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Abstract
Aim This study reviews the empirical evidence on care delivery in complex emergencies (CEs) to better understand ways of
improving care delivery and mitigating inequity in care among refugees and internally displaced persons (IDPs) in CEs.
Subject and methods A systematic search was conducted in Web of Science, MEDLINE, PubMed and Embase. A manual search
was conducted in the WHO Global Index Medicus and Google Scholar. Peer-reviewed English-language publications that reported
results on care delivery in CEswere included for review. There was no limitation on the year or the geographical location of the studies.
The content of the publications was qualitatively analysed, and the results are thematically presented in tabular form.
Results Thirty publications were identified. Information regarding coverage, accessibility, quality, continuity and comprehen-
siveness of care service delivery was extracted and synthesized. Findings showed that constant insecurity, funding, language
barriers and gender differences were factors impeding access to and coverage and comprehensiveness of care delivery in CEs.
The review also showed a preference for traditional treatment among some refugees and IDPs.
Conclusion Evidence from this systematic review revealed a high level of unmet healthcare need among refugees and IDPs and the
need for a paradigm shift in the approach to care delivery in CEs.We recommend further research aimed at amore critical evaluation
of care delivery in CEs with a view to providing a more innovative and context-specific care service delivery in these settings.
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Abbreviations
SRH Sexual and reproductive health
NCD Non-communicable disease
IF Infectious disease
MH Mental health
PAC Post-abortion care

Background

A complex emergency (CE) is defined as a “humanitarian
situation characterized by political instability, violent conflict,
large population displacements, food shortages, social disrup-
tion and collapse of public health infrastructure” (IASC 1994).
Care delivery in CEs is multidimensional and challenging
(Pottie 2015). Poor and unsanitary living conditions, along
with low access to healthcare caused by overstretched and
sometimes non-functional healthcare systems on the one
hand, and funding and/or mandate constraints for aid agencies
on the other hand, exacerbate the inadequacy and inequity in

Highlights
• A complex emergency is a humanitarian situation characterized by
political instability, violent conflict, large population displacements,
social disruption and collapse of public health infrastructure.
•Ahigh level of unmet healthcare need exists among populations affected
by complex emergencies (CEs).
• Cultural beliefs and previous health practices of refugees and internally
displaced persons have a significant influence on their health-seeking
behaviours.
• Culturally sensitive and context-specific care delivery systems are es-
sential in CEs.
• Traditional caregivers could play a complementary role in the delivery
of care in CEs.

PROSPERO Reg. No.: 143144
Review protocol available on https://www.crd.york.ac.uk/PROSPERO

* Olabayo Ojeleke
b.ojeleke@maastrichtuniversity.nl

1 Department of Health Services Research, Faculty of Health,
Medicine and Life Sciences, Care and Public Health Research
Institute (CAPHRI), Maastricht University, Maastricht
The Netherlands

https://doi.org/10.1007/s10389-020-01343-7

/ Published online: 10 July 2020

Journal of Public Health: From Theory to Practice (2022) 30:747–762

http://crossmark.crossref.org/dialog/?doi=10.1007/s10389-020-01343-7&domain=pdf
http://orcid.org/0000-0002-8867-7029
http://creativecommons.org/licenses/by/4.0/
mailto:b.ojeleke@maastrichtuniversity.nl


care delivery in CEs (Hansch and Burkeholder 1996; Olu et al.
2015; Sondorp et al. 2001).

In recent years, an increasing number of CEs are occurring,
resulting in some 68.5 million refugees and internally
displaced persons around the globe (UNHCR 2018). Against
this backdrop, healthcare delivery in CEs is becoming over-
whelming for stakeholders in those contexts. This raises the
question of access to and quality of care for refugees and other
forcibly displaced people who are caught up in CEs (Brennan
and Nandy 2001; Nickerson et al. 2015).

In the literature, the lack of access to and the inadequacy of
care delivery are consistently emphasized as factors responsi-
ble for inequity in care delivery in CEs (Adaku et al. 2016;
Casey et al. 2015; MacDuff et al. 2011; Murphy et al. 2017).
Bloland and Holly (2003) argue that “historically, those in-
volved with care delivery in CEs have given little attention to
the socio-cultural dimensions or to the wider global context
within which CEs develop”. In resource-poor environments
typical of such contexts, there is also the question of providing
tailor-made culturally appropriate care for victims (Bloland
and Holly 2003).

The World Health Organization’s Traditional Medicine
(WHO-TM) Strategy 2014–2023 has recently become the ba-
sis for an increasingly popular argument in favor of traditional
and alternative medicine (TAM) as a useful complement to the
usual biomedical approach to care service delivery in CEs
(Oyabode et al. 2016; WHO 2013). However, it is not known
to what extent traditional care is accepted among the popula-
tions affected by CEs, nor is it clear whether this could be a
useful strategy to mitigate inequity in care delivery among a
population affected by CE (MacDuff et al. 2011).

In order to address care delivery inequity in the context
of CE, an understanding of the major fundamental ele-
ments that create such inequity is necessary. One of the
first steps is to review existing evidence on the various
methods of care delivery in CEs However, to the best of
our knowledge, there has been no systematic review of
the overall care delivery in CEs, apart from the annual
Global Emergency Medicine Li terature Review
(GEMLR). The GEMLR conducts an annual search of
relevant peer-reviewed and grey literature articles in
emergency medicine in order “to identify, review, and
disseminate the most important new research in this field
to a worldwide audience of academics and clinical practi-
tioners” (Becker et al. 2018; Jacquet et al. 2013).

The purpose of this study is to systematically review
the empirical evidence on care delivery in CEs. It aims
to provide a bird’s-eye view of the entire care delivery
in these settings to form a basis for understanding the
relevance of TAM to care delivery in such contexts.
The study may help guide policymakers in designing
more all-inclusive, efficient, tailor-made care delivery
approaches that minimize inequity in CEs. In terms of

research implications, the study identifies areas for fu-
ture research and also contributes to the literature on
inequity in care delivery in CEs.

Methods

Search strategy

The literature review is based on the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) framework (Moher et al. 2015).
The search was conducted between late October and
early November 2018 in Web of Science, MEDLINE,
PubMed and Embase (Ovid). In October 2019, we once
again screened the databases for any relevant publica-
tions in the past 12 months. Manual searches were also
conducted in the WHO Global Index Medicus and
Google Scholar libraries for grey articles and publica-
tions that were not indexed in established academic
journals.

Three thematic keyword blocks, namely, intervention,
population and context, were chosen to facilitate the
search. Combinations of different synonyms of the key-
words were used. Provisions were made for differences
in spelling. Truncation functions were used to allow for
the inclusion of all possible variations of identified
words. This resulted in the following chain of keywords
used for the search:

(Healthcare OR care delivery OR medicare OR medical
intervention OR traditional medicine OR traditional healer
OR health equity) AND (refugee OR internally displaced per-
sons) AND (complex emergency OR conflict OR war)

Inclusion and exclusion criteria

The inclusion criteria were determined using the rele-
vant elements of the populat ion , in tervent ion ,
comparison (PIC) concept for qualitative studies (Stern
et al. 2014). Publications were included if the study
population was a forcibly displaced population such as
refugees or internally displaced persons, intervention
consisted of all aspects of care delivery, and the context
of interest was CE environments. Only English-language
publications were included, but there was no limitation
with regard to geographical location or year of publica-
tion. A librarian was contacted to review the search
criteria.

Publications were excluded if they did not report re-
sults on a care-related topic, did not relate to a CE, had
a target population of undocumented migrants or asylum
seekers, were duplicates of already included publica-
tions, were non-empirical or were review papers.
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Screening process

The screening process consisted of three steps. First, relevant
publications were selected based on title and abstract.
Publications that remained after the first screening step were
downloaded and checked for relevance based on their full text.
Publications that could not be downloaded were excluded.
The reference lists of publications that remained after the sec-
ond screening step were checked for additional relevant pub-
lications. This formed the third screening step. The selection
was carried out by a member of the research team. The inter-
mediate and final results were discussed with the other re-
searchers in the team.

Method of analysis

All retained publications were thoroughly read and evaluated. To
assess the quality of the papers reviewed, scores (low, moderate
or high) were assigned based on representativeness of sample
size and generalizability of study results (Table 2), bearing in
mind how representative the data were for the specific refugee
context or how representative the results were for refugee con-
texts in general. The quality of our review was assessed in line
with the PRISMA guidelines (Moher et al. 2015), see Appendix
C. Publications were analysed using the directed qualitative con-
tent analysis technique (thematic analysis). This approach specif-
ically allows data to be arranged thematically and thus “helps to
systematically and objectively describe the study phenomenon”
(Hsieh and Shannon 2005). The World Health Organization’s
(WHO) key indicators for measuring efficient care service deliv-
ery, namely, coverage of the intervention, and accessibility, qual-
ity of care, continuity and comprehensiveness of service delivery
(WHO 2010), were used as the themes for analysis of the evi-
dence. Information relating to these themes was extracted from
the publications and synthesized using a classification matrix.
Each theme was scored as low, moderate or high (Appendix
Table 3–7). The score was assigned according to the reported
effects of the respective intervention on the target population or
the target population’s perception of the intervention. The pre-
sentation of the results indicates whether a finding is confirmed
by several sources or only a single source. We performed a
qualitative data synthesis, and the results are presented in tabular
form, accompanied by a formal narrative synthesis.

Results

The initial search yielded a total of 2939 publications,
of which 2787 were excluded because they were either
duplicates, unrelated, reviewed other studies, or could
not be downloaded. This left us with 152 publications.
After reviewing their titles and abstracts, we excluded
another 120 publ ica t ions , leaving us wi th 32

publications. The full text of the 32 articles was read
in detail, which led to the exclusion of another eight
articles for not fully meeting the inclusion criteria. Six
additional papers were identified from the reference lists
of included articles. This left us with a total of 30
articles which were included for analysis.. Figure 1
shows a flow diagram of the detailed search procedure.

Selected publications were divided into five categories
based on the WHO Global Health Observatory (GHO)
theme. We considered these five categories to be the
essential health services in refugee situations. Category
1 includes studies that relate to sexual and reproductive
health, while category 2 include studies on non-commu-
nicable diseases. Categories 3 and 4 relate to infectious
diseases and mental and psychosocial health, respective-
ly. Category 5 is an omnibus category containing topics
such as outbreak preparedness, malnutrition, and sur-
gery and disability care in CEs.

As indicated in Figure 1, in category 1 (sexual and repro-
ductive health) we have 11 papers, in category 2 (non-com-
municable diseases) we have 4 papers, in category 3 (mental
health) we have 3 papers while we have 3 and 9 papers for
category 4 (Infectious diseases) and category 5 (others)
respectively.

Overall characteristics and quality of the reviewed
publications

The overall characteristics of the reviewed publications are
presented in Tables 1 and 2. All publications were empirical
studies published in peer-reviewed journals between 2003 and
2018. Thirteen of the publications were from East Africa,
followed by the Middle East with four publications. There
were three publications from Greece, albeit with refugees
from different parts of the globe. Finally, one and six publica-
tions reported results from West Africa and from multiple
countries, respectively.

All studies were carried out in resource-limited refugee
contexts. All publications related to different types of care
delivery to refugees and internally displaced persons (IDPs)
affected by CE resulting from protracted war or conflicts in
their home countries. Overall, the topics were quite heteroge-
nous both within and across the categories.

There were 30 publications in total. Nine studies reported
results from two or more countries. Results from Kenya and
Greece were reported by three studies each; results from South
Sudan, Lebanon, Sudan, Jordan and Tanzania were each re-
ported by two studies, and results from Uganda, Ethiopia,
Somalia, Guinea and the Democratic Republic of the Congo
were each reported by one study. Various study designs and
analysis techniques were used: 14 quantitative, eight qualita-
tive and eight mixed-methods designs. Each of the studies
reported an empirical analysis on a form of care delivery in
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CEs. Most of the publications reported on data collected by
healthcare aid organizations in refugee camps, with their
health facilities as the research settings.

The internal validity, external validity and reliability of each
studywere scored as low,moderate or high. Overall, as shown in

Table 2, there were 23, 6 studies and 1 studywith high, moderate
and low internal validity, respectively. For external validity, there
were 17, 9 and 4 studies with high, moderate and low external
validity, respectively.With regard to reliability, there were 18, 10
and 2 studies with high, moderate and low scores, respectively.

Fig. 1 Flow chart for inclusion and exclusion of publications
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Sexual and reproductive health

A detailed assessment of sexual and reproductive healthcare
use in CEs is presented in Appendix Table 3. The research
objectives of the publications centred on three major themes,
namely, sexual and reproductive health education, neonatal
and maternal mortality, and the unmet need for family plan-
ning and post-abortion care (PAC) interventions in refugee
situations.

Seven of the publications in this category reported high
coverage of the various sexual and reproductive health inter-
ventions. Two publications reported moderate coverage,
while the other two reported low coverage. Insufficient re-
sources, inadequate facilities or exclusion of some patients
were reported as the reasons for the less than high coverage.

Low scores in comprehensiveness and coverage were re-
ported in the provision of general sexual and reproductive
healthcare service delivery to disabled refugees and in neona-
tal care among refugees. Low accessibility to reproductive
anatomy awareness, family planning and sexually transmitted
infection care was reported for refugees with disabilities.

High quality of care was reported in the area of contracep-
tion, family planning and sexually transmitted infections, ma-
jor obstetrics interventions and prevention of maternal mortal-
ity. However, continuity of delivery of these services might be
a concern, as about 90% of the publications did not discuss it.

Seven publications reported that care-seeking behaviours
of refugee women regarding contraception, sexually transmit-
ted infections, maternal and newborn care, unintended preg-
nancies and PACwere significantly impacted by the women’s
cultural and traditional beliefs. Resistance to the conventional
type of newborn care was reported among refugee and host
community women in South Sudan, even though it increased
maternal mortality among this population. Similarly, Syrian
refugee women in Lebanon reportedly maintained the same
pregnancy and contraception behaviours as they had prior to
displacement. Over-recourse to caesarean section was found.
Indeed, some displaced Sudanese women were reported to
strongly prefer traditional maternal practices and home

delivery due to fear of medical doctors and surgical interven-
tions. Nonetheless, the engagement of temporary health
workers combined with the involvement of key religious
and secular leaders was reported to increase the coverage
and accessibility of PAC in Yemen, the Democratic
Republic of the Congo and Somalia. Evidence also showed
the need for task sharing in care service delivery in CEs.

Non-communicable diseases (NCD)

Appendix Table 4 presents in detail the key findings of pub-
lications in category 2 focused on non-communicable dis-
eases. Of the four publications in this category, two related
to care, self-management, education and support for diabetes
mellitus, while the others included other chronic diseases such
as hypertension, cardiovascular disease and chronic respirato-
ry diseases.

Two publications reported low accessibility and two
reported high accessibility for diabetes and chronic dis-
ease care. Except for the continuity of the intervention,
which was not discussed, all indicators were reported high
for diabetes self-management education and support ser-
vice delivery. There was low accessibility to care and low
probability of continuity, but moderate coverage and com-
prehensiveness of care for disabilities and chronic dis-
eases among refugees.

In the Democratic Republic of the Congo, patients with
non-communicable diseases (NCDs) relied more on tradition-
al healers for treatment and perceived traditional medicines as
more effective than occidental drugs. In Jordan, refugees suf-
fering from non-communicable diseases were entitled to the
same care as uninsured Jordanians, meaning they had to pay a
certain part of the cost of treatment. As a result, a significant
number of refugees could not afford care. The effect of diabe-
tes self-management education was also reported to be crucial
to the survival of diabetes patients in a CE. It was thus con-
cluded that diabetes care should be prioritized among CE-
affected populations.

Table 1 Summary of publications included for analysis

Category Number of
publications

Publications

Category 1 (Sexual & reproductive health) 11 Cherri et al. 2017; Chen et al. 2008; Hynes et al. 2012; Odero and Otieno-Nyunya
2001; Sami et al. 2017; Sami et al. 2018; Tanabe et al. 2015; Casey et al. 2015;
Adam 2015; Balinska et al. 2019; Gallagher et al. 2019

Category 2 (Non-communicable diseases) 4 Doocy et al. 2013; Doocy et al. 2015; Elliott et al. 2018; Murphy et al. 2017

Category 3 (Mental health) 3 Bader et al. 2009; Kane et al. 2014; Echeverri et al. 2018

Category 4 (Infectious diseases) 3 Palmer et al. 2017; Holt et al. 2003; Liddle et al. 2013

Category 5 (Other) 9 Rutta et al. 2005; Hemon et al. 2018; Roucka 2011; Hermans et al. 2017; Rojek et al. 2018;
Kim et al. 2007; Polonsky et al. 2013; Trudeau et al. 2015; Zuurmond et al. 2016
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Table 2 Summary characteristics and quality of the publications included for analysis

Citation Country Category of care delivery Study design Type of analysis Validity and reliability

Cerri et al. 2017 Lebanon Sexual & reproductive health Qualitative Qualitative
(thematic
analysis)

High internal validity
Low external validity
Moderate reliability

Chen et al. 2008 Guinea Sexual & reproductive health Cross-sectional Quantitative High internal validity
High external validity
High reliability

Hynes et al. 2012 Multiple Sexual & reproductive health Longitudinal Quantitative High internal validity
High external validity
High reliability

Odero and
Otieno-Nyunya
2001

Kenya Sexual & reproductive health Descriptive
bidirectional

Quantitative Moderate internal validity
Moderate external validity
Moderate reliability

Sami et al. 2017 South Sudan Sexual & reproductive health Mixed methods Mixed methods High internal validity
Moderate external validity
Moderate reliability

Sami et al. 2018 South Sudan Sexual & reproductive health Mixed methods Mixed methods High internal validity
High external validity
High reliability

Tanabe et al. 2015 Multiple Sexual & reproductive health Participatory Qualitative High internal validity
High external validity
High reliability

Casey et al. 2015 Multiple Sexual & reproductive health Mixed methods Mixed methods High internal validity
High external validity
High reliability

Adam 2015 Sudan Sexual & reproductive health Cross-sectional Quantitative High internal validity
Moderate internal validity
Moderate reliability

Balinska et al. 2019 Multiple Sexual & reproductive health Cross-sectional Quantitative High internal validity
High external validity
High reliability

Gallagher et al. 2019 Multiple Sexual & reproductive health Mixed methods Mixed methods High internal validity
High external validity
High reliability

Doocy et al. 2015 Jordan Non-communicable diseases Cross-sectional Quantitative High internal validity
High external validity
High reliability

Doocy et al. 2013 Multiple Non-communicable diseases Cross-sectional Quantitative High internal validity
High external validity
High reliability

Elliott et al. 2018 Lebanon Non-communicable diseases Cross-sectional Quantitative Moderate internal validity
High external validity
Moderate reliability

Murphy et al. 2017 Democratic
Republic
f Congo

Non-communicable diseases Qualitative Qualitative
(thematic
analysis)

Moderate internal validity
Moderate internal validity
Moderate reliability

Bader et al. 2009 Jordan Mental health Mixed methods Mixed methods High internal validity
Moderate external validity
High reliability

Kane et al. 2014 Multiple Mental health Longitudinal Quantitative High internal validity
High external validity
High reliability

Echeverri et al. 2018 Multiple Mental health Qualitative Qualitative High internal validity
High external validity
High reliability

Palmer et al. 2017 Uganda Infectious diseases Qualitative Qualitative High internal validity
High external validity
High reliability
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Mental health

As shown in Appendix Table 5, the three studies in this cate-
gory reported divergent results onmental healthcare. In the case
of support for neuropsychiatric disorders and mental conditions
associated with stress, the coverage, accessibility and quality of
care were reported to be high. The rate of visits related to
emotional problems and substance use was reported to be high,
and the comprehensiveness of the care system was moderate.
Regarding mental health capacity building in refugee primary
healthcare settings, evidence likewise showed that the use of
non-specialized staff in a complex humanitarian setting was
feasible and led to increased competency in care providers
and better quality of care service delivery. However, one of
the publications reported low coverage, low accessibility and
low comprehensiveness of general psychosocial support. The
lack of privacy and space in health facilities was reported to
impede the quality of psychosocial support to patients.

Two publications reported that refugees with mental health
needs were likely to first seek care from family members and
traditional and religious healers before seeking professional
help. All the publications suggested the need for context-
specific psychosocial support interventions as an integral part
of refugee care delivery systems.

Infectious diseases

Appendix Table 6 presents the key findings of publications in
category 4 focused on infectious diseases. All three publica-
tions in this category were set in the Horn of Africa and re-
ported results on sleeping sickness, sexually transmitted infec-
tions, HIV and tuberculosis interventions. Though quality and
comprehensiveness of care were reported to be either moder-
ate or high, accessibility was reported to be low for both
sleeping sickness and HIV interventions. Tuberculosis treat-
ment was the only intervention reported to have a high

Table 2 (continued)

Citation Country Category of care delivery Study design Type of analysis Validity and reliability

Holt et al. 2003 Ethiopia Infectious diseases Mixed methods Mixed methods High internal validity
Moderate external validity
Moderate reliability

Liddle et al. 2013 Somalia Infectious diseases Cross-sectional Quantitative High internal validity
High external validity
High reliability

Rutta et al. 2005 Tanzania Othera Qualitative Qualitative (content
analysis)

High internal validity
High external validity
High reliability

Hemono et al. 2018 Greece Other Qualitative Qualitative
(thematic
analysis)

Moderate internal validity
Low external validity
Low reliability

Roucka 2011 Tanzania Other Mixed methods Mixed methods High internal validity
High external validity
High reliability

Hermans et al. 2017 Greece Other Dynamic cohort Quantitative Moderate internal validity
Moderate external validity
Moderate reliability

Rojek et al. 2018 Greece Other Mixed methods Mixed methods Low internal validity
Moderate external validity
Low reliability

Kim et al. 2007 Sudan Other Cross-sectional Quantitative High internal validity
Low external validity
Moderate reliability

Polonsky et al. 2013 Kenya Other Cross-sectional Quantitative High internal validity
Moderate external validity
High reliability

Trudeau et al. 2015 Multiple Other Retrospective
cohort

Quantitative High internal validity
High external validity
High reliability

Zuurmond
et al. 2016

Kenya Other Qualitative Qualitative Moderate internal validity
Low external validity
Moderate reliability

a Other: Relevant publications which do not fall into any of the first four categories or that treat more than one category

753J Public Health (Berl.): From Theory to Practice (2022) 30:747–762



probability of continuing. Constant insecurity was reported to
have a negative impact on accessibility and comprehensive-
ness of care. In such instances, care interventions were carried
out remotely from safer locations. Donor pressure to contain
costs was also reported to create governance and operational
challenges, resulting in reduced refugee equitable access to
care.

Other forms of care service delivery

Appendix Table 7 highlights the results of the nine publica-
tions in category 5. This category is related to other forms of
care service delivery. The studies reported results on themes
including the assessment and perceptions of stakeholders and
patients of the quality of care delivery, disease outbreak pre-
paredness, paediatric surgical care, dental and oral care, mal-
nutrition and caring for refugees with childhood disabilities.

Regarding paediatric surgical care, except for conti-
nuity of care, which was not discussed, all indicators
were reported to be high. On the other hand, dental care
was reported to have moderate coverage and moderate
probability of continuing the intervention. The low ac-
cessibility reported was attributed to a very high fee (by
refugees standards) of $3 charged per consultation.

The studies that reported results on the assessment of
care delivery and outbreak preparedness reported low ac-
cessibility, low comprehensiveness of care or both. Dental
care and care for those with disabilities were reported to be
on the back burner of healthcare provision in refugee set-
tings. This was evident in Tanzania, where a $3 fee was
charged per dental care consultation, resulting in signifi-
cantly reduced access to dental care, as a considerable
number of patients could not afford the “enormous” cost
of the treatment. Our review also showed that other factors
such as language barriers and gender differences between
refugees and healthcare providers, and the lack of privacy
and space in clinics, impeded the quality of and access to
care service delivery. Healthcare and social work providers
who spoke the language of the patients were frequently
reported to face fewer challenges and were better able to
provide care than providers working with interpreters.

The study on caring for children with disabilities demon-
strated how the healthcare needs of children with disabilities
and their carers were not being met by either community so-
cial support systems or humanitarian aid interventions, and
how this resulted in persons seeking treatment for disabilities
from traditional healers. One study that reported results on
refugee perceptions of quality of healthcare in a CE found a
situation wherein traditional healers often referred patients to
the health facilities. In line with this approach, two publica-
tions suggested a culturally sensitive and context-specific care
delivery approach in the CE context.

Discussion

The increase in the occurrence of CEs around the world has
led to an explosion in the number of refugees and IDPs, which
in turn has significantly increased the burden of care delivery
by aid organizations and other stakeholders working in these
contexts (WHO 2018; UNHCR 2018). The results of this
review highlight the high levels of unmet healthcare need
among populations affected by CEs.While funding was found
to be a major determinant in the comprehensiveness, coverage
and quality of care delivery in CEs (Elliot et al. 2018), cultural
beliefs and previous health practices among refugees and
IDPs significantly influenced their health-seeking behaviours
and, by extension, accessibility of care delivery (Doocy et al.
2013, 2015; Rutta et al. 2005; Tanabe et al. 2015).

Evidence showed a resistance to conventional medicine
and a preference for traditional treatment among some bene-
ficiaries. This was reported in various cases when refugees in
need of mental health or maternal care and those with NCDs
were likely to first seek care from family members or tradi-
tional and religious healers before seeking professional help,
even though they were aware of such services (Kane et al.
2014). This was born out of the belief that traditional medi-
cines were more effective than occidental drugs, but also from
fear of medical doctors and surgical interventions (Adam
2015; Murphy et al. 2017; Sami et al. 2018). The reasons for
such attitudes may not be unreasonable. Prior to displacement,
some of these people, especially those from rural sub-Saharan
Africa (SSA), had lived in very remote and resource-poor
environments all their lives, and as such may have developed
different coping mechanisms based purely on traditional ways
of life, which include a strong affinity for symbiotic family
relationships and the use of traditional medicines. In the same
vein, making use of non-specialized medical staff and the
involvement of religious and community leaders significantly
increased accessibility, coverage and quality of care service
delivery (Echeverri et al. 2018; Gallagher et al. 2019).
Although better fundingmay improve the quality, comprehen-
siveness and coverage of care delivery, optimal care delivery
may not be achieved in a CE unless a culturally sensitive care
system is in place.

Another factor impeding access to care was the cost of care.
On the supply side, evidence showed donor pressure on oper-
ators to contain costs, which created governance and operation-
al challenges resulting in reduced equitable access to care. On
the demand side, however, evidence showed that it was difficult
for refugees and IDPs to pay for care, no matter how meagre.
Because refugees and IDPs are not entirely isolated from their
host communities, care service delivery should be designed to
accommodate these two sets of populations in order to mitigate
disease spread and care inequity. This is particularly important
in areas with a high prevalence of infectious diseases (Doocy
et al. 2015; Palmer et al. 2017; Roucka 2011).
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We noted that the beneficiaries were reportedly very often
satisfied with the quality of care received. However, this could
be in relative terms and not necessarily because the care they
received was of high quality. In other words, the satisfactory
rating could be because most of the beneficiaries live in
resource-poor environments and may have experienced either
substandard or no formal care attention all of their lives, and
thus had no proper benchmark for comparison. Evidence also
indicated that access to and comprehensiveness of care were
restricted by constant insecurity in CEs. At such times, care
delivery could only be carried out remotely from safer and
sometimes more distant locations (Liddle et al. 2013). Given
that such insecurity is a characteristic of CEs, it is important
that alternative strategies are put in place by designating an
“on-the-ground team” to carry on delivering care to beneficia-
ries. If well co-opted, traditional caregivers could provide one
of these alternatives. Thus, morbidity and mortality among
beneficiaries could be reduced during periods of insecurity.

Some specialized services such as dental, orthopaedics, and
paediatric and general surgery that should be an integral part of
healthcare delivery in a CE were rarely available (Hermans
et al. 2017; Roucka 2011; Trudeau et al. 2015). Indeed, given
the volatile nature of CEs, these specialized healthcare services
are as important and as necessary as other general care services.
While our review did not identify specific reasons for the short
supply of these services, it is not unreasonable to suspect that
inadequate funding and the lack of specialized medical practi-
tioners were contributing factors. The negative impact of limit-
ed access to this specialized healthcare by patients was severe.
They were either given palliative care or were left unattended
(Hermans et al. 2017; Roucka 2011). The possibility for con-
tinued care delivery was not discussed in the majority of the
publications. This may be due to the notion that refugee and
IDP camps are meant to be temporary in nature. However,
many camps have become long-stay and have existed for more
than a decade, with no clear sign of any resolution of the con-
flicts that initiated the mass movement. The unpredictability of
a CE context in terms of possible duration of events and the size
of the affected population coupled with lack of adequate
funding, which seemed the norm rather the exception, made
long-term healthcare planning very complicated if not impossi-
ble (Hémono et al. 2018; Hermans et al. 2017).

Other points of discussion are the language- and gender-
related barriers, both of which had negative effects on quality
of care in a CE. Language and gender differences between
healthcare providers and refugees were sometimes substantial.
Healthcare providers faced difficulties in providing quality care
if they did not speak the language of the patients and had to
engage the services of interpreters. It was especially challeng-
ing in cases involving psychosocial support, where patients
may have been reluctant to divulge vital but useful information
that could aid in proper prognosis of their condition, if they had
to communicate through a third party (Hémono et al. 2018).

Limitations

This systematic review was not without limitations. Although
the literature search was systematic and explored all related
studies within the scope of the review, it is possible that some
relevant publications were missed during initial filtering. It
was surprising that no study on malaria was found, given that
malaria is endemic in rural SSA and some parts of Asia, where
most of the refugee camps were situated. It may be that this
topic has not been studied in the context of CEs, or it could be
due to the exclusion of non-English-language journals and
publications other than peer-reviewed studies, which meant
that relevant grey literature such as reports and academic the-
ses were left out. Another limitation was the selection process,
which was performed by a single researcher, even though the
output and any questions were discussed at each search with
the project team. Thus, selection bias may not have been
completely excluded. Also, the heterogeneity of the study
topics and design techniques makes the comparison of find-
ings challenging.

Conclusion

This review has focused on outlining the available evidence
on care delivery in CEs. The results show that limited funding,
security restrictions and exclusion of some groups of patients
were factors reported as hindering access and coverage of care
service delivery in CEs. Our findings also show that cultural
beliefs, language barriers and gender differences between ref-
ugees and healthcare workers frequently impeded quality of
care delivery in CEs. Cultural beliefs and practices were quite
evidently often ignored in these settings. Many of the studies
reviewed indicated that the design of culturally sensitive and
context-specific medical interventions should be a routine el-
ement in refugee assistance programmes. Given all these facts,
and considering the remoteness and resource-austere nature of
most CEs, it may be counterproductive to put the burden of
care delivery in CEs solely on aid agencies. So far, evidence
has not shown otherwise. However, strands of studies have
documented the belief in and patronage of traditional care-
givers among some refugees in CEs, especially in SSA
(Kane et al. 2014; Murphy et al. 2017; Rutta et al. 2005).
Meanwhile, the WHO-TM Strategy 2014–2023 is also mak-
ing a case for TAM as a complement to a biomedical approach
to care delivery. Therefore, it may be advantageous to make
use of traditional caregivers and healthcare professionals as
well, especially in CEs occurring in SSA. Such a decision
could be significant in a number of ways. On the one hand,
it could be a tool for overcoming the cultural and language
barriers acting as impediments to quality of and access to
service delivery to beneficiaries. Aid organizations and those
charged with care delivery in CEs could thereby put limited
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resources to optimal use, increasing coverage and comprehen-
siveness of care delivery that was hindered by inadequate
funding. On the other hand, for those patients who were re-
luctant towards occidental care, it would reduce, if not elimi-
nate, the scepticism of such beneficiaries by boosting their
confidence and increasing the acceptance of the care systems
in CEs. This would in turn increase accessibility to care, re-
duce inequity and, by extension, reduce morbidity and mor-
tality among populations affected by CEs.

As shown in this systematic review, the complexity, pecu-
liarity and resource poorness of the CE contexts call for a
paradigm shift in the modus operandi of care delivery to ref-
ugees and IDPs. Greater creativity and innovation are needed
for effective care service delivery in CE settings. Evidence has
shown some form of interaction between medical profes-
sionals and traditional caregivers in terms of patient referrals
by the latter to medical facilities. And based on the results of
our systematic review, traditional care enjoys some accep-
tance within the refugee and IDP communities, especially in
SSA. However, it would be incorrect to conclude that tradi-
tional care may indeed be used as a strategy to mitigate the
unmet need, especially in the area of accessibility and other
non-medical care needs such as health promotion and com-
munity mobilization. The available evidence thus far is insuf-
ficient and cannot be used as the basis for advocating collab-
oration between traditional caregivers and medical profes-
sionals. For such collaboration to be strongly advocated, fur-
ther research aimed at a critical evaluation of care delivery in
CEs with a view to providing more innovative and context-
specific care service delivery is needed. The synergy between

professional medical practitioners and traditional caregivers in
CEs may not be a one-size-fits-all model. Furthermore, stake-
holders must understand the areas and the modus operandi of
such complementarity to be able to design and implement all-
inclusive and context-specific care delivery in a CE. So far,
there is insufficient evidence to recommend traditional care as
a strategy for care delivery in CEs.
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Appendix A

Table 3 Detailed results of key findings for category 1 (Sexual and reproductive health)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

Cerri et al. 2017 Lebanon Qualitative High High High Not
discussed

High Refugee couples maintain
similar pregnancy
behaviours and perceptions
as they had in the home
country prior to
displacement

Chen et al. 2008 Guinea Cross-sectional Moderate High High Not
discussed

Moderate Most women favour
consultation with the
traditional healers;
therefore, care delivery in a
complex emergency should
be adaptive

Hynes et al.
2012

Multiple Longitudinal High High High High

probability

High Context-specific services will
have a great impact on
reducing maternal
mortality, because cultural
beliefs and practices
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Table 3 (continued)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

contribute to delay in
seeking care, a major
reason for maternal death

Odero and
Otieno-Nyu-
nya 2001

Kenya Descriptive
bidirectional

High Moderate High Not
discussed

High While the overall level of
unmet obstetric need is
high, refugee women have
better obstetric care than
women from the host
population

Sami et al. 2017 South
Suda-
n

Mixed
methods

High High High Not
discussed

High Context-specific newborn
interventions during
conflict is necessary, as the
success of such
interventions depends to a
large extent on the cultural
norm of the people

Sami et al. 2018 South
Suda-
n

Mixed
methods

Low High Low Not
discussed

Low Strong traditional beliefs and
opposition to western
medicine hinder safe
delivery of newborn care

Tanabe et al.
2015

Multiple Participatory Low Low High Not
discussed

Low Targeted sexual and
reproductive care
interventions to meet the
needs of refugees with
disabilities

Casey et al.
2015

Multiple Mixed
methods

High High High Not
discussed

High Sexual and reproductive
healthcare-seeking
behaviour is affected by
some socio-cultural beliefs
of the population

Adam, 2015 Sudan Cross-sectional High High High Not
discussed

High The women strongly prefer
traditional maternal
practices and home delivery
because of customs, fear of
doctors and avoidance of
surgical intervention

Balinska et al.
2019

Multiple Cross-sectional Moderate Low High Not
discussed

Moderate There is poor access to family
planning, unintended
pregnancies, suboptimal
access to antenatal care, and
over-recourse to caesarean
sections

Gallagher et al.
2019

Multiple Mixed
methods

High High High Not
discussed

High Engaging ad hoc health
workers and involvement of
key religious and secular
community leaders
increased the coverage and
accessibility of
post-abortion care in
countries affected by
conflict. There is also the
need for task sharing of care
service delivery in complex
emergencies
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Table 4 Detailed results of key findings for category 2 (Non-communicable diseases)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

Doocy
et al.
2015

Jordan Cross-sectional High High High Not
discussed

High Statistically significant number
of refugees with
non-communicable diseases
could not afford care because
of cost

Doocy
et al.
2013

Jordan &
Syria

Cross-sectional Moderate Low High Low

probability

Moderate Management strategies for
noncommunicable diseases
(both preventive and curative
approaches) should be
prioritized in complex
emergency-affected
populations

Elliott
et al.
2018

Lebanon Cross-sectional High High High Not
discussed

High Diabetes self-management
education support (DSMES)
should be context-specific

Murphy
et al.
2017

Democratic
Republic
of Congo

Qualitative High Low Not
discu-
ssed

High
probability

Not discussed Patients rely on traditional
healers and are of the belief
that traditional medicines are
more effective

Table 5 Detailed results of key findings for category 3 (Mental health)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

Bader
et al.
2009

Jordan Mixed
methods

Low Low Not
discussed

Not
discussed

Low Mental health care should be an
integral part of care delivery in a
refugee setting

Kane
et al.
2014

Multiple Longitudinal High High High Not
discussed

Moderate Refugees are likely to first seek
services for mental health care
within their families and traditional
and religious healers before seeking
professional care

Echeverri
et al.
2018

Multiple Qualitative High High High Not
discussed

Moderate The use of non-specialized staff in
complex humanitarian settings is
feasible, with the potential to
increase the competencies of
providers
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Table 6 Detailed results of key findings for category 4 (Infectious diseases)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

Palmer
et al.
2017

Uganda Qualitative High Low High Not
discussed

Moderate Donor pressure to contain costs creates
governance and operational
challenges, resulting in reduced
refugees equitable access to care

Holt
et al.
2003

Ethiopia Mixed
methods

Low Low Moderate Not
discussed

Moderate Culturally relevant and
context-specific medical
interventions should be designed for
all refugees

Liddle
et al.
2013

Somalia Cross-sectional Moderate Moderate High High
probabil-
ity

Low Intervention in complex emergencies
should be adapted to the context

Table 7 Detailed results of key findings for category 5 (Other)

Citation Country Study design Coverage Accessibility Quality
of care

Continuity Comprehensiveness Finding

Rutta et al.
2005

Tanzania Qualitative High High High Not
discussed

High Traditional healers often refer
patients to the health facilities

Hemono
et al.,
2018

Greece Qualitative High Low Moderate Low
probability

Low A holistic and adaptive care
delivery approach is needed in
refugee settings

Roucka
2011

Tanzania Mixed
methods

Moderate Low Not
discu-
ssed

High
probability

Low Oral care should be an integral
part of healthcare delivery in
long-stay refugee camps

Hermans
et al.
2017

Greece Dynamic
cohort study

High High Low Not
discussed

Low Urgent need for dental healthcare
and vaccination campaign

Rojek
et al.
2018

Greece Mixed
methods

High High Low Not
discussed

Moderate Need for more comprehensive
and accurate clinical
information

Kim et al.
2007

Sudan Cross-sectional Low Low High Not
discussed

Low Great need for culturally sensitive
and context-specific health
care

Polonsky
et al.
2013

Kenya Cross-sectional Low Low Moderate Not
discussed

Low Provision of care services to
vulnerable people must be
sensitive and reactive to
changes among the target
population

Trudeau
et al.,
201

Multiple Retrospective
cohort

High High High Not
discussed

High Specialized paediatric surgeons
are in short supply in complex
emergency contexts

Zuurmond
et al.
2016

Kenya Qualitative Low Low Low Not
discussed

Low Services of traditional healers are
sought for treatment and cure
of disability
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Appendix B

Table 8 PRISMA checklist

Section/topic No. Checklist item Reported on
page no.

TITLE

Title 1 Identify the report as a systematic review, meta-analysis, or both. 1

ABSTRACT

Structured summary 2 Provide a structured summary including, as applicable: background; objectives; data sources; study
eligibility criteria, participants, and interventions; study appraisal and synthesis methods; results;
limitations; conclusions and implications of key findings; systematic review registration number.

1

INTRODUCTION

Rationale 3 Describe the rationale for the review in the context of what is already known. 2

Objectives 4 Provide an explicit statement of questions being addressed with reference to participants, interventions,
comparisons, outcomes, and study design (PICOS).

2

METHODS

Protocol and
registration

5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available,
provide registration information including registration number.

Eligibility criteria 6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years
considered, language, publication status) used as criteria for eligibility, giving rationale.

2

Information sources 7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to
identify additional studies) in the search and date last searched.

2

Search 8 Present full electronic search strategy for at least one database, including any limits used, such that it
could be repeated.

13

Study selection 9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if
applicable, included in the meta-analysis).

2

Data collection
process

10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any
processes for obtaining and confirming data from investigators.

2–3

Data items 11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any
assumptions and simplifications made.

3

Risk of bias in
individual studies

12 Describe methods used for assessing risk of bias of individual studies (including specification of whether
this was done at the study or outcome level), and how this information is to be used in any data
synthesis.

Summary measures 13 State the principal summary measures (e.g., risk ratio, difference in means).

Synthesis of results 14 Describe the methods of handling data and combining results of studies, if done, including measures of
consistency (e.g., I2) for each meta-analysis.

4

Section/topic No. Checklist item Reported on
page no.

Risk of bias across
studies

15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias,
selective reporting within studies).

9–10

Additional analyses 16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done,
indicating which were pre-specified.

RESULTS

Study selection 17 Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for
exclusions at each stage, ideally with a flow diagram.

3–4

Study characteristics 18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up
period) and provide the citations.

4–6

Risk of bias within
studies

19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12).

Results of individual
studies

20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for
each intervention group (b) effect estimates and confidence intervals, ideally with a forest plot.

Synthesis of results 21 Present results of each meta-analysis done, including confidence intervals and measures of consistency.

Risk of bias across
studies

22 Present results of any assessment of risk of bias across studies (see Item 15).

Additional analysis 23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see
Item 16]).

DISCUSSION

Summary of evidence 24 Summarize the main findings including the strength of evidence for each main outcome; consider their
relevance to key groups (e.g., healthcare providers, users, and policy makers).

6–8
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