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The silent emergency of chronic diseases in humanitarian settings

Key messages

People living with cardiometabolic diseases (CMDs), a subset of
noncommunicable diseases (NCDs), such as diabetes and hypertension,
face life-threatening emergencies when their care is disrupted.

In humanitarian settings, the risk of disruption is high.

CMDs are a growing driver of preventable illness and death among populations affected by
crisis, yet remain systematically under prioritised in humanitarian responses and policies
for preparedness and response.

Effective solutions for maintaining continuity of care exist, but knowledge of what

works and how to scale it is limited. Innovations often fail to deliver sustained impact
beyond pilots due to under-recognition and underfunding of local actors, strained health
system capacity, fragmented funding, and weak integration into policy and response and
preparedness frameworks. Our research shows that bottom-up and context-adapted
innovations can deliver impact at scale, reducing avoidable deaths while strengthening
health systems across the humanitarian-development-peace nexus.

This brief calls on CMD policymakers - including the WHO, Africa CDC, UNHCR

and national governments - alongside operational actors and donors, both overseas
development aid (ODA) and national, to elevate CMD care as a core humanitarian health
priority.

It highlights how, in constrained funding environments, greater efficiency can be achieved
by:

moving away from siloed programming

integrating CMD care into related humanitarian health priorities, eg, maternal health,
mental health, human immunodeficiency virus (HIV) and tuberculosis (TB)

pooling public and private financing to create more stable and durable funding for CMD
care in crisis settings.

Sustaining CMD services protects lives, equity and resilience. To prevent avoidable
emergencies and deaths, action needs to be taken now. CMD care must be prioritised by
policymakers, donors and operational actors. System-strengthening innovations and those
embedded in primary healthcare must be rapidly scaled. Existing resources must be used
more effectively through integration and stronger learning systems, and additional funding
should be directed to where it could create the greatest impact.
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1. The problem

The human cost of interrupted
care in crises

Selam was 36 years old,
pregnant and living with type

&)
NCDs account for 74% of global deaths, claiming &
1 diabetes when she was

nearly 43 million lives in 2021. Eighty-two
percent of these deaths occur in low- and
middle-income countries (LMICs), which receive
just 1% of dedicated global health funding - a
stark reflection of the gap between where the
burden falls and where resources flow.?

internally displaced from her home in
Tigray, Ethiopia. Insecurity, strained health
facilities, disrupted medicines supplies
and no electricity meant she could not

access or store her insulin reliably. Food
access was also unpredictable. She began

Continuity of care, including access to skipping insulin doses. Without insulin,

medication, equipment and trained health
workers, are essential to managing these
conditions. Conflict, displacement, political
instability and climate crises disrupt care by

she and her baby were at risk of life-
threatening complications such as diabetic
emergencies. Each day brought uncertainty
and constant anxiety.

limiting mobility to centralised NCD services,
and weakening infrastructure, workforce
capacity and supply chains. As a result, facilities
often face stockouts, staff shortages and
competing demands.

.
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When care is interrupted, CMDs like diabetes, hypertension and heart disease can quickly become
life-threatening - potentially progressing to amputation, stroke or heart attack.

Even when not fatal, these conditions can lead to lifelong disability, including stroke-related
paralysis or blindness from uncontrolled diabetes. The consequences extend beyond the individual:
when working-age adults cannot work or die prematurely, their households face catastrophic costs
and lost income, pushing families deeper into poverty.> Women and girls bear a disproportionate
share of this burden, with NCDs killing two in three women globally. Yet gender norms, poverty and
limited decision-making power create significant barriers to care, especially in LMICs.*

Global momentum around NCDs is growing. At the Fourth High-level Meeting of the UN General
Assembly on the prevention and control of NCDs and the promotion of mental health and wellbeing
(HLM4), countries adopted a political declaration committing to addressing the world’s leading
cause of death.® However, representation from humanitarian settings, particularly the role of
research and innovation (R&I), remains limited.®7:#

A reframing is needed to recognise CMDs as a core humanitarian health priority. Innovative
solutions exist but they are rarely evidenced. When they are, they are not widely shared or scaled,
leaving NCDs and R&I underprioritised in humanitarian health policy, preparedness and response
despite clear demand for action.’
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2. Key research insights

In response to these gaps, a collaborative research project was undertaken by
Elrha and the African Population and Health Research Center (APHRC).

The project maps innovations for CMDs in humanitarian settings with an in-depth case study on
Ethiopia. Drawing on grey and published literature, key informant interviews and focus group discussions,
it examines what solutions work, what enables scale and the role of crisis-sensitive operational learning.

2.1 Innovative solutions maintaining continuity of care should be of the highest
priority

Innovations are contextually defined by adaptation, recombination or introduction of improved
or new approaches that enable CMD care to reach crisis-affected populations - not always by
technological sophistication. For example, crisis-adapted decentralised models shift care away from
central hospitals to locally accessible care (eg, mobile outreach and task-sharing) and community-
embedded models (eg, peer support groups and self-management support), which are effective at
upholding care. They can sustainably maintain continuity when they are anchored in and strengthen
existing health systems - whether government-led, civil society implemented or health cluster
coordinated.

Prominent innovation categories include:

Decentralised and community-based care (eg, crisis-adapted mobile outreach
brings care closer when travel is unsafe; self-management solutions enhance agency)

Resilient supply chains and last-mile storage solutions (eg, solar boxes or clay pots
facilitate low-tech storage of cold chain medicines)

Digital and information support tools (eg, telemedicine and decision-support tools
maintain crisis-sensitive support with built-in offline functionality)

[ @ 6

Crisis-adaptive training for health professionals and people living with CMDs (eg, carer
booklets for childhood diabetes support self-management and insulin adjustment during
crisis-induced food instability)

B®

|®€:;3®| Governance and coordination mechanisms (eg, cross-border referral mechanisms to
@_-® maintain care continuity for displaced populations)

Impact is greatest when solutions are combined to address multiple points of disruption across
the care pathway.
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2.2 How can policymakers scale these
innovations in crises?

CMD innovations frequently stall at pilot stage,
not because they are poorly designed, but
because the systems around them cannot absorb
and sustain them. Structural pressures such

as conflict, displacement, financing volatility,
fragile supply chains and weak policy integration
set a challenging baseline. But many barriers

are operational - workforce turnover, poor
coordination, parallel programming disconnected
from national systems, no clear scale pathways.
Additionally, local actors, who deliver the most
relevant care, remain underfunded and excluded
from decision-making. These are where targeted
action can make a difference.

Scale takes many forms - expanding reach,
sustaining services, building community trust,
shifting behaviours, and embedding in national
systems and policies. The most effective CMD
innovations tend to pursue several of these
pathways, though this often requires careful trade-
offs between reach, depth and sustainability.

Scale journeys for CMD innovations are shaped
by context, actors and system capacity rather
than following a single, linear pathway.

Community-led and decentralised
o approaches sustain care closest to

patients, particularly where formal systems
are disrupted. These approaches build trust,
support adherence and maintain continuity
through peer networks, self-management and
community health workers.

In Sudan, the Sudanese Childhood
Diabetes Association demonstrates what
this looks like in practice - aligning public
and private actors to safeguard insulin
supply, rapidly re-establishing clinics by
redistributing displaced clinical capacity,
using low-connectivity digital tools to
track and distribute medicines, and
developing patient education materials
adapted to crisis realities such as food
instability and insulin switching.

S Integration into national health systems
&, enables longer-term sustainability.

This includes embedding CMD care within
primary healthcare, aligning with national
policies, and strengthening routine service
delivery.

In Ethiopia and Uganda, the International
Rescue Committee’s (IRC) horizontally
integrated CMD model delivered diabetes
and hypertension care through strengthening
public primary healthcare systems and
creating a locally embedded handover
committee from the outset, enabling
expansion across settings.

Support from global and intermediary
290" actors enable scale through financing,

standardisation and cross-context learning.
These actors support expansion and policy
uptake but are most effective when aligned
with local systems.

WHO’s NCD emergency kit has enabled rapid
deployment of essential CMD medicines in
crisis settings, although its impact depends on
alisnment with national essential drug lists,
and national system capacity to distribute
and sustain use.

Key enabling factors include:

Reliable medicine supply and last-mile medicines
delivery systems

« Workforce capacity to support decentralised
delivery

Integration into primary healthcare and national
policies for sustainability

Stable and flexible financing aligned with chronic
care needs

Community trust and engagement to support
adherence and continuity

Overall, scaling CMD innovations in crises requires
a shift from focusing on individual solutions to
strengthening the systems and ecosystems that
enable them to be sustained.
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2.3 Why impact assessment and operational learning matters

Understanding what works, for whom and under what conditions is essential for setting priorities
and deciding what to scale - yet evidence is rarely captured or shared, and key innovation gaps,

for example, at the intersection of CMDs with nutrition, maternal health or HIV/TB remains poorly
defined. Multi-stakeholder learning platforms can help by facilitating coordinated knowledge
exchange and sharpening shared R&I priorities. A persistent tension remains, however: how to
define success metrics that are both feasible in crisis settings and reflect what actually matters to
communities and their health systems.

In crises, continuity of care equals impact. Without this reframing, impactful
innovations could be discounted. Success is not long-term clinical targets, but
whether people can keep accessing CMD treatment. Uninterrupted continuity of
medicines and care are the clearest early signals that innovations are having a positive
impact - and are the basis for positive clinical outcomes.

Capacity to assess the impact of innovations is most constrained at the onset of
crises, particularly for community-led efforts facing competing delivery priorities and
limited resources or technical capacity. Defining simple, shared indicators of early
success can make measurement feasible, generate real-time learning and prevent
promising innovations from being overlooked.

Local innovators make CMD continuity a reality, but evidence systems often
overlook community knowledge and operational success (eg, continuity, trust). At
the same time, poor data hides gaps in reaching women, displaced populations and
the poorest. Funding frontline capacity and tracking who is left behind helps build a
stronger evidence base.
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3. Recommendations

The following strategic recommendations can help key stakeholders across policy,
practice and research to advance R&I in CMDs in crisis settings.’

Short-term goals Medium-term goals Long-term goals

1. Reframe CMD continuity of care as an essential, life-saving component of
humanitarian response, and highlight the role of R&I in closing implementation
gaps and enabling impact at scale.

Much of this could be achieved by better utilising existing resources.

'?' Policymakers and operational actors should embed CMD care, inclusive of R&I, in health

- emergency response and preparedness frameworks, policies, tools and action plans' at
the country-level, and within global health and humanitarian agencies. This could support
earlier prioritisation, operationalisation and resource mobilisation for CMD-related R&I -
critical to adapting delivery models, sustaining continuity and informing scale in crises.

(& Policymakers should strengthen coordination between the Global Health Cluster and

= existing NCD emergency global coordination platforms to accelerate the diffusion of
context-appropriate innovations and operational lessons (eg, through the informal inter-
agency working group on NCDs in settings). At country level, establishing NCD technical
working groups (TWGs) under the country health cluster would enable downstream knowledge
exchange, and promote adaptation, uptake and scaling of innovations.

2. Prioritise scaling innovations which bring care closer to crisis-affected
communities to strengthen CMD care continuity

'?' Policymakers and donors should prioritise scaling crisis-adapted decentralised - and

- community-based - innovative delivery models that ensure CMD care remains accessible
when insecurity or other shocks disrupt central facility-based care. (eg, self-management
solutions, mobile outreach, and task-sharing and peer-support solutions). Impact can be
amplified when these models are progressively layered with context-adapted innovations
addressing multiple points across the CMD care continuum (eg, digital follow-up tools with
offline functionality, cross-border referral mechanisms, or low-technology insulin storage
solutions).

(&P Policymakers and implementors should strengthen community innovation capacity as

= part of community-based emergency preparedness. This includes training and knowledge
exchange, and utilising participatory, innovation co-design approaches supporting the
development of context-adapted solutions and local ownership.

i Note that the term ‘operational actors’ here refers to community-based and global-implementing actors.

ii Examples include the WHO Emergency Response Framework,” Health Emergency and Disaster Risk Management
Framework,*® National Action Plans for Health Security (NAPHS), Public Health Situation Analysis (PHSA),** and the
Humanitarian Response Plan (HRP).*?
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3. Strengthen system capacity to absorb and scale CMD innovation

CMD innovations stall at pilot stage due to weak system capacity, not lack of effective solutions.
Scaling requires embedding innovation within health and humanitarian systems, so CMD care and
medicines keep flowing in crises. Continuity is the impact.

'?' Donors should fund system-strengthening innovations with clear pathways to scale,
rather than one-off pilots that end when the funding stops.

This can be achieved by:

Integrating CMD innovations in existing health system structures and programmes
(particularly primary healthcare)

Prioritising innovations that strengthen health system functions, such as workforce
capacity and training, existing supply chains, and referral and health information systems.

- Require explicit transition and scale pathways from the outset.

@ Considering pressures, implementors should map out bottlenecks likely to influence
innovation success and potential for embedding (eg, referral pathways, workforce training,
health information systems). Policymakers could also require preparedness and response
plans to include systems mapping, bottleneck identification, and where feasible continue
this in ongoing emergency responses to align innovations with national health and
humanitarian systems for uptake and scale.

EXVN National policymakers and implementors could pre-align partners and coordination as
part of emergency preparedness, laying out the groundwork for innovations to hit the
ground running and scale in crises. Early coordination across governments, funders, NGOs
and communities - formalised through working groups or memorandums of understanding
(MoUs), where appropriate, could help address system bottlenecks that commonly block
promising CMD innovations from scaling.

4. Adapt financing to scale innovations and generate evidence

Fragmented funding focused on parallel pilots stalls life-saving innovations from scaling. Coordinated
financing with flexibility for community innovators could support scale and better align with the
realities of chronic disease management.

'?' Inincreasingly, constrained funding landscapes, donors should reduce vertical initiatives
= with separate systems, and instead:

+ Embed integration and scale-up of proven CMD innovations within new or existing
horizontal primary health care structures.

Where pilots are funded, priority could be given to innovation gaps at the intersection of
CMDs and other humanitarian health priorities to better utilise limited resources (eg, CMD
and maternal health, HIV/TB or mental health).

(&) Donors, in partnership with policymakers, should scope and strengthen pooled public-
private financing mechanisms that enable more coordinated, sustainable funding for
CMD innovations and share risk across actors amid funding cuts (eg, extending the
Financing Accelerator Network for NCDs to humanitarian settings, or supporting the Type 1
Diabetes (T1D) Community Fund, which focuses on funding community-based innovators).
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{@:— Where funding is possible, ODA donors should reduce barriers for community-led CMD
innovators through simplified application processes and grant-reporting requirements and
by working through intermediary partnerships, learning from existing platforms such as the
T1D Community Fund.

@ Where funding is possible, ODA donors could provide cycles of flexible, multi-year
funding (three-to-five years) to enable promising CMD innovations to move beyond pilots,
support system readiness and generate operational evidence needed for sustained scale.

5. Strengthen impact assessment and learning systems

Scaling CMD innovations in humanitarian settings requires shared, pragmatic learning systems that
show which solutions work, for whom, under what conditions and how they can be scaled. Impact
assessment must be feasible in crisis contexts and aligned with operational realities.

'?' Donors should necessitate implementation research or learning components alongside
- funded innovations to document lessons that could inform further uptake and scale.
Capacity-strengthening partnerships between local actors and operational research actors
or academics could support this where local evidence generation capacity is still emerging.

qap Policymakers in conjunction with academics should establish, and donors should fund,
operational learning networks and partnerships connecting humanitarian and NCD
actors, inclusive of south-to-south capacity strengthening where possible.

These platforms could:

+ Surface and share crisis-responsive innovations

- Document lessons from implementation and scaling, including crisis-related adaptations
(eg, through case studies)

- Identify and prioritise critical research and innovation gaps (e, at the intersection of
CMDs with maternal health, or HIV/TB, or nutrition, or climate change)

+ Capture learning from successfully implemented life-saving solutions in the first 30 days
of crises (eg, around continuity of insulin)

dep Evidence into how innovations are working, and for whom, is essential for deciding
which innovations to scale and invest in. In partnership with academics and operational
actors, policymakers should support the development of shared monitoring frameworks
sensitive to the realities of crisis contexts. A phased approach could be adopted, starting
with simple, feasible indicators around continuity of CMD care, expanding to more complex
indicators as crises settle. Disaggregated data should be integrated throughout to reveal
equity gaps (eg, age, gender, pregnancy status).

The time to act is now. CMD care saves lives in crises - but only if it is recognised,
resourced and integrated into the systems that reach people when they need it most.

We call on policymakers, donors and operational actors to commit to embedding CMD
care as a core humanitarian health priority, scaling proven solutions and investing in the
evidence systems needed to sustain impact.

ee e e e
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