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harbour locally prevalent prejudice and 
stigmatising views. As such, survivors 
of conflict-related sexual violence 
might be deterred from sharing such 
sensitive information in mobile clinics 
for fear of confidentiality breaches 
and social stigmatisation. As a result,  
an intrinsic trade-off exists between 
the access to beneficiaries facilitated 
by influential local partners and the 
divulgence of information required to 
optimise care.

One potential solution to this 
paradox is to empower all individuals 
to self-refer to services without the 
open declaration of requiring such 
assist ance. Humani tarian actors should 
establish relationships with relevant 
local services and identify self-referral 
pathways. They can also indirectly 
provide information on conflict-related 
sexual violence and how to access 
services by displaying information in 
central locations. Patient encounters 
can be standardised to include the 
direct provision of such information as 
routine features of each consultation.
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partnering with local practitioners, 
organising mobile clinics, and 
incorporating health-service provision 
into non-medical interventions 
within acute humanitarian settings 
as effective practices to improve 
outcomes in survivors. However, as 
a British clinician working with local 
practitioners to deliver mobile primary 
health-care clinics in Trostyanets and 
its surrounding villages in eastern 
Ukraine, which were occupied by 
Russian troops for 30 days around 
March, 20222—my insight from the 
field identifies an inherent challenge 
to the practical implementation of this 
academic idea in a real-world context.

As humanitarian actors, identifying, 
recruiting, and partnering with locally 
influential, socially connected, and well 
recognised practitioners is paramount 
to gaining both the trust and 
acceptance of the local communities 
that my colleagues and I wish to 
serve, and essential to overcoming 
substantial language barriers. However, 
with regard to highly sensitive personal 
matters that are often associated 
with social stigmatisation, such as 
conflict-related sexual violence,3 the 
public status of such local partners 
that facilitate access to beneficiary 
communities might inadvertently 
prevent disclosure of such atrocities 
and subsequent access to appropriate 
services.

Inhabitants of the isolated and 
enclosed rural villages surrounding 
Trostyanets (which rarely exceed 
150 people) are strongly acquainted 
with their fellow villagers, making 
social anonymity and personal privacy 
difficult to achieve. Simultaneously, 
senior teachers, community leaders, 
and other public figures regularly 
travel between these villages and 
are strongly connected to and 
interpersonally influential with 
large numbers of citizens across this 
network. These individuals might not 
have medical training and might lack 
the non-judgemental professional 
standards aspired to by the partnering 
humanitarians; instead, they might 

Gender barriers are 
worsening women’s 
access to health care in 
Afghanistan
Protracted conflicts disproportion-
ately claim more lives of civilian 
women and children than of armed 
combatants.1 Low-income and 

middle-income countries are more 
vulnerable to diminished access 
to essential maternal health and 
reproductive health services when 
affected by conflict than are non-
conflict countries. Inequalities are 
especially prevalent among the most 
disadvantaged, low-income, and 
least educated families living in rural 
settings and urban slums.2

For more than 40 years, Afghanistan 
has experienced chronic war and 
conflict, which has been severely 
detrimental to women’s rights and 
health care. The country is now ranked 
157 of 162 countries in the 2019 
Gender Inequality Index (value of 
0·655).3

Since 2003, the expansion of service 
provision coverage by Afghanistan’s 
health-care system highly depended 
on funding from donors and out-
of-pocket payments from patients. 
Considerable progress was made in 
improving maternal health indicators 
over this time. However, with the 
collapse of the Afghan Government 
on Aug 15, 2021, and the pausing of 
donor funding, gains made in the past 
two decades is now at risk.4

This political change has intensified 
pre-existing challenges faced by 
Afghan women that restrict their 
access to health-care services, 
especially in conflict-affected zones.5 
An extremely conservative Afghan 
society and low literacy rate among 
women has limited their political, 
financial, and social mobility. Women 
tend to have low paying positions 
as community health-care workers, 
nurses, and midwifes and are poorly 
represented in high-paying managerial 
and policy-oriented health-related 
positions. The patriarchal culture 
dictates that a woman’s income is 
taken and controlled by her husband 
or father and leaves her exposed to 
domestic violence and harassment 
from male colleagues and supervisors. 

New challenges have also emerged 
since laws were enacted by the de-facto 
authorities, restricting employment, 
education, and movement of Afghan 
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