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1. Without strong health systems we
will be unable to meet the unmet
demand for family planning and
broader sexual and reproductive
health services
2. Conflict and crisis (such as natural
disaster) wreak havoc in terms of the
health workforce, information
systems, governance, commodity
availability, infrastructure, and
financing
3. Simultaneously, conflict may create
greater demand for services
4. The post-conflict period may provide
opportunities for Building Back
Better

Methods
• Review of the literature on health
system reform in post-conflict
settings and developing countries;
• Examination of international
priorities in gender equality
through an analysis of
consolidated appeals for five
countries affected by conflict;

• Case studies of countries emerging
from conflict.

Strong health systems are crucial to family
planning

The effects of conflict
on health systems
• Displacement (increased travel time to health
facilities)
• The destruction of health facilities

• The death and movement of health care
workers
• Limited medical supplies

• Heightened inequity and disparity in health
• Gender and sexual violence

Despite a focus on maternal health & SGBV….
• Donors and national policy-makers do not tend to challenge the social and
cultural norms that denigrate women and girls, and impair their health.
• The humanitarian response overlooks both family planning & domestic
violence.
• Little consultation on health has taken place within the community,
including the participation of women.
• Interventions fail to include health as a bridge between humanitarian
assistance and the long-term capacity building of the health system.
• Humanitarian interventions are not underpinned by robust data which is
broken down by sex.

The current approach is
ailing and failing
• International efforts to improve health in post-conflict
countries have missed the opportunity to create "gender
equitable health systems", founded on the principles of
gender equality, and responsive to the different health needs
of women as well as men.
• Humanitarian assistance aimed at promoting gender equality
is overwhelmingly focused on sexual violence and maternal
health.
• The lack of research into gender and health systems in
developing countries let alone post-conflict settings is
holding back efforts to reform health systems. Research is
blind to gender equity concerns: gender issues are somehow
considered to be outside the realm of the health system. More
research is needed into indicators to identify gender disparities
in health.

Conflict/crisis effects family planning

“Family planning services are desired by women living in crisis
situations when offered in a manner appropriate to their needs, yet
services are rarely adequate to meet these needs. Refugee and
internally displaced women must be included in national and donors'
plans to improve family planning in Africa” (McGinn et al, 2011)
• “The need for reproductive health care, including family planning,
does not diminish during or after crises; rather, the need grows, while
supply diminishes. Yet the health delivery system, including health
care providers, donors and NGOs, often relegates family planning to a
second- or third-tier intervention after the more “urgent” needs of a
population are met.” (Voices from the village, 2007, USAID & CARE,
DRC).

Impossible Nowhere
Family Planning for Women and Girls in Crises

• Family planning must be recognized as a right of all women and girls, regardless
of where they live, or their displaced status.
• Family planning, including long-acting and permanent methods, must be a
priority in responding to acute emergencies.
• All health care interventions should include family planning.
“Family planning is not a primary component of the international standards for
reproductive health in emergency response, most notably the Minimum Initial
Service Package for Reproductive Health in emergencies. As a result, other
reproductive health services are prioritized before family planning is made
available, if ever” (IRC, 2015)

The impact of gender-blind
reconstruction policies

Northern Uganda

• Suffered cycles of intense
violence since 1986, leaving
many dead and internally
displaced persons (IDPs)
• During the war, women
experienced high levels of sexual
violence; young men were not
exempt. Even in the "protected"
camps, sexual violence was rife.
Indications are that fertility rates
increased after the war

• Reproductive health indicators in general
poor which suggests a lack of equitable
and free access to services
• In IDP camps the total fertility rate high at
8.6, compared to 6.7 nationally
• The contraceptive prevalence rate in
northern Uganda was much lower than
nationally and just 30% of babies were
delivered in a health facility
• An analysis of research in Gulu district
found that post-conflict health reform
focused too much on the reconstruction
of health facilities, and maternal and child
health
• Number of health care workers low and
little attention paid to needs of female
staff
• Poor data systems mean difficult to
measure access to services
• Informal user fees may hamper women’s
access to services

Sierra Leona

• The Civil War took place from
1991–2002
• Hundreds of civilians suffered from
limb amputation while thousands
of girls and women were subjected
to sexual violence
• A number of Sierra Leonean
women's groups advocated for
gender equality, however, little
effort was made to integrate their
work into the humanitarian
response

• The maternal mortality ratio is 857
per 100,000 live births due to a
shortage of health workers and
obstetric equipment
• Low use of modern contraception
(just 21% of women), and unsafe
abortion
• Although key legislation to address
gender inequality was adopted in
the post-conflict period, advances
in the status of women were
modest and widespread
acceptance of customary law
remains an obstacle
• Following the end of conflict, about
70% of health expenditure came
from "out-of-pocket" expenditure

Opportunities for
Building Back Better

Identify the different health needs of men and women
resulting from conflict and beforehand. Appropriate
indicators should be used, including data which is broken
down by sex. Consultation should take place with the
people affected by conflict – and this should include
women.
Understand why men and women’s health needs differ.
Health is not only influenced by biology but also by the
gender norms that undermine women and girls. Women
and girls often bear the brunt of the impact of conflict.
Respond to these differences effectively both in providing
health care and restructuring the health system.

Policy makers

In restructuring the health system,
policy makers should adopt a
comprehensive approach to
gender, health and conflict that
addresses the health needs of
women as well as men. Policymakers need to recognise that
health systems can be a powerful
tool in combating gender
discrimination.

Researchers

We need to fill the gaps in the
limited number of studies on
health system reform which
address gender. Researchers are
urged to reach consensus on
indicators to measure gender
disparities in health, and to agree
a definition of a gender equitable
health system. Clear guidance is
needed to inform policy-makers
and advocates.

Advocates

Advocates should raise awareness of
the importance of rebuilding health
systems that reinforce gender equity.
Gender advocates can play a key role
in calling for women’s health needs
to be addressed in health system
reform, particularly in the areas of
equitable financing mechanisms,
developing the health workforce and
leadership and governance as well as
access to comprehensive sexual and
reproductive health services.

Donors

Donors are urged to fund muchneeded research to supply an
evidence base, and to support
advocates and policy-makers in
considering health reform from a
gender perspective

If we Build
Back Better

Health systems will be able to
respond better to the different
health needs of women and men
and thereby improve health.
Benefits will be reaped beyond
health.

Rebuilding health systems to reflect
the needs of men and women, and
enable health workers to fulfil their
potential, can have a ripple effect
which advances gender equality in
society. What’s more, research
indicates that those countries where
women enjoy higher status are more
peaceful and stable.

Learn more (www.buildingbackbetter.org/)

Key references
• IRC (2015) Impossible NowhereFamily Planning for Women and Girls in Crises International Rescue Committee | NOVEMBER 2015
https://www.rescue.org/sites/default/files/document/467/impossiblenowherefinalhighnov15.pdf
• McGinn T. et al Family planning in conflict: results of cross-sectional baseline surveys in three African countries Conflict and
Health20115:11
• McGinn T., Reproductive Health of War-Affected Populations: What Do We Know?
https://editor.guttmacher.org/sites/default/files/article_files/2617400.pdf

• Percival, V. Richards, E. Maclean, T. Theobald, S. (2014) Health Systems and Gender in Post-Conflict Contexts: Building Back Better?
Conflict and Health, 8:19
• SSali, S. Theobald, S. Namakula, J & Witter, S. (2016) Building post-conflict health systems: A gender analysis from Northern
Uganda in Ed Jasmine Gideon “Handbook on gender and health” Edward Elgar: UK & USA

• Srikanok et al (2017) Empirical lessons regarding contraception in a protracted refugee setting: A descriptive study from Maela
camp on the Thai-Myanmar border 1996 – 2015. PLOS ONE https://doi.org/10.1371/journal.pone.0172007
• USAID and CARE (2007) Improving Lives through CARE’s Sexual and Reproductive Health ProgramsmMeeting Needs for
Reproductive Health Services in Post-Conflict Environments: CARE’s Family Planning Project in the Democratic Republic of the
Congo http://www.care.org/sites/default/files/documents/MH-FP-2007-DRC-VfV.pdf

Acknowledgements

• Valerie Percival, Norman Paterson School of International Affairs,
Carleton University, Canada
• Kate Hawkins, Pamoja Communications & RinGS
• Sarah Ssali, School of Women and Gender Studies, Makerere
University, Uganda & RinGS & ReBUILD consortium
• Haja Wurie, College of Medicine & Applied Health Science, Sierra
Leone, RinGS & ReBUILD consortium
• Rosemary Morgan, John Hopkins University, RinGS consortium

