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Executive Summary  
 
The Amman Hub of the Whole of Syria Health Cluster (WoSHC) is pleased to provide this in-
depth look at the status of health services and the population in areas of the Syrian Arab 
Republic reachable via Jordan cross-border (JXB) activities – primarily Dar’a and Quneitra 
governorates. The purpose of the report is twofold: first, to provide a well-documented picture 
of health services being supported and provided; and second, to provide a semblance of the 
Health Situation of the Populations of Syrians in conditions of humanitarian need in those areas 
reachable by Jordan Cross-Border Health activities. The overall aim is to support advocacy and 
health system planning efforts of all stakeholders. 
 
The report is structured to provide the reader with an understanding of the health needs, 
available services and infrastructure and an identification of health service gaps, patterns of 
morbidity and major findings which include:  
 

While sufficient numbers of health care facilities and health care workers exist to support 
the population of Dar’a and Quneita, the distribution of these resources, as well as 
reported support from JXB partners is not directly proportionate to the population 
percentage.  
 
Although an array of health services exist in southern Syria, notable service gaps are 
observed in NCD care, care for persons with injury and disability, mental health and 
psycho social support services, and reproductive health. Furthermore, infectious diseases 
remain an ongoing threat to health, particularly where unrestricted access to routine 
immunization is not freely available in supported health facilities. 
 
Health facilities appear to be operating in silos with many PHCs delivering services far 
beyond their proscribed levels of care and referral rates falling drastically below 
standards. 

 
The report concludes in Section VII on page 42 by offering a set of recommendations, endorsed 
by the Amman health cluster, to strengthen and improve overall health services and systems in 
areas of Syria reachable by Jordan cross-border actors. 
 
Finally, the Amman Hub health cluster would like to thank all of the individuals and 
organizations who contributed to the data and analysis contained herein; most notably UN 
agencies, iNGOs, and Syrian NGOs partners, as well as the Whole of Syria Health Cluster Team 
(WoSHC), Protection Cluster, donor agencies and technical experts who have made this report 
possible.  
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I. Background 

 
Purpose of Report  
 
During contingency planning exercises in October 2017, the health sector recognized the need 
for a detailed, comprehensive picture of health services and population health status in areas of 
Southern Syria (SS) reachable by Jordan cross-border actors. Therefore, the health sector 
agreed to incorporate this effort into its priority work-plan. Throughout the crisis, it has been 
noted that humanitarian “needs have consistently been most acute in contested and 
opposition-held areas of Syria due to breakdown of GoS services and intense warfare… Little 
substantive public health analysis has been published for populations living inside of Syria, 
particularly those in contested and opposition-held areas”1. Similarly, donors and other 
stakeholders have requested greater focus on health outcomes and the impact of their 
investments in this region. This report is therefore conceived with three main objectives: 

1. To provide a well-documented picture of health in areas of southern Syria served by 
the Jordan cross-border response. This includes providing an overview of services 
being supported and provided to the population in these areas, presenting the 
available information on registered morbidity in these areas; and identifying health 
service gaps; 

2. To support advocacy and planning efforts to enable continuity of cross-border 
response and adequate preparation for eventual handover of services and health 
resources; and 

3. To capture the reasons why health partners are delivering support - be it in response 
to standards, in response to morbidity trends or in response to needs perceived by 
the community.   

 
Syrian Arab Republic Health System Pre-Crisis 
Prior to the outbreak of war in Syria in 2011, Syria’s health system was nationalized with a 
heavy focus on secondary level care. Citizens were able to access health services, including 
medicines, for free at government-supported facilities or by seeking care from private 
practitioners. Before the crisis, the Syrian Arab Republic had experienced overall improvement 
in key health indicators for a period of nearly thirty years2. In 2009, life expectancy at birth was 
73.1 years; infant mortality was 17.9 per 1000; under-five mortality was 21.4 per 1000 live 
births; and maternal mortality 52 per 100,000 live births3. 
 
Despite the existence of a centralized health system, significant information gaps regarding 
health situation and service provision existed in Syria before the onset of the conflict. For 

                                                      
1 Diggle E, Welsch W, Sullivan R, Alkema G, Warsame A, et al. The role of public health information in assistance to populations 

living in opposition and contested areas of Syria, 2012-2014.  Confl Health; 2017 Dec 22; 11:33. 
2Mazen K, Tayeb A, Zaher S, Khaldoun DE, Ghyath J. Health care in Syria before and during the crisis. Avicenna J Med; 2012 Jul-

Sep; 2(3): 51–53 
3Syrian Arab Republic, Ministry of Health Statistics. 2009. Available from: http://www.moh.gov.sy/Default.aspx?tabid=337. 
Accessed 3 Jan 2018.  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3697421/
http://www.moh.gov.sy/Default.aspx?tabid=337
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example, although cardiovascular disease rates were among the highest in the world and 77% 
of deaths were attributable to non-communicable diseases (NCDs)4, “reliable surveillance of 
cardiovascular disease and its risk factors was absent in Syria suggesting weak baseline data”5. 
Additionally, significant treatment gaps for NCDs were noted for diabetes (84%), hypertension 
(91%) and depression (75%)6. 
 
The Syria Crisis and its Impact on Health in Southern Syria 
 
Displacement 
Displacement trends in southern Syria over the previous twelve months have been largely 
stable. The Needs and Population Monitoring (NPM) IDP household survey conducted in 
September 2017 found that 86% of the 330,953 internally displaced persons (IDPs) in Dar’a 
were displaced prior to September 2016 and 61% of them have been displaced for three years 
or more7.  The majority of Dar’as IDPs are concentrated in the subdistricts of As-Sanamayn, 
Dar’a, Mzeireb and Nawa. The same report found that 86% of 44,026 IDPs in Quneitra were 
displaced prior to September 2016 and 86% of them have been displaced for three years or 
more. Quneitra’s IDPs are predominantly concentrated in the subdistricts of Al-Khashniyyeh 
and Khan Arnaba. In both Dar’a and Quneitra, most IDPs were displaced within their own 
governorate – 85% and 80% respectively.  
 
The displacement patterns within these governorates diverge, however, with respect to IDP’s 
communities of origin and return intentions. 

In Dar’a, 93% of IDPs are from 
Dar’a with a small number of 
individuals from Rural Damascus, 
Homs, and Damascus.  When 
surveyed, 43% percent of IDPs 
were undecided about their 
future intentions, 41% planned 
to integrate at their current 
location, while just 3% planned 
to return to their place of origin. 
Similarly, the Population 
Monitoring Initiative (PMI) 

surveyed IDPs in more than 20 villages in Dar’a and Quneitra between August and November 
2017 and found that “less than two percent of households indicated concrete plans to return in 
the next year”.8 
 

                                                      
4Syrian Arab Republic, Ministry of Health Statistics. 2009. Available from: 

http://www.who.int/nmh/countries/syr_en.pdf. Accessed 3 Jan 2018. 
5 Diggle et al, 2017. 
6 Diggle et al, 2017. 
7 Needs and Population Monitoring, The Intentions of Syria’s Internally Displaced: Household Survey, Nov 2017 
8 Southern Syria PMI Report December 2017, p. 1-2 

Figure 1a: Origins and Intentions of IDPs in Dar’a 

http://www.who.int/nmh/countries/syr_en.pdf
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In contrast, in Quneitra, just 43% 
of IDPs are from the governorate, 
with a sizeable IDP population 
from Rural Damascus (36%) as 
well as IDPs from Ar-Raqqa and 
As-Sweida.  In Quneitra, 77% of 
IDPs surveyed planned to return 
to their place of origin and 15% 
planned to integrate at their 
current location.   
 
PMI found that the main predictor of return for IDPs was “improvements in the security 
situation in their village of origin”9. Therefore, lasting ceasefire arrangements in southern Syria 
may produce significant population movements in southern Syria. If movements of IDPs 
currently living in southern Syria unfold in line with reported intentions, Quneitra will see a 
population shift of an estimated 37,422 individuals while Dar’a could experience a shift of 
52,952 individuals who intend to move, a number which may grow considerably larger if an 
additional 142,310 undecided persons decide to relocate10.   
 
Health Care Worker Flight  
By 2015, four years into the crisis, more than 15,000 of Syria’s doctors had fled the country and 
Fouad et al 11 found that opposition-held areas, such as Dar’a and Quneitra, were 
disproportionately affected by health care worker flight (2017).  The same article notes that the 
“exodus of older and more experienced doctors has left critical gaps… to compensate for 
shortage of qualified providers, many medical students and early-grade doctors were forced to 
cease their training to provide health care, despite the fact that they did not have full 
qualifications”12. 
 
Attacks on Health Care 
Early in the Syrian crisis before it erupted into large-scale military conflict, the Syrian 
government not only arrested doctors who were involved in treating patients, but in July 2012 
it passed “a counter-terrorism law effectively criminalizing the provision of medical care to 
anyone injured by pro-government forces in protest marches against the government”13.  As 
the crisis worsened, direct attacks on health facilities and besiegement further disrupted the 
health system. The World Health Organization (WHO) states that “The Syrian Arab Republic is 
among the most dangerous countries in the world to be a health worker today – it ranks 

                                                      
9 Southern Syria PMI Report December 2017, p. 10 
10 These projections are of importance for planning of contingent capacity of life-saving and life-sustaining 
humanitarian health services in the referred areas. 
11 (p. 2520) Health workers and the weaponisation of health care in Syria: a preliminary inquiry for The Lancet–

American University of Beirut Commission on Syria. Lancet 2017; 390: 2516–26. Published Online March 14, 2017. 
http://dx.doi.org/10.1016/S0140-6736(17)30741-9 . corrected online version October 11, 2017. 
12 IBID - Fouad M et al, 2017  
13 IBID - Fouad M et al, 2017  

Figure 1b: Origins and Intentions of IDPs in Quneitra 

http://dx.doi.org/10.1016/S0140-6736(17)30741-9
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highest for attacks on health facilities and personnel”14. At the time of this reporting, Physicians 
for Human Rights official mapping of health care worker deaths shows that a total of 109 health 
care workers have been killed in Dar’a and Quneitra15. Of the 105 health care workers killed in 
Dar’a, 34 nurses and 30 doctors are included. The top three causes of death were 
shelling/bombardment (49%), shooting (27%) and torture (15%). In Quneitra, 3 nurses and 1 
doctor were killed by torture.  
 
As noted by numerous agencies including the United Nations, Physicians for Human Rights, 
Human Rights Watch, Amnesty International, International Committee for the Red Cross and 
Médecins Sans Frontières among others, the systematic targeting of health facilities and health 
care workers represents a violation of both human rights and humanitarian law. Fouad et al, 
2017 characterize these “practices such as attacking health-care facilities, targeting health 
workers, obliterating medical neutrality, and besieging medicine” as a “weaponisation of health 
care” 16. 
 
Threats to Health Outcomes 
Attacks on health care not only deprive patients of needed services, but also affect patients’ 
care-seeking behavior. Patients report postponement of elective surgeries, women choose 
voluntary C-section over vaginal births to avoid hours laboring in health facilities, and patients 
pre-maturely discharge themselves all in an effort to minimize time spend in health facilities 
due to fears of attack. Patients may also seek alternative care providers like home deliveries 
with midwives or diagnosis and prescription from pharmacists instead of nurses or physicians in 
order to avoid falling victim to attacks on health facilities. All of these instances increase the risk 
of complications and poor health outcomes. In reviewing rates of NCD treatment against 
prevalence estimates, Diggle et al (2017) found “a large treatment gap in contested and 
opposition-held areas of Syria, with most cases going without treatment”17. 
 
Humanitarian Health Response  
As conflict erupted inside Syria in 2011 and lines of control and governance shifted, areas that 
fell under the control of Non-State Armed Groups (NSAGs) became unreachable for 
humanitarian actors operating from Damascus, thereby prompting stakeholders to begin 
responding to humanitarian needs from neighboring countries.  The United Nations Security 
Council recognized the need to formally sanction the cross-border response modality in order 
to allow greater coordination and oversight by the UN and protection of humanitarian 
initiatives.  On 14th July 2014, the UN Security Council passed Resolution Number 2165 which 
authorized United Nations humanitarian agencies and their implementing partners “to use 
routes across conflict lines and the border crossings of Bab al-Salam, Bab al-Hawa, Al Yarubiyah 
and Al-Ramtha, in addition to those already in use, in order to ensure that humanitarian 
assistance, including medical and surgical supplies, reaches people in need 

                                                      
14 http://www.who.int/mediacentre/news/statements/2017/attacks-hospitals-Syria/en/ 
15 PHR report https://s3.amazonaws.com/PHR_syria_map/web/index.html 
16 Fouad M et al, 2017 p. 2516 
17 Diggle, E, et al, 2017 p. 5-6. 

http://www.who.int/mediacentre/news/statements/2017/attacks-hospitals-Syria/en/
https://s3.amazonaws.com/PHR_syria_map/web/index.html
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throughout Syria through the most direct routes, with notification to the Syrian authorities”18. 
The resolution has been renewed annually and remains in effect through 10th January 2019. 
While cross-line convoys have continued to flow intermittently from Damascus to opposition-
held areas, the cross-border modality has been especially critical for ensuring supplies of life-
saving medicines and commodities – particularly surgical supplies – which have been 
repeatedly restricted or removed from cross-line convoys as documented by WHO and other 
UN agencies19, 20, 21.  
 
Presently, in areas of Syria reachable from Jordan, a number of key stakeholders are actively 
responding to the health needs of the affected population including UN agencies, international 
NGOs (iNGOs), Syrian NGOs, local health governance actors, private sector health care 
professionals, donor agencies and community initiatives.  To coordinate the efforts of these 
responders, the Global Health Cluster established an Amman hub as part of the Whole of Syria 
(WoS) cluster response.  In addition to the Amman hub, other cluster hubs have been 
established in Damascus, Gaziantep and North Eastern Syria. The WoS Amman Hub is currently 
co-led by coordinators from WHO and IRC who carry out regular planning and coordination 
activities, including a monthly health sector working group (HSWG) for interested actors. The 
HSWG has been meeting regularly since 2016 and, as of December 2017, presently includes 
more than twenty distinct agencies and organizations.   
 
As mentioned above, the WoS Amman Hub operates within the Whole of Syria humanitarian 
architecture. Thus, the priorities of the cluster are defined by the Humanitarian Needs 
Overview (HNO) for Syria and agencies within the cluster are strongly encouraged to align their 
response interventions with the annual Humanitarian Response Plan (HRP) for Syria. In 2017, 
the total envelope for the health cluster appeal was nearly 460 million USD while the 2018 
envelope of more than 441 million USD is still undergoing final review at the time of this report. 
 
Geography 
The Jordan cross-border response is often said to serve areas of “southern Syria”.  However, 
from the perspective of the Government of Syria, there is no formal entity or region known as 
southern Syria. Geography would suggest the southern portion of the country is composed of 
four main governorates: Dar’a, Quneitra, As Sweida and Rural Damascus.   
 
However, in practice, Jordan cross border actors are primarily focused on areas of Dar’a and 
Quneitra that are under the control of NSAGs22 and the majority of the data contained in this 
report comes from these areas; which are also the key focus of an existing de-escalation area 

                                                      
18 UN Security Council 2165 report: http://unscr.com/en/resolutions/2165 
19 http://www.emro.who.int/eha/news/syria-reaching-besieged-populations.html 
20 http://www.unocha.org/country/top-stories/all-stories/syria-astana-produced-promising-step-agreement-
simply-has-succeed-un-humanit 
21 http://www.un.org/apps/news/story.asp?NewsID=47460 
22 It is acknowledged health sector partners from Lebanon, Turkey and Jordan are delivering services and support 
to Rural Damascus. Given Whole of Syria approach, details regarding health response in this area are the purview 
of the WoS HC and therefore are not contained in this report on southern Syria.  

http://unscr.com/en/resolutions/2165
http://www.emro.who.int/eha/news/syria-reaching-besieged-populations.html
http://www.unocha.org/country/top-stories/all-stories/syria-astana-produced-promising-step-agreement-simply-has-succeed-un-humanit
http://www.unocha.org/country/top-stories/all-stories/syria-astana-produced-promising-step-agreement-simply-has-succeed-un-humanit
http://www.un.org/apps/news/story.asp?NewsID=47460
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agreement announced in May 2017 and implemented in July 2017 between the governments of 
Russia, Turkey and Iran. While hostilities flared in the months immediately following the 
agreement, overall, the populations living in opposition-held areas of Dar’a and Quneitra have 
experienced a significant reduction in aerial bombardments and direct clashes between Syrian 
government forces and NSAGs since July 201723.   
 
This report will provide an in-depth analysis of areas of southern Syria reachable by Jordan 
cross-border activities – including 32 hard-to-reach or besieged locations in Dar’a and Quneitra. 
We also acknowledge that a number of Amman hub actors are providing support to besieged 
areas of Rural Damascus, including Eastern Ghouta. However, because Rural Damascus is 
served by actors operating from Jordan, Turkey, Lebanon and within Syria, the picture of health 
services on the ground cannot be adequately covered in this report. In the map shown on the 
next page in Figure 2, areas in yellow are the predominant focus for JXB health sector partners. 
 
Finally it is important to note that, as the conversation about recovery and rebuilding takes 
root, it will be necessary to conceptualize “southern Syria” in a way that favors maximum 
inclusivity and connectivity.  As the dynamics on the ground change, catchment areas will be 
fluid and potentially overlapping while the people seeking health services themselves will make 
their own selections about preferred routes to healthcare, thereby creating formal and informal 
catchment areas and referral pathways.    
 
 
 
 
 

                                                      
23 UNHCR – IMMAP. Southern Syria Population Monitoring Initiative Context Report, September 2017; 

http://www.globalprotectioncluster.org/_assets/files/field_protection_clusters/syria/pmi-september-2017.en.pdf  
 

http://www.globalprotectioncluster.org/_assets/files/field_protection_clusters/syria/pmi-september-2017.en.pdf


Figure 2: Map of Areas of Focus for Jordan Cross-Border Actors24 
 

                                                      
24 OCHA Southern Syria: Resident Population & Internally Displaced Persons (As of 31 January 2018), published 19 Feb 2018, accessed 26 Feb 2018 https://reliefweb.int/map/syrian-arab-
republic/southern-syria-resident-population-internally-displaced-persons-31-2 
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II. Methodology and Structure of Report 
 
Approach 
 
In October 2017, the Amman Hub health cluster formed a voluntary Health Services and 
Population Health Status Task Force (HSSTF) composed of approximately twenty health 
partners which meet regularly to achieve the following objectives: 

1. Develop a mechanism for sustained regular reporting of a core set of 6-7 morbidity 
indicators to reflect the impact of humanitarian health assistance on the health situation 
of persons in need (PiN) in southern Syria; 

2. To provide a well-documented picture of health services being supported and provided 
by cross-border actors in southern Syria; and 

3. Provide justification for continuity of presence and services - and/or handover of served 
populations and of health resources. 

 
To support these objectives, one of the first tasks of the HSSTF was to modify the existing 4W 
template to include morbidity data which could inform what was called a “fifth W” or why 
partners are supporting specific services in specific locations. The why of service delivery could 
be explained as in response to standards, in response to morbidity trends, in response to needs 
perceived by the community, or a combination of these rationales. 
 
Eleven health partners submitted a 5W data tool with compiled data from January to October 
2017. Additionally, production of this report relied heavily on publicly available data sources 
such as the multi-sector needs analysis (MSNA) carried out across Syria, Health resources and 
services availability mapping system (HeRAMS) data submitted by partners, inter-sector reports 
and other health assessments conducted by partners, Early Warning Alert and Response 
Network (EWARN) reports, as well as academic and grey literature.  
 
Once drafted, the report is planned for circulation among health cluster members and a mini 
workshop will be held to review the findings and collectively agree upon the recommendations 
and way forward.  Operational planning with health cluster partners is intended to follow in 
order to respond to the findings and recommendations.  
 
Limitations & Assumptions  
 
It is important to note that this report has a number of limitations in terms of temporality, data 
and key assumptions. First, the situation on the ground inside of Syria is dynamic and fluid and 
therefore the picture that is reported today may look different in a matter of days or weeks. 
Although official de-escalation agreements in place since July 2017 have reduced the level of 
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conflict in southern Syria, sporadic outbursts of fighting and troop movements are ongoing in 
many areas2526. 
 
Second, due to the remote management nature of cross border response, the HSS Task Force is 
limited to the data that is provided to it by members of the cluster as well as other 
complementary assessments and data sources. Therefore, areas not accessible or not served by 
health sector members are lacking representation in this report. It must therefore be 
acknowledged this report cannot be assumed to be equivalent to a demographic health survey 
which is often viewed as the gold standard for public health planning.  Instead, we are able to 
rely on population sub-figures at the sub-district and community levels which have enabled us 
to do estimates of need according to population and also provide an opportunity to cross-check 
existing data sets. However, there are different reported estimates of population figures across 
southern Syria. This report is based on official United Nations estimates, which are often 
inconsistent with local estimates for some communities and sub-districts.  Additionally, even 
though the 5Ws tool requested disaggregated data by age and gender, most partners and 
facilities were unable to provide this level of disaggregation which prevents us from 
determining which sub-populations and sub-groups may be under-represented. 
 
Third, facility categorization was largely done via partner self-report from both HeRAMS and 
5W data. Without universal definitions for each facility type, variability in services and staffing 
among facilities of the same classification is likely. Additionally, in facilities with multiple levels 
of services service data was not broken down by department and/or provider. Therefore, in the 
case of a hospital facility which contains an outpatient department, the amount of outpatient 
consultations delivered at the secondary health care level may be skewed. This also applies to 
all other services including trauma care, surgeries, and support to persons with disabilities.  
 
Fourth, Checci et al (2017) note that during a humanitarian crisis, “robust and timely public 
health information is crucial to rapidly establish public health needs and priorities, and … to 
enable advocacy and documentation of the crisis’ impact”27.  Despite the recognized centrality 
of public health information, the health sector is lacking complete data regarding the following: 

 Staff Sufficiency and Competency – many health care staff, particularly physicians, often 
complement their full time job with other part time arrangements. Additionally, due to 
human resources scarcity, many physicians-in-training have taken on the role of a doctor or 
other allied health professional but are not fully certified to provide specialized services. 
Without a rigorous human resources for health database, it is likely that the reported 
number of health care providers is inflated and may also mask gaps in cadres of essential, 
qualified health care personnel. Thus, this report does not offer such assessment of HRH 

                                                      
25 OCHA Operational Updates (Nov 2017) https://www.humanitarianresponse.info/en/operations/whole-of-syria   
26 OCHA Operational Updates (Dec 2017) https://www.humanitarianresponse.info/en/operations/whole-of-
syria/documents/coordination-hubs/96505     
27 Checchi, F. et al 2017, p. 2297  Public health information in crisis-affected populations: a review of methods and 
their use for advocacy and action. Health in humanitarian crises 2; Lancet 2017; 390: 2297–313 Published Online 
June 8, 2017 http://dx.doi.org/10.1016/S0140-6736(17)30702-X     

https://www.humanitarianresponse.info/en/operations/whole-of-syria
https://www.humanitarianresponse.info/en/operations/whole-of-syria/documents/coordination-hubs/96505
https://www.humanitarianresponse.info/en/operations/whole-of-syria/documents/coordination-hubs/96505
http://dx.doi.org/10.1016/S0140-6736(17)30702-X
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Cadre Sufficiency relative to the population in the served areas. Rather, in this report we 
have focused on full-time workers to partly reduce this effect of double counting. 

 Future role of health professionals and allied health care workers – the re-building plans of 
the MOH and Government of Syria (GoS) are still unknown at the time of this report. New 
cadres of staff – such as community health workers – have emerged during the crisis to 
cover gaps and provide vital links between community members and health care facilities.  
It is uncertain whether these new cadres, as well as health care professionals who have 
remained active and provided health services in areas under NSAG control, will be 
permitted to play a role in the post-reconciliation health care landscape. 

 Private sector - while we know that, in many cases, doctors, nurses and midwives are 
operating out of their homes and/or private clinics, we lack specific information regarding 
private sector health delivery in southern Syria.  

 Community-led initiatives – many communities have self-organized around various aspects 
of health care delivery. While the protection sector has attempted to map these initiatives, 
the data is based on self-report and has not been verified on the ground. 

 Immunization – with the exception of specific campaigns, routine vaccines are provided via 
official Ministry of Health (MOH) vaccination points which are supplied by and directly 
report to the MOH in Damascus rather than local health authorities. Therefore, 
immunization data presented in this report reflects the official information of the Ministry 
of Health. Immunization coverage surveys have been undertaken by third parties but data 
are not available at the time of this report. 

 Yarmouk Valley – this area at the edge of western Dar’a is presently under ISIL control. Early 
in 2017, health partners were still able to reach facilities in this region but access has been 
cut since mid-February 2017. We are therefore unable to assess current availability of 
health services in this valley and to what degree the population is permitted to seek health 
care beyond ISIL-controlled areas.  

 Patient outcomes – without an inter-linked health information system (HIS) system that 
assigns a unique identifier to each patient, it is impossible to track the progress of patients 
through the health care system, particularly at the surgical level where there is little-to-no 
information regarding surgical outcomes, rates of post-operative consultation and 
functionality measured periodically following a procedure. 

 Underserved and unreached populations—as mentioned above, by relying on data from 
partners, those communities that could not be reached or served by health sector 
members, due to variety of security and political reasons, are not adequately represented.  

 
In terms of key assumptions, this report has relied on the following: 

 Due to limitations data as noted above, we cannot assume that the available data sets will 
be sensitive to the causal pathways of any possible differences in population health. 

 Despite notable gaps in data, the 2018 Humanitarian Needs Overview for Syria states that 
99.7% of Syrian population is in health need. Therefore, the health system goal must aim for 
100% sufficiency of services for the entire population deemed in humanitarian need of 
health. This attenuates the impact of certain data gaps, when engaging in health response 
planning. 
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III. Health Needs 
 
Global Standards 
As stated previously, the 2018 HNO for Syria estimated 558,125 persons in Dar’a and  
72,339 persons in Quneitra are in need of life-saving and life-sustaining health services. 
According to sphere standards, we should see, at a minimum the following levels of facilities 
and staffing. 
 
Table 1: Overview of Sphere Standards for Supply of Facilities and Health Care Workers in Dar’a 
and Quneitra 
 

Sphere Standard per population 
size 

Minimum in Dar’a 
(515,891 PiN*) 

Minimum in Quneitra 
(72,339 PiN*) 

1 health unit/ 10,000 52 7 

1 health center/ 50,000 10 1 

1 district or rural hospital/ 250,000 2 0 

>10 inpatient and maternity beds/ 
10,000 

516 72 

1 medical doctor/ 50,000 10 1 

1 nurse / 10,000 52 7 

1 midwife / 10,000 52 7 

1 CHW/ 1,000 516 72 

*PiN in sub-districts reachable from Jordan Cross-Border Operations 

 
Epidemiological Risk 
 
Prior to the crisis, the Government of Syria Ministry of Health carried out disease surveillance 
activities via an Early Warning System (EWARS) composed of hundreds of sentinel sites 
throughout the country.  After the onset of the crisis, facilities located in opposition-held areas, 
ceased routine reporting to official GoS entities, including EWARS. In order to maintain 
surveillance activities, the Gaziantep-based NGO coordination body known as Assistance 
Coordination Unit (ACU) established an Early Warning Alert and Response Network (EWARN) in 
2013.  In southern Syria, there are 32 sentinel sites in Dar’a and 11 sentinel sites in Quneitra 
which currently report regularly into the EWARN System. Figures 3a and 3b below show the 
frequency of reported diseases among under individuals under 5 years old and above 5 years.  
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Figure 3a: Syndromes Reported in 2017 Individuals Under 5 years old in Dar’a and Quneitra 

 
 
 
Figure 3b: Syndromes Reported in 2017 in Individuals 5 years old and above in Dar’a and 
Quneitra 
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In 2017, reports of suspected measles and acute flaccid paralysis were also received in Dar’a 
and Quneitra at significantly higher rates than in 2016. A breakdown of reported measles cases 
by week appears below.  A discussion of immunization services and coverage appears in Section 
VI. Health Services & Supplies. 
  
Figure 4: Number of reported measles cases in Dar’a and Quneitra in 2016 and 2017 
 

 
 
The Multi Sector Needs Analysis (MSNA) further discussed below also surveyed health 
professionals in Dar’a and Quneitra regarding which infectious diseases were a problem in the 
previous month. Suspected typhoid fever and watery diarrhea were reported as the most 
serious problems while flu and respiratory infections were most frequently cited as moderate 
problems. 
 
Table 2: Infectious Disease Problems in Previous Month Identified by Health Professionals in 
Dar’a and Quneitra (MSNA) 

Infectious Disease   Not a problem   Moderate problem  Serious problem  

Bloody diarrhea  49  
                                      
68  12  

 Watery diarrhea  
                                            
27  

                                                      
67  

                                                
37  

 Suspected Typhoid Fever  
                                            
16  

                                                      
73  

                                                
41  

 Upper respiratory infection  
                                            
21  

                                                      
85  

                                                
23  

 Lower respiratory infection  
                                            
36  

                                                      
77  

                                                
16  

 Influenza  
                                            
40  

                                                      
81  

                                                   
9  

 Tuberculosis  
                                            
78  

                                                      
44  

                                                   
7  

 Sexually transmitted diseases  
                                          
103  

                                                      
24  

                                                   
2  

 Other genitourinary infections  
                                            
48  

                                                      
79  

                                                   
4  

 Measles  
                                            
56  

                                                      
48  

                                                
27  
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 Diphtheria  
                                            
85  

                                                      
39  

                                                   
4  

 Tetanus  
                                            
68  

                                                      
48  

                                                
11  

 Rabies  
                                            
38  

                                                      
60  

                                                
32  

 Meningo-encephalitis  
                                            
27  

                                                      
70  

                                                
32  

 Hepatitis  
                                            
27  

                                                      
72  

                                                
31  

 Skin infections  
                                       
19  

                                                      
89  

                                                
23  

 Eye infections  
                                            
31  

                                                
96  

                                            
4  

 Grand Total  
                                          
769  

                                                
1,120  

                                              
315  

 
In Table 2, health professionals appear to perceive watery diarrhea and suspected typhoid fever  
as the most serious problems facing the community while influenza-like illness and acute 
watery diarrhea dominated the EWARN reports for both children under 5 years and those 5 
years old and above.  
 
Additionally, cholera is known to be endemic in Syria. Although no outbreaks have occurred in 
Syria since start of the crisis, disabled safe water supplies, displacement and interrupted access 
to health care are all potential drivers of diseases of epidemic potential, including cholera. The 
below figure captures the 2017 cholera risk scale published by EWARN. 
 
Figure 4: 2017 Cholera Risk Scale for Dar’a and Quneitra (EWARN) 
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It’s important to note that irrespective of conflict trends, endemic diseases of epidemic 
potential will persist in the community and therefore ongoing surveillance and response is 
critical to ensuring population health. Furthermore, as noted above, patterns of disease in 
southern Syria may differ from other parts of the country and sudden population displacements 
into the south may introduce additional infectious disease challenges. 
 
MSNA  
 
The Multi Sector Needs Analysis survey was carried out in 179 communities in Dar’a and 
Quneitra between July and August 2017. One section of the survey focused on health-sector 
specific issues such as health concerns and types of diseases, availability of medicines and 
services, and causes of mortality. In conducting the health component of the survey, 
enumerators spoke with both community members and health professionals. 
 
Among community members surveyed, the majority indicated that NCDs, non-war injuries and 
infections were the most serious problems while cancer, complications of pregnancy, dog bites 
and non-war-related burns were most frequently cited as moderate problems.  
 
Table 3: Community Members’ Health Problems in the Community (MSNA) 

Health Concern in the Community 
Not a 
problem 

Moderate 
problem 

Serious 
problem 

Addiction 123 52 14 

Bites: dog bites 34 109 46 

Burns due to war related causes (explosion…) 59 97 33 

Burns other 77 106 6 

Cancer 40 127 22 

Chronic diseases such as diabetes, hypertension, etc 5 67 117 

Disease due to insufficient food 102 75 12 

Infections such as diarrhea, bronchitis, and others 6 97 86 

Mental Health problems 77 93 19 

Non-war-related injuries e.g. accidents 25 73 91 

Physical disability (missing limb, loss of mobility) 86 92 11 

Pregnancy and/or delivery-related complications 13 114 62 

Scorpion/snake bites 9 36 44 

War related injuries 26 80 83 

Grand Total 682 1218 646 

 
Community members surveyed throughout Syria (WoS) reported similar concerns with NCDs, 
infections and pregnancy listed as the most serious problems in the community. Pregnancy and 
infections were again listed chief among moderate concerns for WoS respondents along with 
non-war-related and war-related injuries. 
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In considering mortality trends, community members also attributed 74% of deaths to non-war 
related causes (all causes) and 26% to war-related causes. Among non-war-related specified 
causes of death, top contributors were reported to be cancer, geriatric disease and pregnancy-
related complications. . 
 
Table 4: Causes of death reported by community members (MSNA) 

Cause of Death (MSNA) % 

Cancer 12% 

Cardiovascular & Stroke 6% 

Geriatric  (including natural death) 12% 

Malnutrition 2% 

Pneumonia 1% 

Pregnancy-related complications 10% 

Non-war-related (not specified) 30% 

War-related 26% 

Community members were also asked about availability and cost of medicines. The chart below 
is a heat-map by governorate. We see that in Dar’a, medicines for diabetes and hypertension 
are most often reported as unavailable followed by asthma medication and antibiotics. In 
contrast, availability of antibiotics, pain killers, gastro-intestinal medicines and treatments for 
skin disease all rank of nearly equal concern in Quneitra. This suggests that different supply 
chains and packages of support to health facilities may contribute to vastly different access 
levels to life-saving and life-sustaining medication. 
 
Table 5: Most Needed Drugs That are NOT Regularly Available According to Community 
Members (MSNA) 
 

Gov. 
Anti-
biotics Asthma 

Contra-
ception Diabetes 

Gastro-
intestinal 

Hyper-
tension Other 

Pain 
killer 

Skin 
disease 

Dar’a 76 103 20 135 53 119 1 66 49 

Quneitra 43 23 25 33 41 28 1 42 41 
Whole 
of Syria 3488 3513 1199 4438 2726 4418 110 2240 2647 

 
Anticipating that patients will seek to procure needed medications when they are not available 
from health facilities, community members were also asked about cost of drugs. In Dar’a, 
diabetes and hypertension medication ranked highest while in Quneitra, antibiotics and gastro-
intestinal drugs ranked highest.  
 
As mentioned above, survey teams also interviewed health care professionals to determine the 
critical health problems within the community.  As the figure below suggests, health 
professionals and community members share a similar picture of health concerns.  Notably, 
health professionals were more likely to mention issues related to mental health. 
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Figure 5: Non-Infectious Disease Concerns in Previous Month According the Health 
Professionals (MSNA) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pregnancy-related concerns, non-communicable disease, non-war injuries, communicable 
diseases, long-term physical impairments, post-traumatic stress disorders and mental health 
disorders were most frequently named as moderate-to-serious health concerns. Notably, the 
top three concerns most frequently named as serious were NCDs, war-related injuries and 
snake/scorpion bites.  
 
Data from southern Syria differs from the WoS in that there is greater emphasis on snake/ 
scorpion bites as serious concerns and lesser emphasis on malnutrition and pregnancy 
complications as serious concerns. 
 
Like their community counterparts, health professionals in southern Syria also indicated that 
unspecified causes, non-war-related injuries and war-related injuries were the top three 
contributors to mortality.  
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Cross Cutting Issues 
 
Injury and Disability 
Traumatic injury, whether from war-related causes or due to other causes, is a major 
contributor to morbidity among conflict-affected Syrians. Whether temporary or permanent, 
disability can have a significant influence on the life course of a person including mental health 
and social exclusion, livelihoods and the ability to earn income, ability to access services of all 
kinds, and the possibility of exploitation and abuse. According to assessments conducted in 
2017, out of all persons seeking care in southern Syria for a war-related injury, 53% of those 
treated can expect a long-term disability or impairment28 and thus, the need for inter-sectoral 
response is critical.   
 
Protection Risks 
From the standpoint of protection, safety and security remain one of the top concerns reported 
by residents during routine protection monitoring29. Since the initiation of the de-escalation 
zones in June 2017, the number of Dar’a residents in both eastern and western areas of the 
governorate who reported fears of an aerial attack has dropped from a high of over 80% to 
below 20%. In contrast, Quneitra residents enjoyed a brief decrease in this perceived fear from 
over 70% at its peak to just over 40% in August and September but it recently climbed to over 
60% again in October.  In terms of overall security and safety, among 17% of households 
throughout Dar’a reporting a safety and security risk, there were very low perceived risks from 
ISIL, targeted killing or unexploded ordinance but notably just over 40% of these households in 
western Dar’a reported fears about theft and criminal conduct as compared to nearly 100% 
these households in eastern Dar’a. For residents surveyed in Quneitra, 18% of households 
reported security and fears of perceived risks from ISIL, targeted killing, unexploded ordinance 
or criminal conduct were reported in less than 20% of these households. 
 
In terms of accessing services, particularly for pregnant and/or lactating women, lack of trust in 
the service was reported far more often by female-headed households (FHHs) than male-
headed households (MHHs). MHHs were more likely to report that health services were not 
needed or were not available than FHHs while FHHs reported distance to the facility/security 
facility in at least 15% of cases as compared to below 5% of MHHs.  The highest number of 
FHHs reporting the presence of pregnant and/or lactating women are in Barqa, Dar’a. The 
highest number of MHHs reporting the presence of pregnant and/or lactating women are in 
Jasim, Mzeireb and Tal Shihab villages, Dar’a governorate.30 
 
Women and girls are also at continued risk for various forms of GBV, leaving few places where 
they feel safe. Verbal harassment, domestic violence, child marriage and the fear of sexual 
violence were reported as particularly prevalent across all areas of Syria within the 2018 
Humanitarian Needs Overview. Reduced social cohesion and displacement has weakened 

                                                      
28 Unpublished data from a Amman Hub Health sector partner 
29 UNHCR/IRC Southern Syria Protection Monitoring Report, October 2017 
30 UNHCR/IRC Southern Syria Protection Monitoring Report, October 2017 
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community-level protection mechanisms, whilst the chronic stress associated with living in a 
conflict has exacerbated domestic & family violence. According to GBV-specific data derived as 
part of a protection sector HNO assessment and captured in the 2018 publication of VOICES, 
sexual violence was voiced as a concern in 67% of focus group discussions (FDGs) in Dar’a and in 
100% of FGDs in Quneitra31. Specific risks for adolescent girls were identified as child marriage, 
abduction and honour killing. The same assessment also highlighted domestic violence as a 
pervasive threat in the lives of women and girls that has increased as a result of the conflict, 
with the issue raised in 100% of FGDs in Quneitra.  Where GBV services exist, they serve as an 
important coping mechanism for women and girls dealing with the surrounding threats of 
violence. However, in southern Syria only 16 communities across Dar’a and Quneitra provide 
access to life-saving GBV services for women and girls. 
 
It is also worth noting that the NPM IDPs household survey from September 2017, found a 
number of risk factors that would lead to poor health outcomes. For example, while 77% of 
IDPs in Quneitra state they intend to return to their place of origin, 57% report that their 
property status in their place of origin is either partially or completely destroyed. Unsafe living 
conditions may lead to exposure as well as overcrowding. Water supplies are also assumed to 
be disrupted and nutritional status is likely to have been affected by interrupted food supply 
chains, depleted household savings and limited income. 
 
Future Population Movements 
As noted above, IDP intention surveys conducted by NPM suggest that Dar’a and Quneitra may 
see significant population shifts of between 90,000 and 232,000 as hostilities decrease.  
Considering these numbers against the health sector Persons in Need (PiN) for the 2018 
Humanitarian Needs Overview, Dar’a could see a population movement of between 9.5% and 
35% of its total 558,125 PiN while Quneitra may see a shift of 51.7% of its total 72,339 PiN.   
 
To further predict trends in population movement, it’s worth examining IDPs who are from 
southern Syria as it may indicate locations that they may return to. IDPs from Dar’a 
predominantly originate from six subdistricts: As-Sanamayn, Ash-Sharjara, Dar, Izra, Kherbet 
Ghazala, and Sheikh Miskine.  Among IDPs from Quneitra, the majority originate from Khan 
Arnaba.  
 
During displacement, IDPs are likely to have experienced interrupted access to medical services, 
including vaccination, as well as possible overcrowding or exposures to unsafe drinking water. 
When populations who have been exposed to different pathogens mix with unexposed 
populations, the potential for disease outbreaks is magnified.  Patient movements also limit 
continuity of care and may interrupt access to critical, life-sustaining services. 
 
 
 

                                                      
31 Voices from Syria 2018, https://www.humanitarianresponse.info/system/files/documents/files/2017-
12_voices_from_syria_2nd_edition.pdf 
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IV. Health Services and Supplies 

 
Distribution of Health Facilities  
 
According to feedback from Amman hub health cluster members via the 5Ws, sixty-seven 
health facilities have been supported since January 2017 to present.  Primary health care units 
and field hospitals were the predominant facility types, together making up more than 50% of 
the supported sites. It is important to note that the data show facilities that have been 
supported at any point between January and October 2017.  
 
Figure 6: Proportions of Facility (n=67) Types (5Ws) 
 

 
 
Looking at HeRAMS data, the categorization of facilities differs slightly where medical points are 
not distinguished from primary health care units but instead are captured under the label 
“health center”. Additionally, hospitals are labeled as either general or specialized. Despite 
naming differences, the proportion of facility types remains similar between both data sets as 
seen in the table below. 
 
Table 6: Proportion of Facility Types Between HeRAMS and 5Ws Data 

Facility type HeRAMS  % 
n=41 

5Ws % 
N=67 

Hospital – includes field, general, referral and specialized 39% 33% 

Comprehensive PHC Center 5% 7.5% 

PHC other – includes PHC center, unit, and medical points 55% 56.7% 

Specialized care facility 2% 3% 
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Figure 7a below compares facility concentration against population density across sub districts. 
For locations now under ISIL control, particularly Ash Sharjara and Tassil sub-districts, facilities 
in those areas are no longer accessible at the time of this report.  
 
Figure 7a: Concentrations of Facilities and Population by Sub-Districts (5Ws) 

 
 
The distribution of supported health facilities is not directly proportionate to the population 
percentage which reflects a number of trends. First, in the early days of the response, health 
partners aimed to support facilities which existed prior to the war and which were experiencing 
significant impact from the conflict. Therefore the current portfolio of support is very much an 
artifact of the pre-war facility distribution and the pattern of conflict.  For example, in 2017, the 
sub-districts of Dar’a, Tassil and Ash-Shajara all experienced some of the highest levels of 
continued violence due to government offensives in Dar’a City and ongoing conflict with ISIL 
groups in western Dar’a. Secondly, as facilities were damaged or rendered out-of-service due to 
violence, partners often shifted support to nearby locations or facilities as the conflict 
progressed. Third, interim authorities such at the Directorate of Health, local communities and 
clinics themselves frequently reached out to health partners directly to solicit support for their 
needs.  Therefore, support to health facilities evolved primarily in response to the changing 
humanitarian context rather than a structured, rationalized development plan.  
 
Further to this point, the figure below compares concentration of primary and secondary 
facilities to population density. Sub-districts located close to the Jordanian Border, which either 
saw high levels of violence – like Dar’a, or were located adjacent to sub-districts with high levels 
of violence – like Mzeireb, tended to see higher amounts of support to secondary health 
facilities which served as both referral points for trauma care and also offered facilitated 
referrals and medical evacuation of war-wounded patients to Jordan. This pattern also matches 
displacement trends, which saw large numbers of individuals move to towns and villages close 
to the Jordanian borders once these areas fell under opposition control early on in the fighting.  
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Figure 7b: Concentrations of Facilities, Level of Care and Population by Sub-Districts (5Ws) 
 

 
 
Support to Services and Operations 
 
According to the 2017 MSNA, greater than 80% of health professionals surveyed cited lack of 
medical staff and lack of medication and consumables as a serious or moderate problem in 
their facility. 
 
 
 
 
 
Figure 8: Health practitioner responses regarding health facility gaps 
 

 
 
According to 5Ws data, health partners’ instances of support to facilities were primarily focused 
on staffing, supplies and outpatient care as seen in Figure 9 below.  This data was recorded as 
yes/no instances of support rather than financial allocations and therefore should not be 
interpreted as a reflection of cost distribution.  Additionally, more than one health partner may 
provide the same type of support at the same facility in order to complement approaches 
and/or fill gaps.  
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Figure 9: Distribution of Instances of Support to Facilities (n=618) (5Ws) 

 
This support can be further broken down by facility type to understand how instances of 
support are distributed across each level of care. We see here that hospitals receive the 
greatest number of support instances as in each support category as compared to other health 
facility types. This may reflect pre-war trends in the Syrian health care system which prioritized 
hospital-based care delivery as mentioned in Section III: Background. Again, this should not be 
interpreted as cost or funding distribution. 
 
Table 7: Concentration of Instances of Support to Health Facilities by Facility Type (5Ws)  

Medical 
Point 

PHC 
Unit 

PHC 
Centre 

Compre-
hensive PHC 

Field 
Hospital 

Referral 
Hospital 

Other Specialized 
Services 

PHC 15% 24% 14% 10% 30% 8% 0% 

SHC 0% 3% 8% 11% 52% 21% 2% 

MHPSS 3% 14% 16% 11% 43% 11% 3% 

MCH 11% 17% 8% 13% 38% 11% 2% 

Health Educ. 23% 23% 10% 10% 29% 3% 3% 

Nutrition 0% 75% 0% 13% 13% 0% 0% 

PWD 33% 6% 6% 0% 39% 6% 11% 

SGBV 50% 0% 8% 17% 17% 0% 8% 

Family Planning 18% 21% 9% 12% 26% 12% 3% 

EWARN/HIS 16% 18% 12% 8% 32% 10% 2% 

Tech. support 16% 16% 7% 11% 33% 13% 4% 

Drugs/supplies 13% 18% 9% 8% 32% 15% 2% 

Staffing 11% 16% 12% 9% 35% 12% 2% 
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For reasons noted above, facilities administering routine immunization are official MOH sites 
which report directly to Damascus. None of the partner-supported facilities are conducting 
routine immunization at this time and patients are reliant upon vaccinators who are often 
administering vaccines out of a home or informal structure  
 
In comparison with 5Ws data regarding supported services, MSNA surveys of health 
professionals in southern Syria showed the following top five services were most often cited as 
NOT available in their community as captured in Table 8. Overall, the unavailable services are 
highly linked to vulnerable populations like those with chronic illness, disability and survivors of 
Gender-Based Violence (GBV). Prosthetics were mentioned across all areas whereas clinical 
care for rape survivors was named as a gap in Dar’a and Quneitra but not Whole of Syria. 
Surprisingly, despite the low number of reported support to MHPSS services in the 5Ws, health 
professionals in Dar’a and Quneitra did not cite their absence when surveyed. This may reflect 
significant bias and subjectivity in these responses both due to social stigma social stigma 
surrounding various types of service needs as well as the gender distribution of MSNA 
respondents (81% male) who are more likely to present with NCDs and war-related injuries. 
 
Table 8: Top Five Unavailable Services According to Health Professionals (MSNA) 

 
Distribution of Healthcare Workforce 
The 5Ws data further showed the distribution of various cadres of health care workers as well 
as their gender. 
 
Figure 10: Distribution of Healthcare Workers by Type of Role (5Ws) 
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As mentioned previously, in order to avoid double-counting of individuals, these data represent 
only those staff categorized as full time. One exception is made for community health workers 
(CHWs), all of who are part time workers.  
 
Overall, among full time health care workers, 18% are female and 82% are male. Gender 
breakdown by full-time position is shown below with Community Health Workers included for 
the sake of comparison despite their part-time status. 
 
Figure 11: Gender Distribution Among Full Time Healthcare Workers** 
 

 
**Community Health Workers are part-time 

 
Particularly notable are the low numbers of women represented among particular sub-
specialties related to injury, disability and mental health such as physiotherapists and 
psychosocial workers. With just two women of each specialty, this means the majority of 
women may be unwilling or unable to access these services in southern Syria – particularly 
female-headed households (FHH) which are more likely to report experiencing emotional 
distress as compared to male-headed households (MHHs)32. Notably, less than half of OB/GYNs 
are women. The October 2017 Protection Monitoring Report found that “29% of FHH and 27% 
of MHH with pregnant and/or lactating women report not having accessed medical services” 
with FHHs indicating distrust of services as their main reason for not accessing medical services 
as mentioned previously33.  This may again reflect a strong preference for medical doctors as 
care-providers for reproductive health services as the majority of midwives are reported to be 
female. At the household level, the majority of Community Health Workers are women which 
reflects important gender norms about accessing households of neighbors and strangers.  

                                                      
32 UNHCR/IRC Southern Syria Protection Monitoring Report, October 2017 
33 UNHCR/IRC Southern Syria Protection Monitoring Report, October 2017, p. 8 
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As can be seen in the following table, when compared against sphere standards, the general 
picture suggests that the number of health care workers is sufficient to cover the needs of the 
total population in Dar’a and Quneitra with one notable exception being insufficient numbers 
of community health workers in Dar’a governorate. That said, given pockets of remote 
communities throughout Dar’a and Quneitra, coupled with ongoing conflicts and shifting lines 
of control, there are likely to be unserved populations within the governorates and sub-districts 
which lack adequate access to the health care workers.  
 
Table 9: Sphere Standards Versus Supply of Facilities and Health Care Workers in Dar’a and 
Quneitra 

Standard Min. in Dar’a 
(515,891 PiN*) 

Actual number 
in Dar’a 

Min in Quneitra 
(72,339 PiN*) 

Actual number 
in Quneitra 

1 medical doctor/ 
50,000 

10 269 1 37 

1 nurse / 10,000 52 730 7 72 

1 midwife / 
10,000 

52 108 7 9 

1 CHW/ 1,000 516 13 72 70 

 
Health Care Worker Trainings 
Although the numbers above indicate sufficient numbers of health care workers, it is impossible 
to determine how many of these workers were fully versus partially trained in their specialty as 
mentioned previously in the limitations section. Additionally, due to the departure of health 
care workers and specialists, many professionals find themselves taking on new roles outside of 
their existing skill set. Therefore, continuous training and mentoring of health care workers is 
critical – particularly among specialties that serve vulnerable populations like women and 
neonates. Data from the 5Ws indicates that, with the exception of community health workers, 
30% or less of each health care worker cadre received any kind of training in 2017 with 
midwives in particular poorly represented at just 17% of the 117 midwives. 
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Figure 12: Proportions of Full Time Staff Who Received Any Training – Jan to Sep 2017 (5Ws) 

 
Additionally, training was not equally provided across locations:  Jizeh and Izra’ subdistricts 
which together total over 55,000 people did not receive any training of health care workers 
while Ash Shajara is acknowledged to be under ISIL control since early 2017.  
 
The fact that most CHWs received training and nearly a quarter of them reportedly received 
multiple trainings may be due to the fact that CHWs did not exist as a role in pre-crisis Syria and 
were introduced by implementing partners during emergency response. Therefore, this new 
CHW cadre required widespread, basic training in order to become service-proficient.    
 
Figure 13: Staff Who Received Any Training (n=535) – Jan to Sep 2017 by Sub-District (5Ws) 
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Distribution of Services 
As noted under limitations, the health sector relies on reports from its partners. Therefore, the 
extent of service delivery – particularly that which is taking place in the private sector – is not 
properly captured in this report. Additionally, without a functional HIS system and unique 
patient identifiers, it is impossible to know how many consultations per patient are being 
provided. 
 
We know that in stable population settings, health service utilization is often 0.5 - 1.0 new 
consultations per person per year. However, use of health services by an emergency-affected 
population will differ substantially from that of a stable population often rising to an average of 
this often rises to an average of 4.0 new consultations per person per year as conflict increases 
risk of and exposure to disease and worsening of existing health conditions. In examining the 
chart below, we can see that overall usage varies dramatically between sub-districts but overall 
it approaches 1.86 consultations per person in a nine-month period or, when extrapolated 2.47 
consultations per persons in a twelve-month period.   
 
Table 10: Population-In-Need-to-Services Ratio (5Ws).  

SubDistrict 2018 HRP Health PiN Consultations Population : Services Ratio 

Al-Khashniyyeh 26,798 121,734 1:4.5 

Al-Fiq 2,026 14,713 1:7.3 

As-Sanamayn 61,767 69,191 1:1.2 

Ash-Shajara 14,720 3,794 1:0.3 

Busra Esh-Sham 16,092 68,112 1:4.2 

Da'el 28,900 30,622 1:1.1 

Dar'a 94,657 123,178 1:1.3 

Hrak 21,539 37,473 1:1.7 

Izra' 29,448 17,763 1:0.6 

Jasim 30,642 105,168 1:3.4 

Jizeh 25,801 40,304 1:1.6 

Khan Arnaba 31,052 28,622 1:0.9 

Kherbet Ghazala 23,434 119,609 1:5.1 

Mseifra 27,325 5,178 1:0.2 

Mzeireb 85,618 159,628 1:1.9 

Nawa 44,085 100,549 1:2.3 

Quneitra 12,463 26,202 1:2.1 

Tassil 11,863 19,949 1:1.7 

 
The absence of an HIS system, as mentioned in the limitations paragraph, impedes our ability to 
distinguish between new and return consultations. Additionally, it’s important to remember 
that the distribution of health facilities does not match the population distribution. Therefore, 
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sub-districts with specialty or referral facilities will be likely to draw many visitors from outside 
their sub-district, thus inflating the ratio.  In one anonymized example, a hospital in one sub-
district reportedly provides approximately 5,000 consultations per month of which 36% are 
from outside areas, thus adding 21,600 consultations per year to this sub-district. Finally, only 
55 of the total 67 health care facilities did report full consultation data over 9 months which will 
distort utilization data. 
 
In Tables 11a-b, we see number of each type of services delivered in each sub-district as well as 
the number of facilities providing these services. Not surprisingly, service availability varies 
across sub-districts. Reports of zero treatment are most likely to be due to a reporting error 
than actual lack of treatment delivery as patients will normally stop visiting a facility if 
medicines are not provided. As noted in the facility type distribution Figure 7b, the sub-districts 
of Al Fiq and Khan Arnaba are lacking a secondary health facility and therefore report no service 
delivery in trauma or surgery.   
 
Table 11a: Service Indicators by Location (5Ws) – Part 1 

 
 Consultations Trauma Treatment Surgery 

 

Health 
PiN 

Facilities Services Facilities Services Facilities  Services Facilities Services 

Al-Khashniyyeh 26,798 7 121,734 3 885 7 121,734 1 2,931 

Al-Fiq 2,026 1 14,713 0 0 1 14,713 0 0 

As-Sanamayn 617,67 4 69,191 4 5,356 0 0 5 3,324 

Ash-Shajara 14,720 2 37,94 4 84 0 0 1 30 

Busra Esh-Sham 16,092 3 68,112 3 5,236 2 25,703 4 4,328 

Da'el 28,900 3 30,622 3 5,142 0 0 3 713 

Dar'a 94,657 8 123,178 7 11,768 5 60,425 10 5,303 

Hrak 21,539 2 37,473 2 4,088 1 32,037 4 1,048 

Izra' 29,448 2 17,763 3 549 0 0 3 108 

Jasim 30,642 3 105,168 4 9,060 3 86,380 3 3,120 

Jizeh 25,801 1 40,304 1 8,329 1 38,060 1 994 

Khan Arnaba 31,052 2 28,622 0 0 2 28,622 0 0 

Kherbet Ghazala 23,434 2 119,609 3 10,619 1 71,378 2 1,902 

Mseifra 27,325 1 5,178 1 29 1 4,592 2 100 

Mzeireb 85,618 6 159,628 7 24,271 6 95,939 3 13,188 

Nawa 44,085 5 100,549 4 10,433 2 88,967 6 4,258 

Quneitra 12,463 2 26,202 2 2,171 2 25,848 1 622 

Tassil 11,863 2 19,949 1 606 0 0 1 806 
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Table 11b: Service Indicators by Location (5Ws) – Part 2 

 
PWD Mental Health  ANC 

Vaginal 
Deliveries 

C-Section 

 
Facil. Services Facil. Services Facil. Services Facil. Services Facil. Services 

Al-Khashniyyeh 2 821 2 205 5 8,701 1 915 1 230 

Al-Fiq 0 0 0 0 1 450 0 0 0 0 

As-Sanamayn 2 17 4 206 3 2,863 0 0 0 0 

Ash-Shajara 1 4 0 0 3 5,994 0 0 0 0 

Busra Esh-Sham 1 10 2 74 2 1,617 3 614 2 770 

Da'el 0 0 1 5 2 2,950 1 1 2 5 

Dar'a 0 0 4 162 6 1529 6 1545 4 863 

Hrak 0 0 1 102 1 263 1 5 1 380 

Izra' 1 1212 0 0 2 2786 1 46 1 2 

Jasim 1 4172 3 1257 4 2020 3 88 1 95 

Jizeh 0 0 1 29 1 72 1 21 1 254 

Khan Arnaba 0 0 0 0 2 940 2 26 1 1 

Kherbet Ghazala 1 15 2 711 2 3733 1 101 2 15 

Mseifra 0 0 0 0 1 1 1 81 1 36 

Mzeireb 2 17 2 26 4 5052 4 2227 2 1462 

Nawa 1 1 3 342 3 200 3 3306 2 1856 

Quneitra 1 225 2 155 1 374 1 6 1 93 

Tassil 0 0 2 20 0 0 0 0 1 61 

 
Care for Persons Living With Injury and Disability  
In terms of care for persons with disability, in Table 11b, eight sub-districts are reported to have 
no service delivery which echoes health professionals’ MSNA responses citing prosthetics as a 
key service gap. Among all PWD care, only the sub-districts of Izra’ and Jasim report any sizable 
amount of service delivery and just 17% of facilities report offering this service.  Knowing that 
care for victims of trauma, including war-wounded, relies on a continuum of care, it’s necessary 
to examine availability of trauma care, surgery and care for persons with disability across 
facilities as seen Table 12 below.  Overall, trauma care is reported to be the most available 
component of the continuum of care with surgery coming second. Notably, significant amounts 
of trauma care and surgeries are being reported at Medical Points, PHC units and PHC Centres.  
Surgeries in particular are likely to exceed the capacity of these facilities – further investigation 
is needed to determine the cause of this phenomenon.  For MPHSS services, 74% of care is 
being delivered at the primary health care level but it is still only available at 43% of supported 
facilities. Finally, again noting the continuum of care, data analysis confirms that only 4 facilities 
overall reported having all four service components – 2 hospitals, 1 PHC Centre and 1 PHC unit.  
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Table 12: Availability of Key Components of Trauma and Rehabilitative Care by Facility Type 
(5Ws)  

Trauma Surgery PWD Mental Health 

Facility 
Type 

Facilities Services Facilities Services Facilities Services Facilities Services 

Medical 
Point 

5 446 4 145 1 1 1 22 

PHC Unit 13 3,874 8 1,787 6 5,246 6 587 

PHC 
Centre 

11 8,910 13 6,517 3 1,229 8 1,112 

Comp.PHC 
Centre 

3 24,083 2 1,902 0 0 2 711 

Field 
Hospital 

14 40,555 16 12,204 1 10 10 557 

Referral 
Hospital 

5 20,738 6 18,159 1 4 2 305 

 

EmONC Services 
In Table 11b, we also see that, among facilities providing C-sections, the overall rate is 41% of 
all deliveries which, while high, is consistent with rates across Syria during this conflict. More 
worrisome is that rates of C-section range from a low of 4% to a high of 100% by sub-district. 
Further analysis of C-section rates by facility type in Table 13 below appears to suggest that 
Medical Points and PHC Units are providing very few C-sections which are in accordance with 
their levels of care where C-sections should only be provided during cases of extreme 
emergency. PHC Centres, by definition should not providing C-sections yet we see a significant 
number are being performed at this level. This could reflect a number of causes such as 
misclassification of facility, task shifting of delivery services to non-OB/GYN specialists or 
reluctance/refusal of patients to accept referrals to other facilities for reasons of security or 
accessibility.  C-section rates are highest among field hospitals which suggest further 
intervention is needed to determine causes.  As in all cases with remote data collection, follow-
up investigation is needed to determine if these are reporting errors or poor clinical practice. 
 
Table 13: Delivery Patterns Among Facility Types (5Ws) 

Facility Type # Facilities 
Normal Vaginal 

Delivery 
# Facilities C-sections 

C-section 
Rate 

Medical Point 3 30 1 1 3% 

PHC Unit 3 119 1 4 3% 

PHC Centre 3 963 3 234 20% 

Comprehensive 
PHC Centre 

4 2163 4 848 28% 

Field Hospital 10 195 9 1191 86% 

Referral Hospital 5 2641 4 2149 45% 
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Immunization 
As mentioned previously, in 2017, both routine immunization as well as immunization 
campaigns were planned, organized and implemented by the Syrian Ministry of Health. 
Preliminary official figures from the MOH are available only at the district level and suggest that 
the majority of targeted children under 1 year (33,996 in Dar’a and 5,800 in Quneitra) have 
received immunization services across three antigens – DPT3, MMR 1 & 2, and OPV3. However, 
unpublished data from a 2017 immunization coverage survey conducted by a third party, point 
to coverage rates for DPT3 between 74% and 69% and coverage rates for OPV3 between 81% 
and 86% for Dar’a and Quneitra respectively.  Noting concerns from health sector partners, the 
Health Sector Working Group has resolved to form an immunization task force to further 
examine the picture of immunization in Dar’a and Quneitra and subsequently create a roadmap 
to address any perceived gaps. 
 
Figure 14a: 2017 Routine Immunization Coverage in Dar’a (MOH) 

 
 
Figure 14b: 2017 Routine Immunization Coverage in Quneitra (MOH) 
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Referral Networks 
Among 5W respondents, just 17 facilities reported participating in formal or informal referral 
pathways generating a mere 10 referrals per month per facility. As can be seen in Table 14, the 
majority of referrals were generated at the primary health care level as would be expected.  
 
Table 14: Number of Referrals from Facilities by Facility Type (5Ws) 

Facility Type # Facilities # Referrals 

Medical Point 1 289 

PHC Unit 7 957 

PHC Centre 4 105 

Comprehensive PHC Centre 0 0 

Other Specialized Facility 0 0 

Field Hospital 2 28 

Referral Hospital 3 193 

 
In terms of referral numbers by sub-district, the referral patterns don’t appear to directly 
reflect the existence of a secondary health care facility in that sub-district as seen in Table 15. 
 
Table 15: Number of Referrals  

Sub-District # Facilities # Referrals 

Al-Khashniyyeh 2 695 

Al-Fiq 0 0 

As-Sanamayn 2 48 

Ash-Shajara 0 0 

Busra Esh-Sham 2 179 

Da'el 0 0 

Dar'a 3 299 

Hrak 1 62 

Izra' 0 0 

Jasim 1 22 

Jizeh 0 0 

Khan Arnaba 0 0 

Kherbet Ghazala 0 0 

Mseifra 2 70 

Mzeireb 2 120 

Nawa 1 16 

Quneitra 1 61 

Tassil 0 0 
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Given the low number of health facilities actually reporting on referrals, these numbers may 
not reflect the true picture of services. Alternately, facilities may be operating in silos which 
could explain the reported high rates of secondary services like surgeries and C-sections at 
primary health care facilities. Finally, patient behavior cannot be ruled out as a driver for or 
against referrals – high levels of insecurity, coupled with diminishing household resources, may 
deter patients from seeking care at higher level facilities. 
 
Supplies 
Restricted Items 
Health sector partners provide the bulk essential medicines and supplies via cross border 
modalities. However, to date, JXB health partners have been unable to obtain clearance from 
Jordanian border authorities to ship narcotics to supported health facilities inside of Syria 
leaving facilities reliant on in-country supply chains of questionable quality.  
 
Contingency Stocks 
According to a recent survey of JXB health partners, there are currently urgent gaps in health 
sector contingency stock across southern Syria including: 

 Unequal geographic distribution of currently available contingency stock leaves certain 

areas at risk in case of any violence; particularly northwest Daraa & Quneitra; the latter 

lacking nearly all types of preparedness stocks; 

 While contingency stocks are robust in supplies for war-wounded, surgery and burns, it is 

deficient in two key areas: 

o Medicines for primary and secondary care, particularly in case of displacement 

o Outbreak kits / supplies are limited to diarrhea kits; 

 Most warehouses inside Syria are concentrated in the same centralized locations, leaving 

the sector vulnerable to a coordinated attack and potentially cutting off other areas from 

vital supplies in case of any outbreak of violence; 

 Funding restrictions prohibit most partners, except UN agencies, from donating contingency 

stocks in the case of sector-wide emergencies. 

 
 

V. Population Health Status 

 
As mentioned under health needs, when reporting the most serious health problems, health 
professionals and community members alike were chiefly concerned with NCDs, non-war 
injuries and infections, cancer, complications of pregnancy, dog bites and non-war-related 
burns, long-term physical impairments, post-traumatic stress disorders and mental health 
disorders. Among infectious diseases, health professionals also ranked suspected typhoid fever 
and watery diarrhea as the most serious problems while flu and respiratory infections were 
most frequently cited as moderate problems. 
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According to data submitted by health partners in the 5Ws, respiratory infections are the most 
common case presentation followed by NCDs, diarrhea and war-related trauma. It’s notable 
that only 6 facilities are reportedly delivering tuberculosis and leishmaniasis care. As neither of 
these diseases is captured in the EWARN system, it’s possible the burden of disease for these 
two conditions could be much higher than illustrated here. Complications due to pregnancy are 
also only reported at five facilities but likely to be much higher given the high rate of C-section 
being reported in Syria throughout the conflict. 
 
Table 16: Causes of morbidity in Dar’a and Quneitra (5Ws) 

Cause of Morbidity Facilities 
Total 
Cases 

Cases/ 
Month 

Cases/Month/ 
Facility 

War Trauma 45 16061 1784.6 39.7 

Anemia 44 5840 648.9 14.7 

Chronic Disease 46 123962 13773.6 299.4 

Diarrhea 44 32688 3632 82.5 

Meningitis 13 60 6.7 0.5 

Respiratory Infection 49 270427 30047.4 613.2 

TB 6 297 33 5.5 

Leishmaniasis 6 23 2.6 0.4 

Measles 22 94 10.4 0.5 

Acute Jaundice 42 1427 158.6 3.8 

Psychiatric Diagnosis 30 10568 1174.2 39.1 

Acute Malnutrition 22 1442 160.2 7.3 

Chronic Malnutrition 12 567 63 5.3 

Epilepsy 33 9867 1096.3 33.2 

Complicated Pregnancy 5 118 13.1 2.6 

A detailed breakdown of morbidity indicators by sub-district is available in Annex. 
 
As noted in the discussion of cross-cutting issues, injury and disability are dramatic contributors 
to the morbidity of the Syrian population. While southern Syria has not carried out a systematic 
assessment to determine the overall burden of disease, data below from one health actor 
focused on care for persons with injury and disability can provide insight regarding the pattern 
of injury and disability.   
 
Table 17: Causes of Conflict-Related Injury and Disability 

CONFLICT-RELATED CAUSES OF INJURY & DISABILITY  (n=4388) % 

 Explosive Weapon 16% 

Booby Trap 1% 

Gunshot 17% 

Landmine 1% 

Physical Violence 0% 
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Among beneficiaries who sought services, 35% of injury and disability were conflict-related, 
34% were non-conflict-related and 32% were not specified.  Among conflict-related injuries and 
disability, we see in Table 17 that explosive weapons and gunfire were the more frequent 
causes of harm.  Types of Injury and Disability can be seen in Table 18a and 18b below. 
 
Table 18a: Types of Injuries         Table 18b: Reported Cause of Disabilities 

Type of Injury %  Reported Cause of Disability % 

Fracture 52%  Congenital neurological condition 18% 

Wound 2%  Acquired neurological condition 15% 

Peripheral Nerve Injury 21%  Congenital musculoskeletal condition 2% 

Traumatic Brain Injury 9%  Acquired musculoskeletal condition 36% 

Amputation 3%  Congenital cardiorespiratory condition 0% 

Spinal Cord Injury 9%  Acquired cardiorespiratory condition 0% 

Burn 0%  Other reason for physiotherapy 0% 

Soft Tissue Injury 10%  From birth 18% 

   Communicable disease 1% 

   Non-communicable disease 61% 

   Old Age 6% 

It is worthy of mention that, according to beneficiary data derived from 7 locations in Dar’a and 
Quneitra, the greatest contributor to disability is non-communicable disease.  Further analysis 
of the types of NCDs most likely to contribute to long-term disability is critically important to 
help address the needs of affected patients and engage in prevention at the secondary and 
tertiary levels. 
 
 

VI. Key Findings  
 
Distribution of Facilities and Support to Facilities: According to SPHERE standards, both Dar’a 
and Quneitra contain sufficient numbers of health facilities, both primary and secondary, to 
serve the needs of the population. However, the distribution of health facilities, as well as 
reported instances of support to these facilities, is not directly proportionate to the population 
percentage. Variations are likely to be derived from a number of causal factors – including pre-
existing facilities and conflict patterns – as discussed in Section VI. Health Services and Supplies. 
As mentioned in the limitations section, it’s important to highlight that these results do not 
reflect other facilities that are not supported through health sector members such as private 
facilities or facilities still under Government of Syria support.  
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Overemphasis on Secondary Care 
In a rationalized health care system, the majority patient care is expected to be delivered at the 
PHC level. In Dar’a and Quneitra, PHCs make up nearly two thirds of all supported facilities. 
However, according to 5Ws data, as compared to other health facility types, hospitals receive 
the greatest number of partners’ support instances in every support category (Table 7) and 
therefore support to PHC level care may be neglected in all areas. This may reflect pre-war 
trends in the Syrian health care system which prioritized hospital-based care delivery. 
 
Support to Border Facilities 
Finally, while distribution of health facilities may not be proportionate to current population 
percentages according to official UN estimates, it may be both prudent and necessary to 
support a network of hospitals close to the Jordanian border. Both to allow for medical 
evacuation of war-wounded and potentially reduce the likelihood of air-to-surface attacks on 
facilities.  
 
Health Care Workers: Much like the distribution of health facilities, health care workers, while 
sufficient in total number, may be disproportionately distributed with regards to population.  
 
HRH Uncertainty 
As noted in the text, lack of a HRH mapping prevents generation of a detailed gaps analysis at 
catchment area/community level. Additionally, lack of HRH database which captures staff 
certification levels may result in possible double-counting of health professionals and/or 
counting of under-trained health professionals and therefore mask actual shortages within the 
health workforce.  While reported trainings among clinic cadres appeared to focus on doctors 
and nurses, lack of an HRH database prevents targeting of gaps in certification, knowledge and 
skills, particularly for individuals who may be engaged in task-shifting. 
 
Gender Distribution Among Healthcare Workers 
Overall, among full time healthcare workers, just 18% are female. Particularly notable are the 
low numbers of women represented among particular sub-specialties related to injury, 
disability and mental health such as physiotherapists and psychosocial workers. With just two 
women of each specialty, this means the majority of women may be unwilling or unable to 
access these services in southern Syria. Additionally, less than half of OB/GYNs are women.  
Community Health Workers the only cadre with a female majority and therefore may have a 
significant role to play in building trust with and providing outreach to female patients  
 
Health Services: While an array of services exists within the  health care landscape of areas 
accessible by health sector partners, there are notable gaps in availability and quality of 
services, particularly related to morbidity trends   
 
NCDs 
The most consistent and obvious need across different data sources was the need for NCD care 
– both as a direct treatment and also as a form of secondary and tertiary prevention. Support 
for medications was cited by patients and health care workers alike as an acute need; 
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particularly medications for diabetes, hypertension & asthma. In southern Syria in 2017, of 
more than 123,000 NCD consultations provided, 57% were delivered at a secondary health 
facility. Over-emphasis on hospital-level care, as mentioned above, forces patients to seek NCD 
care at secondary health facilities due to lack of service availability, sufficiency and/or quality at 
PHC level.  
 
Infectious Disease: 
EWARN, 5W and MSNA data point to typhoid fever, watery diarrhea, respiratory infections – 
including influenza-like illness, are serious threats across southern Syria. Additionally, reports of 
suspected measles and acute flaccid paralysis were also received in Dar’a and Quneitra at 
significantly higher rates than the prior year with reported measles cases in 2017 more than six 
times the number of reported cases in 2016. Possible links to immunization coverage are 
discussed below. As discussed in Section V. Health Needs, Epidemiological Risk, disabled water 
supplies, displacement and interrupted access to health care are all potential drivers of diseases 
of epidemic potential, including cholera. Finally, it’s notable that 6 facilities are reportedly 
delivering tuberculosis care, yet, because this disease is not captured in the EWARN system, it’s 
possible that the burden of disease could be much higher than illustrated here. 
 
Injury, Disability and Mental Health 
Care for long-term physical impairments, post-traumatic stress disorders and mental health 
disorders were also perceived as core health needs in southern Syria by the community and 
healthcare professionals according to MSNA data. Yet, just 13 facilities in southern Syria provide 
specialized care for persons with injury and disability and just 29 facilities provide specialized 
MHPSS care. Furthermore, as captured in Table 12, there is lack of comprehensive, integrated 
care within facilities with only 4 facilities having all four essential service components. Lack of 
coordinated referral among facilities, as discussed in Section VI Health Services and Supplies, 
Referral Networks, may also exacerbate lack of access to specialized care. In addition, 5Ws were 
insufficient to capture the availability and structure of MHPSS services. According to the IASC 
guidelines34, there should exist a continuum of care which ranges from provision of non-
focused non-specialized community level support to individuals with mental health concerns to 
providing focused MHPSS services through other providers who are not specialized in MHPSS to 
focused services via MHPSS specialists such as psychologists and psychiatrists. 
 
Reproductive Health 
Although the 41% C-section rate in Dar’a and Quneitra is consistent with high C-section rates 
across Syria during this conflict significant variation among both sub-districts and facilities 
points to a worrisome pattern. With field hospitals reporting an alarming 86% C-section rate, 
urgent investigation is needed to determine the cause.  Recent 4Ws from December also 
suggest gaps in essential reproductive health services with just 36 facilities reporting receiving 
support for family planning, of which 20 are PHC facilities. Furthermore, while few facilities 

                                                      
34 Inter-Agency Standing Committee, IASC Guidelines on Mental Health and Psychosocial Support in Emergency 
Settings, 2009, ISBN 978-1-4243-3444-5, available at: http://www.refworld.org/docid/4e97ceca2.html [accessed 
26 February 2018] 
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report maternal deaths, community members listed pregnancy-related complications as a 
leading cause of non-war-related mortality (Table 4) which suggests lack of follow up care 
and/or home deliveries without skilled birth attendants may be putting women at risk.  
 
Immunization 
As noted, supported health facilities in southern Syria are not currently providing routine 
immunization services and the population must instead rely on supplies and distribution 
modalities organized via crossline modalities by the Ministry of Health. There is no data to 
confirm that is there is unrestricted access to routine immunization so as to guarantee proper 
heard immunity. A significant number of reported cases of measles in 2017 would further 
suggest there is lack of sufficient coverage.  
 
Facilities Operating in Silos 
 
Levels of Care 
Divisions between facility types at the primary and second levels are poorly respected. A 
significant portion of services that are designated for the secondary health care level, such as 
surgeries – including C-section, are being delivered at the primary health care level. Yet, 25% of 
surgeries and 25% of C-sections are provided at PHCs. As mentioned in Section VI Health 
Services and Supplies, this data could reflect a number of causes such as misclassification of 
facility, task shifting of delivery services to non-OB/GYN specialists or reluctance/refusal of 
patients to accept referrals to other facilities for reasons of security or accessibility.   
 
Referrals 
Overall, referral pathways in southern Syria are poorly established, poorly resourced and poorly 
recorded. Referral rates for specialized care in stable, decentralized health care systems with 
high resolution capacity at the PHC level can range from 14% to 30%.35 Given the noted gaps at 
the PHC level in southern Syria, referral rates could be expected to be even higher. Yet in 2017, 
among 569,106 consultations reported at PHCs, just 1,351 referrals were generated, or 0.2%. 
 

VII. Recommendations and Way Forward  
The Amman Hub Health Sector Coordinators convened a workshop on March 5-6, 2018 to 
review the findings of this report and decided upon a way forward. Health sector partners were 
requested to provide a set of recommendations for each of the key findings - please see Table 
20 in the Annex for a full list of recommendations which have been endorsed by the Jordan Hub 
Health Sector.  Partners were then requested to collectively prioritize these recommendations 
on the basis of a number of variables including the ten core functions of the health cluster, 
severity of need, potential impact, feasibility and timeline.  The following top priorities, ranked 
by level of importance and number of votes, were identified by the health sector partners: 
 

                                                      
35 Forrest CB, Majeed A, Weiner JP, Carroll K, Bindman AB. Comparison of specialty referral rates in the United 
Kingdom and the United States: retrospective cohort analysis. BMJ : British Medical Journal. 2002;325(7360):370-
371. 
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1. Adopt and implement the Essential Health Service Package for primary health care 
2. Strengthen and enhance the referral system 
3. Enhance the capacity of some primary health care (PHC) facilities to deliver specialized 

services such as NCD care, Mental Health and Psycho Social Support and higher level 
reproductive health care 

4. Integrate services for persons living with injury and disability across all care levels 
5. Carry out regular, ongoing assessment of health needs and health status 
6. Improve coordination – particularly with stakeholders on the ground, including 

directorates of health – and ensure joint monitoring and information-gathering 
7. Create and adopt standard operating procedures (SOPs) across different care levels 
8. Improve mapping of services 
9. Conduct joint operational research regarding reported high C-Section rates within field 

hospitals. 
 

These top priorities have been accepted and adopted into the 2018 Jordan Hub Health Sector 
Work Plan which is also linked to the 2018 Humanitarian Response Plan for Syria. A copy of the 
current version of the 2018 health sector work plan appears in Table 21 in the Annex.  The 
Jordan Hub Health Sector wishes to encourage donors, partners and other stakeholders to align 
their efforts with the sector work plan.  
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VIII. Annex  
 
Table 19a: Morbidity Indicators by Location – January to September 2017 (5Ws) – Part 1 
 

 
 War Trauma Anemia 

Chronic 
Diseases 

Psychiatric D Epilepsy 

Subdistrict Health PiN Facilities Cases Facil. Cases Facil. Cases Facil. Cases Facil. Cases 

Al-Khashniyyeh 26,798 6 1,109 2 465 2 183 2 88 2 117 

Al-Fiq 2,026 0 0 0 0 0 0 0 0 0 0 

As-Sanamayn 61,767 3 1,081 4 15,536 4 232 4 206 3 27 

Ash-Shajara 14,720 0  2 753 1 11 0  1 8 

Busra Esh-Sham 16,092 3 1,422 3 8,735 2 349 2 766 2 799 

Da'el 28,900 3 1910 3 4669 3 84 1 3 0  

Dar'a 94,657 7 3,984 7 18,596 7 414 5 1,069 6 1,085 

Hrak 21,539 1 407 2 4,376 2 166 1 828 2 829 

Izra' 29,448 2 30 2 5,880 2 838 0  2 6 

Jasim 30,642 3 978 3 11,360 3 1,667 3 2,625 3 2592 

Jizeh 25,801 1 270 1 1,269 1 213 1 1,088 1 1,088 

Khan Arnaba 31,052 2 53 0  0  0  0  

Kherbet Ghazala 23,434 2 743 2 11,727 2 300 2 1,864 2 1,238 

Mseifra 27,325 0  0  0  0  0  

Mzeireb 85,618 6 1,772 7 24,137 7 762 3 172 4 172 

Nawa 44,085 3 1,122 4 12,239 4 413 2 1,625 3 1,623 

Quneitra 12,463 2 1,169 2 1,019 2 117 2 214 2 283 

Tassil 11,863 1 11 2 3,201 2 91 2 20 0  
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Table 19b: Morbidity Indicators by Location – January to September 2017 (5Ws) – Part 2 

 

 Diarrhea Meningitis 
Respiratory 
Infection 

Acute 
Malnutrition 

Chronic  
Malnutrition 

Subdistrict Health PiN Facilities Cases Facil. Cases Facil. Cases Facil. Cases Facil. Cases 

Al-Khashniyyeh 26,798 2 707 0  2 1077 2 1090 1 3 

Al-Fiq 2,026 0 0 0 0 0 0 0 0 0 0 

As-Sanamayn 61,767 4 1593 2 4 4 28507 3 31 2 9 

Ash-Shajara 14,720 2 173 0  2 1954 0  0  

Busra Esh-Sham 16,092 3 3398 0  3 22372 1 43 1 2 

Da'el 28,900 3 715 0  3 10785 1 20 0  

Dar'a 94,657 7 6744 1 1 7 39616 3 41 3 199 

Hrak 21,539 2 2154 1 2 3 11778 1 6 0  

Izra' 29,448 2 1550 0  2 4606 1 1 1 6 

Jasim 30,642 3 4313 2 15 4 33802 1 104 0  

Jizeh 25,801 1 2560 1 14 1 14411 1 11 0  

Khan Arnaba 31,052 0  0  0  0  0  

Kherbet Ghazala 23,434 2 1846 2 5 2 32803 2 48 1 22 

Mseifra 27,325 0  0  1 4 0  0  

Mzeireb 85,618 6 3089 1 8 7 30034 2 20 1 189 

Nawa 44,085 4 2420 2 7 4 26752 2 24 0  

Quneitra 12,463 2 1414 1 4 2 2480 2 3 0  

Tassil 11,863 1 12 0  2 9446 0  2 137 
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Table 19c: Morbidity Indicators by Location – January to September 2017 (5Ws) – Part 3 

 

 TB Leishmaniasis Measles 
Acute 
Jaundice 

Complicated 
Pregnancy 

 Health PiN Facilities Cases Facil. Cases Facil. Cases Facil. Cases Facil. Cases 

Al-Khashniyyeh 26,798 0 0 0 0 2 7 2 180 0 0 

Al-Fiq 2,026 0 0 0 0 0 0 0 0 0 0 

As-Sanamayn 61,767 0 0 1 1 2 3 4 30 0 0 

Ash-Shajara 14,720 0 0 0 0 0 0 1 7 0 0 

Busra Esh-Sham 16,092 1 8 1 9 1 7 2 72 1 99 

Da'el 28,900 1 157 0 0 1 1 2 4 0 0 

Dar'a 94,657 0 0 0 0 2 4 7 186 1 6 

Hrak 21,539 0 0 0 0 1 10 3 60 0 0 

Izra' 29,448 0 0 0 0 0 0 2 189 1 1 

Jasim 30,642 0 0 1 5 3 18 4 224 0 0 

Jizeh 25,801 1 4 0 0 1 14 1 63 0 0 

Khan Arnaba 31,052 0 0 0 0 0 0 0 0 0 0 

Kherbet Ghazala 23,434 2 127 0 0 2 18 2 129 0 0 

Mseifra 27,325 0 0 0 0 0 0 1 7 0 0 

Mzeireb 85,618 1 1 0 0 2 4 6 213 1 11 

Nawa 44,085 0 0 2 4 3 5 2 52 1 1 

Quneitra 12,463 0 0 0 0 1 1 1 1 0 0 

Tassil 11,863 0 0 1 4 1 2 2 10 0 0 

 
 
Table 20: Recommendations endorsed by Jordan Hub Health Sector Partners on 6th March 2018 
CLUSTER FUNCTION 1: Coordination 

1. Improve coordination: among cluster, sub-sectors and inter-sector  
2. Integrate protection components (e.g. within referral pathway) 

 

CLUSTER FUNCTION2: Improve Relations with Stakeholders 
3.  Improve engagement with communities/local councils/health authorities to help them 

understand levels of care and why support decisions are taken. Particular emphasis 
should be placed on empowering Directorates of Health (DOH) 

4. Awareness-raising about MHPSS services (IEC materials, outreach in schools) 
 

CLUSTER FUNCTION 3: Situation Monitoring/Needs Assessment  
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5. Improved mapping of health facilities and services (HeRAMS) 
6. Regular assessment of needs and population health status should be ongoing with 

special emphasis on PLWID. 
7. Strengthen, evolve Information Sharing Protocols to enable more transparency between 

partners 
 

CLUSTER  FUNCTION 4: Gap Filling 
8. Build & Strengthen referral system (includes Community Level) 

a. SOPs 
b. Triage systems 

9. Facilitate referrals (communication and transportation between facilities) 
10. Strengthen WASH &  
11. Improve referral lab capacity 
12. Health promotion for hygiene, C-section, ANC, etc 
13. Enhance some PHCs to provide some specialized components within it to reduce SHC 

burden (MISP, IMCI, NCD, MHPSS and PLWID) 
 

CLUSTER FUNCTION: 6: Standards  
14. Create criteria / SOPS for- 

a. How we SELECT facilities for support – should be based on need 
b. How we CLASSIFY facilities 
c. How we CHANGE facility level 

15. Adopt Essential Health Services Package across PHCs 
 

CLUSTER FUNCTION 7: Training & Capacity Building 
16. Training needs assessment 
17. Training: 

a. Health care workers to identify and manage specialized MHPSS and PLWIDneeds  
b. MISP training to all nurses, MWs, Doctors 
c. CHWs to identify and refer specialized cases (e.g. MH, PLWID, etc) 

 

CLUSTER FUNCTION 8: Monitoring and Reporting 
18. Coordinate with DOH to take on greater role in monitoring, information gathering (e.g. 

referral pathways) 
19. TB should be included in EWARN Monitoring 
20. Operational research to determine causes/factors behind high c-section at hospitals 
21. Need to know how patient is moving through care pathway. Demands compatible 

systems (e.g. common forms, tools, etc) 
 

CLUSTER FUNCTION 9: Advocacy and Resource mobilization 
22. Advocacy with donors for a) greater attention for PHCs, b) full package of support for 

large hospitals. 
23. Advocacy to keep medevac service running 
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Table 21: 2018 Jordan Hub Health Sector Work Plan 

2018 Health Sector Working Group Work Plan: Jordan Hub 
 

Objective 1 
 

To implement consistent minimum standards of healthcare services across all health humanitarian actors in southern Syria; including implementation of 
Essential Health Services Package and strengthening referrals and health services networks. (Cluster Function 6 - HRP Objectives 1, 2, 3) 

 Activities: Indicators: Timeline:  

1. Final adoption of essential health services package (EHSP) Revised package is endorsed Q2 

2. Adapt/revise referral SOP, facility classification/selection/change SOP SOPs are endorsed Q2 

3. Classify primary care facilities according to the essential package & SOPs # facilities classified Q2/Q3 

4. Select pilot sites for EHSP & health network roll out  Pilot plan endorsed  Q3 

5. Roll out joint pilot of EHSP and referral networks in selected facilities  # referral networks to be 
piloted 

 # facilities in network  

Q3 

6. Monitor and evaluate implementation and feedback to sector and participating partners Pilot report shared with sector Q4 

7. Develop a quality framework for services and remote support (through sub-working group) Framework is endorsed Q2 

8. Roll out quality framework # facilities utilizing quality 
framework 

Q3 

Objective 2 To meet the population health needs and fill in urgent health services gaps across southern Syria through improved preparedness, capacity building, and 
services integration at primary care level, including integration of mental health, reproductive health, and rehabilitation services. (Cluster Function 4, 5, 7 - HRP 
Objective 1) 

 Activities: Indicators: Timeline: 

1. Identify and monitor gaps in preparedness and contingency stock Report is endorsed Q1, Q2, Q3, Q4 

2. Ensure pre-positioning of ePrep and contingency stocks Stock is sufficient to address 
estimated displacement 

Q1, Q2, Q3, Q4 

3. Operationalize contingency plan via creation of Emergency Response Plan (ERP)? ERP developed Q2 Developed 
 

4. Update sectoral contingency plans & ERP Contingency plan is updated 
quarterly 

Q1, Q2, Q3, Q4 

5. Ensure med-evac services are in place SOPs are in place for medevac  Continuous 

6. Identify and monitor services gaps and population health needs Report is endorsed Q1, Q3 

7. Communicate needs and gaps with partners, donors, and stakeholders Meetings with stakeholders  Continuous 

8. Advocate for resources allocation and services planning according to identified needs and gaps Meetings with stakeholders Continuous 

9. Identify training needs and coordinate sectoral trainings plan Sector training plan Q1, Q2, Q3, Q4 

10. Prioritize training delivery according to sectoral priorities Sector training priorities Q1, Q3 

11. Establish an immunization taskforce to monitor and follow up immunization coverage Taskforce TOR developed Q2 

12. Conduct a workshop to address immunization coverage Workshop Conducted Q2 

13. Develop an action plan to strengthen immunization coverage in southern Syria Action plan developed Q2 

14. Pilot integration of rehabilitation and support for Persons With Injury and Disability (PWID) into 
primary care 

 # facilities piloting PWID 

 evaluation report produced 

Q3 
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15. Pilot integration of mental health (MH) services into primary care based upon MHPSS Assessment  # facilities piloting MHPSS 

 evaluation report produced 

Q3 

Objective 3 To improve coordination, information sharing, and feedback mechanisms regarding health services quality and availability, community health needs, and 
contextual updates across southern Syria. (Cluster function 1, 2, 3, 8 - HRP Objectives 2, 3)  

 Activities: Indicators: Timeline: 

1. Organize regular sector coordination meetings  # meetings + # participants  Monthly 

2. Ensure participation of Directorates of Health in health sector coordination and planning activities % activities with DOH 
participation 

Continuous 

3. Update/revise sector information sharing protocol Protocol is endorsed and shared Q2 

4. Collect, analyze, and disseminate regular 4Ws data  # submitted by partners 
4Ws/month 

 % supported health 
facilities for which 4W is 
received 

 # of sector sit reps 
produced 

Monthly 

5. Collect proxy morbidity indicators  # morbidity reports submitted 
by partners/quarter 

Quarterly 
starting Q2 

6. Carry out full HeRAMS activity (HeRAMS) HeRAMS Report endorsed Q2 

7. Ensure inclusion of health data component in annual MSNA (OCHA) Health module included in 
MSNA 

Q3, Q4 

8. Aggregate immunization data from numerous sources Database is established 
Gaps in coverage monitored 

Q2 
Monthly 

9. Strengthen disease surveillance and response across southern Syria  # Sentinel sites in southern 
syria 

 # weekly surveillance 
reports received within 10 
days of data collection 

 # surveillance staff trained 

Continuous 

10. Facilitate partners’ operational research regarding reproductive health (RH) service provision Partners’ research report  
shared with sector 

Q3/Q4 

11. Conduct an MHPSS assessment in collaboration with protection (through the sub-working group) Report is shared Q2 

 


