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Noncommunicable diseases (NCDs) – including cardiovascular diseases, cancers, diabetes, mental ill-
health and chronic respiratory diseases – are highly prevalent in humanitarian settings. In 2017, 
NCDs accounted for 24 to 68 percent of the mortality in migrants from the most common countries 

of migrant origin, consisting of Syria, Afghanistan, South Sudan, Myanmar, and Somalia [1]. About one-fifth 
of those living in humanitarian settings suffer from mental ill-health, such as depression, anxiety and post-
traumatic stress disorder [2].

Mental ill-health and physical NCDs are often linked by the underlying individual, community, and societal 
factors, and frequently co-occur with interdependent causation [3]. For instance, physical NCDs can lead to 
depression and anxiety, whereas mental ill-health can result in decreased help-seeking, poor treatment adher-
ence and poorer prognoses for physical NCDs. Most of the disease burden in humanitarian settings is attrib-
utable to these multi-faceted and often co-morbid conditions, and short-term, disease-specific responses fail 
adequately to prioritize and address these conditions [4].

Although people in humanitarian response demonstrate significant resilience that draws on social and indi-
vidual protective factors, experiences in humanitarian response can contribute to significant mental health 
and psychosocial difficulties, leading to the need for effective interventions, such as mental health and psy-
chosocial support (MHPSS) services. These services range from 1) the promotion of positive mental health 
and well-being through psychological first aid and recreational activities, to 2) prevention activities via peer 
support groups, families, and individuals, to 3) basic psychological interventions, such as counselling and 
psychotherapy, which are usually provided in health care facilities with accompanying outreach work in 
community facilities, to specialized clinical care and treatment for individuals with chronic mental ill-health 
and for persons suffering such severe distress and over such a period that they have difficulties coping in 
their daily lives, such as activities in treatment centres for survivors of torture and alternative approaches to 
drug therapy [5].
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The existing guidelines for international humanitarian aid have now emphasized 
the need to address NCDs through investing in MHPSS efforts that improve 
health outcomes and reduce morbidity [4,6]. However, it is only recently that 
NCD prevention and care have started to receive attention within humanitar-
ian settings, and little is being done to take advantage of synergies by integrat-
ing MHPSS within NCD prevention and care. Furthermore, there is a lack of 
operational standardization due to the limited availability of an evidence base to 
inform the guidance and response, and the failure to include specifically com-
munity-based PSS considerations [7].

A particular challenge to integration is that the health systems operate in silos – with separate guidelines for 
care and for providers trained to deliver specific, rather than integrated, forms of care. Too often, health care 
facilities operate with vertical models, with NCD care and MHPSS managed separately in clinical practice and 
primary care [8]. This separation also exists in upstreaming in the financing of service delivery. Most health 
care facilities in humanitarian settings receive funding from a wide range of bilateral, multilateral, and private 
sources. Most donor funds, however, finance vertical and segmented programmes based on requirements, target 
populations, priorities, and outcomes, and tend to be short-term and targeted [8]. As a result, services become 
fragmented, redundant, inefficient, and time-consuming, hampering integration by limiting time and conti-
nuity of care [9]. More recently, the COVID-19 pandemic has exposed how deeply entwined mental ill-health 
and other NCDs can be and the perils of continuing to treat these conditions in silos, especially in countries 
that are experiencing humanitarian crises with limited resources to tackle both fighting pandemics and treating 
existing illnesses [10]. The indirect impacts of the pandemic (such as the lockdowns) have negatively impacted 
the management of NCDs and mental ill-health, including a lack of support and access to facilities for improv-
ing lifestyle management, monitoring patients, and providing essential medicines on a regular basis [11,12].

Given the scarcity of resources and competition from vertical and segmented project funding among donors in 
humanitarian setting, there is a need to redesign systems that leverage scarce resources to better meet popula-
tions' needs holistically. Where possible, MHPSS should be included as an integral part of the community- and 
primary-level NCD services in humanitarian settings, taking a tiered approach that is responsive to individual 
needs (from basic MHPSS support for all to PSS or peer-support groups for vulnerable populations, and indi-
vidual counselling and treatment where appropriate). Such integration can be bidirectional, with multi-level 
and multi-sectoral MHPSS approaches being incorporated into NCD prevention and care, or vice versa with 
NCD prevention and care approaches being integrated into MHPSS services.

Despite mental health being prioritized in humanitarian settings in recent years [5], limited human resources 
make it difficult to operationalize frameworks that facilitate effective integration of MHPSS into NCD services 
and vice versa. A shortage of practitioners and the emphasis on specialists (psychologists, psychiatrists) over 
generalists (lay health workers) are some of the barriers in humanitarian settings [13]. Specialists are essential 
for mental health care, but the training of general practitioners and lay health workers, as well as strengthening 
family and community supports, and encouraging self-help, are equally important. Redistributing care tasks 
from more specialized clinically highly qualified health care workers to those with less formal, less specialized 

and less clinical training and qualifications but with 
more supervision, ideally from both specialists and 
peers and sharing tasks with an equally qualified and/
or the multidisciplinary cadre of health care workers 
(such as physicians, psychologists, nurses and social 
workers) can allow for greater reach of MHPSS servic-
es and more efficient use of human resources.

Finally, socio-cultural barriers, such as discrimina-
tion and stigma, pose a significant barrier to MHPSS 
and NCD care integration [14]. Significant stigma and 
discrimination against people living with NCDs, par-
ticularly mental ill-health, may be rooted in cultural 
norms, and in many places, mental health support 
has been provided through sources of help such as 
family and religious leaders rather than through the 
formal health care system in humanitarian response. 
Consequently, it is found to affect both the accep-
tance of mental ill-health and the willingness of the 

Photo: Syrian refugees attending mental health and psychosocial support programme in the 
city of Swada in southwestern Syria. A two-month programme helped them learn parenting 
and vocational skills as well as general life skills and ways to cope with different situations. 
From: PS Centre Comms.
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patient or affected person to seek care. A study conducted among Syrian refugees living with NCDs in Jordan 
reported that although patients recognised the psychological dimensions of their illness, they were reluctant to 
attend clinic-based MHPSS services due to the fear of discrimination [15]. Moreover, the study reported that 
doctors tended to be reluctant to refer patients for MHPSS, as they were concerned about stigmatization [15].

MHPSS-focused awareness and sensitization through social media, peer counselling and community and out-
reach involvement in providing psycho-education and mobile MHPSS services can help reduce stigma and dis-
crimination among patients, enable better adherence and access to treatment, and promote help-seeking behav-
iours at both the individual and community levels [16]. Healthcare workers, especially those in primary care, 

and religious leaders and faith healers, as well as community leaders, 
should be considered the important target group for anti-stigma in-
terventions, which are important in improving mental health literacy, 
attitude, and understanding of MHPSS.

Greater engagement with NCD patients and the provision of patient-
centered care would foster the co-creation of culturally appropriate 
programmes that better meet the population’s physical NCD needs 
and better anticipate their context-specific MPHSS needs. This cultur-
al appropriateness should include consideration of the stigma attached 
to such support. This could also be reinforced by situating the pro-
grammes in non-clinical settings, such as community halls or schools, 
to increase both their acceptability and accessibility.

Thus, advancement in advocacy, research, policy, and practice is urgently needed to integrate MHPSS and 
NCD prevention and care in humanitarian response. We urge humanitarian actors and policymakers in col-
laboration with researchers to:

•  recognise the benefits of integration of MHPSS and NCD prevention and care in humanitar-
ian response;

•  increase investment in operational research to develop, strengthen and evaluate innovative,
effective implementation strategies to integrate MHPSS in NCD prevention and care;

•  produce guidelines for implementation of effective integration that build upon practice-based
evidence towards evidence-informed and evidence-based practice for effective integration;

•  advocate with larger global, regional and national stakeholders, raise awareness and increase
outreach efforts with local and community stakeholders to reduce stigma about seeking care
for NCDs, including mental ill-health; and

• devise sustainable humanitarian financing mechanisms for integration.

We urge humanitarian actors and policy-
makers in collaboration with researchers 
to recognize the benefits of MHPSS and 
NCD care integration, increase investment 
in implementation research, produce evi-
dence-based guidelines, advocate to re-
duce healthcare-seeking stigma, and devise 
sustainable financing mechanisms.

Acknowledgments: The authors would like to thank Anne-Marie Mosbech Jensen from the Centre for Online and Blend-
ed Learning at the University of Copenhagen for her assistance during the preparation of this manuscript.

Funding: This work was supported with funding from the Novo Nordisk Foundation, Denmark.

Authorship contributions: BG prepared the first draft of the manuscript and was substantially revised by MH, SH and 
KC. AB, MB, FK, ER and ST provided technical inputs and contextualization. All authors read and approved the final 
version of the manuscript.

Competing interests: The authors have completed the ICMJE Declaration of Interest Form (available upon request from 
the corresponding author), and declare no conflicts of interest.

RE
FE

RE
N

C
E

S 1  World Health Organization. Noncommunicable diseases country profiles 2018. Geneva: WHO; 2018. 
2  Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford H, Saxena S. New WHO prevalence estimates of mental dis-

orders in conflict settings: a systematic review and meta-analysis. Lancet. 2019;394:240-8. Medline:31200992 doi:10.1016/
S0140-6736(19)30934-1 

3  Stein DJ, Benjet C, Gureje O, Lund C, Scott KM, Poznyak V, et al. Integrating mental health with other non-communicable 
diseases. BMJ. 2019;364:l295. Medline:30692081 doi:10.1136/bmj.l295 

4  Aebischer Perone S, Martinez E, du Mortier S, Rossi R, Pahud M, Urbaniak V, et al. Non-communicable diseases in humanitar-
ian settings: ten essential questions. Confl Health. 2017;11:17. Medline:28932259 doi:10.1186/s13031-017-0119-8 



V
IE

W
PO

IN
TS

2021  •  Vol. 11 •  03119 4 www.jogh.org •  doi: 10.7189/jogh.11.03119

RE
FE

RE
N

C
E

S

Correspondence to:

Bishal Gyawali, PhD 
Section of Global Health, Department of 
Public Health 
University of Copenhagen 
1014 Copenhagen 
Denmark 
bigyawali@sund.ku.dk

5  IASC. IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings. Geneva: IASC; 2007. 
6  The Sphere Project. Sphere handbook: Essential Health Services – Non Communicable Diseases. Geneva. 2011. 
7  Tol WA, Barbui C, Galappatti A, Silove D, Betancourt TS, Souza R, et al. Mental health and psychosocial support in humanitarian 

settings: linking practice and research. Lancet. 2011;378:1581-91. Medline:22008428 doi:10.1016/S0140-6736(11)61094-5 
8  Jaung MS, Willis R, Sharma P, Aebischer Perone S, Frederiksen S, Truppa C, et al. Models of care for patients with hyper-

tension and diabetes in humanitarian crises: a systematic review. Health Policy Plan. 2021;36:509-32. Medline:33693657 
doi:10.1093/heapol/czab007 

9  Ansbro É, Homan T, Qasem J, Bill K, Tarawneh MR, Roberts B, et al. MSF experiences of providing multidisciplinary primary 
level NCD care for Syrian refugees and the host population in Jordan: an implementation study guided by the RE-AIM frame-
work. BMC Health Serv Res. 2021;21:381. Medline:33896418 doi:10.1186/s12913-021-06333-3 

10  World Health Organization. COVID-19 significantly impacts health services for noncommunicable diseases. 2020. Available: 
https://www.who.int/news/item/01-06-2020-covid-19-significantly-impacts-health-services-for-noncommunicable-
diseases. Accessed: 18 June 2021. 

11  World Health Organization. Rapid assessment of service delivery for NCDs during the COVID-19 pandemic. 2020. Available: 
https://www.who.int/publications/m/item/rapid-assessment-of-service-delivery-for-ncds-during-the-covid-19-pandemic. Ac-

      cessed: 15 June 2021. 
12  World Health Organization. The impact of COVID-19 on mental, neurological and substance use services: results of a rapid 

assessment. 2020. Available: https://www.who.int/publications/i/item/978924012455. Accessed 03 June 2021. 
13  World Health Organization. Noncommunicable diseases and their risk factors. Third United Nations High-level Meeting on 

NCDs. Available: https://www.who.int/ncds/governance/third-un-meeting/en/. Accessed: 13 March 2021. 
14  Troup J, Fuhr DC, Woodward A, Sondorp E, Roberts B. Barriers and facilitators for scaling up mental health and psychosocial 

support interventions in low- and middle-income countries for populations affected by humanitarian crises: a systematic re-
view. Int J Ment Health Syst. 2021;15:5. Medline:33413526 doi:10.1186/s13033-020-00431-1 

15  Maconick L, Ansbro É, Ellithy S, Jobanputra K, Tarawneh M, Roberts B. “To die is better for me”, social suffering among Syr-
ian refugees at a noncommunicable disease clinic in Jordan: a qualitative study. Confl Health. 2020;14:63. Medline:32905304 
doi:10.1186/s13031-020-00309-6 

16  Noubani A, Diaconu K, Loffreda G, Saleh S. Readiness to deliver person-focused care in a fragile situation: the case of men-
tal health services in Lebanon. Int J Ment Health Syst. 2021;15:21. Medline:33653392 doi:10.1186/s13033-021-00446-2

https://www.who.int/news/item/01-06-2020-covid-19-significantly-impacts-health-services-for-noncommunicable-diseases



