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Introduction

addressed can activities to strengthen the health system be initiated. At that moment, such activities become 
-

velopment goals can begin while responding to humanitarian needs continues in parallel. 
-

tion of infrastructure. Consequences also include reduced financial and human resources, as well as weak-
ened capacity for policy-making. Health service delivery is often fragmented and uncoordinated because of 

system sustainability through capacity-building and planning.  

as clearly defined. 

-

The consultation produced the “Granada Consensus”, a statement that highlights four priority areas to be 

The present publication is a compilation of the key documents that guided the consultation process as well 
as reports from the above mentioned meetings: 

groups during the Granada Consultation. 

presentations and discussions and presents the key conclusions and recommendations. 

Granada Consensus.
We hope that the outcome of the consultation, particularly the Granada Consensus, will be instrumental 

-
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Background paper* 

INTRODUCTION

 

-

services does not seem to take place systematically. 

-
ess of developing a guidance note on health recovery for the Health Cluster, which will provide more insight 

There is no one definition of recovery that is universally used. This section provides a working definition 
of recovery and protracted crisis to facilitate a common understanding for this Consultation. Recovery is the 
process of “restoration of the capacity of the government and communities to rebuild and recover from crisis 
and prevention of relapses. In so doing, recovery seeks not only to catalyze sustainable development activities 
but also to build upon earlier humanitarian programmes to ensure that their inputs become assets for develop- programmes to ensure that their inputs become assets for develop- to ensure that their inputs become assets for develop-

 There is no clear-cut boundary between the relief 
and the recovery periods. It is important to emphasize that the disaster-management cycle is an unbroken 
chain of humanitarian actions whose phases overlap. 

While a natural disaster usually comes with an immediate prospect of recovery and reconstruction the 
transition is typically not clear during a prolonged conflict. The uncertainty as to the duration and outcome 
of the conflict often paralyses thinking about recovery. This often results in missed opportunities to work on 
recovery already during the conflict period. 

national level addressing issues such as human resources and policy arrangements are inadequate. Moreover, 
-

struction process. 
In protracted crises and recovery it is important to build systemic capacity for comprehensive service 

provision. A “system” is a set of interconnected components working together for the same purpose. An action 

-

approach. 

CHALLENGES AND NEEDS IN SEXUAL AND REPRODUCTIVE HEALTH SERVICES  
DURING PROTRACTED CRISES AND RECOVERY

Scope of sexual and reproductive health in crisis situations

More than a third of maternal deaths worldwide occur in fragile states.
6 found the median adjusted maternal mortality rate in conflict settings to be 
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“fragile states” by the World Bank, -
tries.

 

TABLE 1. MATERNAL MORTALITY RATES IN PROTRACTED CRISIS  
AND RECOVERY SETTINGS (2008)9

Country
Maternal mortality rate 

(/100 000)

Sierra Leone 2100

Southern Sudan 2054

Afghanistan 1800

Angola 1400

Somalia 1400

Rwanda 1300

Liberia 1200

Burundi 1100

DRC 1100

Zimbabwe 880

Nepal 830

Côte d’Ivoire 810

These high mortality rates are related to a number of factors: a small proportion of deliveries are attended 
by a skilled health provider and women do not have access to emergency obstetric services, due to delays in 

-

disasters.  Lack of access to emergency obstetrisc services leads to prolonged obstructive labours, which is the 
primary cause of obstetric fistula.

 If untreated, fistula leads in 
most cases to life-long isolation, shame and stigma. 

pose a problem, as they may lead to unsafe abortions, which frequently result in complications or death.  An 
-
-

tioned.
be reluctant to promote a high profile family planning service.

contraception to younger or non-married women.  
-

 cites displaced 

and alcohol abuse.

In armed conflict rape also is often used as a means of intimidation or ethnic cleansing.  In Rwanda, the 
-

trol and demoralize the population has been employed.
from the breakdown in social and moral systems, but can also be systematic and commanded or condoned. 
International courts now recognize rape as a war crime. However, women are likely to be reluctant to report 
cases due to lack of personal security, lack of adequate services as well as shame and stigma.  
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as mentioned above, suggest the possibility of a high transmission of HIV, HIV seems to be often overestimated 

DRC and other countries the absolute HIV prevalence has not increased significantly.  This indicates that 
-

tunities may increase, which might lead to an increased transmission of HIV.  Widespread rape may still pose 

-
ery. While children have been recognized as vulnerable in conflict settings, adolescents are less the focus of 

risks for this age group.  Conflict settings can deprive adolescents of their traditional social structures, mak-

 Moreover, there is indication that 
 

following:

3. unmet need for family planning;

the worst health status being least likely to make considerable progress.  Countries in protracted crises and 
recovery are particularly concerned. 

-

system does not have the capacity to respond to the need of pregnant and childbearing women. While health 
problems in conflict situations and health service strategies during the acute humanitarian emergencies have 

are not yet well established.
During protracted crises and recovery there seem to be tensions between development-oriented agencies 

all partners. 

BOX 1. SEXUAL AND REPRODUCTIVE HEALTH ISSUES  
IN PROTRACTED CRISES AND RECOVERY

High maternal mortality due to lower number of attended deliveries;

Unmet needs for family planning, being either unavailable or non affordable, leading to 

unsafe abortions;

Increased risk of sexual and other forms of gender-based violence due to breakdown in 

social and moral systems or due to systematic use as a means to control populations;

Transmission of HIV possible to increase when crisis subsides; rape as risk factor for HIV 

transmission;

Lack of sexual and reproductive health services targeting adolescents despite 

adolescents being deprived from traditional social structures in conflict settings. 
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Sexual and reproductive health interventions in emergency situations

-
Reproductive health in refugee situations: An inter-agency field manual and 

new emergency. 
-

some components, such as HIV were not considered an emergency issue, or condoms were not considered 

BOX 2. SCOPE OF SEXUAL AND REPRODUCTIVE HEALTH SERVICES INCLUDED IN THE MISP  
(CURRENTLY BEING REVISED, NOT YET PUBLISHED)

1.  Prevent and manage the consequences of sexual violence:

-  Put in place measures to protect affected populations, particularly women and girls, 

from sexual violence

- Make clinical care available for survivors of rape

-  Ensure the community is aware of the available clinical services

2.  Reduce the transmission of HIV by:

-  Ensure safe blood transfusion practice

- Facilitate and enforce respect for standard precautions

- Make free condoms available

3.  Prevent excess maternal and neonatal mortality and morbidity by:

-  Ensure availability of emergency obstetric and newborn care services (EmONC) 

including:

-  skilled staff and supplies to facilitate skilled attendance at births in health facilities,

- skilled staff and supplies to manage obstetric and newborn emergencies,

-   a referral system to facilitate transport and communication from the community to 

the health centre and between health centre and hospital,

-   clean delivery kits for visibly pregnant women and birth attendants to promote clean 

home deliveries when access to a health facility is not possible.

Note: Ensure contraceptives are available to meet the demand, syndromic treatment of STIs is available to patients presenting with symptoms 

and antiretrovirals (ARVs) are available to continue treatment for people already on ARVs, including for prevention of mother-to-child-

transmission.
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Comprehensive sexual and reproductive health services

33 While it is necessary to pri-

is assured. 

-
ning process itself. 

ICPD but not discussed in crises settings. 
It is also necessary to look at what is considered comprehensive in national planning processes as well as 

national strategy documents, while at the operational level, each country has tackled the elements where im-
provement seemed most likely.  Moreover, there does not necessarily seem to be agreement on what is meant 

in Bangladesh.

-
ered appropriate that service delivery models proven among settled populations should continue to be adapted 

 
-

-

Pakistan and Thailand do include infertility and menopausal services.
World Bank Joint country support plan aims at ensuring universal access to reproductive health, focusing on 

 

-

This list needs to be taken as a framework for both, scaling-up of the minimum response during protracted 

situation and health system challenges. 
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Health sub sectors Health Services (RH MISP Services in bold)

C
. 
C

o
m

m
u

n
it

y
 C

a
re

C0
Collection of vital 
statistics

C01 Deaths and births

C02 Others: e.g. population movements; registry of pregnant women, newborn children

C2  Child health

C21 IMCI community component: IEC of child care taker + active case findings

C22 Home-based treatment of: fever/malaria, ARI/pneumonia, dehydration due to acute diarrhoea

C23
Community mobilization for and support to mass vaccination campaigns and/or mass drug 

administration/treatments

C3 Nutrition

C31 Screening of acute malnutrition (MUAC)

C32 Follow up of children enrolled in supplementary/therapeutic feeding (trace defaulters)

C33 Community therapeutic care of acute malnutrition

C4
Communicable 
diseases

C41 Vector control (IEC + impregnated bed nets + in/out door insecticide spraying)

C42
Community mobilization for and support to mass vaccinations and/or drug administration/

treatments

C43 IEC on locally priority diseases (e.g. TB self referral, malaria self referral, others)

C5 STI & HIV/AIDS

C51 Community leaders advocacy on STI/ HIV

C52 IEC on prevention of STI/HIV infections and behavioural change communication

C53 Ensure access to free condoms 

C6
Maternal & new-
born health

C61

Clean home delivery, including distribution of clean delivery kits to visibly pregnant women, 

IEC and behavioural change communication, knowledge of danger signs and where/when to 

go for help, support breast feeding 

C8

Non communi-
cable diseases, 
injuries & mental 
health

C81

Promote self-care, provide basic health care and psychosocial support, identify and refer 

severe cases for treatment, provide needed follow-up to people discharged by facility-based 

health and social services for people with chronic health conditions, disabilities and mental 

health problems

C9
Environmental 
health

C91
IEC on hygiene promotion and water and sanitation, community mobilization for clean up 

campaigns and/or other sanitation activities

P
. 
P

ri
m

a
ry

 C
a

re

P1
General clinical 
Services

P11 Outpatient services

P12 Basic laboratory

P13 Short hospitalization capacity (5-10 beds)

P14 Referral capacity: referral procedures, means of communication, transportation

P2 Child health

P21 EPI: routine immunization against all national target diseases and adequate cold chain in place

P22 Under 5 clinic conducted by IMCI-trained health staff

P23 Screening of under nutrition/malnutrition (growth monitoring or MUAC or W/H, H/A)

P3 Nutrition
P31 Management of moderate acute malnutrition

P32 Management of severe acute malnutrition

P4
Communicable 
diseases

P41 Sentinel site of early warning system of epidemic prone diseases, outbreak response (EWARS)

P42 Diagnosis and treatment of malaria

P43 Diagnosis and treatment of TB

P44 Other local relevant communicable diseases (e.g. sleeping sickness)

S
E

X
U

A
L

 &
 R

E
P

R
O

D
U

C
T

IV
E

 H
E

A
L
T

H
 A

R
E

A

P5  STI &  
HIV/AIDS

P51 Syndromic management of sexually transmitted infections

P52
Standard precautions: disposable needles & syringes, safety sharp disposal containers, 

Personal Protective Equipment (PPE), sterilizer, P 91

P53 Availability of free condoms

P54 Prophylaxis and treatment of opportunistic infections

P55 HIV counselling and testing 

P56 Prevention of mother-to-child HIV transmission (PMTCT)

P57 Antiretroviral treatment (ART)

P6  Maternal  
& newborn 
health

P61 Family planning

P62

Antenatal care: assess pregnancy, birth and emergency plan, respond to problems (observed 

and/or reported), advise/counsel on nutrition & breastfeeding, self care and family planning, 

preventive treatment(s) as appropriate

P63 Skilled care during childbirth for clean and safe normal delivery

P64

Essential newborn care: basic newborn resuscitation + warmth (recommended method: 

Kangaroo Mother Care - KMC) + eye prophylaxis + clean cord care + early and exclusive 

breastfeeding 

P65

Basic emergency obstetric care (BEmOC): parenteral antibiotics + oxytocic/anticon-

vulsivant drugs + manual removal of placenta + removal of retained products with manual 

vacuum aspiration (MVA) + assisted vaginal delivery 24/24 & 7/7

P66
Post partum care: examination of mother and newborn (up to 6 weeks), respond to  

observed signs, support breast feeding, promote family planning

P67

Comprehensive abortion care: safe induced abortion for all legal indications, uterine  

evacuation using MVA or medical methods, antibiotic prophylaxis, treatment of abortion com-

plications, counselling for abortion and post-abortion contraception

P7  Sexual  
violence

P71 Clinical management of rape survivors (including psychological support)

P72 Emergency contraception

P73 Post-exposure prophylaxis (PEP) for STI & HIV infections

P8

Non communi-
cable diseases, 
injuries & mental 
health

P81 Injury care and mass casualty management

P82 Hypertension treatment

P83 Diabetes treatment

P84
Mental health care: support of acute distress and anxiety, front line management of severe 

and common mental disorders

P9
Environmental 
health

P91 Health facility safe waste disposal and management

Yes

No

TABLE 2. HEALTH SERVICE CHECK LIST 
GLOBAL HEALTH CLUSTER, 2009
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BOX 3. SEXUAL AND REPRODUCTIVE HEALTH SERVICES INCLUDED  
IN THE HEALTH SERVICE CHECKLIST, GLOBAL HEALTH CLUSTER, 2009 

1. Syndromic management of STIs

2. Standard precautions

3. Availability of free condoms

4. Prophylaxis and treatment of opportunistic infections

5. HIV counselling and testing

6. Prevention of mother to child transmission

7. Antiretroviral therapy

8. Family planning

9. Antenatal care

10. Skilled care during child birth for clean and safe normal delivery

11. Essential newborn care

12. Basic emergency obstetric care

13. Post partum care

14. Comprehensive abortion care

15. Clinical management of rape survivors

16. Emergency contraception

17. Post-exposure prophylaxis for STI & HIV infections

Planning for comprehensive reproductive health services

-

-
plies.
above, this is not a universally agreed list.

poor countries in general. India recognized that its health system was not capable of implementing compre-
-

mented nationwide, while a “comprehensive package” only had limited application in selected urban areas, 

 
It is also not evident that there is agreement about the need to plan for comprehensive RH services so 

post-natal care and family planning,  and 

planning and safe abortion services.  This indicates that one challenge to the planning and implementation 

 

Health sub sectors Health Services (RH MISP Services in bold)

S
. 
S

e
c

o
n

d
a

ry
  

&
 T

e
rt

ia
ry

 C
a

re

S1
General clinical 
services

S11 Inpatients services (medical, paediatrics and obstetrics and gynaecology wards)

S12 Emergency and elective surgery

S13 Laboratory services (including public health laboratory)

S14 Blood bank service

S15 X-Ray service

S2 Child health S21
Management of children classified with severe/very severe diseases (parenteral fluids and 

drugs, O2)

S6
Maternal &  
newborn health

S61
Comprehensive emergency obstetric care: BEmOC + caesarean section + safe blood 

transfusion

S8

Non communi-
cable diseases, 
injuries & mental 
health

S81 Disabilities and injuries rehabilitation

S82 Outpatient psychiatric care and psychological counselling

S83 Acute psychiatric inpatient unit

Yes

No
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Different needs in different contexts

-
equacy of the health system reflect a chronic situation, the situation is of more transient and temporary nature 
in conflicts as seen in Lebanon or Georgia. In the latter, it is important to be able to provide the same services 
that had been available before the conflict as soon as possible, while in protracted crisis, one needs to assure the 

Constraints to comprehensive sexual and reproductive health services

in the health system with weak infrastructure and lack of qualified human resources, lack of national systems 
for reporting and accountability. Moreover, improvement of service delivery requires training and retraining 
of personnel, which is time consuming.

-

-

HEALTH SYSTEM ISSUES RELATED TO SEXUAL AND REPRODUCTIVE HEALTH

-
tor and plan it on a comprehensive, rational basis. In some instances, large amounts of capital become available 
to address the lack of resources or major allocative distortions; the atmosphere of change may reduce resistance 
aimed at preserving the status quo; massive destruction and dilapidation make the abandonment of unwanted 

While it is important to focus on a defined set of interventions to be provided during an acute emergency, 

service delivery are human resources, drugs and supply and information systems.  
While the immediate health needs in crises require quick inputs and urgent actions, it is important to 

incorporate this fast response into a systematic medium and long-term response in order to guarantee a suc-
cessful reconstruction of the national health system. This means, that fast relief responses need to be accompa-

health system in order to guarantee that good quality services are consistently available and accessible and are 
sustainable.  

This section shows the importance of developing a coherent policy framework to coordinate recovery ef-

system is a prerequisite for success in specific priority areas. 

3. information;

These distinct blocks help clarify essential functions of a health system. However, they require an inte-
grated approach, taking their interdependence into consideration.
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Service delivery

-
tion, family planning, antenatal care and condom distribution seem to be the most established and first to be 

 

in protracted crises and post-conflict settings as well as in refugee camps in stable settings showed that most 

 This indicates 
that both dimensions require mechanisms of the entire health system to be improved. 

Gericke et al. -
 

resources required to implement and sustain an intervention – such as the availability of skilled human 
resources. 

maternal health that can be routinely scheduled, such as antenatal care, had much higher coverage than those 

care at birth and care of ill newborn babies;
et al.

conflict and non-conflict settings, possible barriers might include the following:

TABLE 3. INTERVENTION COMPLEXITY OF SEXUAL AND REPRODUCTIVE HEALTH SERVICES 
(ADAPTED FROM GERICKE ET AL.56)

Intervention complexity
Requirements for sexual and  
reproductive health services

Intervention characteristics (stability of 

product, ease of storage, equipment 

issues)

� Storage of post-exposure prophylaxis (PEP) and 

emergency contraception (EC)

� Use and equipment of manual vacuum aspiration 

(MVA), vaccines (cold chain)

Delivery characteristics (requirements for 

facilities, human resources, transport, 

communication)

� Trained staff for basic EmOC

� Referral system for complications

� Water, electricity

� 24/7

Government capacity (legislative and 

regulatory capacity)

� Legal and safe abortion, management of 

complications after abortion

Usage characteristics (ease of usage, 

pre-existing demand for intervention)

� SGBV services, skilled birth attendance, referral/ 

transport

 In crises and recovery situ-
ations where health systems are weak, this is even more likely to happen. However, concentrating on disease 
priorities may compromise already weak systems.

While priorities should not be abandoned, they should not be tackled by parallel approaches but by taking 
a system-wide perspective, as parallel approaches run the risk of:

�

In contrast, a systemic approach, which addresses the health system as a whole instead of focusing on 
single interventions tackles the root causes with potentially long-term improvements in coverage and quality 
of care.
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The basic package of health services

s 
may play an important role in service delivery in health recovery. These packages are a limited list of public 
health services at primary and secondary level; they suggest a guaranteed minimum of services to be provided, 
therefore supposing that human resources, drugs and equipment for these services are available. During the 
past years, this concept has been adopted by a number of countries.

Roberts et al.

a policy making point of view, these issues seem to be mostly taken into consideration. Yet, one needs to look 

despite being part of the basic package.

that they further include clear guidance on how these services will be implemented.

TABLE 4. REPRODUCTIVE HEALTH IN DIFFERENT HEALTH SERVICE PACKAGES 
(STI & HIV, MATERNAL HEALTH, SEXUAL VIOLENCE)

Country SRH content of basic package

Afghanistan58
STI/HIV education for adolescents

Antenatal care

Delivery care (EmOC/ referral)

Postpartum care

Family planning

Care of the newborn

Southern Sudan59
HIV/AIDS control

Reproductive health promotion (safe motherhood, including safe pregnancy and family 

planning) 

EmONC and free MNRH services including Caesarean sections

HIV prevention and control, as well as condom use promotion and social marketing

Sexuality and maternal, neonatal and reproductive health teaching for young people in 

out-of-school activities

Awareness activities for SGBV (clinical staff and mass media), clinical care, rape kits, PEP

Uganda60
HIV prevention and control (standard precautions not specified), safe blood transfusions, 

condom use promotion

Management of obstetric emergencies, operationalization of EmOC services at HC III, IV 

and hospital level, referral for high risk pregnancies, family planning 

Sex education, counselling and life skills in schools

GBV prevention and control, integrated strategy on GBV in the health sector 

Liberia61
STIs education for adolescents, STIs/HIV control, PEP, condoms promotion and 

distribution 

Antenatal care, labour and delivery care, management of pregnancy complications, 

including incomplete or complicated abortions, emergency obstetric care, postpartum 

care, newborn care, family planning, family planning for adolescents, referral system

Mental health support for rape or other sexual assaults as well as rape exam

Nepal (not a basic 

package)

Awareness raising on STI/HIV/AIDS among everyone, especially government officials and 

migrants

Prevention of heterosexual transmission of HIV by promoting safe sexual activity through 

advocacy and condom promotion

Promotion of health-seeking behaviour among STI patients, skilled manpower & services

Provision of hospitals and other institutions services for people living with HIV/AIDS

Education for family and community members to provide all possible support and care to 

people living with HIV/AIDS
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Country SRH content of basic package

Nepal (not a basic 

package) 

Universal precaution and proper disposal of instruments and equipment (e.g. syringes)

care)

Referral systems between peripheral health facilities and district hospitals

Advocy for legal reforms that would reduce the incidence of maternal deaths resulting 

from factors such as unsafe abortions and early marriages

Distribution of iron tablets to reduce anaemia in pregnant women

Increased coverage of TT2 immunization for women of reproductive age

Infertility management

Contracting 

 Contracting-out implies the mechanism of purchasing 
a specific service at an agreed-on price from a specific provider for a specified period. The rationale behind 
contracting-out for health services is the assumption that health services delivered by the public sector may 

63 This strategy 

 Governments 

Bangladesh abortion-related care and in Colombia emergency obstetric care have also been contracted-out, but 
contracting for these services are rare.

-
ing maternal and child health usually only analyse this set of services.  

-

of a basic package of health shapes sector priorities and influenced allocation of resources towards primary 
healthcare.  The implementation of a basic package by contracting out seemed to improve coverage within 

coverage of antenatal care increased more than four times.  However, the question of sustainability in the me-
dium to long term has been raised.  
Moreover, the mechanism of contracting out health services requires a strong regulatory and enforcement 
capacity within the government.  Contracting has become more and more popular during the past years, but 

 Contracts may have advantages as the basis for health 
service delivery in theory, in practice it is not clear that these advantages will be realized where infrastructural 
pre-conditions are absent.
are needed for the management of contracts at all levels. Particularly, if the process of contracting is used to 

-
sideration will be given to the development of such skills and the retention of key personnel.

 
 This is important to keep in mind, as most 

interventions involve the provision of a combination of primary heath care services, including maternal 
health, child health and treatment of high prevalence diseases, with little information about the coverage for 

63 
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Health workforce

-

 The majority of health workers are in need 
of intensive and sustained retraining and skill upgrading after a protracted crisis.

aggravated in crisis settings.  

during the crises, is the disruption of education and professional training and loss of qualified teachers. The 
training network is often disrupted by conflict due to closure or destruction of training facilities in unsecure 

-
ment of a human resource system is often undermined by a concentration on provision of ad hoc in-service 
trainings and employment of health workers in parallel to the health system. This parallel system of training 
health workers for specific tasks may lead to distortions to the health system by creating a cadre of health 

 While ad hoc trainings in a vertical way might be 
the only possibility during acute emergencies, it will be important to have a more integrated and sustainable 
approach during protracted crises and recovery, particularly, as short term emergency approaches may have a 
negative impact on the human resources at a later stage.  

setting, adopting a development approach rather than a short-term emergency approach. These steps include 

in-service training. 

Task shifting

Ghana were trained to perform manual vacuum aspiration to control uterine bleeding and in Mozambique 
 A similar strategy 

transfusion, antenatal care and family planning. These “maternal health workers” subsequently trained local 
health workers and traditional birth attendants in their communities on a sub-set of these services. The ration-
ale for this rather vertical approach is the lack of a functioning health system in Burma, rendering the emphasis 
on facility-based delivery with skilled attendants unfeasible.

It needs to be assessed whether this strategy is more of a short term solution or whether it has the poten-

ensuring a regulatory framework is required.  Lack of country-level coordination of health training among 
donors, partners, ministries and other actors can impede successful implementation of task shifting; it needs to 
be aligned with the broader strengthening of the health system in order to be successful.  This was observed 

surgery. But these programmes were not part of an overall human resource strategy.

Information

A functioning health information system should ensure reliable and timely provision of information about 
health determinants, health systems performance and health status at all levels of the health system.  This 
system however deteriorates during a protracted crisis with data collection closing down or becoming dysfunc-
tional and therefore meaningless. At the same time, most aid agencies launch their own information collection 
initiatives, often not disseminating or sharing the information.  As a result, in protracted crises and recovery 
there is often no information system as such, but rather a number of information storage by each agency. 
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Medical products, vaccines & technologies

The provision of reproductive health commodities faces several challenges such as increasing demand, insuf-
ficient and poorly coordinated donor funding and inadequate logistic capacity in the countries, not only in 

forecast, finance, procure and deliver them.  This is further challenged by a sharp decline in donor funding 
 In order to improve this situation, an increase in funding as well as lower unit costs is required. 

In addition to the supply system, it is also important to have a consensus regarding the commodities to be 
-

care.  

facilities to store supplies safely and manage them accountably and weaknesses in supply chain management. 
-

tings, requiring training in order requisitioning processes, warehousing and inventory standards and transport  
management.  

Financing

The main reasons that prevent people from seeking health care in any subsystem are financial; in order to 
-

portance.

 

to pay for health care than men. In addition, other informal costs for maternity care, such as gloves, syringes 
and drugs may even be higher than user fees. This means that women who are only able to pay the user fee may 
still receive poor attention.  

remained the same or even decreased. The underfunding of contraceptives, leads to large numbers of unwanted 
pregnancies, induced abortions and maternal death.  

-

 

Leadership

-

and go beyond what was available before the conflict. That vision and the rate at which it can be implemented 
will depend upon the human and resource capacities of the country and the strength of the leadership. A chal-
lenge in health service provision in transition situations is to balance the need to meet the immediate demands 
for health service delivery and the need to adopt a long-term view for health systems development.  

either the service provider or as a steward of the health system, as during recovery, an important process is the 
change in engagement by the international community. In protracted crises humanitarian relief may hardly be 
connected to government services or may even operate in areas outside government control. Recovery aims 
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-

services in peripheral areas. District health teams should have a leading role in the assessment of needs and 

manner with overall health sector policies and regulations in a bottom-up approach in order to secure a large 
coverage of service availability.

HUMANITARIAN PLATFORM

Humanitarian reform

-

the humanitarian response. 
The main components of this reform are:

The cluster approach is a means of coordination and cooperation among humanitarian actors to facilitate 
joint strategic planning. There are eleven clusters in total, one of which is the Health Cluster. At global level, 

approach implies the establishment of a cluster lead agency, assuring a clear system of leadership and account-
-

The cluster serves as a mechanism for coordinated assessments, joint analyses, the development of agreed 
overall priorities, objectives and a health crisis response strategy, and the monitoring and evaluation of the im-

-
tive partners in assessing needs, developing joint strategies and plans for the overall health sector response, 
implementing agreed priority activities, ensuring attention to priority cross cutting issues and adhering to 

for and lead actions in this area. 

with all partners agreeing on the terms of reference, and the organization concerned committing to fulfilling 
the agreed terms of reference. 

Coordination of gender based violence prevention activities needs specific, joint arrangements between 
health and other clusters – primarily the protection cluster. These arrangements should be inclusive and health 
aspects of these cross cutting issues have to be discussed and addressed within the Health Cluster.  

appeal, which is supposed to clearly articulate humanitarian needs, is a tool for structuring a coordinated 
-
-

a CAP can be launched, which is a tool to plan, coordinate, fund, implement and monitor the activities of aid 
organizations.

Prioritization of sexual and reproductive health interventions in the CAP process
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 In addition, health is overall under-
funded in CAPs with less than half of the requested funding in all CAP countries. In Afghanistan, the health 

this did not seem to be targeted towards countries with higher need.

-

by conflict, despite having less need.

needs in conflict and post-conflict settings. A comprehensive study quantifying needs, costs and required re-
sources will be useful in order to channel donor funding appropriately.

-

TOWARDS A FRAMEWORK FOR ACTION

during recovery and protracted crisis, it is necessary to assess and document the coverage of the minimum 
-

-

-
ning process includes development of training curricula for health personnel, strengthening of infrastructure 
and financing mechanisms with elements of solidarity and a procurement system for equipment and supply. 
In order to avoid fragmentation of health service delivery, this planning should not be done individually by 
each agency. Procurement of equipment, data collection and training of health personnel require a bottom-up 
approach with strengthened district health teams who are actively involved in the national assessment and 
planning process. 

This process needs to take place in a sustainable way through strengthening of the local health system and 
local actors as opposed to international actors. This is also reflected in the “two track approach” of the joint 

and on strengthening national health systems.
building blocks, addressing the bottlenecks within each of the blocks. 

-
trict health teams;

6. Implement financing mechanisms with elements of solidarity.
This paper calls for a holistic health systems approach developing a sustainable infrastructure with local 

resources. A prolonged reliance on foreign health care personnel, technologies and supplies may undermine 
the reconstruction of a local healthcare system. Instead, there is a need for change in health system planning 

 This requires a paradigm shift by 
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and a plan to eventually phase out activities. Phasing out needs to be well planned, taking into account that 
international actors cannot leave from one day to the other without having put national actors in the position 
to take over, but also considering that they need to leave at some point in order to give the opportunity to the 
government to take the lead. 

COMPREHENSIVE REPRODUCTIVE HEALTH SERVICES

IC
P

D
C

R
H

C
 1

0
2

C
o
m

p
re

h
e
n
s
iv

e

M
IS

P
U

N
F
P
A

W
H

O
1
0
3

H
e
R

A
M

S
A

re
a
s
 n

o
t 

s
h
a
re

d
 

b
y
 a

ll 
p

ro
g
ra

m
m

e
s

STI & HIV/AIDS

�
 M

a
n
a
g
e
m

e
n
t 
o
f 

re
p
ro

d
u
c
tiv

e
 t
ra

c
t 

in
fe

c
tio

n
s
, 
in

c
lu

d
in

g
 

S
T
Is

 a
n
d
 b

a
rr
ie

r 

m
e
th

o
d
s
 t
o
 p

re
ve

n
t 

in
fe

c
tio

n

�
 H

IV
 p

re
ve

n
tio

n
, 

p
a
rt
ic

u
la

rly
 f
o
r 

p
re

g
n
a
n
t 
w

o
m

e
n

�
 S

e
xu

a
lly

 

tr
a
n
s
m

itt
e
d
 

in
fe

c
tio

n
s
: 

p
re

ve
n
tio

n
 a

n
d
 

tr
e
a
tm

e
n
t

�
 H

IV
/A

ID
S

: 

p
re

ve
n
tio

n
, 

vo
lu

n
ta

ry
 

c
o
u
n
s
e
lin

g
 &

 

te
s
tin

g
, 
p
re

ve
n
tio

n
 

o
f 
m

o
th

e
r-

to
-c

h
ild

 

tr
a
n
s
m

is
s
io

n
 &

 

re
fe

rr
a
l

�
 F

a
m

ily
 p

la
n
n
in

g
: 

a
ll 

m
e
th

o
d
s
, 

in
c
lu

d
in

g
 lo

n
g
-t

e
rm

 

a
n
d
 p

e
rm

a
n
e
n
t,
 

&
 e

m
e
rg

e
n
c
y 

c
o
n
tr
a
c
e
p
tio

n

�
 C

o
m

p
re

h
e
n
s
iv

e
 

S
T
I p

re
ve

n
tio

n
 

&
 t
re

a
tm

e
n
t 

s
e
rv

ic
e
s
, 
in

c
lu

d
in

g
 

S
T
I s

u
rv

e
ill
a
n
c
e
 

s
ys

te
m

s

�
 C

o
m

p
re

h
e
n
s
iv

e
 

H
IV

 s
e
rv

ic
e
s
 a

s
 

a
p
p
ro

p
ria

te

�
 C

a
re

, 
s
u
p
p
o
rt
 

&
 t
re

a
tm

e
n
t 
fo

r 

p
e
o
p
le

 li
vi

n
g
 w

ith
 

H
IV

/A
ID

S

�
 A

w
a
re

n
e
s
s
 o

f 

p
re

ve
n
tio

n
, 
c
a
re

 &
 

tr
e
a
tm

e
n
t 
s
e
rv

ic
e
s
 

fo
r 
S

T
Is

, 
in

c
lu

d
in

g
 

H
IV

�
 C

o
m

m
u
n
ity

 

e
d
u
c
a
tio

n

�
 P

re
ve

n
tio

n
 &

 

tr
e
a
tm

e
n
t 
o
f 

re
p
ro

d
u
c
tiv

e
 t
ra

c
t 

in
fe

c
tio

n
s
 &

 S
T
Is

 

in
c
lu

d
in

g
 H

IV
/A

ID
S

�
 M

a
n
a
g
e
m

e
n
t 
&

 

p
re

ve
n
tio

n
 o

f 
S

T
Is

, 

in
c
lu

d
in

g
 H

IV
, 

re
p
ro

d
u
c
tiv

e
 t
ra

c
t 

in
fe

c
tio

n
s
, 
c
e
rv

ic
a
l 

c
a
n
c
e
r 
&

 o
th

e
r 

g
yn

a
e
c
o
lo

g
ic

a
l 

m
o
rb

id
iti

e
s

�
 S

yn
d
ro

m
ic

 

m
a
n
a
g
e
m

e
n
t 
o
f 

S
T
Is

�
 S

ta
n
d
a
rd

 

p
re

c
a
u
tio

n
s

�
 A

va
ila

b
ili
ty

 o
f 
fr
e
e
 

c
o
n
d
o
m

s

�
 P

ro
p
h
yl

a
xi

s
 &

 

tr
e
a
tm

e
n
t 
o
f 

o
p
p
o
rt
u
n
is

tic
 

in
fe

c
tio

n
s

�
 H

IV
 c

o
u
n
s
e
lli
n
g
 &

 

te
s
tin

g

�
 P

M
T
C

T

�
 A

R
T

�
 H

IV
 c

o
u
n
s
e
lli
n
g
 &

 

te
s
tin

g

�
 P

M
T
C

T

�
 A

R
T

�
   S

ta
n
d
a
rd

p
re

c
a
u
tio

n
s

Maternal & newborn health

�
 P

re
g
n
a
n
c
y,

 d
e
liv

e
ry

 

&
 n

e
o
n
a
ta

l c
a
re

�
 S

k
ill
e
d
 b

irt
h
 

a
tt
e
n
d
a
n
ts

�
 W

id
e
s
t 
a
c
h
ie

va
b
le

 

ra
n
g
e
 o

f 
s
a
fe

 &
 

e
ff
e
c
tiv

e
 f
a
m

ily
 

p
la

n
n
in

g
 m

e
th

o
d
s

�
 E

m
e
rg

e
n
c
y 

o
b
s
te

tr
ic

 

c
a
re

: 
b
a
s
ic

 &
 

c
o
m

p
re

h
e
n
s
iv

e
 

e
m

e
rg

e
n
c
y 

o
b
s
te

tr
ic

 c
a
re

, 

in
c
lu

d
in

g
 p

o
s
t-

a
b
o
rt
io

n
 c

a
re

�
 A

n
te

n
a
ta

l c
a
re

�
 P

o
s
t 
n
a
ta

l c
a
re

�
 S

k
ill
e
d
 a

tt
e
n
d
a
n
ts

 

(m
id

w
iv

e
s
, 
n
u
rs

e
s
, 

d
o
c
to

rs
) 
in

 

p
e
rf
o
rm

in
g
 E

m
O

N
C

�
 F

a
m

ily
 p

la
n
n
in

g
/

b
irt

h
 s

p
a
c
in

g
 

s
e
rv

ic
e
s

�
 A

n
te

n
a
ta

l c
a
re

, 

s
k
ill
e
d
 a

tt
e
n
d
a
n
c
e
 

a
t 
d
e
liv

e
ry

, 
a
n
d
 

p
o
s
tn

a
ta

l c
a
re

�
 M

a
n
a
g
e
m

e
n
t 

o
f 
o
b
s
te

tr
ic

 

&
 n

e
o
n
a
ta

l 

c
o
m

p
lic

a
tio

n
s
 a

n
d
 

e
m

e
rg

e
n
c
ie

s

�
 P

re
ve

n
tio

n
o
f 

a
b
o
rt
io

n
 &

 

m
a
n
a
g
e
m

e
n
t 
o
f 

c
o
m

p
lic

a
tio

n
s
 

re
s
u
lti

n
g
 f
ro

m
 

u
n
s
a
fe

 a
b
o
rt
io

n

�
 A

n
te

n
a
ta

l, 
p
e
ri-

n
a
ta

l &
 p

o
s
tn

a
ta

l 

c
a
re

/s
k
ill
e
d
 b

irt
h
 

a
tt
e
n
d
a
n
c
e

�
 H

ig
h
 q

u
a
lit

y 

s
e
rv

ic
e
s
 f
o
r 
fa

m
ily

 

p
la

n
n
in

g
 in

c
lu

d
in

g
 

in
fe

rt
ili
ty

 s
e
rv

ic
e
s

�
 E

m
O

C

�
 F

a
m

ily
 p

la
n
n
in

g

�
 A

n
te

n
a
ta

l c
a
re

�
 S

k
ill
e
d
 c

a
re

 d
u
rin

g
 

c
h
ild

 b
irt

h
 f
o
r 
c
le

a
n
 

&
 s

a
fe

 n
o
rm

a
l 

d
e
liv

e
ry

�
 E

s
s
e
n
tia

l n
e
w

b
o
rn

 

c
a
re

�
 L

e
g
a
l &

 s
a
fe

 

a
b
o
rt
io

n

�
 P

re
ve

n
tio

n
 &

 

tr
e
a
tm

e
n
t 
o
f 

in
fe

rt
ili
ty

 

�
 A

d
o
le

s
c
e
n
ts

’ 
R

H
 

s
e
rv

ic
e
s

�
 T

re
a
tm

e
n
t 
o
f 

o
b
s
te

tr
ic

 fi
s
tu

la



18

IC
P

D
C

R
H

C
 1

0
2

C
o
m

p
re

h
e
n
s
iv

e

M
IS

P
U

N
F
P
A

W
H

O
1
0
3

H
e
R

A
M

S
A

re
a
s
 n

o
t 

s
h
a
re

d
 

b
y
 a

ll 
p

ro
g
ra

m
m

e
s

Maternal & newborn health

�
 S

a
fe

, 
le

g
a
l a

b
o
rt
io

n

�
 M

a
te

rn
a
l n

u
tr
iti

o
n

�
 E

s
s
e
n
tia

l o
b
s
te

tr
ic

 

c
a
re

�
 P

re
ve

n
tio

n
 

�
 P

re
ve

n
tio

n
 o

f 

in
fe

rt
ili
ty

�
 I
n
c
ra

s
e
d
 a

c
c
e
s
s
 

to
 b

a
s
ic

 E
M

o
N

C
 

&
 c

o
m

p
re

h
e
n
s
iv

e
 

E
m

O
N

C

�
 S

o
u
rc

in
g
 &

 

p
ro

c
u
re

m
e
n
t 
o
f 

c
o
n
tr
a
c
e
p
tiv

e
 

s
u
p
p
lie

s

�
 S

ta
ff
 t
ra

in
in

g

�
 C

o
m

p
re

h
e
n
s
iv

e
 

fa
m

ily
 p

la
n
n
in

g
 

p
ro

g
ra

m
m

in
g

�
 C

o
m

m
u
n
ity

 

e
d
u
c
a
tio

n

�
 E

a
rly

 d
ia

g
n
o
s
is

 &
 

tr
e
a
tm

e
n
t 
fo

r 
b
re

a
s
t 

&
 c

e
rv

ic
a
l c

a
n
c
e
r

�
 P

ro
m

o
tio

n
,

e
d
u
c
a
tio

n
 &

 

s
u
p
p
o
rt
 f
o
r 

e
xc

lu
s
iv

e
 b

re
a
s
t 

fe
e
d
in

g

�
 P

re
ve

n
tio

n
 &

 

a
p
p
ro

p
ria

te
 

tr
e
a
tm

e
n
t 
o
f 
s
u
b
-

fe
rt
ili
ty

 &
 in

fe
rt
ili
ty

�
 A

c
tiv

e
 

d
is

c
o
u
ra

g
e
m

e
n
t 
o
f 

h
a
rm

fu
l p

ra
c
tic

e
s
 

s
u
c
h
 a

s
 f
e
m

a
le

 

g
e
n
ita

l c
u
tt
in

g

�
 A

d
o
le

s
c
e
n
t 
s
e
xu

a
l 

&
 r
e
p
ro

d
u
c
tiv

e
 

h
e
a
lth

�
 E

ff
e
c
tiv

e
 r
e
fe

rr
a
l 

s
ys

te
m

�
 M

a
n
a
g
e
m

e
n
t 
o
f 

c
o
m

p
lic

a
tio

n
s
 o

f 

u
n
s
a
fe

 a
b
o
rt
io

n
/ 

s
a
fe

 a
b
o
rt
io

n
; 

e
lim

in
a
tin

g
 u

n
s
a
fe

 

a
b
o
rt
io

n

�
 C

o
m

p
re

h
e
n
s
iv

e
 

e
s
s
e
n
tia

l o
b
s
te

tr
ic

 

c
a
re

�
 P

o
s
t 
p
a
rt
u
m

 c
a
re

�
 C

o
m

p
re

h
e
n
s
iv

e
 

a
b
o
rt
io

n
 c

a
re

�
 P

re
ve

n
tio

n
 &

 

tr
e
a
tm

e
n
t 
o
f 
fe

m
a
le

 

g
e
n
ita

l m
u
til

a
tio

n

 
Sexual & gender based violence

�
 G

e
n
d
e
r-

b
a
s
e
d
 

vi
o
le

n
c
e
: 
m

e
d
ic

a
l 

re
s
p
o
n
s
e
 &

 r
e
fe

rr
a
l

�
 E

xp
a
n
d
e
d
 m

e
d
ic

a
l, 

p
s
yc

h
o
lo

g
ic

a
l 

s
o
c
ia

l &
 le

g
a
l c

a
re

 

fo
r 
s
u
rv

iv
o
rs

�
 P

re
ve

n
tio

n
 a

n
d
 

m
a
n
a
g
e
m

e
n
t 
o
f 

o
th

e
r 
fo

rm
s
 o

f 
G

B
V
, 

in
c
lu

d
in

g
 d

o
m

e
s
tic

 

vi
o
le

n
c
e
, 
fo

rc
e
d
/

e
a
rly

 m
a
rr
ia

g
e
, 

fe
m

a
le

 g
e
n
ita

l 

m
u
til

a
tio

n

�
 C

o
m

m
u
n
ity

 

e
d
u
c
a
tio

n

�
 M

e
n
 a

n
d
 b

o
ys

 

e
n
g
a
g
e
d
 in

 G
B

V
 

p
ro

g
ra

m
m

in
g

�
 P

re
ve

n
tio

n
 &

 

m
a
n
a
g
e
m

e
n
t 
o
f 

g
e
n
d
e
r-

b
a
s
e
d
 

vi
o
le

n
c
e

�
 C

lin
ic

a
l 

m
a
n
a
g
e
m

e
n
t 
o
f 

ra
p
e
 s

u
rv

iv
o
rs

 

(in
c
lu

d
in

g
 

p
s
yc

h
o
lo

g
ic

a
l 

s
u
p
p
o
rt
)

�
 E

C

�
 P

E
P

�
 P

re
ve

n
tio

n
 &

 

m
a
n
a
g
e
m

e
n
t 
o
f 

G
B

V
: 
E

C
 a

n
d
 P

E
P



19

REFERENCES

International Family Planning 
Perspectives

Disasters

 3. Health Action in Crises, ed. Health recovery in transition. Report of a WHO global consultation. Geneva: World 

Health cluster guidance note on health recovery. Geneva: World Health 

Occasional Papers

health in sub-saharan Africa. Journal of the Royal Society of Medicine
List of fragile states 2007 (

report on tracking coverage of interventions. Lancet
The state of world population 

2008

address violence aganist women. International Journal of Obstetrics and Gynaecology
American Journal of Obstetrics and 

Gynecology
International Journal of 

Gynecology and Obstetrics

gynecological fistula. Social Science & Medicine

Reprod Health,
Report of an inter-agency global 

evaluation of reproductive health services for refugees and internally displaced persons

Reproductive Health Matters

Reproductive Health Matters

In Giles W, Hyndman J, eds. Sites of violence: gender and conflict zones

Reproductive Health 
Matters

Disasters

Africa. Emerging Themes in Epidemiology

Emerging Themes in Epidemiology

International Journal of STD & AIDS
Network Paper. London: 

Reproductive Health Matters
Lancet, 

Health Policy
Lifesaving reproductive health care: ignored and 

neglected. Assessment of the Minimum Initial Service Package (MISP) of reproductive health for Sudanese refugees in 
Chad



20

Reproductive health priorities in an emergency. Assessment of the Minimum Initial Service 
Package in tsunami-affected areas in Indonesia

Reproductive Health Matters
IAWG 2008 Meeting Report.

Sexual and reproductive health core package of 
activities in MSF projects

 33. Matthews J. Minimum Initial Service Package (MISP) for reproductive health in crisis situations: a distance learning 
module

Reproductive health: policies and practices. Case studies: Brazil, India, Morocco, and 
Uganda

Health Policy and Planning
Reprod 

Health

American Journal of Public Health
International Family Planning 

Perspectives

Gender, population and development
Journal of 

Family Welfare

Reproductive Health Matters
Reprod Health

health insurance scheme in Thailand: Match and mismatch of need, demand and supply. Health Policy and 
Planning

WHO-UNFPA-UNICEF-World Bank joint country support plan for accelerated 
implementation of maternal and newborn continuum of care

Reproductive health coordination gap, services ad hoc: 
Minimum Initial Service Package (MISP) assessment in Kenya

Development Bulletin
Hands up for health 

workers

project in the Democratic Republic of the Congo. In Voices from the village: Improving lives through CARE’s sexual 
and reproductive health programs

IPPF Medical Bulletin

Analysing disrupted health sectors - A modular manual

to scaling-up. International Journal of Development

resource settings. Journal of Midwifery & Women’s Health
Rehabilitating health systems in post-conflict countries

Everybody’s business - strengthening health systems to improve health outcomes - 
WHO’s framework of action

Emergency obstetric care: critical need among populations 
affected by conflict

Bull World 
Health Organ

reproductive health services. Reproductive Health Matters



21

A basic package of health services for 
Afghanistan

Maternal, neonatal and reproductive health 
stategy action plan 2008-2011

Health Sector Strategic Plan II 2005/06 – 2009/2010 Volume I. 

The basic package of health and social welfare services. 

The vital role of the private sector in reproductive health, in PSP-One Policy Brief. Washington. D.C.: 

Contracting-out reproductive health and family planning services: contracting management and operations. 

management information system. Health Policy and Planning
HNP Discussion Paper. Washington DC: The 

 66. Berman P, Rose L. The role of private providers in maternal and child health and family planning services in 
developing countries. Health Policy and Planning

in Cambodia. In A.D. Bank, ed. ERD Policy Brief Series
Contracting health services in Afghanistan: Can the twin objectives of equity and efficiency really be 

reached?
British Medical Journal

Bull World 
Health Organ

framework. Health Policy
Social Science & Medicine

reconstruction. Management Sciences for Health
Analysing disrupted health sectors - A modular manual. Geneva: World Health 

International Journal of Gynecology and Obstetrics
article in press.

Guide to health workforce development in post-conflict environments

Lancet

Reprod Health
Human Resources for Health, 

New England Medical 
Journal

Reproductive Health Matters
Analysing 

disrupted health sectors - A modular manual

Meeting the challenge: securing contraceptive supplies. New York: 

Donor support for contraceptives and logistics

Meeting the challenge: securing 
contraceptive supplies

UNFPA Côte d’Ivoire global logistics assessment report
UNFPA Liberia Supply Chain Report

The Millennium Development Goals: A Latin American and Caribbean perspective



22

innovations. Journal of Family Planning and Reproductive Health Care

Reproductive Health 
Matters

Sexual and reproductive health funding: donors and restrictions. Lancet
Financing sexual and reproductive health-care services. Geneva: World Health 

Health in crises: Programming for transition. Washington, 

Health Cluster Guide. A practical guide for country-
level implementation of the health cluster

Introduction of Flash, CERF and CAP. Humanitarian Reform, Resources and 

Lancet
PLoS 

Medicine

PLoS Medicine
Sustaining healthcare systems in post-conflict environments. In Center for Stabilization and 

Reconstruction Studies, ed. Sustaning healthcare systems in post-conflict environments. Monterey, California: 

Forced Migration 
Review

Reproductive health strategy



23

Lessons learned from case studies on sexual and reproductive 

health in health recovery

-

-

eroded food and health security and seriously damaged the infrastructure. The health care system of the east-

All are developing countries and had under-financed and weak health care systems prior to the conflicts. 

governments did not appear to be in a position to respond to the health crises of their countries in a structured 
way. Particularly the weak infrastructures challenged the reconstruction of the health care systems. This task 

partners and funding can pose a risk to the recovery process. 

the way of dealing with these challenges. 

SEXUAL AND REPRODUCTIVE HEALTH SERVICE DELIVERY

capital city had poor training and were badly equipped. The main challenge as described in all case studies is 
the depleted infrastructure. The entire health system was often further challenged by vertical programmes and 
fragmented funding for selected diseases.

delivery.
Major challenges in all countries are high fertility rates combined with a low percentage of skilled birth 

conflict and recovery. Particularly family planning has not been a priority.

-

epidemic proportions and was used as a tool of ethnic cleansing. This also reflects the breakdown in law and 
order in these countries. In addition to the increased risks and the lack of services, widespread malnutrition 
has further eroded the health of women, especially the health of pregnant women.

 
Use of the MISP

or national governments. This may reflect the relatively low priority given to reproductive health by many hu-
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manitarian relief organizations and countries but also the poor distribution of information and education on 

Priority to the MISP or comprehensive services

Most planning for reproductive health services as described in the case studies was focused on introducing 

-

-
-

on which these comprehensive services could be built upon in order to provide any high degree of coverage. 

therefore had a number of implications. Planning for comprehensive services for which there are few funds, 
-

dition, it is unlikely that any good coverage by comprehensive services will be achieved within a medium term 
timeframe. 

needed rehabilitation and were in no condition to sustain the delivery of reproductive health or any other 
services.6 In DRC where fighting continues, health personnel losses and destruction of health care facilities 
continue to be a problem and together with the broader insecurity, have become major stumbling blocks to 
any progress. 

INFORMATION

-
-

data. Thus, mortality rates being used today tend to be based on population estimates that in some cases may 

countries, the national health information system in is just developing and most information gathering is still 

-
ery or reconstruction of services. However, the available data estimates point to an overall situation of social 

HUMAN RESOURCES 

In all case studies, the loss of trained health care workers appears to have been another key factor in the dete-
-

to a combination of forced displacement, injury and death. Lack and uneven distribution of health workers, 

services of particular importance is the lack of certified midwives but also medical doctors. This situation is 

personnel. 

much remains to be done by both national government and international groups. 
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assisted by a skilled birth attendant. The distribution of remaining personnel is highly uneven and outside the 
capital city, the ratio of midwives to women falls dramatically.  

health workers in the region, few have had any adequate training to meet the reproductive health needs of the 
population which is growing quickly as a result of the encouraged return of refugees. 

-

favouring doctors who are unlikely to work in rural areas or in the field of reproductive health.  The situation 

they require.

MEDICAL PRODUCTS 

products and technology and the capacity in these countries in terms of planning, procurement, storage and 
distribution remains highly limited. Reproductive health products and technology are particularly precarious. 
The recovery of the logistic system and the management of supplies takes a significant amount of time, result-

In most cases, medical products, equipment and health facilities were looted or destroyed during the  
conflict which significantly hinders the re-establishment of a functional health care system. In Afghanistan  

-

contraception.  

commodity security by assisting in the development of a warehousing system. Despite these large donors and 
the progress they are making, there remain major and widespread deficiencies in the physical and human 

-

in combination with a free drugs policy, is already resulting in better stock availability and improved public 

problem. 

FINANCING 

In most of the case studies financing of health care services in general, and reproductive health services in 

In terms of policies, there are positive measures taken in Nepal and Liberia. Nepal formulated a free drug 
policy as well as support for transport costs. Liberia abandoned user fees in all health facilities which resulted 
in a quick increase in services uptake. 

LEADERSHIP AND GOVERNANCE

-
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-

the plans that have been formulated. 
However, progress has been documented in some of the countries. In Liberia the government and its min-

are proving useful to the recovery process and the mobilization of resources. 
At the end of the conflict, Nepal developed proactive policies geared towards poverty reduction and pro-

motion of maternal health in vulnerable populations. The Interim Constitution has legalized abortion and 
 
 

providers. 

GENERAL ISSUES EMERGING FROM THE CASE STUDIES AND CONCLUSIONS

adequately implement these policies. The case studies indicate that all the work that has gone on over the past 
-

tive results in terms of policy formulation, but the challenge of implementation has still not been taken up sys-
tematically by all stakeholders � including countries and humanitarian relief as well as development agencies. 

conflict health services and further post-conflict degradation. Most of the countries in the study had poor 
health infrastructures which contributed to the poor health of their populations reflected in persisting high 
rates of maternal mortality. In all of these countries the number of women delivering with the assistance of a 
trained health care provider was very low and this became even more so as a result of the conflict. 

taking it systematically on board in their relief and post-conflict recovery activities. More work therefore needs 

countries in protracted crisis and recovery, governments and the international community will have to find 
-

services during recovery. 
It seems that many national and international partners tend to move quickly to planning for comprehen-

Many of them have occurred in economically poor countries; others have erupted in countries trying to move 
quickly from one politico-economic system to another. In almost all cases, they have occurred in countries 
and in settings where national health, educational and public service systems were already under-financed, 

populations within these countries were not well covered by quality health care services. 

-

allocated will remain crucial. 

NOTES

Lancet
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Liberia Demographic Health Survey 2007/8. Government of Liberia.
3.   Sudan Household and Health Survey (SHHS) 2007.

An assessment on impact of conflict on delivery of health services

Rapid assessment of the health situation in Liberia.
National policy on skilled birth attendants.

Afghan National Health Resources Assessment 2002.
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Report on the expert consultation held in Granada, 28–30  

September 2009

PLENARY SESSIONS

Introduction

The objectives of the Granada Consultation were:

and transition situations;

-

the participants reached the Granada Consensus, which conveys priorities for action in order to address the 

Framework on sexual and reproductive health during protracted crises and recovery 

Due to non-sustainable interventions, protracted crises and recovery periods are oftentimes characterized by a 
regression of service coverage as humanitarian activities put in place during the acute relief has come to an end. 
Chronic underdevelopment, weak ownership by national actors and overwhelming influence of international 
actors further jeopardize the situation. Governments are not necessarily committed to health, whether politi-
cally or financially, which means that while it is important to secure service provision and fill gaps, it is crucial 
to build national capacity and to strengthen the health system as a whole. This is important as leadership and 

the last to be dealt with, are also the most important areas in recovery. 

not yet fully operational. This implies the need to have a greater link between humanitarian and development 
actors. In addition, it is also important to take into consideration the changes that have taken place over the 
past few years, following the humanitarian reform, and that call for increased partnership between agencies, 

 
areas and long-term objectives to build institutional capacity for improving health system performance. 
Planning and implementation need to take place as a bottom-up approach, starting at local and district level 
rather than national level. This approach fosters sustainability and helps implementing focused strategic ac-

demographic and epidemiological profile is required for planning health interventions during protracted crises 

should include an assessment of:
�
� population indicators;
� economic situation;
� health system issues, such as policies, supply, etc. 

The importance of this process is to tie data to action, base interventions on a demographic and epide-

emergencies, there are none for post-conflict situations. 
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The transition from relief to development calls for a recovery strategy before full-fledged services can be 

one hand, it is important to secure quick, equitable and sustainable scaling up of health service provision both 
in terms of coverage and type of services, and on the other hand, it is necessary to strengthen the health sys-
tem, which implies an increase of national capacity building. This dualism could be referred to as the “recovery 
imperative”. 

Purchasing and financing sexual and reproductive health services during protracted  

crises and recovery

� Vertical programmes, with earmarked resources designated to attack one or a few health problems; 
� Increasing interest in shifting from vertical programmes to a horizontal multi-problem approach, by 

under the umbrella of reproductive health services require such an approach.
The rationale for moving from a vertical to an integrated approach is that the integrated programmes  

and equitable. However, this paradigm shift still faces significant challenges:
�
�

requires political will, motivation and capacity;
� -

ity of care;
�
� Providing continuous supply of commodities and equipment to all service delivery levels is required;
�

The concept of basic health service packages has been increasingly popular in post-conflict countries; 
-

-
tal health, and youth-specific topics. The general debate surrounding the contracting-out of services was 
centred on the aim of rapidly increasing the scale-up of services while simultaneously improving the qual-

 

-

governments or donors for fear of losing contracts. The competitive bidding process leads to ambitiously small 

-

-

-

impact of users fees on service uptake. Lack of finance is the major reason given by individuals as to why their 
household members could not access health facilities even though they needed to. 
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There has been increasing calls from a range of bilateral as well as multilateral donors for free at point of 
access services for woman and children. It is not clear what this package of free care would support and how 

-

financing initiatives – this will require lobbying to convince donors to commit more money to health and 

community-based insurance should also be tested. 

Human resources for sexual and reproductive health services during protracted  

crises and recovery

Protracted crises and recovery have a profound impact on the health workforce. Human resources for health 
-

destroyed. Ad hoc training of health cadres practicing beyond their scope of practice can result in the prolifera-
tion of false certification. 

necessary to rebuild the human resources systems. This is commonly undermined by ad hoc emergency ap-

protracted crises on the education system, health sciences and the basic knowledge of the health workers. This 
emergency approach to producing persons to deliver reproductive health services is usually applied to meet 
targets defined by available donor funding timetables. There is lack of coordination of provision of training 

system and educational standards. The lack of standardization of training results in lack of accreditation of 
training. 

In addition to parallel trainings, the employment of large numbers of health workers outside the health 

service delivery.
Human resource is an important component in the re-establishment of the health system during protract-

funding time frames requiring quick results, as well as to promote a healthy balance between meeting the im-

Field experiences

could be identified. 
In most settings, pre-war health infrastructure was poor and showed great inequities, with health services 

This indicates that there was a great need for technical support and capacity building from international actors 

of cadres lower than midwives will not contribute to the reduction of maternal and neonatal mortality.
Health recovery was further challenged by weak administrative structures and planning capacity; the large 
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and to strengthen the health system at all levels while pursuing integrated activities. Moreover, funding should 
be aligned with overall capacity-building of the health system. Improved predictability of health sector funding 

International funding and advocacy

developed countries. 

a reason for concern, as this funding mainly goes to ARVs, but not to health system development. In order to 
revitalize funding for family planning, general advocacy using demographic data is required. 

FIGURE 1. ANNUAL AVERAGE TOTAL SRH ODA DISBURSEMENT (US$ MILLION)
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from indirect activities. It was recommended to continue the analysis for the last three years, taking into con-
sideration common humanitarian funds. Moreover, data only showed donor disbursement data rather than 

-
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Advocacy for sexual and reproductive health 

the use of data and findings from the field combined with concrete recommendations are a strong advocacy 
tool. It has further shown to be successful to establish strategic alliances and to identify “champions”, i.e. success 
stories from countries.

It is recommended to take opportunities to link in with those issues that have the attention of the inter-
national community, such as the millennium development goals. An early engagement of the development 
community in recovery processes is crucial. Here it is important to find common grounds and reach out to 

outside of their own comfort zone and engage other actors and make them understand why it is in their interest 

In order to communicate a stronger message, it is necessary for advocates to get clarity about some of the 

-
tors may be more useful than impact measurements.

-

family planning issues. 
 

victims are dead or disabled, other groups such as husbands and children need to be used in the communication.

WORKING GROUPS

Service delivery

-

-
ian and development sectors and will require a re-assessment of international and national responses to health 

and an assessment of availability of human resources, equipment and health facility needs. During this proc-

-

humanitarian actors, but also in politics and structures of humanitarian action and approach in relief. 

Recommendations

�
� Health system strengthening and community participation must be stressed.
�

and health system strengthening need.
�

national authorities.
�

Health workforce

Health workers are “human beings” whose psychosocial needs and overall well-being should be addressed. 
In order to establish human resources in a post-conflict setting, a development approach is required, which 
implies the establishment of health worker registration systems to capture the number of workers and their 
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consider that building a strong health work force requires collaboration across sectors. This requires the estab-

problem is that there is no reporting, nor assessment of gaps. 

-
tries in conversations about how to promote the return of qualified workers in the diaspora; this includes the 
creation of policies that foster appropriate roles for diasporas and best approaches for transfer of technology 
learned while overseas. 

It might be necessary, as a short-term measure, to consider intensive training to fill gaps, as foreseen in the 

should be mainstreamed into pre-service education, while strengthened. This will require minimum standards 
for training mod

in terms of their training levels, as well as the content of the curricula, including issues such as gender and hu-
man rights, and the supportive environment in terms of clinical sites. All this will require support by regulatory 
frameworks regarding recruitment, retention and performance management. All donors should be aware of 

with local organizations following standards as defined by the ministry of health. It is crucial not to develop 

-
ing is mainstreamed in overall training curricula.

It will be necessary to create professional partnerships between the Ministry of health and professional  
associations to establish health professional issues, such as task shifting, accreditation of training institutes,  
issues related to professional conduct. This will require placing a human resource unit highly within the gov-

-
ment and supervision. 
and training of trainers in any training at the local level. 

are a cross-cutting and multi-sectoral issue and not just a health issue, to support the process described above. 
At the same time, ministries of health, finance, education and justice must collaborate on human resource is-
sues to build a common workforce. 

Recommendations

�

� Recognize that health workers are “human beings” whose psychosocial needs and overall well-being 
should be addressed.

�
� Consider that building a strong health work force requires collaboration across sectors.
�

development.
� Develop regulatory frameworks to support implementation of the policies.
� Consider management, roles and responsibilities in recruitment process.
� Consider issues of safety and security when planning placement, distribution and deployment. 
�
�

shifting” as a mechanism to fill in the gaps, given the poor quality or lack of workforce.

Assessment
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This process requires the capacity for data collection, analyses, interpretation and dissemination in the 
country. However, it is often undermined by lack of funds for data collection, analysis and dissemination and 
therefore utilization.

-
lization of services or coping mechanisms of the population. This implies that there is a need to look beyond 
health and take food security, livelihoods, nutrition, etc. also into consideration. This is further challenged by 

challenge is the use of multiple assessment tools of varying quality in combination with large quantities of data 
not being used. The capacity to produce knowledge out of available data is often not in place. It is therefore im-

monitoring and evaluation systems are not being utilized. In general, throughout the assessment process, it is 
crucial to involve stakeholders from the outset. 

Data should be used to document evidence, as well as to formulate policies. This will require increased 

In every crisis the value of indicators needs to be reviewed and refined. In some cases, some indicators are 

rather low. In this case, other indicators to assess the humanitarian response are required, such as access to care 
or psychosocial aspects and morbidity as well as looking beyond these kinds of indicators, looking at health 

training curricula and training institutions. 

analysing and interpreting collected data. This decision should be done in the Health Cluster with contribu-
tions of all cluster members. 

Recommendations

�
�
�
� Develop culture of data sharing, transparency and dissemination.
�
� Identify opportunities for strategic use of data, specific planning processes such as recovery plans, 

health strategies, poverty reduction strategy papers.

Financing

The main challenge in protracted crises and recovery is to maintain funding during the transition phase. This 

year funding cycles. 
-

-

advocacy, institutional corruption. 

In order to guarantee sustainability, an entirely new role for humanitarian intervention is required, which may 
-

cial institutions in the countries.

Recommendations

�
perspective.

� Advocate for financing recovery rather than transition.
� Address the lack of absorptive capacity of some countries.
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Governance, Policies and Leadership

Leadership needs to be seen at three levels: 
�

government to ensure their ownership; 
�
�

At all three levels the following guiding principles should be adopted:
�
�
�

sectoral policy, planning and action;
�
�

hold key stakeholders to account. 

-

-

system strengthening. Therefore, the humanitarian, transition and development communities should ensure 
continuity through a coordinated and joint actor approach to dialogue, assessment and planning.

The international community needs to support the government and the civil society to develop account-

needs to be promoted as well as sensitive interactions within and between the Health Cluster, humanitarian 
country team, across clusters and interaction with national authorities. 

-

these services. This will require a clear implementation strategy which addresses critical support functions such 
as human resources and financing, as well as intensified support to the main foci of delivery, such as the district 

strategy after handing over to the government.
When developing an implementation strategy, a bottom-up approach should be taken, focusing on gaps 

such as human resources, equipment, logistics etc. It is crucial that the cost of the strategy be assessed before 
its implementation begins. 

Recommendations

�

-

-

-
dinated and joint actor approach to dialogue, assessment and planning.
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CLOSING REMARKS

Ministry of Health of Spain 

from system constraints. These constraints are more present in protracted crisis and post-conflict situations. 
During acute crises, when health systems are weak, some interventions implemented during humanitarian  
action cannot be sustained in the medium term. 

personnel. 

weapon use and trade is therefore important.
In addition, policies that drain resources from developing countries, especially skilled professionals, need 

migration.

Concluding remarks

humanitarian settings is to convene all actors for health in all items in agenda. 

-
municate the outcomes of this meeting as widely as possible and to foster discussions with partners and donors. 
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Annex 1. Agenda of the Granada Consultation

Monday 28 September 

9.00�9.45 OPENING SESSION 

�  Chair: José Ignacio Oleaga, Chairman of the Department of International Health, Escuela Andaluza 

de Salud Pública

9.00−9.30 WELCOMING REMARKS 

�  WHO: Daniel Lopez-Acuña, Director, Recovery and Transition Programmes, Health Action in 

Crises

�  UNFPA: Jemilah Mahmood, Chief, Humanitarian Response Unit

�  Andalusian Regional Ministry of Health: 
and Modernization

9.30−9.45 Introduction of Participants

9.45−11.00 1ST PLENARY SESSION 

�  Chair: Linda Bartlett, Johns Hopkins University

9.45−10.05 Disrupted health systems in protracted crises and recovery: challenges and opportunities 

�  Presentation: Daniel Lopez-Acuña, HAC, WHO

�  Discussant: Iain Aitken, Management Science for Health, Escuela Andaluza de Salud Pública

10.05−10.25 Nature of needs in protracted crises and recovery

�  Presentation: Wilma Doedens, Senior Reproductive Health Coordinator, UNFPA

�  Discussant: Basia Tomczyk, CDC

10.25- 10.45 From MISP to comprehensive reproductive health services/sustaining comprehensive SRH services

�  Presentation: Nevio Zagaria, Coordinator, Recovery and Transition Programmes, Health Action in 

Crises, WHO

 Discussant: Sandra Krause, Director, Reproductive Health Program, Women’s Commission for 

Refugee Women and Children

10.45−11.00 PLENARY DISCUSSION

11.20−13.30 2ND PLENARY SESSION 

�  Chair: Alexis Ntabona, Coordinator, Technical Cooperation with Countries for Sexual and 

Reproductive Health, WHO 

11.20−11.40 Purchasing and financing of SRH services in protracted crises and recovery

�  Presentation: Linda Doull, Director of Health and Policy, Merlin

�  Discussant: Louise Lee-Jones, Marie Stopes International

11.40−12.00 Human resources for SRH service provision in protracted crisis 

�  Presentation: Joyce Smith, Consultant

�  Discussant: Anna Whelan, Associate Professor, School of Public Health and Community 

Medicine University of New South Wales, Sydney

12.00−13.30 Presentations of case studies

�  Afghanistan: Dr. Nader Hassas, Ministry of Public Health

� Nepal: Dr Indira Basnett, Ipas Country Director

�  oPt: Umayyaeh Khammash, Chief of Health, UNRWA Jerusalem

�  Côte d’Ivoire: Abhe Gnagoran, Directeur Coordonateur du Programme National de la Santé de la 

Reproduction, Ministry of Health

�  DRC: Marie Louise Mbo, Director, National Health and Reproduction Programme, Ministry of 

Health

�  Liberia: Naomi Nyitambe, Merlin

�  South Sudan: Makur Kariom, Director of Reproductive Health

�  Sierra Leone: Peter Sikana, UNFPA

13.30−15.00 Lunch break
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15.00−18.00 1ST GROUP WORK SESSION

�  Organization of groups, clarifying objectives of group work; group work

�  Service delivery: MISP−comprehensive reproductive health (also: medical products/supply chain)

�  Health workforce

�  Assessment, ways of prioritizing, collection and use of information

�  Financing

�  Leadership/Governance/ Policy

Tuesday 29 September 

9.00−13.30 3RD PLENARY SESSION 

�  Chair: Rosa Elcarte López, Director Sectorial and Multilateral Cooperation, Spanish Agency for 

International Cooperation for Development

9.00−12.30 Group presentations and discussion

12.30−12.45 Trends in external aid for SRH services in protracted crises and recovery

�  Bayard Roberts, Research Fellow in Conflict and Health, London School of Hygiene and Tropical 

Medicine

12.45−13.00 Advocacy and resource mobilization for sexual and reproductive health

�  Marlou den Hollander, RAISE 

13.00−13.30 PLENARY DISCUSSION

13.30−15.00 Lunch break

15.00−18.00 2ND GROUP WORK SESSION

15.00−18.00 Working groups

�  Consensus on reproductive health service interventions in protracted crisis and recovery

Wednesday 30 September 

9.00−10.30 4TH PLENARY SESSION

�  Chair: Manuel Carballo, Executive Director, International Centre for Migration and Health 

 Recommendations and consensus on sexual and reproductive health in protracted crises and 

recovery

�  Group presentations

10.50−12.30 5TH PLENARY SESSION 

�  Co-Chairs: Jemilah Mahmood, HRU, UNFPA and Daniel Lopez-Acuña, HAC, WHO

12.00−12.30 CLOSING CEREMONY

�  Alberto Infante Campos, Director General for Organization, Coverage and High-level inspection of 

the National Health System, Ministry of Health and Social Policies

�  Daniel Lopez Acuña, HAC, WHO

�  Jemilah Mahmood, HRU, UNFPA
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Annex 2. List of participants

Governmental institutions

Director Coordinator National Reproductive Health 
Programme
Ministry of Health

Ministry of Health
West Bank Gaza

Responsible Area of Health 
Directorate for Multilateral and Multisectoral 

Alberto Infante Campos
Directorate General for Inspection and Coverage 

Mohammad Nadir Hassas
Ministry of Public Health
Afghanistan

Marie Louise Mbo 
Director Coordinator of the National Reproductive 
Health Programme
Ministry of Health
Democratic Republic of the Congo

Germany

Regional Andalusian Health Ministry

Branch 
Centers for Disease Control and Prevention Centers 

International agencies

United Nations Population Fund

Laila Baker*

Response Branch, Programme Division 

Luc Debernis° 

Pam DeLargy
Acting Representative

Wilma Doedens*

Humanitarian Response Branch

Dennia Gayle

Jemilah Mahmood*
Chief Humanitarian Response Branch, Programme 
Division

United Nations International Children’s Fund

Anne Golaz

United Nations High Commissioner for Refugees
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United Nations Relief and Works Agency for Palestine 

Refugees in the Near East

Chief of Health
occupied Palestinian territory

World Health Organization

Islene Araujo°, 

Ivana Boko

Resource Management
Health Action in Crises

Rayana Bouhakah

action

Claudia Garcia Moreno

Health

Management, Health Action in Crises

Daniel Lopez-Acuña*

Management, Health Action in Crises

Coordinator, Department of Reproductive Health

Chen Reis°

Lisa Thomas*

Health

Dörte Wein*

Management, Health Action in Crises

Nevio Zagaria*

Development, Health Action in Crises

and Resource Management, Health Action in Crises

Academic institutions

Escuela Andaluza de Salud Pública 

Granada, Spain

Iain Aitken

Doreen Carroll
Administrative Assistant

Maria Gracia Roca 

Liliana Palacios García
Consultant

Maria Agustin Pando Letona

Director Area of International Health

Other academic institutions

Linda Bartlett

Department of International Health

Marleen Bosmans

International Center for Reproductive Health Ghent 

Belgium

Bayard Roberts

Anna Whelan

Community Medicine 

Australia
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Non governmental organizations 

Indira Basnett
Country Director Ipas
Nepal

Manuel Carballo*

Migration and Health

Amjad Iraqui°
Intern, International Centre for Migration and 
Health

Marlou den Hollander*

Linda Doull

Naomi Nyangetha Nyitambe
Reproductive Health Coordinator Merlin
Liberia

Reproductive Health Program Director

Children

Malaysia

Ashley Wolfington
International Rescue Committee

* participant at both consultations
° participant at follow-up meeting only
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Granada Consensus on sexual and reproductive health 

in protracted crises and recovery

More than a third of maternal deaths worldwide occur in crisis settings. In protracted crises and recovery there 
is a lack of access to basic and comprehensive emergency obstetric services and only a small proportion of de-
liveries in these situations are attended by skilled health providers. There is further a lack of adequate services 

-

th -
-

identified the following priorities for action:

and in the recovery after conflict and natural disasters is a quick, equitable and sustainable scaling-

strengthening occurring within the framework of harmonized and coherent cross-sectoral policy, 

populations, to prevent regression of coverage during the recovery period and to strengthen the health 
system to better withstand any future crises. 

-
ties to be implemented at the onset of every emergency. It forms the starting point for all reproductive 

assured as a solid foundation for a wider scope of interventions during protracted crises and recovery. 
This is a gradual process that requires critical interventions for strengthening the performance of the 

to the specific circumstances. This necessitates better assessment of the needs both in terms of health 
outcomes and of coverage of services; scaling up service provision through comprehensive primary 
health care emphasizing the local district operations using evidence based approaches; addressing the 
human resources dimension, including standardized training for health workers and strengthening 

organizations.

humanitarian and developmental actors and institutions are required as early as possible in order to 
prevent the drop of coverage of services and to sustain health system recovery. This needs a true part-

This will entail breaking the humanitarian and development compartments and bringing all stakehold-
ers, national and international, including donors, into a more concerted support of more solid and 
sound health recovery policies, strategies and action plans that can create the necessary economies of 

-

populations in protracted crises and recovery is necessary. 
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and developing action plans and programmes to scale-up services. Partnerships at global and country 
level have a fundamental responsibility to support and strengthen the capacity of national and local 
actors to ensure involvement and ownership of communities and individuals.
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From consultation to action

the follow-up to the Granada Consultation and the implementation of the Granada Consensus. Participants 
agreed on the following points:

on which countries and agencies can scale up their work in this area. 

-
ernments alike should be encouraged to give more attention to the special needs of women and girls 

 
-

covery and reconstruction. Therefore more information must be made available on the promotion and 

partners in the process. 
-

what should be done and by whom. 

-
proach by national authorities. 

GRANADA CONSENSUS POINTS 

Participants to the follow-up meeting reviewed the four points endorsed by the Granada Consensus and drew 
the following conclusions: 

Point 1: Mainstream SRH in all health policies and strategies that aim to revitalize the health system during the 
recovery period and/or protracted crises.

-

-
moted as an integral component of humanitarian relief and recovery action, and as a key to broader 
sustainable development. 

recovery situations.
-

plementation options available to governments and agencies. More work is called for to identify and 

planned as an integral part of the relief and recovery process.

include details on the type of commitments required to create and sustain adequate infrastructure for 

Point 2: Achieve sustainable consolidation and expansion of SRH services in protracted crises and recovery 
situations.

adequately the challenges associated with its implementation.

services during recovery.
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care must be promoted.

be done to define criteria and help countries strengthen their capacity in this area, including policies, 
strategies and plans and their implementation. 

Point 3: Secure the commitment of humanitarian and development actors to bridge the current service delivery 
and funding gaps. 

the actions required for its implementation.

and where necessary convene key actors for briefing on the roles that each of them can fill.

and guidelines. 

Point 4: Recognize and support the leadership of national and local authorities, communities and beneficiaries in 
ensuring SRH.

commodities, pre-crisis training of personnel should be a priority.

RECOMMENDATIONS 

Advocacy

the transition from crisis to recovery, much can and should already be done to support governments in more 

service systems, the outcome is likely to be far worse than for countries that have allocated human and financial 
resources to the challenge as part of their development agendas. 

Country support

upon, and severe limitations in terms of equipment and other resources. Providing support to these countries 

play an instrumental role in helping countries to define the magnitude of needs, their location and optional 
ways of reaching people with special needs and vulnerability. 
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-
lem, helping devise responsive plans, mobilizing the resources needed and implementing and monitoring the 
progress made. As seen in the case studies, the major challenge at country level is the development sound and 

should therefore focus on the formulation of realistic policies and facilitation of their implementation.

Technical support

-

result reports.
Not all protracted crisis and recovery situations will be simple to define or manage and all organizations 

From MISP to Comprehensive SRH Services

-

understanding of what it entails – from a human, technical and financial resources and infrastructure perspec-
tive – in setting up and sustaining such services. 

They do this through both technical documentation and briefings and training aimed at national authorities, 
-

Preparedness

-

-
plies. This is in turn should be accompanied by training in themes such as warehousing and the management 

NOTES

society in general.
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