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Integrating Chronic care (HIV, TB, NCDs) in emergencies health 
response:  

MSF recommendations for countries to develop guidance 
adapted to their context  

Final version 12.03.26 

People living with chronic conditions and in chronic care are in need of long-term engagement with the 
health care system such as people living with HIV (PLWHIV) or Non-communicable diseases (e.g. 
hypertension, diabetes) and people in need of mid-term duration of care such as people with TB face 
increased risks during emergencies. Interruptions to treatment are common as health systems become 
fragmented, and supply chains collapse. This document aims to be a briefer to summarize key 
programmatic elements of emergency preparedness and contingency planning to support programs to 
maintain uninterrupted access to essential chronic care.   

The key elements to consider are: 

1. Development of national guidance and contingency plan in case of 
emergencies: general principles 

The country/region should develop a context specific and very practical guidance for healthcare 
workers and other actors involved in supporting people in need of chronic care in case of emergencies 
and be translated into a contingency plan at district and each facility level to ensure continuity of care. 
The development of national guidance should be done together with all HIV, TB, NCD stakeholders, 
including Health facility/MoH personnel, Community Health Workers (CHW), Civil Society 
Organizations (CSOs), Community based organizations (CBOs) and beneficiaries.  

Guidance should include:  

1.1. Scenario planning and preparedness 

• Develop different emergency scenarios (see details below) and define provision of services 
according to each scenario considering how to adapt services and maintain communication 
flow for each level of response 

• At district and local level, the contingency plan should include an extensive mapping of all 
stakeholders and their areas of intervention – Health district, Healthcare workers, PLHIV 
organizations or other CSO’s, CHW, International and national NGO’s, etc, and what services 
they are providing and how/if they will be maintained during emergencies or service disruption. 
This mapping should be updated regularly (at least once a year) and shared with all 
stakeholders. 
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• Ensure patients and caregivers (and potentially wider community) are aware about existence of 
contingency plan and emergency contact persons (consider creation and distribution of 
explanatory leaflets, workshops… etc.) 

• Conduct simulation exercises at local level (a key component of preparedness) on how 
services will be organized to ensure continuity of care. 

• Take into account possible disruption of data systems in the scenarios and define backup 
procedures for data collection and key indicators to continue to follow in case of acute 
emergencies 

• In case communication lines are cut: Define level of autonomy at each level of the chain of 
communication 

1.2. Definition of the service package 

• Define the package of health services, including essential commodities, where services will be 
offered, by whom, when, all adapted to levels of response and intervention package 

• Discuss with the community to define the best Differentiated Service Delivery (DSD) model for 
the specific context and include it in the contingency plan (mobile/temporary clinics, remote 
follow-up, telehealth, integration into existing services. Consider methods to facilitate 
medication refills and data transfer across borders and regions) 

• Consider protective measures for patients, safe travel corridors, appointment flexibility, free 
care, and confidential service provision 

• Define the exceptions from national policies that could be applied in case of emergencies (i.e. 
possibility of screening of AHD in the community while it is only at PHC level if no emergencies) 

 

1.3. Definition of roles and responsibilities 

• Define and allocate roles and responsibilities: designate staff responsible for contingency plan 
implementation at district level, as well as in the health facility and in the community (e.g, one 
health worker as the focal point and one CHW or peer patient or member of a PLHIV 
association per area of the covered health zone);  

• Identify back-up people to be included in roles and responsibilities at district, facility and 
community level. 

 

1.4. Coordination and communication 

• Strengthen cooperation between facilities providing HIV services within neighboring areas;  

• Establish communication networks among key stakeholders, including community 
representatives. 
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• If possible, create a communication system linking key roles via e.g a social media group 
(whatsapp, signal…) for quick and easy communication.  

• Make clear the autonomy PLWHIV can take to ensure their own continuity of care. 

 

1.5. Strengthening supply chain resilience 

• Pre-positioning of essential stock: Maintain a contingency stock (at least 3 – 6 months of ARVs 
and Cotrimoxazole for nb of patients + 10%; allocate and supply complete TB regimen; TB 
stock of other OI drugs; PeP, PreP; oral antidiabetics and if possible, Insuline), to be updated 
every 3 months at district or (even better) facility level. 

• Ensure secure drug storage and identify stock relocation sites in advance (as part of the 
preparedness plan).  

• Foresee the possibility to provide personal runaway bags with multi-month dispensing for 
patients and essential information to share (e.g. how to take drugs, how to interrupt safely, 
where the refills stations will be located, contacts in the community). 

• Establish mechanisms for rapid access to ARVs and essential medicines/items (e.g., 
emergency drug redistribution/runaway bags from a neighboring HIV treatment facility, drop-in 
center or alternative through community distribution) 

• Consider and enable country channels for emergency procurement of commodities when 
routine mechanism might fail (e.g. consider alternative suppliers safeguarding quality, supply 
routes…). 

 

1.6. Data management 

• Define procedures for secure backup of patient data, files and clinical management registers 
for the follow-up of HIV, TB, HTA and DM, including paper-based and electronic systems to be 
used during emergencies. Consider patient held records which are simplified and portable 
(waterproof etc) detailing key clinical chronic care information. 

• Establish the list of patients that are on follow-up on any of the conditions per area to share 
with the CHWs/CSO’s (to be updated in alert situation, see below) 

• Identify key indicators to report on how crises affect HIV, TB, NCDs outcomes and how 
mitigation efforts preserve service continuity such as Lost-to-follow-up, mortality (attrition), 
treatment interruptions. 

• Use collected data to inform and advocate for additional collaboration and resources. 

• Use data to track need for refills and ensure continued supplies. If no data is available, 
empower the focal points to estimate needs and order refills 
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2. Crisis-Responsive Service Adaptation: Levels and Triggers. 
A tiered system (levels of intervention) of packages of interventions adapted to the contextual situation 
and how to escalate/reduce them according to specific triggers/moments could be proposed. This is a 
model we have used in MSF in the past. It requires advance planning and helps teams to be agile to 
expand provision of care rapidly.  

The following could be used as proposed levels of intervention to be adapted by countries and 
programs: 

Level 1 – Mild disruption - Minimal Adaptation  

The probability of threats or intimidation of staff or properties increases at this level, there are 
restrictions of movements to some areas, patients have difficulties reaching health facilities, supply 
chains are mostly intact and staff is available.  

This requires the following response:  

➔ Activation of the contingency plan (communication, data management, supply chain 
management) 

➔ For the package of care, please refer to chapter 3 

At the district level: 

• Check stock levels at district level and facility level and order as necessary. Send additional 
commodities to the health facilities for them to be able to prepare runaway bags with essential 
commodities for at least 3 months 

• Activate communication lines with stakeholders’ network (via whatsapp or other). 
• Send guidance to health facilities for them to activate contingency plan. 

At the clinic level:  

• Prepare run away bags for all patients in the cohorts of chronic care. The runaway bag should be 
tailored to the needs of the patient (ARV and cotrimoxazole for all, anti-TB, antidiabetic, etc.). 

• Focus counselling messages for patients on understanding what to do if the situation 
deteriorates (consider provision of written/pictorial information with detailing advice and 
location of service providers). 

• Data management: Implement the back-up procedure for registers and patient files; Update the 
list of patients to follow up per area to share with the CHWs/CSO’s. 

• For package of care, see the minimum package and what can be added according to the context 
below. 

In the community, for areas not affected by tensions:  

• CHW to reinforce patients ‘briefing on the contingency plan and update the list of patients' 
phone numbers.  

In the community, for areas with restricted movements:  

• Provide focal points (CHW, CSO/CBO members) in each area with runaway bags.  
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• Pre-positioning of stocks at the level of the CHW can be defined if necessary. 
• Focal points are in charge of contacting patients and providing drugs to patients at some pre-

identified meeting points.  
• According to the environment, make sure focal points are aware of the referral pathways to 

health facility for very sick people. 
• Data management: registration of patients (in register books) provided with runaway bags sent 

to the clinic; Communication between health facility and focal points on the people who are 
lost-to-follow up. 

• Whenever possible, ensure the continuity of HIV testing and AHD screening through mobile 
clinics or community sites.  

• Adapt the package according to the context and needs (see below)  

Level 2 –Significant but not total disruption.  Instability in the health facility catchment 
area and limited movements - Moderate Adaptation. 

Supply chain delays and access to clinics is disrupted. 

This requires the following response:  

• The designated health worker at the health facility level leads the contingency plan 
implementation.  

• Provide focal points (CHW, peer patient, or member of association of PLHIV) in each area with 
runaway bags (as defined earlier). 

• Focal points contact patients to organize the distribution of runaway bags;  
• If there is no capacity in the clinic or all or most clinic activities are interrupted  temporary 

suspension of treatment initiations might be considered as it follows: TB treatment initiation 
and Insulin-dependent Diabetes services should NOT be interrupted, new ART initiations, HTA 
and oral DM treatment initiations can be interrupted. 

• Provide information to people waiting to be initiated on any treatment on the reasons for delay, 
measures taken to attempt resumptions as soon as possible and inform of the contingency 
plan, and where to get support/contact of CHW focal point.  

• Advise patients to contact the CHW from the area or the clinic health care worker if they run 
out of drugs or need psychosocial support. 

• Consider setting up mobile/temporary clinics or outreach/proxy pick up of 
medications/community distribution points. 

• Simplified monitoring and patient held records. 
• Data management: send back up of patients database at the central level.  

 

Level 3 – Total disruption and interruption of services - Maximum Adaptation  

Dangerous/untenable situation/evacuation: No safe facility and complete collapse or evacuation. 
Major supply chain interruptions 

At the health facility level:  
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• Health staff evacuation, relocation of drug stock. 
• Use all emergency and runaway bag supplies. 
• Focal point from the health facility continue communication with focal points from the 

different areas.  
• Try to preserve the collection of Data (paper based). 
• If CHW, peer patients, members of community, associations, CBOs (people living with HIV 

more often but also others) are still within their community, continue communication with the 
patients on maximising self-management and peer support, community led distribution. 

• Consider setting up mobile/temporary clinics or outreach/proxy pick up of 
medications/community distribution points. 

• Simplified monitoring and patient held records. 
 

Level 4 - Recovery and Post-Event Actions  

For recovery of services, it might take longer than expected to resume services and provision of 
packages of care. It is advisable to identify milestones and triggers that can be used as indication of 
when the package of care can be scaled up.  

Milestones and triggers can be related to context situation, capacity of the clinic, workload, human 
resources or resources available.  

Package of care scale up could be for example to move from ensuring ART continuation for patients 
who are on treatment and expand services to treatment initiation.  

Overall, resumption of services consists of the following:  

At the health facility level:  

• Replenish drug stocks and medical supplies. 
• Conduct a rapid assessment of service gaps and people lost-to-follow-up.  
• Resume any activities that were put on hold. 
• Note that in the case of HIV care, ART interruption/re-engagement in care requires to ensure 

systematic screening of AHD for any patient that reengage in care. 
 

At the community level:  

• CHW to contact patients and strengthen tracing activities.  
• Identify what activities were implemented in the community prior to disruption of care and 

attempt resumption in a phased manner considering specific milestones or context conditions 
that enable implementation. For example: HIV testing, PreP, etc. 

3. Minimum package and activities to be added according to the context 
Principles to be applied in case of emergencies and/or acute disruption of services: 

- Prioritize access to continuation of treatment and prevention of the following:  
o HIV:  ART, PMTCT, PreP, PeP 
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o TB treatment and TPT 
o DM treatment 
o HTA treatment 
o Contraception 
o Identify people on treatment of acute complications or OIs and ensure ways of 

treatment continuation. 
o Referral services for people severely ill. 

- Acknowledge risks of treatment interruption/disruption of care (e.g. failure, acute 
complications…) 

- Add activities to complement the basic package when context, HR availability and 
infrastructure allows. 

Basic package in case of acute crisis – continuity of treatment: 

• Prioritize access to treatment in case of emergencies: 
o TB treatment continuation 
o ART continuation 
o Insulin continuation for Insulin-dependent DM 
o Acute conditions on treatment  

o SV package (PEP kits) 

o PMTCT – ART continuation in pregnant women 
o Any other commodities related to chronic diseases 
o Identify options of referral for people in need of hospitalization 

• Ensure access to commodities through 
o Multi-months dispensing/runaway bags 
o Decentralized distribution points, such as iCCM’s sites or community-based and led 

points (PODIs…) (identify these distribution points in advance together with the 
community and the national programs.  

o Repositioning of stocks 

Addition to the minimum package if context, HR and infrastructure allows: 

• Screening, diagnosis and treatment initiation 
o HIV testing including PMTCT and ART initiation. 
o Restart counseling & HIV testing at facility level and community level (ICCM sites, 

mobile clinic, testing campaigns, etc.) 
o Resume TB screening, diagnosis and treatment initiation services. 
o Diagnosis and treatment initiation of HTA and DM. 

• HIV Treatment monitoring 
o Collect HIV viral load for all patients on ART > 6 months when emergency has stabilized 

(cohort catch-up)  
o Screen for AHD (CD4 testing) if VL > 1000, if newly diagnosed, if re-engaging in care or 

symptomatic at health facility level  
o Collect EID samples for HIV-exposed babies <18 months old 
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• Advance HIV disease prevention & treatment 
o If CD4<200 cells/mm3, offer TB-Lam & Crag tests 
o Offer prevention drugs if no OI 
o Offer treatments if IO found 
o Referral services 

• HIV Prevention 
o Offer PrEP to populations at high risk of acquiring HIV (transactional sex, Key 

population, Survivors of SV in some contexts, etc.) 

4. Specific recommendations for donors 
Ensure that the basic principles described above are included in the support given by donors and 
include: 

• Contingency planning (roles and responsibilities, communication & coordination, adapted 
package according to the level of emergencies, supply adaptation, data management) 

• Inclusion of CSO and community in the planning and implementation 
• Enough supplies and commodities to support the implementation of the plan 
• Flexibility to adapt to evolving situation (in terms of resources allocation and strategies) 

For any queries, please contact Esther Casas (esther.casas@joburg.msf.org) or Stéphanie Dreze 
(stephanie.dreze@brussels.msf.org)  

mailto:esther.casas@joburg.msf.org
mailto:stephanie.dreze@brussels.msf.org

