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H
umanitarian emergencies occur when physical, 

economic, and environmental damage is so great that 

a population’s health, safety, security, or well-being 

are severely affected (1). Humanitarian emergencies may 

arise suddenly leading to an acute crisis or may be chronic or 

protracted. The United Nations estimates that almost 300 

million people will need humanitarian assistance in 2024, when 

the global number of refugees and internally displaced persons 

is at its highest level in the past 50 years (2). Humanitarian 

emergencies have a profound impact on health systems, with 

violence, insecurity, lack of governance, and damage or loss 

of infrastructure and resources causing severe disruptions to 

health services (3). 

 During the acute phase of a humanitarian emergency, non-

governmental organizations (NGOs), as well as faith-based 

organizations, private organizations and informal actors, 

are often providing health services. The health services 

provided by these organizations have historically focused 

on communicable diseases, malnutrition, maternal newborn 

and child health, with little planning for non-communicable 

diseases (NCDs) including cancer and palliative care (3). 

With few organizations developing experience providing 

care for cancer and other NCDs during an emergency, there 

is limited evidence to guide health planners about the best 

models of interventions to address NCDs in humanitarian 

settings. A systematic review conducted in 2022 identified only 

34 articles addressing treatment or management of chronic 

diseases (4). Moreover, cancer care poses unique challenges as 

it requires specialized diagnostics, long-term treatment, and 

follow-up to ensure optimal treatment for survival and quality 

of life (5). 

Humanitarian health responses and standards
During a humanitarian emergency, health activities are 

coordinated by the Health Cluster which is led by the World 

Health Organization (WHO). These actions may also be 

conducted in partnership with local government health 

systems. The Sphere Guidelines describe the minimum 

standards for the health response to which humanitarian 

health organizations should adhere during their response. 

These standards include specific standards for NCDs as well 

as for palliative care (6). However, despite these standards, 

the health services response for individuals with NCDs, 

and in particularly cancer, is often inconsistent and poorly 

coordinated (3,7). 

 Barriers to adequate cancer and palliative care responses 

include challenges due to insecurity and violence, movements 

of refugees and internally displaced populations, and the short-

term operations and funding cycles of most health responses. 

Despite the presence of key reporting indicators in the 

Sphere Standards, weak data collection systems and limited 

monitoring and evaluation capacity contribute to limited 

assessment of humanitarian health performance related to 

NCDs and cancer care (3). 

The global need for humanitarian assistance is substantial and is expected to increase, as the 
number and scale of protracted conflicts and crises continues to grow. There is an emergent 
recognition that humanitarian health responses must incorporate care for non-communicable 
diseases, including cancer. Emergency planning and preparation before a crisis and 
involvement of the local population in need of assistance are key components of a cancer 
care response. Training and support for healthcare workers during a crisis and ensuring 
access to palliative care, are important considerations. There is limited evidence to guide 
health planners about the best models for cancer care with humanitarian emergencies and 
this should be a resource priority.
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Cancer burden in low- and middle-income countries
Globally, the number of people living with cancer is expected 

to increase to 36.6 million by 2025, with 20 million new cases 

expected per year (8). Nearly two-thirds of these cases will 

occur in less-developed regions, where health systems are 

often fragmented and fragile and highly vulnerable when a 

crisis arises. Currently, one-third of countries worldwide lack 

access to radiotherapy, with 28 of these countries situated in 

Africa (9) Consequently, only 10% of patients in low-income 

nations and 50-60% in middle-income countries have access 

to radiation therapy (10).  Access to palliative care is similarly 

limited in many low- and middle-income countries (LMICs), 

where 76% of adults needing palliative care reside (11).

Humanitarian emergencies and cancer outcomes
During a humanitarian emergency, individuals with cancer 

often experience interruptions and delays in the continuity of 

their cancer care due to displacement, the absence of health 

professionals, the loss of their medical documentation, a lack 

of medication, and the destruction of health facilities.

Treatment delays often occur as hospitals are damaged and 

patients may need to be evacuated (12). The destruction of 

transportation and communication infrastructure may cause 

further delays for patients seeking cancer screening, diagnosis, 

or ongoing care. Healthcare providers (HCPs) are affected by 

the crisis and may be injured or killed, displaced, or unable to 

come to work due to violence or insecurity (12). 

Acute care and triaging
Early in a crisis, the health system may be overwhelmed 

with patients with acute conditions, and may need to triage 

patients, leaving those with cancer without access to timely 

care (12). Cancer screening and early detection efforts are 

usually deprioritized in a crisis due to the population’s acute 

healthcare needs. For individuals with cancer who are yet 

to be diagnosed, they may ignore their symptoms and delay 

seeking treatment as they are focused on basic needs such as 

safety, shelter, and food. These delays in diagnosis can lead to 

diagnosis of more advanced or difficult to treat cancer (5). 

Humanitarian response preparation 
Effective responses to disasters rely on well-prepared health 

systems which have developed plans and care protocols for 

responding in a crisis. For cancer care, developing adapted 

cancer protocols should be considered, and cancer treatment 

protocols should be flexible, allowing patients to transfer and 

resume care at health centres which are still functional, either 

inside or outside of the country. Since such transfers generate 

additional psychosocial burdens for patients and their families, 

planning for additional psychosocial support is important. 

Table 1: Sphere Health Standards for NCDs and palliative care (6)

NCDs: Key actions 

1. Identify the NCD health needs and analyze the availability of 
services pre-crisis.

J Identify groups with priority needs, including those at risk 
of life-threatening complications such as insulin-dependent 
diabetes or severe asthma.

2. Implement phased-approach programmes based on life-saving 
priorities and relief of suffering.

J Ensure patients diagnosed with life-threatening complications 
(for example, severe asthma attack, diabetic ketoacidosis) 
receive appropriate care. If appropriate care is not available, 
offer palliative and supportive care.

J Avoid sudden treatment disruption for patients diagnosed 
before the crisis.

3. Integrate NCD care into the health system at all levels.

J Establish a referral system to manage acute complications and 
complex cases in secondary or tertiary care, and to palliative 
and supportive care.

J Refer patients for nutrition or food security responses where 
required.

4. Establish national preparedness programmes for NCDs.

J Include essential medicines and supplies in pre-positioned or 
contingency emergency medical supplies.

J Prepare individual patients with a backup supply of 
medications and instructions on where to access emergency 
care should a crisis occur.

 
Palliative Care: Key Actions

1. Establish guidelines and policies to support consistent 
palliative care.

J Include national or international guidelines for pain and 
symptom control at healthcare facilities.

J Develop triage guidelines based on the patient’s medical 
condition and prognosis and availability of resources.

2. Develop a care plan and provide palliative care to patients who 
are dying.

J Ensure pain relief and dignity in death in an acute emergency, 
as a minimum.

J Explore the patient’s or family’s understanding of the situation 
as well as their concerns, values and cultural beliefs.

3. Integrate palliative care into all levels of health system.

J Establish strong referral networks to provide continuity of 
support and care.

J Prioritize community-based management involving home-
based care.

4. Train healthcare workers to provide palliative care, including pain 
and symptom control, and mental health and psychosocial support.

J Meet national standards, or international standards where 
national standards do not exist.

5. Provide essential medical supplies and equipment.

J Stock palliative medicines and appropriate medical devices such 
as incontinence pads and catheters at healthcare facilities.

J Be aware of controlled drugs regulations that may delay 
availability of essential medicines.

6. Work with local systems and networks to support patients, 
caregivers and families in the community and at home.

J Provide supplies for home care needs, such as incontinence 
pads, urinary catheters, and dressing packs.
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Protocols, practice guidelines, and recommendations for 

cancer and palliative care in humanitarian crises can guide 

national planning and preparation. The WHO has developed 

a framework for provision of palliative care in humanitarian 

settings which describes the essential medicines and 

equipment for palliative care as well as the training needs 

of healthcare providers (1,13). For cancer, the WHO has 

produced a basic tool to address NCDs in low-resource 

settings, which includes guidance on early diagnosis of 

cancer as well as specific measures for cervical and breast 

cancer (14). This NCD tool guides HCPs about how to identify 

common early signs and symptoms of cancer and how to 

counsel patients with suspected cancer (14). Health system 

planners should consider adapting this tool to humanitarian 

settings.

Cancer care priorities within humanitarian health 
responses
When considering the humanitarian health response to 

cancer, the focus should be on establishing understanding 

needs, engaging the community and providing essential cancer 

care services, with a goal of maintaining continuity of care, 

preventing mortality, and alleviating suffering. 

Conducting a situational analysis is a key component when 

planning for cancer care during an emergency response. 

The situational analysis includes exploring the local context, 

including the status of health services, and assessing the 

needs of individuals with cancer. These activities can be 

conducted in conjunction with awareness activities to increase 

involvement of community the cancer health services, which 

will help develop trust between health providers and the local 

population.

Patient and community involvement
In crisis situations, patient and community engagement plays a 

crucial role in the delivery of healthcare. This approach seeks to 

ensure that interventions are culturally sensitive and tailored 

to the genuine needs of those impacted, and care is more 

effective. Designing cancer services in collaboration with the 

communities empowers the community to actively participate 

in managing their well-being and can help to address stigma 

related to cancer diagnosis and treatment. For palliative care 

specifically, the use of community-based programmes is well 

described in LMICs. These programmes often use community 

volunteers or community health workers, with basic palliative 

care training, to provide care (15,16). This model of palliative 

care has been adapted and implemented in a wide variety of 

resource-limited settings globally, including several refugee 

responses, and suggests an innovative approach to providing 

care in humanitarian settings (17–19).

In some disasters, delivery of some cancer-directed therapies 

(e.g. select chemotherapy) can be shifted from tertiary 

cancer centres to accessible lower-level health facilities. 

Telehealth can also facilitate communication between health 

professionals on the ground and oncologists, to coordinate 

care. Primary care facilities should be equipped with the 

Essential Medicines and Equipment for Palliative Care (Table 

2), to ensure that palliative care can be provided to patients in 

the place where they are living. Providing palliative care close 

to home will also help to reduce the already overburdened 

health facilities (20,21).

Palliative care
Palliative care focuses on relieving pain and other physical 

suffering, as well as psychosocial and spiritual distress, thereby 

Table 2: : List of Essential Medicines and Equipment for Palliative Care in Humanitarian Settings (1)

Medicines

Amitriptyline, oral 
Bisacodyl (senna), oral 
Dexamethasone, oral and injectable 
Diazepam, oral and injectable 
Diphenhydramine (chlorpheniramine, cyclizine, or dimenhydrinate), 
oral and injectable 
Fluconazole, oral
Fluoxetine, oral
Furosemide, oral and injectable
Haloperidol, oral and injectable
Hyoscine butylbromide, oral and injectable 
Ibuprofen (naproxen, diclofenac, or meloxicam), oral 
Lactulose (sorbitol or polyethylene glycol), oral 
Loperamide, oral Metoclopramide, oral and injectable
Metronidazole, oral, to be crushed for topical use 
Morphine, oral immediate release and injectable 
Naloxone, injectable
Omeprazole, oral 
Ondansetron, oral and injectable
Oxygen
Paracetamol, oral
Petroleum jelly 

Equipment

Pressure-reducing mattresses 
Nasogastric drainage and feeding tubes 
Urinary catheters 
Opioid lock boxes 
Flashlights with rechargeable batteries (if
no access to electricity) 
Adult diapers or cotton and plastic 
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as well as priority actions of NCD care in LMICs can guide 

health planners on some aspects of cancer care, but further 

research is needed.  n
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improving quality of life for the patient with cancer and their 

family. Early palliative care has been shown to improve survival 

and reduce futile high-intensity care, such as hospitalizations 

and intensive care, improving quality of life, mood and 

symptom intensity (20,22).  Early integration and involvement 

of palliative care should be incorporated into cancer care 

planning, since this will improving outcomes and quality of life 

(20). When health systems are severely affected in a disaster 

setting, access to potentially curative treatments may be 

severely compromised, and palliative care is essential as this 

may be the only type of cancer care available (23).

Training and capacity building
Providing training to ensure that healthcare providers are 

equipped with the knowledge and skills to provide cancer 

care in regions affected by humanitarian crises is an important 

consideration both while planning and during a crisis. Using 

social media and messaging applications which can operate 

with low-bandwidth, can facilitate referral pathways during 

humanitarian emergencies, by facilitating communication 

between healthcare workers, particularly when communication 

and health facility infrastructure has been damaged (4). Remote 

training and mentoring by senior professionals can support 

healthcare providers during a crisis. One study conducted in 

the Rohingya refugee crisis in Bangladesh described the use 

of weekly virtual training sessions to deliver a 10-module 

palliative care course and provide mentoring to field staff 

during a refugee crisis; participants described improvements 

in their knowledge and comfort related to palliative care from 

participation in the programme (24).

Training and mentorship can support healthcare providers, 

empowering them to provide care which addresses their 

patients’ needs (25). Psychological support is particularly 

important since health workers are often experiencing their 

own losses – of loved ones, their livelihoods, and property. 

Several studies describe the creation of an online network for 

health providers on the ground to be supported psychologically 

by health professionals outside the disaster area (26,27).

Summary and conclusions
As the number of protracted conflicts increases and the burden 

of NCDs in LMICs grows, the cancer care needs of refugees 

and internally displaced people are expected to continue 

to increase. The Sphere standards provide guidance about 

cancer and palliative care, however the evidence for how best 

to deliver cancer care with humanitarian emergencies remains 

limited. Planning and preparation as well as community 

engagement are important considerations when developing 

cancer care plans for humanitarian crises. WHO guidance on 

the implementation of palliative care in humanitarian settings 
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with the International Children’s Palliative Care Network.
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