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Executive Summary 
¶ {ȅǊƛŀΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ς historically once one of the better performers in the region ς has been crippled by six 

years of war but the aggregate effect on health workforce numbers, training and ability to practice has not 

been investigated in depth. This paper aims to help address that deficit, informing the discussion around 

initiatives to support Syrian health workers in neighbouring countries. It focuses on the evidence and country 

experiences from Jordan, Lebanon and Turkey.  

¶ The paper is a discussion rather than a position paper. The findings, interpretations and conclusions of this 

paper are those of the author(s) only and are intended to generate discussion at the ά{ǘǊŜƴƎǘƘŜƴƛƴƎ IǳƳŀƴ 

wŜǎƻǳǊŎŜǎ ŦƻǊ IŜŀƭǘƘ όIwIύΥ LƴǘŜƎǊŀǘƛƻƴ ƻŦ wŜŦǳƎŜŜǎ ƛƴǘƻ Iƻǎǘ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ {ȅǎǘŜƳǎέ ŎƻƴŦŜǊence in March 

2017. 

¶ Health workforce density in Syria pre-conflict was low by comparison with many other lower-middle income 

countries, with marked regional inequalities and skills imbalances. Pre-war health worker densities were 1.5 

physicians, 1.9 nurses and 0.8 pharmacists per 1000 population according to official statistics from the Syrian 

Ministry of Health. Although workforce training initiatives were expanding in Syria in a bid to improve access to 

care, there was a heavy focus on medical training, with relatively less on other professional groups. No formal 

Continuing Medical Education (CME) schemes existed.  

¶ Syrian health workers practising in Jordan, Lebanon and Turkey faced a range of barriers to labour market 

entry, including the need to secure and pay for recognition of qualifications, additional licensing and registration 

arrangements, and ς for specialists ς a requirement to pass local Specialty Board examinations (in Jordan and 

Lebanon). Labour market access was challenging in Lebanon but especially so in Jordan where a 2010 

government resolution barred access for non-Jordanians to 16 professions, including medicine. 

¶ The impact of the conflict on the health workforce inside Syria has been catastrophic but it remains extremely 

difficult to quantify the extent of health worker loss and flight. Estimates of health worker flight from Syria vary 

wildly, from 15,000 up to 27,000 of as many as 42,000 doctors who lived in Syria at the start of the conflict. It is 

thought that 814 health workers (of all types) had been killed as a result of the fighting as of February 2017.  

¶ Estimating current Syrian health workforce numbers in Jordan, Lebanon and Turkey today is extremely 

challenging, and what limited data are available relate almost entirely to doctors. In Jordan and Lebanon there 

are strong political disincentives to data collection so that available information on workforce numbers is mostly 

ad hoc, collected informally by NGOs. There are no publicly available statistics from Turkey. Although crude 

workforce number estimates can be derived using pre-war Syrian HCW density statistics, evidence on workforce 

numbers overall is not presently strong enough to enable realistic assessments of capacity and training needs. 

¶ Forward workforce development and CME initiatives in countries neighbouring Syria are predominantly small-

scale, and limited by profound political barriers to Syrian health worker integration into domestic labour 

markets, especially in Lebanon. There are now small-scale pilot initiatives to enable final year Syrian medical 

students to attend universities in Jordan to complete their degrees, but these are nascent. Greater progress has 

been made in Turkey where there are plans for several thousand health workers to be trained (in partnership 

with WHO and Gaziantep University) to facilitate health service delivery in refugee health clinics. Additional work 

is underway in partnership with WHO to improve skills among medical professionals in managing mental ill-

health. 

¶ Legal and practical impediments for Syrian health workers to practice in these countries are significant, but 

especially so in Jordan and Lebanon. In Jordan, pre-conflict constitutional and legal barriers to access for non-

Jordanians to medical jobs remain in place. It is not clear to what extent recent initiatives to open up the 

Jordanian labour market (e.g. to 200,000 Syrians in 2016) include health workers. In Lebanon, Syrian health 
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workers have experienced tightening of legal restrictions on their right-to-work ς particularly since December 

2014 ς and the expense and arduousness of the process for securing professional accreditation and licensing. In 

Turkey, by contrast, some legal barriers to practice for Syrian health workers have recently been relaxed, but 

they may practice only in Migrant Health Centres (providing care to displaced Syrians) ς not the wider health 

system ς and substantial barriers to labour market integration remain, not least because of language. In reality, 

Syrian health workers are practising in all three countries on an informal basis, though the scale on which this is 

occurring is unclear, and activities are unregulated.  

 

About the Syria Public Health Network 
The Syria Public Health Network (SPHN) was established early in 2015 in response to calls for an independent and 

critical assessment of the humanitarian and health response to the Syria crisis, from colleagues working in the 

country and the wider region. It aims to create an independent and neutral space for discussion and analysis, and to 

generate policy proposals for the types of health interventions and research that might help to address current and 

future health needs in Syria and the region. For further information about the Network or this project, please 

contact Sharif Ismail at sharif.ismail15@imperial.ac.uk or Adam Coutts ς apc31@cam.ac.uk.  
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Purpose 
1. This paper summarises findings from the first stage of a research project to review existing workforce numbers, 

accreditation and training needs, and labour market access for Syrian health workers both inside Syria and in 

three neighbouring countries (Jordan, Lebanon and Turkey). It is based on results from a rapid evidence review 

combining literature analysis with exploratory key informant interviews, and focuses solely on the situation in 

Jordan, Lebanon and Turkey. Details of the methodology may be found in Appendix 1. 

Background 
2. The conflict in Syria ς now in its sixth year ς has been characterised by persistent lack of regard for the safety of 

civilians, health care workers (HCWs) and health facilities by all warring parties. Recent estimates indicate that 

over 60% of hospitals and clinics inside Syria have been destroyed (1,2), and as of February 2017, 814 medical 

personnel had been killed since the start of the conflict (3). However, there is considerable regional 

differentiation in the extent to which health infrastructure and personnel numbers have been affected. The 

pattern of destruction has also intensified over time: 2016 was the worst year to date in terms of verified attacks 

on health facilities (3).  

3. Detailed evidence on the scale of HCW flight from Syria is limited but by all accounts has been substantial since 

the outbreak of fighting in 2011 (4). Estimates of health worker flight vary wildly from 15,000 of a pre-war total 

of 31,000 doctors by the end of 2013 (5), up to 27,000 of as many as 42,000 doctors by 2016 (6). Those qualified 

Syrian HCWs who have fled to neighbouring countries have found themselves unable to work ς and in some, 

actively prevented from doing so ς despite clear demand in the humanitarian response for their skills and 

expertise (7). At the beginning of 2016, 63% of the SyriaΩǎ population were without access to care (8).  

4. Evidence on post-conflict reconstruction of health systems from similar settings elsewhere indicates that 

rebuilding the health workforce should be one of the top priorities for action in the post-conflict period, and 

indeed that health workforce development challenges should be addressed even as conflicts continue, because 

of the length of time it takes to develop locally appropriate programmes and train new cadres of health 

professionals (9). This concern is reflected in regional response plans for Syria and neighbouring countries, in 

which health system strengthening ƛǎ ǾƛŜǿŜŘ ŀǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ŦƻǳƴŘŀǘƛƻƴ ŦƻǊ ōǳƛƭŘƛƴƎ ΨǊŜǎƛƭƛŜƴŎŜΩ ŀƳƻƴƎ 

communities (10,11). However, labour market initiatives in neighbouring countries to date have frequently 

overlooked health workers1. 

5. This paper employs a broad definition of HCWs as all people engaged in the delivery of health services including 

front-line staff and professionals providing support functions including laboratory analysis and administrative 

and clerical staff. Data gathering has focused, where information permits, on: doctors, nurses, dentists, 

pharmacists, midwives, community health workers, allied health professionals such as physiotherapists and 

psychologists, paramedical staff, laboratory technicians, public health professionals and health administrators. 

Because of data shortfalls, the predominant focus of this paper is on doctors.  

                                                           
1
 One current, high-profile initiative, supported by the United Nations Development Program, International Labour Organisation 

and World Food Programme, makes no explicit mention of provision for HCWs (See: https://www.jobsmakethedifference.org/ - 
accessed 21/3/2017). 
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Constructing a baseline: the Syrian health workforce prior to the conflict 

Workforce numbers, distribution, and development 
6. The Syrian health system was one of the better performers in the Middle East and North Africa region in the pre-

conflict period. Data to 2010 show relatively high levels of vaccine coverage2, good infant and maternal mortality 

figures and demonstrate that Syria was on track to meet MDG targets, although the burden of non-

communicable disease was rising (NCD) (12). This relatively strong indicator performance was notwithstanding 

low, and for some cadres, declining HRH density by comparison with regional neighbours (Table 1, Figure 1) (13).  

 

Table 1 (left): HRH density per 1000 population by workforce cadre in Syria in 2010 (a year before the outbreak of the conflict), by comparison 
with regional neighbours (source: WHO Global Health Observatory).  

Figure 1 (right): trends in health workforce density by cadre, 2000-2010 (source: WHO Global Health Observatory). 

7. The distribution of HCWs in Syria pre-conflict was uneven in both geographical terms, and by specialism. Eastern 

regions of the country in particular suffered from long-term, skilled health worker shortages. Specialist doctors 

practised almost exclusively in large urban centres in Syria. There was one doctor for every 1,906 people in Al 

Hasakah in the rural North East (see Figure 2), compared with one doctor for every 339 people in Damascus. 

Similar disparities existed in the distribution of nurses, with one for every 220 people in Latakia in Western Syria 

compared with one nurse for every 2,000 people in the governorate of Rif Dimashq, a rural governorate 

surrounding Damascus City. In some instances, large disparities were evident even between urban centres; there 

were 56 health workers (in this case including doctors, pharmacists, nurses and laboratory technicians) for every 

1,000 people in Tartus compared with 4.7 for every 1,000 in Aleppo (14). Secondly, there was a pronounced 

imbalance in the medical workforce in favour of specialist (rather than generalist or primary care) training, but 

with major skills shortages in certain health domains. This was particularly the case in mental health, with a ratio 

of just 0.32 psychiatrists per 100,000 population in 2011 (4), compared with 7.79 per 100,000 in the United 

States. 

8. Health workforce development was an expanding area in Syria in the lead-up to the conflict. There were five 

public Faculties of Medicine and Dentistry in Syria (and two private Faculties in Damascus and Tartus) with a 

combined capacity of over 1,200 students, in addition to more than 30 nursing and midwifery schools. The total 

                                                           
2
 It should be noted that assessments of vaccination coverage pre-conflict are contested. Most publicly available information is 

based on official statistics reported to WHO by the Syrian Ministry of Health, but these figures consistently over-estimated 
coverage by comparison with independent figures from, for example, UNICEF. Further detail on data discrepancies between 
official Syrian and agency health statistics is given in (39). 

0

0.5

1

1.5

2

2.5

D
e
n
si

ty
 p

e
r 

1
,0

0
0
 p

o
p
u
la

tio
n 

Year 
Physicians
Nursing and midwifery personnel
Dentistry personnel
Pharmaceutical personnel

Country Density (per 1000 population) 

Physicians Nursing 
and 

midwifery 
personnel 

Dentistry 
personnel 

Pharmaceutical 
personnel 

Egypt (2009) 2.830 3.520 0.420 1.670 

Jordan 2.558 4.049 0.898 1.444 

Lebanon 3.070 2.330 1.430 1.460 

Syria 1.455 1.869 0.746 0.772 

Tunisia 1.222 N/A 0.294 0.304 

Turkey 1.581 2.115 0.274 0.339 
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capacity of all these training institutions was around 4,750, for a pre-war population of approximately 22 million 

people (13). The sector was also well resourced in staff terms: up to 18% of all university teaching staff in 2004 

worked in the medical sciences (15). All were overseen by the Ministry for Higher Education, but there was no 

formal system of accreditation or regulation for these institutions prior to the conflict (13). There was no School 

of Public Health in Syria pre-conflict. 

9. Duration of training in Syria pre-conflict varied according to specialism. Undergraduate medical training lasted 6 

years, but qualifications for pharmacy and dentistry were 5 years long. Post-graduate (residency) training for 

doctors varied in length from 3 years upwards according to the specialty, but post-graduate training in Public 

health was provided through a one-year diploma programme offered jointly by the WHO in collaboration with 

the Syrian Ministry of Health. Data on other specialist training schemes pre-conflict are in very short supply.   

 

Figure 2: Administrative divisions of Syria as of 2007 (image source: University of Texas Libraries) 

10. External migration of health workers was a significant problem for the Syrian health sector well before the 

beginning of the conflict, but it is not clear how many health professionals there were in the wider Syrian 

diaspora. Emigration rates to the United States were particularly high, where around 3,900 Syrian doctors were 

practising by 2008 ς 0.4% of the total US medical labour force (16), and equivalent to 13% of the medical 

workforce in Syria at the time. Numbers in the UK were smaller; in 2011, 190 professionally qualified clinical staff 

of Syrian nationality were working in the National Health Service, of whom 179 were doctors (0.2% of the 

medical labour force) (17). However, definitive estimates of numbers of trained health professionals emigrating 

during this period are not available, and it is not possible to say ς based on evidence reviewed to date ς how 

many Syrian health professionals were already practising in Jordan, Lebanon and Turkey before the start of the 

conflict.  

Licensing and accreditation for Syrian health workers in Syria and neighbouring countries  
11. Medical licensing in Syria pre-conflict was (and is) governed by the Syrian Medical Syndicate, but information on 

systems of accreditation and continuing professional development are in short supply. Broader systems of 
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