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Dr Abdalgadr Whishah is an emergency department physician in Gaza. Dr Sabine
Netters is a medical oncologist and specialist in palliative care in the Netherlands.
Through Doctors in Need (Gaza)—an initiative that aims to help young Palestinian
doctors remain in Gaza by providing monthly financial support and sustained peer
support via a structured buddy system—their conversations (often via Signal) repeatedly
return to the same reality: clinicians are expected to relieve suffering while hospitals are
damaged, supplies collapse, and healthcare workers themselves endure daily trauma.

“When the medicine runs out,

humanity becomes our strongest tool.”

Dr Abdalqadr Whishah, GP and ER physician, Al-Aqsa Hospital in Deir
al-Balah (Gaza)

Abstract

Palliative care is fundamentally about easing pain and protecting dignity when cure is no
longer possible. In settings of armed conflict, however, the conditions required for
palliative care—stable infrastructure, essential medicines, trained staff, and continuity
of care—are rapidly eroded. This article synthesizes key findings from the medical
literature on palliative care in conflict settings, with a specific focus on Palestine and
Gaza. Evidence from peer-reviewed studies demonstrates that palliative care in Gaza
was structurally fragile even before recent escalation, with longstanding constraints on
opioid access, limited training in symptom management, and poor integration of
palliative services. War intensifies these deficits to catastrophic levels, resulting in
widespread undertreated or untreated pain and severe moral distress among healthcare
workers who know what good care requires but cannot deliver it. Conceptual analyses
describe this as moral injury, arising from repeated exposure to preventable suffering



under conditions of extreme scarcity. Recent commentaries argue that palliative care
should not be viewed as optional “extra care” but as an urgent humanitarian necessity—
often most needed precisely when least available. We conclude that strengthening
palliative care in Gaza requires recognition of essential medicines as humanitarian
priorities, investment in training and psychosocial support, and sustained international
solidarity with clinicians and patients facing conditions where humanity itself becomes
the primary remaining tool of care.

Introduction

Palliative care is a practice of humanity: relieving pain, acknowledging fear, and
safeguarding dignity when cure is no longer possible. In high-income settings, this is
supported by established teams, training pathways, and access to essential medicines.
But what becomes of palliative care when a society collapses—when hospitals are
destroyed, supply chains fail, and clinicians themselves endure trauma day after day?

Performing surgery by the light of smartphones

In Gaza, these are not hypothetical questions. They shape daily reality for patients and
healthcare workers alike. This is also why palliative care in conflict settings is receiving
increasing attention in the medical literature: What does palliative care mean under
extreme conditions? What remains of professional practice when resources vanish?
And where does moral responsibility begin when “doing the right thing” becomes
structurally impossible?


https://doctorsinneed.org/en/in-the-media/

This article reviews key scientific insights on palliative care in armed conflict—insights
that are applicable across many conflict settings worldwide. The literature is not
abstract: it describes concrete, recurring patterns seen in war and prolonged crisis, from
disrupted access to essential medicines to profound moral distress among healthcare
workers. We use Palestine, and Gaza in particular, as a focused case study—not
because these dynamics are unique to Gaza, but because our ongoing buddy
relationship provides a direct, lived lens on how these documented patterns unfold in
real time. In that sense, Gaza is both a specific context and an illustrative example of a
broader, systemic reality in conflict zones.

Untreated pain as a preventable humanitarian disaster

A 2023 Lancet editorial by Rosa and colleagues, “Access to palliative medicine in armed
conflict,” argues that untreated pain in war constitutes a preventable humanitarian
catastrophe. The authors describe a global pattern: once armed conflict escalates,
access to morphine, hydromorphone, fentanyl, and other opioids rapidly deteriorates;
humanitarian supply chains prioritize surgical capacity while palliative medications
remain scarce; import, insurance, and security restrictions impede adequate analgesia;
and fears of opioid diversion further constrain access. The Lancet frames this as a dual
violation—of humanitarian law and basic human rights.

The editorial explicitly references the Israel-Hamas conflict, noting that shortages of
opioids, sedatives, and even basic analgesics expose large numbers of patients to
avoidable suffering that would be treatable if essential medicines were available.

Gaza before the escalation: longstanding structural fragility

Public discourse often assumes that palliative care became a major problem only after
the recent escalation of violence. However, empirical studies indicate that palliative
care in Gaza has been structurally fragile for years.

Development and constraints in the Gaza Strip

Abu-Odah and colleagues (2020) describe the development of palliative care in the
Palestine—Gaza Strip and identify persistent shortcomings: restricted opioid access
driven by import limitations; limited clinician training in symptom assessment and
management; constrained palliative oncology capacity; weak integration of palliative
care into broader health systems; and substantial undertreatment of pain and dyspnea.
In this context, war did not merely worsen an already difficult situation—it rendered
palliative care operationally unworkable.



Palliative care capacity in intensive coronary care units

In a study among nurses in Gaza’s intensive coronary care units (ICCUs), Abu-Aziz and
colleagues (2023) report minimal formal palliative training and high levels of moral
distress. Nurses described that even basic comfort measures were frequently
unattainable due to shortages of staff, materials, and medicines. The experience of
being unable to provide fundamental comfort care emerged as a major source of
sustained suffering among healthcare workers.

Unmet needs in advanced cancer

Abu-Odah and colleagues (2022) document severe unmet palliative needs among
Palestinian patients with advanced cancer, including poorly controlled pain, nausea,
dyspnea, and anxiety, alongside limited psychosocial and spiritual support and heavy
family burden. These patients continue to exist during conflict, but their access to any
meaningful palliative support may collapse almost entirely.

Moral injury and the ethical burden of “knowing but not being able to do”

Palliative care is grounded in presence, symptom relief, and family support. Yet conflict
conditions repeatedly remove the means to deliver these essentials. The literature
describes a consistent phenomenon: moral injury, arising when clinicians know what
appropriate care entails but are blocked by external constraints, leading to guilt, shame,
and trauma (Mikati et al., 2021).

In Gaza, this moral injury becomes clinically and ethically stark: decisions about who
receives sedation, who receives analgesia, and who receives neither are shaped not by
medical judgment but by scarcity. Patients may die with untreated symptoms, and
clinicians must repeatedly witness suffering they are trained to prevent. Across studies,
the conclusion is consistent: conflict settings expose healthcare workers to ethical
dilemmas for which no “good” solution exists.

The paradox of palliative care in war: maximal need, minimal availability

Coghlan’s 2024 Lancet essay, “Morphine for Gaza?”, argues that conventional framing of
palliative care as an “add-on” fails under extreme violence and systemic collapse.
Palliative care is not a luxury. It is not optional. In war, palliative care may be among the
earliest and most urgent needs.

Coghlan describes untreated pain as a “disaster within a disaster,” emphasizing that the
burdens of suffering disproportionately fall on children, older people, and those living



with chronic or advanced illness—patterns also observed in other contemporary
conflict settings.

What remains of palliative care under extreme conditions?
Across the literature, several themes recur:

1. Pain is systematically undertreated, often to the point of being entirely untreated,
undermining a basic humanitarian imperative: relief of suffering.

2. Families are fragmented, and grief and farewell become acute, chaotic, and
frequently impossible.

3. Healthcare workers are emotionally depleted, functioning simultaneously as
clinicians and as direct victims of violence.

4. Careis reduced to presence, words, touch, and human connection when
medications and resources are absent.

5. Palliative care becomes moral resistance: to comfort is to protect humanity
against dehumanization.

Under these conditions, palliative care is not only a clinical discipline; it becomes
humanitarian practice, ethics in action, and a defense of dignity.

In conversations with Dr Abdalgadr Whishah—most often via Signal—the clinical reality
is stark. Sometimes there is one ampoule of ketamine. Sometimes a handful of
ibuprofen. Often, nothing. Yet he remains at work. He often says:

“Medicine is no longer just a career—it’s a calling. And every shift
reminds me why | chose this path: to serve, to heal, and to stand
beside people when they need it most.”

Implications and action

The evidence is clear: palliative care in Gaza has long been structurally underserved,
and armed conflict has magnified these deficits to catastrophic scale. Yet the literature
also suggests that intervention remains meaningful even when cure is impossible—
through access to essential medicines, training, psychosocial support, and sustained
professional solidarity.



In collaboration with the foundation Doctors in Need, we work with colleagues to
support approximately 30 young healthcare professionals in Gaza through:

e financial support to sustain work and training;
¢ emotional and collegial support via a structured buddy system;
e amplification and recognition of clinicians’ lived experiences.

Their courage is substantial. But no one can carry this alone.

Conclusion: a shared moral question

The moral question is therefore simple: If palliative care is a commitment to dignity, then
access to essential symptom relief cannot be treated as optional in war—it must be
recognized as a humanitarian minimum. Our responsibility is not only to witness and to
feel moved, but to translate solidarity into practical action: protecting access to
essential medicines, supporting the wellbeing of clinicians facing moral injury, and
insisting—publicly and persistently—that preventable suffering is never an acceptable
collateral consequence. In doing so, we affirm that even when systems collapse,
humanity remains a clinical and moral obligation—and one we share.

“What does it mean for those of us who practice in safety to
support that humanity where it is needed most?”

If we believe relief of suffering is a humanitarian minimum, then our solidarity has to
become practical.

Please consider donating to Doctors in Need, so these clinicians can keep standing,
caring, and healing where it matters most.

Support a doctor, and you save more than one life.


https://doctorsinneed.org/en/
https://doctorsinneed.org/en/our-doctors/
https://whydonate.com/fundraising/artseninnoodgaza
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