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Women’s and Children’s Health in Conflict Settings:

The Current Landscape of the Epidemiology and Burden

As part of a series that discusses findings from the BRANCH
Consortium’s research on sexual, reproductive, maternal,
newborn, child and adolescent health and nutrition (hereafter
“WCH”) in conflict settings, this brief sets the stage by
describing the current research landscape of the epidemiology
of WCH in conflict settings and the burden of conflict on WCH.
This brief also highlights gaps in the current WCH landscape,
suggesting potential opportunities for further research and
next steps to fill in the research gaps.
This brief is intended for local NGOs, governments,
international organizations, UN agencies, funders and
donors, health care workers, communities, and other key
humanitarian actors who can all play a part in understanding
and bettering WCH in conflict settings.

Introduction
The nature of war and conflict has changed over the
past decades. Conflict now spans across country
borders, with many having complex international
affiliations going beyond states and resulting in
threats to international peace and security.1,2 These
intrastate conflicts are also more protracted or
longer, averaging 20+ years.3
International Humanitarian Law (IHL), or the law
of armed conflict, regulates the conduct of war

and aims to limit the impact of armed conflict by
restricting and regulating means and methods
of warfare, as well as protecting persons not
participating in the hostilities. However, IHL
concentrates mostly on the direct effects of war,
namely traumatic injury, both physical and mental,
and death due to bombs and bullets during combat
operations. Whereas war also generates indirect
effects through the destruction of the essentials
of life, including food, water, shelter, medical care,
and increased insecurity resulting in suffering and
death.4

Each conflict is unique. Still, there are trends that
are particularly important in assessing the
challenges and risks facing WCH in conflict
settings.5

The fundamental challenges confronting
humanitarian and health services in the face of
conflict have to do with an increasing disregard
of IHL, with the boundaries between combatants
and civilians becoming further blurred leading to
higher rates of morbidity and mortality. In modern
wars, civilians have been shown to have higher
rates of morbidity than soldiers.5 In instances of
embedded combatants in urban settings, as well
increasing occurrences of attacks on civilians,
healthcare workers and facilities, much larger
numbers of vulnerable women, newborns, children
and adolescents may be disproportionately and
severely affected than otherwise.4,6

Approximately one-fifth of the world’s population
of women and children are living in countries
experiencing armed conflict. In 2017, approximately
420 million children under the age of 18 years
were living in areas affected by conflict.9 Of the 20
countries with the highest neonatal mortality rates,
19 are in conflict.1,10,11

Conflict and WCH:
The Current Research
Landscape

It is well-known that food security is threatened
during conflict, and previous studies have
demonstrated elevated levels of acute malnutrition
in children. Modern-day famines mostly take place
in countries in conflict.12 Elevated levels of chronic
malnutrition in children are also common and more
pronounced among children living in the proximity of
more severe conflict.6

Giving Voice to the Communities

The burden of mortality (and morbidity) as a result
of armed conflict has been a topic of considerable
debate. Estimates of direct and indirect deaths
associated with armed conflict have been difficult
to generate as accurate data are rarely available,
particularly for women, newborns, children and
adolescents.6,13,14 Also, the effects of conflict on
women of childbearing age might, in turn, have
additional effects on their children. In some cases,
conflicts during which women are at a substantially
high risk of dying can have important implications
on the number of orphans.15

There is a need for the humanitarian health
community to understand and respond to
challenges that arise from a disregard for IHL.4
However this group represents just a fraction of
those working in such settings. It is important to
bring in diverse players into these discussions, in
particular the inclusion of voices rarely heard is
imperative – such as communities directly and
indirectly afflicted by conflict, women, children and
adolescents, combatants, and workers providing
ongoing aid and services amidst everchanging
insecurity and chaos.7,8

Still, estimates suggest that, in general, indirect
effects of conflict (due to the destruction of
shelter, food and water supplies, health care and
other essentials of life) are markedly larger than
the direct effects of conflict (injury and/or death
due to physical violence during conflict).6,15 The
consequences of indirect effects of conflict
are also pronounced among women, newborns,
children and adolescents,5,15 and may be
exacerbated when security concerns jeopardize
access to humanitarian aid.7,8 For example,
exposure to armed conflicts is associated with an
increased prevalence of anxiety disorders, such
as post-traumatic stress disorder, and depression
among children,16,17 adolescents18 and women19 both
during and after conflicts.

Local insight into what is needed and why, elicited
through meaningful community engagement and
participation in priority-setting, is crucial. Such
engagement and participation would include
listening to local concerns and
understanding their priorities.
Testing and evaluation
of models for effective
community engagement
in humanitarian health
programming would also be
useful.
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The Missing Pieces in
the Current Research
Landscape

Conflict and Orphanhood
The BRANCH Consortium compiled new evidence
on the harmful effects of armed conflict on noncombatant populations, in particular those children
who are orphans due to conflict.

The measurement of the number of deaths among
women, newborns, children and adolescents due to
conflict is complex and subject to much speculation.
Global efforts to compile data on violent events and
fatalities are also limited and compounded by a lack
of gender and age disaggregated information on
indirect mortality.15

Losing a parent has well-documented
consequences for the health and human capital
of the child, and losing a mother is particularly
detrimental.20,21 Mortality among women of
childbearing age was shown to increase by 21% (on
average), and children 0–15 years-old exposed to
armed conflict were, on average, 6% more likely
to be orphans when living near any conflict and
42% more likely to be orphans when living near
conflicts of highest intensity, highlighting a link
between these events, distinctions between types
of conflicts and the need for
more focus on this neglected
group.5,15

While some information exists, there is a need for
better data on the burden of conflict for women,
newborns, children and adolescents,6 including
better empirical information about the direct and
indirect effects of armed conflict on morbidity
and mortality of women of childbearing age, who
are rarely involved in the fighting.24 Moreover, the
extent to which conflict leaves surviving children as
orphans could benefit from further exploration.15

Statistics on Internally Displaced
Persons (IDPs)
Forcibly Displaced Populations
Due to Conflict

The quality of statistics on IDPs is often poor
due to challenges in counting mobile populations,
differences in statistical definitions of this group
(e.g. the classification of nomads or of children
born to IDPs are often unclear), overall blurred
definitions as to what defines an IDP, poor
measurement around the time that displacement
ends (e.g. return migration, urban settlement,
death), and incentives to both under- and overreport.22,25 The conditions for IDPs may also differ
greatly depending on the living
conditions they are faced
with and any associated
vulnerabilities, which are
important to understand to
make the statistics more
accurate and meaningful.6

Of the approximately 71 million people who were
forcibly displaced in 2019 due to conflict, the
majority were women and children, making this
group a largely affected population.10,22,23 While
many moved to other countries, most remained
in their countries as internally displaced people
(IDPs). Of the total number of IDPs globally, women
and girls represent approximately half and children
approximately 40 per cent.10,22,23 Both displaced
and non-displaced populations experience
elevated risks of morbidity and mortality in
conflict settings.7 The risk of mortality for women,
newborns, children and adolescents due to indirect
effects also increases substantially in response to
nearby conflict, with more
intense and chronic conflicts
associated with greater
mortality increases.6

Even so, there are obvious data gaps within the area
of WCH in conflict settings where research is clearly
needed. There is virtually no information on the
burden of conflict-related stillbirths, on conflictrelated exposures and health outcomes among
orphans, school-age children and adolescents, or
on the intergenerational health effects of conflict.24
Data on adolescents - boys and girls ages 5-17
years - is sparse to non-existent, highlighting a
major gap for this age group.6,26-33
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likely attributable to the (safety and security)
challenges of collecting such data and information
in conflict settings,6,7 and the many constraints on
humanitarian health responders’ capacities and
time. Other gaps in the literature may reflect actual
intervention gaps in the field. While data collected
post-conflict could help fill in some of these gaps,
impacts on displaced populations would still be
absent, including those that perished.

It is also important to point out additional areas in
relation to WCH for which research exists, but with
limited evidence:
While the impact of conflicts on morbidity
from infectious diseases can be profound,
there remains a lack of data regarding
effective preventive and therapeutic
responses.26 Disrupted water and sanitation
systems,27 crowding, mobility and
breakdown of immunization services within
conflict zones lead to an increase in risk of
serious infectious outbreaks.28

Next Steps – Filling in the
Research Gaps

Although physical injuries among women,
children and adolescents from direct
conflict as well as unexploded remnants
and ordnance can be catastrophic, the
magnitude of the burden from such physical
injuries is largely unknown.29

A stronger global commitment to improve data
collection is critically needed to better understand
the issues facing conflict-affected women, children
and adolescents and mitigate the impact of armed
conflict on their health. A gender lens should be
incorporated into the analysis and interpretation of
the data, alongside the disaggregation of data by
key variables, such as sex and age.

The evidence on the impact of conflict
on non-communicable diseases (NCDs)
remains limited, while the importance of
this issue is rising.30

Innovative, near-real-time reporting systems
could take advantage of technological advances,
such as satellite and remote imaging methods,
cloud-based health and other databases, and could
provide information that is vital for crafting a rapid
response to urgent needs in conflict settings. These
systems could also improve both the amount of
data captured as well as the quality and relevance
of the data and provide a basis for ensuring greater
privacy, data protection, and other ethical and
security-related safeguards.35 The systems could
also include a knowledge translation component
to promote and facilitate the translation of
evidence into global, regional and local policies and
programs.

Mental health effects of conflict have been
widely documented but remain inadequately
addressed in most conflict settings,
especially for post traumatic stress disorder,
depression and anxiety disorders.27
Sexual violence against women, children
and adolescents in conflict also remains at
extremely high levels,9,31,32 with variability
between conflicts and major challenges in
obtaining reliable population-based data.33
The number of adolescent marriages and
fertility patterns, and the implications of
this during conflicts could also warrant
greater understanding.23

Data collection within refugee and IDP camp-like
settings remains important and the development
of methods to address the needs of populations
dispersed in non-camp settings is of urgent
concern. Well-designed small-scale local surveys
(e.g. SMART surveys) as well as the development of
novel methods to collate information across existing
routine information systems could be of particular
utility.36

All of these issues are further complicated by the
current COVID-19 pandemic and warrant further
investigation.
We are also only beginning to understand the
immediate versus long-term effects of conflict on
WCH in modern conflict settings.8,24 For example,
much more is known about the mental health
impacts of war on soldiers22,28 than on the long-term
mental health consequences of war and conflict on
women and children.34

Consideration could also be given to task-sharing
strategies that actively support aspects of research,
alongside community-level implementation, that
speak directly to the local humanitarian and service
delivery landscape.8 For example, community
volunteers could play an important role in data
collection as well as monitoring and evaluation

There is a need for more data on WCH in conflict
areas. Some of these gaps in the literature are
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activities, in addition to service provision, particularly
through the adaptation of simple, low resource
methods and newer technologies to capture
data (such as through hand-held digital devices).
Information collected by community workers can be
collated and linked to existing information systems
in such settings, which could lead to more rapid
feedback and action.8

shelter, food and water supplies, and health care.
Although efforts to prevent and mitigate harm
in these unstable environments must navigate a
complex security and logistical landscape, effective
interventions are indeed possible. However, the
available evidence also documents the urgent
need to improve these intervention strategies,
particularly through enhanced data collection and
analytic capabilities. The gaps in our knowledge
are many, however, there remain substantial
opportunities to expand and continually adapt
health intervention strategies to the diverse and
rapidly evolving nature of violent conflict around the
world.8,37 Priority also needs to be given to certain
WCH interventions (see Summary Brief 2 which
further highlights this need, and the accompanying
Summary Brief 3 which provides a framework for
prioritizing and packaging key WCH interventions in
conflict settings).

In other cases, it may be possible to integrate
varied types of information into a comprehensive
understanding of needs and capabilities.36 Collating
and analysing data from diverse information
sources from remote sensing technologies, field
and community settings, camps, mobile units and
referral facilities, could allow more refined analysis
and ultimately more effective interventions.
Finally, a common set of routine indicators for
WCH in conflict settings could help facilitate
improved coordination and collective evaluation
of humanitarian strategies in these complex
environments.8

Political and security dimensions of the
humanitarian health response to conflict are critical
in shaping WCH in different conflict contexts.
Strategies that pertain to WCH must adapt to the
ever-changing violent conflict in different political
and security settings globally, with insights
sought from diverse fields.4,15 In some instances,
the disregard of, and lack of accountability to, IHL
has also led to the politicization of humanitarian
response.4 The use of humanitarian assistance as
a political tool can also have resounding damaging
effects on the community’s perception of, and trust
in, lifesaving WCH services.4 A global commitment
to improve WCH outcomes must more effectively
confront the various political and security challenges
affecting areas faced with violent conflict.4,15

Conclusions
Addressing WCH in areas of armed conflict is
a central challenge to traditional humanitarian
response structures and institutions. The
epidemiology suggests that the nature of this
challenge can take the form of direct effects
due to injuries inflicted by armed violence and
indirect effects secondary to the destruction of

For more information, please visit:

branchconsortium.com

With support from:

This brief was informed by findings of the Lancet Series on women’s and children’s health in conflict settings.

5

References

17
Slone M, Mann S. Effects of war, terrorism and armed conflict
on young children: a systematic review. Child Psychiatry Hum Dev.
2016 Dec;47(6):950-965. doi:10.1007/s10578-016-0626-7

1

18
Dimitry L. A systematic review on the mental health of children
and adolescents in areas of armed conflict in the Middle East.
Child Care, Health and Development. 2012 Mar;38(2):153-61.
doi:10.1111/j.1365-2214.2011.01246.x

Strand H, Rustad SA, Urdal H, Nygard HM, Trends in armed
conflict, 1946-2018. Peace Research Institute Oslo. 2019. Available
at URL: https://www.prio.org/Publications/Publication/?x=11349
2

Fearon J. Civil war and the current international system. Daedalus.
2017;146:18-32.

19
Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford
H, Saxena S. New WHO prevalence estimates of mental disorders
in conflict settings: a systematic review and meta-analysis. The
Lancet. 2019;394(10194):240-8.
doi:10.1016/S0140-6736(19)30934-1

3
Walzer M. Just and unjust wars: a moral argument with historical
illustrations. New York: Basic Books; 1977.
4

Wise PH, Shiel A, Southard N et al, for the BRANCH
Consortium. The political and security dimensions of the
humanitarian health response to violent conflict. Lancet.
2021; published online Jan 24.
doi:https://doi.org/10.1016/S0140-6736(21)00130-6

20

Evans, D.K., Miguel, E. Orphans and schooling in Africa: a
longitudinal analysis. Demography. 2007;44:35-57.
doi:https://doi.org/10.1353/dem.2007.0002
21
Ronsmans C, Chowdhury ME, Dasgupta SK, Ahmed A, Koblinsky
M. Effect of parent’s death on child survival in rural Bangladesh: a
cohort study. Lancet. 2010;375(9730):2024-2031.
doi:10.1016/S0140-6736(10)60704-0

5

Wise PH. The epidemiologic challenge to the conduct of just
war: confronting indirect civilian casualties of war. Daedalus.
2017;146(1):139-154.
6

Bendavid E, Boerma T, Akseer N, et al, for the BRANCH
Consortium. The effects of armed conflict on the health of
women and children. Lancet. 2021; published online Jan 24.
doi:https://doi.org/10.1016/S0140-6736(21)00131-8

22

Cazabat C, Andre C, Fung V, Montandon R, Patten H, Ponserre
S, Yaukawa L. Women and girls in internal displacement. Internal
Displacement Monitoring Centre. 2020. Available at URL:
https://www.internal-displacement.org/publications/women-andgirls-in-internal-displacement

7

Singh NS, Ataullahjan A, Ndiaye K, et al, and the BRANCH
Consortium Steering Committee. Delivering health interventions to
women, children, and adolescents in conflict settings: what have
we learned from ten country case studies? Lancet. 2021; published
online Jan 24. doi:https://doi.org/10.1016/S0140-6736(21)00132-X

23

Neal S, Stone N, Ingham R. The impact of armed conflict on
adolescent transitions: a systematic review of quantitative
research on age of sexual debut, first marriage and first birth
in young women under the age of 20 years. BMC Public Health.
2016;16(1):225. doi:https://doi.org/10.1186/s12889-0162868-5

8
Bhutta ZA, Gaffey MF, Spiegel PB, et al. Doing better for women
and children in armed conflict settings. Lancet. 2021; published
online Jan 24. doi:https://doi.org/10.1016/S0140-6736(21)00127-6

24
Bhutta ZA, Keenan WJ, Bennett S. Children of war: urgent action
is needed to save a generation. Lancet. 2016;388(10051):1275-6.
doi:10.1016/S0140-6736(16)31577-X

9
Save the Children. Stop the war on children: protecting children in
21st century conflict. 2019. Available at URL:
https://www.stopwaronchildren.org/report.pdf

25
International Committee of the Red Cross. Urban services during
protracted armed conflict: a call for a better approach to assisting
affected people. 2019. Available at URL: https://www.icrc.org/en/
publication/4249-urban-services-during-protracted-armed-conflict

10

General Assembly Security Council. Children and armed conflict:
report of the Secretary General. 2019. #S/2019/509. Available
at URL: https://www.securitycouncilreport.org/un documents/
children-and-armed-conflict/

26
Meteke S, Stefopulos M, Als D, et al. Delivering infectious
disease interventions to women and children in conflict settings:
a systematic review. BMJ Global Health. 2020;5:e001967.
doi:10.1136/bmjgh-2019-001967

11
Wise PH, Darmstadt GL. Strategic governance: addressing
neonatal mortality in situations of political instability and
weak governance. Semin Perinatol. 2015 Aug;39(5):387-392.
doi:10.1053/j.semperi.2015.06.008

27
Als D, Meteke S, Stefopulos M, et al. Delivering water, sanitation
and hygiene interventions to women and children in conflict
settings: a systematic review. BMJ Global Health. 2020;5:e002064.
doi:10.1136/ bmjgh-2019-002064

12
Sen A. Poverty and Famines: An essay on entitlement and
deprivation. Oxford: Oxford University Press; 1999.

28
Spiegel, P, Ratnayake, R, Hellman, N, et al. Responding to
epidemics in large-scale humanitarian crises: a case study of
the cholera response in Yemen, 2016-2018. BMJ Global Health.
2019;4(4):e001709.
doi:https://doi.org/10.1136/bmjgh-2019-001709

13

Nordenstedt H, Rosling H. Chasing 60% of maternal deaths in the
post-fact era. The Lancet. 2016;388(10054):1864-5.
doi:https://doi.org/10.1016/S0140-6736(16)31793-7
14

Wagner Z, Heft-Neal S, Bhutta ZA, Black RE, Burke M, Bendavid E.
Armed conflict and child mortality in Africa: a geospatial analysis.
Lancet. 2018;392(10150):857-65.
doi:10.1016/S0140-6736(18)31437-5

29

Jain RP, Meteke S, Gaffey MF, et al. Delivering trauma and
rehabilitation interventions to women and children in conflict
settings: a systematic review. BMJ Global Health. 2020;5:e001980.
doi:10.1136/ bmjgh-2019-001980

15

Wagner Z, Heft-Neal S, Wise PH, et al. Women and children
living in areas of armed conflict in Africa: a geospatial analysis of
mortality and orphanhood. Lancet Glob Health. 2019;7(12):e162231. doi:https://doi.org/10.1016/ S2214-109X(19)30407-3

30

Shah S, Munyuzangabo M, Gaffey MF, et al. Delivering noncommunicable disease interventions to women and children
in conflict settings: a systematic review. BMJ Global Health.
2020;5:e002047. doi:10.1136/ bmjgh-2019-002047

16

Attanayake V, McKay R, Joffres M, Singh S, Jr FB, Mills E.
Prevalence of mental disorders among children exposed to war:
a systematic review of 7,920 children. Medicine, Conflict and
Survival. 2009;25(1):4-19.
doi:https://doi.org/10.1080/13623690802568913

6

Resources

31
Kamali M, Munyuzangabo M, Siddiqui FJ, et al. Delivering
mental health and psychosocial support interventions to women
and children in conflict settings: a systematic review. BMJ Global
Health. 2020;5:e002014. doi:10.1136/ bmjgh-2019-002014

Below is a comprehensive list of the briefs in this series
that address the impact of conflict on sexual, reproductive,
maternal, newborn, child and adolescent health and nutrition:

32
Munyuzangabo M, Khalifa DS, Gaffey MF, et al. Delivery of
sexual and reproductive health interventions in conflict settings:
a systematic review. BMJ Global Health. 2020;5(S1):e002206.
doi:10.1136/bmjgh-2019-002206

BRANCH Consortium Summary Brief 1
Women’s and Children’s Health in Conflict Settings: The Current
Landscape of the Epidemiology and Burden

33

United Nations Office for the Coordination of Humanitarian
Affairs (OCHA). Global humanitarian overview. 2020. Available at
URL: https://www.unocha.org/publications

BRANCH Consortium Summary Brief 2
Women’s and Children’s Health in Conflict Settings: The
Current Evidence and Guidance Landscape for Identifying and
Implementing Priority Interventions

34

Sari A. Hybrid Warfare, Law, and the Fulda Gap. In: Ford CM,
Williams WS, eds. Complex battlespaces: the law of armed conflict
and the dynamics of modern warfare. Oxford: Oxford University
Press; 2019:161-190.

BRANCH Consortium Summary Brief 3
Women’s and Children’s Health in Conflict Settings: Prioritizing and
Packaging Health Interventions - Deciding What to Deliver, When
and How

35

Hoffman FG. Examining complex forms of conflict: gray zone
and hybrid challenges. Prism. 2018; 7: 30-47.
36

Hoogeveen J, Pape U. Data collection in fragile states:
innovations from Africa and beyond. Cham, Switzerland: Palgrave
Macmillan; 2020. © World Bank. Available at URL:
https://openknowledge.worldbank.org/handle/10986/32576

BRANCH Consortium Summary Brief 4
Women’s and Children’s Health in Conflict Settings: Barriers and
Facilitators to Delivering Effective Services

37

BRANCH Consortium Summary Brief 5
Women’s and Children’s Health in Conflict Settings: Key Messages
and Next Steps

Quinn JA, Nyhan MM, Navarro C, Coluccia D, Bromley L,
Luengo-Oroz M. Humanitarian applications of machine
learning with remote-sensing data: review and case study in
refugee settlement mapping. Philos Trans A Math Phys Eng Sci.
2018;376(2128):20170363. doi:10.1098/rsta.2017.0363

For more information about the current landscape of the epidemiology of WCH in conflict settings and the burden of conflict on WCH,
please refer to these papers from the Lancet Series on women’s and children’s health in conflict settings.

7

