
ARTIC
LE

 IN
 PRESS

Article in Press

Setting research priorities for sexual and 
reproductive health in humanitarian settings: a 
global, stakeholder-informed agenda

Conflict and Health

Received: 27 August 2025

Accepted: 13 November 2025

Cite this article as: Nam S.L., Abril A., 
McKay G. et al. Setting research priorities 
for sexual and reproductive health 
in humanitarian settings: a global, 
stakeholder-informed agenda. Confl 
Health (2025). https://doi.org/10.1186/
s13031-025-00734-5

Sara L. Nam, Arantza Abril, Gillian McKay, Sara E. Casey, Claire Bossard, Ann M. 
Moore, Tewodros Seyoum, Aliki Christou, Stefania Paracchini, Patricia Lledó Weber, 
Tam Fetters, Neha Singh, Enric Grau, Tatayana Sleiman & Karl Blanchet

We are providing an unedited version of this manuscript to give early access to its 
findings. Before final publication, the manuscript will undergo further editing. Please 
note there may be errors present which affect the content, and all legal disclaimers 
apply.

If this paper is publishing under a Transparent Peer Review model then Peer 
Review reports will publish with the final article.

https://doi.org/10.1186/s13031-025-00734-5

© The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International 
License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you give appropriate credit 
to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the licensed material. You do 
not have permission under this licence to share adapted material derived from this article or parts of it. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the 
article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain 
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.

https://doi.org/10.1186/s13031-025-00734-5
https://doi.org/10.1186/s13031-025-00734-5
https://doi.org/10.1186/s13031-025-00734-5
http://creativecommons.org/licenses/by-nc-nd/4.0


ARTIC
LE

 IN
 PR

ES
S

Revised Submission to BMC Conflict & Health

Title Page
Setting research priorities for sexual and reproductive health in 
humanitarian settings: a global, stakeholder-informed agenda
Authors:

1. Sara L. Nam (Corresponding author)
Sara.GlobalHealth@gmail.com

Avicena Health & Social Projects, c/o Plaza Conde del Valle de Súchil 19, 28015 Madrid

2. Arantza Abril

aabril.srhrconsultant@gmail.com

Avicena Health & Social Projects, c/o Plaza Conde del Valle de Súchil 19, 28015 Madrid

3. Gillian McKay

g.mckay@elrha.org

Elrha, 1 St John's Lane, London EC1M 4AR, UK

4. Sara E Casey

sec42@columbia.edu

Columbia University Mailman School of Public Health, 722 West 168th Street, New York, NY 10032, USA

5. Claire Bossard

Claire.BOSSARD@epicentre.msf.org

Epicentre, Médecins Sans Frontières, 14-34 Avenue Jean Jaurès, 75019 Paris, FRANCE

6. Ann M. Moore

amoore@guttmacher.org

Guttmacher Institute, 125 Maiden Ln Ste 7, New York, NY 10038

7. Tewodros Seyoum

tewodros.seyoum@uog.edu.et

1. University of Gondar, Gondar, Chechela, Gondar, ET 196

2. Karolinska Institute, KBH, Stockholm, SE 171 77, Sweeden

8. Aliki Christou

achristou@itg.be

Institute of Tropical Medicine, Antwerp

9. Stefania Paracchini

stefania.paracchini@medecinsdumonde.be

1            

ACCEPTED MANUSCRIPTARTICLE IN PRESS

mailto:Sara.GlobalHealth@gmail.com
mailto:aabril.srhrconsultant@gmail.com
mailto:g.mckay@elrha.org
mailto:sec42@columbia.edu
mailto:Claire.BOSSARD@epicentre.msf.org
mailto:amoore@guttmacher.org
mailto:tewodros.seyoum@uog.edu.et
mailto:achristou@itg.be
mailto:stefania.paracchini@medecinsdumonde.be


ARTIC
LE

 IN
 PR

ES
S

Médecins du Monde, Bruxelles, Kruidtuinstraat 75, 1210 Brussel, Belgium

10. Patricia Lledó Weber

patricia.lledoweber@msichoices.org

MSI Reproductive Choices Head Office, 1 Conway Street Fitzroy Square, London W1T 6LP, UK

11. Tam Fetters

FettersT@ipas.org

Ipas, 300 Market St, Ste 200, Chapel Hill, NC 27516, USA

12. Neha Singh

Neha.Singh@LSHTM.ac.uk

London School of Hygiene & Tropical Medicine, 1Keppel Street, London WC1E 7HT, United Kingdom

13. Enric Grau

grau@avicenaproject.com

Avicena Health & Social Projects, Plaza Conde del Valle de Súchil 19, 28015 Madrid

14. Tatayana Sleiman

tatyana@skoun.org

Skoun, Headquarter and Main Center, Rafic Hariri University Hospital, Auxiliary Villa #3, Jnah, Beirut, Lebanon

15. Karl Blanchet

Karl.blanchet@unige.ch

Geneva Centre of Humanitarian Studies – Université de Genève, 16, Bd de Saint-Georges, 1205 Geneva, 
Switzerland

2            

ACCEPTED MANUSCRIPTARTICLE IN PRESS

mailto:patricia.lledoweber@msichoices.org
mailto:FettersT@ipas.org
mailto:tatyana@skoun.org


ARTIC
LE

 IN
 PR

ES
S

ABSTRACT

Background

Sexual and reproductive health and rights (SRHR) remain critically underfunded and underresearched 

in humanitarian settings. Existing global research agendas are outdated, lack an implementation 

focus and often exclude perspectives from frontline practitioners. This exercise aims to identify and 

rank actionable research priorities globally and by region.

Methods

We conducted a cross-sectional global, multiphase prioritisation exercise with information from 

frontline practitioners. The process included a scoping review and 11 regional consultations (informed 

by 91 SRHR experts), resulting in a long list of 101 SRHR research needs. Using these, we 

systematically listed and refinemended the SRHR research questions. A budget-weighted research 

prioritisation (BWRP) method was used for a global, multilingual survey to score 73 SRHR 

implementation questions across nine SRHR topical domains and three crosscutting domains. 

Domains were weighted equally, and regional priorities were identified.

Results

A total of 271 experts contributed to the prioritisation ranking. Themes prioritised within the domains 

included the delivery of community-based care, self-care strategies, the integration of mental health 

into SRHR services and the improvement of adolescent access to contraception. A strong consensus 

emerged on the need to research topics such as human papilloma virus (HPV) vaccination, 

emergency obstetric and newborn care, and resilient SRHR service delivery amid climate shock. 

Substantial regional variation underscores the need for locally contextualised agendas, e.g., Europe 

and Central Asia prioritised quality of care and noncommunicable disease integration, whereas Latin 

America and the Caribbean emphasised gender-transformative approaches and community 

leadership.

Conclusion

This stakeholder-informed research agenda responds to calls for context-specific SRHR research in 

humanitarian settings. The importance of tailoring research to local realities, including health system 
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capacity, legal constraints and cultural norms, was a recurrent theme across all regions. The BWRP 

method enables clear prioritisation while reducing respondent burden, offering a practical model for 

future exercises. As global funding for SRHR contracts, aligning research with frontline needs is 

critical to ensuring effective, equitable service delivery.

KEYWORDS

Reproductive health, Sexual health, Humanitarian settings, Research priorities.

BACKGROUND

Sexual and reproductive healthcare and rights (SRHR) are critical components of the minimum 

standards of care for any humanitarian health response yet remain underfunded. The global 

humanitarian crisis is growing in magnitude; approximately 305 million people currently require 

humanitarian assistance to meet their sexual and reproductive health (SRH) needs(1). Women, 

adolescents and other marginalised groups are disproportionately affected by disruptions to health 

care access, experience heightened exposure to sexual violence and are at greater risk of poor health 

outcomes. Conflict, displacement, insecurity, economic strain and extreme weather events amplify 

existing health inequities, exacerbating the unmet need for contraception and contributing to rising 

rates of unintended pregnancy and unsafe abortion(2,3). Despite global commitments to uphold 

SRHR, access to quality, comprehensive SRH services in humanitarian, especially acute, crisis 

settings remains fragmented and inadequate(4,5).

The second Humanitarian Health Evidence Review (HHER2) and earlier systematic reviews mapped 

significant gaps in the SRHR evidence base, particularly in terms of service effectiveness, health 

outcomes, and cost-effectiveness(6,7). Although implementation guidance exists for SRHR 

interventions in emergency settings, evidence to support delivery strategies that improve health 

outcomes, especially for family planning (FP), abortion and sexually transmitted infection (STI) 

services, remains limited and unevenly distributed (2). The evidence has mainly described service 
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availability or utilisation, with fewer studies examining real-world implementation, scalability or 

contextual barriers. A scoping review of implementation studies in conflict settings revealed that few 

peer-reviewed papers addressed how new SRHR research is translated into revised practices, 

especially in the actions of frontline actors (8).

In response to this enduring evidence gap, there is increasing emphasis on implementation science 

approaches to understand not only ‘what works’ but also ‘how, where and why’ interventions work or 

fail across diverse fragile contexts (8,9). This aligns with calls for global health research to prioritise 

relevance, local ownership and impact, especially in settings where resources are constrained and 

disruptions are frequent. Despite the growing recognition of the need for stakeholder-informed 

research prioritisation(10,11), few exercises have engaged implementers, care providers and 

researchers across crisis-affected low- and middle-income countries (LMICs) to identify actionable, 

implementation-oriented and outcome-focused research questions for SRHR (12,13).

At this time, the global health landscape is shifting dramatically, and financial support is undergoing a 

profound contraction, particularly affecting SRHR programmes. Major bilateral donors have drastically 

scaled back or halted funding for SRHR, including Human Immunodeficiency Virus and Acquired 

Immunodeficiency Syndrome (HIV & AIDS), and maternal health interventions (14). These constraints 

threaten the continuity of health services and curtail health system capacity to implement evidence-

based interventions. In 2023, the United States contributed approximately 42% of total global health 

assistance, including 47% of global humanitarian aid (15,16). The abrupt closure of the United States 

Agency for International Development (USAID) is disrupting contraceptive access for more than 46.7  

million women, couples and girls annually, leading to 17.1 million unintended pregnancies and 34,000 

preventable maternal deaths (17). If USAID funding for HIV permanently disappears, there could be 

an additional 6 million HIV infections and 4 million AIDS-related deaths by 2029, reversing hard-won 

gains since 1995 (18). This will hit sub-Saharan Africa particularly hard.

In this context, research investments must be highly targeted, addressing the most pressing evidence 

gaps and supporting the scale-up of proven, cost-effective, context-appropriate and locally driven 

SRHR interventions in humanitarian settings.

Box 1: Definition of SRHR
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This exercise aimed to systematically 

identify and prioritise research questions 

on SRHR in humanitarian settings that 

are actionable, grounded in 

implementation science, and investigate 

interventions or approaches with 

measurable effects on health outcomes 

and/or quality of care, aligned with 

stakeholder needs. Through a 

multistage global consultation and 

analysis process, we sought to develop 

a validated research agenda to guide 

future investment and evidence-

informed decision-making in humanitarian contexts.

METHODS

Governance and technical oversight: A core expert group (CEG) of 21 SRHR humanitarian and 

civil society organisation (CSO) experts and a steering committee composed of donors, United 

Nations (UN) agencies, government ministries, academics and nongovernmental and civil society 

organisations together provided methodological and strategic oversight (see ‘Acknowledgements’). 

Members were selected to include a range of different thematic, geography experts with 

demonstrable SRHR expertise in humanitarian settings. Individuals invited to take part were identified 

from the study team networks and further snowballing from members. Together, the CEG supported 

the review and refinement of the research questions, survey refinement and interpretation of the 

results, ensuring contextual relevance and stakeholder alignment. Limitations included that busy 

members were not always able to join meetings or contribute as fully as they would like. Opportunities 

to ensure engagement were made available through multiple meetings for different time zones, 

sharing videos/notes of meetings and seeking guidance in writing.

We use the term SRHR to reflect the global normative 

framework that positions access to SRH services as a legal 

and ethical entitlement grounded in international human rights 

law. SRHR encompasses access to a full range of SRH 

services and the ability to exercise reproductive autonomy, 

gender equality, and freedom from discrimination and 

coercion(19).

While this exercise focuses on implementation research 

related to service delivery in humanitarian settings, we retain 

the term SRHR to signal the importance of rights-based 

approaches, particularly for marginalised populations. A fuller 

discussion of rights-based dimensions is provided in the 

discussion.
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Patient and public involvement: Patients and members of the public were not involved in the 

design, conduct or analysis of this study. However, over 90 experts from diverse regions and 

professional backgrounds, including civil society representatives, clinicians, program implementers, 

and researchers, have participated in regional consultations, contributing their contextual insights and 

shaping the research priorities. Additionally, 271 stakeholders completed the global prioritisation 

survey, reflecting the perspectives of those working closely with crisis-affected populations. Their 

collective input was instrumental in identifying implementation research questions aligned with 

frontline realities. Participation is detailed below.

Thematic, geographical and contextual scope: The scope aligned with HHER2 and limited 

research questions to SRHR in LMICs affected by humanitarian crises, including conflict, 

displacement, disasters, and fragile settings (6). Populations of interest included refugees, internally 

displaced persons (IDPs), people on the move, and crisis-affected host communities. A geographical 

lens was applied, with consultations and survey data mapped against World Bank regional groupings 

(20).

The prioritisation covered nine SRHR domains adapted from the WHO’s Life Course Perspective and 

UNFPA’s definition of the SRHR (21,22): comprehensive sexuality education (CSE), FP and 

contraception, sexual health and wellbeing, reproductive cancers, STIs and HIV, maternal and 

newborn health (MNH), comprehensive abortion care, and the clinical management of rape. The 

management of complications from female genital mutilation and infertility prevention due to STIs or 

unsafe abortion covered these topics.

Menstrual hygiene and infertility treatment were excluded because they fall outside the scope of 

essential SRHR services included in the Minimum Initial Service Package (MISP) (23). The exercise 

included the clinical management of rape, although the prevention of sexual violence was classified 

as ‘protection’ rather than ‘health’.

The inclusion parameters for the research questions include the following: exercise aligned with 

implementation science principles(24); and research on interventions, delivery strategies, or 

approaches that could improve (and measure) outcomes, service quality, or equity in humanitarian 

settings. The questions had to be specific, actionable and relevant to the programme or system-level 

delivery. Questions with purely descriptive aims (e.g., prevalence, burden, or knowledge, attitudes 
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practices) or normative/governance/legal themes not linked to measurable outcomes were excluded. 

The final list emphasised measurable outcomes related to delivery, availability, accessibility, and 

utilisation.

Multiphase approach to conducting the project

The prioritisation followed five interlinked phases, drawing on the Child Health Nutrition Research 

Initiative (CHNRI) principles (11,25) while adapting methods for the SRHR in humanitarian contexts to 

enable a transparent, inclusive and operationally grounded approach.

Ethical approval for the survey was granted by the University of Geneva Ethics Committee (ref: 

CUREG-20250213-265-2).

a) A scoping literature review of SRHR evidence in humanitarian settings was conducted to inform 

domain refinement and validate research gaps. Methods and results are reported separately(26). This 

review highlighted recurrent implementation gaps such as digital health, self-care, community-based 

delivery, and climate-adapted service models.

b) Mapping of existing research questions: A total of 45 candidate priority questions related to our 

definition of SRHR were extracted from three previous global SRHR research prioritisation exercises 

in humanitarian or LMIC settings (23,27,28). The questions were deduplicated, reviewed for framing 

and implementation focus, and updated in line with current guidance. This resulted in an initial list of 

31 questions being used to initiate consultations (see phase c). A fourth STI-specific exercise (13) 

was considered retrospectively.

c) Regional stakeholder consultations and systematic listing of research questions: 

Participants self-selected via professional networks and social media callouts. No limit was placed on 

participants per meeting to maximise inclusion. Among the 291 individuals who expressed interest, 91 

(32%) participated in 11 regional online consultations (French, English, Spanish) between November 

and December 2024 across six regions: Africa (n=34), South Asia and East Asia (n=15), the Eastern 

Mediterranean (n=14), Latin America and the Caribbean (n=11), Europe and Central Asia (n=7), and 

the Western Pacific (n=3). Most were affiliated with nongovernmental agencies (NGOs) (n=40) or 

academia (n=23); 53 were women. The mean number of years of experience in SRHR in 

humanitarian settings was 7.6 years, with 5 years or more among 70% of respondents to the call.

8            
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The experts reviewed the initial 31 questions and discussed and reflected field experiences and 

emerging innovations to investigate them on context, implementation challenges, and localised 

evidence gaps. The inputs were captured via structured templates and summary matrices. Over 350 

research ideas were categorised, consolidated and refined by the study team.

d) Refinement of research questions: Topics from the consultations not meeting eligibility criteria 

were excluded or reframed into evaluative implementation research. This process yielded a draft list 

of 101 SRHR questions. The CEG reviewed and further refined the questions, adding a layer of 

quality assurance to ensure that the research questions were relevant. A final list of 73 questions was 

produced, organised into 9 technical and 3 crosscutting domains [See Additional File 1 for the list of 

research questions organised by domain]. Each question was designed to be implementation 

oriented, adaptable across settings, and responsive to regional contexts. MNHs were split into two 

domains to ensure coverage of antenatal (ANC) and perinatal care, childbirth and postnatal care 

(PNC) interventions. During this process, potential approaches and technologies (for example, digital 

information tools, self-care diagnostics, or task-sharing models) were drawn from our data and listed 

as illustrative examples of interventions that could be investigated (depending on context). Details of 

these examples are provided in Additional file 1.

A conceptual framework was structured by SRHR domains, and data from consultations and the 

review informed the survey tool’s organisation (see Figure 1).

9            
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Figure 1. Key themes reflected in the SRHR research prioritisation exercise*

* Themes were identified through a literature review; mapping of preexisting research prioritisation exercises and through 

consultations with experts in SRHR in humanitarian settings, 2024--2025

(e) Global prioritisation survey: To rank the final list of questions, a multilingual online survey, 

hosted in LimeSurvey (29), was launched via the budget-weighted research prioritisation (BWRP) 

method. Sampling required self-reported expertise with at least 5 years of experience in SRHR in 

humanitarian, low-income settings. The participants were recruited via social media and professional 

and personal networks and were invited to snowball the survey. No participant cap was imposed, but 

we aimed for a total of 250 participants, with at least 30 per region. The survey was extended by 3 

weeks to increase the number of responses in two underrepresented regions.

The respondents allocated a hypothetical US$100 across questions within each domain, using three 

criteria: relevance, feasibility, and effectiveness. This method was chosen over traditional CHNRI 

scoring following pilot testing, which revealed that cognitive burden and scoring inconsistency were 

barriers—issues also noted by others(30–32). The respondents were also asked to choose up to 

three additional prioritisation criteria and rank them from a predefined list derived from CHNRI 

methods: maximum impact, community involvement, deliverability, answerability, affordability, cost, 

ethical aspects, and public opinion. The survey was disseminated globally in multiple languages via 

social media and institutional networks.

Analysis methods

Each domain had a distinct set of questions and internal allocation of a hypothetical US$100 per 

respondent. This precluded statistical comparisons across domains due to differences in question 

numbers and domain structure. No score normalisation was conducted. The analysis was conducted 

by an SN with oversight by the KB and quality assured by the AA. Preliminary findings were shared 

with the 12-member CEG, who advised on refinements. The results were reviewed by all the CEG 

coauthors.
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Within each domain, the mean allocation (score), standard deviation (SD), and interquartile range 

(IQR) were calculated, and the questions were ranked by the mean score. When the score 

differences were ≤0.05, the rankings were treated as tied to reflect the margin of variation.

Continuous variables (mean scores) were analysed without transformation; no grouping or 

categorisation was applied apart from tied ranks. The respondents selected the regions where their 

scores should apply (World Bank regional groupings (20)), with the option of selecting more than one. 

A global ranking of SRHR priorities was generated, with additional disaggregated scores by region.

To assess the importance of additional criteria selected by respondents, a weighted scoring system 

was used: 3 points for 1st place, 2 points for 2nd place, and 1 score for 3rd place.

RESULTS

Overview of the respondents

A total of 271 individuals with professional SRHR expertise in humanitarian settings completed the 

global prioritisation survey. Nearly half (48%) had 5–9 years of experience, 51% reported at least 10 

years, and 13% had 20 years or more. Just over half (59%) identified as female, 36% as male, 2% as 

nonbinary or third gender, and 3% did not disclose their gender or had missing data.

Most respondents (72%) selected a single region in which they had the most experience; 13% 

selected two regions, and 15% selected three or more. Sub-Saharan Africa (SSA) was the most 

commonly cited region (63%), followed by the Middle East and North Africa (MENA, 22%), South Asia 

(17%), Latin America and the Caribbean (LAC, 15%), East Asia and the Pacific (10%), and Europe 

and Central Asia (6%). Fifteen percent of the participants reported global expertise, either by selecting 

‘global’ or by identifying experience across 3 or more regions (see Figure 2).

Fig. 2a) Proportion of respondents selecting 1, 2, or ≥3 regions
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Fig. 2b) Number of survey respondents by selected region of expertise

Figure 2. Respondents’ regions of expertise (n=271)

Fig. 2a) Note: Reflects how many regional perspectives each respondent chose to represent in the survey.

Fig. 2b) Notes: Respondents could select more than one region. ‘Global’ was treated as a distinct region. *Represents those 

who selected the option 'Global' + those who selected 3 or more regions.
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Due to a temporary server error, the data were partially corrupted for two fields related to ‘roles held in 

the humanitarian SRHR’: the ‘primary area of work’ (42% missing) and the ‘institutional affiliation’ 

(14% missing). All prioritisation scores remained intact. Where possible, missing role data were 

reconstructed via cross-referenced survey fields. Most of these respondents held management roles 

(n=114, 42%), often combined with research or service delivery responsibilities. Among the 58% of 

participants with complete data (n=156), the most common areas of work were clinical services 

(14%), research (14%), public health (8%), SRHR education or counselling (8%), and humanitarian 

project management (7%). Overall, the sample reflected a professionally diverse and experienced 

cohort.

Results of ranking

The findings are presented by the SRHR domain. The top-ranked research questions are shown in 

Table 1, with score dispersion illustrated in Figure 3. Regional patterns of convergence and 

divergence are described narratively. [See Additional files 2 for a full list of global & regional ranked 

priorities as scorecards and Additional file 3 regional boxplots by domain].
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Table 1: Top-ranked SRHR research questions (Q) by domain on the basis of global prioritisation scores for all responses.

1. CSE, 6Qs (n=172) Score SD
Effective delivery models for CSE 21.80 11.4
Engaging Parents and caregivers in CSE 16.86 8.0
Training & supporting CSE facilitators 16.35 8.1
Integrating CSE into adolescent-friendly health services 16.34 10.8

2. Sexual health & wellbeing, 8Qs (n=181)
Integration of SRHR and mental health (MH) 15.78 8.3
Strengthening SRHR & MH training for providers 15.56 7.9
Overcoming stigma & barriers to MH &SRHR access 14.06 8.1

3. FP & Contraception 8Qs (n=216)
Ensuring reproductive choice in humanitarian settings 16.71 10.6
Increasing adolescent access to contraception 14.90 7.8
Overcoming barriers to LARC access and acceptance 
(demand-side) 14.37 7.9

4. Cancers of the reproductive system, 3Qs (n=116)
Equitable HPV vaccination 34.78 14.2
Integrating HPV-based cervical screening cancer into 
existing SRHR services 34.74 11.9

Raising awareness where treatment is accessible 30.47 16.1

5. STIs & HIV, 8Qs (n=174)
Scaling up STIs & HIV testing, specifically for displaced & 
high-risk populations 17.35 7.7

Preventing STIs in forced migration settings 14.78 6.8
Scaling up STI prevention, PrEP, STI management & PEP* 14.64 9.1

6. MNH – ANC/perinatal care, 5Qs (n=190)
Strengthening basic EmONC 21.76 8.9
Context-specific approaches for increasing access to MNH 20.95 10.0
Emergency referral mechanisms 19.65 10.0

Notes: n= total # responses for the domain. SD – standard deviation; see Additional file 1 
for full question 1. When the mean allocation score of two or more questions differed by 
<0.05 points, the questions were ranked equally, so some domains had 4 questions 
ranked as the top priorities. *PrEP = preexposure prevention; PEP = postexposure 
prevention.

7. MNH - PNC & care of the newborn, 4Qs (n=184) Score SD
Essential newborn care in conflict settings 28.27 12.2

Community-based postnatal care 26.44 11.7
Mitigating and managing postnatal depression 24.95 12.8

8. Comprehensive abortion care, 7Qs (n=149) 
Improving women’s experience of and access to abortion 
care 16.49 8.1

Effective strategies for implementing policies 16.33 9.2
User acceptability, quality, and person-centred abortion care 14.73 7.0
Service delivery Innovations for comprehensive abortion care 14.46 7.5

9. Clinical management of rape, 7Qs (n=114) 
Increasing timely access to postrape care in legally restrictive 
settings 20.25 12.2

Increasing health-seeking behaviours and referrals 16.49 8.1
Task sharing the clinical management of rape 14.39 6.0
Expanding access to the clinical management of rape for 
marginalised & key populations 14.27 7.3

Crosscutting-Stakeholder engagement & accountability, 7Qs (n=219)
Community-led interventions to increase access 18.35 9.5
Preventing mistreatment & ensuring respectful care 16.95 9.1
Community engagement & Equity 15.00 6.9

Crosscutting - Service delivery & health systems, 7Qs (n=215) 
Community Health Worker training models for sustained 
learning 16.01 10.8

Digital information, education and communication 15.58 9.4
Service delivery during pandemics & large-scale 
emergencies 14.71 7.4

Increasing SRHR services for people-on-the-move 14.37 8.0

Crosscutting - Climate resilience, 3Qs (n=153) 
Resilient SRHR service provision 35.59 16.0
Mitigating climate effects in MNH 34.63 18.0
Distribution of SRHR commodities 29.77 13.5

14            

ACCEPTED MANUSCRIPTARTICLE IN PRESS



ARTIC
LE

 IN
 PR

ES
S

Figure 3: Boxplots and whisker charts showing the means, standard deviations (SDs) and dispersion of 

prioritisation scores for each research question by domain.

Figure 3 Notes: (n=total # participants who scored each domain globally. The research question (Q) numbers refer to the 

reference number from the original long list of questions (and survey tool) (see supplementary document) and not to their 
15            
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ranking. Mean score (X); standard deviation marked by a box; interquartile range (25th to 75th percentile) shown by the box; SD 

shown by the line in the box; maximum and minimum exclusive scores shown by the top and bottom whiskers; outliers by small 

circles to illustrate the spread and density of scores allocated by individuals to any one Q. The vertical axis showing scores is 

set to 100 for each domain; however, this reduces the visibility of variation in scores between some Qs in domains where the 

maximum score given to any Q is less than 100. [See Additional file 3 for regional whisker and boxplot charts].

CSE

The top-ranked global priority focused on identifying culturally appropriate and effective delivery models 

for adolescents in humanitarian settings. Interventions suggested by experts during our consultations 

(hereafter referred to as experts) to inform research ideas included mobile and radio-based CSE 

delivery, digital platforms for out-of-school youth, and youth-friendly service integration. They 

emphasised the importance of disaggregating evidence by age group (10–14 vs 15–19 years). Regional 

variations included LACs’ focus on caregiver engagement and intergenerational dialogue and Europe’s 

and Central Asia’s prioritisation of integration into adolescent-centred services. These priorities reflect 

persistent implementation challenges in ensuring inclusive, accessible CSE within disrupted systems.

Sexual Health and Wellbeing

The integration of mental health and SRHR services and the strengthening of provider training emerged 

as the top global priorities, closely followed by stigma reduction. During consultations, the experts 

proposed task sharing for psychosocial support, peer-led awareness campaigns, and digital tools for 

mental health delivery. Europe and Central Asia prioritised addressing mental health and sexual health 

needs and were the only regions to rank the need to address menopause among its top three priorities.

FP and Contraception

Ensuring reproductive choice and expanding adolescent access to contraception are top global priorities, 

echoing most regions. Europe and Central Asia diverged slightly, prioritising services for vulnerable 

groups and proposing CHW-led counselling, self-administered methods, and digital support tools. These 

priorities reflect strong support for rights-based, adolescent-friendly strategies and the need to address 

demand- and supply-side barriers in crisis contexts.

Cancers of the reproductive system

This domain includes three questions, with equitable HPV vaccination and the integration of HPV-based 

cervical cancer screening into SRHR services receiving closely ranked top scores across all regions. 
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The tight clustering reflects strong global consensus on the value and feasibility of scaling preventive 

interventions, particularly where access to secondary or tertiary care is limited. In contrast, awareness-

raising where treatment is available scored slightly lower globally, suggesting that respondents prioritised 

strengthening delivery systems over demand generation alone. Experts have proposed strategies such 

as task-sharing with CHWs, single-dose HPV regimens, and self-sampling to improve accessibility and 

integration. These findings underscore a shared urgency to institutionalise basic cancer prevention within 

humanitarian SRHR services.

STIs and HIV

The top global priority was scaling up STI/HIV testing for displaced and high-risk populations, followed by 

STI prevention in migration settings and increased PrEP/PEP availability. Europe & Central Asia and 

MENA prioritised scaling up STI vaccines, reflecting strong regional interest in biomedical prevention. 

The experts highlighted mobile outreach, point-of-care diagnostics, and digital adherence tools as 

research strategies. These findings point to ongoing challenges in early detection and prevention, 

exacerbated by mobility and stigma. They align closely with the WHO global STI research agenda (13), 

particularly around advancing beyond syndromic management, expanding self-testing, and 

strengthening partner management. This convergence, despite differing scopes and methods, reinforces 

confidence in shared research priorities.

MNH – antenatal and perinatal care

The highest global priority was strengthening basic emergency obstetric and newborn care (EmONC), 

followed by context-specific strategies to expand access and community-based MNH models for 

displaced women and newborns. The experts recommended mobile or midwife-led ANC/PNC, CHW 

distribution of misoprostol, and low-cost transport for emergency referrals. Community-based care has 

received greater emphasis in East Asia & Pacific, LAC, and Europe & Central Asia. While global scores 

are closely ranked, regional variations reflect differing service levels and research needs for context-

responsive care, especially where facility access is limited.

MNH – postnatal and newborn care

Among the four questions, the top global priority was delivering essential newborn care in conflicting 

settings, underscoring the need to protect neonatal survival where systems are disrupted. Community-

based models to improve postnatal care coverage and quality followed closely, with particularly strong 

support in Latin America and the Caribbean. Psychosocial care, which mitigates and manages postnatal 17            
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depression, is also among the top three methods globally and is ranked highest in East Asia & Pacific, 

MENA, and Europe & Central Asia. The SSA ranks these two factors jointly as top priorities. The findings 

reflect growing recognition of emotional wellbeing alongside survival outcomes and broad support for 

integrated, community-based care models that include psychosocial support.

Comprehensive abortion care

Among seven questions, two were jointly ranked as top global priorities and by SSA: improving access 

and women’s experience of abortion care, particularly self-managed approaches via mHealth or 

telehealth, and identifying supportive policy environments, including those that are legally restrictive. 

Latin America & the Caribbean and South Asia ranked first; East Asia & Pacific and MENA ranked 

second. Europe and Central Asia prioritised user-centered, nonmedicalized care models. The results 

reflect the urgency of expanding safe, acceptable, context-adapted abortion care, especially under legal 

and structural constraints.

Clinical management of rape

Increasing timely access to postrape care in legally restrictive settings ranked highest across all regions 

except Europe and Central Asia, where it was fifth. This region instead prioritised increasing health-

seeking behavior and referrals, which was second globally and top-ranked in MENA, South Asia and 

SSA. East Asia and the Pacific emphasised task shifting to lower cadres. The experts suggested 

decentralised, CHW-led models, improved referral systems, and community-based services. The domain 

highlights persistent implementation gaps and regional variation in system resilience and survivor-

centered response strategies.

Crosscutting - Stakeholder engagement and accountability

Among seven research questions, community-led strategies to increase access to SRHR care and 

ensure respectful care were ranked first and second globally and held the top two positions in six of the 

seven regions. The experts proposed peer-led education, CHW-delivered services, and social 

accountability mechanisms such as citizen report cards and community scorecards to strengthen 

responsiveness and local trust. To enhance respectful care, suggested strategies include client feedback 

tools, social media platforms, and the use of artificial intelligence (AI) to increase access to information, 

generate demand, and monitor respectful care delivery.

The strong performance of these questions reflects widespread interest in approaches that foster trust, 

dignity, and accountability in settings where institutional legitimacy may be weak. While engaging men 18            
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and boys was also highly ranked, especially in Europe & Central Asia, other questions, such as those 

concerning partnerships, communication, and intersectoral coordination, were generally deprioritised. 

These findings suggest that community-facing and digitally enabled models for engagement and 

accountability are seen as more actionable and urgent research areas in humanitarian contexts.

Crosscutting - Service delivery and health systems

This domain comprises seven questions and shows the widest spread of scores globally, indicating 

divergent perceptions of feasibility and urgency. Training models for sustained CHW learning received 

the highest overall score (and were top-ranked in four regions), closely followed by digital information, 

education & communication (IEC) tools to support SRHR uptake and adherence. These priorities reflect 

a clear preference for scalable, frontline delivery models to strengthen care in constrained settings.

Service delivery during pandemics and SRHR access for people on the move were jointly ranked fourth 

globally, suggesting shared concerns around continuity and inclusion. Lower-ranked topics such as 

value-based education, transition strategies from acute to sustained care, and supply chain 

preparedness may have been viewed as less feasible or impactful in the current operational landscape.

Across all the questions, digital and AI-enabled approaches featured prominently among the strategies 

proposed by experts. While score dispersion was high at the global level, tight clustering within regions, 

particularly in MENA, where five questions tied for first and four tied for second, suggests that regional 

respondents viewed multiple service delivery strategies as interlinked and equally critical. Notably, 

MENA ranked pandemic preparedness clearly above the others, possibly reflecting recent experiences. 

These patterns suggest that although global preferences vary, within-region consensus highlights the 

perceived interdependence of delivery innovations in humanitarian SRHR systems.

Crosscutting - Climate resilience

Among the three questions in this domain, ensuring SRHR service continuity during climate-related 

displacement or disasters was the top global priority and ranked first in LAC, East Asia & Pacific, and 

MENA. This highlights the broad recognition of the urgent need to strengthen health system resilience 

amid escalating environmental crises. The adaptation of MNH services to climate shocks ranked second 

globally but was the top priority in South Asia, SSA and MENA, which are regions that are already 

experiencing major climate-related stressors. Uninterrupted SRHR commodity distribution ranked third 

globally, with regional variation reflecting differences in perceived relevance, feasibility or impact. These 
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findings underscore the increasing convergence between climate resilience and SRHR programming 

and the need for both structural and clinical adaptation.

Prioritisation criteria analysis

Among the 271 respondents, 187 (69%) ranked additional criteria that influenced their prioritisation. The 

maximum impact received the highest weighted score (279), followed by community involvement (188), 

deliverability (166), answerability (134), and affordability (97). The respondents with 5–9 years of 

experience provided the largest share of responses across all the criteria. As shown in Figure 4, these 

scores reflect a balance between pragmatic and value-based considerations guiding prioritisation.

Figure 4: Weighted scores (and frequency) of prioritisation criteria (n=187) (69% of all survey 

respondents).

DISCUSSION

This research prioritisation exercise is the first of its kind in this field to develop a stakeholder-informed, 

context specific, implementation-focused agenda for SRHR research in humanitarian settings. Building 

on but extending previous global and regional prioritisation efforts, this exercise adds breadth, 

inclusiveness, and contextual specificity to the SRHR research agenda for humanitarian settings. Across 

nine SRHR and three crosscutting domains, experts consistently ranked questions related to community-

based delivery, self-care, task-sharing, and integration with mental health and resilience-building as top 
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priorities. These findings reflect the growing recognition that interventions must be context-responsive, 

locally led and tailored, scalable, and effective within fragile systems.

The prioritised research questions also highlight emerging approaches and technologies that hold 

promise for improving SRHR outcomes, such as community-based service models, digital and mHealth 

tools, and task-sharing innovations. However, their feasibility and effectiveness depend heavily on 

contextual realities, including infrastructure, sociocultural norms, and resource constraints. For example, 

mHealth messaging for antenatal care may be ineffective where internet connectivity or women’s access 

to mobile phones is limited. Likewise, community-led or self-care interventions require varying levels of 

literacy, trust, and health system linkages that cannot be assumed across humanitarian contexts. These 

findings underscore that global prioritisation can identify broad areas of innovation, but successful 

implementation will require rigorous, context-sensitive testing and adaptation to ensure equitable and 

sustainable impact.

High rates of consensus were observed globally on topics such as equitable HPV vaccination, newborn 

care, and the integration of provider training with mental health. However, patterns of divergence 

between regions reveal important contextual nuances. The Service Delivery and Health Systems domain 

showed the widest score dispersion globally, suggesting differing views on which interventions should be 

prioritised. However, within individual regions, particularly in SSA, scores were far more tightly clustered, 

indicating strong agreement on the concurrent importance of multiple delivery strategies. Given that SSA 

hosts the largest share of people living in humanitarian settings and the largest proportion of survey 

respondents, this regional convergence significantly shaped the global results and underscores the need 

to invest in integrated, system-wide SRHR approaches.

Similar patterns were observed across other domains. For example, STIs and HIV and comprehensive 

abortion care displayed moderate global dispersion but concealed marked regional differences: 

questions rated as top priorities in one region received much lower rankings in others. In contrast, 

postnatal and newborn care and climate resilience showed both low dispersion and consistent regional 

clustering, indicating widely shared urgency across settings. Europe and Central Asia frequently 

diverged from other regions, emphasising quality of care, noncommunicable disease integration, and 

services for marginalised groups. Latin America and the Caribbean prioritised gender-transformative 

approaches to CSE and community-led access models, whereas East Asia and the Pacific gave greater 

weight to task-sharing in the clinical management of rape and the resilience of SRHR services in climate-
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affected contexts. These variations highlight the influence of differing operational realities and underline 

the importance of context-sensitive priority setting.

While this study adopts the term SRHR to reflect international commitments to both health and rights, the 

prioritised questions focus on implementation research with measurable outcomes related to health or 

quality of care in humanitarian settings. Within this framing, many questions implicitly reflect rights-based 

principles, for example, those promoting informed choice (e.g., Q3.1, Q7.3, and Q7.4 in Supplementary 

document 1), respectful and person-centred care (e.g., Q9a.1 and Q9b.3), and inclusive access for 

adolescents, LGBTQI+ people, and displaced or disabled populations (e.g., Q1.6, Q3.4, Q8.4, and 

Q9a.3). Collectively, these priorities operationalise the core rights principles of nondiscrimination, 

participation, and accountability.(33,34) However, future prioritisation efforts could consider research that 

evaluates interventions to improve legal literacy, social accountability, or responsiveness to 

discrimination, issues that remain underrepresented despite their relevance to realising SRHR in 

practice.(19,35) Integrating such questions, while maintaining a focus on measurable outcomes, could 

help ensure that the SRHR is not only delivered but also equitably claimed and upheld in humanitarian 

contexts.

This exercise builds upon previous SRHR research agendas (13,23,27,28) but advances the field in 

breadth, inclusiveness, and practical orientation. he participation of more than 270 experts across 

diverse regions and disciplines enabled the identification of both global and region-specific priorities. The 

often-used CHNRI-style multicriteria scoring frameworks provided structured outputs but required 

abstract scoring across numerous questions. In contrast, our simplified budget-weighted survey made 

participation more accessible to implementers and nonacademic actors while still encouraging explicit 

trade-offs between relevance, feasibility, and impact. This adaptation broadened engagement without 

substantially compromising rigour and allowed clearer differentiation among competing priorities. As a 

result, the findings reflect not only expert opinions but also the operational realities of those delivering 

SRHR services in crisis-affected settings, ensuring that the priorities identified are both actionable and 

grounded in field experience.

Moreover, our focus on implementation research, rather than broader descriptive or burden-of-disease 

studies, was both deliberate and timely. As highlighted by Norton & Tappis (2024) (36), the current 

SRHR evidence base in humanitarian contexts remains fragmented and inconsistently grounded in 

implementation science. Their scoping review revealed that only six of 69 studies used formal 
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implementation research frameworks, underscoring a persistent gap in the application of theory-driven 

approaches to assess the real-world delivery of SRHR interventions. The prominence of questions in the 

agenda around provider competencies, mental health integration, and community accountability 

indicates a shift toward person-centered and systems-aware implementation science, underscoring the 

need to apply structured frameworks to guide contextual analysis from the outset (36,37). This study has 

several limitations. First, participation in the regional consultations was self-selected and included SRHR 

practitioners, academics, and implementers with varied experience levels; approximately 30% had fewer 

than five years of experience in humanitarian contexts. This may have influenced the framing of some 

research needs. To mitigate this, only individuals with at least five years of experience were eligible for 

the global survey, and all final questions were screened and refined by senior Core Expert Group 

members.

Second, although the study aimed for wide representation, participation from civil society and crisis-

affected populations remained limited: only 8% of consultees were from community-based organisations. 

Future updates to this agenda should intentionally include displaced, conflict-affected, and youth 

representatives to ensure that their perspectives inform the contextualisation and uptake of research 

priorities.

Third, some regions were underrepresented in the survey despite extended recruitment, and minor data 

loss occurred in a few demographic fields; however, this did not affect prioritisation scores. Finally, 

because we did not normalise scores across domains, comparisons between domains are not possible. 

Each domain was treated as equally weighted to ensure balanced representation of SRHR areas, but 

some questions might have ranked differently if grouped under alternative domain structures.

The criteria selected by respondents to guide their decisions provide context for interpreting the 

prioritisation results. The emphasis on maximum impact, deliverability and community involvement 

suggests that participants valued research questions perceived as actionable, measurable, and 

grounded in frontline realities. This likely favours research related to intervention effectiveness and 

service accessibility while deprioritising upstream policy or governance questions, which may appear 

less feasible, especially crisis conditions.

These preferences align with a broader shift in the literature towards bringing research closer to 

implementation in complex, resource-constrained settings.(8,9) Kohrt et al. (9) emphasise that many 

questions of highest public health relevance can be answered only in humanitarian settings and caution 23            
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that crisis-affected populations must not be side-lined in pursuit of generalizable evidence. Our 

methodology and diverse stakeholder base were designed to reflect this imperative: the priorities 

identified address not only technical gaps but also operational challenges such as workforce capacity, 

mobility, and system fragility.

CONCLUSION

This study was conducted at a time of increasing concern about the sustainability of global health 

financing, particularly for SRHR in crisis-affected settings. Against this backdrop, the urgency of ensuring 

that limited research and implementation funding is guided by clear, practitioner-informed priorities 

should be highlighted. As Bhutta and Rulisa (2025) (14) argue, the “U-turn” in donor priorities risks 

stalling or reversing progress in women’s health in fragile contexts, especially where service coverage 

remains low, and cost-effective interventions have yet to be scaled. Currently, research agendas must 

align with real-world implementation needs, prioritising questions with measurable impacts on health 

outcomes, system resilience, and equity.

This study was conducted at a time of increasing concern about the sustainability of global health 

financing, particularly for SRHR in crisis-affected settings. Against this backdrop, our findings highlight 

the urgency of ensuring that limited research and implementation funding is guided by clear, practitioner-

informed priorities. As Bhutta and Rulisa (2025) (14) argue, the recent “U-turn” in donor priorities risks 

stalling or reversing progress in women’s health in fragile contexts, especially where service coverage 

remains low and cost-effective interventions have yet to be scaled. Currently, research agendas must 

align with real-world implementation needs, prioritising questions with measurable impacts on health 

outcomes, system resilience, and equity.

This global prioritisation exercise sets out a practical, consensus-driven research agenda for advancing 

SRHR in humanitarian settings—one that centres on implementation, equity, and the realities of frontline 

service delivery. The experts identified well-established needs, such as post-natal and contraceptive 

care, and emerging concerns, including digital and self-care service models, climate resilience, 

adolescent-responsive services, and the inclusion of mobile populations. The highest-ranked priorities 

reflect a demand for delivery innovations and community-led solutions that ensure continuity of care in 

disrupted systems. Moving from identification to investment will require sustained commitment from 

funders, researchers, and practitioners to align research with both needs and opportunities. In a rapidly 
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shifting global health landscape, prioritisation must not remain a planning tool; rather, it must become a 

principle of action.
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LIST OF ADDITIONAL FILES

File name File format Title of data Description of data

Additional File 1 .pdf Final long list of 73 research 

questions on SRHR in 

Humanitarian Settings by 

domain with original number 

referencing and with 

examples of interventions 

provide by experts

List of final SRHR in 

humanitarian settings research 

questions that have been 

informed by experts around the 

world and systematically listed, 

categorised and refined.

Additional File 2 .xls Global and regional 

scorecards.

Ranked list of all 73 research 

questions with mean scores, 

standard deviations, and 
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interquartile ranges across nine 

SRHR domains and three cross-

cutting domains.

Additional File 3 .pdf Box & Whisker plot charts 

illustrating dispersion of 

rankings for each question 

globally and by region

Charts show dispersion of 

scores (rankings), mean, 

standard deviation and 

interquartile ranges as well as 

outlier values (scores). The 

charts are arranged by domain.
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LIST OF ABBREVIATIONS

AI Artificial intelligence

AIDS Acquired immunodeficiency syndrome

ANC Antenatal care

BWRP Budget-Weighted Research Prioritisation

CEG Core Expert Group

CHNRI Child Health and Nutrition Research Initiative

CHW  Community health worker

CSO Civil Society Organisation

CSE Comprehensive sexuality education

FP Family Planning

HHER2 2nd Humanitarian Health Evidence Review

HIV Human immunodeficiency virus

HPV Human papilloma virus

IDP Internally Displaced People

IEC  Information, Education and Communication

IQR  Interquartile range

LAC Latin America & Caribbean region

LMICs Low- and middle-income countries

MENA Middle East & North Africa Region

MH Mental health

MISP Minimum Initial Service Package

MNH Maternal and newborn health

PEP Postexposure prophylaxis

PNC Postnatal care

PrEP Preexposure prophylaxis
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SD Standard deviation

SRH Sexual and reproductive health

SRHR Sexual and reproductive health and rights

SSA Sub-Saharan Africa

STI Sexually transmitted infections

UN United Nations

USAID United States Agency for International Development
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