
Chapter 12
Building Resilience in Humanitarian
Hospital Programs During Protracted
Conflicts: Opportunities and Limitations

Ingrid Tjoflåt and Britt Sætre Hansen

Abstract Humanitarian hospital programs supporting health systems during pro-
tracted conflicts require a combination of short- and long- term approach. Working
in partnership, sharing of knowledge, provision of drugs, equipment and human
resources together with a multi-sector and multilevel approach could contribute to
build resilience in humanitarian hospital programs during protracted conflicts. How-
ever, withdrawal of humanitarian support after two years could lead to a possible
decline in the quality of care linked to the end of the delivery of drugs, equipment
and human resources if the local and national health authorities are not able to find
any solutions to the chronic vulnerability. Continuous conflictsmay continue to cause
new challenges in these hospitals.
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12.1 Introduction

Protracted conflicts or recurring long-lasting conflicts based on one main conflict
or from many different chronic conflicts gradually destroy infrastructure, services
and living conditions. Not only a cause of human suffering, they are reasons for
long-term displacement, migration and development delays. The character of these
conflicts generates extreme fragility in basic services as well as in social, economic
and environmental systems. The health systems in these conflicts are often over-
whelmed as health professionals flee, infrastructure is destroyed and the provision of
drugs andmedical supplies is stopped [1].Under these conditions, there are long-term
humanitarian needs in terms of law and order, water, electricity, food security, health
care and education. Humanitarian aid that supports health care in these conflicts
requires a combination of short- and long-term approaches.
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Building resilience has been raised as a new organizational principle by the
United Nations, donors and Non-Governmental Organizations in development, cli-
mate change adaption and humanitarian aid [2, 3]. The key in building resilience is
an attempt to reduce the dramatic decline in development and prevent unacceptable
levels of human suffering that crisis and conflicts can cause [2, 4, 5]. However, it has
been reported that it is not clear how resilience should be promoted during and after
conflicts [6]. Frankenberger et al. [7] state that building resilience may be impossi-
ble where governments are fragile and where there are ongoing conflicts. The basic
minimum conditions have to be present first. Nevertheless, it has been described that
the humanitarian approach has to work with two perspectives simultaneously, that
is, responding to immediate needs and mitigating the cumulative impact. The longer
the conflict lasts, the more necessary it becomes to engage with people and commu-
nities at a structural level. Working in partnership is therefore an essential attribute
in building resilience in humanitarian programs. Partnership reflects a participatory
attitude built upon sensitivity, shared understanding and local knowledge [3, 8, 9].
There is always capacity in people or communities: to strengthen resilience is to
increase this capacity. Coping and adapting are central aspects of resilience, and
they refer to different actions that people do to mitigate difficulties or suffering.
When resilience is understood as a capacity, it means that it is not a fixed concept but
a dynamic one that varies and can change continuously. Consequently, it is thenmore
relevant for humanitarian programs during protracted conflicts to focus on “building
resilience” as a process that remains dynamic rather than trying to define andmeasure
“resilience” as an outcome of an intervention [10].

There are numerous case examples from disaster areas and other situations of con-
flicts that describe the development and strengthening of national and local resilience
capacities [11, 12]. As far as can be seen from the literature, there are no descriptions
addressing the resilience in humanitarian hospital programs that improve the quality
of care in local hospitals during protracted conflicts.

Therefore, this chapter is intended to shed light on the opportunities and the lim-
itations of building resilience to improve the quality of care in local hospitals by
implementing humanitarian hospital programs during protracted conflicts. Common
areas of challenges in local hospitals during protracted conflicts will be described.
Building resilience in the local hospital will then be discussed in relation to partner-
ship, sharing of knowledge and provision of drugs, equipment and human resources.

12.2 Experiences from the Field

The first author has extensive experience working to improve the quality of care in
local hospitals with a humanitarian organization in different protracted conflicts in
Africa, Asia and the Middle East. Moreover, she has conducted qualitative research
related to challenges in improving the quality of care in different humanitarian pro-
grams [13–15]. Based on the first author’s experience, challenges local health person-
nel face working in hospitals during protracted conflicts are described. To emphasize
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the challenges and highlight important elements, the listed challenges have been
simplified. Of note, the challenges does not refer to any specific hospital, but has
been constructed from a range of experiences.
Common areas of challenges in local hospitals during protracted conflicts

• There are very few beds compared to the population.
• Thewards are normally overcrowded and themortality rate is high. Due to ongoing
conflicts, patients often cause extra caseloads in the wards.

• There is an insufficient supply of drugs and disposable equipment to treat the
patients. The patients and their relatives have to purchase drugs and equipment in
the local pharmacy, which often delays treatment and results in poor quality of
care. To reduce the patients’ financial costs, the staff have to use as little equipment
as possible when performing procedures.

• There is a lack of basic medical equipment, such as a blood pressure cuff, stetho-
scopes, oxygen and mattresses. Some of the equipment is broken. Even if some
health personnel wanted to try to maintain the national standard of care, the lack
of drugs, disposable equipment and medical equipment makes it impossible.

• Sometimes the hospital has problem with insufficient electricity and water.
• Maintenance of the hospital buildings has not been carried out for years.
• There is a lack of skilled staff because a majority has fled the country. In addition,
due to the ongoing conflict there is not enough health staff educated.

Support by an international humanitarian organization
Sometimes humanitarian organizations provide support to oneward, for example to a
surgicalward due to the extra pressurewar and violence put on surgical services. Such
support might include teaching/supervision and logistical support related to essen-
tial medical drugs and equipment with the aim of building resilience by improving
the quality of care. Some maintenance support of the ward may also be carried out.
Such support might be offered as a two-year partnership project. The general objec-
tive in such projects, based on a joint assessment by the hospital leadership and the
humanitarian organization, might be that surgical patients will be cared for in a func-
tional, well-equipped and maintained department with skilled health personnel who
meet the relevant national standards of care. The international humanitarian organi-
zations may send visiting specialist health workers, who might do short mission in
the hospital and conduct training. The visiting health workers from the humanitarian
organization may work alongside the local health staff to share knowledge to achieve
a sustainable standard of treatment and care, comparable with the national standards
in the country. In addition, the humanitarian organization may provide a program
manager and one administrator to work with the management in the hospital for the
length of the project.
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12.3 Discussion

Based on the challenges listed above, three essential areas for building resilience in
the local hospital surgical ward will be discussed. These are partnership, knowledge
sharing and the provision of drugs, equipment and human resources. The discussion
will focus on both the opportunities and the limitations in building resilience.

12.3.1 Partnership

One opportunity for building resilience is that the project is a partnership project.
Not only is working in a partnership an essential attribute in building resilience in
humanitarian programs, but it also reflects a participatory attitude [3, 8, 9]. The
general objective of humanitarian projects are based on a joint assessment by the
hospital leadership and the humanitarian organization. Jointly assessing and defining
the general objective of a project together can provide opportunities for building
resilience through a dialogue encompassing mutual respect and a willingness to
listen and understand the local hospital’s point of view [3, 8, 9].

However, a partnership project also requires a proper understanding of how the
hospital system works and a deeper engagement with the structures in the hospital as
well as with the health system in the country [1, 16]. Therefore, to build resilience
in one ward or in a small part of a hospital, the humanitarian organization has to
conduct a robust analysis that goes beyond needs assessments [12]. Moreover, the
visiting health workers, the program manager and administrator from the human-
itarian organization should listen to the local health workers and understand their
perspectives as well as those of the hospital and the health system. One limitation in
building resilience in such partnership projects is that the humanitarian support only
focus on a small part of a hospital.

Forming a successful partnership takes time and expertise. Whether the humani-
tarian organization has the time and the knowledge to build a partnership is a question
that must be asked. Based on the first author’s experiences, it can be challenging to
create a good partnership in areas of conflict due to security constraints, the imme-
diate need to save lives, the limited time available to set up a program and/or a
fragile and/or absent local management and authorities. These experiences are also
reported in studies. A study that interviewed more than 6,000 people from around
the world who have received international assistance showed that, all too often, trust
and respect between partners can diminish during emergencies. The study reported
that the local partners perceived the international agencies to be “paternalistic” in
taking over local initiatives. Additionally, a lack of respect for and appreciation of
local knowledge and contributions limited the extent of the partnerships, since the
locals are rarely involved in the decision-making processes with their partners [17].
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12.3.2 Knowledge Sharing

Another opportunity in the project for building resilience with regard to improving
the quality of care is the sharing of knowledge and experience between the visiting
health workers and the local staff in the surgical hospital ward.

To share knowledge, the visiting health workersmust recognize and appreciate the
efforts the health personnel working in the ward who have done what they could to
maintain the quality of care during years of conflict. The described challenges reveals
that, due to a lack of equipment, the staff had to find solutions to take care of patients
compromising daily the national standard of care and treatment. The visiting health
workers, whowork alongside the local health staff in the surgicalward, should be able
to identify and understand the local staff’s efforts in trying to maintain standards of
care and the visiting healthworkers should value the local knowledge and experience.
The plans and efforts should be put at the service of the local health staff’s initiatives
and their capacities. This is emphasized in the literature and it serves to establish
humanitarian policy documents as essential attributes for building resilience [3, 8,
9]. However, studies from humanitarian missions to conflict areas show that visiting
health workers rarely acknowledge or use the local knowledge [15, 18, 19]. Tjoflåt et
al. [15] reported that the visiting nurses admired the local nurses’ creativity in work
situations with few available resources. However, it was a challenge for the visiting
nurses to utilize this knowledge when they worked together with local nurses in the
ward to improve the quality of care. The visiting nurses had problems adhering to the
local nursing standards, which they saw as substandard compared with their home
country, and they took care of the patients themselves (ibid). The visiting nurses’
negative attitude towards local standards and taking care of the patients themselves
could possibly hamper the improvement of care in the surgical ward and further limit
the building of resilience.

Without improving the availability of drugs and medical equipment and reversing
the shortage of health personnel in the ward, knowledge sharing could have only a
minimal impact on the quality of care for surgical patients.

12.3.3 Provision of Drugs, Equipment and Human Resources

Other opportunities for building resilience in the hospital’s surgical ward come from
the provision of essential drugs and equipment to the surgical ward for the length
of the project. Moreover, the maintenance to the ward. Such support will certainly
improve the quality of care and will provide opportunities for building resilience, but
it does not solve the chronic vulnerability related to supply, which often is linked to
ongoing conflicts.

Another limitation for building resiliencemay be the lack of human resources. The
lack of qualified staff may be one reason for highmortality rate in these hospitals. For
the length of the project, the visiting health workers will provide some extra health
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staff to the ward when they work alongside the local staff to share knowledge, but the
quality of care may decline when the project ends if the national health authorities
fail to increase the number of staff permanently.

Building resilience in these areas requires a multi-sector and multilevel approach.
Different types of interventions and sequentially have to be addressed with various
department in the hospital as well as with the management of the hospital to enable
resilience related to provision of drugs, equipment and human resources. The lack
of supply and human resources in the hospital can be reported to the national health
authorities by the management of the hospital with the support of the international
humanitarian organization, but the national authorities have to find long-term solu-
tions to ensure sufficient supplies and human resources. TheEuropeanCommission’s
Action Plan for Resilience in Crisis Prone Countries 2013–2020 reports that build-
ing resilience is a long-term process and should be embedded in national policies
and planning. Where the state and situation are fragile, it is essential to identify
functioning systems within local institutions and support their capacity.

Another limitation in the humanitarian support for building resilience is the length
of the project. Closure of the partnership project after two years and ending the pro-
vision of essential drugs, equipment and the human resource support to the surgical
ward may result in a decline in the quality of care if no other solutions are found for
example an extension of the project. To build resilience often requires a long-term
engagement and investment [4].

12.4 Conclusion

The discussion of the experienced challenges revealed that partnership, knowledge
sharing, the provisionof drugs, equipment andhuman resources togetherwith amulti-
sector and multilevel approach could contribute to build resilience in humanitarian
hospital programs during protracted conflicts. However, withdrawal of humanitar-
ian support after two years could lead to a possible decline in the quality of care
linked to the end of the delivery of drugs, equipment and human resources if the
local and national health authorities are not able to find any solutions to the chronic
vulnerability. On the other hand, limiting the support to single wards or smaller
part of local hospitals during protracted conflicts may partial support the hospitals’
resilience. Continuous conflicts may continue to cause new challenges in these hos-
pitals. Realistically it will not be possible for a humanitarian organization to support
all challenges in local hospitals during protracted conflicts. Priorities must be deter-
mined according to the context and resources available.
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Open Access This chapter is licensed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as long as you give appropriate
credit to the original author(s) and the source, provide a link to the Creative Commons license and
indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative
Commons license, unless indicated otherwise in a credit line to the material. If material is not
included in the chapter’s Creative Commons license and your intended use is not permitted by
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