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Introduction 
The health workforce is an important part of 
ensuring key services are delivered in a conflict 
setting. However, this is also an area where many 
challenges are faced. This brief will highlight 
some of the challenges that have been identified 
in the literature around the healthcare workers 
in relation to service delivery and offer a number 
of solutions that have emerged through the 
BRANCH* Consortium’s research on women and 
children’s health (WCH) in conflict settings†. The 
solutions provided are geared towards a range of 
humanitarian actors, including non-governmental 
organizations (NGOs), international organizations 
(IOs), donors, and governments, including 
ministries of health (MoH).
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Critical Barriers & 
Challenges
The health workforce was the one topic flagged 
as a major barrier across all contexts.1 Shortages 
of health care workers are amplified in conflict 
settings given access and security concerns, 
including limited availability of qualified and 
specialized health workers, more so a lack of 
female health workers.

Across most geographies it was noted 
an unavailability of specialists such as 
gynaecologists, surgeons, paediatricians, 
obstetricians, and physiotherapists, leading to a 
lack of necessary resources for many of the health 
needs of women and children in conflict settings. 
A lack of trained healthcare workers, including 
insufficient trainings opportunities for the health 
workforce was also reported.

It was also found that an inadequate registry 
system was put in place to keep track of the 
number of health professionals and their location 
across the country. Weak coordination between 
the MoH and Ministry of Education was also 
reported in relation to building the capacity of the 
health workforce. What Can Work

This brief is part of a series that discusses the impact of conflict on 
women’s and children’s health. This brief focuses on the barriers 
and facilitators to delivering effective health and nutrition services 
to women and children in conflict, specifically in relation to the 
health workforce.



A closer look at security and 
healthcare workers
Insecurity caused several major hinderances 
to the health workforce across the countries 
researched serving as a huge disincentive for 
healthcare workers in conflict-affected areas due 
to the elevated risk of targeted threats,

attacks on healthcare workers, and/or 
kidnappings (e.g. Yemen, Afghanistan, Somalia, 
Syria, Colombia).1,11,2,8,10,3 The insecure situation 
forced health care workers to put in place 
contingency plans, such as reduced movement 
and presence of health staff, generating patient 
evacuation plans and related trainings around 
this, as well as remote management. In Colombia, 
health personnel in some zones were trained 
about duties and rights of their medical mission 
and security plans to reduce their personal 
security risk.3 In Syria, remote management from 
certain hubs was used to improve accessibility 
to certain geographic areas when no physical 
access was possible.9 Local partners were often 
regarded as important in providing intelligence 
about security threats (e.g. Mali, Colombia), with 
many international respondents highlighting that 
they relied more heavily on local and national 
staff and partners to deliver services for this 
reason (e.g. DRC, Somalia, Syria, Yemen).5,3,4,8,10,11 

Potential security risks faced by female 
healthcare workers are even greater in some 
conflict settings, as is the case in Afghanistan 
and Pakistan, due to cultural norms around 
women and work which are often exacerbated in 
conflict settings

Afghanistan and the female health 
workforce
Female midwives and nurses were lacking 
in conflict-affected areas of countries like 
Afghanistan, Pakistan, and Syria to enable 
women’s access to health services.2,7,10 In the 
case of Afghanistan, societal norms dictate that 
only women can provide healthcare services to 
other women, however restrictions on women by 
Taliban have resulted in a shortage of qualified 
female doctors, midwives and nurses and a 
compromised health care system for women. 
Female doctors were initially brought in from 
Tajikistan and Uzbekistan to work in secure 
areas due to similar language and culture, 
however the positions were not attractive due 
to non-competitive salaries (and incentives), 
and the ongoing and spreading conflict. From 
the research study done in Afghanistan, key 
participants suggested to send female staff that 
were available to work on a rotation basis to 
conflict areas as a possible solution to address 
the lack of female health workforce in the country. 
An ongoing and regularly updated register of all 
types of healthcare workers across the country is 
also suggested to better understand the human 
resources available and the additional needs.
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What Can Work
Based on the BRANCH Consortium’s research 
across geographies and conflict settings, several 
recommendations have been suggested for 
various humanitarian actors to strengthen the 
delivery of services and research in relation to 
the health workforce. 2-11

Local Hiring
Local hiring was a strategy that was employed 
by humanitarian agencies to address concerns 
surrounding health workforce, security, and 
financing. Local workforce contributed to 
mitigating security threats and held importance 
in communicating and establishing trust with 
the community. Findings from Colombia, 
Democratic Republic of the Congo (DRC) and 
Somalia demonstrate the importance of intrinsic 
motivation and a ‘sense of duty’ for health 
worker retention.3,4,8 National health workers, 
particularly those who worked with children, felt 
a need to protect the future of the country. Local 
health workers were also more likely to continue 
to work even when there were funding gaps 
and salary delays given their connection to the 
communities which was a way people managed 
to work around the funding gaps, albeit not a 
long-term solution or strategy.

Research also shows the importance of ensuring 
local actors, including health workers, are well 
supported and do not bear disproportionate risks 
within the response that could hinder their ability 
to perform. Examples of this include, providing 
technical trainings to deliver interventions 
effectively, and/or avoiding any gaps in salaries.

Innovative and Adapted 
Modes of Service Delivery

The mode of service delivery, and use of 
innovative service delivery, could also ease 
the burden of work on the health workforce. 

Sexual and reproductive health  
and access to health workers
Sexual and reproductive health is often at the 
forefront of women’s health needs due to their 
increased vulnerability in such settings, including 
a higher risk of experiencing gender-based 
violence.13 Along with a lack of resources and 
skilled health professionals, security constraints 
and frequent population movement due to conflict 
are frequently reported barriers to intervention 
delivery, among others. In addition, the limited 
training of health workers was a major barrier in 
the delivery of interventions such as contraception 
provision or HIV management. It is interesting to 
note that in one study the limited availability of 
male medical staff was also noted as a barrier for 
male victims seeking care for sexual assault.14

In addition to utilizing skilled health personnel 
to deliver certain SRH interventions in hospitals 
and clinics as is typically done, community-based 
facilities are also useful to better reach those 
most in need. The use of community-based health 
personnel, such as mid-wives or CHWs, is also 
key in delivering SRH services to populations 
as they are regarded as trusted members of the 
community. Several accounts demonstrated the 
usefulness of CHWs in delivering interventions 
such as contraception provision and education on 
GBV and served as links between patients and the 
health system for GBV services.15 Furthermore, 
training improved the skills of health workers and 
increased motivation, and ongoing supervision and 
refresher training was encouraged.

Examples of this include remote management 
(of teams and facilities), use of mobile clinics 
to deliver service to remote and hard-to-reach 
areas, treatment posts, home visits, promotion of 
community-based services to bring services closer 
to populations, and integration of technology such 
as WhatsApp or electronic clinical protocols in 
service delivery.
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Packages of Services
Implementing integrated packages of services 
(e.g. combining sexual and reproductive health 
and family planning services, and gender-based 
violence centres providing delivery care) at the 
point of delivery is another strategy to increase 
the number of services that can be provided in 
one visit and also minimize the number of visits 
that are needed to a health facility.

Balance of Power
Shifting the balance of power, for instance 
around funding and decision-making, to local 
actors and away from the larger, sometimes 
more impeded, international agencies is another 
strategy that was useful when delivering 
services in conflict settings. Often the local 
(health) workforce is more aware of the on-the-
ground issues facing WCH, making the provision 
of services more relevant to the changing 
needs. Utilization of the local workforce is 
therefore encouraged. External actors can 
then focus on the monitoring and evaluation of 
programs and services.

Task-shifting or task sharing is another 
innovative solution brought forth, whereby 
tasks are moved, where appropriate, to less 
specialized health workers.

Task-shifting in service delivery 
and research
Task sharing and shifting to reach dispersed and 
remote populations through community-based 
health workers, volunteers and allied health 
professionals is an important field-level approach 
focused on expanding the health workforce, and one 
that has been widely used and accepted in Yemen 
and Somalia.11,8 Specifically in Pakistan, the Lady 
Health Workers (LHW) Program has been developed 
to meet the needs of communities across the 
country.7 As a resident of the community, the LHW 
plays an important role in providing preventative, 
promotional and basic curative health services to 
the catchment area, as well as linking and referring 
to additional health services. These roles have a 
remarkable impact on WCH in conflict settings and 
enable more women to join the health workforce.

The concept of task-shifting could be taken a 
step further with consideration given to applying 
task-sharing and shifting to data collection.11 

This innovative strategy would greatly improve 
the data that is available at the community-level, 
enabling researchers to better understand the 
humanitarian and service delivery landscape. 
Additionally, accessible, feasible and cost-effective 
service delivery is an important component of the 
implementation research that is needed in conflict 
settings.
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Non-governmental organizations (NGOs)  
can strive to be at the forefront of program 
planning and implementation and decision-
making, as well as receiving donor funds 
to effectively implement programmes that 
are needed and in the communities in 
which they are needed, including focusing 
on capacity building and training of staff to 
address gaps in the workforce.

International Organizations can enable and 
support NGOs by focusing on the monitoring 
and evaluation of programmes and services 
and encouraging the hiring of a local 
workforce.

Donors can work together to warrant 
consistent funding for the (long-term 
duration) of programs and services that 
are needed, ensuring there are no gaps 
in salaries for healthcare workers and 
programs and services can continue 
without any disruptions due to a lack of 
funds.

Governments can develop a registry 
system to keep track of the health human 
resources available across the country 
including their location. Work to develop 
stronger links within and across various 
ministries, in particular MoHs.
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Next Steps –  
Where do we go from here
There are numerous barriers associated with 
delivering health services to WCH in conflict 
settings, particularly in relation to the health 
workforce. Several solutions or facilitators to 
ease these barriers with recommendations 

have been given for local NGOs, governments, 
international organizations, donors, and other 
key humanitarian actors. However, there is still 
a need for greater research on the topic of the 
health workforce in conflict settings as it pertains 
to WCH. With access to more data, a greater 
understanding of the various issues across 
regions and among actors can be drawn and 
more solutions provided.

What Can We Do
The following recommendations have been identified for local and international humanitarian actors to 
minimize barriers to delivering effective health services to women and children in conflict, with a focus on 
the health workforce:



Resources
Below is a comprehensive list of the briefs in 
this series that discuss the impact of conflict on 
women’s and children’s health:
BRANCH Consortium Knowledge Brief 1.0 
Epidemiology and burden of conflict-affected women and children’s 
health

BRANCH Consortium Advocacy Brief 1.1 
Gaps in understanding the epidemiology and burden of conflict-
affected women and children’s health

BRANCH Consortium Knowledge Brief 2.0 
The need for prioritizing health interventions for women and 
children in conflict: The current guidance landscape

BRANCH Consortium Policy Brief 2.1 
Prioritizing health interventions for women and children in conflict: 
what to deliver, when and how

BRANCH Consortium Knowledge Brief 3.0 
Barriers and facilitators to delivering effective health services to 
conflict-affected women and children

BRANCH Consortium Policy Brief 3.1 
Barriers and facilitators to delivering effective health services to 
conflict-affected women and children: A closer look at the health 
workforce

BRANCH Consortium Policy Brief 3.2 
Barriers and facilitators to delivering effective health services to 
conflict-affected women and children: A closer look at the role and 
functionality of leadership, governance and coordination

BRANCH Consortium Policy Brief 3.3 
Barriers and facilitators to delivering effective health services 
to conflict-affected women and children: A closer look at health 
financing

BRANCH Consortium Policy Brief 4.0 
Key messages around women and children in conflict

BRANCH Consortium Policy Brief 4.1 
Conflict-affected women and children: Way forward and next steps
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