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ABSTRACT
Humanitarian coordination systems increasingly recognize and aim to respond to the needs of people with 
disabilities within populations affected by crises, spurred on by the UN Convention on the Rights of Persons 
with Disabilities (CRPD) which was adopted in 2006. Many agencies state their aim to meet the requirements of 
the CRPD using a “twin track” approach: ensuring the inclusion of people with disabilities in mainstream 
provision, alongside targeted support for their needs, which may include the need for Assistive Technology 
(AT). However, there is very little evidence of AT provision in humanitarian settings, which is a specific and 
urgent need for many people including the elderly and people with disabilities, and an implicit requirement of 
Article 11 of the CRPD and World Health Assembly resolution on improving access to assistive technology. 
There is also little evidence of effective mechanisms for AT provision in humanitarian settings. This is despite 
high and growing levels of unmet AT need in crises, and despite the legally binding requirement in the CRPD to 
provide AT for those who need it. AT provision faces unique challenges in humanitarian settings. This paper 
discusses the evidence available in the literature for the scale and quality of AT provision interventions in crises, 
and what is known about the challenges and facilitators of provision. We conducted a search of the academic 
literature and retained literature that reported on any form of AT provision following crisis, where international 
humanitarian response was in place, published in English between January 2010 and June 2020. We found very 
few examples in that academic literature of systematic and coordinated AT provision at the acute stage of crisis, 
and even less in the preparedness and post-acute stages. However, it is difficult to assess whether this is the 
result of insufficient academic attention or reflects a lack of provision. The small body of academic literature 
that describes AT provision in humanitarian settings paints a picture of small-scale provision, specialized to 
single types of impairments, and delivered by predominantly by NGOs. We also conducted a search of the gray 
literature, using the same inclusion criteria, in two countries: Afghanistan and South Sudan (case studies 
forthcoming). This gray literature provided supplementary evidence of the types of AT providers and AT 
provision available in those protracted crises. There are very few examples of how AT services can be scaled up 
(from a very low baseline) and maintained sustainably within a strengthened health system. The literature also 
describes more examples of provision of assistive products for mobility over assistive products for other 
impairments. If the paucity of literature on AT provision in humanitarian settings is a reflection of the scale of 
provision, this implies a deficiency in humanitarian response when it comes to providing people with AT needs 
with the essential products and services to which they have a right, and which will enable their access to basic, 
life-saving assistance. We conclude by providing recommendations for urgent actions that the AT and 
humanitarian community must take to fill this critical gap in the provision of essential products and services 
for a potentially marginalized and excluded group.
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Introduction

The UN Convention on the Rights of People with Disabilities 
(CRPD) represents a milestone in terms of defining the respon-
sibilities of governments and other humanitarian actors in emer-
gency response. Article 11 of the CRPD states that State Parties 
‘should take [. . .] all necessary measures to ensure the protection 
and safety of persons with disabilities in situations of risk, 
including situations of armed conflict, humanitarian emergen-
cies and the occurrence of natural disasters’ (United Nations, 
2006). Assistive technology (AT) encompasses the systems, ser-
vices and products that maintain or improve an individual’s 
functioning and independence, thereby promoting their well- 
being (WHO, 2013). There is an urgent and growing gap in AT 
access for people with functional limitations in humanitarian 

settings. Both the number of crises and the number of people 
affected by crises is increasing (World Confederation for 
Physical Therapy, 2016) and more so in low- and middle- 
income countries (LMICs), where estimates indicate AT access 
is already limited and meets as little as 5–15% of the population 
that needs it (United Nations Development Programme, 2014). 
Though there is a dearth of prevalence data, LMICs are more 
likely to have higher rates of disability across all demographic 
groups (World Health Organization, 2011), even before crisis 
hits. As we will note, humanitarian contexts offer a particular set 
of challenges, including related to access, security, coordination 
and equity, which make setting up a functioning AT ecosystems 
especially challenging compared with other contexts, including 
LMICs.
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As mortality rates in crises have decreased, the rate of survivors 
with disabilities has increased (Reinhardt et al., 2011; Sheppard & 
Landry, 2016). The CRPD defines disability as “long-term physi-
cal, mental, intellectual or sensory impairments which in interac-
tion with various barriers may hinder [a person’s] full and 
effective participation in society on an equal basis with others” 
(United Nations, 2006).

Survivors may acquire a disability through injuries sus-
tained as a direct result of a crisis or indirectly through long- 
term negative impacts on infrastructure, food security 
(Devakumar et al., 2014), poverty, health (Khan, Amatya, 
Gosney, Rathore, Burkle et al., 2015a; Reinhardt et al., 2011) 
and displacement (Danquah et al., 2015). In addition to the 
growing disability rate, aging populations and higher preva-
lence of non-communicable diseases worldwide mean that we 
can expect AT needs in crisis settings to continue to grow. 
Humanitarian crises worsen the challenges in the environment. 
People might lose or damage their assistive products or live in 
inaccessible informal settlements as a result of displacement. In 
these circumstances, even those with preexisting impairments 
that were not previously disabling may find that they are 
unable to function as before (WHO, 2011).

In summary, humanitarian contexts may have higher preva-
lence of disability due to poverty and other underlying causes. 
Preexisting limitations are exacerbated by conflict and disaster 
that present new barriers to access and provision, and humanitar-
ian contexts also present a caseload of newly impaired persons and 
those whose devices become lost or damaged in the aftermath.

The CRPD makes clear that State parties must ensure that 
AT is equitably provided to all who require it (Borg et al., 
2011). In humanitarian crises, the accountable agencies for 
the humanitarian response – including national government 
and UN agencies – must work together to comply with the 
requirements of the CRPD. In doing so, they must consider 
three groups of people with AT needs (Tataryn & Blanchet, 
2012): (i) people who newly acquire a disability as a result of 
the immediate or long-term effects of the crisis, who in some 
cases may represent only a minority of people with AT needs; 
(ii) people who have lost or damaged their assistive product in 
the crisis, again, likely to be a relatively small number given the 
paucity of product availability in most pre-crisis settings; and 
(iii) those who have unidentified AT needs that have not yet 
been met, even before the crisis (Tataryn & Blanchet, 2012). 
This third group is likely to be the biggest.

Humanitarian crises place pressures on preexisting systems 
for healthcare provision and, therefore, are also likely to con-
strain any preexisting systems for AT provision (Bar-On et al., 
2011; Nagai et al., 2007). Challenges include the growing 
population with AT needs, which may include newly displaced 
people relying on humanitarian support. This might coincide 
with an exodus of local professionals and experts with a role in 
healthcare and rehabilitation because of the deteriorating 
humanitarian situation. AT distribution systems face many 
practical obstacles in humanitarian contexts – including 

security restrictions and the prevention of access to areas con-
trolled by different political groups. As with other types of 
service provision, AT provision may also be constrained by 
political issues, for example, government policies on eligibility 
to receive health care and AT services in a national system, 
which may preclude refugees and displaced people, or restric-
tions on imports such as batteries for hearing aids.

While humanitarian actors must recognize the provision of AT 
as a priority, there are several challenges in doing so. These 
include, how to identify AT needs in humanitarian contexts and 
how to coordinate covering those needs at scale in a timely 
manner and in environments with little or no existing architecture 
of AT provision. This is compounded by challenges in procure-
ment, distribution and resourcing. This paper examines those 
challenges and explores barriers and facilitators to meeting them.

Methodology

This thematic review is intended to provide an overview of 
available academic knowledge on AT provision in humanitar-
ian settings. A literature review was undertaken using key 
terms for the search, drawing on literature related to the 
development of search strategies related to people with disabil-
ity (e.g., H. K. Brown et al., 2020; Ioerger et al., 2019; Walsh 
et al., 2014). This elicited the following key terms1 “disab*” and 
“humanitarian respons*”; (“humanitarian cris*; humanitarian 
intervention*”; “humanitarian action*”) “unicef”; “child*”; 
“adolescent*” “un agency”; “disaster*”; “conflict*,” “crisis”; 
“impair*”; “injury”; “assistive technolog*” (“assistive devices”; 
“assistive products”) “occupational therap*”; “physiotherapy*”; 
“prosthe*”; “ortho*”; “market shaping”; “disaster medic*”; 
“emergency medic*”; “rehabilitat*.” We employed AND, OR 
operators with variations of those terms. Only articles that were 
(a) written in English; (b) written between January 2010 and 
the date of the search (June 30, 2020) were included to ensure 
that we captured the most up-to-date knowledge on best prac-
tice. Disability inclusion and AT provision in humanitarian 
settings are relatively nascent areas of research and practice, 
and so articles over ten years old are considered unlikely to 
yield relevant evidence for current practice.

We conducted electronic searches in the following databases: 
Cochrane Library; ERIC (ProQuest); Global; Index Medicus; 
Google Scholar; Health and Psychosocial Instruments (HAPI); 
MEDLINE (Ovid); Middle East and Africa database (ProQuest); 
Political Science database (ProQuest); Public Health Database 
(ProQuest); PubMed; Social Policy and Practice. Those databases 
were chosen because they are widely used in health care research 
and international development research. To identify articles that 
may have been missed in our database searches, we hand-searched 
the reference lists of the key systematic and scoping reviews 
related to the field of assistive technology in low-resource settings 
and added additional articles that fit the criteria. This elicited 702 
articles. These documents were downloaded into Mendeley refer-
ence manager. After removing duplicates, 593 articles remained.

1The evidence for this paper is extracted from a search conducted for a forthcoming review of the literature on access and provision of assistive technology for children 
in humanitarian settings. Our literature search was not limited to the theme of assistive technology for children, (in order to capture all as many examples of AT 
provision as possible, on the understanding that there is likely to be little specialist provision for children). Therefore, we used the results of that literature search as 
a basis for this overview.:
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Two reviewers independently chose which articles should be 
excluded based on agreed criteria; the reviewers discussed any 
cases on which they disagreed and used a third reviewer as a judge 
to resolve any disagreements. We excluded literature on HICs 
based on the World Bank country classifications. Given the pau-
city of the literature, included all articles irrespective of study 
design. We included published commentaries, opinion pieces, 
first-hand accounts and conference proceedings if they were pub-
lished in reputable journals found using the databases searched. 
We also excluded items which were inaccessible at the time of the 
review (e.g., book sections, which during the 2020 pandemic could 
not be accessed).

We used the over 70 articles resulting from our search to gain 
an understanding of the humanitarian context, landscape of gui-
dance related to AT provision and barriers and facilitators of AT 
provision. The vast majority of the articles that we found only 
mention AT in passing, or very briefly in the wider contexts of 
physical rehabilitation or surgical services. To be included in our 
section on examples of AT provision in humanitarian settings, we 
employed an additional inclusion criterion: articles had to provide 
a description of rehabilitation services inclusive of some form of 
assistive product or service provision for people with disabilities 
following crisis, where international humanitarian response was 
in place at the time of the intervention. We excluded all literature 
that focused exclusively on immediate surgical response and 
emergency medical treatment without any reference to AT provi-
sion or rehabilitation. We also excluded articles which did not 
describe AT-provision interventions (e.g., prevalence studies, 
needs analyses). Only 15 articles remaining met the inclusion 
criteria for this second category.

A separate review was conducted of the gray literature on 
assistive technology provision and access in two case countries: 
South Sudan and Afghanistan. We searched the websites of over 
35 agencies known to have a role in the provision of humanitarian 
services in those case countries, based on the reviewer’s field-based 
knowledge, and using snowballing methods once we identified 
relevant literature on these focus countries. We used search terms 
based on those in our academic literature review, tailored to the 
search functions of each website. We included only articles pub-
lished in English, between January 2010 and September 2020. This 
elicited 284 documents, of which 153 pertained to Afghanistan, 
131 to South Sudan. The majority of these referred to disability 
programmes that focussed on accessibility of services to people 
with disabilities (i.e., not AT provision). We detail the few exam-
ples of AT provision which we found.

What is known about best practice?

There is a large body of literature and consensus (MacLachlan 
& Scherer, 2018) on what effective AT provision must consider. 
According to WHO and other sources (MacLachlan & Scherer, 
2018; World Health Organisation, 2021), an effective AT eco-
system should

● be user-centered, recognizing that no one AT user is 
exactly like another; and assistive products must be 
adapted to be appropriate to the user’s needs and context.

● be supported by an enabling policy environment which is 
based on a recognition of the rights of people with 

disabilities, and which tackles contextual barriers to 
provision.

● source appropriate, high quality and affordable products 
that meet the needs of the population and are appropriate 
for the context where they will be used;

● Be based on effective procurement systems to ensure the 
supply of reliable, high-quality and affordable AT.

● promote the identification, training and deployment of 
skilled and competent health personnel.

● be integrated across all levels of the health system (from 
community, primary to tertiary health-care level); facil-
itate the delivery of cost-effective, accessible, timely, user- 
centered AT services and use of referral pathways.

● Ensure regular data collection (e.g., through national 
census) to capture the needs, demand, and barriers to 
access assistive products, as well as AT users’ satisfaction 
with their assistive products and services.

There is no evidence on what the most effective model of AT 
provision in a humanitarian crisis is, which is likely to be 
highly context dependent. However, humanitarian response 
must recognize all those components above whilst adapting 
to the particular challenges raised by widely varying humani-
tarian situations.

There is also an overall lack of systematic evaluations of 
“what works” for disability inclusion in humanitarian settings 
in general (Gap Analysis (Elrha, 2020); Improving social inclu-
sion and empowerment for people with disabilities in low, 
2018); therefore, it is perhaps unsurprising that there is little 
evidence on best models of AT provision in crisis. The few 
reviews available tend to focus on the provision of physiother-
apy (and some limited occupational therapy) and, though 
usually favorable, they often highlight the ad hoc nature of 
services and the lack of a comprehensive service model 
(Mousavi, Ardalan et al., 2019; Mousavi, Khorasani-Zavareh 
et al., 2019). They also tend to focus on functional rehabilita-
tion, rather than more rights-based goals such as participation 
and inclusion.

What guidance on AT provision is available to 
humanitarian actors?

Following the adoption of the CRPD, humanitarian actors, 
including governments, international and nonprofit organiza-
tions, have invested increasing effort toward the development 
of disability-inclusive emergency preparedness, response, and 
recovery plans. A range of frameworks and guidelines have 
been developed to reflect the importance of including people 
with disability and older people in humanitarian action, to 
respond to their needs and requirements, and ensure that 
assistive products are available and affordable across all phases 
of the emergency cycle. The Sphere Handbook sets key actions 
and indicators to ensure that “people have access to essential 
medicines and medical [assistive] devices that are safe, effective 
and of assured quality”; for example, that 80% of the facilities 
should be equipped with priority medical devices and assistive 
products (The Sphere Handbook, 2018). Similarly, the 
Guidelines for the domestic facilitation and regulation of inter-
national disaster relief and initial recovery assistance, published 
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by the International Federation of the Red Cross and Red 
Crescent Societies, defines the responsibilities of humanitarian 
actors and the characteristics of initial recovery assistance, 
which should be “responsive to the special needs, if any, [. . .] 
of the elderly, persons with disabilities, and persons living with 
HIV and other debilitating illnesses” (IFRC, 2014).

More specific guidelines related to health and disability, reha-
bilitation, and provision of assistive products in humanitarian 
crisis have been developed by WHO, UNICEF and international 
and nonprofit organizations such as CBM, Humanity and 
Inclusion, the ICRC and HelpAge. The Guidance Note on 
Disability and Emergency Risk Management for Health (WHO, 
2013), the Minimum standards for age and disability inclusion in 
humanitarian action (Collinson, 2015) and the Guidance on 
Including children with disabilities in humanitarian action 
(UNICEF, 2017) outline the steps, interventions and standards 
health actors should follow to ensure that specific support is 
available for adults and children with disability, as well as older 
persons. The Minimum technical standards and recommendations 
for rehabilitation (WHO, 2016) includes a list of essential assistive 
products and rehabilitation equipment for trauma care, as well as 
minimum rehabilitation skills for trauma rehabilitation (such as 
prescription and fitting of assistive products). The IASC 
Guidelines on Inclusion of Persons with Disabilities in 
Humanitarian Action (Inter-Agency Standing, (IASC) ca. 2019) 
sets out essential actions that humanitarian actors must take across 
the education, health, livelihoods and WASH sectors in order to 
effectively respond to the needs of persons with disability, includ-
ing provision of accessible resources and assistive products.

While all of those resources include important information on 
what actors should do to address the needs and requirements of 
persons with disability and older persons in humanitarian action, 
the extent to which these guidelines have been used to inform and 
coordinate humanitarian response has not been systematically 
assessed, and gaps in provision and access remain wide. A study 
conducted by Humanity & Inclusion in 2015 showed that less than 
a third of humanitarian actors involved declared having provided 
AT in emergency settings.

There are several factors that might challenge the effective 
utilization of AT-related guidelines, and their translation into 
practice.

The first factor relates to the content of the guidelines and 
standards themselves, which often describe what should be done 
without providing clear information on processes and resources 
required to ensure that the need for assistive products is met – the 
guidance on “how-to” is lacking. The actions that humanitarian 
actors should undertake to improve access to AT are not linked to 
outcomes, or to indicators and processes to achieve targets. 
Mechanisms to establish and enforce the accountability of differ-
ent stakeholders are not emphasized. In addition, although collect-
ing data on needs for assistive products is recognized as an 
important activity, existing guidelines do not define how the 
need for assistive products should be identified in emergency 
settings, including what data collection tools should be used, 
what questions should be asked and who should be responsible 
for translating those data into programme design.

There is a lack of guidance on which assistive products 
should be prioritized in stockpile policies, or how products 
should be procured in the acute phase of the emergency 

response. The WHO Minimum technical standards and recom-
mendations for rehabilitation includes a list of essential assis-
tive products to prioritize in humanitarian crisis (WHO, 2016); 
however, effective financing mechanisms, procurement strate-
gies, and responsibilities of different humanitarian actors 
involved in procuring and delivering these products are not 
described.

One of the biggest gaps in the existing guidelines and 
standards for inclusive humanitarian action is represented by 
the lack of information on coordination mechanisms for scal-
ing up service delivery and workforce training in humanitarian 
contexts. Many highlight the importance of trained staff and 
service delivery models based on people-centered assessment, 
fitting of assistive products, use and follow-up; yet, the pro-
cesses and responsibilities for effective distribution, service 
provision and staff capacity building options are not included.

The limited attention given to assistive products within 
globally recognized approaches and tools for humanitarian 
needs assessment and response management may also be hin-
dering the uptake of those guidelines by humanitarian actors. 
There are no prompts to include assistive products across key 
components of the IASC Humanitarian Programme Cycle, 
such as in the Humanitarian Needs Overview and 
Humanitarian Response Plans templates. Similarly, there are 
no minimum standards for assistive products in the Health 
Cluster Guide – a guide developed by the Cluster lead agency 
WHO and partners to ensure that all relevant stakeholders can 
work together during a humanitarian crisis to achieve the aims 
of reducing avoidable mortality, morbidity and disability.

A further barrier limiting uptake may be a limited focus in 
some guidelines on how AT (and other health-related services) 
can be improved and scaled up through system strengthening, 
particularly national systems. Instead, many guidelines pave 
the way for the development of parallel systems, which then 
face a challenge common to many humanitarian interventions: 
how to hand over sustainable interventions to government or 
other local responsible agencies in the long-term, and bridge 
the humanitarian-development continuum.

Establishing mechanisms across agencies for the coordina-
tion of processes and resources required for assessment, pro-
curement and service provision of assistive products is key to 
translate existing guidelines into practice. Water, Sanitation 
and Hygiene (WASH) programming (UNHCR, 2011) may 
offer lessons for the development of accessible, practical gui-
dance for provision of AT, including: decision flow diagrams to 
plan needs assessments, monitoring frameworks, lists of avail-
able tools for data collection, and details of the roles and 
responsibilities of different agencies.

Examples of AT provision in humanitarian settings

Much of the humanitarian guidance on AT provision discusses 
the responsibilities of humanitarian actors at three phases: 
preparedness planning, the acute stage of a crisis, and the post- 
acute or recovery stage. In recent cases such as Syria, 
Afghanistan and South Sudan, the post-acute phase may lead 
to a protracted period of many years with periodic escalations 
or sustained high levels of humanitarian need. Whilst the 
authors recognize a paradigm shift in humanitarian response 
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action away from that three-phase humanitarian response fra-
mework toward a holistic response strategy to strengthen 
national systems and support the humanitarian-development 
programme continuum, this paper follows that three-phase 
framework to examine the available literature on AT provision 
at each of these stages of humanitarian crises.

The overwhelming majority of the articles we found did not 
detail the nature of AT provision in the settings described. 
Instead, the majority (all but 15) were tagged as background 
documents (which we classified according to the other themes 
of the review), included lessons and guidance on inclusion of 
people with disabilities in disaster response and preparedness 
(e.g., Ronoh et al., 2015), or descriptions of need (e.g., Iezzoni 
& Ronan, 2010; Pryor et al., 2018) or disability prevalence in 
crises (e.g., Mactaggart et al., 2016), which we retained to 
provide useful contextual information for our review. Several 
papers were experiential accounts of field experience and not 
empirical (e.g., Landry et al., 2016; Sheppard & Landry, 2016), 
though we note such papers can provide rich information of 
how systems work in practice, that can improve our under-
standing of provision in practice. We found only 15 academic 
articles describing specific interventions to provide AT in 
humanitarian settings, which are discussed below. This paucity 
reflects indications found elsewhere in the literature – for 
example, a 2015 systematic literature review of the effectiveness 
of rehabilitation interventions in natural disasters, which iden-
tified 10 relevant studies, of which only 2 referenced the provi-
sion of assistive devices (Khan, Amatya, Gosney, Rathore, 
Burkle Jr et al., 2015b).

Preparedness planning: We found one example in the academic 
literature of AT stockpiling being included in preparedness plan-
ning in settings where humanitarian crises had occurred. This was 
in Nepal before the 2015 earthquake (Landry et al., 2016) (citing 
(Patil, 2015)): although there is no evidence of the extent to which 
the approaches taken met or fell short of AT needs. A WHO 
report examining disaster preparedness in the Philippines follow-
ing Typhoon Haiyan found that stockpiles were likely insufficient 
to meet AT needs (Llewellyn & Lewis Gargett, 2018). However, it 
should be noted that in resource-constrained LMICs, stockpiling 
is unlikely to be a realistic solution to preparing for crisis-related 
AT needs, given that those countries fail in any case to meet even 
a small fraction of the AT needs that exist pre-crisis, let alone 
within a crisis. We also note that there are several examples in the 
literature of AT provision in settings which are disaster-prone or 
vulnerable, which could be termed part of health system strength-
ening efforts. While these may not be explicitly identified as part 
of preparedness-planning, they are in fact crucial parts of AT- 
related crisis mitigation (e.g., Borg & Östergren, 2015; Magnusson 
et al., 2013; Ogunkeyede et al., 2017).

Acute stage: Eleven articles described the specifics of AT provi-
sion in the immediate aftermath of a crisis. The literature suggests 
that, where they exist, coordinated rehabilitation services which 
include AT tend to be provided by foreign teams linked with 
emergency medical services established to augment or lead over-
whelmed national capacity in the acute stage of a crisis, for 
example, in Haiti (Marie Knowlton et al., 2012) and Iran 
(Mousavi, Khorasani-Zavareh et al., 2019), where AT interven-
tions were delivered in hospitals through a collaboration between 
NGOs and national capacity, and in Kashmir (Ali et al., 2010; 

Keshkar et al., 2014) where provision primarily via government 
systems with NGO support was shown to have good outcomes. 
A paper on the rehabilitation provision in the aftermath of the 
Haiti earthquake briefly describes how “International partners 
also supplied hospitals with mobility aids and assistive devices to 
increase independence and participation for those injured in the 
earthquakes” (Sheppard & Landry, 2016). One paper described 
how “within days” of the 2010 earthquake in Haiti, Handicap 
International (now Humanity and Inclusion) began conducting 
needs assessments to inform the rehabilitation response, which 
included prosthetic and orthotic services. Between January and 
November 2011, 27 providers had provided 1,800 prosthetics, 
2,000 braces, over 4,500 wheelchairs and nearly 10,000 walking 
aids (Marie Knowlton et al., 2012). An Injury Rehabilitation and 
Disability Working group was established, led by NGOs and 
partnered with government. The Haitian government led on 
meeting the needs of those with preexisting disabilities, and the 
working group addressed the humanitarian rehabilitation 
response (Marie Knowlton et al., 2012). The paper cites this 
means of coordination, in which disability was made a focus 
areas within the UN cluster system, as a key factor in the success 
of the rehabilitation response (Marie Knowlton et al., 2012). 
Foreign-accredited professionals working for international 
NGOs “supervised locally trained Haitian prosthetic and orthotic 
technicians, physical therapists and rehabilitation technicians,” as 
well as locating amputees in the community and referring to 
hospital-based and community-based services (Marie Knowlton 
et al., 2012).

A study on provision in the Philippines following Typhoon 
Haiyan describes a number of approaches taken to improve the 
reach of rehabilitation services including AT (Benigno et al., 
2015). This included a CBR initiative delivered through 
a partnership between WHO, DPOs and government, and 
a needs assessment conducted by NGO and local experts with 
support from WHO (Benigno et al., 2015). However, only two 
papers found included analysis of the quality and effectiveness 
of that AT provision (and both were related to the interven-
tions in Kashmir). We also found articles detailing examples of 
poor provision: for example, the “dumping” of inappropriate 
devices by NGOs following the 2010 earthquake in Haiti 
(Baranyi & Louis, 2016; Tataryn & Blanchet, 2012).

A study on rehabilitation provision in the aftermath of the 
Sichuan earthquake in 2008 described how some patients were 
initially taken to tertiary medical centers across the country, as 
hospitals in the earthquake zone were heavily disrupted. The 
government established rehabilitation departments in three hos-
pitals within the earthquake zone to respond to those with severe, 
disabling injuries, with expert rehabilitation staff being brought in 
from outside the province. Early rescue and rehabilitation were 
predictors of the effectiveness of rehabilitation interventions, with 
included AT provision. Little detail is provided on how AT were 
procured, but the paper implies AT was distributed within these 
centralized hospital-based systems (Li et al., 2012).

As most of the available examples of AT provision in crisis 
relate to provision in the initial acute care stage or through 
surgical intervention, provision may be narrowly focused on 
those who acquire impairment as a direct result of the crisis, 
thereby excluding those that have never been in contact with 
health workers and have never had their needs identified. This is 
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despite the fact that in some cases, over two-thirds of those 
attending rehabilitation services had impairments unrelated to 
the crisis, for example, after the 2010 Haiti earthquake 
(Danquah et al., 2015). Nevertheless, there is little acknowledg-
ment in humanitarian agencies’ guidance literature that the 
majority of the caseload with AT needs may come from people 
with preexisting impairments.

There is no academic literature on AT-related interventions 
which specifically acknowledge the need to include those who lost 
their assistive products as a result of the crisis, or to those who had 
a need that went unidentified and never had an assistive product 
provided. This is, however, referenced in the gray literature, for 
example, a report on the Philippines which found that volunteer 
roving teams working with local rehabilitation professionals were 
a valuable tool in identifying AT needs for those who needed them 
replaced following disaster (Llewellyn & Lewis Gargett, 2018). The 
few examples of interventions found in our literature review 
corroborates reports of the nature of disability-related provision 
from implementing agencies. For example, a United Nations 
Development Programme (UNDP) report on the experiences of 
people with disabilities in Nepal after the 2015 earthquake found 
very few programmes that targeted the needs of people with 
disabilities, let alone programmes to provide assistive products. 
Any programmes that did exist were standalone (as opposed to 
coordinated or integrated into systematic provision) and had very 
limited coverage, confined to a minority of the population with 
disabilities (Lord et al., 2016).

Post-acute stage: We found only six examples providing 
information on the nature, scale and quality of AT provision 
in the post-acute stage of crisis – all but one from Haiti 
following the 2010 earthquake:

● Three papers describe the limitations of NGO-delivered, 
post-acute AT provision in Haiti, both in terms of quality 
and reach, while noting the opportunity to turn the influx 
of rehabilitation resources following the crisis into sus-
tained rehabilitation services (Rauch et al., 2011; Tataryn 
& Blanchet, 2012; Wolbring, 2011).

● One paper describes the long-term improvements to 
Haitian rehabilitation services as a result of a focus on 
health sector recovery, achieved through training of 
skilled rehabilitation workers, the incorporation of CBR 
approaches, and use of accreditation schemes to allow 
local technicians to provide prosthetic and orthotic ser-
vices (Marie Knowlton et al., 2012).

● One paper uses a survey to measure the success of 
a wheelchair donation programme in Haiti. The paper 
finds high levels of use and satisfaction with wheelchairs, 
but acknowledges the sustainability challenges associated 
with provision through foreign NGOs (Sumner et al., 2017).

● We also found one paper on rehabilitation programming 
which included assistive product provision in the after-
math of the Sichuan earthquake in China in 2008. This 
paper found that a combined Institutional and 

Community-Based Rehabilitation programme improved 
the long-term physical function of those who sustained 
disabling injuries in the earthquake (X Zhang et al., 2013).

Supplementing the evidence in the academic literature of 
the nature and scale of AT provision, a review of the gray 
literature regarding AT provision in South Sudan and 
Afghanistan2 as well as key informant interview (to be 
detailed in case studies, forthcoming) provided some sug-
gestions of the likely scale, quality and type of provision 
that exists in humanitarian settings. The gray literature 
suggests that AT provision in humanitarian settings is led 
by specialist NGOs and, with the exception of ICRC’s 
physical rehabilitation programming, is at relatively small 
scale (DFID, 2018).

● The largest scale of AT programming found in the two 
case-study countries examined, was physical rehabilita-
tion programming led by ICRC; it focused on the distri-
bution of mobility aids. For example, in 2019, ICRC 
distributed just under 5,000 assistive devices in South 
Sudan, and over 100,000 in Afghanistan (International 
Committee of the Red Cross, 2020).

● There are examples of organizations establishing supple-
mentary rehabilitation outreach centers, e.g., the Italian 
NGO Organismo di Volontariato per la Cooperazione 
Internazionale (OVCI) partnered with ICRC to deliver 
services in remote parts of South Sudan that ICRC’s 
central services could not reach (International 
Committee of the Red Cross, 2017).

● Examples were found of community-based rehabilitation 
approaches that include AT provision led by Humanity 
and Inclusion (HI) in humanitarian settings. HI have 
used Disability and Vulnerability Focal Points (DVFP) 
after crises in Iraq, India, Sri Lanka, and many other 
locations, to bring AT and rehabilitation services closer 
to affected communities (Handicap International, 2014).

Furthermore, the gray literature review pointed to the paucity of 
nationwide, systematic, coordinated efforts to provide AT within 
a humanitarian coordination system; the only examples of provi-
sion found were led by specialist international NGOs such as 
ICRC, Swedish Committee for Afghanistan, and Humanity and 
Inclusion (in Afghanistan) and ICRC, Humanity and Inclusion, 
Light for the World and OVCI/Usratuna in South Sudan.3 In 
Afghanistan, little evidence was found of AT provision through 
multi-donor-supported Basic Package of Education Services pro-
gramme (some provision is theoretically described in programme 
documents, but informants reported that, in practice, AT services 
through BPHS were unlikely to be available (Anonymised 
Interview – International NGO Afghanistan, 2020), and financial 
assistance was only provided to the war-wounded) (Anonymous, 
2020). This corroborates evidence in the literature that the focus of 
what limited government disability provision exists in 

2This review of the gray literature is part of a series of case studies conducted by UNICEF’s Office of Research, Innocenti to supplement the findings of a wider literature 
review of AT in humanitarian settings.

3Specialist, small-scale efforts are not necessarily a bad thing, and may be contextually appropriate, however they may also point to caps in geographic coverage, or 
gaps in the types of AT provided. For example, ICRC provision is only for mobility devices, meaning that many people with AT needs are excluded from provision.
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Afghanistan is the war-wounded, leading to inequitable provision 
(Trani & Bakhshi, 2009).

We found evidence in the gray literature of active civil 
society organizations and networks (e.g.,, the South Sudan 
Women with Disabilities Network, and Disability Rights 
Watch Afghanistan). A mapping and survey of 84 OPDs in 
Afghanistan found that over half of surveyed organization were 
involved in the repair of mobility devices, 17 were focussed on 
visual or hearing impairments, and four DPOs were focused on 
speech impairments (Community Center For The Disabled, 
British & Irish Agencies Afghanistan Group, 2019). Only 18% 
supported more than 500 beneficiaries, suggesting that small- 
scale assistance was the norm (Community Center For The 
Disabled, British & Irish Agencies Afghanistan Group, 2019).

The gray literature suggests that, in some cases, humanitar-
ian agencies have made efforts to monitor the barriers to AT 
access and both the reach and types of AT provision by differ-
ent actors. For example, in Jordan, an active disability taskforce 
provides some form of coordination and information-sharing 
regarding services for people with disabilities, including AT 
(Working Group: Disability Task Force – Jordan [Internet]). 
As a result of those efforts, HI have been able to conduct an 
access-to-services assessment for those in Lebanon and 
Jordan’s refugee camps which includes questions on AT 
needs (Humanity & Inclusion, iMMAP, 2018).

Even though we note that absence of evidence on AT provision 
is not evidence of absence, our review of the literature indicates 
that the scale of AT provision in humanitarian settings is likely to 
be very low (in line with AT provision in LMICs more generally). 
Furthermore, the provision that exists tends to favor those injured 
during the immediate aftermath of a crisis – the acute phase. This 
is perhaps understandable, as humanitarian actors must prioritize 
urgent needs, and those injured in the crisis (and particularly 
those who acquire mobility impairments) may be the most visible 
and accessible to health-care workers. However, the lack of evi-
dence of AT provision beyond the acute stage suggests that people 
with preexisting impairments who have lost or damaged their 
assistive products, and those who acquire impairments through 
the indirect, longer-term effects of disaster, may be excluded from 
AT provision interventions. The evidence implies that the “spe-
cialized provision” track of the “twin track” approach, that is 
intended to target investments to speak to the specific needs of 
people with disabilities, is currently experiencing serious under-
investment and lack of attention.

While there is a range of innovation happening across the 
humanitarian sector, in particular in the water and sanitation 
sector (e.g., the UNICEF accessible latrine slab (UNICEF)) and 
use of 3D printing (e.g., of prosthesis and orthotics), these have 
not yet been taken to scale, and there is scant evidence of the 
effectiveness of these approaches in the humanitarian context 
in published literature (DFID, 2018).

We also found no specific information on the direct and 
indirect costs of AT provision where such provision does occur.

Gaps in data and gaps in evidence on data gathering

To date, there are very little data available on the magnitude of 
AT needs in crises; in part this is because of the lack of evidence 
on best practice in identification, assessment and reporting of 

need from humanitarian contexts. There is no one approach to 
identifying needs: approaches range from single question self- 
reporting (‘do you think you need . . . ?), to self-report based on 
functional limitations and perceived need (e.g., WHO’s rapid 
Assistive Technology Assessment tool – rATA), to clinical and/ 
or, functional assessments, as well as other more indirect 
sources (Danemyer et al. 2020). Of the limited data available 
from humanitarian contexts, most come from clinical assess-
ments (e.g., data collected by EMTs). Further research is 
needed to establish which of those offers a fast and reliable 
method of collecting data about AT needs (met, under-met or 
unmet) in humanitarian contexts. Ongoing work on piloting 
the rATA in a range of humanitarian contexts may provide 
some evidence to support this. Other options might be the use 
of algorithm-based tools, whereby a survey enumerator follows 
a set of questions in a pre-programmed app (there are already 
some trials of potential apps, such as the “decision tree” algo-
rithm being developed by LSHTM (part of AT2030) to assess 
AT needs, and more advanced self-reporting via a website 
which then lists examples of suitable AT, where it is available 
and even its cost, e.g., the Israeli website “ATvisor” (https:// 
www.atvisor.ai/en).

Both the rATA and the AT needs assessment decision tree are 
based on the Washington Group Short Set Questions (WGSSQ) 
which assess functional capacity (Disability Statistics in 
Humanitarian Action, 2019). However, a recent NGO-led study 
on using the WGSSQ in humanitarian contexts has shown that 
they are not suitable for every situation or context and that 
organizations need to be clear about the needs and objectives of 
collecting data on persons with disabilities and understand the 
strengths and limitations of using the questions sets (LC/HI 2019). 
Using those tools may give a predictor of need and type of AT 
need (met, under-met or unmet), but caution should be shown in 
assuming that merely providing AT enables equitable inclusion 
for adults and children with disabilities. Conversely, assessment 
for AT needs may lead to expectations of provision that cannot 
be met.

A further gap is that existing measures largely focus on access 
and provision, rather than linking to broader outcomes. For 
example, while there may be existing data on prevalence of limb 
injuries, and even on the type of prosthesis needed, there is almost 
no data relating to how the provision of those prosthesis enabled 
or improved access to education, employment or essential ser-
vices. This is in part because of the measurement challenges of 
attributing causality, which could have many determining factors. 
Merely providing someone with AT does not guarantee them 
participation or inclusion, and so stronger outcome-focussed 
evidence might provide a more substantive case for securing 
future funding and prioritization for AT, as well as align with 
rights-based approaches of engagement, participation and inclu-
sion of persons with disabilities within the humanitarian innova-
tion ecosystem.

There are also relatively sparse data on the intersection of AT 
needs with needs in other cross-cutting aspects of humanitarian 
response, or how that intersectionality impacts outcomes, e.g., 
what is the effect of age and sex on AT needs, access to AT and 
the impact of AT? One study from Pakistan explores the role of 
gender in recovery from new spinal cord injuries (SCI) sustained 
as a result of the earthquake in 2005 (Irshad et al., 2012). Though 
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not specifically focusing on AT, the study documents long-term 
impacts, which predominantly affected women, who are more 
socially vulnerable to the impacts of disasters. Of the number of 
patients diagnosed with SCI, 65–74% were women (as cited in 
(Irshad et al., 2012): 452). The study documents how women, who 
have access to wheelchairs or other AT, remain dependent on 
others for their care, resulting in many being abandoned by their 
husbands, or their husbands taking a second wife to care for the 
first wife. The same was rarely true where males had SCI. More 
data on these longer-term impacts would help understand what 
level of support (including, but not only, financial) persons with 
new and preexisting impairments are likely to need over the long 
term – including skills training and other mechanisms to foster 
resilience.

Despite growing awareness of the need to ensure collabora-
tion with affected populations, we found no academic evidence 
of co-designing AT in humanitarian contexts.

Challenges to AT provision in humanitarian settings

Given the evidence that AT provision falls critically short of 
meeting needs in humanitarian contexts, despite the require-
ments for provision detailed in humanitarian guidance, we 
reviewed the literature on the barriers that constrain provision.

We identified four broad challenges constraining AT access 
and provision: (1) challenges within the preexisting context; (2) 
challenges caused by the humanitarian crisis; (3) limitations of 
the crisis response; (4) challenges associated specifically with 
assistive product provision.

Challenges within the preexisting context

There tends to be limited and poor-quality preexisting health 
infrastructure in LMICs that tend to be the settings for many 
humanitarian crises (Iezzoni & Ronan, 2010; Landry et al., 
2010; Mills et al., 2018); those settings also tend to have 
a lack of trained personnel to deliver health and rehabilitation 
services (Iezzoni & Ronan, 2010; Lord et al., 2016; Marie 
Knowlton et al., 2012). Rehabilitation services are rarely 
a government priority (Durham et al., 2016; Mousavi, 
Khorasani-Zavareh et al., 2019; Physiotherapy, 2015; World 
Health Organization, 2014), and, in general, healthcare finan-
cing is low (Van Niekerk et al., 2019). This is reflected in the 
fact that there is often no senior leader responsible for rehabi-
litation services within the Ministry of Health (e.g., Mousavi, 
Khorasani-Zavareh et al., 2019).

There tends to be a very limited preexisting AT market in 
the LMICs where humanitarian crises occur: for example, 
before the 2010 earthquake, Haiti had low capacity for assistive 
device production, and following the disaster struggled to 
source even the most basic low-cost products to meet AT 
needs (Iezzoni & Ronan, 2010).

There is likely to be a high level of stigma associated with 
disability and use of AT (Marie Knowlton et al., 2012), pre-
venting families and individuals from seeking the AT that they 
need (Adugna et al., 2020). Prejudiced views about people with 
disabilities may also be held by government workers which 
may result in a failure to prioritize AT needs (Borg & 
Östergren, 2015). Further, people with AT needs and their 

families often have little knowledge on their rights, and limited 
knowledge of available products and services, how to access 
them, and their benefits (Hettiarachchi et al., 2019; Pryor et al., 
2018; Weerasinghe et al., 2015). Such demand-side barriers 
naturally have a negative impact on supply.

People in humanitarian settings may also be unable to 
access AT because of poverty. Healthcare costs, and costs of 
travel to AT facilities and services are often very high (Al- 
Obaidi & Budosan, 2011; Magnusson et al., 2013; Redmond 
et al., 2011; Weerasinghe et al., 2015), particularly as they may 
be far from the rural areas where many people with AT needs 
live (Al-Obaidi & Budosan, 2011; Benigno et al., 2015; Borg, 
Larsson et al., 2012; Borg, Östergren et al., 2012; Mousavi, 
Khorasani-Zavareh et al., 2019).

Poverty, stigma, and other barriers to AT access are likely to 
affect different groups to greater and lesser extents. There may 
be “hierarchies” of disability (Miles & Singal, 2010): for exam-
ple, in some contexts people with intellectual impairments may 
face greater stigma than people with mobility challenges (Miles 
& Singal, 2010; Tilahun et al., 2016). There may also be other 
social hierarchies which affect access to services, e.g., in one 
study it was found that 98% of those receiving a prosthetic 
device as a result of a landmine were men (Rios et al., 2014). As 
noted above, for those at the intersection of multiple stigma-
tized or marginalized groups, barriers to access are likely to be 
even greater.

Challenges caused by the crisis

In a humanitarian emergency, already-weak systems are placed 
under enormous pressure and are rarely able to scale up to 
meet growing demand in an increasingly complex environ-
ment. Crises can lead to the damage or loss of existing infra-
structure, including the health and transport infrastructure 
that underpins AT and rehabilitation services (Bar-On et al., 
2011; Walsh et al., 2014). Conflict and crisis may render travel 
to health-care services dangerous (Gohy et al., 2016). Skilled 
health-care professionals may leave the affected country or 
region, limiting service provision further. Humanitarian crises 
also lead to government resources being redirected to emer-
gency response – so any AT or rehabilitation services which 
may have existed before may be reduced. Humanitarian crises 
can cause economic downturns, which further limit govern-
ments’ ability to provide health services.

Populations displaced by crisis may face particular barriers 
to AT access. People who cross borders or who live in non- 
government-controlled areas may not have access to national 
services due to administrative obstacles. For populations who 
are living in camps, including in the context of enforced 
encampment policies (as in some refugee-hosting countries), 
access can be hindered by movement restrictions or by being 
located far from service centers. In a very practical sense, 
language barriers can be an obstacle to navigating often com-
plex service systems.

Limitations of the crisis response

Coordination mechanisms often do not provide clarity on who 
is responsible for AT provision in crises (Tataryn & Blanchet, 
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2012), and, therefore, offer little accountability for provision. 
There is often little coordination of rehabilitation services 
(Mousavi, Ardalan et al., 2019; Sheikhbardsiri, 2017), or of 
international medical teams (Bar-On et al., 2011) through 
which AT services are typically provided.

Similarly, after a humanitarian crisis, the sudden increase in 
NGOs and resources may create challenges for the coordina-
tion of rehabilitation services (Trudeau & Rothstein, 2016) and 
may lead to the development of parallel provision systems that 
are not coordinated with national systems (Gosney et al., 2011).

Humanitarian actors often fail to gather data on disability 
and AT needs (Redmond et al., 2011; Stough & Kang, 2015); 
where they do, they may have inconsistent approaches to that 
data gathering, or do not have the capacity to interpret the 
findings, or act upon them if they do. This limits responsible 
agencies’ ability to plan and implement AT programmes, and 
monitor and evaluate those programmes (Redmond et al., 
2011; Stough & Kang, 2015).

Where AT provision programmes are in place, they are 
often led by NGOs using models of provision that may not 
be evidence-based. These include charitable donations of assis-
tive products which are provided without consideration of 
needs or appropriateness and without being accompanied by 
necessary services (Patil, 2015; Tataryn & Blanchet, 2012). 
There is no evidence of the sustainability of NGO-led AT 
provision interventions (Rohwerder, 2018; Visagie et al., 
2018). The use of NGOs in AT provision may exacerbate the 
impression that AT is a charitable benefit rather than a right.

Historically, there is evidence that acute care is prioritized 
over early rehabilitation in crises (Khan, Amatya, Gosney, 
Rathore, Burkle Jr et al., 2015b; Mills et al., 2018), which is 
likely to lead to underinvestment in AT. Furthermore, even 
organizations of people with disabilities (OPDs) often prior-
itize other needs such as access to food – over AT (Tataryn & 
Blanchet, 2012). Sometimes, the lack of AT provision may 
reflect prejudiced attitudes by those who are responsible for 
providing the necessary services (Llewellyn & Lewis Gargett, 
2018). Specialist services for people with disabilities are some-
times considered “complex, long-term and non-life threaten-
ing” and are, therefore, potentially not seen as part of the task 
of humanitarian service provision (Mirza, 2015).

There is often a disparity between the types of AT needed 
and the AT that humanitarian agencies prioritize (Tataryn & 
Blanchet, 2012). For example, after the Haitian earthquake in 
2010, most organizations providing rehabilitation services 
were orthosis or prosthesis providers, despite the relatively 
smaller number of impairments caused by amputation (Marie 
Knowlton et al., 2012; Tataryn & Blanchet, 2012).

Challenges of AT provision

Assistive products have features that may make them more 
challenging to provide at scale in humanitarian settings than 
other essential humanitarian products and services, which 
when coupled with the barriers described above may limit 
humanitarian agencies’ readiness to instigate programmes to 
scale up AT. Assistive products are expensive compared with 
many other humanitarian products. Few low-tech, low-cost 
assistive products have been developed that are affordably 

scalable in crisis contexts (Borg & Östergren, 2015; S Brown 
et al., 2020). Assistive products also have ongoing costs asso-
ciated with repair, upkeep, and replacement (Iezzoni & 
Ronan, 2010; Sharma, 2015). AT products need to be tailored 
both to the user and to the setting, and must not be provided 
using a “one size fits all” approach, as they may also require 
modification, adaptation and refitting over time. AT provi-
sion for children exemplifies this challenge: assistive products 
are particularly costly for children, as they will need to be 
regularly replaced as they are outgrown (Iezzoni & Ronan, 
2010); prosthetic replacements are usually required annually 
up to age 5, biannually up to age 12, then every 3–4 years 
until age 21. Those challenges are exacerbated by the physical 
environment, making products developed for high-income 
countries, and even developing LMICs, inappropriate. This 
increases the likelihood of assistive products being abandoned 
(S Brown et al., 2020). All those factors make AT for huma-
nitarian settings particularly expensive to procure, distribute 
and maintain.

Furthermore, AT needs in humanitarian contexts are both 
unpredictable and diverse, which is a challenge for efficient and 
effective procurement. There is little evidence to guide huma-
nitarian actors in predicting likely levels of AT need following 
a crisis, and the volumes and types of need are likely to be 
highly dependent on the type of crisis and the setting. There is 
a broad range of assistive products to meet different needs, with 
no minimum standards for their manufacture and design. This 
reduces the viability of cost-effective, fast, large-scale procure-
ment. The literature suggests that AT provided in humanitar-
ian settings is often not suitable for the specific context and is 
substandard (Rohwerder, 2018). It is also rarely accompanied 
by appropriate services or support (Rohwerder, 2018).

Facilitators of AT provision in humanitarian settings

As we found no evidence that described or compared different 
models of at-scale AT provision in humanitarian settings, we 
also did not find evidence of “what works” to improve AT 
provision. However, the literature suggests some principles 
which may offer facilitating factors to improve the quality 
and scale of AT provision in humanitarian settings. While 
these principles may be helpful, they are unlikely to be suffi-
cient to meeting the full gap in AT needs in humanitarian 
settings, as they do not address many of the structural barriers 
identified in this review.

International support in humanitarian crises must be 
designed to strengthen and sustain existing health systems by 
integrating rehabilitation and AT provision into emergency 
response. Some strategies to do this include deploying rehabi-
litation professionals within or alongside EMTs (Sheppard & 
Landry, 2016) to facilitate early rehabilitation (Ali et al., 2010) 
and developing field hospitals into permanent centers that can 
provide long-term rehabilitation (Keshkar et al., 2014). 
Systems can also be sustainably strengthened by integrating 
AT provision into approaches that bring services as close as 
possible to communities, such as community-based rehabilita-
tion models (Blanchet et al., 2017; Bongo et al., 2018; Gosney 
Jr. & O’Connell, 2009; Handicap International, 2014), as well as 
local identification, recruitment and training of AT personnel 
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(De Witte et al., 2018). One study found that benefits of CBR 
for children with disabilities in Zimbabwe included the provi-
sion of AT (such as wheelchairs) as well as advice about home 
physiotherapy. However, despite some reported positive 
impacts on the community, the local government had not 
taken over the funding of the CBR programme which led to 
its decline. Although the evidence base for the impact of CBR is 
weak (Bright et al., 2018), there is some indication that it may 
be a useful approach in humanitarian settings (World Health 
Organization, 2010).

AT provision can also be strengthened by including AT 
responsibilities into coordination structures. Humanitarian coor-
dination (e.g., IASC Clusters) should have a clear, designated 
“space” for AT provision (Landry et al., 2016) with oversight 
from a government agency (among others) (Marie Knowlton 
et al., 2012). One of the lessons from the 2010 Haiti earthquake 
was the benefit of having a disability sub-cluster (Marie Knowlton 
et al., 2012). Evidence indicates that such coordination structures 
must fully involve local stakeholders in the provision of rehabilita-
tion services (L Zhang et al., 2012). They must integrate all 
responsible actors into coordination, including government, civil 
society organizations and international agencies (Anonymous, 
2020). While there are sustainability risks associated with reliance 
on NGOs to deliver services, it should be noted that NGOs are 
likely to have expertise in negotiating AT procurement at lower 
costs than other actors (ATscale, 2019).

Humanitarian agencies must also implement systems to gather 
data on those with unmet AT needs, not just those who receive 
emergency care. On their own, tools such as the WGSSQ 
(Washington Group on Disability Statistics, 2014), the rATA 
tool (Global call for measuring access to assistive technology 
using the WHO rapid Assistive Technology Assessment (rATA) 
questionnaire [Internet], 2005) and clinical diagnostic tools may 
only provide limited evidence on AT needs – but when these tools 
are administered together, they may provide valuable information 
to use as an advocacy and inform provision. Tracking systems and 
databases of injuries have been found to be valuable (Ali et al., 
2010; Gosney Jr. & O’Connell, 2009; Landry et al., 2016) in meet-
ing AT needs – although types of patient registries may fail to 
capture those with AT needs who never receive acute care, and 
registries may even put patients in danger if they identify those 
who may be perceived as combatants. Gathering and publishing 
information on AT services (e.g., in a public directory), as well as 
information on rights to services (Tanabe et al., 2015), may also 
improve demand, access, and take-up of services (Benigno et al., 
2015; Landry et al., 2016; De Witte et al., 2018, 2018).

What activities are in progress to scale up and 
improve the quality of AT provision in humanitarian 
settings?

Since the CRPD entered into force, several new initiatives have 
been instigated that aim to improve the evidence base and 
guidance to meet the need for AT globally. These include:

● UNICEF and WHO-led data collection on levels of AT 
need, demand, and barriers to access in humanitarian 
contexts, using the WHO rapid Assistive Technology 
Assessment survey (rATA) (ongoing). That information 

is aimed to support the planning of assistive products 
selection, procurement, and service delivery.

● The development of a model list of priority assistive pro-
ducts for humanitarian action led by WHO and UNICEF.

● UNICEF and WHO, within the AT2030 programme, have 
developed Assistive Product Specifications (for 27 assistive 
products) and a Procurement Manual to support countries 
in procuring quality and affordable assistive products. 
UNICEF, WHO and other partners held consultations and 
workshops to assess the usability of these resources in huma-
nitarian contexts and evaluate potential adaptations.

● Global initiatives from AT2030 and ATScale which aim to 
commission research and programmes to better under-
stand how the AT market can be shaped to scale up access 
and provision of AT in LMICs (ongoing).

Recommendations

Next steps

● An AT Provision and Coordination Framework for 
humanitarian settings should be developed, which, as 
a priority, must include:

● Information on need, unmet need, demand, barriers and 
enablers to access AT in a range of different humanitarian 
settings;

● details of interagency responsibilities for AT provision 
and humanitarian coordination for AT provision, under 
different models of coordination, including the cluster 
system and refugee coordination model, at every stage 
of crisis; and including settings with weak or absent 
national government.

● details of minimum standards for how interagency respon-
sibilities should be enacted, based on evidence of best prac-
tice (e.g., minimum requirements for needs assessment 
approaches, financing, programming), that considers the 
varied needs of all groups with AT needs, including those 
who were born with an impairment or acquired an impair-
ment before the crisis, or as a result of the long-term impacts 
of the crisis.

● Explicit incorporation of assistive products and services into 
emergency preparedness planning and humanitarian 
response.

● Establish a multi-stakeholder taskforce to take forward 
the recommendations of the AT Framework, and the 
recommendations below, and to build capacity of huma-
nitarian actors; embed AT-related issues into key IASC 
and Cluster Lead Agency guidance, tools and processes, 
including to establish mechanisms for monitoring AT 
need and access; document effective models of coordina-
tion, including coordination with national systems in 
a variety of different humanitarian settings.

Longer-term recommendations

● Donors and multilateral agencies should ringfence humani-
tarian and development funding for effective, coordinated 
and inclusive AT provision. This funding should consider 
the facilitators of improved provision outlined in this paper, 
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and should aim to strengthen sustainable national systems of 
AT provision in fragile states, protracted crises and in coun-
tries hosting large refugee populations, in order to enable 
scale-up in an emergency and to ensure coverage of all 
affected populations. And to consider the role of develop-
ment agencies in sustained provision, especially in cases with 
weak or absent national governments.

● Humanitarian procurement teams should rapidly expand 
supply catalogs (fe.g., the UNICEF supply catalog) to 
include a range of assistive products based on the WHO 
humanitarian priority assistive products list.

● Donors and multilateral agencies should make monitor-
ing and evaluation a requirement of all new programming 
which includes an AT provision component, in order to 
build the evidence base on “what works” to scale up and 
improve the quality of AT provision.

● More research is required on both pilot and at-scale 
interventions (e.g., those implemented by HI and ICRC) 
to measure:
○ outcomes across range of domains (e.g., participation, 

inclusion in health, education, etc.).
○ types of products that have been effectively procured 

and distributed in crisis, and the mechanisms for deliv-
ery and scale-up, including digital tools.

○ the best mechanisms for procurement, supply, distri-
bution, as well as follow-up services (including rehabi-
litation, occupational therapy, repair and adjustments).

○ The challenges, opportunities and impacts of incorpor-
ating AT products and services into emergency prepa-
redness planning and humanitarian response.

○ Intersectionality of programming (age, gender, disabil-
ity, etc.) in support of disability outcomes and impacts
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