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care is ever more tenuous there: during the 
month of November 2022, almost a million 
medical procedures took place with supplies 
and equipment that entered Syria as part of 
the cross-border operation implemented 
through the use of the Bab al-Hawa crossing.3  

While the impact of the violence in Syria on 
health care has been widely documented, the 
existing literature on the impact of violence 
on the provision of SRH care is scant. This 
report contributes to a greater understanding 
of this underexamined crisis. 

The impact of violence across northwest 
Syria, combined with reduced donor 
funding and economic collapse, has meant 
inadequate and uneven provision of health 
care for Syrians, particularly women and 
girls. In response to the violence, providers 
have been forced to leave or relocate beyond 
the line of fighting, leaving many unable 
to reach the care they need. This not only 
impacts civilian access to services, but also 
increases demand on the service providers in 
safer areas, undermining the quality of care. 

The devastating earthquakes which struck 
southeast Türkiye and northwest Syria in 
early February 2023 further limit the already 
precarious access to health care detailed in 
this report.

In order to assess the impact of violence on 
SRH, researchers spoke with more than 260 
mostly female respondents, who shared their 
experience accessing or providing SRH ser-
vices. Qualitative interviews with reproduc-
tive health care workers and extensive focus 

Attacking health care facilities has been a 
deliberate tactic in the Syrian conflict, which 
is now 12 years old. Even as international 
recognition of the systematic nature of these 
attacks has grown in response to widespread 
documentation of assaults, impunity for 
perpetrators continues. 

All parties to the conflict have perpetrated 
numerous acts of violence in violation of 
international humanitarian law (IHL). In 
the face of substantial evidence, however, 
member states of the United Nations have 
taken limited action to hold those responsible 
to account, or to protect health workers and 
the provision of vital health care services. 

Today, international headlines rarely feature 
the Syrian conflict. Yet, the war in Syria is far 
from over. Indeed, since the 2020 ceasefire, 
three aerial bombardments have been 
carried out on health care facilities.1

The long-term and cumulative impacts of the 
conflict have generated a health care crisis for 
the 4.6 million civilians in northwest Syria.2  
Almost half of this population is female. 
Understanding how these attacks reduce 
availability and access to care for women 
and girls, including sexual and reproductive 
health (SRH) services, is vital to protect 
the human right to health, and to promote 
advocacy efforts in Syria and beyond. 

Based on primary data collected in northwest 
Syria, this report shines a light on the daily 
experiences of health care staff who provide 
SRH services, and, in turn, the patients who 
try to access these services. Providing health 

Executive Summary
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group discussions with displaced and resident 
women in Idlib and Aleppo demonstrate that 
continued violence poses increasing and com-
plex barriers to health care. 

Syrian women in the northwest reported that 
fear or experience of bombings, kidnapping, 
or exploitation all undermine their ability to 
access health clinics, leaving them without care 
or reliant on informal health service provision. 
Attacks on health care facilities are frequent 
enough that a high number of pregnant women 
in northwest Syria prefer to undergo a cesarean 
section instead of a vaginal birth, partly to 
reduce the time spent inside a health care 
facility. They also avoid prenatal care visits.

Pregnant women reported they must travel 
long distances to seek medical care, putting 
themselves at risk. Providers and patients 
described deaths because of delays in care 
provision. Not all consequences were as visible: 
women also explained how the lack of access 
to SRH services negatively impacts both their 
mental health and that of their families. 
As economic crisis,  inflation, and the impact of 

the earthquakes continue to grip Syria, the cost 
of medicine, transportation, and private health 
care undermines people’s ability to access 
the often lifesaving care they require. Stigma, 
cultural expectations, and lack of awareness 
of their rights and of service availability make 
access even more difficult. The services that 
are the most stigmatized, including for sexually 
transmitted infections and HIV/AIDS care, are 
also the least accessible, according to those 
interviewed.

Many of the trends identified in this report 
can also be mapped to wider challenges 
that communities experiencing conflict 
face in meeting their health needs. Civilians 
and communities currently facing similar 
systematic violence against health care, such 
as in Myanmar, Ukraine, and Yemen, likely face 
similar barriers.

“When health facilities were 
targeted, we saw pregnant women 
[only] during labor, instead of 
four or six times throughout their 
pregnancy. Some presented with 
ill-managed anemia. When we 
asked them why they didn’t come for 
medical care earlier, they said, ‘Who 
would dare visit the hospital when 
it’s being targeted? We would be 
crazy to stay in the hospital.’”

Female health care provider, Idlib

A newborn at Janderes Hospital in Aleppo. 2022.
Ahmad Aljarban/SRD
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FINDINGS AT A GLANCE

give birth in the three months following the 
earthquakes, with 5,550 women who may ex-
perience complications requiring emergency 
obstetric care, including C-section, according 
to the United Nations Office for the Coordina-
tion of Humanitarian Affairs (UN OCHA).4

This report reflects the SRH concerns of those 
living and working in northwest Syria. It es-
tablishes a record upon which policymakers, 
donors, and health actors, including humani-
tarian organizations, may rely in addressing 
the crisis of SRH in northwest Syria. It pro-
vides core recommendations for the United 
Nations Security Council, United Nations 
member states, donors, health actors, and 
the coordination architecture.5 Respondents 
emphasized that accountability, improved 
access to health care, greater awareness, and 
sufficient resources should be prioritized by 
policymakers and practitioners.

The findings of this research are intended to 
raise awareness of the ongoing plight of Syrians 
and to contribute to policy change. While health 
actors, including humanitarian organizations, 
have worked to fill the gaps in health care 
provision, the current approach to the crisis in 
Syria is inadequate. Urgent changes are needed 
to protect the right to health for populations 
in northwest Syria and ensure access for those 
who require medical care.

The devastating earthquakes that hit Syria and 
Türkiye on February 6, 2023 and the continuing 
damage caused by aftershocks further com-
pound the already precarious access to health 
care detailed in this report.

Challenges related to displacement, destruc-
tion of roads, lack of fuel, and limited health 
services provision will likely impact 148,000 
pregnant women, 37,000 of whom are due to 

Targeted violence against health care has impact-

ed the availability of and access to sexual and re-

productive health (SRH) care, including basic and 

specialized services. This has resulted in:

• SRH services are insufficient due to limited 

staff, facilities, equipment, supplies, and medi-

cation across northwest Syria.

• SRH care provision is limited, among other 

things, by the fact that many health care fa-

cilities have been built in, or relocated to, geo-

graphic areas far from the front lines, limiting 

access to SRH services for communities close to 

conflict zones. Because of the large population 

and demand in safer areas, these facilities expe-

rience significant overcrowding.

• In areas where SRH services are largely unavail-

able, respondents reported harmful coping 

practices, including postponing essential SRH 

visits and forgoing medication.

• When required SRH services are not available or 

practically inaccessible, there are far-reaching, 

negative consequences for women’s health, in-

cluding for both their psychosocial well-being 

and that of their children.

• The most marginalized people, including wom-

en residing in camps, those with a disability, 

those with limited income, and those married 

at a young age, are most adversely impacted by 

the paucity of SRH care.
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Damage resulting from an attack on Omar Bin Abdul 
Aziz medical institute in Eastern Aleppo. 2016. 
Youssef Rahal / SAMS

INTRODUCTION
Attacks on health care facilities in northwest Syria 
(NWS) during the conflict have reduced both the 
facilities and the health care workers serving the 
country’s largest internally displaced population. More 
than two-thirds of the population in NWS is displaced, 
and the more than 1,400 camps for internally 
displaced people (IDPs) are a visible reminder of the 
human cost of 12 years of intense conflict. Civilians in 
NWS are routinely subjected to shelling, airstrikes, and 
clashes, and 90 percent of the population lives below 
the poverty line.6 

The impact of violence on health is clear. In rural Idlib, 
a displaced woman explained that

“When they continue for a long time, bombing 
and bad security conditions cause many health 
problems. People who live in remote places, such 
as in tents in the mountains, on the outskirts, 
or in the countryside are unable to secure their 
basic needs.” 7  

The devastating earthquakes that hit Syria and Tür-
kiye on February 6, 2023 have gravely worsened the 
humanitarian crisis in northwest Syria. In opposition-
controlled areas, more than three million people were 
affected by the earthquakes, which, as of February 28, 
2023, have caused more than 4,500 deaths and 8,700 
injuries, mostly concentrated in Afrin, Harim, and Jisr-
Ash-Shugur districts.8  This has increased the need 
for health services, putting more pressure on medical 
staff, medical facilities, and health resources at a time 
when the entire region has been struggling with lim-
ited humanitarian access. Before the earthquakes, 30 
people a day crossed the border into Türkiye to seek 
medical care for health issues that are unmanageable 
in northwest Syria, such as cancer treatment and in-
tensive care for preterm babies. The earthquakes have 
made this movement largely impossible.  
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A rapid protection assessment conducted by 
the protection cluster in the affected areas con-
firms what we know from other crises: women 
and girls are being disproportionally affected 
by the surge in needs and safety concerns in the 
aftermath of the earthquake, which compounds 
their inability to access SRH services – services 
that are already limited due to the impact of 
violence.9

Health care in NWS depends almost entirely 
on cross-border provision of aid through the 
Bab al-Hawa border crossing with Türkiye. The 
current mandate for cross-border aid will expire 
in July 2023, unless the United Nations Security 
Council chooses to reauthorize it – which makes 
access to health care even more precarious.10  
In response to the earthquakes, two additional 
border crossings – Bab al-Salam and al-Raee – 
were opened for a period of three months. 

Against this backdrop, a less visible, but no 
less severe, crisis of sexual and reproductive 
health and rights is occurring. Among other 
basic human rights, sexual and reproductive 
health (SRH) is fundamental to the right to 
health.11  All parties to the conflict are obligated 
to uphold the right to health, including sexual 
and reproductive health and rights (SRHR), 
and to adhere to international humanitarian 
law, which also protects these rights. Conflict-
affected women have additional, specific sexual 
and reproductive health needs.12  

This report documents the impact on women 
and girls of targeted violence on the availability 
of and access to SRH care, including basic and 
specialized services.13 
The report findings include:

• SRH services are insufficient due to limited 
staff, facilities, equipment, supplies, and 
medication across NWS. 

• SRH care provision is limited, among other 
things, by the fact that many health care 
facilities have been built in, or relocated 
to, geographic areas far from the front 
lines, limiting access to SRH services 
for communities close to conflict zones. 
Because of the large population and 
demand in safer areas, these facilities 
experience significant overcrowding.

• In areas where SRH services are largely un-
available, respondents reported harmful 
coping practices, including postponing es-
sential SRH visits and forgoing medication. 

• When required SRH services are not 
available or practically inaccessible, there 
are far-reaching, negative consequences 
for women’s health, including for both their 
psychosocial well-being and that of their 
children. 

• The most marginalized people, including 
women residing in camps, those with a 
disability, those with limited income, and 
those married at a young age, are most 
adversely impacted by the paucity of SRH 
care. 

Because of the current status of the conflict, 
health care services in NWS are largely provided 
by humanitarian organizations. The crisis of 
SRH in NWS is further impacted by funding 
gaps, shifts in donor priorities to other crises, 

Funding Gap in the NWS Health 
Sector October 2022

71.6%
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the deteriorating economic situation in Syria, 
and the toll of the devastating earthquake which 
struck southeast Türkiye and northwest Syria in 
early February 2023. In June 2021, in the wake 
of the COVID-19 pandemic, the United Nations 
Office for the Coordination of Humanitarian 
Affairs reported a 60 percent funding gap in NWS 
and a 96.4 percent gap in health sector funding.14

In 2022, the funding gap for the health sector in 
NWS increased from 46 percent in June15  to 71.6 
percent in October.16 In addition to economic 
factors, social and cultural norms often impact 
SRH behaviors. In NWS, respondents reported 
practices that have had multiple negative effects 
on women’s sexual and reproductive rights and 
health, including the need to be accompanied by 
a male family member or an older female family 
member in order to access care, and the need for 
this family member to consent to treatment.17

This report reflects the SRH concerns of those 
living and working in NWS. It establishes a record 
upon which policymakers, donors, and health 
actors, including humanitarian organizations, 
may rely in addressing the underexamined crisis 
of sexual and reproductive health and rights in 
NWS. 

Terms and Definitions

This report employs a number of terms, 
concepts, and phrases, listed below in 
alphabetical order. 

Abortion:

The original research on which this report is 
based was conducted in Syrian colloquial Arabic. 
Respondents (interviewed individually or in 
focus group discussions) used some sexual and 
reproductive health (SRH) terms in non-medical 
ways, reflecting their beliefs and practices. For 
example, many respondents referred to any 
pregnancy loss in Arabic, whether intentional or 
unintentional, as an “abortion.”

Abortions can be spontaneous, induced, missed, 
complete, or incomplete. They can be safe or 
unsafe, depending on who performs them and 
where they are performed. For clarity, this re-
port uses the terms “spontaneous abortion” or 
“induced abortion.” Spontaneous abortion is the 
loss of a fetus in early pregnancy, without interfer-
ence. Respondents referred to “miscarriage” or a 
“natural abortion” to indicate spontaneous abor-
tion. The report employs “induced abortion” for 

In the earthquake-damaged Janderis Hospital in Aleppo, quadruplets were born just after 
the February 6, 2023 earthquakes, an illustration of the resilience of their mother and the 
health teams that were able to respond. An estimated 37,000 women are due to give birth 
in the three months following the earthquakes, while health care resources are already 
severely strained. February 2023. Ahmad Aljarban / SRD
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an intentional attempt to terminate a pregnancy. 
Induced abortion is restricted by the Syrian Penal 
Code and is limited to situations in which a medi-
cal specialist orders the procedure to prevent the 
mother’s death.18  

Awareness:

Many focus group respondents indicated the 
need for increased SRH awareness programming. 
In this context, the term “awareness” includes 
knowledge on the availability and functioning of 
SRH services as well as an understanding of the 
relevance of such services to their lives.19

Front line:

This report uses the noun “front line” and the 
adjective “frontline” to describe areas where 
civilian infrastructure is targeted in violation of the 
2020 ceasefire agreement. It uses “non-frontline” 
for areas that have experienced less violence and 
are closer to the Syrian-Turkish border.

Post-abortion care:

A lifesaving, legal intervention, “post-abortion 
care” refers to therapeutic medical treatment 
after a pregnancy has been terminated or a 
spontaneous abortion has occurred. This type of 
care includes the treatment of any complications, 
if needed, information sharing, and post-abortion 
contraception.

Public hospital:

In NWS, a hospital that does not take fees and is 
supported by humanitarian funding.

Sexual and reproductive health care:

This report adopts the World Health Organiza-
tion’s (WHO) SRH service categories, which in-
clude maternal and newborn care, contraception 
and family planning, clinical and psychosocial 
services for survivors of gender-based violence, 
HIV prevention and treatment, eliminating un-

safe abortion, combatting sexually transmitted 
infections, and promoting sexual health. While 
not all of these categories of SRH service are cur-
rently available in Syria, they are all key to achiev-
ing SRH rights.

SRH care is provided through the “constellation 
of methods, techniques, and services that con-
tribute to reproductive health and well-being by 
preventing and solving reproductive health prob-
lems,” including sexual health, for women and 
other vulnerable groups.20 

Violence against health care:

This report adopts the WHO’s definition of 
violence against health care as any act of physical 
or verbal violence, threat of violence, or other 
psychological violence or obstruction that 
interferes with the availability, access to, and 
delivery of curative and/or preventive health 
services.21 

Methodology

This report examines the impact of attacks on 
health care on sexual and reproductive health 
(SRH) services in northwest Syria (NWS) from 
2017 to 2022. This five-year time interval covers 
multiple events which the research team believes 
are likely to have impacted SRH service availability 
and accessibility in NWS. Major events include: 
the forced displacement of the population of 
eastern Aleppo city in 2017 following a major 
military offensive in late 2016; the military 
offensive that targeted Idlib between October 
2019 and April 2020, which resulted in the biggest 
internally displaced person (IDP) crisis of the 
Syrian conflict; the COVID-19 pandemic in 2020; 
and a cholera outbreak in 2022.

Importantly, the research team collected and 
analyzed the data prior to the devastating earth-
quakes that hit Syria and Türkiye on February 6, 
2023. Therefore, these findings do not reflect the 
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health care situation in northwest Syria after 
the disaster, which has only been exacerbated 
due to increased injuries, lack of capacity to 
address emergency and chronic health care 
needs, mass displacement, further damage 
to the health infrastructure and to transport, 
and the population’s ongoing inability to cov-
er health-related expenses.

Using qualitative data collection and analysis, 
this research focuses on the availability of and 
access to SRH services in parts of Idlib and 
Aleppo governorates not controlled by the 
government of Syria or the Syrian Democratic 
Forces.22  Researchers focused on differences 
in SRH availability and access in urban, rural, 
and camp settings, as well as frontline versus 
non-frontline areas. 

Physicians for Human Rights (PHR), the 
International Rescue Committee (IRC), Syria 
Relief and Development (SRD), and the Syrian 
American Medical Society (SAMS) jointly 
conducted this original research between 
September and November 2022 with Shafak 
supporting primary data collection. The 
Independent Doctors Association (IDA), Relief 
Experts Association (UDER), Syrian Expatriate 
Medical Association (SEMA), and Union 
of Medical Care and Relief Organizations 
(UOSSM) all contributed data to the study. 

IRC and Shafak carried out 36 individual com-
munity-based interviews (CBIs) and led 26 
focus group discussions (FGDs) comprising a 
total of 240 women in sub-districts through-
out Idlib and Aleppo governorates in NWS.23

All interviews were conducted in Syrian 
Arabic by data collectors trained by the 
organizations and recorded at the discretion 

of the respondent.24 This information was 
supplemented by key informant interviews 
(KIIs) led by PHR with health experts based 
both inside and outside of NWS. The KIIs with 
health care experts, including providers and 
health sector planners, provided an overview 
of the status of SRH services in NWS. 

The CBIs were conducted with an equal num-
ber of male and female professional staff with 
SRH expertise, including physicians, nurses, 
midwives, pharmacists, nutrition workers 
and community health workers.

The sample included urban and rural 
areas (including IDP camp settings) across 
NWS. Approximately a third of the sample 
represents frontline areas (Ariha and al-Atareb 
sub-districts), with a female population of 
almost 150,000.25

A total of 26 FGDs of no more than 10 
people each were conducted with 240 total 
respondents between the ages of 18 and 50, 
including displaced and resident women (see 
link at the end of this report to the Methods 
Annex).

The FGDs included a mix of pregnant, breast-
feeding, and married women, some with chil-
dren, as well as service providers working at 
the sub-district level. All respondents provid-
ed verbal or written informed consent.

The study protocol was reviewed and ap-
proved by the IRC Institutional Review Board 
(IRB) and PHR’s Ethics Review Board (ERB).
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2.3 million women and girls in NWS do not 
have easy access to necessary medical care, 

including sexual and reproductive health.

The impact of an attack in August 2019 on the neonatal intensive care unit of al-Iman Hospital in Aleppo. 2021. Abdullah Hammam / IRC

Limitations

Historically, little to no data on SRH care 
in NWS has been gathered or reported. As 
a result, it is not possible to compare pre-
conflict statistics related to SRH, such as 
maternal and newborn mortality rates, 
contraceptive access, the average number of 
antenatal visits, and other SRH services, with 
those provided during the conflict.

Similarly, very little data has been system-
atically collected on the barriers to accessing 
SRH care. 

Collecting data in conflict settings is challeng-
ing, and SRH is a particularly sensitive and 

stigmatized topic. Strongly held individual 
and societal beliefs about gender, sexuality, 
culture, traditions, and health care may have 
impacted participant willingness to speak 
openly about SRH issues, especially when the 
discussions were recorded.

To mitigate these challenges, data collectors 
attempted to interview both males and 
females and include a variety of perspectives, 
particularly from female beneficiaries of 
SRH services in NWS. Female data collectors 
interviewed female participants in 16 of the 
18 CBIs conducted with female respondents, 
and in all 26 FGDs.  
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BACKGROUND
Factors Impacting 
Health Care in NWS 

More than a decade of conflict in Syria has 
degraded the health care system in northwest Syria 
(NWS) in complicated ways. Attacks have caused 
humanitarian NGO-funded hospitals and clinics to 
relocate to safer areas, and sustained fighting has 
shifted the population within NWS, which includes 
the territories of Idlib governorate and northern 
Aleppo governorate, bordering Türkiye. 

Health facilities, staff, and patients have been 
subjected to high levels of targeted violence in 
NWS. Since 2017, Physicians for Human Rights has 
documented 144 attacks on health care facilities 
throughout Syria. From 2017 to 2021, the Syrian 
American Medical Society reported damage from 
explosions to 368 health care facilities.26 Attacks 
have resulted not only in extensive damage to 
health infrastructure but have also led to high levels 
of casualties, displacement, and overall attrition 
among specialized health staff.27 In combination 
with the loss of medical equipment and medicine, 
this has further aggravated a severe health crisis 
among NWS’s population.

Ongoing significant violence in NWS has not only 
lowered the number of functioning facilities, it has 
also increased the internally displaced population. 
Of the 4.6 million people in NWS,28 63 percent (2.9 
million) are internally displaced persons (IDPs), of 
whom almost 80 percent are women and children.29 

IDP access to health facilities is particularly 
challenging: although 40 percent of the population 
in NWS live in camps, only 18 percent of all health 
facilities are in camp settings.30

Displacement site in the northern countryside of 
Idlib. 2020. Abdullah Hammam / IRC
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NWS is home to more than a quarter (27%) of the Syrians in 
need of humanitarian assistance

(4.1 million out of 15.3 million nationwide)

AleppoIdlib 27%

Finally, widespread poverty in NWS, exacer-
bated by years of conflict, has impacted the 
population’s access to health care because 
many are unable to afford the cost of trans-
portation to health facilities. NWS is home to 
more than a quarter of the Syrians in need of 
humanitarian assistance (4.1 million out of 
15.3 million nationwide).31

Economic deterioration has had the greatest 
impact on IDPs, vulnerable residents, includ-
ing the disabled, and the more than 16,000 
Syrians who have returned to their areas in 
NWS after being displaced.32

An example of the severe economic pres-
sure on civilians is the price of food, 
which has increased by 85 percent com-
pared to food prices in August 2021.33 

The NWS Health System:
Beyond the Numbers

Health care facilities in NWS provide sexual 
and reproductive health (SRH) care but 
have struggled to meet the significant and 
growing needs of the population. Although 
SRH care is provided in private and public 
facilities, the majority of the population 
can only afford public facilities. The high 
demand on the free (or public) system results 
in patient overcrowding. Although NWS 
technically meets the minimum World Health 
Organization requirement for health facilities 
per population, in reality, these facilities are 
concentrated in areas considered safer from 
attack. This uneven geographic distribution 
of health facilities creates an access barrier, 
especially for some of the most vulnerable. 
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A health care expert involved in planning health 

programs confirmed that donors and non-

governmental organizations have been forced to 

operate in the area closer to the international border 

with Türkiye, explaining,

This northern region has seen a huge population 

increase, and health workers there reported 

significant overcrowding of medical facilities, and 

a lack of specialized health care workers, such as 

those who provide SRH care.35 

Families experiencing extreme poverty may be 

forced to live in areas close to the front line, where 

housing is less expensive. Women in frontline areas 

such as Ariha and Jisr as-Shughur reported that long 

distances and unsafe roads pose a practical barrier 

to accessing medical care. Transportation costs are 

prohibitively expensive for people living close to the 

front line, as well as those in rural and isolated areas. 

A health care provider in urban Idlib explained that, 

with a median estimated daily wage for unskilled 

labor of around one U.S. dollar, patients cannot 

always afford transportation to access health care.

A displaced woman in urban Aleppo explained the 

impact of violence on her health choices, noting that 

getting health care is difficult:

NWS SRH Services Landscape

The humanitarian sector in NWS represented by 

local and international non-governmental organi-

zations has stepped in to bridge the gap in health 

services following the withdrawal of the Syrian 

government from territories that were captured by 

opposition forces beginning in 2012. Humanitarian 

agencies have offered services that evolved over 

time based on the needs, priorities, and available re-

sources.37 Individual SRH services differ in terms of 

availability and geographic distribution within and 

between regions across the northwest, and in some 

places are simply unavailable. 

Humanitarian health care workers in Syria adopted 

the Minimum Initial Service Package (MISP), a set of 

guidelines for SRH service delivery in crisis settings.38  

The MISP aims to facilitate the coordination of SRH 

services, prevent and manage the consequences of 

sexual violence, reduce HIV transmission, minimize 

maternal and neonatal morbidity and mortality, and 

plan for comprehensive SRH services in the post-

crisis phase.39

“If my patient wants to go to 
the nearest hospital, it will 
cost her 50 Turkish lira ($2.65) 
[paying for rides in] passing 
cars and around 200 Turkish 
lira [$10.60] in a private 
vehicle.”

“The ongoing war made it 
necessary for donors, NGOs, and 
medical staff to operate in safer 
areas. [These areas have] a high 
population density, and are away 
from front lines, continuous 
hostilities, and bombardment. 
The international border regions 
are less likely to be targeted.” 34

“[There is] fear of bombing, 
kidnapping, or harassment. Not 
all health centers are close to my 
residence, so I must rent a car to get 
to the hospital, and then I may be 
subjected to financial exploitation 
by the driver…. As a woman, I avoid 
going to [medical] centers alone.” 36
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In areas where SRH services are largely 
unavailable, women report harmful coping 

practices, including postponing essential 
SRH visits and forgoing medication.

Displacement site in the northern countryside of Idlib. 2020. Abdullah Hammam / IRC
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FINDINGS
The research yielded several key findings, all of which 
merit further study. A variety of themes emerged from 
the significant portion of the data that involved the 
impact of violence on maternal and newborn care, in-
cluding availability, supply relative to the population’s 
need, and the role of violence in shaping birth prefer-
ences. Other topics, such as family planning, gender-
based violence (GBV) – including early marriage – abor-
tions and post-abortion care, sexually transmitted 
infections (STIs), and the impact on mental health of 
poor access to sexual and reproductive health (SRH) 
care were mentioned in less detail but provide a win-
dow into the health care struggles of women in north-
west Syria (NWS).

Newborn girl at a maternity hospital in Idlib. 2022. Muawiya Hassan Agha / SAMS



21

Since 2017, attacks targeting 60 facilities
in NWS have been documented

60

The Impact of Violence on Maternal 
and Newborn Child Health

Violence has limited the availability of certain 
services in frontline areas, and driven popula-
tion shifts that result in high demand on exist-
ing facilities. The World Health Organization 
(WHO) initiative “Health Resources and Ser-
vices Availability Monitoring System” reported 
367 functioning medical facilities in NWS in 
September 2022.40 A separate monitoring ini-
tiative led by the United Nations Population 
Fund, and run by the SRH Technical Working 
Group (health cluster) and the GBV Sub-cluster 
(protection cluster), reported in 2022 that only 
seven percent (50) of these facilities offer the 
packages of maternity care known as either 
comprehensive emergency obstetric and new-
born care, or basic emergency obstetric and 
newborn care services.41

The same assessment found that outpatient 
reproductive health services are offered in 
fewer than 40 percent (142) of the facilities. 
Nevertheless, the SRH Technical Working 
Group estimates that between January 2021 
and September 2022, SRH service providers 
offered more than 3.9 million reproductive 
health consultations and performed 220,000 
deliveries.42

Availability and Need

The SRH Technical Working Group partners 
provide essential SRH care through the Mini-
mum Initial Service Package at three levels 
of health care facilities: two levels of primary 
health centers (PHCs), including facilities that 
offer basic emergency obstetric care and those 
that offer comprehensive emergency obstetric 
care. PHCs include mobile clinics and health 
points. PHCs distribute male condoms and 
provide clean delivery kits,43 treatment for 
sexually transmitted infections (STIs), and 
oral and injectable contraception. In addition, 
there are 14 health facilities in NWS providing 
basic emergency obstetric and neonatal new-
born care, which can provide emergency med-
ical care to women experiencing pregnancy or 
childbirth complications.44 The 36 highest-lev-
el facilities in NWS have comprehensive emer-
gency obstetric and neonatal care, with the ca-
pacity to perform cesarean section deliveries, 
provide blood transfusions, and administer 
post-rape treatment.45

Health care workers confirmed that public 
facilities provide free delivery care for pregnant 
women, including after childbirth, in addition to 
newborn care.46

However, the large population utilizing public 
hospitals in areas farther from the front line re-
sults in overcrowding, which has caused signifi-
cant gaps in maternal and newborn services.47

Rural and frontline areas, on the other hand, 
have less availability of maternal and newborn 
care than in urban facilities. A doctor in rural 
Aleppo explained that although the health 
centers near his village are supposed to 
provide obstetric care, they are not equipped 
to do so.48
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Areas on the front line, such as Ariha sub-
district, illustrate the mismatch between the 
available resources and the need. Between 
July and September 2022, only six facilities in 
Ariha provided family planning counseling and 
family planning kits to a population of more 
than 180,000. In contrast, 209 facilities in non-
frontline areas of the NWS provided family 
planning kits and counseling to 4.4 million 
people.

This translates to 4.8 facilities per 100,000 popu-
lation in non-frontline areas compared with 3.3 
facilities per 100,000 in Ariha, a 31 percent great-
er workload on such frontline area facilities. 
Unable to cover the population’s needs, these 
facilities are easily overwhelmed, which forces 
patients to travel to non-frontline areas, further 
burdening the system in these localities.

The number of skilled providers operating within 
facilities also greatly impacts access to SRH care. 
For example, only two facilities in Ariha provide 
skilled care to assist with childbirth,49 while the 
service is available in 48 facilities in safer areas. 
A health center director in urban Ariha noted, 

The violence has also impacted the number 
of SRH care providers in Ariha: since 2017, the 
number of midwives there decreased from 33 
to 19 (42 percent decrease), and the number 

of gynecologists decreased from 9 to only 4 (56 
percent decrease).51

Attacks Impact Childbirth in NWS

Health facilities, staff, and patients have been 
subjected to high levels of targeted violence in 
NWS. Since 2017, Physicians for Human Rights 
has documented that 55 percent of attacks 
occurred in NWS, targeting 60 facilities.52  Almost 
90 percent of the attacks were conducted by 
aircraft or land-to-land missiles.53

Three attacks were perpetrated in 2021 and 
targeted facilities in NWS, of which two provide 
SRH services. The attack on al-Atareb hospital on 
March 21, 2021 resulted in a 78 percent reduction 
in the number of reproductive and neonatal care 
consultations in the facility.54 The attack on the 
al-Shifa Hospital on June 12, 2021 destroyed the 
labor and delivery unit and killed 13 people, four 
of whom were hospital and ambulance staff.55

Health workers reported how violent attacks 
on health care have impacted maternal and 
newborn care. During shelling, mothers may give 
birth while traveling on roads in areas of active 
fighting.56 A female health care administrator in 
a rural internally displaced persons (IDP) camp 
explained that after the al-Shifa Hospital health 
center was bombed, people were forced to travel 
far away to Afrin Hospital and “many women 
gave birth in the car on the way because of the 
distance.” 57

Displaced women in focus groups recounted 
how pregnant women were forced to give birth 
at home or on the road during heavy shelling, 
and that women who miscarried couldn’t access 
the health center for care.58

“After the last bombing 
campaign, almost all the [health 
care-providing] organizations 
withdrew their projects; the 
health centers and hospitals did 
not remain. Some have returned 
recently, but they are insufficient 
and do not meet the need.” 50



23

One displaced woman shared the tragic conse-
quences of violence on her family: 

Violence Increases the Preference for 
Cesarean Sections

Violence has changed childbirth practices in 
NWS. Seeking to minimize their time in health 
facilities due to the risks of attacks, more 
women have opted for cesarean sections over 
natural births.  In 2000, the cesarean rate was 
14.8 percent.60

A study from 2004 showed that the facility-
based cesarean section rates were 12.7 per cent 
in government hospitals.61 After the beginning 
of the Syrian conflict in 2011, the rate increased.

A study published in 2021 showed a peak in 
caesarean sections to 33.2 percent in March 2020 
after the military campaign on NWS, following 
a drop in SRH service provision that correlated 
with the attacks.62 The SRH working group, using 
data from a total of 356 SRH-providing facilities 
between January 2021 and September 2022, 
found that the average cesarean section rate 
remained significantly higher than pre-conflict 
rates at 23 percent.63

A health care provider who worked in directly 
targeted health facilities explained that vaginal 
delivery can require many hours, whereas a 
cesarean section takes only a few minutes and 

requires only six to seven hours for recovery. 
He explained that while not ideal, cesareans 
provide an element of certainty in a context in 
which patients feel “as if they were going to a 
front line when visiting a hospital, given how 
frequent attacks on health care were.”

He added that he and his colleagues would avoid 
keeping the mother overnight if the recovery 
rooms were not underground, to avoid exposing 
her to bombings. While scheduling cesareans pro-
tected the staff and patients from facility attacks 
during unpredictably lengthy vaginal births, the 
health care provider observed that this approach 
often “negatively impacted the physical and 
psychological patient outcomes,” since the lon-
ger recovery period required post-cesarean may 
increase post-partum infection rates and increase 
pain.64

While scheduling a cesarean has come to be con-
sidered safer, during a direct attack on a hospital, 
nobody is protected. A woman described giving 
birth during a bombing:

“My relative gave birth at 
night, and the child needed an 
incubator. Because of the shelling 
of the village of al-Atareb, she 
could not reach the hospital, and 
the child suffered from hypoxia 
and was transferred to Türkiye, 
where he died.” 59

“I was in the operating room.
I could hear the sound of planes 
flying over the hospital, and I was 
very stressed and crying. I was 
not fully anesthetized. The doctor 
had to give me general anesthesia 
after he had originally started 
epidural anesthesia so that he 
could complete the surgery. I was 
giving birth and heard the planes 
over the hospital. I was afraid 
for my family and husband who 
were in the hospital. As soon as 
I left the operating room, before 
I even woke up, they took me 
home, without examining me 
or my child. This created a bad 
psychological condition for me, 
with constant crying, which led to 
my loss of milk.” 65
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The Impact of Violence on Other 
Specialized SRH Services

The impact of violence on access to maternal 
and newborn health was one of the most 
documented within this study.

However, the provision and ability to access 
all types of SRH services have been affected 
by 12 years of conflict.  The analysis below 
discusses some of the main barriers women 
face when accessing specialized SRH services 
such as family planning, GBV services, post-
abortion care, and STI services – including 
HIV/AIDS support – and the impact this lack of 
SRH care has had on women’s mental health. 
Ultimately, it highlights the role of violence 
against health care in aggravating the lack of 
SRH services and the ability to utilize them.

Family Planning

Focus group respondents indicated that fam-
ily planning was among the most straight-
forward services to access. However, health 
care workers and administrators expressed 
concern that their patient population lacked 
sufficient awareness about family planning 
services, noting cultural and social norms that 
value fertility and having many children might 
form a barrier to women availing themselves 
of such services.  

Contraceptive kits and services are available 
free of charge in NWS’s public facilities, but 
respondents reported that these cannot meet 
the high level of need evidenced by patient 
overcrowding.66

The lack of accessible public health facilities for 
IDPs can force them to forgo family planning or 
to purchase contraception through the private 
system. Women in al-Jama’a IDP camp in Idlib 
requested more family planning clinics.67

Because transportation is costly and dangerous 
during attacks, a health manager in rural Idlib 
described the “need to provide mobile teams 
and awareness sessions on family planning, 
which positively affects the community.” 68 

Gender-based Violence (GBV)

While GBV is a sensitive topic, both health care 
workers and women indicated that it must 
be addressed. In a focus group discussion in 
an informally organized IDP camp in Aleppo, 
al-Zeitoun, women reported the need for 
“increasing awareness regarding family plan-
ning and GBV … especially in camp settings 
and among IDPs.”

Fatima in front of the tent she shares with her two young children, in a displacement site 
in the northern countryside of Idlib. 2020. Abdullah Hammam / IRC
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Unfortunately, PAC availability is uneven, 
and there are an insufficient number of PAC-
providing health care centers in rural and 
frontline areas of NWS for the population.75

Access for patients in rural and remote areas 
is limited by inconsistent and expensive trans-
portation options. In practice, respondents 
said, husbands or heads-of-household needed 
to consent in order for women to seek PAC, as 
well as provide the transportation support to 
reach PAC services.76

In urban Aleppo, a respondent in a focus group 
described her ever-present fear of attacks 
when accessing post-abortion care. Describing 
her spontaneous abortion, she said,

Sexually Transmitted Infections and HIV/
AIDs

Respondents among both patients and health 
care workers reported deep stigma based on 
social and cultural norms around accessing 
health care for STIs and HIV/AIDS.

They added that the camp needed to prevent 
GBV, since women “may be exposed to marital 
beatings that prevent them from reaching 
care.” 69

In urban Idlib, a nurse explained the need to 
“intensify sessions to raise awareness of GBV 
and introduce GBV services,” 70 and a health 
manager suggested provision of in-home 
awareness sessions to individuals or groups of 
women.71 

Early marriage is a form of GBV of concern 
throughout NWS. In fact, high rates of suicide 
among adolescent girls in NWS have been 
linked to early marriage.72

A nurse in rural Aleppo noted the need for 
early marriage awareness campaigns for all 
segments of society, observing,

Access to Post-Abortion Care

Displaced women were concerned about the 
dangers of not receiving post-abortion care 
(PAC).  Post-abortion risks include bleeding, 
severe infections, and complications that 
may lead to death or the inability to conceive 
again.74

“There were planes in the 
sky of the village [aerial 
attacks], and my husband 
was not present, and I 
needed transportation.
I was afraid to go by car 
with strangers alone.
I experienced heavy 
bleeding, severe anemia, 
and I passed out.” 77

“It may lead to violence, 
and the girl may be forced 
to do anything. If she gets 
married at a young age, 
and cannot live with her 
husband, she may be afraid 
to return to her family. 
She may do something to 
herself.” 73
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Provider consultations and treatment 
for STIs in NWS are available in facilities 
offering other health services, in order to 
avoid stigma and protect patient privacy.

Nonetheless, more programming is need-
ed.78 A nurse in urban Idlib reported the 
need for “programs addressing the ur-
gent human right to HIV care specific 
to women, children, and vulnerable 
groups in the context of prevention, 
care, and access to treatment.” 79 

Across NWS, more STI education was 
requested. In urban Idlib, both male and 
female health care workers described the 
need for broad community education.80

In rural Aleppo, a health director noted 
that women and girls must understand 
the health impacts of STIs;81 this was 
echoed by a nurse who stated they must 
understand “the need to treat [STIs] as 
soon as possible so they do not worsen.” 82  

 A nutrition worker shared her impres-
sion that, with regard to people seeking 
STI treatment, “Society does not under-
stand, and takes an inferior, negative, 
and stigmatized view.” 83

Lack of Access to SRH Services 
Impacts Mental Health

Focus group discussions with displaced 
and resident women demonstrated 
how the lack of access to SRH care 
and ongoing violence result in mental 
health issues in NWS.

A female midwife in urban Idlib ex-
pressed her concern that support for 
postpartum depression must be made 
available.85  In rural Idlib, a focus group 
participant suggested there should be 
“mobile teams to provide access to 
those who cannot leave the house.” 86  
Women in focus groups prioritized in-
creased access and community capac-
ity building.

Both health care providers and com-
munity member respondents were not 
always aware of existing efforts and 
available services, indicating that more 
resources are needed to educate the 
community about the availability of 
mental health and psychosocial sup-
port efforts. 

Some health professional respondents appeared reluctant to 
acknowledge that STIs and HIV/AIDS exist in NWS, reflecting potential 
widespread bias among providers.84
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Many medical providers have been forced to 
relocate, forcing pregnant women to travel 

long distances for services, sometimes 
leading to child deaths.

Alba in front of the tent she shares with her family, in a displacement site in the northern countryside of Idlib. 2020. Abdullah Hammam / IRC
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LEGAL AND 
POLICY ANALYSIS 
All parties to the conflict in northwest Syria (NWS) are 
obligated to protect the right to health, including the 
right to sexual and reproductive health (SRH), for civilian 
populations in areas they control.87

Donors have an ethical obligation to support humani-
tarians in promoting the right to health by providing as-
sistance without discriminatory effect. This includes the 
duty to provide care to the most vulnerable, including 
women and the disabled. 

International Humanitarian Law (IHL)

Any attack that deliberately targets health care facilities, 
or that does not take appropriate measures to avoid the 
destruction of health care facilities, is illegal. IHL requires 
special protections for medical personnel and facilities 
to ensure the functioning of health care throughout a 
conflict.88 It also prohibits the targeting of civilians89 and 
protects the care of the wounded and the sick.90

Finally, IHL requires all parties to a conflict to respect 
the protection, health, and assistance needs of women 
affected by armed conflict.91  Pregnant and breastfeeding 
women should receive special care with regard to the 
provision of assistance, including food, clothing, medical 
assistance, evacuation, and transportation.92

Civilians in conflict areas have the right to receive hu-
manitarian aid, including medical and other supplies es-
sential to survival.93

Health staff caring for a newborn at Akhtareen 
Hospital, in the north of Aleppo. 2022.
Abdullah Eltevil/SRD
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IHL allocates primary responsibility for 
meeting civilian needs to the state or party 
that controls the territory in which the 
civilians are located.94

A non-state armed group that is organized 
and exercises administrative control over ter-
ritory, as is the case in NWS, has the same du-
ties as a state party to the conflict.95

Multiple United Nations Security Council 
resolutions have stated that organized armed 
groups exercising effective control over 
territory and carrying out administrative and 
public functions are responsible for protecting 
the rights of civilians in the territories they 
control.96

International Human Rights Law 

Although Syria is party to numerous treaties 
that are relevant to SRH, three treaties are of 
particular relevance to SRH rights.97

The Convention on the Elimination of All 
Forms of Discrimination Against Women 
(CEDAW) requires states to address the spe-
cific health needs of women, including those 
living in poverty, rural settings, and in situa-
tions of humanitarian emergency.

CEDAW further requires parties to provide 
access to educational material “to ensure the 
health and well-being of families, including 
information and advice on family planning.” 98

CEDAW also requires that states take mea-
sures to eliminate discrimination against 
women “in the field of health care in order 
to ensure … access to health care services, 
including those related to family planning” 
and requires them to ensure “appropriate 
services in connection with pregnancy, con-
finement and the post-natal period, grant-
ing free services where necessary, as well as 
adequate nutrition during pregnancy and 
lactation.” 99

The Convention further provides that women 
have the right to decide the number and 
spacing of their children and “to have access 
to the information, education, and means to 
enable them to exercise these rights.” 100



30

In regard to SRH, the United Nations (UN) 
CEDAW Committee, which monitors implemen-
tation of the Convention and provides authori-
tative interpretations as to state party obliga-
tions, recommends that parties: 

The CEDAW Committee notes the link between 
conflict and gender-based violence, since con-
flict exacerbates existing gender inequalities, 
“placing women at a heightened risk of vari-
ous forms of gender-based violence by both 
State and non-State actors.” 102

The International Covenant on Civil and 
Political Rights (ICCPR)103 provides for SRH-
related rights, including the right to privacy 

and freedom from torture, cruel, and inhuman 
or degrading treatment, as well as the right to 
life (Article 6). The Human Rights Committee, 
which monitors the ICCPR, has determined 
that protecting the right to life includes the 
following obligations:

The International Covenant on Economic, Social 
and Cultural Rights (ICESCR) also provides for 
the right to health.105

In interpreting the Covenant, the UN Commit-
tee on Economic, Social and Cultural Rights 
(CESCR) has determined that sexual and repro-
ductive health rights are integral to the right to 
health and are “indispensable to [women’s] 
autonomy and their right to make meaningful 
decisions about their lives and health.” 106

The obligations set out in these treaties must 
be respected, notwithstanding the emergency 
conditions prevailing in NWS. The CEDAW 
Committee has stated that states should “adopt 

“Ensure that ... health care includes 
access to sexual and reproductive 
health and rights information; 
psychosocial support; family 
planning services, including 
emergency contraception; maternal 
health services, including antenatal 
care, skilled delivery services, 
prevention of vertical transmission 
and emergency obstetric care; safe 
abortion services; post-abortion 
care; prevention and treatment 
of HIV/AIDS and other sexually 
transmitted infections, including 
post-exposure prophylaxis; and 
care to treat injuries such as fistula 
arising from sexual violence, 
complications of delivery, or other 
reproductive health complications, 
among others.” 101

“State parties must provide 
safe, legal and effective access 
to abortion where the life and 
health of the pregnant woman 
or girl is at risk, or where 
carrying a pregnancy to term 
would cause the pregnant 
woman or girl substantial pain 
or suffering, most notably 
where the pregnancy is the 
result of rape or incest or 
where the pregnancy is not 
viable.” 104
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strategies and take measures addressed to 
the particular needs of women in … states of 
emergency.” 107

The Committee on Economic, Social and Cul-
tural Rights has clarified that this means that 
health facilities, goods, and services must be 
“accessible to everyone without discrimina-
tion.” 108

Importantly, the ICESCR has recognized that 
international cooperation and assistance are 
key for realization of the right to SRH.

The Committee’s General Comment 22 explic-
itly states that SRH is a crucial part of the hu-
man right to health and places an obligation on 

states to seek international assistance in situa-
tions where it cannot provide for these rights, 
recognizing the role UN entities play in realizing 
this right. 109

All parties to the conflict in northwest Syria are 
obligated to protect the right to health, includ-
ing the right to SRH, for civilian populations in 
areas they control. 110

Donors have an ethical obligation to support 
humanitarians in promoting the right to health 
by providing assistance without discriminatory 
effect. This includes the duty to provide care to 
the most vulnerable, including women and the 
disabled.

The wheelchair of a patient who was killed in an attack on Shifaa Hospital in Afrin in June 2021. 2021. Abd Alrazaq Zaqzoq / SAMS
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Conclusion
For 12 years, mass atrocities have devastated 
Syria’s population and attacks on civilian infra-
structure have choked its health care system. 
Continued attacks on health care compound the 
already challenging context within which many 
health care providers are operating. Violence has 
severely impacted the availability of and access 
to sexual and reproductive health (SRH) services, 
which should be addressed at the community, 
donor, and service provision levels.
 
In addition to the direct physical harms to SRH 
care providers and patients, the indirect impacts 
of violence on SRH services, though under-stud-
ied, are clear. These include SRH-related mental 
health issues and the increase of negative social 
practices such as early marriage, which the Com-
mittee on the Elimination of All Forms of Discrim-
ination Against Women has declared a form of 
gender-based violence.111

 
This means that women and girls disproportion-
ately feel the effects of attacks on health care. 
When coupled with a shrinking space for humani-
tarian response and the failure to secure a long-
term political solution to the conflict in Syria, the 
crisis of SRH is likely to worsen, disproportionate-
ly impacting women and girls.
 
The findings of this study amplify the voices of af-
fected women and health care workers regarding 
SRH needs on the ground. They demonstrate how 
the damage and destruction of health facilities in 
northwest Syria (NWS) during the conflict have, 
over time, resulted in a dire shortage of health 
facilities and workers to meet the needs of the 
population.

Within this context, SRH services have become 
increasingly insufficient, particularly affecting 

the most marginalized, including women in camps, 
those with disabilities, those with limited income 
sources, and adolescent girls married at a young 
age. 
 
Further, inflation and extreme poverty have lim-
ited the means of many women, preventing them 
from accessing the full range of services, even when 
available. The demonstrated shift of donor funding 
to facilities in non-frontline areas rather than front-
line areas has meant that many displaced women 
and those living in remote areas can’t avail them-
selves of these services. Finally, social and cultural 
norms pose additional barriers for women seeking 
SRH services; these have produced a culture of fear 
and hesitation among many women and adoles-
cent girls.
 
Meeting their need for care requires as an urgent 
matter better transportation to services, more in-
formation, the tools and knowledge to support 
their communities, and better overall coverage of 
SRH services delivery.
 
These issues are not new, but their documentation 
and tracking are crucial to measuring the depth of 
violations of human rights in Syria in how Syrian 
women and girls are physically and psychologically 
affected. 
 
The research presented in this study is further evi-
dence of the humanitarian community’s impera-
tive to achieve a more coordinated and holistic 
approach in NWS to health, based on community 
needs.
 
As Syria enters its thirteenth year of conflict, it is 
vital now, more than ever, that the international 
community reaffirm the importance of adherence 
to international humanitarian law and redouble 
diplomatic efforts for accountability.
 
The responsibility to change both the access to 
and the provision of SRH services lies not only with 
parties to the conflict, but also with the aid and 
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development sector, and with the international com-
munity. There is a need to push for accountability in 
parallel with a serious commitment to addressing 
violations of international law by parties to the con-
flict.
 
There should be a commitment from donors to not 
only increase overall humanitarian assistance, but 
also to increase funding for essential SRH services.
 

 

Considering the impact of ongoing violence on the 
provision of health care in northwest Syria and the 
effects it has had on the ongoing sexual and repro-
ductive health crisis, compounded by the devastat-
ing February 2023 earthquakes in Syria and Türkiye, 
more must be done to support both health care facili-
ties and providers. 

We call on the concerned parties to take the following 
actions in their response to the earthquakes:

To Donors and Health Actors:

• Ensure that humanitarian aid enters northwest 
Syria at scale and speed through all viable routes 
without restrictions;

• Provide immediate and flexible funding to sup-
port emergency response efforts to the current 
crisis;

• Reduce current barriers to accessing SRH servic-
es, primarily the lack of transport, income, and 
information, specifically targeting those most 
marginalized;

• Ensure that lifesaving SRH services are integrated 
into the emergency health response;

• Ensure that members of the affected population 
have access to fact-based information about cur-
rent SRH service availability;

• Continue systematic data collection and analysis 
to enable prioritization based on needs, such as 

to women, girls, and other vulnerable popula-
tions; and

• Build the local capacity of the health system 
in northwest Syria to provide SRH services 
that are only available in Türkiye but inacces-
sible due to the interruption of cross-border 
referral services. 

To All Parties to the Conflict:

• Ensure immediate, unhindered humanitarian 
assistance to all communities affected by the 
earthquakes in northwest Syria; and

• End all attacks on civilians and other viola-
tions of international humanitarian law, and 
protect and respect the right of the wounded 
and sick to seek health care.

To Active Governing Entities in Northwest 
Syria:

• Ensure that humanitarian assistance is avail-
able and accessible to all affected commu-
nities in northwest Syria and is distributed 
based on need; and

• Ensure that the most vulnerable populations 
– such as women, girls, and people with dis-
abilities – among those affected by the earth-
quake have access to emergency SRH 
services.

To the United Nations (UN) Security Council 
and UN Member States:

• Ensure that life-saving humanitarian aid 
is able to enter Syria at scale and speed 
through all viable routes without restrictions.

There are concrete steps that parties to the con-
flict, the international community, humanitarian 
organizations, and donors must take to support 
the availability of and access to sexual and re-
productive health care in northwest Syria. The 
international aid community, including donor 
governments and non-governmental organiza-

Recommendations
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tions (NGOs), must work to ensure more services 
are provided, while addressing the barriers to ac-
cess noted throughout this report.
 
We call on the concerned parties to take the follow-
ing actions:

To All Parties to the Conflict: 
 
• Cease all attacks on health care and ensure the 

protection of health care workers as obligated 
by international humanitarian law.

 To Health Actors: 
 
• Provide additional financial and technical sup-

port for sustainable strategies to increase ac-
cess to SRH services, such as support to existing 
health networks and the use of mobile health 
facilities;

• Build health work force capacity, prioritizing 
the work of female health care providers in or-
der to overcome potential cultural barriers to 
accessing SHR services, and support to local 
medical schools;

• Ensure meaningful access is available to a full 
package of SRH services, prioritizing such inter-
ventions to marginalized groups and ensuring 
there is fair geographic distribution and equity 
in service provision within communities, both 
displaced and host;

 • Comply with minimum standards for coordina-
tion of humanitarian health system rehabilita-
tion to avoid inequitable access to SRH care; 

• health facilities, health workers, and social 
workers in addressing misinformation and 
awareness-building initiatives for women, men, 
girls, and boys to better understand what SRH 
services are available and how to access them;

• Adopt a holistic approach to SRH service pro-
vision, which includes awareness-raising cam-
paigns around SRH rights and de-stigmatiza-
tion at the community level, and that focuses 
on both health-seeking behavior and perceived 
health priorities;

 • Ensure that SRH service provision is inte-
grated into wider health strategic planning;

• Integrate mental health and psychosocial 
support activities into SRH service provi-
sion and adopt a cross-cutting approach; 
and 

• In hard-to-reach areas, strengthen commu-
nity networks through structured psycho-
social support programs.  

To Active Governing Entities in Northwest 
Syria:

• Ensure that humanitarian health sector ser-
vices are available for all populations, equi-
tably distributed geographically, accessible, 
and at a level commensurate with commu-
nity need;

• Promote coordination within the health 
governance sector by engaging with lo-
cal actors, including NGOs, United Nations 
(UN) agencies, and donors;

 • Empower community-led initiatives to in-
crease the number of ground-up approach-
es to health care system development to 
reflect patient populations’ needs and de-
sires; and

 • Prioritize accessibility and availability of 
health care for the physically disabled and 
for women.

To Donors: 

• Increase support to the health sector of the 
Syria Humanitarian Response Plan through 
increased, flexible, multi-year funding that 
covers population needs in both the short- 
and long-term; 

• Sustain and increase SRH and mental health 
and psychosocial support funding, with a 
focus on sustainable service provision strat-
egies; 

 • Ensure the adequate funding of SRH servic-
es, particularly emphasizing that they reach 
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the most vulnerable populations (i.e., those 
closest to the front lines, displaced people, 
adolescents, and those with disabilities);

• Ensure resource allocation and planning is in-
formed by evidence and guided by the voices 
of those most affected: women, girls, and 
health staff; and

 • Plan specific investments in programs that 
repair, restore, and fortify damaged or de-
stroyed health facilities, in addition to other 
civilian infrastructure impacted by such at-
tacks.

To the United Nations Security Council and UN 
Member States: 

• Call on all parties to the conflict to uphold 
their obligations under international humani-
tarian law and ensure the protection of health 
care from attack; 

• Elevate humanitarian diplomacy and center 
Syria-focused strategies and policies around 
the protection and expansion of humanitar-
ian access to ensure aid delivery is needs-
based, independent, and depoliticized by all 
parties to the conflict;

• Reauthorize UN Security Council Resolution 
2672, before the July 2023 deadline, to main-

tain UN-led cross-border access into northwest 
Syria through the Bab al-Hawa border crossing 
for a minimum of 12 months; 

 • Break the cycle of impunity by ensuring that per-
petrators of attacks against health care and other 
violations inside Syria are held to account; and

• Work to strengthen implementation of UN Se-
curity Council Resolution 2286 to protect health 
facilities and personnel from attack and hold per-
petrators accountable.

To the Wider Whole of Syria Humanitarian Coordi-
nation System: 
  
• Demand protection of health care workers and 

facilities;
 • Enforce standards for SRH service delivery, in-

cluding the Minimum Initial Service Package;
• Track the rebuilding and rehabilitation of facili-

ties that provide SRH services;
• Support comprehensive monitoring and analysis 

of attacks against health care and its impacts;
• Deliver SRH-related medication and supplies to 

northwest Syria to address inequitable distribu-
tion; and

• Monitor SRH needs and the provision of SRH ser-
vices and share regular analysis to inform priori-
ties for programming, advocacy, and funding 
activities. 

Health staff reviewing an ultrasound at Janderes Hospital in Aleppo. 2022. Ahmad Aljarban/SRD
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