low

2.3 Expert interviews

The aim of the expert interviews was to utilise expert opinion to identify critical weaknesses and gaps in the
evidence base for humanitarian public health actions (including on contextual factors) in order to recommend
priority areas for further research.

2.3.1 Design and implementation

The expert interviews were semi-structured in design. Participants were approached by email or telephone, with

an information sheet and consent form provided in advance of the interview. The individual interviews were led

by the individual project staff member leading the research on that particular health topic or contextual factor.
They were conducted by telephone/Skype and were held in English or French. The interviews lasted between 30
and 60 minutes. In addition, a series of face-to-face individual or group expert interviews were held in London,
Geneva, and Paris (with meetings in Washington and New York taking place in late May/early June). Written notes
were taken during the interviews. The topic guide used for the interviews focused upon: (i) the use research in their
organisation, (ii) the main guidelines and frameworks that guide interventions and associated research, (iii) the main
evidence gaps and research needs, and (iv) recommendations for future research questions.




In addition, to help validate and prioritise the study findings, the preliminary findings and recommendations from
the expert interviews and systematic review were then shared by email with the experts, and they were asked to
give their additional perspectives on the findings and their prioritisation of the recommendations.

2.3.2 Participant sampling

Participants for the semi-structured interviews were experts and practitioners in the field of humanitarian health.
They were purposively selected based upon their expertise using a mapping exercise of key personnel and agencies
in the humanitarian health field, based upon their own knowledge, contacts and also through the literature.
Additional participants were selected based upon suggestions from participants.

The participants were practitioners, policy makers or researchers working in the field of humanitarian public health
with humanitarian NGOs, United Nations agencies, donor agencies, government agencies, and research institutes
and universities. Please see Annex 11 for details of the participants.

2.3.3 Data analysis

Data analysis was conducted for contextual factor separately, with the findings organised in relation to the structure
of the topic guide. Thematic analysis was then used to identify the key themes emerging from the data. The analysis
was then adjusted after feedback from the experts on the preliminary findings.

2.3.4 Ethical issues

Allinterviews were fully confidential and anonymous. All data are securely stored and password protected. Ethics
approval for the project was provided by the Ethics Committee of the London School of Hygiene and Tropical
Medicine.



2. Overview of results

3.1 Quantity

Research on the effectiveness of health interventions in humanitarian crises has significantly increased during the
last decade, with 76% of the 706 studies selected in the systematic review published between 2000 and 2012
(Figure 2). However, considering the diversity of crises, contexts and health care needs where humanitarian actors
intervene, the volume of evidence available remains globally too limited. Health topics of gender-based violence
(GBV) and water, sanitation and hygiene (WASH) had a particularly limited evidence base with only 3 and 8 studies

respectively (Figure 3).
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Figure 2: Total number of papers, by decade

Figure 3: Total number of papers, by health and contextual topic



3.2 Quality

The quality of studies on the effectiveness of health interventions in humanitarian crises remain generally low to
moderate with a very limited number of high quality studies in every field. Only 60% of the studies were rated
moderate to high. However, the quality of research has significantly improved during the last decade with 80% of
the studies were of being of moderate to high quality. However, the quality of studies have remained relatively low
between 2000 and 2012 for research on sexual and reproductive health, health service delivery, and health systems.

3.3 Ranges of effectiveness

The research gaps identified in every health topic can be classified in three different groups (Figure 4). In areas

such as GBV and mental health and particularly psychosocial support, more evidence is needed to understand

the effectiveness of interventions (i.e. whether the intervention actually works). In a second group (injury and
rehabilitation, WASH, NCD, SRH), evidence exists on what intervention work but research is needed on the most
effective way of delivering the health intervention. In a third group composed of nutrition and communicable disease
control, research needs to focus on both the effectiveness of some interventions and also the most effective way of
delivering other types of interventions.

Effectiveness of health interventions Effectiveness of delivery

GBY,
Mental health

Figure 4: Range of effectiveness among health topics




3.4 Common themes
Cross-cutting issues were identified of: systems and delivery, research methods, and contexts for research (Figure 5).

Middle-income countries

Figure 5: Common themes identified across health and contextual topics

3.4.1 Systems and delivery

® The model of delivering health interventions has been highlighted by most experts. Research is needed to test,
measure and compare different models of health service delivery such as task shifting, community-based versus
facility-based services.

® The fragmentation of humanitarian aid has created silos in the health sector and also with other sectors (e.g.
education and protection). There is a need for interventions to create synergies between different health topics
and with other sectors, and for researchers to then evaluate the health impacts of such interventions. Researchers
should also initiate research that explores cross-cutting issues.

® More research is needed on understanding the most effectiveness way of building the capacities of local health
services during humanitarian crises.

® Health systems resilience has increasingly emerged as a new topic of investigation. Research needs to explore
how humanitarian crises affect local health systems and how local health systems adapt to or absorb crises.

3.4.2 Context

® The effectiveness of health interventions in humanitarian crises relies on the appropriateness of health
interventions to local contexts. More evidence is needed on the impact of contexts (e.g. country income
levels, capacity within health systems, epidemiology, security, societal organisation, cultural values etc) on the
effectiveness of health interventions.




® Continuity of care is a pressing issue that needs to be addressed by humanitarian organisations to ensure that
patients who need long term treatment can get access to quality healthcare after the departure of humanitarian
actors. This is increasingly prescient given the growing burden of chronic diseases and NCDs, particularly in
middle-income settings.

3.4.3 Methods

® In most health topics, there is a lack of harmonisation of standards and medical protocols. Researchers could
help test different protocols and standards. This in turn could contribute to improve coordination amongst
humanitarian actors.

® More research is needed to develop, test and validate existing and new assessment methods (e.g. mortality
estimation, population estimation, needs assessments, health service coverage and access).

® Creater research is required on cost-effectiveness of humanitarian public health interventions, including gaining a
better understanding of the burden of disease within and between health topics.

® Greater use of baseline, and routine data to inform healthcare providers on the needs of populations and specific
groups (e.g. children, elderly people or people with disabilities).

® There is also a need for greater use of high quality mixed methods research. For example, to help guide
quantitative research, to help interpret quantitative findings, and to gain better insight on issues such as access,
acceptability, and appropriateness of health interventions and research.



4. Results for Health Topics

4.1 Communicable disease control
4.1.1 Systematic review

@ Atotal of 16,239 peer-reviewed articles related to communicable diseases (CD), of which the vast majority
(16,153) either did not address humanitarian crises or the impact of an intervention. A total of 86 peer reviewed
articles covering 124 interventions met the inclusion criteria.

® There was little available grey literature, of which none met the inclusion criteria.

@ Slightly over half of the selected papers (47/86) included a test of statistical significance between CD
interventions and health outcomes (category A). An additional 25 (25/86) papers measured CD interventions and
health outcomes without a test of statistical significance (category B). A final 14 (14/86) papers simply reported
interventions and only anecdotal relationships to outcomes (category C).

® The analysis presented below relates to the 72 category A and B papers.

@ There has been increasing interest in CD interventions in humanitarian crises over the past two decades; 38
(53%) papers have been published since 2000. However, increased number of publications is not correlated
with increased quality (Figure 6). Of the 72 category A and B papers, 34 out of 47 (72%) category A papers were
deemed high quality and 13 (28%) were deemed moderate quality; no category A papers were deemed of low
quality. Nineteen out of 25 (76%) category B papers were deemed to be of moderate quality, while six out of 25
(24%) papers were deemed to be of low quality; no category B papers were deemed high quality.

® Before and after (31/72, 43%) and cohort (24/72, 33%) designs were most common, followed by randomized
controlled trials (9/72, 13%). Cross sectional (3/72, 4%), non random trials (3/73, 4%), and economic studies
(2/73, 3%) were relatively uncommon in this sector. The majority of the study designs employed allowed
for higher quality evidence, and for the ascertainment of outcomes over time (including response to the
interventions under study).

5 4

4 -

- e

2. o

o {
o~ r~ ~
o o o
= = b=
= = ~

Figure 6: Quantity and quality of communicable disease publications over time
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® Most studies occurred in Africa (40/72, 56%), 16 (22%) were in South Asia, 10 (14%) in Southeast Asia, and 3
(4%) each in Latin America and the Middle East (Figure 7).

® Most studies occurred in armed conflicts (63/72, 88%); only 9 (9/72, 12%) occurred in natural disasters (Figure
8). Of those in conflict zones, 59% (37/63) were with refugees, 8% (5/63) with IDPs and 33% (21/63) with




the general population. Similarly, most (7/9, 78%) natural disaster studies were conducted with the general
population, and 2 (2/9, 22%) were with refugees.

® Most (38/63, 60%) studies in conflict settings were conducted in camps, 19% (12/63) were in mixed urban/
rural settings, 14% (9/63) in urban settings, and 6% (4/63) in rural settings. Of the 9 studies in natural disasters,
3 (33%) were in mixed urban/rural settings, 3 (33%) in rural settings, 2 (23%) in camps, and 1 (11%) in a rural
setting.

W Africa

m Latin America
B Middle East

W South Asia

® Southeast Asia
mArmed Conflict

m Natural Disaster

Figure 7: Communicable disease Figure 8: Communicable disease
research, by geographic region research, by crisis type

® 18 different diseases were addressed (Figure 9). Tuberculosis (25/108, 23%) and malaria (22/108, 20%) each
accounted for over 20% of the diseases addressed, followed by measles (17/108, 16%), cholera (7/108, 6%),
diphtheria/tetanus/pertussis (6/108, 6%), polio (6/108, 6%), and diarrhoea (6/108, 6%), shigella (5/108,
5%), and meningitis (4/108, 4%), Dengue, dracunculiasis, leishmaniasis, leptospirosis, mumps, onchocerciasis,
schistosomiasis, yellow fever were each researched only once. Pneumonia is considered one of the most
important contributors to morbidity and mortality in these settings and populations, but no paper explicitly
addressed interventions against pneumonia.

@ The 72 studies in categories A and B covered 108 interventions (Figure 10). Of these, the most popular
intervention type was on vaccination (39/108, 36%). Directly observed therapy short course (DOTS) was
employed in 15% (16/108) of the studies, with 5% of tuberculosis studies conducted in the pre-DOTS era
(5/108). Other interventions included antimalarials (8/108, 7%), oral rehydration (7/108, 6%), insecticide-treated
nets (5/108, 5%), antihelminths (3/108, 3%), indoor residual spraying (3/108, 3%), and insecticide treated
sheets (3/108, 3%). Environmental spraying of insecticide, BCG vaccination, and sodium stibogluconate were
researched in two studies each and, cloth filters, DEET, and zinc were used in one study each.
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Most (57/72, 79%) of the studies were in the acute crisis stage, 9 (13%) were in the stabilised stage, and 6 (8%) in
the early recovery stage (Figure 11). No studies were conducted during the preparedness stage.
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Figure 11: Communicable disease studies by stage of crisis




4.1.2 Expert interviews
Key findings from the expert interviews were as follows:

® Compared to other sectors (e.g. WASH, nutrition), the CD sector is more diverse, leading to problems when CD
practitioners try to coordinate interventions and research — particularly with other sectors.

@ The two largest problems facing CD research in these settings are: i) lack of coordination in response, ii) lack of
consensus on standards to employ for each situation.

® Contextis very important and further research is needed, for example, on how vaccinations schedules should be
reconsidered per each population and crisis type (by situation, partners on the ground).

® As asector, CD follows norms and guidelines — most notably Sphere, but individual agencies have their own
guidelines and protocols, causing problems, e.g. the NATO response in Afghanistan had joined forces from
different countries, meaning over 10 different malaria protocols were being used at the same time, in the same
region.

® Sphere's CD indicators are not easy to measure for those practicing in the field. This has also led to a divergence
of indicators, with several organisations developing their own (e.g. CDC, NGOs).

® WHO agencies need to take more leadership in this sector, as there is currently no single authoritative body
to which CD practitioners defer. Experts agree this was, in theory, supposed to be the WHO but there is little
guidance, which leads to each agency working more in isolation.

Evidence gaps identified by key informants included:

® The evidence base for CD interventions in crisis settings needs to be strengthened, starting with development
of protocols and indicators on which everyone has consensus, e.g.,Sphere indicators must be reframed into
something context-specific.

® Specific evidence gaps exist around many issues related to communicable disease, including: the diseases
themselves (e.g. pertussis, hepatitis A and E, and measles), methods to measure them (e.g. Lot Quality Assurance
Sampling (LQAS)), and standard measurements such as mortality (e.g. age and gender specific).

® Designs to conduct and assess immunisations are problematic, with LOAS being employed by many but debated
by a few experts who question its appropriateness.

® CD is context, disease and crisis specific — e.g. currently there is almost no evidence on CD control in Syrian
populations; age/gender specific information is needed, even on mortality.

® Surveillance must be enhanced across all settings, once indicators are agreed upon; current surveillance focuses
on measles but target ages are changing and schedules being revised.

® There is no evidence on whether a coordinated humanitarian approach will improve targets; research could be
done on current versus coordinated approaches.

® Huge gap in understanding of human side of CD control; more anthropological/sociological research is needed for
CD intervention success (e.g. acceptability).

® Research could validate clinical versus laboratory confirmed outcomes for CD interventions.

4.1.3 Recommendations for future research
Disease-specific gaps

® Specific evidence gaps exist around many communicable diseases such as pertussis, hepatitis A and E, or measles.

Indicators, standards, and guidelines

® The CD sector has felt a lack of uniform agreement in the area of using protocols to direct interventions, and
indicators to measure their impact; research should be conducted on how to best standardise both for the CD
community in crisis settings.



The evidence base for CD interventions in crisis settings needs to be strengthened, starting with development
of protocols and indicators on which everyone has consensus, e.g. Sphere indicators must be reframed into
something context-specific.

Better standard measurements are needed for mortality (e.g. age and gender specific) data.

Study design

Research could help validate syndromic diagnoses versus laboratory confirmed outcomes for CD interventions.
New measurement methods should be considered, e.g. for assessing immunization coverage.

More anthropological/sociological research is needed for CD intervention success (e.g. acceptability, accessibility).

Contextual factors

Increasing urbanisation and movement to coastal areas means that more attention should be given to CD
research in humanitarian contexts in these settings, including disease movement to and from these population
areas.
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4.2 Water, sanitation and hygiene
4.2.1 Systematic review

® Of available peer-reviewed articles related to Water, sanitation and hygiene (WASH) (3963), the vast majority
(3955) either did not occur in humanitarian crises or did not measure the impact of WASH interventions. Studies
that measured the impacts of WASH interventions on water quality/purity (e.g. faecal coliform or residual chlorine

levels) rather than health related outcomes (e.g. diarrhoea) were excluded.

® Only eight peer reviewed papers met the inclusion criteria. The majority of selected papers (6/8) conducted a test

of statistical significance between WASH interventions and health outcomes (category A). One reported WASH

interventions and health outcomes without a test of significance (category B), while another (1/8) simply reported

the number of water treatment packets sold but only anecdotally mentioned in relation to cholera seasonal

peaks (category C).

® The analysis presented below relates to the seven category A and B papers.

® Of these seven category A and B papers, three out of six category A papers were deemed high quality and three

out of six category A papers were deemed moderate quality. The only category B paper selected was deemed to

be of moderate quality.

® There has been increasing interest in WASH interventions in humanitarian crises over the past two decades, with

6/7 papers published since 2000; however, increased number of publications is not correlated with increased

quality (Figure 12).

® Controlled before and after designs were most common (3/7), followed by randomised controlled trials (RCTs)
(2/7), case-control (1/7), and non-random trial (1/7) designs. Of the few WASH interventions selected, the

majority of designs yielded higher quality evidence.
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@ Five of the seven studies occurred in armed conflicts and two in natural disasters (Figure 13). Of those in conflict
zones, three were with IDPs and two with refugees. Both natural disaster studies were conducted in the general
population.

@ Six of the seven studies were in Africa and one in Latin America (Figure 14)

m Armed W Africa
conflict
M Latin
M Natural America
disaster
Figure 13: WASH research Figure 14: WASH research by
by crisis type geographic region

@ All seven studies assessed the impact of WASH interventions on diarrhoeal diseases (Figure 15), with five on
general diarrhoea, one on a cholera outbreak, and one on in a suspected — although not laboratory confirmed -
Shigella outbreak.

® The seven WASH studies covered 14 different types of interventions (Figure 16). The two most popular
intervention types were safe water storage (N=4) and point of use treatment (N=4), of which the majority of the
latter used some sort of disinfection (e.g. flocculent). Other interventions included WASH education (N=2), hand
washing (including soap distribution) (N=2, latrine provision (N=1), and point of source disinfection (N=1).
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Figure 15: WASH disease outcomes Figure 16: WASH interventions




® Most of the studies occurred in the crisis stage (4/7), followed by early recovery (2/7), and with one study
conducted during both the acute crisis and early recovery stages. Preparedness was not in any of the papers
reviewed (Fisure 17).
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recovery

Figure 17: WASH studies by stage of crisis

4.2.2 Expert interviews
General comments

® Compared to other humanitarian sectors, WASH is fairly well organised within its sector and there seems to be
good cooperation and coordination across the various actors (NGOs, extra-governmental, and governmental
agencies).

® However, the WASH sector has a concentration of engineers and non-health professionals; therefore, the link
with health outcomes is currently weak and there is a lack of guidance in how WASH can link with other sectors
(notably infectious diseases and nutrition).

Study design

® Thus, the majority of current WASH interventions have been weak in terms of design and evaluation — future
interventions should be reproducible, rigorous, and have clear objectives.

® WASH as a sector does not tend to do RCTs, with some questioning whether RCTs are necessary given that many
WASH activities (e.g. hand washing) are considered good practice and common sense via years of programmatic
experience.

® WASH is typically first or second line response in a disaster, leaving little time to plan how to design good studies
(and there is little guidance to do so).

® Economic studies are also needed as there is a great difference in cost (and benefit) between various WASH
interventions (e.g. latrine construction vs. soap provision).

Indicators, standards, and guidelines

® As asector, WASH follows norms and guidelines — most notably Sphere. However, Sphere's WASH indicators are
not easy to measure for those practising in the field, which has led to a divergence of indicators, with several
organisations developing their own.

® Furthermore, as WASH professionals generally have engineering backgrounds, WASH interventions (if evaluated)
are judged by water quality/treatment indicators (e.g. residual chlorine) due to the consensus and acceptability of
their standards.




There is a belief amongst some WASH professionals that water quality variables (with their agreed-upon
standards) are more reliable and therefore a better measure of success than many health outcomes, especially
those health outcomes that are not laboratory confirmed (e.g. self-reported diarrhoea).

Importance of intersectoral and multidisciplinary research

Certain types of WASH responses (e.g. latrine provision) are costly and require massive planning. Given the
unstable nature of many crisis-affected environments, designing studies was considered challenging, but there is
a definite desire to quantify how well such interventions work — alone and with the interventions of other sectors.

In the early 2000s, WASH as a sector realised it could not simply focus on distributing and installing goods

(e.g. latrines) without considering cultural, behavioural, and contextual factors and there was recognition that
research is needed to better understand issues such as acceptability and to create context-specific approaches.
Behavioural (anthropological, sociological) research is crucial for the success of interventions as WASH practices
(and their acceptability) are so culturally specific.

There may be great potential to draw lessons from stable settings where longer-term approaches have been
implemented and tested.

Evidence gaps identified by key informants included:
Specific research gaps

The evidence base for WASH interventions needs to be strengthened; for instance, the evidence on interventions
for some health outcomes is extremely limited (e.g. hepatitis E) or lacking in evidence compared to that of other
sectors (e.g. cholera). This is not to say there is not value in these interventions, but their benefits have not been
quantified.

In addition to further research on transmission, risk factors, and intervention effectiveness; cost studies could
help establish what interventions to prioritise, depending on concurrent factors (e.g. rate of migration) across
settings.

More evidence is needed on how WASH, infectious diseases, and nutrition relate; it is difficult for WASH
interventions to show impact without linking to health outcomes.

Behaviour change research is crucial, especially among previously understudied populations (e.g. in Syria and
Middle-East more broadly).

Operationalising research

It is unclear who should be charged with evaluating WASH interventions — e.g. the UN, a consortium, or an
independent research body? There is a lack of leadership in this area, making impact evaluation very difficult—
especially when multiple interventions across many sectors are targeting the same populations.

While WASH interventions are often first or second line responses, little has been established about their added
benefit alongside other types of interventions (e.g. vaccination).

WASH experts also expressed consensus on the need for coordination (within and across sectors, and within
organisations) on impact evaluation.



4.2.3 Recommendations for future research
General comments

The WASH sector has felt a lack of guidance in the area of measuring the impact of interventions. More assistance
(e.g. epidemiological) and coordination must occur, particularly to support WASH interventions being linked

to health outcomes. Research should be conducted on how to best foster such collaboration so that future
interventions can be assessed in a meaningful way.

Study design

More research is needed on WASH behaviour change interventions, particularly with less studied populations (e.g.
those from new crises in Syria and Middle-East more broadly).

Research is needed on what study designs (other than RCTs) may provide useful results for WASH and health
professionals; RCTs may not be feasible given the sector and certain settings, so in some cases other designs —
including economic studies — may be more appropriate.

The design of studies in WASH needs to be improved.

Economic and anthropological research is needed; what level of success is acceptable to communities,
governments and other actors in relation to health effects seen as well as money spent?

Priority should be given to the lack of coordination in humanitarian response.

Indicators, standards, guidelines

Sphere indicators are important but difficult to measure in practice. A review of Sphere indicators in the WASH
sector is needed. Without good indicators it is impossible to know how well the interventions have been working
in relation to acceptable levels (e.g. diarrhoea) given a setting, population, and specific disease (e.g. Shigella vs.
cholera).
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4.3 Nutrition
4.3.1 Systematic review

® Seventy-seven papers were selected out of 2535 published papers searched; Twenty-two papers were included

from grey literature .

Nearly half (35 papers) of papers were from the ‘A’ category of evidence, 24 papers were category B, 18 papers
were category C.

There is increasing interest in evidence based-intervention in humanitarian crises, with 70% of all studies
conducted since 1980 being published in the last decade. Furthermore, the proportion of high quality papers
increases over time (Figure 18). Most papers were of moderate quality (34/77), a quarter were of high quality
(18/77) and a third of low quality (25/77). In category A, 18 papers were of high quality, 27 were moderate and 1
out of 46 was of low quality whereas no paper was of high quality in category B, eight were moderate and 23 out
of 31 were of low quality.
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Figure 18: Quantity and quality of nutrition publications over time

The majority of studies employed a cross-sectional design (29 papers), a third used follow-up/monitoring data of
beneficiaries enrolled in programmes (27 papers), several studies were of cohort and RCT design (nine and six
papers respectively), and the rest were cost-effectiveness, mix-method and case control studies (3%, 4% and 1%
respectively).

The majority of studies were conducted in Africa (72%), a fifth in Asia (18%) and few in Europe, Middle-East and
Caribbean (4%, 3% and 1% respectively) (Figure 19).

Half (37 papers) of the studies assessed were during an armed conflict, a third (26 papers) responded to a natural
disaster and a fifth (15 papers) were in zones affected by both type of emergencies (Figure 20).

Half (40 papers) of the studies were conducted during acute humanitarian crises, more than a third (30 papers)

in stabilised context, 5 (6.5%) where in place before emergency (preparedness) and 2 (2.6%) were including
different stages of emergencies.
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® Intervention assessed were mainly addressing micro-nutrient deficiencies and the treatment of Severe Acute
Malnutrition (SAM) (18 and 16 papers respectively). Several were Targeted Supplementary Feeding Programmes
(TSFP), Blanket Supplementary Feeding Programmes (BSFP) and General Food Distributions (GFD) interventions
(11, 8 and 8 papers respectively). Only four studies examined Infant and Young Child Feeding (IYCF) practices
(Figure 21Error! Reference source not found.).

® The health outcome of more than half the studies (41 papers) was acute malnutrition followed by micro-nutrient

deficiencies (24.7%) , of which anaemia was mainly examined (76.5%). Several studies examined chronic
malnutrition (15.6%) (Figure 22).
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@ Interventions addressing micro-nutrient deficiencies, GFD, TSFP and the treatment of SAM have been assessed
since the end of the 1980s/early 1990s. The diversity of type of interventions studied increased over time.
Publications on (IYCF) interventions were published only from 2003 and micro-finance and voucher (in “other”
category) from 2005. All preparedness interventions were BSFP and their assessments were published after 2008
(Figure 23).
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Figure 23: Nutrition intervention types of over time

4.3.2 Expertinterviews

4.3.2.1 Priority gaps

Impact assessment and Monitoring and Evaluation (M&E):

® Gaps exist in how sensitive and effective assessment methods are, how well surveillance methods perform, and
on the impact of interventions.

® Better monitoring and evaluation (and better of use of related data) is needed for to improve the quality of
nutrition programmes.

® A considerable amount of data exists but is not analysed and is poorly managed. In many organisations, data
collected is not centralised or organised.

Targeting specific groups:
® Some vulnerable groups are left out: Infants-under six months, the elderly and people with disabilities. Little is
done to i) identify/detect these groups, ii) design appropriate protocols/interventions, and iii) integrate within

other routine programmes.

Infant and Young Child Feeding (IYCF):
® There are huge gap in IYCF although there is more emphases today with Scaling Up Nutrition (SUN) movement.




Prevention/management of Moderate Acute Malnutrition (MAM):
@ Information to support the prevention and management of moderate acute malnutrition should be prioritised.

® There is too much focus on acute malnutrition and not enough on stunting.

Treatment of SAM:
@ Coverage and early detection should be prioritised.

@ Llittle is known on long-term effects of Ready to Use Foods (RUF).

4.3.2.2 Issues related to context and type of crisis

® More information is needed on nutritional needs in urban areas/slums (including support on methods given the
challenges of sampling and conducting surveys).

® Aetiology of malnutrition is different in urban areas (social context, access to care).

® Emergencies in middle-income countries and/or where Global Acute Malnutrition (GAM) prevalence is low are
very different and require different approaches.

4.3.2.3 Type of study needed

® All designs, including mix-methods approaches, should be used.

4.3.2.4 Use of guidelines and standards

® Sphere guidelines are used to assess nutrition programme performances and most organisations refer to best
practices research method such as CONSORT or STROBE but many organisations have their own technical research
policy and understanding and way of use guidelines.

4.3.2.5 Is there consensus on research gaps?

@ Although most experts have their specific agenda (i.e. particular target group) there seems to be a consensus on
evidence gaps on: i) IYCF interventions, ii) MAM and stunting, iii) tools for M&E and more M&E, and iv) context
specific intervention.

4.3.3 Summary of recommendations for future research
Context:

@ Need to better understand the aetiology of malnutrition and famines in different contexts (e.g. urban areas).

® Need more analysis of the impact of contextual factors on famine and malnutrition (e.g. anthropological studies
on the power of women in society).

® Need evidence to guide how to intervene in low GAM prevalence settings and/or in middle income countries.

Impact assessment:

® Need to test different monitoring tools, techniques, and new technologies to measure progress and impact of
nutrition programmes.

® Need evidence on cost-effectiveness of nutrition interventions.

® Need evidence on impact of IYCF interventions.

Targeting specific groups:

® Focus oninfants, people with disabilities, and the elderly.




Prevention/management of Moderate Acute Malnutrition (MAM):

@ Search alternatives to BSFP (i.e. Cash transfer vs. RUF distribution, food security intervention vs. RUF). Is it
appropriate in all contexts?

® Research on long-term effects of interventions (i.e. long-term effects of blanket distribution of lipid based
supplement); need to think about double burden of malnutrition

® Research focusing on stunting.

Treatment of SAM:

® Health service delivery: what is the most effective way of delivering nutritional programmes? For example,
community health workers or health facilities (i.e. research on Community Case Management (CCM))?

® Long-terms effect of RUF on anthropometric status, cognitive development, risk of relapse etc.

Note: These recommendations are also in line with some of the recommendations identified by the authors of the
Lancet series on Maternal and Child Nutrition in June 2013 (although non emergency context specific) such as the
need for evidence: i) on long-term benefits of breastfeeding on nutritional and developmental outcomes, ii) on the
effectiveness of complementary feeding strategies, iii) for prevention and management strategies for moderate acute
malnutrition in population settings, especially in infants younger than six months, iv) and on innovative delivery
strategies.
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4.4 Sexual and reproductive health (including gender-based violence)
4.4.1 Systematic review

@ Total papers: Thirty-one papers were selected out of a total 7149 of papers searched. No papers were from grey
literature. 27/31 (87%) studies focused on SRH interventions, 3/31 (10%) evaluated a GBV-related intervention,
and 1/31 (3%) evaluated a combined SRH and GBV management intervention. Overall and disaggregated
analyses of SRH and GBV interventions are presented below (Figure 24 and Figure 25).

SRH: Cost-effectiveness 1
SRH & GBV: HIV/AIDS, sexual violence management 1
SRH: Improved maternal/newborn health 2
SRH: Health system strengthening and/or capactiy building 2
SRH: Family planning 2
GBV:Improved mental health 3
SRH: HIV/AIDS prevention (awareness raising) 3
SRH: Improved HIV/AIDS and/or other STIs management 5
SRH: Reduced maternal and/or newborn mortality 12

Figure 24: SRH and GBV outcomes described in studies

SRH: FP and/or abortion access
SRH: Emergency obstertic care improvements/provision
SRH: Malaria prevention in pregnancy

SRH: Economic analysis

N

SRH: Breast feeding support
SRH: Literacy/ health education 2
GBV: Psychosocial support 3
SRH:HIV/AIDS management and/or prevention 7
SRH: Health system strengthening and/or capactiy building 14

Figure 25: SRH or GBV interventions




@ Quality of evidence: There was a wide range of quality of evidence. The majority of studies provided low/
moderate strength evidence, with 12/31 (39%) low, 15/31 (48%) moderate, and 4/31 (13%) high quality. High
quality studies were implemented between 2006-2013. See Figure 26 and Figure 27.

® Evidence categories: Among A category papers: three were scored as high, seven medium. Among B: one scored
as high quality, seven medium quality, and eight low quality. Among C: zero scored as high, one medium, four low
quality.

@ Study types: 13 cross-sectional, nine controlled before/after, three cohort, three randomised controlled trials
(RCT), one case-control, one economic analysis, and one lesson learned.
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Figure 26: Quantity and quality of SRH/GBV publications over time
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Figure 27: SRH/GBV studies by quality of evidence and health outcomes




® Regions: Twenty-two studies from armed conflict settings in Africa, eight from Asia, one from a natural disaster in

the Caribbean/Latin America region (Figure 28 and Figure 29).

® Setting and stages of crisis: The majority of studies took place in armed conflict settings (80%) (Figure 29). Five
studies from the acute stage of the crisis, nine from the early recovery stage, 17 from the stabilized period
(Figure 30).

Figure 28: SRH/GBV studies by geographic region
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4.4.2 Expertinterviews

Key Findings for SRH:

® Research is used to inform the design of interventions when possible but staff faced many barriers including
limited access to peer-reviewed publications and prohibitively high costs for obtaining articles.

® Operational data is regularly collected which could be more effectively used.
@® More research is needed during the transition phase (acute to chronic and protracted crisis).
® Given the social implications inherent in providing SRH services, context specific evidence is needed on how

to make services and service delivery more responsive to people’s needs, which bear in mind values, attitude,
behaviours, and contextual realities.

® Research, including the use of trials, is needed which can show causation and direct impact of an intervention on
a given health outcome.

® The most commonly cited guidelines in use included Sphere, the MISP, and the IAWG Field Manual. Some
organisations developed their own guidance based their organisational experience, the aforementioned
guidelines, and the WHO guidance.

Key Findings for GBV:
® Research on primary and secondary GBV prevention programming is needed at all phases of a crisis. There is
limited research at protracted/early recovery stages but even less at the acute and chronic stages.

® Current guidelines for GBV-related interventions are based on programmatic experience and evidence from
developed and stable country settings. Numerous guidelines exist but are not systematically implemented and
none have been evaluated.

@ Evidence on health service needs for survivors of violence exist but there is no evidence on the impact in
emergencies of other prevention and response interventions (i.e. case management for survivors of violence,
psychosocial interventions, or risk reduction through interventions such as cash transfers, or community based
medical care). All of these interventions are based on evidence from stable country settings, not crisis settings.

® Most organisations in crisis settings do not have the research capacity or the funding to design, collect, analyse
and disseminate research findings. Operational data and research from local NGOs is useful for service planning
but are not designed or powered to assess impact. Rigorous research designs are needed which are implemented
from an early stage.

4.4.3 Recommendations for future research
Research recommendations for SRH:

® More research was needed on the most effective means of service delivery in crisis settings rather than on the
efficacy of interventions that have been proven in other settings.

® Qualitative and context specific behaviour and attitude research on people’s preferences is needed.

Particular research questions include:

® Profiling people and SRH needs in emergencies: What are the SRH needs of people in emergencies? Are they the
same for the host population or global profile? Do services offered match needs?

® Specific sub-populations: What is the effectiveness of interventions that target previously excluded populations
(e.g. people with disabilities, men, adolescents)?



Service delivery and scaling-up interventions:

- What are the mechanisms through which effective services and interventions can be scaled up?

- What are effective delivery models (e.g. facility- or community-based care) for emergency settings?
- How can task shifting being used to increase service delivery?

- How can we effectively involve community members in these interventions?

Technologies: use and development:

- How effective are new technologies (e.g. non-pneumatic anti-shock garments) at improving health and
survival, how are they being used, and how should they be used (development of new guidance)?

- How and how frequently are currently available commodities being used in emergencies? (e.g. how frequently
is each component of the safe birthing kits being used? And how can they be made more efficient? How and
for what purpose is Misoprostol being used?

Family planning: How is long acting reversible contraception (LARC) used in humanitarian settings? What are

the behaviours, attitude and logistical barriers to family planning use? Do people receive sufficient appropriate

information? What are the implications for future reproductive health (e.g. removal of IUS/IUD/implant) in the
absence of availability of long-term health care?

Pregnancy and management of complicating conditions: What is the best way to manage conditions like (pre-)

eclampsia or cholera to improve maternal and/or neonatal health outcomes?

Safe abortion services:

- How do we effectively address abortion practices in emergency settings, including the provision of safe

abortion and post-abortive care?

- How is Misoprostol being used in non-controlled settings and what are the associated changes in health? Is
the existence of an underground/informal economy creating conditions where women are likely to take too
much or too little Misoprostol, and therefore suffer ill-health?

Delivery:

- In facility settings, how common are manual deliveries, episiotomies, vacuum assisted deliveries, and
C-sections?

- Are C-sections being over utilised and/or conservative methods of assisted delivery under-utilised? What are
the implications for future pregnancies or deliveries?

Research recommendations for GBV:

Overall, there is no strong evidence on what interventions (stand alone/short-term or comprehensive GBV
service provision) effectively address the immediate and long-term impact of violence on physical and mental
health of survivors. Importantly, evidence on successful primary and secondary prevention programming is
lacking throughout all crisis phases.

Particular research questions include:

Spectrum and context of violence:

What is the spectrum of violence against women, girls, men, and boys during a crisis? (e.g. sexual violence by a
combatant, intimate partner violence, trafficking, forced marriage)

How can programmes be adapted to address the different forms of violence and corresponding health needs?

How does each phase of the crisis impact on each sub-populations’ unique vulnerabilities to different types of
violence?

Do other forms of GBV increase as a result of conflict-related violence? For example, does intimate partner
violence or child abuse increase in recovery phase?



® Targeted interventions and operational constraints:

- How can we ensure that GBV services and prevention programming do not miss the most vulnerable? (i.e.,
disabled, elderly, young girls, urban refugees)

- Medical provision can be implemented through various humanitarian actors but most do not have the resource
capacity to deliver comprehensive care for survivors. What are the best ways to deliver and strengthen GBV
and medical services in crisis settings? Does the provision of GBV interventions lead to increases in other
health and social services? How can safe abortion, emergency contraception, family planning and STI
treatment be provided safely and effectively to survivors, especially in contexts where survivors may be
blamed, hurt or even killed?

- There is no evidence base to understand the effectiveness and long-term impact of interventions for sexual
violence survivors in the early crisis stage. What programming is feasible and effective? What is the optimal
timing for early intervention for improved long-term physical and mental health outcomes?

® Accountability and use of guidelines:

- Current guidelines for emergency settings are based on programmatic experiences and development contexts.
How effective (or harmful) are the guidelines at preventing cases of violence?

- How can we ensure that the revised IASC GBV guidelines are being implemented across the humanitarian
clusters and they are effective?

® Interventions to evaluate: A number of promising interventions are being implemented but their impact on
preventing GBV has not been evaluated. What is the role of safe spaces for women/children? What effect do cash
transfer or livelihood interventions have at preventing GBV? What are ways to reduce unaccompanied children
and provide protection? Does the placement of a GBV specialist advisor in acute crisis settings enhance the
delivery of GBV services across the humanitarian clusters?

® Methodological development: The collection of violence prevalence data in the acute stage of a crisis is not
always ethical or logistically feasible. What are alternative methodological approaches for understanding
experiences of violence in the early crisis stages?
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4.5 Mental health and psychosocial support
4.5.1 Systematic review

® The search strategy yielded 8740 results but only 69 met the inclusion criteria (all A and B categories).

@ There is an increasing evidence base. The earliest identified study that met the inclusion criteria was from 1997

and the number of studies has increased steadily since then (Figure 31).

@ Twenty-seven studies were with populations affected by natural disasters (12 earthquakes, 12 Tsunami, 3 floods).



Forty-two studies were with populations affected by armed conflict (6 with refugees, 8 with IDPs, and 28 with
general populations). Of these 42 studies, 10 were in the acute crisis stage and the remainder in more stable and
early recovery stages.

Of the 69 studies, 10 were in urban settings, 13 in rural settings, 35 in both urban and rural, and 11 in refugee/
IDP camp settings.

@ Thirty-seven of the studies were with adults, and 32 with children and adolescents.

@ Fifteen of the studies were scored as being of high quality (7-8/8), 37 moderate quality (4-6/8), and 17 low

quality (1-3/8). There is some indication that quality levels may have improved over the past four years or so
(Figure 31).

Twenty-six of the studies were controlled before/after studies, 21 non-randomised trials, 19 randomised control
trails, 2 cross-sectional and 1 a study on economic costs.
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Figure 31: Quantity and quality of mental health and psychosocial support publications over time

Post-traumatic stress disorder (PTSD) was the most common outcome measured, followed by depression, non-
condition specific ‘general mental health’ and then functioning (Figure 32). There were no studies on more severe
conditions. Thirty-three studies measured more than one outcome.

Thirty-one types of interventions were evaluated in the studies (Figure 33). The most common were
psychotherapy (N=11), cognitive behavioural therapy (CBT) (N=8), psychoeducation (N=8) and mixed psychosocial
(N=7). Seventeen studies included more than one main type of intervention.
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Figure 32: Mental health and psychosocial support outcomes measured over time

4.5.2 Expert interviews

4.5.2.1 Intervention approaches

Scaling up: There is a need for more evidence on the effectiveness of low intensity and low cost interventions in
non-specialised health care and community settings. Research on the following was suggested:

® The effectiveness and feasibility of delivering care through different cadres of health workers, including with

intermediate training (e.g. BSc level or less) and community health workers. This should include potential risks
and trade-offs.

® Evidence on how services can be most effectively integrated through existing health services/systems,
particularly at the primary health care level.

® Effectiveness of different training methods, particularly how much supervision is needed to achieve effective task
shifting.
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Figure 33: Mental health and psychosocial support intervention types

@ Effectiveness and feasibility of interventions for groups, in addition to individuals.

® Effectiveness and feasibility of e-mental health interventions.

Effectiveness and feasibility of interventions addressing issues underlying multiple disorders, rather than
specialist interventions on a single disorder (e.g. PTSD). Such an approach could be maximised by applying
components from different treatments methods to address co-morbidity (i.e. component- or module-based
therapy, see below).




User and community-orientated services: Mental health users, family members and communities can be involved
more in preventive and treatment interventions. Research on the effectiveness of the following interventions was
suggested:

® Evidence for interventions aimed at strengthening participation of affected communities in humanitarian settings,
a key principle in current guidelines.

® Where appropriate, using parents and natural support systems (rather than external counsellors), including parent
management training.

® Strengthening social support and coping mechanisms at family and community levels.

® School-based interventions for improving pupil mental health outcomes, including looking at the the burden on
teachers (if teachers are involved).

Interventions with other sectors: There is a need for more evidence on how mental health and psychosocial support
interventions can be better integrated with other sectors. Examples include evidence on the effectiveness of mental
health and psychosocial support interventions with the following sectors:

® Research on preventive interventions that address major determinants of mental health in humanitarian settings,
including interventions targeting ongoing violence (particularly against women), poverty, and social exclusion.

® The education sector (e.g. school-based interventions to improve pupil mental health outcomes).

® The nutrition sector (e.g. mental health interventions with mothers to also improve maternal and infant nutritional
outcomes).

@ Protection and welfare (e.g. to prevent punitive parental violence against children to improve child mental health
and behaviour outcomes; e.g. to improve parental mental health to reduce parental violence against children; e.g.
improve mental health outcomes among survivors of sexual violence).

@ Communicable disease (e.g. how improved mental health (e.g. reducing harmful alcohol use) may reduce risky
behaviour and communicable disease transmission).

4.5.2.2 Types of intervention to be researched
The following two complementary approaches were highlighted.

@ Psychosocial interventions: The lack of evidence on the effectiveness of psychosocial (preventive) interventions
in particular was frequently reported (although the additional complexities of evaluating such interventions
were recognised). Cited examples include stronger evidence needed on psychological interventions such as
psychological first aid, generic counselling, psycho-education, social interventions such as addressing violence
and social exclusion, and childhood interventions.

® Modular transdiagnostic approaches for psychological interventions: For people with mental disorders, it was
suggested that rather than providing a single treatment for a specific disorder (e.g. those with a more proven
evidence base such as CBT and IPT), it could be beneficial to apply simplified individual modules from within
these different treatments in order to simultaneously respond to a range of symptoms and disorders (rather than
just a single disorder). Evidence would therefore be required on the effectiveness of this modular approach.

4.5.2.3 Mental health and psychosocial support outcomes to be researched

@ Multiple outcomes: It was widely recognised that evidence on the effectiveness of interventions treating a range
of different outcomes (e.g. PTSD, depression, anxiety or alcohol disorder) was required given the variety of
disorders commonly observed with crisis-affected populations, the high levels of co-morbidity, and the greater
cost-effectiveness of treating multiple disorders.

® Severe disorders: There remains a clear need to strengthen the evidence-base of common mental disorders, but
in addition there is a need for a much stronger evidence-base on treating severe mental disorders (e.g. psychosis,



schizophrenia, severe depression) given their increased burden and that they commonly take up the majority
of clinic load (albeit context specific). It was noted that while the efficacy of some interventions for severe
disorders is well proven from more stable settings (e.g. use of specific drugs), the broader effectiveness of such
interventions in emergency settings has not been proven. In addition, the use of supplementary psychosocial
interventions for severe disorders has not been adequately tested or proven (e.g. the use of anti-stigma
campaigns in communities, community-based rehabilitation and inclusion approaches).

Functioning: The need for more measurement of functioning as outcome for mental health interventions was
frequently noted. The additional need to ensure functioning measures were culturally appropriate was also
raised.

Substance misuse: The need for further research on interventions addressing harmful alcohol use and drug taking
was frequently raised, including brief interventions.

Determinants of mental health: given that humanitarian settings are often chronic, it is key that interventions also
address the ongoing determinants of mental health (e.g. violence against women and children, socio-economic
adversity, social exclusion). These interventions are popular in practice, but have not been rigorously evaluated.

4.5.2.4 Study designs to be used

Randomised control trials (RCTs): Despite the obvious challenges of conducting RCTs in humanitarian settings,
the need for RCT was widely recognised, but also that RCTs (and other study designs such as quasi-experimental
designs with comparison groups) should collect data over a much longer period than has previously been the
case in order to be able to track longer-term intervention effects (where ethically appropriate).

Mixed-methods studies: The need for combined quantitative and qualitative studies was commonly reported. For
example, to better understand local explanations for mental health disorders and causes, issues of access, the
cultural acceptability and appropriateness of interventions and their implementation, and study measures.

Greater use of routine data: Great analysis and publication of high quality routine facility-based data on mental
disorder outcomes over time, including the use of clinical audit data and also case-study approaches to observe
treatment effects and review service delivery models. This includes using mental health in routine surveillance
systems as soon as possible in humanitarian crises.

Feasibility studies: The need for greater evidence on feasibility of interventions was frequently raised,
particularly in comparing different interventions (e.g. by being linked to an RCT) and in scaling-up interventions
and for task-shifting interventions. Aspects of feasibility should include economic (see below), social and cultural
(e.g. how acceptable), political, technical and operational.

Economic studies: There was a widely expressed need for more studies on economic aspects of interventions,
in particular for cost-effectiveness analysis to be included in intervention studies. Other research related to
the need to understand the overall economic costs and benefits in interventions involving scaling-up services
through the health system. Gaining a better understanding of the economic costs of poor mental health (and
subsequent potential gains through improved mental health) was also highlighted.

4.5.2.5 Particular study populations of interest

Children and adolescents: The need for evidence on interventions for child mental health, behavioural problems
and development was raised, including the use of brief family interventions, peer education, and appropriate
community mechanism and resources.

® Older populations: Particular evidence on interventions addressing dementia and old age problems.

® Survivors of sexual and other forms of gender-based violence: For example, evidence on the effectiveness of

mental health interventions for survivors of sexual and gender-based violence (e.g. intimate partner violence);
evidence on interventions to reduce anger and violence among men.



4.5.2.6 Key ethical issues:

® Adverse effects: More evidence is required on the adverse effects of mental health interventions. For example,

culturally insensitive interventions; lack of sustainability; poor or (unintentionally) abusive practice due to limited
training, capacity, monitoring and supervision.

Independent RCTs: There is a need for more independently led trials, rather than being led by proponents of the
particular mental health intervention being trailed.

Quality: There is a need to improve the quality of research in order to ensure its appropriateness, and the
accuracy, validity and reliability of results of the interventions.

4.5.3 Recommendations for future research

Evidence is required on effectiveness and feasibility of scaling-up low intensity and low cost psychological
interventions.

Substantially more evidence is required on the effectiveness of psychosocial interventions.

Evidence on the effectiveness of group-based interventions as well as interventions for individuals.
Effectiveness of interventions using parents, peers, natural support systems, and schools.

Evidence on the use of inter-sectoral approaches (e.g. nutrition, protection, education).

Evidence on using a modular transdiagnostic approach to treating mental disorders, including multiple disorders.
Evidence on the effectiveness and feasibility of e-mental health interventions.

Evidence on the effectiveness and feasibility of training interventions.

The effectiveness of interventions that address common issues underlying multiple disorders.

Effectiveness of different training methods.

Evidence on the effectiveness of treating common mental disorders but also severe mental disorders, drug and
harmful alcohol use, and having a focus on functioning as a key outcome.

Evidence from RCTs and quasi experiemental studies is required. However, use of other study designs is of value,
including the use routine clinical outcome data. More evidence using mixed methods is required to improve
acceptability and appropriateness of interventions and associated research.

Substantially more evidence is required on the feasibility of rolling out interventions into practice settings,
particularly economic feasibility and cost-effectiveness of interventions.

Evidence is particularly required for interventions that focus on the needs of children, adolescents, older
populations and survivors of sexual and other forms of gender-based violence.

® Greater evidence on potentially harmful effects of mental health interventions is required.

® The quality of research needs to improve in order to ensure valid and reliable results.
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4.6 Non-communicable disease
4.6.1 Systematic review

® The search strategy captured a total of 5552 papers. The vast majority (5526) either did not discuss humanitarian
crises or did not consider the impact of an intervention. Twenty-six papers met the inclusion criteria.

® The majority of papers (16/26, 62%) included a test of significance for NCD outcomes (category A). 4/26 (15%)
papers examined NCD outcomes without a test of significance (category B). 6/26 (23%) papers were of category C.

® The remainder of the analysis below is restricted to the 20 papers that evaluated NCD health outcomes (i.e.
categories A and B).

® Most papers (13/20, 65%) were of medium quality, as assessed against the adapted STROBE criteria. 4/20 (20%)
papers were considered to be high quality and 3/20 (15%) were low quality (Figure 34)

® There has been increasing interest in public health interventions for NCDs in humanitarian crises over the past two
decades, with 16/20 (80%) papers published since 2000 (Figure 34).

® The quality of evidence has improved over time also. 3/4 high quality studies have been published since 2010
(Figure 34).
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Figure 34: Quantity and quality of NCD publications over time

® (ross-sectional studies were the most common design used, (11/20, 55%). There were five cohort studies, two
case-control studies, one non-randomised trial and one controlled before and after study. Most studies therefore
assessed a single point in time rather than following up the effectiveness of an intervention over a period of time.

® The acute crisis was the most common stage of crisis under analysis (9/20, 45%), followed by stabilised stage
(6/20, 30%) and early recovery (5/20, 25%) (Figure 35). Preparedness was not considered in any of the papers
reviewed.

® All 21 studies were conducted in the Middle East. 8/20 (40%) studies focussed on the earthquake in Turkey, and
5/20 (25%) studies were on the earthquake in Iran. The remaining studies (7/20, 35%) were in armed conflict
settings: two in Israel, two in Jordan, one in Afghanistan, one in Kuwait and one in Jordan, Syrian Arab Republic,
Lebanon, Gaza Strip and the West Bank, collectively. See Figure 36 and Figure 37.
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® It was common for studies to focus on regions that encompassed both urban and rural settings (10/20, 50%). 9/20
(45%) papers focused on urban settings and 1/20 (5%) paper focussed on a rural environment. Camp settings
were not considered by any of the studies.

® The most common NCD examined was renal failure (13/20, 65%); 12 of these 13 studies were set in the aftermath
of an earthquake. The only other paper that examined a natural disaster was on diabetes. The seven studies in
conflict settings covered a greater range of NCDs: asthma, diabetes, diabetes and CVD, hypertension, MS, renal
failure and thalassaemia. See Figure 38.

® The most common intervention considered was renal replacement therapy (RRT), (7/20, 35%) as a reflection of
renal failure being the most common NCD. 4/20 (20%) studies examined diagnostic tools or protocols, and 3/20
(15%) were about NCD clinics. Other interventions were operations (2), anxiety relief (2), fluid therapy (1), and
antibiotics, transfusions and ventilation (1). See Figure 39.
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4.6.2 Expert interviews
Key findings from the expert interviews were as follows:

® There was some consensus that NCDs in humanitarian crises were not generally seen as a priority for intervention,
nor for research. It was therefore felt that one of the priorities for NCDs was to make their case as an important
public health issue during humanitarian crises.

® Another priority evidence gap that emerged was around protocols, guidelines and frameworks for NCDs that
could be translated to different crisis scenarios. One specific gap cited was in the inclusion of NCDs in the basic
package of health care for humanitarian crises.

® There was a sense that knowledge already exists around what interventions are effective for NCDs but that
there was a gap in knowledge around implementation. One expert thought that improvements had been made
in effective delivery mechanisms, citing the case of Haiti. However, this review did not uncover any studies from
Haiti.

® Acute conditions, such as kidney injury or complications of NCDs were seen to take precedence. NCDs, in
particular hypertension and diabetes, are increasing problems pre-crisis and it was thought that evidence should
expand to cover these more diverse health needs.

® Data collection was seen as a barrier to developing evidence in crisis settings. Assessments of health needs
were reliant on verbal accounts of current needs. Conflict zones bore additional problems since it was difficult to
continue data collection while working in dangerous condition, which called the accuracy of data into question.
Also, information on resource and infrastructure are often classified in these settings.

® Ethical approval was cited as a common obstacle to research in crisis settings.

® Experts proposed that a pre-conflict understanding of NCD needs would assist the understanding of the
interventions needed in an emergency. Before and after study designs were recommended, in particular to
understand how best to ensure continuity of care and reduction of complications.

® There was considered to be a lack of follow up of NCD intervention, particularly for renal replacement therapy.
Longitudinal study designs were recommended.




® There was felt to be a lack of consideration of older people during crises, who are disproportionately affected by
NCDs. Age stratification of these older age groups was therefore recommended.

® [t was also suggested that research should be conducted in collaboration between conflict and health teams to
improve the quality of information generated by each.

® [t was highlighted by several experts that essential drugs for NCDs were not included in emergency kits, which
was seen as an oversight.

® Suggestions for the development of guidelines and standards centred on sharing learning from other topic areas.
It was considered that a lot of research had been done on retaining access to HIV medication, which would be
equally applicable to NCDs. Studies examining the role of nutrition in childhood could provide understanding
around the impact of a crisis on the subsequent development of NCDs. Another suggestion was to research camp
or slum areas, which could provide indicators of effective interventions in more acute crises.

4.6.3 Recommendations for future research

Indicators, standards, and guidelines

® The key priority for NCD research is in the development and testing of standards and guidelines for the delivery
of NCD care in crisis settings.

® The evidence base would benefit from an understanding of how current practice (including in camps) vary from
new recommended standards and guidelines, in order to develop recommendations for implementation.

Study design

@ Attention should be paid to producing higher quality evidence. The evidence base would benefit from: before
and after, or longitudinal study designs; with careful consideration of feasibility and cost, bearing in mind the
movement of affected population.

® There is a need for sex and age disaggregated data of the pre-crisis situation.

Delivery of health interventions

® Improvements to the effectiveness of delivery of NCD interventions during crises could be achieved by working
with specialists in other health areas. For example, addressing nutritional standards, particularly in camp
situations where support is likely to be longer term, would play an important role in the prevention of NCDs.

® Of high priority is identification and inclusion of essential drugs for NCDs into emergency kits and the subsequent
evaluation of the basic package of care for humanitarian crises.

Context

® There is a lack of evidence beyond the Middle East region, despite a high prevalence of NCDs in Asia and
increasing prevalence in other regions.
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4.7 Injury and physical rehabilitation

4.

7.1 Systematic review

The combined search strategies captured a large number of peer-reviewed articles broadly related to injury and
rehabilitation (n=4798). Following full review, a combined total of 117 articles met the inclusion criteria, and were
related to injury and rehabilitation-related public health interventions in humanitarian crises.

A small number of papers (n=24) evaluated health outcomes and quoted some form of significance test (category
A). A further 42 articles described outputs in the form of surgical, medical, and rehabilitative interventions, but
did not discuss associated health outcomes (category C). The remaining 52 articles discussed health outcomes,
but did not draw statistical associations between the intervention and outcomes (category B).

Each paper was quality-assessed using the adapted STROBE criteria for observational studies. Only 3% (n=2)
papers were of high quality. No papers met the full STROBE criteria as sample size calculations were absent.

Both quantity and quality of papers increased over the last 23 years. 61% (n=46) of the papers in this study were

published between 2000 and 2013. 81% (n=21) of the higher quality studies were published between 2000 and
2013 (Figure 40).
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Figure 40: Quantity and quality of injury rehabilitation publications over time

The majority of studies were cross-sectional in design (n=47; 67%), followed by cohort studies (n=21; 28%).

A single economic study investigated the cost-effectiveness of short-term orthopaedic missions in relief and
elective contexts. A single case-control trial investigated the rehabilitation outcome of patients with war-related
amputations. Six studies were non-random trials.

® The majority of studies were based on injuries seen in Asia (n=45; 59%). Sixteen of the Asian studies (36%) were

specifically related to the 2008 Wenchuan Earthquake, Central China. The second most studied continent was
Europe, with 20 studies (26%). All of these studies related to conflict in the Former Yugoslavia in the 1990s. See
Figure 41.
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® 63% (n=48) of the studies were conducted in conflict settings, or with patients who had suffered conflict-related
injuries.

® The majority of papers reviewed or collected data from the acute phase of a crisis (n=65; 86%). A small number
of papers looked at health outcomes in the early recovery and stabilisation phases (n=5 and n=6 respectively).
No papers were identified that examined the relationship between preparedness and health outcomes (See
Figure 42).
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Figure 42: Injury rehabilitation studies by crisis stage

® 97% of the papers described interventions for the general population (n=74).

® The majority of the papers (54) were set in a mixed urban-rural environment, while only one paper examined
injury and rehabilitation in a refugee camp setting. Fourteen studies took place both in rural and urban areas.
Seven papers focused on urban areas and one in refugee camps.

® The majority of the papers examined a range of physical injuries (n=20; 26%). Limb injuries were the subject of
16 papers (21%), most of which examined the repair of fractures (Figure 43).
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Figure 43: Health outcomes measured by injury rehabilitation studies

@ Thirty of the studies described a range of surgical interventions (39%). Eight papers looked at surgical external
and internal fixation techniques in particular (11%). This type of operation was the focal point of published
research more frequently than any other complex surgical technique. A further five papers looked at health
outcomes following limb amputation specifically (7%), while seven papers evaluated different forms of
rehabilitation (9%) (Figure 44).
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Figure 44: Injury rehabilitation intervention types




4.7.2 Evidence gaps

Evidence for rehabilitation-related interventions is particularly limited and currently there are no major research
initiatives in this field.

Research related to injury and rehabilitation is limited among operational NGOs and is rarely integrated into
programmes.

Patients suffering from physical injury, and requiring rehabilitation, need continued care and follow up; in this
sense management is comparable to that of non-communicable diseases. As such, it is crucial that local service
providers are able to maintain the services delivered during the emergency phase. This has been challenging in a
number of different contexts.

Experience of armed conflict — specifically civil war —in middle-income countries forced practitioners to adapt
their standards and model for interventions: the technologies used were upgraded, competency within the local
health system was better harnessed, and it was possible to import materials.

® Many of the studies were conducted by surgeons, and are based on their experiences during crises.

® Research related to injury and rehabilitation focused on the clinical and technical aspects of an intervention, as

practitioners wanted to test different protocols and technologies.

The progress made with new technologies means that research can now focus on under-researched aspects of
crisis interventions, such as service delivery and health systems. Several guidelines are available on surgery
and orthopaedics. At the individual level, professionals know what services they have to deliver. The challenge
remains with whom to work, how to integrate rehabilitation into the general health system, and how to integrate
local services when establishing an acute intervention.

Research also focused on demonstrating that people with disabilities should not be excluded from mainstream
services offered by humanitarian organisations. Physical and communication obstacles experienced by people
with disabilities during the acute emergency phase create a barrier to access to services. However, the complexity
of this situation has not been fully explored.

The aftermath of the 2010 Haitian earthquake required extensive surgical and rehabilitative interventions. The
scale of the intervention and the difficulties met by operational actors generated new questions related to the
capacity of humanitarian organisations to intervene in such contexts.



4.7.3 Recommendations for future research
Study design

® More evidence is needed related to the effectiveness and cost-effectiveness of rehabilitative interventions. More
before and after studies are needed to assess the impact of interventions.

® There is a need for more high quality, methodologically robust, evidence and studies that assess long-term health
outcomes. While there is a reasonable quantity of evidence related to injury, much of this evidence is low quality,
cross-sectional in nature, and conducted by clinical practitioners.

® Follow-up studies would enable better assessment of long-term health outcomes, functionality, and quality of
life (e.g. Standardised assessment forms for physical function as well as environmental factors in disaster victims
to enable comparative research). In particular, there is a lack of high-quality evidence related to the effect of
rehabilitative interventions on physical disabilities.

® More research is needed to better understand the mechanisms that enable a continuum of care as programmes
transition from the acute to the longer term, development phase.

Indicators, standards, and guidelines

® Research is needed to develop appropriate quality standards and measurements of service performance.

Context

® More research should be conducted during crises in Africa and the Americas in order to develop and evidence
base for context-specific interventions.

® More evidence must be collected following natural disasters, as illustrated by the response to the 2010 Haitian
Earthquake.

® More evidence must be collected related to physical rehabilitation in refugee camp contexts.

® More studies are needed that evaluate interventions in the preparedness phase, and the subsequent impact they
have on health outcomes.

Delivery of health interventions

® More research is needed on how to integrate rehabilitation into the general health system, and how to integrate
local services in the delivery of humanitarian health interventions.

® More research is needed to understand the complexity of mainstreaming disability into humanitarian health
interventions.
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4.8 Health service delivery
4.8.1 Systematic review

® The search strategy was designed to be sensitive, and as a result captured 28,199 papers. An initial filter,

removing papers that did not discuss humanitarian crises, health service delivery or lower and middle income
countries reduced this number to 2,534 papers. The second and final filter only included studies that discussed
the acute stage of crises, the effectiveness of health service delivery and put a quantifiable figure on the
effectiveness of health services. Thirty-two papers met these inclusion criteria.

@ A number of websites were reviewed for grey literature but no papers met the inclusion criteria.

® The majority of papers (28/32, 87.5%) considered only outputs of health service delivery, such as the number of

patient consultations performed. These papers were considered to be category C and since they did not evaluate
health outcomes they were not further assessed for quality. The four papers from category B (which considered
health outcomes but did not assess their statistical significance) assessed quality using the adapted STROBE
quality criteria and all four papers were assessed as being low quality. See for the trends of papers over time.

There appears to be an increasing interest in evaluating the effectiveness of health service delivery in
humanitarian crises. 69% (22/32) of papers have been published since 2000, including 3 of the 4 category B
papers (Figure 45).
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Figure 45: Quantity and quality of health service delivery studies over time

@ All 32 papers were of cross sectional study design. The studies assessed a single point in time rather than

following up the effectiveness of health services over a period of time, which constitutes a lower quality study
design for the evaluation of effectiveness.

® 38% (12/32) of studies were conducted by multiple agencies. The most common type of research agency was

academic institutions (21/32, 66%). 50% (16/32) of studies were conducted by medical facilities, 13% (4/32)
were by NGOs, 9% (3/32) by the army or navy and 9% (3/32) by government agencies.

® [t was not possible to identify which agency had funded the research in any of the papers reviewed.




® Research was conducted in a range of global locations (Figure 46). The most common region for study was the
Middle East (11/32, 34%), followed by Asia (8/32, 25%), Eastern Europe (5/32, 16%), the Caribbean (3/32, 9%),
Africa (2/32, 6%) and South America (1/32, 3%). One paper (3%) considered multiple countries and one paper
(3%) did not detail the countries under analysis.

® All of the studies conducted in Eastern Europe and Africa considered armed conflict. Studies conducted in
the Middle East considered equally natural disasters (5/11) and armed conflict (6/11). Studies in Asia were
predominantly about natural disasters (7/8), and all studies in South America, across multiple countries and
where the country was unknown, considered natural disasters.

® Papers were split as to the type of humanitarian crisis researched: 56% (18/32) were of natural disasters and
44% (14/32) of armed conflict (Figure 47).
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® The papers reviewed spanned a range of health settings. 25% (8/32) of papers evaluated an urban location, 28%
(9/32) evaluated a rural setting, 34% (11/32) spanned both urban and rural locations, 9% (3/32) evaluated a
camp setting, and one paper (3%) compared a rural location and a camp setting.

® The majority of studies (72%, 23/32) evaluated the acute crisis, and a further 2 papers (6%) considered both the
acute stage and early recovery (Figure 48).

® Papers were split between discussing health services that met all health needs (14/32, 44%) and services that
focused specifically on casualty management (14/32). Four papers (13%) tackled more specific health needs:
orthopaedic casualties and infection, paediatric services, surgery, and HIV, tuberculosis and family planning.
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® The majority of papers (17/32, 53%) focused on secondary care services. Papers also focused on primary care
(6/32, 19%) or looked at the interconnection between primary and secondary care (5/32, 16%), and possibly
also tertiary care (1/32, 3%). Smaller numbers of papers discussed ambulatory (2/32, 6%) and self care (1/32,
3%). See Figure 49.
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® Most papers (18/32, 56%) evaluated the effectiveness of health service delivery in terms of numbers of patients
seen or procedures performed (Figure 50). A number of other health outcomes were also evaluated, albeit by
smaller numbers of papers: mortality (4/32, 13%), outputs of a procedures, such as patient transfer or discharge
(3/32, 9%), equity (2/32, 6%), patient satisfaction (2/32, 6%), quality (1/32, 3%), security (1/32, 3%) and the
appropriateness of an assessment for locating field hospitals (1/32, 3%).

@ Statistical analysis of the effectiveness of health service delivery was fairly crude. Twenty-five papers (78%)
presented numbers and/or percentages as measures of health outcomes, four papers (13%) measured mean
scores, two papers (6%) measured rates and one (3%) calculated the difference between means.

® Nine papers (28%) examined how existing health services within a country managed the crisis. Of these papers,
six focused on rescue and casualty management and three discussed the impact on general health services.
Twenty-two papers (69%) examined the implementation of temporary health services to help manage the crisis.
Of these, 12 papers discussed field hospitals, seven discussed war hospitals and three examined health services
in relief camps. One paper (3%) compared existing health services across a rural district and temporary health

services in a camp (Figure 51).
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@ Seventeen papers (53%) included discussion of the impact of external factors on health service delivery — these
factors were discussed, not evaluated. Common factors touched on included facilitation by the Ministry of Health,
financial assistance and the availability, or lack of, local health personnel.

® None of the papers included discussion of the impact that health service delivery had on any external factors.

@ Eight (25%) papers referenced the use of guidelines within health services. No two papers referenced the
same guidelines, however. The guidelines referred to were: WHO/PAHO essential requirements; the RAND/
UCLA appropriateness method for determining field hospital setting in an earthquake; NATO guidelines for mass
casualties; and Zung's Self-Rating Depression Scale; as well as locally produced guidelines for patient transfer,
performance appraisal and war surgery.




4.8.2 Expert interviews
Methodologies and quality of evidence:

® Health service delivery is a cross-cutting issue common to every health topic. Most research gaps in public health
in humanitarian crises concern the mode of delivery of health interventions. However, the number of studies in
this field remains very limited.

® There has been increasing interest in research on health service delivery in humanitarian crises during the last
decade. However, the quality of many studies is questionable. There is a pressing need for introducing innovative
and robust methods to study health service delivery in humanitarian crises.

® There needs to be better use of mathematical models in assessing the (cost) effectiveness of different models of
delivery.

Model of delivery and integration of interventions into local health services:

® Humanitarian interventions are often in parallel to the local health services which have usually been weakened
by the crisis. Many respondents mentioned the necessity of collaborating with local health services to ensure the
continuity of care after the end of the humanitarian crisis. There is, however, little evidence on the most effective
way of integrating humanitarian interventions into the local health services. There are additional research
questions related to: which interventions should be integrated? Which one should be vertically delivered?

® The objective of universal coverage during humanitarian crises is often accompanied with free healthcare but
may create unexpected effects (positive and negative) on local health services and has issues for sustainability
and equity of services. These aspects have nevertheless not been explored sufficiently by researchers.

® The importance of measuring the effectiveness of different models of delivery was highlighted. Comparisons
should be made between facility-based and community-based interventions as well as the delivery of
comprehensive packages of interventions compared with single interventions. This field of investigation is broad
as every health topic may have different models of delivery.

® Packages of care are commonly promoted but need more research evidence-base for the content of packages,
costs of the package, and health benefits of packages. There is also a lack of evidence on the minimum package
that could be implemented in very acute settings and what the tradeoffs may be.

Continuity of care:

® The issue of integration is also related to the continuity of care which is a necessity in a context where chronic
diseases and NCDs are increasingly important. Studies should focus on examining health facility capacities to
deliver and financially sustain quality services after the departure of humanitarian actors.

® There is a need for much more evidence on how to develop longer-term strategies for delivering health
care (including for the health system more broadly) to move beyond the short-term approaches common to
humanitarian settings.



4.8.3 Recommendations for future research

There is a strong need to improve the quantity and quality of the evidence base on health service interventions.
Existing studies predominantly measure outputs of services, rather than health outcomes, and are exclusively of
cross sectional study design.

More research is required on different service delivery models of health care.
More research is required on the content, delivery and health outcomes of different service delivery packages of

care.

There was a bias in the evidence base towards the impact of temporary health services and issues of continuity
and sustainability of care need to be researched. Longitudinal study designs are needed to help capture this
information.

There was a lack of consensus over the guidelines to be used, or even evaluated, for health service delivery.
Further studies looking specifically at this issue would enable practical suggestions for service delivery in crisis
situations.
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4.9 Health systems
4.9.1 Systematic review

® The systematic review on health systems included both quantitative and qualitative studies given the particularly
multifaceted nature of health systems. The search strategy yielded 16,997 papers, but only 56 papers met the
inclusion criteria.

® The number of papers has been increasing with time (Figure 52), with a significant increase in papers published
from 2010 onwards. It has some predictable surges following major humanitarian crises, such as the Tsunami.
Interestingly only one paper was identified as looking at the health system context of natural disasters prior to
2004, with most papers focusing on conflicts from 1987 to 2003.

® The majority (36/56) of the papers focused on a context of conflict, 18 focused on a natural disaster and one on
a political crisis. Of the papers on a natural disaster, 13 focused on earthquakes, five on the tsunami, three on
floods and one on a cyclone (with some papers focusing on more than one crisis).

® The research was spread across four continents, with papers focussing on humanitarian crises in Asia (24 papers),
Africa (19 papers), Europe (13 papers) and South America (8 papers). The crisis with most papers was the conflict
in Kosovo (5 papers), followed by earthquakes and floods in Pakistan (4 papers) and conflict and tsunami in
Indonesia.

® Two of the papers were graded as a high quality of evidence. Two papers were graded as a medium quality of

evidence. Forty-four of the papers were assessed as low quality. Eight of the papers could not be assessed as the
full paper could not be obtained.
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® The majority (48/56) of the papers focused on the general population, three papers focused on refugee
populations, one on Internally Displaced People (IDP) populations, two on health workers and two on a mixed
population (Figure 53).

® Most of the papers (37/56) were case studies from humanitarian crises. Other papers included 14 descriptive
papers, 2 literature reviews, and 1 epidemiological community-based study.

Health system building blocks:
@ The studies on different health system building blocks are shown in Figure 54.

® FEight papers had a focus on policy areas of leadership and governance, of which five looked at opportunities for
policy and four on impact of the crisis (one looking at both areas).

® There were five papers with a focus on coordination, with coordination mentioned in 11 other papers.

® There were seven papers identified with a focus on health workforce and ten papers which mentioned health
workforce. Five papers looked at the impact of crises on human resources and four papers looked at crises as
opportunities for building back better.

® Asingle paper with a focus on health financing, and 10 others mentioned health financing.

® Only one paper was identified with a focus on medicines, which looked at essential medicines management

following the earthquake in Pakistan. Three of the other papers had a mention of medicines.

® Eight papers had a focus on the use of Health Information Systems in response to humanitarian crises papers.
Three other papers had a mention of Health Information Systems. Most of the papers specifically looked at
disease surveillance systems.
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Figure 54: Studies by health system building block

4.9.2 Expert interviews
4.9.2.1 Methodologies and quality of evidence:

® There has been increasing interest in health systems research in humanitarian crises. There are nevertheless many
questions about how to conduct health research in insecure and unpredictable settings. As a result, the quality of
studies is questionable and has often been rated as low. There is a pressing need for introducing innovative and
robust methods to study health systems in humanitarian crises.

® One constraint identified by the key informants is the lack of reliable health information system in most
developing countries before the crisis starts. Researchers have to conduct research where baseline data is often
inconsistent or missing.




4.9.2.2 Delivery and integration of interventions into local health systems:

® Humanitarian interventions often intervene in parallel to the local health systems, which has been most of
the time weakened by the crisis. Many respondents mentioned the necessity of collaborating with local health
services to ensure the continuity of care after the end of the humanitarian crisis. There is however little evidence
on the most effective way of integrating humanitarian interventions into the local health system. There are
additional research questions related to: which interventions should be integrated? Which one should be
vertically delivered?

® The objective of universal coverage during humanitarian crises and often accompanied with free healthcare
may create unexpected effects on local health services. These aspects have nevertheless not been explored by
researchers.

® Athird aspect highlighted by respondents is the importance of measuring the effectiveness of different models
of delivery. Comparisons should be made between facility-based and community-based interventions as well
as the delivery of comprehensive packages of interventions compared with single interventions. This field of
investigation is broad as every health topic may have different models of delivery.

4.9.2.3 Continuity of care:

® The issue of integration is also related to the continuity of care, which, as many key informants explained, is a
necessity in a context where chronic diseases and non communicable diseases (NCDs) are increasingly important.
Studies should focus on the assessment of health systems capacities to deliver quality services after the
departure of humanitarian actors.

4.9.2.4 The resilience of health systems:

® Research is needed to measure and predict the capacity of health systems to adapt to humanitarian crises. This
notion of resilience is related to measurement but preparedness to crises. There is limited evidence on the impact
of preparedness activities on the capacity of health systems to absorb or adjust to crises.

4.9.3 Recommendations for future research

® Whilst understanding the considerable challenges that exist when carrying out research in this area, there is a
need for more high quality evidence with regards health systems context of humanitarian crises.

Health system strengthening

® There is a need for much more research into some of the specific areas of the health system, particularly influence
of health financing and access to essential medicines in @ humanitarian crisis.

Resilience

® Evidence on the resilience of health systems to absorb crises and on their capacities to continue the delivery of
services (e.g. non communicable diseases) after the departure of humanitarian actors.

® There are a number of papers that focus on conflict, but the evidence is weaker for natural disasters. These
include the impact of natural disasters on the health system and opportunities arising from natural disasters for
areas of the health system.

® There is a need for further research to measure the impact crises can have on local health systems.



Integration of services

® Evidence on the effectiveness of different models of delivering health interventions during humanitarian crises:

vertical versus integrated humanitarian interventions, facility-based versus community-based interventions,

comprehensive package vs. single interventions.

Preparedness of crises

® There is a clear need for a strong evidence base on the impact of preparedness and whether stronger and better

prepared health systems have improved health outcomes following a humanitarian crisis.
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5. Results for contextual

5.

factors

1 Access to healthcare

5.1.1 Systematic review

The search strategy on this contextual factor captured a large number of related peer-reviewed articles (2224),
the vast majority of which (2160) either did not discuss humanitarian crises or did not consider the impact of
access to healthcare on a public health intervention during crisis.

There is only a modest body of available evidence assessing the impact of access to healthcare on the
effectiveness of health interventions during humanitarian crises (64 papers).

There is increasing interest in the characterisation of the impact of access on healthcare interventions during
humanitarian crises, with 58/64 (91%) of all studies conducted since 1980 being published in the last decade.

The majority of available evidence is of low to moderate quality: 18/64 (28%) of papers were from category C
evidence, 27/64 (42%) were from category B, and 19/64 (30%) were from category A.

All studies were observational. 32/64 (50%) of studies were descriptive in design and of these 14/32 (44%)
were comparative: half the comparative studies (7/14) compared changes during the period of a humanitarian
crisis, the other half (7/14) compared changes before and after a crisis struck. 31/64 (48%) employed a cross
sectional design and one paper (2%) was a retrospective cohort study.

Of the location-identified research on health access during humanitarian crises, the country most commonly
studied was Afghanistan (10/64, 16%), followed by Pakistan (8/64, 13%), Sri-Lanka (5/64, 8%), then Burma
(4164, 6%). As a region, Africa followed Asia in being the most intensely studied, with 13/64 (20%) articles
focusing on countries hereincluding, DRC (2), Cote d’lvoire (2), Sudan (2), Botswana (1), Guinea-Bissau (1), Kenya
(1), Nigeria (1), Sierra Leone (1) and Somalia (1). Indeed, these countries represent some of the most violent
environments to live in during their respective times of conflict and would be expected to have been associated
with reduced access to healthcare for their populations. Other countries studied included China (3), Colombia
(3), Haiti (3), Indonesia (2), Jordan (2), Nepal (2), Nicaragua (1), Peru (1) and Syria (1). 5/64 (8%) papers studies
multiple countries.

Evidence for the different types of humanitarian crises focused heavily on armed conflict - 53/64 (83%)
considered these; 11/64 (17%) considered natural disaster, in particular earthquakes (8) and tsunamis (2).

Most papers (39/64, 61%) focused on the general population, 15/64 (23%) considered IDPs, and one paper
compared the general population with IDPs. 9/64 (14%) papers considered refugee populations.

Most papers (41/64, 64%) considered both urban and rural settings, 14/64 (22%) considered only the rural
setting, and 9/64 (14%) considered only the urban environment.

Evidence for access to healthcare during humanitarian crises focused principally on the access of end-users
(56/64, 88%). Of these papers, 25/64 (39%) considered all aspects of access of end-users, 16/64 (25%)
considered only their physical access, 4/64 (6%) only economic access, two papers focused on the issue of
non-discrimination in healthcare access; and one on informational access. Only 3/64 (5%) articles considered
primarily the access of health workers to provide healthcare to end-users. Of these, two papers considered
their economic access in terms of feasibility of their planned public health interventions; one paper considered
their physical access. Finally, 5/64 (8%) papers considered access issues of both end-user and health workers
together.



Regarding the types of public health interventions, 36/64, (56%) articles studied access to existing medical
services. 18/64 (28%) articles considered access to international medical assistance or existing services
supplemented by international intervention. The remaining articles (10/64, 16%) considered a combination of
local governmental, non-governmental or undefined mechanism of supplementation of existing medical services.

Female reproductive, antenatal and obstetric services together formed the health topic most studied regarding
access (12/64, 19%). 10/64 (16%) papers considered all health services in general, 8/64 (13%) papers
considered primary care and 4/64 (6%) considered mental health services. There was also specific evidence on
access to infectious disease control: 6/64 (9%) papers studied malaria, 4/64 papers (6%) TB, and two papers HIV/
AIDS.

Concerning stage of crisis, 10/64 (16%) studies focused on the acute phase, 5/64 (8%) on early recovery, and the
vast majority (49/64, 77%) on chronic situations.

5.1.2 Expert Interviews

Key findings from the expert interviews were as follows:

Priority gaps in the available evidence on access to healthcare which need to be filled include:

Real-time mapping of access to healthcare of end-users.

Optimising healthcare access in crisis areas outside government control for both end-users and healthcare
workers.

Health disparities arising from access inequities between resident and transiting populations within a crisis
location.

® Role of mobile phones and other digital technologies in improving health access for end-users.

® Certain populations experiencing crisis, including adolescents; the disabled; the elderly; those with chronic

disease; and prisoners or detainees.

Issues related to the type of crisis and access to healthcare:

Gathering evidence and the study of this contextual factor is most difficult in the context of armed conflict and in
situations where infrastructure has suffered severe and extensive destruction such as is typical after earthquakes.

Type of studies needed:

Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor.

The greatest source of shared knowledge likely lies within the grey literature, but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it.

By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

Use of guidelines and standards in the study or programmatic development of access to healthcare:

The Geneva Conventions are the most widely used standards for this contextual factor

Other guidelines and standards which are particularly useful include: (i) government sources and statistics, (ii)
International Crisis Group (ICC) reports, (iii) existing institutional guidelines, (iv) policy statements of agencies, (v)
needs assessments of agencies, and (vi) informal peer advice.

Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.



There was excellent consensus on the perceived research gaps in this contextual factor among the humanitarian
experts interviewed.

5.1.3 Recommendations for future research
General

® Given the current interest in and debate surrounding the issue of access to service provisions during crises in
the humanitarian sector, more quality research needs to be done in the domain of access to healthcare during
humanitarian crises.

Evidence needed to explore the following issues:
® Real-time mapping of access to healthcare of end-users.

® Optimising healthcare access in crisis areas outside government control for both end-users and healthcare
workers.

® Health disparities arising from access inequities between resident and transiting populations within a crisis
location.

® Role of mobile phones and other digital technologies in improving health access for end-users.

Indicators, standards and guidelines

® In order to facilitate the generation of more relevant evidence, research into the development of standardised
methods or indicators to measure the different aspects of both end-user and health worker access to healthcare
would be most useful.

Context and populations

® Current evidence on this contextual factor focuses primarily on descriptions of what types of access to healthcare
is affected during crises and not the influence of access on the impact of public health interventions, which
therefore needs greater research attention.

® Research is needed to measure the impact of access to healthcare on health interventions during natural disasters
and in the acute phase of crises.

® Populations needing increased research include IDP and refugee populations, adolescents, the disabled, the
elderly, those with chronic disease, and prisoners, or detainees.
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5.2 Accountability to end-users
5.2.1 Systematic review

® The search strategy on this contextual factor captured a large number of related peer-reviewed articles (3876),
the vast majority of which (3846) either did not discuss humanitarian crises or did not consider the impact of
accountability to end-users on a public health intervention during crisis.

® There is little available evidence assessing the impact of accountability to end-users on the effectiveness of
health interventions during humanitarian crises (30 papers).

® There is increasing interest in the characterisation of the impact of accountability to end-users on healthcare
interventions during humanitarian crises, with 26/30 (87%) of all studies conducted since 1980 being published
in the last decade.

® The majority of available evidence is of low to moderate quality: 12/30 (40%) of papers were from category C
evidence; 7/30 (23%) were from category B; and 11/30 (37%) were from category A.

® All studies were observational. Half of the studies were descriptive in design and none of these were
comparative. The other half of the studies were cross-sectional; of these, 6/15 (40%) compared changes over a
period of time during a humanitarian crisis.



Of the location-identified research on accountability to end-users during humanitarian crises, the most commonly
studied region was Asia (10/30, 33%) with Afghanistan and Pakistan being most studied here (three papers each),
followed by Africa (6/30, 20%). A further 12/30 (40%) papers considered multiple (more than two) different
countries across regions.

Evidence for the different types of humanitarian crises focused primarily on armed conflict: 13/30 (43%)
considered these; 10/30 (33%) considered both armed conflict and natural disasters; and 7/30 (23%) considered
only natural disasters, in particular floods (3) and tsunamis (2).

Most papers (20/30, 66%) focused on the general population, 6/30 (20%) considered IDPs only, 3/30 (10%)
papers considered refugee populations only, and one paper compared IDPs and refugees.

Most papers (17/30, 57%) considered both urban and rural settings, 12/30 (40%) considered only the rural
setting, and one paper considered only the urban environment.

Of all the available evidence, only 2/30 (7%) studies considered all three aspects of healthcare accountability
to end-users, namely its acceptability, availability and quality. 15/30 (50%) of studies considered acceptability;
of these four considered one other aspect in addition. 12/30 (40%) of articles considered quality of healthcare;
of these six considered one other aspect in addition. 9/30 (30%) of studies considered availability; of these six
considered one other aspect in addition.

Regarding the types of public health interventions, 21/30 (70%) articles studied accountability of international
medical assistance agencies; of these, 7/30 (23%) considered how they interacted with local existing health
services, and 3/30 (10%) others concerned the organisation Médecins San Frontieres (MSF) specifically. 6/30
(20%) further articles considered accountability to end-users of existing health services only.

Basic, general and primary healthcare services together formed the public healthcare area most studied regarding
accountability to end-users (19/30, 63%). 5/30 (17%) papers considered the health topic of communicable
diseases, including TB (2 papers), malaria (1), HIV/AIDS (1), and cholera (1). 3/30 (10%) papers considered
obstetric services.

Concerning stage of crisis, 4/30 (13%) studies focused on the acute phase, 4/30 (13%) on early recovery, and the
vast majority (22/30, 73%) on chronic situations.

5.2.2 Expert Interviews
Key findings from the expert interviews were as follows:

Priority gaps in the available evidence on accountability to end-users which need to be filled include:

Role and methods of informed consent of end-users in crisis settings.

Perception of end-users regarding humanitarian healthcare delivery .

Validation of assumptions concerning end-users.

Nexus of human rights and humanitarian public health interventions .

Impact of the asymmetry of power between end-users and humanitarian agencies on public health interventions.
Quality of healthcare delivered to end-users in crisis.

Cost-benefit analyses of interventions and humanitarian health economics.

Role and methods of behavioural change of end-users in improving the impact of humanitarian healthcare
delivery.

Ethical guidelines for humanitarian public health policy-making.

® Certain populations experiencing crisis, including adolescents, the disabled, the elderly, those with chronic

disease, and the LGBT community.



Issues related to the type of crisis and accountability to end-users:

@ CGathering evidence and the study of this contextual factor is difficult and has been limited in all types of crises
largely due to a lack of consensus on appropriate measures of accountability and optimal endpoints.

Type of studies needed:

® Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor.

® The greatest source of shared knowledge likely lies within the grey literature but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it.

@ By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

® The most useful contribution towards the progress of this contextual factor is likely to come from debate and
consensus-building around moral, philosophical and professional considerations rather than from scientific
evidence.

Use of guidelines and standards in the study or programmatic development of accountability to end-users:
® The Sphere Project standards are the most widely used standards for this contextual factor

® Other guidelines and standards which are particularly useful include: (i) ALNAP guidelines, (ii) CDC guidelines,
(iii) UNICEF guidelines, (iv) WHO guidelines, (v) International Crisis Group (ICG) reports, (vi) existing institutional
guidelines, (vii) policy statements of agencies, and (viii) informal peer advice.

@ Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.

There was excellent consensus on the perceived research gaps in this contextual factor among the humanitarian

experts interviewed.

5.2.3 Recommendations for future research
General:

® Accountability to end-users has become a core value in the humanitarian sector but represents an area relatively
devoid of high quality evidence and needs more research.

® High quality comparative studies are needed to inform how accountability influences health interventions
and outcomes, in particular comparing health interventions of varying levels of accountability, and comparing
different mechanisms of healthcare accountability (e.g. international vs. purely local or domestic accountability
mechanism).

® More evidence is needed on (i) the role and methods of informed consent of end-users in crisis settings, (ii) the
perception of end-users regarding humanitarian healthcare delivery, (iii) the asymmetry of power between end-
users and humanitarian agencies on public health interventions, (iv) the role and methods of behavioural change
of end-users in improving the impact of humanitarian healthcare delivery, and (v) mechanisms and policies which
safeguard or improve accountability to end-users during humanitarian crises.

Context:

® Current evidence on this contextual factor focuses primarily on descriptions of the different aspects of
accountability to end-users in healthcare provision during crises such as availability, acceptability, quality, but
does not assess the influence of accountability on public health interventions.



Indicators, standards and guidelines

® In order to facilitate the generation of more relevant evidence, research into the development of standardised
methods or indicators to measure the different aspects of accountability in health interventions would be most
useful.
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5.3 Health assessment methods
5.3.1 Systematic review

The search strategy on this contextual factor captured 663 related peer-reviewed articles, the vast majority of
which (580) either did not discuss humanitarian crises or did not consider health assessment methods in such
situations.

There is a relatively modest body of available evidence considering health assessment methods during
humanitarian crises (83 papers).

There is increasing interest in the methodologies of assessment, evaluation and estimation of health and
health-related factors during humanitarian crises, with 63/83 (76%) of all studies conducted since 1980 being
published in the last decade.

The majority of available evidence is of low to moderate quality: 13/83 (16%) of papers were from category C
evidence, 36/83 (43%) were from category B, and 34/83 (41%) were from category A.

All studies were observational. 16/83 (19%) of studies were descriptive in design and of these 9/16 (56%) were
comparative. 67/83 (81%) employed a cross-sectional design and of these 13/67 (19%) were comparative.

In the comparative studies, the points of comparison included assessment methods within different settings,
different affected populations, and between different assessment methodologies themselves.

Of the location-identified research on health assessment methods during humanitarian crises, the most
commonly studied region was Asia (29/83, 35%), followed by Africa (26/83, 31%), then the Middle East (11/83,
13%). The most commonly studied countries were Afghanistan and Thailand (six papers each), followed by Iraq,
Pakistan, Sudan and Uganda (five papers each). A further 8/83 (10%) papers considered multiple (more than two)
different countries across regions.

Evidence for the different types of humanitarian crises focused heavily on armed conflict: 60/83 (72%)
considered these; 20/83 (24%) considered natural disasters, in particular earthquakes (8) and tsunamis (4); and
3/83 (4%) considered both types of crises.

Most papers (46/83, 55%) focused on the general population, 16/83 (19%) considered IDP, 15/83 (18%)
considered refugees, and 6/83 (7%) included more than one population type.

Most papers (45/83, 54%) considered both urban and rural settings, 34/83 (41%) considered only the rural
setting, and 4/83 (5%) considered only the urban environment.

Regarding the types of public health interventions, 68/83 (82%) articles used health assessment methods for
care planning. 9/83 (11%) articles assessed health in the context of the use of existing health services. 3/83 (4%)
articles studied health assessment methods to inform aspects of disaster preparedness.

Excess mortality and morbidity was the health topic most assessed in these studies (26/83, 31%), followed
closely by nutrition and food security (25/83, 30%). 19/83 (23%) studies assessed mental health, 8/83 (10%)
assessed basic or general health, and 3/83 (4%) focused on population estimation.



® A large array of different health assessment methods was studied covering a range of health topics. Within each
health topic, there was little consistency in the assessment methods used with the exception of two health topics:
nutrition and mental health. Of the nutritional assessment methods, anthropometric measurements (such as
weight-for-height in children) were almost universally used. Of the mental health assessment methods, several
assessment scales or checklists were used in more than one study: the Hopkins Symptoms Checklist was used
in five studies, and the Harvard Trauma Questionnaire, Depression Self-Rating Scale, SF-36 Health Survey and
Afghan Symptom Checklist (ASCL) were each used in two studies.

® Concerning stage of crisis, 42/83 (51%) studies focused on the acute phase, 13/83 (16%) on early recovery, and
28/83 (34%) on chronic situations.

5.3.2 Expert Interviews
Key findings from the expert interviews were as follows:
Priority gaps in the available evidence on health assessment methods which need to be filled include:

® Mortality estimates of crisis-affected populations.

® Identification of vulnerable populations.

® Burden of chronic disease.

Reliable direct data gathering from end-users.

Victim interview methodologies.

Numbers of humanitarian workers involved in a crisis situation.

The humanitarian system's ‘fitness-for-purpose’ for addressing health needs in a crisis situation.
Appropriate indicators with which to measure humanitarian contextual factors.

Long-term impact assessment methodologies.

Consensus-building on the interpretation of assessment tools

Assessment data management and security

Certain populations experiencing crisis, including adolescents, the disabled, the elderly, those with chronic
disease, and urban refugees.

Issues related to the type of crisis and health assessment methods:

® Despite significant data gathering and study of this contextual factor in the acute phase of crises, the
application of available evidence in all types of crises has been limited largely due to a lack of consensus on the
interpretation of assessment tools.

Type of studies needed:

® Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor.

® The greatest source of shared knowledge likely lies within the grey literature but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it.

® By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

Use of guidelines and standards in the study or programmatic development of accountability to end-users:

@ Existing institutional guidelines of the agencies or organisations within which humanitarian workers operate are
the most widely used standards for this contextual factor.



® Other guidelines and standards which are particularly useful include: (i) Sphere Project standards, (ii) ALNAP
guidelines, (iii) CDC guidelines, (iv) UNICEF guidelines, (v) WHO guidelines, (vi) policy statements of agencies, and
(vii) informal peer advice.

@ Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.

There was very good consensus on the perceived research gaps in this contextual factor among the humanitarian

experts interviewed. The areas where there was a lack of consensus were in the health assessment methods

involving (i) direct data gathering from end-users and (ii) victim interview methodologies, where only a minority of

experts believed these to be research priorities.

5.3.3 Recommendations for future research

® More quality research is needed on the development, comparison, testing and validation of health assessment
methods.

® Creater research attention should therefore be given to the impact of different health assessment methodologies
on the effectiveness of public health interventions during humanitarian crises.

@ More evidence is needed in a number of areas: (i) mortality estimates of crisis-affected populations, (ii)
identification of vulnerable populations, (iii) burden of chronic diseases, and (iv) indicators with which to measure
humanitarian contextual factors.
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5.4 Coordination
5.4.1 Systematic review

® The search strategy on this contextual factor captured 662 peer-reviewed articles, the vast majority of which
(637) either did not discuss humanitarian crises or did not consider the impact of coordination on a public health
intervention during crisis.

® There is little available evidence assessing the impact of coordination on the effectiveness of health interventions
during humanitarian crises (25 papers).

® There is increasing interest in the characterisation of the impact of coordination on healthcare interventions
during humanitarian crises, with 22/25 (88%) of all studies conducted since 1980 being published in the last
decade.

® The majority of available evidence is of low to moderate quality: 13/25 (52%) of papers were from category C
evidence, 8/25 (32%) were from category B, and only 4/25 (16%) were from category A.

@ All studies were observational. All studies were purely descriptive, a study design very low down in the hierarchy
of evidence. Only one of these was comparative, comparing two humanitarian information coordination bodies.

® Of the location-identified research on coordination during humanitarian crises, Haiti and Pakistan were the most
commonly studied countries (4/25, 16% papers each). A further 10/25 (40%) papers considered multiple (more
than two) different countries across regions.

® Evidence for the different types of humanitarian crises focused primarily on natural disasters: 10/25 (40%)
considered these, in particular earthquakes, floods and tsunamis. 8/25 (32%) considered armed conflict only,
and 7/25 (28%) considered both armed conflict and natural disasters.

® Most papers (21/25, 84%) focused on the general population; 2/25 (8%) considered entrapped populations, one
paper considered IDPs only, and one paper considered both IDPs and refugees.

® Most papers (21/25, 84%) considered both urban and rural settings, 4/25 (16%) considered only the rural
setting, and no studies considered only the urban environment.

® Regarding the types of public health interventions, 14/25 (56%) articles considered the coordination of
international medical assistance agencies with existing health services. 9/25 (36%) further articles considered
the coordination of only international medical assistance agencies. Just 2/25 (8%) studies considered the
coordination of only domestic humanitarian capabilities (both were conducted in China).

® Of the available evidence on health coordination during humanitarian crises, 9/25 (36%) studies considered
the UN OCHA and Cluster Approach systems, and 3/25 (12%) studies considered civil-military coordination. The
majority of remaining papers (10/25, 40%) explored various domains of coordination which could be improved
to increase the overall effectiveness of coordination during humanitarian crises, including: institutional and
social networks (4 papers), trust between agencies (2), disaster preparedness and response (1), information
management (1), logistics (1), and operational security (1).

® Basic, general and primary healthcare services together formed the public healthcare area most studied regarding
coordination during humanitarian crises (21/25, 84%). Of the remaining studies, there was one article written on
each of the following health areas: hospital inpatient and surgical care; patient medical transfers; distribution of
medical materials; and sexual and reproductive health.

® Concerning stage of crisis, the majority (16/25, 64%) of studies focused on the acute phase, only 1/25 (4%) on
early recovery, and 8/25 (32%) on chronic situations.



5.4.2 Expert Interviews
Key findings from the expert interviews were as follows:
Priority gaps in the available evidence on coordination which need to be filled include:

® OCHA's fitness-for-purpose’ for addressing health needs

Non UN/OHCA-centric mechanisms of coordination

Impact of integrated UN missions on healthcare delivery

Role of UNHCR in the coordination of healthcare delivery to IDPs and refugees
How international communities coordinate with local government

Advantages and disadvantages of pooled funding within the UN structure

Cost-benefit analysis of coordination of humanitarian public health interventions

Role of generating competitive market forces between agencies in improving coordination and healthcare
delivery efficiency

@ Certain populations experiencing crisis, including adolescents, the disabled, the elderly, those with chronic
disease, IDP and refugees, and urban populations.

Issues related to the type of crisis and coordination:

® Gathering evidence and the study of this contextual factor is most limited and difficult in the context of armed
conflict.

Type of studies needed:

® Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor.

® The greatest source of shared knowledge likely lies within the grey literature but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it.

® By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

Use of guidelines and standards in the study or programmatic development of access to healthcare:
® The IASC guidelines are the most widely used standards for this contextual factor.
® Other guidelines and standards which are particularly useful include: (i) UNEG (UN Evaluation Group) norms and

standards, (ii) ALNAP guidelines, (iii) International Crisis Group (ICG) reports, (iv) existing institutional guidelines,
(v) policy statements of agencies, and (vi) informal peer advice.

@ Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.

There was excellent consensus on the perceived research gaps in this contextual factor among the humanitarian
experts interviewed. The area where there was a lack of consensus was in the role of UNHCR in the coordination of
healthcare delivery to IDPs and refugees, where only a minority of experts believed this to be a research priority.



5.4.3 Recommendations for future research
General:

® CGreater research is needed to understand the impact that coordination has on public health interventions during
armed conflict.

® CGreater research attention should be given to the cost-benefit analysis of coordination of humanitarian public
health interventions.

® More research is needed into mechanisms and policies that safeguard or improve coordination during
humanitarian crises.

® Evidence is needed to understand OCHA's *fitness-for-purpose’ for helping to address health needs.

Integration with local systems

® More evidence is needed on the impact of integrated UN missions on healthcare delivery.

® More research is required to analyse how international communities coordinate with local government.
Comparing different coordination mechanisms

@ High quality comparative studies are needed to inform how coordination influences public health interventions,
in particular the comparison of health interventions under varying levels of coordination; international vs. purely
local/domestic mechanisms of coordination; urban vs. rural settings; and in natural disasters vs. armed conflict.

® There is a need for research into the characterisation and influence of different aspects of coordination on
public healthcare interventions, including coordination of information and its management; logistics; human and
material resources; technologies; and institutional, trust and social networks.

® CGreater research attention could be given to the advantages and disadvantages for health of pooled funding
within the UN structure.
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5.5 Security of healthcare workers

5.5.1 Systematic review

® The search strategy on this contextual factor captured a modest number of related peer-reviewed articles (344),

the vast majority of which (328) either did not discuss humanitarian crises or did not consider the impact of
security of healthcare workers on a public health intervention during crisis.

There is very limited available evidence assessing the impact of security of healthcare workers on the
effectiveness of health interventions during humanitarian crises (16 papers).

There is increasing interest in the characterisation of the impact of security of healthcare workers on health
interventions during humanitarian crises, with 11/16 (69%) of all studies conducted since 1980 being published
in the last decade.

The large majority of available evidence is of low to moderate quality: 12/16 (75%) of papers were from category
C evidence; 2/16 (13%) were from category B; and only 2/16 (13%) were from category A.

All studies were observational. The large majority (14/16, 88%) were descriptive in design; the remaining (2/16,
13%) were cross-sectional. No studies were comparative.

Of the location-identified research on the security of healthcare workers in humanitarian crises, Afghanistan,

Iraq and Jordan had 2/16 (13%) articles specifically written on each of them; 1 article out of 16 (6%) studied
Pakistan specifically. Indeed, these countries have been affected by some of the most violent armed conflicts in
recent history. The remaining 9/16 (57%) studies considered multiple (more than two) different countries across
regions.

All studies considered the security of healthcare workers in armed conflict; of these, 3/16 (19%) studies also
considered natural disasters.

Nearly all papers (14/16, 88%) focused on the general population; just 2/16 (13%) considered only refugees. No
studies considered only IDPs.

Nearly all papers (14/16, 88%) considered both urban and rural settings; just 2/16 (13%) considered rural
settings alone. There were no studies on urban settings alone.

Evidence on the security of healthcare workers public health interventions during humanitarian crises
concentrated around four main themes. The first, examined by 6/16 (38%) of the studies, is the different forms
of violence faced by healthcare workers, including murder, gun violence, kidnappings and physical threats. The
second theme, considered by 5/16 (31%) studies, is strategies on how security of healthcare workers could be
improved. The third, considered by 3/16 (19%), is how violence against healthcare workers decimates health
systems. Finally, 2/16 (13%) studies explored methods of measuring violence towards healthcare workers during
humanitarian crises.

Regarding the types of public health interventions 10/16 (63%) articles considered security of healthcare
workers in settings of international medical assistance or existing services supplemented by international
intervention. The remaining articles (6/16, 38%) considered security of healthcare workers in local existing
medical services only.

Basic, general, emergency and primary healthcare services together formed the public healthcare area most
studied regarding security of healthcare workers (15/16, 94%). One paper considered the health topic of
obstetric services specifically.

Concerning stage of crisis, 4/16 (25%) studies focused on the acute phase, none (0%) on early recovery, and the
vast majority (8/16, 75%) on chronic situations.



5.5.2 Expert Interviews
Key findings from the expert interviews were as follows:
Priority gaps in the available evidence on security of healthcare workers which need to be filled include:

® Increased risks posed by integrated UN missions.

Impact of using foreign over local healthcare workers.

Identification of risk factors associated with security threats to healthcare workers.
Impact of asymmetry of power within a conflict setting on security.

Impact of international involvement on security.

Impact of religious context on security.

Impact of end-user perception on security.

Political role of healthcare worker kidnappings in conflict negotiation.

Certain populations experiencing crisis, including adolescents, the disabled, the elderly, those with chronic
disease, and urban refugees.

Issues related to the type of crisis and security of healthcare workers:

® Gathering evidence and the study of this contextual factor is difficult in the context of armed conflict since this in
itself may be dangerous to the investigator.

Type of studies needed:

® Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor.

® The greatest source of shared knowledge likely lies within the grey literature but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it.

® By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

Use of guidelines and standards in the study or programmatic development of access to healthcare:

® The (i) Geneva Conventions and (ii) existing institutional guidelines of the agencies or organisations within which
humanitarian workers operate are the most widely used standards for this contextual factor.

® Other guidelines and standards which are particularly useful include: (i) IASC guidelines, (ii) ALNAP guidelines, (iii)
International Crisis Group (ICG) reports, (iv) policy statements of agencies, and (v) informal peer advice.

® Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.

There was excellent consensus on the perceived research gaps in this contextual factor among the humanitarian
experts interviewed. The area where there was a lack of consensus was in the political role of healthcare worker
kidnappings in conflict negotiations, where only a minority of experts believed this to be a research priority.



5.5.3 Recommendations for future research

® There needs to be more research on how healthcare worker security influences the effectiveness of public health

interventions in humanitarian crises.

® High quality comparative studies are needed to inform how security influences health interventions and

outcomes, in particular comparing crises of varying security levels, crises in urban vs. rural settings, and crises

with international vs. purely local or domestic health assistance.

® Further evidence is needed on the impact on public health interventions of: (i) increased risks posed by

integrated UN missions, (ii) using foreign over local healthcare workers, (iii) risk factors associated with security

threats to healthcare workers, (iv) religious context on security, (v) the impact of end-user perception on security.
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5.6 Urbanisation
5.6.1 Systematic review

The search strategy on this contextual factor captured a large number of related peer-reviewed articles (3141),
the vast majority of which (3114) either did not discuss humanitarian crises or did not consider the impact of
urbanisation on a public health intervention during crisis.

There is little available evidence assessing the impact of urbanisation on the effectiveness of healthcare
interventions during humanitarian crises (27 papers).

There is increasing interest in the identification of health challenges particular to humanitarian crises in
urban settings and the development of appropriate policies to address these, with 24/27 (89%) of all studies
conducted since 1980 being published in the last decade.

The majority of available evidence is of low to moderate quality: 7/27 (26%) of papers were from category C
evidence, 9/27 (33%) were from category B, and 11/27 (41%) were from category A.

All studies were observational. 17/27 (63%) of studies were purely descriptive in design and of these four

were comparative. The remaining 10/27 (37%) employed a cross-sectional design and of these also four were
comparative. Of all the comparative studies, 5/8 (63%) compared urban with rural settings, 2/8 (25%) compared
general and IDP populations within urban settings, and one study compared two computer models to predict
flood extent in an urban setting.

The majority of location-identified research on the influence of urbanisation on humanitarian crises was
conducted in Asia (12/27, 44%), possibly due to the fact that Asia has been projected to lead the urban
population growth over the coming decades and it is also the geographic region of the world most prone to
natural disasters. 6/27 (22%) further studies considered urban settings across multiple different countries and
regions.

Evidence for the different types of humanitarian crises focused heavily on natural disasters: 16/27 (59%)
considered these, in particular floods (6/16) and earthquakes (6/16); 7/27 (23%) considered armed-conflict; and
one paper evaluated both natural disasters and armed-conflict. A third and distinct category of humanitarian
crisis — situations of “urban violence” — was identified by the literature: 3/27 (11%) focused specifically on this
environment.

Most papers 22/27 (81%) considered the general population, 2/27 (7%) considered both the general population
and IDPs, and one (4%) considered only IDPs. 2/27 (7%) of papers considered refugee populations.

As defined by this contextual factor, all papers considered urban settings. Of these, 6/27 (22%) considered rural
settings in addition, and 5/6 (83%) of these conducted comparative analysis between these two environments.
3/27 (11%) further papers specifically identified the urban setting of study as “slums”.

Evidence for the influence of urbanisation on public health interventions during humanitarian crises concentrated
around three main themes. The first, identified in 7/27 (26%) of studies, is the relative greater vulnerability

of urban environments to excess mortality as a result of both natural disasters such as floods and droughts, as
well as armed conflict. The second theme, identified in 7/27 (26%) further studies, are the particular health
challenges faced by urban environments during humanitarian crises, including access to healthcare; collapse

of the health system and the management of NCDs; food security; sanitation and diarrhoeal disease; and the
detrimental impact of poverty on health. Thirdly, 3/27 (11%) studies identified a relatively greater capacity of
urban environments for recovery in the areas of health access, mental health and urban infrastructure.

Regarding the types of public health interventions, 13/27 (48%) articles focused on care planning, 9/27 (33%)
on disaster preparedness, 3/27 (11%) on use of existing health services, and 2/27 (7%) on a combination of
these interventions.



Access to healthcare was the health-related topic most studied regarding urbanisation (10/27, 37%). 5/27 (19%)
studies considered mental health, 5/27 (19%) considered nutrition and food security, 3/27 (11%) considered
water, sanitation and hygiene, and 2/27 (7%) considered NCDs.

Concerning stage of crisis, only 4/27 (15%) of studies focused on the acute phase, 5/27 (19%) on early recovery,
and the vast majority (18/27, 67%) on chronic situations.

5.6.2 Expert Interviews
Key findings from the expert interviews were as follows:

Priority gaps in the available evidence on urbanisation which need to be filled include:

Meaningful indicators for the measurement of urban health, including ones which are location-specific, able
to differentiate between health states arising out of chronic deprivation and acute crisis, and able to measure
associated tipping points or threshold criteria.

Optimal methods of integrating humanitarian health interventions into existing urban healthcare infrastructures.

Strategies to improve the baseline health status and robustness of health systems in rapidly urbanising
populations to mitigate the detrimental health impacts of crises.

Civil engineering and urban planning directed towards disaster preparedness, prevention and mitigation.
Management of chronic disease during collapse of health systems in urban settings.

Community-based humanitarian healthcare interventions.

Monitoring and surveillance methodologies of health in urban settings.

Efficient methods in the identification of and targeted intervention in specific populations (e.g. IDPs, refugees,
women) within non-camp urban settings.

Slum populations.
Estuarine populations.

Populations living on landslide prone or soft land areas unsuitable for urbanisation.

Issues related to the type of crisis and coordination:

Gathering evidence and the study of this contextual factor is most limited and difficult in the context of armed
conflict, other situations of urban violence and where there is a lack of social capital between researchers and
affected communities.

Type of studies needed:

Randomised and controlled trials would be an impractical, unfeasible and unethical means of seeking evidence
on this contextual factor. However, stratification of data by similarities of interest in neighbourhoods and
communities for comparative analysis is needed.

The greatest source of shared knowledge likely lies within the grey literature but the extent to which this can be
used as scientific evidence is highly variable and its usefulness is seen to be dependent on the reputation of the
agency producing it. Grey literature can be very location specific which can be particularly useful.

By nature, innovations aimed at systemic transformative change need to transcend evidence-based interventions
and therefore the quest for evidence must itself be carefully directed.

Use of guidelines and standards in the study or programmatic development of access to healthcare:

Government statistics are the most widely used standards for this contextual factor, although it is acknowledged
that they can be technically inaccurate or reflect a political agenda.



® Other guidelines and standards which are particularly useful include: (i) UN Habitat reports and guidelines, (ii)
IASC guidelines, (iii) ALNAP guidelines, (iv) existing institutional guidelines, (v) policy statements of agencies, and
(vi) informal peer advice.

® Other than the Institutional Review Board (IRB) process, there are very few standardised ethical guidelines in the
field of humanitarian research and programmatic development.

There was excellent consensus on the perceived research gaps in this contextual factor among the humanitarian
experts interviewed. The area where there was a lack of consensus was in the importance put on the need for
evidence in the management of chronic disease during collapse of health systems in urban crises, where a minority
of experts believed this to be an over-emphasised research priority reflecting a current vogue.

5.6.3 Recommendations for future research

® Research is needed to analyse the influence of further aspects particular to urbanised environments on public
health interventions, including:

- Opportunities for disaster preparedness

- Opportunities for coordination

- Civil engineering and urban planning in disaster prevention and mitigation

- Opportunities for the use of social media and other forms of mass communication
- Opportunities for the control of infectious disease outbreaks.

+ Efficient research methods of identification and targeted intervention of IDP and refugee populations within
non-camp urban settings are needed.
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ANNEX 5:

DETAILS FOR SYSTEMATIC REVIEW ON COMMUNICABLE
DISEASE CONTROL

Sources:

Published literature: Embase, Global Health, Medline.

Grey literature: R4D, MSF Field Research, UNHCR, UN-Habitat, WaterAid, SHARE, UN-Water

Secretariat of the United Nations Convention to Combat Desertification (UNCCD), UNDP, UNEP,

UN International Strategy for Disaster Reduction (UNISDR), International Water Resources Association (IWRA), Global
Water Partnership, International Water Association (IWA), Public Services International (PSI), Gender and Water

Alliance (GWA), Women for Water Partnership, Conservation International, Water.org, UN International Groundwater,
Resources Assessment Centre (IGRAC).

Health topic specific search terms:

"Water"” or "water supply” or “water source” or "body of water” or “water bodies” or “drinking water" or “fresh

water” or "water pollutants” or “sanitation” or "septic tank” or “latrine” or "pit latrine” or “"public water” or "private
water” or "domestic water” or “toilet” or “feces” or “faeces” or "defecation” or “hygiene” or "WASH" or “"watsan” or
“drainage” or "latrine” or "septic tank” or “hygiene” or "hand washing" or "handwashing” or “hand hygiene" or “soap”
or "detergent” or "bore well” or "borewell” or "point of use” or “water provision“or “faecal-oral disease"” or “fecal-
oral disease” or "hygiene promotion” or "open defacation” or “flying latrines” or “interagency plastic slab” or "Oxfam
bucket” or “water table” or “faecal sludge” or "waste disposal” or "waste treatment”

Stage 1: Peer reviewed
literature: electronic
database search (N=3963)

(dplicaeey™

A 4

Stage 2a: Peer reviewed
literature:

%Ng/é’)é)fg)act review

2641 excluded
(non topic)

3: Grey literature tage 2b: Peer reviewed
?ﬁgg) ﬁter%?ure (ﬁﬁﬁ

Stage 4: Peer reviewed and
grey literature (N=8)
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ANNEX 6:

DETAILS FOR SYSTEMATIC REVIEW ON NUTRITION

Sources:

Published literature: Embase, Global Health, Medline.

Grey literature: Emergency Nutrition Network, The Global Nutrition Cluster, The United Nation Systems Standing
Committee on Nutrition, CMAM forum, The International Lipid-Based Nutrient Supplements Project, the e-Library of
Evidence for Nutrition Actions, Humanitarian Practice Network.

Health topic specific search terms:

Malnutrition or under-nutrition or nutrition or malnourished or wasted or wasting or ((arm or midarm or mid-

arm or mid-upper arm) and circumference) or MUAC or weight-for-height or weight-for-length or WHZ or WHM

or weight- for- age or WAZ or height- for-age or HAZ or kwashiorkor or nutritional deficiency or nutrition disorder

or protein-energy malnutrition or starvation or hunger or micronutrient deficiency or food fortification or vitamin

or multi-micronutrient sprinkles or scurvy or vitamin C deficiency or pellagra or niacin deficiency or beriberi or
thiamine deficiency or goitre or iodine deficiency or breastfeeding or complementary food or nutrition assessment
or nutrition survey or nutrition surveillance or malnutrition prevalence or supplementary feeding or selective
feeding or therapeutic feeding or feeding centre or stabilisation centre or outpatient therapeutic care or outpatient
therapeutic programme or therapeutic food or ready-to use therapeutic food or RUTF or ready to use supplementary
food or RUSF or lipid based supplement or fortified milk or high energy milk or vitamin mix or micronutrient powder
or mineral mix or food aid or food relief or general food distribution or general ration distribution or targeted food
distribution or cash or voucher.

Stage 1: Peer reviewed
literature: electronic
database search (N=2502)

487 excluded
(duplicates)

Y

Stage 2a: Peer reviewed
literature:

mg/éa(?%r)act review

1945 excluded
(non topic)

?ﬁg&?: Grey literature ﬁttear%?u%g: (ﬁg% SeViewed

Stage 4: Peer reviewed and
grey literature (N=100)
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ANNEX 7:

DETAILS FOR SYSTEMATIC REVIEW ON NUTRITION

Sources:

Published literature: Embase, Global Health, and Medline.

Grey literature: R4D, Reproductive Health Response in Crisis Consortium (RHRC), MSF Field Research, UNFPA, RAISE
Initiative, lawg.net, Save the Children, The International Rescue Committee (IRC), CARE,

ICRC, International Planned Parenthood Federation (IPPF), AIDS Alliance, Marie Stopes International (MSI).

Health topic specific search terms:

sexual health or sexual health or reproductive health or sexual and reproductive health or maternal health or
maternal welfare or neonatal health or perinatal care or perinatal health or prenatal care/ or prenatal health or
anteSnatal health or post$natal health or postSpart™ or newborn health or family planning or family planning

or contracepti*or condom$ or pregnan* or abortion or induced abortion or abort* or birth or miscarriage or
spontaneous abortion or stillb* or Minimum Initial Service Package or obstetric* or gynSecology or maternal
welfare or safe motherhood or emergency obstetric $ care or EmOSC or safe delivery or skilled birth attend* or
sexually transmitted infection™ or sexually transmitted disease* or HIV or Human immunodeficiency virus or AIDS
or acquired immune deficiency syndrome or PMTCT or fistula or rectovaginal fistula or urethra fistula or fistula or
urinary tract fistula or adolescent sexual health or adolescent reproductive health or genital trauma or genital injury
or vaginal trauma or vaginal injury or gender?based violence or partner violence or family violence or violence
against women or domestic violence or sexual abuse or sexual abuse or sex crime or sexual crime or domestic
violence or domestic violence or sexual violence or rape or physical violence or rape or rape or intimate partner
violence or partner violence or partner abuse or partner violence or partner violence or partner violence or assault
or physical assault or sexual assault or sexual crime or sexual harassment or sexual harassment or sexual coercion or
forced sex or sexual slavery




Stage 1: Peer reviewed
literature: electronic
database search (N=7149)

A

Stage 2a: Peer reviewed
literature:

title/abstract review
(N=5384)

(dipieaeey
P

?ﬁgg(ﬂ: Grey literature

!

Stage 2b: Peer reviewed
literature (N=40)

?344 excluded
non topic

Stage 4a: Pee reV|
oggrey Iltera ure %

Fecommendations "

14 excluded (non-topic)
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Stage 4b: Peer reviewed
and grey literature (N=31)
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ANNEX 8:

DETAILS FOR SYSTEMATIC REVIEW ON MENTAL HEALTH AND
PSYCHOSOCIAL SUPPORT

Sources:

Published literature: Embase, Global Health, Medline, Psychinfo, PsychExtra

Grey literature: R4D, ReliefWeb, MSF Field Research, WHO, HealthNet-TPO, Global \
Initiative on Psychiatry, ALNAP, The Mental Health and Psychosocial Support Network, The
Regional Psychosocial Support Initiative.

Health topic specific search terms:

psychosocial or mental or psychos* or mental disorders or psychiatr* or psychology or depress* or PTSD or
post?traumatic stress disorder or neurotic or neuros* or anxiety or anxious or schizophrenic or schizothyme or
mania or manic or delusion or OCD or phobia or phobic or somatic or somatoform or suicid* or dementia or
alzheimer or epilepsy or alcohol or liquor or substance use or substance misuse or substance abuse or substance
related disorders or psychotic or mood or affective or obsessive compulsive or panic or child behaviour or common
mental disorder* or mental trauma or stress.

Stage 1: Peer reviewed
literature: electronic
database search (N=8740)

2087 excluded
> (duplicates)

A 4

Stage 2a: Peer reviewed
literature:

mg@ggér)act review

6586 excluded
(non topic)

Stage 3: Grey literature Stage 2b: Peer reviewed
(N=2) Iitergature (N=67)

St G gy




v UIPIIYD 10045 1eosoydAsd paseg-joods Ryvwue voissaidap qsld | pyuod pawy IEIED) Jeiny Jedan 0T0Z ‘B33 suepiog
v synpe Adesay] piat4 dnoy ) asid | pnuod pauuy leuan | jeiniguegin 0A0SO))| T00Z B39 D Uosuyor
v synpe paypadsun UNeay jelusW jeisusn | sisesipielnieN euan | einiguegin eUIYD 0T0Z 139 Y Suey
v snpe 1oddns 1ea13010uAsy fiaxue ‘Suomduny‘qSld | 1P1IU0d pauLy 1elausn uegin | 08uo)joongndsy 6007 19 S aLrISNH
RUIAOS
v USIPYIYD 10025 1e10osoydAsd paseg-100yds asld | pnjuod pawly eluan | jeinigueqin | -azisH pueelusog | 600 ‘Je313 |\ JAOUOSEH
v UIPIIY 1005 Adesayy Aeyg uoueaNpaoydAsq asid | Pujuod pawsy sddl dwe) U037 BABIS 8007 397 e1dnn
v SJu3DS30pe sanbiuydal Apog-putiy asld | 1njuod pawy lesusn | jeInugueqin 0AOSO))| 8007 B9 5( Uopion
q sju3dsajope sanbiuyda} Apog-putiy asld | 1njuod pawy leuan | jeInIguegin 0A0SOY| #00¢ B33 UopIon
v Sju3dsa|ope AdessyoyAhsq uoissaidap qsld | soisesipieinieN IEIED) uegin RIUSWY | S00Z ‘|R39)y Uelluson
v Sjuadsajope Adesaypoyphsq uoissidap‘qsid | seasestpieinieN EIENED) uegin eIUBWLY | /66T ‘|e39)y Uelluson
v synpe 1eosoydAsd paxipy Suwiel) uaNIsaI ‘Guuel] | Jasesip jeinieN elauan | jesniguegin PjueT Ug 8007 233 |\ Jdoxien
v UIPIIYD 10045 Adessyouphsd | Japiosip poow Aaixue QS1d | DIIU0D pauly eUan | jeiniguegin aunsaled | 0TOZ B39 A Pnojnogen
v synpe 3uiuten Suinjos wa)qoid 3uidoo'gs)d | J=asesipieinieN lesauan | et guegin ueJ| £00Z ‘|19 D SOpIa]
Suwonouny eulno3d
v synpe Sumasuno) ‘Y|P3 U |RI3URN | PIYU0 pauLy sqal | 1einigueqin | -aziaH pue ewsog T00Z "4 14epafa
v synpe eSox uoissaidap‘asid | sosesipieinmieN euan | jeiniguegin elpy| 0T0Z B9 ] 0s3Q
110C
q Sjuadsajope 1e1osoydAsd paxiiy 1e0soyAsq | 1pnjuod pawuly jeiuan) | jeiniguegin aunsaled 1233 S3PLUIPURISUO)
sanbiu
v URIPIIYD 100U 403} Apog-puipy Adesayy ainsodxa aaeLeN asld | ssisesipieiniey sddl leiny ue LS 6002 ) lURR)
v synpe Suuel Suwer] | Jaisestp jeinen IIEUED) Jeiny Pjue LS 6007 B39 g Uesopng
v SJUdS3|0pe paseg-AAndy Adesayroydhsy Raxue voissaidaq | PIYU0D paully sdal duwe) epuedn £00T B39 4 uonog
v SJUSDS3|0pe EVOEETREN Adesayy Aeyg AdessyroypAsg uoissaudaQ | 114u0d pauuy s4dl dwe) epuedn | zToz 1819 5L MnoduelRg
swa)qold Sutonouny
v URIPIIYD 10045 JeosoydAsd paseg-j00yds JeWOS 'Uoissaldap ‘Qsld | sisesipieineN Jessusn Jeiny Pyue LS 6007 {819y Ja8ieg
v synpe JeosoydAsd paxtpy Suuonouny ‘'ssansiq | JssesipieinieN Jesausn leiny epu| 6007 B39 P34
Suwonouny
q synpe (payadsun) snowep ‘yNeay |BjUSW RI3URD | DIYUOD PIULY s238n)y dwe) UOUBGaT ¢T0Z 1219 d unseg
Suwonpuny
v synpe 3unasuno) ‘yeay |ejuaW 1BIauIN | JIIYUOD PIULY LIEOED) Jeiny RISAUOPU| 7107 213 [ SSeg
Suwonouny
v synpe 1dd faaxue/uoissaidap‘aSLd | PIyU0d pauy IEIED) 1einy Na ¢10Z 213 Sseg
v synpe 19 uoissaidap asld | soisesipjeinieN leusn | jeIniguegin foung £00¢ 212 |\ N3oseg
v synpe Adesayy Jnoineyag asid | Jewsesipieinen lelauan | jesniguegin founy S00¢ ‘1239 |y m3oseg
v synpe Jumasuno) faxue ‘uoissaidag | U0 paUY Jelauan uegin uesiueydyy 6002 'S ly3noAy
v URIPILD 100U JeUORRINY Adesayy Aeyg aduanisay | pnuod pawly sdal dwe) epuedn 700 1819V 428y
fioSayed (g)edhy adfy sisud adfy
ERlIEDTE] dnoigady uopuand| | (z)adAyuopusnizyuj (1) 2dAy uopusnizyuj (s)swo33no yyeay ueuejyuewny | uonendod m:m@m ael %@E%_w 8%@» Houng




110¢

v synpe 1D Suwomung | 1Pryuod pawuly s4al dwe) epuedn 1219 ¥ Ja33a19puog
800¢
v sjudsajope 19 asld | JssesipieinieN LIEIED) uegin uey| 233 HiN Aieyysoous
euinod
q UIP]ILYD 100425 Adesayroydhsq asld | 1Pnjuod pauuy saadnyay | jeinigueqin | -z pueewsog | TO0Z 1R19 ZISequIRS
v synpe 1D asld | 4esesipieinieN les;suan | jeaniguegin fopung £00Z '3 ni3onjes
v UIPYIY2 10045 sanbiuyday AUanoday asld | 1njuod pawy IEVED) uegin aulsaled 7107 1219 ¥S 0D
q synpe poddns 1e213010udAsq 1500 ‘duuonduny ‘gsd | PjUod pawuly leisuan | jeinigueqin | eneon) pueelgias 0TOZ 19 S 33l
v UAPILY 100LS 19 QSld | Jeisesipieinen SEED) Jeiny puelieyl | £00Z ‘|3 uensiereflq
v synpe Adesayp ainsodxa anieseN asid | puod pawuy S3a3n)y dwe) epuedn 8007 219 4 JaunaN
uon
v synpe | -eonpaoydhsy Suasuno) Adesayy ainsodxs aaneLeN asid | pjuod pawuy SEERNIEN| dwe) epuedn 7002 ‘1219 4 JSUnaN
Suwomuny
v synpe Adesaypoydhsd pie 351y JedidojoydAsd ‘yNeay |ejualieauIN | IIYUOD PaULY sdql | 1einiguegin sautddnyd 1T0Z 1213 A ST
v Synpe uogeanpaoydAsq poow |eusle|y PI)JU0d PRy sddl dwe) epuesn 10T 1R I3 SLIOW
BUINOZ
q synpe 3umasuno) U}eay |ejusw |eiauan) | 1D1U0D pauLy leiauan | jeaniguegin | -ziaH pue ewsog £00Z ‘1239 1| UaJoop
Suwomuny
v spnpe BINULIO} 1BgI3Y 3SBULYD) ‘yyeay |ejual euUAN | IR)SeSIP jeInieN leusn | jeiugueqn RUIYD 71071219 X Susy
900¢ e
v S)USI0pe 19D aSld | Jesesipieinien Jesauan ueain uell | 39 [ 19LIRYD-IPNOUIY
Spues|
q UIP)ILYD 100YdS seds ajeg noweyag | Jaisesipienien s4al dwe) | uewojos pue nieH 0TOZ 1213 [ SUpew
yoddns ey
v UJPYIY2 10045 Adesayy Aeyd Jeuoneanay | -uased ‘'ssaujnyadoy Inoieysg | D1 U0D paLLLY leusn | jeiiguegin ausaled 9002 18313 W Aydno
q synpe 1eosoydAsd paxipy pauadsun | 1nuod pauly saadnjey | (e guegin uouega 0TOZ 1219 ) Yooy 3]
eUIAOZ
v S)uadS3jope Adesaypoyphsd uonedNpacydAsd asid | 1nuod pauuy lelauan | jeamigueqin | -aziaH pue ewsog 8007 119 W) aufe
eUINO3
q UJPYIY2 10045 Adessyyoyphsd | Suwonduny ‘oissaidap'qSld | PRIUOD pawly leiuan | jeinigueqin | -3zIaH pue ewsog 1007 1213 ) 3uhe]
uon ¢10¢
D) synpe | -eonpaoydhsg Adesayy nowreyag Adessyy Aeyg snouep | J3)sesip jeinieN lelsuan | jeiniguegin eisheley 18335 Awemseuysuy|
Buissadoidal g uon
v synpe -BSISURS-3p JuaLANOW A3 asld | JssesipieinieN leusn | jeiugueqn fopung 9002 1219 )Inuoy|
q UIP]IL 100435 1eosoydAsd paseg-10045 Suwompung | PrRYUod pawly leiauan | el g ueqin augsaed %007 1839 A\ Siweyy|
v UIP]IYA 100Y3S 1enosoydAsd paxiyy Kiaixue 'uoissaidap‘asld | PHUOD pauy JeJauan ey uouega 800 1219 N7 Weley|
P)UET LS 'UepNg
q UJPYIY2 10045 1eosoydAsd paseg-1ooys 3502'snoLep | PIYUOd AUy euan | jeiugueqin | ‘elsauopu) ‘ipuning 1107 1219 SUepIo(




sanbiu

v synpe 03} Apog-puiy Adesayp ainsodxa anneieN faaixue ‘uoissaidap‘asld | JeasesipieinieN leiauan | jeinigueqin UL ¢T0Z P39 A Suez
q synpe uonedNpaoydAsd asid | 1nuod pauuy JeJauan Teiny puning | 0TOZ B39 Qd SUBWIOBA
v synpe | AdessyjoudAy Adesaypodoweyy 19D UNeay Jelusw jeiauan | Jsesip jeinieN leisuan | jeiniguegin UL 6002 119 S N\
q UIP)LYD 1005 uonedNpaoyRAsd asid | vuuod pauuy JeJauan uegin eneon) | 666T ‘1239  SPISPOOM
uonedpiyed

v synpe 85210531 AUNWIWoY) uolssaudap ‘gsLd | Josesip jeinieN JeJauan Jeiny PJURT US TTOZ ‘1239 Y PURIM
v synpe 19D pasegaway) | Suwomouny 'uoissaidap’gsld | PJUOD pauy leiauan | jeanigueqgin bey| 7107 ‘P12 g Jaudep
Unesy eusw 800¢

v synpe voddns jeuonows JeJauad ‘uotssaidap‘asid | 4ssestp jeineN IENED) uegin elpyY| 213 7 Jewnyehelip
900¢

v URIP]ILD 100425 1eosoydAsd paxipy snouep | Jsesip jeineN IENED) uegin elpy| 219 7 JewinyeAelip

Uneay
g synpe Adesaypoyhsq 1eaW jessuad uoissaidaqg | U0l pawy leiauan | jeaniguegin RIJUI0}0D) 6002 1219 7 03310
v S)USI0pe JeuonRANIY Adesayy Aeyd :h) fiatxue 'uoissaidap’asld | PO pauly lessuan | jeandguegin eyueTUS Z10ZRI® MI0L
IENEY]
v synpe JenosoydAsd paxiiy snouep | 1myuod paluly puedql | jeinigueqn JedaN 60021239 M 10L
v URIPJILYD 100425 JenosoypAsd paseg-jooyds fyaixue ‘voissaidap qSld | 1yuod pawy leisuan | jeaniguegin RISSUOPU| 8007 1213 M 10L
v UIPJLLD 100425 uonedNpaoydAsg Adesayy feyd uolssaidap‘QSld | 1D14uod pauuy saadnoy dwe) auLsaed S00T 1839 WY 19Gey
v synpe 304 ssansiq | JaasestpjeanieN Jelauan einy elpU| 0TOZ RIS SAPL
v synpe 2304 ssansiq | Jaasestpienien Jelauan ey | spuejs| uewepuy £00Z 12195 SPL
ssau
v S)UDSA|ope sanbuypa) Apog-puiy -ss3)adoy ‘uoissaidap'asld | pjuod pauly lelauan | eI g uegin aunsaed 1102 e[ sajdeis




ANNEX O:

DETAILS FOR SYSTEMATIC REVIEW ON NON-COMMUNICABLE DISEASE

Sources:

Published literature: Embase, Global Health, Medline, Psychinfo, IBSS.

Grey literature: ReliefWeb, Eldis, ALNAP, NCD Alliance, MSF Field Research,

World Diabetes Foundation, UN High Commission for Refugees (UNHCR), WHOLIS
NY Academy of Medicine Grey Literature, CRED, International Society of Nephrology.

Health topic specific search terms:

NonScommunicable disease* or NCD* or chronic disease™ or chronic condition* or long term condition* or
autoimmune disease™ or Lupus or heart disease or cardiovascular or cerebrovascular or stroke or hypertens* or
Scholesterolaemia or heart failure or arrhythmia*® or aneurysm* or cardiac or angina or myocardial infarction or
coronary heart disease or CHD or ischaem$ or cholesterol or blood pressure or blood sugar or blood glucose or
diabetes or obesity or circulatory disorder* or Scarditis or cardiomyopathy or anaemi* or cancer™ or neoplasm*

or asthma* or respiratory or COPD or chronic obstructive pulmonary disease* or pulmonary or bronchitis or lung
function or lung disease™ or liver function or diabetes or chronic kidney disease* or CKD or liver disease* or renal
failure or cirrho™ or osteoporosis or fibromyalgia or musculoskeletal or chronic pain or Sarthritis or cystic fibrosis or
thyroid disorder or neurological condition or Parkinson* or colitis or multiple sclerosis or MS or Alzheimer*

Stage 1: Peer reviewed
literature: electronic
database search (N=5932)

=S

Y
Stage 2a: Peer reviewed
literature: .
title/abstract review
(N=5552)

?526 excluded
non toplc'f

v

?ﬁgg) 3: Grey literature ﬁttear%?u%g:(ﬁg% geviewed

Stage 4: Peer reviewed and
grey literature (N=26)




Adessyy

oin|Le} jeuss 93nde JO

v w Jo4u0d 3se) PINY} 31GBLEA A PIRPURIS | UONRIND 'S3INSeaW |edtuLd 1eusy ANy | Jsesip jeineN JeJauan uegin ue| (8007)gay3es
Ayjevow ‘suotssas
v v JRUOIDIS-SS01) Awojordsey sishjetp ‘suonedydwiod Jeuay Ay | 4sesipeInieN Jesausn uegin ueJ| (TTOTZ)UEsRS
paulquiod pue ‘suojnshjod fanepow ‘suonedyduiod
v v | 1ewywopueiuoN | ‘ueydowsy siszAjeipoway 'S3INSeaW |eatund Jeuay RianodasApes | ssisesipeinieN IENED) uegin fopung (6002pHNIZO
awweldoid
D) uonowoid yneay el pasiigeIs PIYU0d pauLly 933njay dwe) BURYD (000z)apapoqun3p
uonelpAy pue einy
v 1\ Jlopuodase) | sisoudeip pidesopiodojoid | Aenow Jyy ‘Awojorsey Jeuay Ay | 4)sesipeInieN leuan | guegn uey| (L66T)uelpeN
3)doad sasoudelp mau an
v 13p|0 'synpy JRUOIIS-SS0I) SQON 40} Suwaans | 'saunsesw jedlund pUe S313qeI( pasiigels | pijuod pawiy | 938nsey Jeins g uegin sueg
159 pue duss
ezen ‘UoUeqa]
v sagey Hoyo) 510d sisojn2Jagn| pazi|iqes PIYU0d paully 333njay dwe) 'UeUIAS 'ueplof (oTOZ)RSNOW
Kiangap Rusuayut
D) snpy 105U 358) IS U0 Jem Jo pedult ssaA)s 9500n)3 pooyq s)aqelq Ay Piyuod pawy | 1esusd g4q uegin eneon) (z66T)0N2W
suonedduwiod
v v JRUOIDAS-SSO) | i SI3qeRIp 18D AlewiLld 'S3Inseaw |eatund s:aqelq PasIIGeIS DIYUOD PaULLY 33dnjay uegin ueplo[ (zroz)8pRY)
p/[V1b) suopedydwod
v v JRUOIIS-SS01) uoisuapadAy ased Arewg 'SaINSeaw 1ealund uolsuapadAH pasiiqeIs PIYUOD pauLy 333nyay uegin ueplof (zT0z)apeyy
q 1\ JRUOIDIS-SS01) sishjelp S2INSLAW JRDIUI EIEN Y | 42sesipjeInieN IENED) uegin Aoung (T007)N301UEZRY|
PapaaU SUOLSS3S
v v JRUOIDAS-SSO) | JUSWIRAL) SALRAISSUOD ‘T3 sisAjetp Jo Jaguinu Jeuay KianodaiApes | saisesipeanieN Jeiauan uegin fopung (zooz)IeIURY
paddenus
q w Hoyo) (jam Jad ) sishieip suonendwod faepow Jeual ANy DIYUOd pawy 2 333n)3Y uegin Jemny| (66T )preysay-1
d)doad SDIAIS 1einl
D) IEle) JRUOID3S-SS01) uoresian d3s yeay | Jo exdn ‘sasouelp mau SAON RianodaiAjes | ssisesipieinieN | daigiessusn | guegin uelsbied (6007)uey)
I3ye/a1048q Jeinu
v | swsdsapopy pafjoau0) IS JaSiaquads | 21005 Aaixue ‘Answoids RUIYISY PasILGeIS PIYUOD PaULLY lelsuan | gueqn BN (S66T)j00Ig
uaIpiyd
Jooyps suopedydwod
q 's1eak G> Hoyo) Awoypaua)ds 'SaINSeaw |eatund RIWSBSSRIRY ] PasiIgeIS PIYUOD pauly IENED) leiny uelsiuey3py (otozmog
Awojopse;
0} yoeoidde snonned
Adesayy pinyy aawde)Aydoid 1eany
v v Hoyo) /1000301d 2n50UTRIP Reyow fy EIEN pasiiqels |  JaisesipieinieN leluan | guegn ue| (766T oW
2IN|Le} |euas 33ne Jo
(sisheuun | ysu3e )doad utjuswidid leiny
v w JRUOIDIS-SS01) ypusdip) 1003 dnsoudelp 3WaRY JO Uo1IAJRQ Jeusy 3y | UsesipeInieN jesouan | guegin ue| (oTOT)uIWY
AioSayed dnos8 suon adfysisud adfy
duapg | Se3adiel uSisap Apms |  -usnuLyyiesy jo (s)adAy (s)owonno dynads J1doy yyjesy aSe)s sisu) ueiejueWNY uoneindod | Sumyag Rnunod fipms |  (4eah)sioyane Aipms

:91ge3 uoldeIxa eyep Alewwng




JIDI2P Ul pa1bNIDA2 10U 24aM 35ay3 sb (Ki0b23pd saduapina moj) siadpd appub ) aof 2ip sjjad Axdwig 230N

Aepow ‘ssaxoe

JRIN2seA Jo suopeddwiod 1ein

w ]RUORI3S-550.) sishielp | 'sisoquioiyy ‘uoisujodAy 1eusy ANy | J9sesp jeineN jeluan | gueqin fadung (T00Z)ua3nINA

- ]RUORIAS-5501) sishielp 1eudy 1315es1p 1eInieN ZENED) uegin fapung (T00ZMapI0yUeA
uonenstuwpe Jesauad Jein

- JRUOIIS-SS01) pinyy Butusaus ‘sishietp Jeuay 3y | UsesipieinieN gadadny | guegn AU ‘ieH (TTOZMapPIOYURA
1ein

W ]BUOIDIS-5501) Suwued pue 3uidod aup 3sdeau S Kianodai Ajes DIJU0D pawuly elauan | guegin 19€15| (oT0g)I8WoOS

- JeUORI3S-550.) Ki33ins Jejnasen-otpied and DIYU0d pawy JeJauan uegin uoueqa’ (¢66T)wns
Juswieas Jein

v JRUOIIS-SS01) NN Jo uoneinp ‘Aepow Jeual 3y | UsesipeInieN leruan | guegn fadung (zo0Zpanas
uonejgusA 1eini

w ]RUORIIS-550.) 'suolsnysues} ‘sapolgaue Ainigeqoid jeanins 1eudy KianodaiAes | Jaasesipienien jesuan | gueqin Aapung SU0SS3| (7007 HINas
sishjelpowaey 1ein

w Hoyo) 0 $53208 PapLISal dg 'ss013y3iam Jeuas Kianodai Aes | Jaasesipieanien jesouan | guegin fapng | saimiesy(700z)9AsS

JUsWS3euUBW 3SB3SIP
v Hoyo) uo 3enbuypea Jo Joedul 700 ‘s2insealu 1etud s9jaqelq oy | JsesipleinieN | jessusn 34al uegin fadung (700Z)IN3uas




ANNEX 10:

DETAILS FOR SYSTEMATIC REVIEW ON INJURY AND PHYSICAL
REHABILITATION

Sources:

Published: Embase, Global Health, Medline, Psychlinfo, IBSS.

Grey: Sourcelnfo, LCD, IDDC, Eldis, EDF, CBM, CIRRIE, R4D, MSF (France and Belgium), ALNAP, WHOLIS, CRED,
International Society of Physical and Rehabilitation Medicine

Health topic specific search terms:

Rehabilit* or physiotherapy* or prosthes* or orthes* or prosthetic* or orthotic* or crutch* or wheelchair* or
orthopaedic* or disabled or physical* impair* or deficienc* or disabilit* or handicap™ or cerebral pals* or spina bifida
cystica or spina bifida occulta or muscular dystroph* or musculoskeletal abnormalit* or brain injur* or amputat* or
clubfoot or poliomyelitis or paraplegia or hemiplegia or hearing loss or deaf* or blind* or vis* loss or intellectual
disabilit* or learning disabilit* or developmental disabilit* or child development* disorder* or Communication

disorder*

Stage 1: Peer reviewed
literature: electronic
database search (N=4851)

202 excluded
> (duplicates)

v

Stage 2a: Peer reviewed
literature:

me::/fé)jésact review

4534 excluded
(non topic)

Stage 3: Grey literat : i
(age rey literature ﬁttear% u%g.(ﬁg?%%wewed

Stage 4: Peer reviewed and
grey literature (N=117)
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ANNEX 11

DETAILS FOR SYSTEMATIC REVIEW ON HEALTH SERVICE DELIVERY

Sources:
Medline, Embase, Global Health

Health topic specific search terms:

Rehabilit* or physiotherapy™ or prosthes* or orthes* or prosthetic* or orthotic* or crutch* or wheelchair* or (Quality
improvement OR quality management system* OR total quality management OR continuous quality improvement OR
quality assurance OR health care OR quality of health care OR quality collaborative OR quality indicator comparison® OR
benchmark* OR balanced scorecard OR quality strategy OR patient safety OR patient risk management OR community
based service* OR community driven service® OR community mobileSation OR community based organiSation™ OR
nonS$governmental organiSation® OR peer support OR community scorecard® OR service agreement™ OR public$private
partnership* OR stewardship OR ambulatory care OR CBO OR community health practitioners OR community health service*
OR community health OR volunteer* OR community health worker* OR district health system OR district hospital OR
doctor* OR faith-based organi$ation* OR FBO OR health care organiSation® OR health centre OR health facility OR mobile
health OR health personnel OR health post* OR health service organiSation* OR health service® OR health service delivery
OR health delivery OR health worker* OR clinic* OR hospital OR managed care OR nurse practitioner* OR paramedical OR
pharmaceutical service® OR pharmacy OR physician* OR primary health care OR primary health centre* OR primary care
OR voluntary organi$ation* OR health provider* OR registered nurse* OR traditional health worker* OR alternative health
delivery OR case management map OR certificate of need OR client provider interaction OR patient provider interaction Or
patient satisfaction OR client satisfaction OR clinical decision support system OR clinical guidelines OR clinical pathways
OR clinical peer review OR clinical practice OR communication OR community capacity for care OR community driven
service* OR health education OR health improvement OR community partnership OR secondary care OR secondary health
care OR tertiary care OR tertiary health care OR access* OR health care coverage OR equity OR essential kit* OR health care
provision OR standard treatment guideline* OR standardi$ed medical technology list* OR standardi$ed pharmaceutical list*
OR continuity of care OR coordination of care OR diagnos* OR patient experience OR treatment OR therapy OR health care
intervention OR prevention OR assessment).mp

Stage 1: Peer reviewed
literature: electronic
database search (N=28199)

excluded 25665
| (duplicates, off-topic)

\

Stage 2a: Peer reviewed
literature:

mglzagﬂr)act review

excluded 2446
(non-topic)

»

A

T

%34388%5@ papers)

\
Stage 3: Analysis (N=32)
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ANNEX 12:

DETAILS FOR SYSTEMATIC REVIEW ON HEALTH SYSTEMS

Sources:
PubMed, Medline, Embase, Global Health and Psychinfo.

Health topic specific search terms:

Health system* or Health system design or Healthcare polic* or Healthcare strateg™ or National guideline* or
National standard™ or Health service delivery or Human resources or Health workforce or Medical staffing or Drug
suppl* or Medical suppl* or Medical equipment or Supply chain or Health financing or User fees or Healthcare costs
or Health information management or Health information system or Health management information system* or
HMIS or Health surveillance system* or Medical data security or

Leadership or Governance or Leadership in healthcare or Leadership in medical assistance or Leadership in medical
operation* or Lead health agency or Ministry of health or MOH or Government* or Support of local system or
Support of national system or Health system strengthening or Sustainability or System collapse or System failure.

Stage 1: Peer reviewed
literature: electronic
database search (N=17259)

=5

Y

Stage 2a: Peer reviewed
literature:

title/abstract review
(N=16997)

2052? excluded
non topic

Iite ar%?ure ﬁe? Lrﬁviewed

q 283tgéory papers)

A

Stage 3: Analyslis (N=56)
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ANNEX 173:

DETAILS FOR SYSTEMATIC REVIEW ON ACCESS TO HEALTH CARE

Sources:

Medline, Embase, Global Health, International Bibliography of Social Sciences, Web of Science.

Health topic specific search terms:

"Health Services Accessibility”/ OR “Architectural Accessibility”/ OR exp “health care costs”/ OR “health
expenditures”/ OR “healthcare disparities”/ OR (((access OR accessibility OR affordability OR cost OR costs) adj2
(health OR healthcare OR doctor$ OR patient$ OR beneficiaries OR hospital$ OR clinic$ OR medication$ OR drug$
OR surgery OR treatment)) OR ((discrimination OR disparit$) adj2 (health OR healthcare))).tw

Stage 1: Peer reviewed
literature: electronic
database search (N=2554)

=5

A 4

Sta

'Ige 2: t revi
2’| féEBiSrac review

2135 excluded
(non-topic)
A 4
Stage 3: Detailed review
(N=89)
25 excluded (non-topic)
g
A 4
Sfage 4: Data extracti
otl?r?(ﬁudedas?u%{ersamg&)
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