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Abstract
During responses to disasters, the credibility of humanitarian agencies can be threatened
by perceptions of poor quality of the responses. Many initiatives have been introduced
over the last two decades to help address these issues and enhance the overall quality of
humanitarian response, often with limited success. There remain important gaps and
deficiencies in quality assurance efforts, including potential conflicts of interest. While
many definitions for quality exist, a common component is that meeting the needs of the
‘‘beneficiary’’ or ‘‘client’’ is the ultimate determinant of quality. This paper examines the
current status of assessment and accountability practices in the humanitarian response
community, identifies gaps, and recommends timely, concise, and population-based
assessments to elicit the perspective of quality performance and accountability to the
affected populations. Direct and independent surveys of the disaster-affected population
will help to redirect ongoing aid efforts, and generate more effective and comparable
methods for assessing the quality of humanitarian practices and assistance activities.
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‘‘Quality is doing the right thing, right, the first time, and doing it better the next time,
with the resource constraints and to the satisfaction of the community.’’1

Defining Quality and Accountability in Humanitarian Activities
There are many definitions that exist for ‘‘quality,’’ including some specifically related to
humanitarian responses. The most common component to these definitions is that
meeting the needs of the ‘‘beneficiary’’ or ‘‘client’’ is the ultimate determinant of quality.2

Researchers suggest that ‘‘quality of care’’ is a concept that is most meaningful when
applied to the individual end user.3,4 While definitions for quality may seem simple and
straightforward at the theoretical level, quality is quite a difficult notion to measure and
operationalize. Quality assurance processes define, measure, and improve quality. The
perspective from which quality is defined plays a critical role in determining the quality
assessment measures and methods that are used.

What constitutes quality can vary widely among donors, humanitarian staff, and
affected populations.5 Many definitions of quality stress the importance of the end users,
yet despite the explicit statements of the Red Cross/Non-Governmental Organization
(NGO) Code of Conduct, their perspective often is not taken into account. In itself,
end-user satisfaction is an important outcome.3 Poor satisfaction represents an immediately-
measureable outcome; and, over time, the treatment or lack of it may lead to further disability
that may or may not be amenable to conventional measures. Slim has linked accountability
and legitimacy in defining accountability as ‘‘the process by which an NGO holds itself openly
responsible for what it believes, what it does and what it does not do in a way which shows it
involving all concerned parties and actively responding to what it learns.’’6
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While efforts to increase quality, effectiveness, and impact may
mean less rapid disbursement of support and higher humanitarian
overheads in the short term,7 they will help ensure higher returns for
the humanitarian investment in the long term.8 Currently, there is a
recognition of a lack of good information on impact and quality in
disaster assistance.7,9 In addition to the challenges that emergency
response contexts bring to rigorous study design and data collection
required for the assessment of impact and quality, there is
recognition by donors that rigorous evaluations may not be the
highest priority for every project implementation. Donors look to
implementing partners to find appropriate ways in which to evaluate
the effectiveness and quality of interventions. The very nature of
donor assistance mechanisms limits the degree to which donors can
dictate to implementing partners as to how program evaluations are
to be carried out, and this gap has been interpreted by some as
an unwillingness on the part of the donor to provide incentives for
improving quality and/or disincentives for low-quality responses.8,10

Operational Consequences
Whereas the medical profession is highly regulated and must ensure
quality control in all countries in normal times, such requirements
may be waived or ignored in field situations during disaster
situations.11 However, disaster and humanitarian response agencies,
inclusively referred to here as NGOs, not always may be sufficiently
accountable to the recipients of their assistance, whether due to a
focus on donor and government reporting requirements12 or to a
lack of capacity to fully engage assistance recipients in evaluations of
humanitarian assistance. The International Federation of Red Cross
and Red Crescent Societies (IFRC) refers to disaster relief as ‘‘the
world’s largest unregulated industry.’’13 Such lack of accountability
contradicts the voluntary IFRC/NGO Code of Conduct, which
asserts that the humanitarian workforce should be accountable to
‘‘both those we seek to assist and to those from whom we accept
resources.’’14 It also strikes at the very heart of the Humanitarian
Charter (as expressed by the Sphere Project), which states ‘‘we
expect to be held accountabley [and] we acknowledge that our
fundamental accountability must be to those we seek to assist.’’15

Disaster relief is a large industry. Between 1975 and 2005, a
total of 6,367 disasters due to natural hazards killed more than
2 million people, displaced 182 million, affected several billion
more, and caused US $1.4 trillion worth of damages worldwide.16

Nearly one-third of the population of the planet was affected
by disasters in the 1990s alone.17 As a result of these disasters,
annual spending on global disaster responses rose continuously
between 2000 and 2005, peaking at an estimated US $18 billion
in 2005—a year involving responses to an unusually high number
of large-scale disasters.17 In 2007, global disaster responses were
valued at an estimated US $14.2 billion, approximately US $9.2
billion of which represented total official humanitarian funding.17

The remainder of the funding comprised private and foundation
donations to NGOs, direct remittance funding to affected
communities, and local government funding.

There are an estimated 3,000-4,000 internationally-operating
NGOs based in the western world, approximately 260 of which
are strictly humanitarian response organizations.18 In 2004-2005,
an estimated 300 international NGOs responded to the 2004
Indian Ocean earthquake and tsunami, with approximately 2,000
foreigners working in Aceh Provence alone.19 In spite of, or
perhaps as a result of, the scope of humanitarian assistance, there
is criticism about disaster and humanitarian responses in general,
and the work of NGOs more specifically. During past disasters,

the credibility of humanitarian responses often was threatened
by perceptions of lack of impact, poor coordination, waste and
inefficiency, corruption and fraud, political motivation for
assistance, and a lack of professionalism,2 which ultimately was
interpreted as leaving the needs of recipients unmet.

Aid agencies are held accountable for their services, but not
necessarily in the same way as are private sector businesses. For-
profit businesses rely on financial measures (e.g., return on assets
or profit margin) to measure market satisfaction and quality of
products and services, whereas nonprofit organizations tend to be
assessed in relation to their mission or services, which are more
intangible and difficult to measure.5 While NGOs have made
progress in quality assurance over the past decade, they still place
far more emphasis on reporting back to donors than they do
on evaluating their impact on beneficiaries.20 Unlike private
businesses competing in a free-market system, humanitarian
agencies do not necessarily risk losing market share when the
end-user perceives a low-quality product or response. However,
they do run the risk of losing business if the donor is not satisfied.
Donors focus on input and output indicators, as well as efficiency
and capacity measures, rather than demonstration of impact,
quality, or learning.5,21 As such, annual reports of disaster-
response agencies tend to provide statistics on the amount of
money distributed and the number of people served. However,
accountability to donors should not be mistaken for quality
assurance, nor should it be assumed that it necessarily equates to
accountability to the affected populations.22

Moreover, there is a fundamental difference between the end-
users of the product in both cases; consumers can use their
pocketbooks to influence the product and decision-making of
private-sector businesses, whereas the end-users of NGOs
command no such influence, which often leaves them beholden
to the influence of the donors’ well-intentioned funds.

Critical findings of the Rwanda joint evaluation in 1994
indicated serious deficiencies in the humanitarian responses
to the genocide, and thus challenged humanitarian actors to
ensure higher quality post-disaster services and to restore public
trust.3,14,18 This challenge created a momentum that resulted in
the drafting and adoption of a code of conduct in 1995, the
creation of the Active Learning Network for Accountability and
Performance in Humanitarian Action (ALNAP), and Inter-
national Sphere Standards in 1997, the Humanitarian Accounting
Partnership principles in 2003,3 and standards in 2007,2 and
several with other accountability initiatives. These are delineated
and described in Appendix A. However, these accountability
initiatives have not provided a methodology to assess truly the
impact of aid on the affected population. Additionally, experiences
within the management of both the 2010 earthquake in Haiti and
the Indian Ocean tsunami of 2004 revealed ‘‘unacceptable practices
in the delivery of international emergency medical assistance.
Serious questions have been raised about the clinical competencies
and practices of some foreign medical teams. It is now recognized
that there needs to be greater accountability, more stringent
oversight and better coordination of their work.’’23 Unfortunately,
this long-standing dilemma can create a competitive environment
that further compromises the delivery and quality of care services.24

Existing Quality Performance and Accountability Activities
The Sphere Project, arguably the most widely-recognized initiative
promoting quality in disaster and humanitarian responses, has made
important contributions to improve the quality of assistance and
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accountability of humanitarian agencies. Sphere represents a great
step forward in setting standards against which quality can be
measured; yet, establishing standards is only one part of a quality
assurance system for disaster relief. Numerous criticisms have
been leveled at the Sphere standards,15,22,25-29 including claims
that they lack flexibility and prioritization among the hundreds
of standards.17 Essentially, the key message is that the Sphere
standards are useful and necessary, but adherence to the
standards—which may not even be possible to assess in a given
context—does not necessarily guarantee quality.

There have been other initiatives, each filling a unique niche,
that represent additional steps to ensure the quality of disaster
responses. Specific aspects of quality, such as funding efficiency
(Charity Navigator), staff professionalism (People In Aid),
participation (Humanitarian Accountability Project, Coordina-
tion SUD (Solidarité Urgence Développement), and technical
performance (Sphere, Code of Conduct, Quality COMPAS)
have been taken into account. One initiative has even sought to
increase the accountability of donors to promote quality (‘‘Good
Humanitarian Donorship’’). These initiatives clearly reflect that
members of the humanitarian sector are sincere in their quest to
improve both the accountability and the quality of the disaster
response.22 However, there remain some important gaps and
deficiencies in these efforts. Moreover, there is a potential conflict
of interest with some of these initiatives, as they are attempts
at self-regulation, and are not mandatory or routinely enforced.
Non-governmental organizations often compete with one another
for a finite pool of resources; therefore, it is not ideal to have some
NGOs in control of the accreditation process for ‘‘competing’’
NGOs. Some humanitarian providers feel that strict rules and
accountability will reduce their flexibility in emergency response.13

Many NGOs tend to respond based on available funding, which
may be a logical reflex. Additionally, many funding decisions are
based on a NGO’s perceived capacity to respond, which often is
equated to that NGO’s expenditures during previous emergencies.
This leads to the dilemma that responding to actual needs rather
than maximally expending total available or allocated funds may
reduce the perceived capacity of the organization, which, in turn,
could reduce the amount of funding in the future.22 Ensuring a high
degree of quality and accountability within this context actually
might affect adversely a humanitarian organization’s ‘‘market share.’’

An important deficiency in quality assessments lies in the fact
that existing initiatives largely focus on ensuring quality of
humanitarian institutions and systems rather than on the impact
of the response, the experience of disaster-affected individuals, or
the quality of the end product. As previously noted, most
definitions of quality stress the centrality of the end user; thus,
measuring the met and unmet needs and expectations of the end
client is a key form of quality assessment,1,30-34 and a way to
improve project impact.3 Improvements in end-user participation
at the onset of programming notwithstanding, quality assessment
initiatives in the humanitarian field still largely overlook the end
users’ perspectives. Even where these end-user measures exist,
they have been piecemeal and disjointed,9,35 which makes it
difficult to compare quality results not only between disasters, but
among agencies responding to the same disaster.

Another difficulty is manifest in the data collection process.
Currently, data, especially assessment data, are gathered by many
different organizations, using different methods, forms, and levels
of expertise and training. Individual NGOs may have limited
expertise and staff to undertake these complicated surveys. There

is a need to build further the capacity of humanitarian actors so
that more rigorous and representative data can be collected and
made available for analysis. Neither implementers nor donors,
for the most part, have taken advantage of the full range of survey
and data collection methodologies. Increasingly, evaluation
specialists are engaging in a dialogue with NGOs and donors,
and providing suggestions for survey research appropriate to
emergency response contexts.36

The WHO Health Cluster program takes place with NGO
partners who work together both at the global/regional and
country levels to ‘‘improve the effectiveness, predictability, and
accountability of humanitarian health action.’’23 At the country
level, health partners work to jointly assess and analyze information,
prioritize the interventions, build an evidence-based strategy and
action plan, monitor the health situation and the health sector
response, adapt/re-plan as necessary, mobilize resources, and
advocate for humanitarian health action.23 While the independent
surveys discussed here are autonomous in nature to the NGO, they
would become interdependent at the Health Cluster level for the
common good where separate levels of system coordination and
accountability decisions must occur.

Blueprint for Improved Practice and Outcomes
All humanitarian agencies would agree that serving affected
populations is central to their mission, yet there is much less
end-user feedback than would be expected.7 One method to
engage the affected population in quality assurance is to evaluate
the quality of disaster relief programs through the use of
population-based qualitative and quantitative surveys. Surveys
of a population’s needs, both ongoing and already met, can serve
to redirect aid activities and to judge ultimately the overall quality
of a response. Some researchers have posited that the inadequacy
of information on quality and impact of disaster responses is
due to a lack of suitable tools and standardized, rigorous
methodologies.9,21 The time is ripe for a methodology and
application tool for disaster response quality assessment from the
perspective of affected populations.

Direct assessments of the affected population require addi-
tional resources, time, and efforts as compared to other, more
readily obtainable, quality assessment methods (e.g., structure and
process).20 A major constraint is that emergencies demand speed
in difficult and challenging circumstances, and it may be unrealistic
to expect aid agencies to undertake objective outcome assessments at
the same time as mobilizing a crisis response.8 In the chaotic
aftermath of a disaster-producing event, personnel justifiably may
feel that they do not have the time or resources to conduct end-user
‘‘satisfaction’’ surveys. Despite this, it is imperative to obtain
feedback on whether the recipients’ needs are met and how satisfied
the recipients are with the assistance provided. This not only serves
to identify ongoing areas of need, but also serves to better direct the
use of limited resources in the current emergency as well as to
improve future humanitarian practices.

As time elapses, the needs of the impacted population change
and response activities move from one phase into another.
Government agencies and response organizations typically
extrapolate the needs based on gross data collected from the
major agencies and in the most hard-hit areas. This approach
would be most useful if the needs of the entire affected
population transformed from one stage to another in unison.
But this rarely is the case; individual needs and ability to recover
depend on a range of coping mechanisms, as well as the
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socioeconomic and infrastructure conditions before the onset of
the disaster. Quality assessments designed to capture data based
on a broad and representative sampling of impacted communities
recovering at various rates will provide humanitarian responders
with better information and ultimately will mean end-users will
be better served.

While some agencies may undertake client satisfaction studies,
an agency-based approach may produce biased information, as
people may not want to complain for fear of losing assistance.
Many NGOs have noted that anonymous, indirect complaints
mechanisms or umbrella complaints mechanisms set up across
agencies, NGOs, and the UN, often work more effectively than
direct mechanisms.20 In addition, response agency-specific
surveys cannot satisfactorily assess certain aspects of quality, such
as access or participation, as they more likely would survey users
of their services, rather than the larger, general population, some
of whom may not have received any services.

Such realities and concerns call for an independent, population-
based assessment of humanitarian response quality using a
standardized assessment tool to quickly and relatively simply
elicit the perspective of affected populations. A consistent,
independent, population-based approach has a number of
benefits. Removing the assessment onus from the response
agencies, whose primary mission is to save lives, allows—and
using an independent group would ensure—appropriate methodo-
logical rigor and a directed effort to collect data. A broader,
population-based (rather than agency-specific) methodology
would allow for an anonymous and proactive assessment that
mixes effectiveness items (i.e., impact) with satisfaction items,
and may overcome dependent beneficiaries’ reluctance to
complain. An independent quality assessment also could examine
quality issues that arise between agencies and programs that may
not be discovered when examined at the agency level. Finally,
a population-based assessment that can capture information
regarding the humanitarian response as a whole, and not simply
about individual agencies, would be more generalizable within the
disaster and comparable to other disasters.

Many initiatives have been introduced to enhance the quality of
humanitarian responses, but concerns and documented problems
with the quality of the responses continue. One key missing
component is the centrality of the end-user in identifying quality
programs. The affected population must have a voice in quality

assessment through direct participation quality assessment meth-
odologies, especially those at the Health Cluster level. Direct and
independent surveys of the disaster-affected population will help to
direct and redirect ongoing aid efforts, and can be an effective and
comparable method for assessing the quality of humanitarian and
disaster responses and services to the Health Cluster.

Why might there be more success today in establishing
improved quality performance and accountability than in years
past? First, there are increasing numbers of well-trained
individuals who claim careers as humanitarian professionals.
This number has doubled during the last decade.37 Second, the
debacle in coordination, quality performance, and accountability
among some foreign medical teams as witnessed in Haiti, once
again underscored the desperate need to remediate what has
become a chronic and seemingly unsolvable problem. A WHO/
PAHO post-earthquake meeting in Cuba in December 2010
explored potential options including the development of an
international registry of foreign medical provider organizations.11

If implemented, this would complement similar initiatives by
both international NGOs and academic institutions to develop
core competency-based accreditation for all providers. These
initiatives would be a vital first step in reaching standards leading
to quality performance and accountability. The global health
movement is catalyzing nation-states to recognize that many
current crises, and those anticipated in the future, are beyond a
single nation’s capacity to respond.38 Ninety-two percent of the
NGOs now agree to the professionalization of the humanitarian
profession, a movement that will better ensure the viability of
setting standards among global health initiatives including aid
activities and the processes leading to those objectives.37

Lastly, there are analogies to the accomplishments of the
International Health Regulations Treaty established after the
2003 SARS (severe acute respiratory syndrome) pandemic that
have shown that there can be global cooperation when public
health emergencies are declared. This Treaty requires standards
in capacity building, unprecedented global cooperation and
surveillance accountability, yet retains responsibility of the
individual nation-states to comply and build that capacity.39

Clearly, a similar global authority eventually will be necessary for
large-scale health-related crises40 to bring about universal
standards,41 the ultimate hallmark for quality performance and
accountability.
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Appendix A: International Initiatives to Promote Quality in Disaster Relief

Name
Year of
Launch Agencies Description

Coordination SUD
42

1994 More than 130 French NGOs, French
Ministry of Foreign and European Affairs,
United Nations Development Program, the
Fondation de France, et al.

> Seeks to strengthen the organization and the
functioning of Coordination SUD’s members
and to facilitate their access to financing

> Among other goals, supports NGOs in
institutional and organizational capacity
building, in order to improve quality.

> Developed the multidimensional ‘‘Synergie
Qualité’’ methodology and handbook for
quality in implementing procedures within
NGOs.

Code of Conduct for the
International Red Cross/Red
Crescent Movement and
NGOs in Disaster Relief

1995 IFRC > Set universal basic standards to govern
the way relief agencies should work in
disaster assistance.

> The Code of Conduct is voluntary and self-
policing.
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Name
Year of
Launch Agencies Description

People In Aid
43

1995 More than 100 NGO members in 25
countries

> A network of NGO members committed to
improving their human resource
management that shares resources.

> Uses a ‘‘People In Aid Code of Good
Practice’’ to help humanitarian agencies
assess and improve performance in human
resource management.

Sphere Project
15

1997 400 humanitarian NGOs in 80 countries,
IFRC

> Adherence to the Charter is voluntary and
self-regulating, as the Project has no
means for following up on implementation.

> Developed a set of universal minimum
standards in core areas of humanitarian
assistance (water and sanitation, nutrition,
food aid, shelter and site planning, food
security, and health services).

ALNAP
35

1997 43 Full Members-donor orgs; United Nations
agencies; NGOs; IFRC; and selected
academic and research institutes

> ALNAP is an interagency forum working to
improve learning and accountability in the
international humanitarian system by
maintaining the Evaluative Reports
Database (ERD).

Charity Navigator
44

2001 Non-profit Organization > A non-profit organization that evaluates
US-based charities, including some
humanitarian organizations. Develop an
independent, unbiased, objective,
numbers-based rating system to assess
the financial health of .5,000 of the best-
known charities in the USA.

Emergency Capacity Building
22

2003 CARE, CRS, Mercy Corps, Oxfam, Save the
Children, World Vision

> Promotes safe, essential, quick and
simple responses in complex emergency
situations, as well as initial, practical steps
towards involving and accountability to
disaster-affected people.

Quality COMPAS
45

Groupe URD > A humanitarian quality-assurance method
with tools, training modules, and
consultancy services designed specifically
for aid agencies.

> Built around a quality reference framework
composed of 12 criteria that define the
quality of a humanitarian project. Four impact
and results criteria focus on affected
populations and their environment, while
eight structure and process criteria focus on
the project and the aid agency.

HAP
2

2003 Founded by 14 humanitarian agencies > Compares an organization’s processes,
policies and products to the Humanitarian
Accountability Partnership International
standard’s six benchmarks, to measure how
well the organization assures quality and
accountability in its humanitarian work.

Good Humanitarian Donorship
46

2003 16 donor governments, the European
Commission, OECD, IFRC, NGOs, and
academics

> Focuses on the role of donors in providing
effective and accountable humanitarian
assistance by establishing 23 principles to
inform good humanitarian donorship.
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Abbreviations: ALNAP, Active Learning Network for Accountability and Performance in Humanitarian Action; SUD, Solidarité Urgence
Développement; CRS, Catholic Relief Services; HAP, Humanitarian Accountability Partnership International; IFRC, International Federation
of Red Cross and Red Crescent Societies; NGOs, non-governmental organizations; OECD, Organisation for Economic Co-operation and
Development; SUD, Solidarité Urgence Développement; URD, Urgence Rehabilitation Développement.
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