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Foreword
After years of war, society, life and services in Syria have

been severely impacted. The country has undergone
extensive damage and the population continues to be
subjected to violence, displacement and lack of services

and basic needs.

Many civilians who are the primary victims of
interminable fighting rely on for their health needs on
humanitarian aid. Since the context is dynamic and
access to different populations throughout the country
is often limited, assessing the health caweds for the
local population and the internally displaced people has
been a challenge. Since r#ill7 there has been a
period of relative calm, particularly in southern Syria
6vdzy SAGNY FYR 51 NI | I2PSNY2NI 6Sao Ay
medical care needs have beerifting from war related

to primary and secondary care. This health assessment
was conducted by MSF Operational Centre Amsterdam
in December 2017 and covers most of the towns and
villages in the governorate of Quneitra and the west of

the governorate of D& | | sbuth&ri Syria.

The outcomes of this assessment are meant to better
inform the ongoing operational response and pinpoint
necessary adjustments to better address the needs of

the population irsouthern parts of Syria.
Brett Davis

Head of Missior; MSFOCA Jordan mission
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Executive summar

Introduction

The civil war in Syria experienced its d&niversary on March 172017. Southern Syria (governorates of Quneitra and

0 KS ¢S a&éa) hastbeeh la N&dnghold of the oppositiconsequentlythe government of Syria clashed with
oppositionforces from day one of the war. As a result of the continuous threat of conflict and combat, by the end of
HAMTE 2@0SN) onpXnnn o6FfyYzad KFEIETF 2F GKS NBaAARSyYyd 4k L
and Quneitra. Since a peace egment in Juhy2017 was signed by parties in the south, a nevedical context was
created As a consequence the need of different types of medical services and access to health care hasTakered
sheer demand for health services places enormous strainpablic health infrastructure, and has resulted in
overwhelming patient caseloads, overworked health staff and shortages of medicines and equipewpie living
under opposition control havémited access to primarand secondarhealthcare services a@nessential treatmentin

order to understand the condition of and access to the most crucial health services of Syrian populations in the sout
this health assessment was conducted.

Methods

To investigatehe prevalence omorbidities, healthcare needsnd barriers to access medical care amongst local and
RAALI I OSR LI Lidz laadd2Q0eitrajsylthen SS§ria, wb lusddd $everal methods crosssectional
household survey amongsical and displaced populatioris southern Syriawas performedusing a twostage cluster
design. In December 2017, 721 (4940 people) households have been interviewed to assedersogmaphics, health
care needs and utdlation, selfreported morbidities, norcommunicable disease prevalence and nutritional status and
vaccination coverage of children as well as perceived barriers to different types of healthTbareame questionnaire
used for the household survey was administered to a random sample of 80 patients at eachtbfeth&1SFOCA
supported hospitals in sohern SyriaThe research subjects were investigated qualitatively as well. Interviews with 12
important medical actors in southern Syrla@h Qa s> ! b0o YR mMm K2AaLWAGEFEA Ay azd
were performed Fnally a secondary dataviews was performed to put our health assessment in perspective.

Key findings
0 With the deescalation arrangements and localised hostilities, if persisting, access is expected to

improve in some areas but to remain difficult around frontlines;
The healthcare worker capacity in the two governorates remains deficient;
Guidelines and protocols regarding primary and secondary heath care need to be reinforced,
Medications and medical supplies continue to be required on a systematic and regular basis;
Maintenance of medical equipment is generally disregarded for ongoing support. The renewal of some
equipment would be required in the near future.
9 Study population

0 92.3% of the households approached consented to participate in the household survey;

0 4935 individuad were included of which 50.6% is female; 48.8% of the population is <18 y/o;

0 47.3% of head of households finished primary education; 9.2% hold a grad/university degree;

0 On average 45% of households reported to have higher monthly expenditures than income;

0 The crude mortality rate in the past six months was 0.34 deaths per 10,000 person/days.
M Acute illness

o Of the persons interviews. 29.5% reported to be ill in the past 2 weeks (exc. NCDs or war trauma);

O O O O
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0 23.2% (293/1265) of the persons reported to be ill de@ care, but were not able to access it;

0 Respiratory (67.4%) symptoms and fever (66.7%) were the most prevalent morbidities reported;

o Of this group 83.6% of persons did not access care of a doctor because-oedadation; 8.9% and
7.5% respectively indated that accessibility and affordability was a barrier to access care

o People suffering from acute diseases do not have regular access to treatment although patients do see
care. This is mainly due to the cost of some services, distance to faciitiepiality of the care.

o Of the adult population, 31.3% reported to suffer from at least one NCD;

0 Hypertensions was the most prevalent NCD (9.9%), diabetes (I and Il) was reported by 7.6% of adu
and chronic musculoskeletal disease by 8.6%;

0 15.4% (20/778) of the adults with an NCD needed a doctor consultation but could not access it in the
recall period. Availability of care was seen as main ba(@@i8%); affordability by 54.2%;

0 There is a generally recognised gap in the provision of insulinicivied seem to be available in
insufficient quantities or in formulations that Syrians are not familiar with;

0 ¢NIO1lAy3a 2F LI GASYGaQ NBO2NRa Aa fFO1Ay3 RdzS i

0 The provision of primary health care is generally availalgethe treatment of complications of NCDs is
reported as a gap.

1 War trauma, disability and all surgery

0 4.1% of the population reported to suffer (or acquired) one or more war injury in recall period; 6.3
suffered from a disability; 8% reported to be in deaf surgery;

0 8.6% (17/198) of persons with a war injury unsuccessfully tried to access care, 64% of these persor
found availability a barrier; 44.7% (137/306) of persons with a disability unsuccessfully tried to acces
care, availability (66.4%) and affiability (49.6%) were seen as barriers; 21.7% (85/39)dividuals
that stated to need a surgery in the recall periagre unsuccessfully in accessing care, affordability
(44.7%) and availability (43.5%)ne¢he main barriers to access;

o Trauma care hm been prioritised whereas neemergency surgical services have been partially
neglected; these services are reported to be a gap;

0 Postoperative services are lacking due to staffing, security issues and facilities at the hospital level
Additionally, thee is unclear and suboptimal war wounded case follgw including referral
possibilities. Rehabilitation services are limited and only available in few facilities. Besidesamon
related disability has been neglected.

1 Vaccination and nutrition

0 Care takes reported to have confirmed vaccinations (booklet/card) in 20.1% of the OPV and 20.5% for
the MMR vaccination;

0 In children of one year the MMR vaccination coverage (at least one dose) was 88.1%; for OPV fc
children under one year at least one dose wasvizled to 86.6%; at least one dose in the first year for
DTP 30.8%, HepB 55.6%, Hib 27.2% and BCG 88.4%;

0 Malnutrition was no major issue, with aoplal acute malnutrition of 1.4%;

o0 Low number of cases with serious nutritional concerns has been observed;

o (hallenges observed in regard to access to vaccination, lack of accurate data and storage conditions.

1 Maternal care

Health needs assessmesnuthern Syria 8



0 12.9% of women14-45 y/o) were pregnant at the moment of the survey. 80.3% of these women
received some sort of ANC. 19.7% (31/157) did memeive ANC, awareness (45.2%) was the most
common reason not to access care, whereas acceptability (29%) was a barrier too;

0 20.9% (222/1060) of women delivered in the past 12 months; 53.5% of the deliveries were vaginal at the
hospital, 23.2% used agedion at a hospital/clinic. 29.9% did not receive PNC, mostly (80.6%) because
they were not aware, redlarriers were rarely mentioned,;

o The trend of planned and elective caesareans has increased in the past period of time, mostly due t
access and safety noerns making it difficult for women to reach out to vaginal deliveries;

o0 Postnatal care is not sought as often as pratal services;

o Family planning and awareness are available in some areas but not overall;

o Training and capacity building are habityatitended for doctors but very few for midwives and nurses

Summary and conclusions

Since therewasa cease firan Wdzf € H n mand Ruyheit | tHedl lare several resources reporting on a decline in
war related trauma. This change of context allowg8dNJ | 6 SO GSNJ adzLILI2 NI 2F KSIFf GK
government of Syria has no presence in the study area. This study agdrmpprovide a baseline of health care needs
and barriers to accessing health care during a relative peacefwddBiy triangulating information sources, we have
attempted to cover important health care subjects from different perspectives. There is little data with which we can
validly compare our findings, since this information often stems from before the c@&aseatcompanied by different
health care issues.

This survey revealed important health care needs of the Syrian population as the majority of adults and children neede
health care AlImost one thirdof the population reported to be ill in the past 2 weelkxcluding war related or chronic
conditions. Fothe mostlyacuterespiratory and abdominalonditions 20% of people did not receive care when sought;
with as main reason that they setiedicated and people could not access because of costs or distdhoat 30% of

the adults (>X y/o) reported to have at least one NCD, which is relatively high compared to for instance the NCLC
prevalence among Syrians (22%) in Irbid governorate, Jordan. More than ttafpefoplethat could not access NCD
careindicaed availability and affordability as abarder 5 Sa LA GS adzoadl yiAlrf STFF2Nlia ¢
and Quneitra, this survey indicated unmet needs for NCD health care.

6.3%of the adult population reported to suffer from disability, maimkiysical disabilities to limps due to war trauma.
Over50% of the people witta need of carefor the disability did not have access to appropriate health canestly
because of the lack of available servicBglated to this is the prevalence 4% of warrelated injuries, chiefly due to
shrapnel wounds and fractures; 25% of the cases did not have access to suitable care. For both disability and war inj
the reasonsperceivedfor not accessing carevere a lack of availablserviceand the affordability Within the total
population, 86 of the people indicated to need surgery in the past 6 mordahmpst 896 of this group did access and
receive surgery.

For secondary care related to war trauma, disability and war injarlgrge gap in health care needsists With the
exception of general surgery needs, which has been addressed rather well considering the. conte

Malnutrition rates arebelow worrying thresholg with a GAM oflL.4% indicating that there is no large need itra

focus onfeeding programs.

The vaccination coverag®f childrenis challenging to measure. Access to vaccinations is erratic and documentations
poor. MMR, BCG and OPV are covered well, but DTP, Hepatitis B and Haemophilus infli€haavBccination
coverage remains a problemjtiv outbreaks not being unusual.

Health needs assessmesnuthern Syria 9



Regardingnaternal care, pregnant womah K 2  Retelv ANGnhdicate that this igypicallybecause of awamess or
availability reasons€Even though maternal health careimsproving there is still a significant gagnd a focusis heeded
to increase awareness f&NC and PN@s well as family planning
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1. Introduction

1.1 Background

The civil war in Syria experienced % anniversary on March 172018. The war hageportedly claimed almost half a
million human lives and displaced over 12 million people of which an estinfat@dmillion people are arrently
displaced throughout the countty

Figure 1:Territories and forces during the Syrian civil war, 29 November
West5 | Nahtl Quneita indicated in the southvest

M Syrian government forces
W ISIL
Kurdish forces
Rebel forces
M Turkish backed rebel forces
M Israeli occupied Golan heights

Southern Syria has been a stronghold of the opposisimee the conflict startedcurrent political situation, Fig.?L By
October 2017, over400,000 persons were considered internally displaced [IDPs] in bdihl NJarnd I Quneitrd
governoratedn southern SyriaThe conditions of the IDP populations and their access to services are subject to the loca
governance of the region they settle in. Due te thighly dynamic and insecure situationDar"a, hospitals and edical
structures in the area have beeifectedleaving remaining clinics and hospitals wigilucedcapacity according to the
World Health OrganisatiofiWwHOF. Converselyjn July 2017, a significant shift in the situation occurred, with the
brokering of a new descalation agreement for soutlvest Sy by US, Russia and Jordam the governorates of

5 I N&ht Quneitra there has since beameduction immilitary action with the excepdin of bordering areas ansl I N | |
city. Since early 2018, increases in war violence have been described.

1.2 Context

In the past decades, thgovernment of SyrigGo$ has placed an emphasis on the healthcare system, through reforms,
national health program, longterm strategies and an expanded geographical coverage and equitable distribution of
service8. The population has the right to comprehensive healthcare as stipulated in the country constitution. Before the
crisis, the healttsystemin Syria consisted of primary healtare[PHClservices through public PHEntresand curative
services through public and private facilitisH nnc > {@NAF Q& KSIFf (0K Lzt A0 aS002
hospitals and 1534 healitentresand points across the countty

Since the start of the crisis, the healthcare system has been fragmehtedgh interruption of different services.
Without support from humanitarian agencies, the medical facilities, particularly inoffygositioncontrolled areas,
would not have been able to fully respond to the existing healthcare féelsis is due to shortage of medical supplies,
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shortage of the healthcarevorker force and capacity constraints in the existing healthcare facilities. The security
restrictions have alsolayed a significant role in destabilizing the provision of medical services; some facilities for
instance had to relocate to safer areas due to recurrent attacks on medical structures. Moreover, the ordinary medics
care had to endure changes and adaptapfor example self or hordeased care had to be considered when patients
refused to risk a stay in the hospitals after a surdferVhe shortage of héthcare personnel has letb the remaining

medical stafbeing dividedbetween manyhealthfacilities, or to rely on other usable capacities to provide medical care
(i.e.Gsections being performed by general surgeons due to lagymdiecologisis?.

Box 1: World Development indicators on Sytta

!

!

Health expenditure, total % GPD, was 3.3 from 2(
throughout 2014 compared to 4.5 in 2004.

Urban pmpulation (% of total) increased from 55.7
2010 to around 58.1 in 2016. As for rural populatic
the rate decreased from 44.3 in 2010 to 41.9 in 20:
The annual % of population growth dropped from &
in 2008 to 0.9 in 2010 and t4.6 in 2016.

Persols aged 65 years and above represented 4.
of the total population in 2016 compared to 3.6%
2011.

Life expectancy at birth, total (years) dropped fro
74.2 in 2004 and 72.3 in 2010 to 70.3 in 2015.
Death rate, crude (per 1,000 people) increased fr
4.5in 2010 to 5.59 in 2015.

Birth rate, crude (per 1,000 people) decreased fri
25.2 in 2011 to 22.2 in 2015.

Mortality rate per 1,000 male adults in 2015 we
274.7 compared to 233.5 in 2010 and 151.4 in 20
while among female adults dropped to 81.5 in 20
compared to 84.9 in 2010.

Inflation increased significantly from 4.8% annually
2011 to 36.7% in 2012. 14.2% of the total labor fo
in 2017 is unemployed.

Suicide mortality rate (per 100,000) increased frc
2.3in 2010 to 2.7 in 2015.

The political instability, armed conflict, breakdown of
government services, limited access to healthcare,
insufficient vaccination coverage, food shortages and the
lack of qualified medical staff and supplies have
contributed to an increase in morbidity and mortality
among civilians living isouthern Syri&. The curreniDPs
are likely to beat riskof infectious diseases, malnutrition
andthe aggravation of nowommunicable diseases due to
absence of continued care, the lack of access to maternal,
neonatal and child care, war related surgery and
vaccination&®.

Consequentlythe demand for health servicdsas placed

a strain onthe public health infrastructurén 5 I NJ&nid |-
Quneitra. There are repastof overwhelming patient
caseloads, overworked health staff and shortages of
medicines and equipmetit Before the warthe health
care infrastructure was well establishedn these
governoratesbut six years of conflict hampactedon the
health care delivery system?. This breakdan of the
hedth care serviceshas affected thehost and IDP
LJ2 LJdzf I G A 2 ¥ Q Sacceds dodsic A health dar2.
Additionally, appropriate surveillance of current health
care needs and knowledge about access to health care is

deficient, resulting in gaps of informatiorbaut the provision of essential health cateThis survey attempted to
addressimportant health care needs in southern Syea well as to identify the barriers to accessing care in order to

have an informed response by MSF and medical actors.
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2. Objectives

2.1 Primary objective

To determine 18 KSIF f G K OF NB ySSRa ¥F2N f2O0NEnd IQugeltdazbyl edtimaing the y R
prevalence of underlying morbidities, vaccination coverage and identifying barriers to access health care, in order |
obtain a baseline that can guidéedicines Sans Frontier8/[SH and actor response.

2.2 Secondary objectives
I. To describe the socidemographic characteristics of the surveyed population including age, gender and household
characteristics.

II. To estimate the prevalence of sedfported morhdities, an estimate of the prevalence of noommunicable
diseases, and theain reasons for requiring medical care.

lll. To estimate the vaccination coverage for key vaccine preventable diseases in childrerb8gadrihs.

IV.To characterise health pa utilisation, thedegree of access to healthcare for common morbidities in the population
(health seeking behviour) and determine the most common barriers to access to health care.

V. To estimate the global acute malnutrition [GAM] rate of in childreeda&b9 months.

VI. To estimate the prevalence and access to care of cordlated trauma, disability and surgery during the recall
period.

VII. To what extent maternal and reprodtive health services are utiid by assessed crisa$fected women of &-49
years of age in this area.

VIII. To estimate the retrospective mortality and cause of mortality.

IX.To better understand the configuration of the health system following the crisis, the characteristics @iee&ing
and the quality of the services.
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3. Methods

1 Mixed methodsapproach including a dodpb-door survey interviews with patients at hospitals
secondary data review; qualitative interviews with medical NGOs and UN, health care providers &

informants

1 A two-stage cluster sampling methodology was chosen fortthesehold survey adopting sample siz
on basis of vaccination coverage, global acute malnutrition and prevalence of morbidities

1 704 households over IXlusters were randomly selectgd

=

The secondary data review included analysis of reports on the mexiotéxt in the past two years
1 Qualitative assessments were held using sstnictured interviews, summarizing results following tl

most prominent health subjects

Health needs assessmesuthernSyria

Figure2: IDP and local population distribution in weStl NIrid IQuneitraon basis ofdcal council
population data Black crosses are hospitals supported by /@8 Thick dotted grey line is the extent of
the study area; border between Quneitra and wést NJ8 thé thick black line; thin dottkline are sub
district borders
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3.1 Study population and area

Theassessment was conducted in the western parbdf Ngbleknorate and Syrian Quneitra governoratesimithern

Syria on IDPs as well as the host population. This excludes areas taken @ter Isimic State of Iraq and the Levant
[ISI$ (JKW zone left lower corner Fig. 2) in addition to areas controlled by the GoS (dark grey zones Fig. 2) but incluc
most of the opposition controlled zones, which is indicated by heat maps of the villages andino@useitra and west

5 I NJIBig.12. The catchment area includes almost all villages and towns in figure 2, except for some towns too close
the GoScontrolled borders. No camps were included in the assessmgrit. NI2 Isifuated in the southvest of the
country and covers an area of 3,7BM2, whereas Quneitra under Syrian authorities cover 804km2.

3.2 Study design

In order to obtain a comprehensive understanding of the current situatios in NEnd Runeitrawith regard to the
health needs and barrisrdifferent methodologiesand interrelating techniques were appliéd order totriangulatethe
gatheredinformation and data Methods on process and implementation are to be found in Ann&o laddress our
objectives, the following approaches targeg different groups were utilisd.

Quantitative:

1 A household surveya crosssectional population based health survey using rmthige cluster sampling based
on the assessed context, geographical setup and the target population; obtaining-demeagraphic
information, to characterise access to health care and to estimate the prevalence of morbidities and mortalities
and vaccination coverage amongst local population and IDPs (section 3.3).

9 Patient questionnaires at clinics and hospitalhe same questions we used in the household survey amongst
patients visiting MSF supported hospitals, to compare differences with the commimityorbidities and
information on access to health care and critical health ceeedsmaternal health and war related care (sectio
3.4).

Qualitative:

1 Semi structured interviewswith Syriamedical facilities(international) norgovernmental organisations [INGO]
United NationsUN] agencies and key informangsection 3.5)

1 Secondary data reviewcompiles outcomes from internalnd external data reports, situation analysis, and
assessments specifically connecting to the medical context in (Sgaton 3.6)

3.3 Household survey

3.3.1 Definitions

Definition of householda householdwasdefined as a person or a group of pegpleno live together in the same unit
(shelter, house, apartment) and who aneder the responsibility of the head of household [HoHje whole household

was included, no matter the age of the household member or the relation with the other members. Tkehwdd
definition includes all individuals who have been living in the household at any time during the recall period, includin
those who arrived or departed within the recall periodisitors who are not considered under the responsibility of the
housetold head were not considered to be household members.
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Definition of head of householddult hodza SK2f R YSY 0 SNE isndentifiedirecbighied 2istthelleddSof | Y
the group living together; andan give accurate information on all demographicdamortality issues in his/her
household (can describe with reasonable accuracy the events thatreccduring the recall period); angas lived in

the household the entire recall period

If the HOH was not present at the time of the survey, another petbat satisfiel all above criteria except the second
point, waseligible to act on behalf of the HoH.

3.3.2 Inclusion and exclusion criteria

A household was included in the survey if the HoH meets the definition above, ploamdéenformed consent and
currently lived in the selected household. A household was excluded from the survey if enumerators were not able tc
locate the potential HoH after two attempts of traciagd if the HoH refused to participate in the survéfymore than

one person qualified ad/or acted as the HoH, these individuals had to decide who would answer questions for the
household. If theravasno consensus, the household was excluded from the sur/egre were no exclusion criteria
regarding gender, religion and nationality.

TheHoH was prioritied for the interviewQuestions related to child healthiere asked to a female caretaker. Questions
aboutante and postnatal care [ANCPNCwere only askedio females in the chid bearing age (#%y/o) present in the
household willing to maswer these questionsSimilarly, questions related to namommunicable diseases [NCDg}re
asked to theanyaffected person directly.

General and specific inclusion and exclusion crit@gee as follows:

A person was included in the study if s/he d#isall of the following criteria:iving in the selected householdhformed
consentwasgiven by the head of the househagldnnex Il foinformed consent forrg). A person was excluded from the
study if s/he efusdal to participate in the study. We useatlditional specific criteriadr the different survey topicdNon
communicable disease: all ages living with one or more of the following conditiypertension, cardiovascular
condition, diabetes, chronic respiratory diseasausculoskeletal diseas€rildren health: undefive years old Maternal
health: females and aged 1515 years old that are pregnant and/or had a birth (live, still or terminated in the Jast
months).

3.3.3 Recall period
We included three different recall periods in the questiomaai

f Forthe prevalence ofcute illnessand accessing healtin the householgdA y Of dzRAy 3 ISy SNI €
the recall period wathe previoustwo weeks;

1 For NCD prevalence the moment of interview was us#ut recall periodfor accessing health oa (doctor
consultation)wasthe previoussixmonths;

1 Forprevalence oiwar injuries, disability andeed forsurgery, we asked if they were suffering (including newly
acquired) from the condition in the pastxmonths the recallperiodfor accessing hdtn care (doctor/specialist
consult)wassixmonths;

9 For all ANC and PNC related questiathe recall period warespectivelysince the pregnancy/delivery

1 Forthe prevalence of pregnancies the moment of the interview was usmdgeliveries a recall peod of 12
months was used.
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Figure 3 Catchment areas in we& | NEnk RQuneitra indicated in red. Areas where the population is |
Ftt2pAy3 20t O2dzy OAt Qa RI (I dackddtsyDRsgior boandaHeS yh m
and names in italic font; villages in snfafft.

3.3.4 Sample sizand sampling method

The sample size calculation took into consideration different estimates of vaccination coverage, prevalence
malnutrition (Global Acute Malnutrition; GAM), mortality and prevalence of iiuities. The largest sample size
estimate was retained in order to ensure sufficient power to estimate all four of the abmmioned outcomes.
Considering a vaccination coverage of 50%, a design efféebaind an estimated 1.2hildren <5 years perdusehold

and a 10% nomesponse rate we neted to include 704 householdEmergency Nutrition Assessment [ENA] thoe
Standardsed Monitoring and Assessment of Relief and Transiti@4ART] and OpenEpi software were used for the
calculations.A two-stage cluster sampling methodology was chosen as an adaptation of the stasedrdiethod
recommended by the WHOguided bythe SMARY. We divided the required sample size of 704 households in 101
clusters of seven households (101xThe sampling frame included all villages that we could access in the survey
catchment aredblack dots Fig. 3)Me randomly selected 101 clusters from thisising population data from the local
councils Using the Arc geographical information systeBSRI 2016 ArcGIS Desktop: Release 10. Redéamishe
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