Reproductive Health Issues Affecting Displaced Populations

Abstract

The provision of reproductive health
services for displaced populations has
guined momentum since the 1994 Inter-
national Conference on Population and
Development (ICPD). The ICPD Pro-
gramme of Action sets reproductive
health within a rights framework and
highlights the needs of refugees and in-
ternally displaced populations. This pa-
per looks at the background to
reproductive health for refugees, offers
some lessons learned from Marie Stopes
International’s refugee programming
experience and highlights possible fu-
tureinterventions.

Résumé

La prise en compte des questions
d’obstétrique pour les personnes
déplacées a gagnéun surcroitd’attention
depuis la Conférence Internationale sur
la population et le Développement de
1994. Le programme d’action ayant
découlé de cette conférence place
Uobstétriquedans le cadreadéquat et met
en relief les besoins des réfugiés et des
personnes déplacées a l'intérieur des
frontieres nationales. Cet article propose
un rappel historique de la question de
Uobstétrique pour les réfugiés, suggere
quelques legons a tirer de I'expérience
d’organisation des réfugiés de Marie
Stopes International, et signaleles inter-
ventions futures possibles.

The Context — Agency Initiatives

International recognition of the press-
ing demand for reproductive health
servicesinrefugeesettingsis well docu-
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mented.! Although international con-
ventions and agreements have beenrati-
fied, reproductive health services for
refugees are still being neglected or de-
layed. .

The principles of reproductive health
arise under specific international hu-
man rights instruments,?applicable to
all persons, including refugees, without
discrimination.

“The humanrights of womeninclude
their rights to have control over and
decide freely and responsibly on mat-
ters related to their sexuality, includ-
ing sexual and reproductive health,
free of coercion, discrimination and
violence.”

Fourth World Conference on
Women, Platform for Action, Beijing,
1995
It was in Cairo, at the 1994 Interna-
tional Conference on Population and
Development, (ICPD) that thereproduc-
tive health needs of refugees were offi-
cially recognised for the first time at a
UN conference:
“Inplanning and implementing refu-
geeassistanceactivities, special atten-
tion should be given to the specific
needs of refugee women and refugee
children. Refugees should be pro-
vided withaccess toadequateaccom-
modation, education, health services,
including family planning.”

Programme of Action, International
Conference on Population and De-
velopment, Cairo, September 1994,
Para 10.25

“Reproductive health is a state of
complete physical, mental and social
well-being and not merely the ab-
sence of disease or infirmity in all
matters relating to the reproductive
system and to its functions and proc-
esses. Reproductive health therefore

implies that people are able tohave a
satisfying and safe sex life and that
they havethe capability to reproduce
and the freedom to decide if, when
and how often to do so.”

Programme of Action, International
Conference on Population and De-
velopment, Cairo, September 1994,
Para 7.2

A central achievement of ICPD was
its promotion of a comprehensive ap-
proach to meeting people’s reproduc-
tive health needs. The rights of women
are central to the Programme of Action,
which calls for the full and equal par-
ticipation of women in civil, cultural,
economic, politicaland social life. Until
1994, population programmes empha-
sised family planning services. The
Cairo Programme of Action presentsan
alternative agenda, based on ahuman-
rights framework, which recommends
thatreproductive health (RH) should be
madeavailabletoall. It calls forcompre-
hensive RH services, designed with the
involvement of women, to serve wom-
en’s needs and advance women’s
rights.

As a result of the ICPD, the Inter-
Agency Symposium on Reproductive
Health in Refugee Situations was con-
vened in 1995. Fifty agencies committed
themselves toimproving reproductive
health provision for refugees and pro-
duced the Inter-Agency Field Manual
onReproductive Health in Refugee Situ-
ations. In addition, the Inter-Agency
Working Group on Reproductive
Health in Refugee Situations (IAWG)
was formed, comprising 32 members
including NGOs, donor agencies and
researchers. The final version of the
field manual has just been produced
and is available from the United Na-
tions High Commissioner for Refugees
(UNHCR).2
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Recognising the pressing need to in-
troduce reproductive health care as
early as possible, the concept of the
Minimal Initial Service Package (MISP)
was developed by theIAWG. The MISP
is specifically designed to facilitate the
timely and appropriate delivery of re-
productive health services in the initial
acute phase of an emergency situation
and to plan for services as the situation
develops. The MISP concept includes:

human resources; guidelines and train-

ing for the implementation of selected
interventions; material resources, in-
cluding essential drugs, and basic
equipment.

To provide the material resources of
the MISP, UNFPA has developed The
Reproductive Health Kit. The kit is di-
vided into 12 subkits for use atdifferent
levels of health facility.4

Reproductive Health for Refugees
Consortium
During the ICPD, CARE, International
Rescue Committee (IRC), John Snow
International Research & Training (JSI),
Marie Stopes International (MSI) and
the Women’s Commission for Refugee
Womenand Children (WCRWC) united
to form the Reproductive Health for
Refugees (RHR) Consortium. Its mem-
bership has recently been extended to
include: American Refugee Committee
(ARC)and Colombia University Centre
for Population and Family Health. The
aim of the RHR Consortiumis toinstitu-
tionalise reproductive health for refu-
gee women, men and adolescents
worldwide in accordance with the
Cairo Programme of Action. The Con-
sortium has developed training mod-
ules and needs assessment tools,
established an advocacy group of refu-
geewomen fromaround the world and

implementsasmall grants programme.

Currently in development is a set of
monitoring and evaluation tools for RH
inrefugeesettings.’

The Provision of Reproductive
Health Care in Emergency
Settings
Refugee and emergency settings com-
pound many of the problems faced by
women. Itis imperative toensure thata
lack of comprehensive health services
doesnotadd to the suffering of refugee

women.

Reproductive health entails much
more than the skeleton maternal and
child health services provided in many
refugee settings. An effective pro-
gramme of reproductive health care is
sensitive to the different needs of men
and women, of differentethnicand cul-
tural groups, and of different age
groups. Itmustbe accessible and avail-
able to single women, widows, older
women, adolescents and men.

In Sri Lanka, MSI promotes commu-
nity participation in the project to help
ensure services are appropriate to all
sectors of thecommunity and asaresult
has seen a marked increase in the care
seekingbehaviour of theinternally dis-
placed communities it serves.

Reproductive health for refugeescov-
ers the following technical areas:

*safe motherhood (including ante-
natal, delivery and post-partum care)

eprevention and management of the
consequences of sexualand gender vio-
lence

efamily planning

eprevention and treatment of sexu-
ally transmitted diseases and HIV/
AIDS

*emergency obstetriccare, including
the treatment of abortion-related com-
plications

While food, water, shelter and pri-
mary health care are provided asamat-
ter of course in emergency settings,
reproductivehealthcare provisionisfar
from universal. Lessons from refugee
settings worldwide clearly reveal that
ignoring thereproductive health needs
of refugees can threaten the lives of
many people (WHO, 1997, UNHCR,
1999, RHR Consortium, 1998), yet this
crucial component of emergency aid is
often overlooked by agencies. Repro-
ductive health has been referred to by
some as an optional second phase in-

tervention rather than a first phase im-
perative. However, as the majority of
crises prove, certain reproductive
health services are required from the
moment displacement occurs such as
prevention and management of the con-
sequences of sexual violence, reduction
of HIV transmission, prevention of ex-
cess neonatal and maternal morbidity
and mortality, planning for comprehen-
siveservice delivery. Otherservices can
be established as the situation develops
such as comprehensive family plan-
ning, preventionand treatment of STDs,
ante - and post-natal care, counselling,
management of consequences of unsafe
abortion.

Most refugees are from countries
where health indicators are already
poor. Flight from war, civil or ethnic
conflict or natural disaster exacerbates
existing health problems. During flight,
women, in particular, are vulnerable to
sexual violence and abuse. Even once
women reachrelative safety, conditions
still prevail that further contribute to
their ill health: malnutrition and epi-
demics, an absence of law and order,
increased responsibility for house-
holds in the absence of male family
members, and breakdown of pre-exist-
ing family structures. Despite a lack of
hard data, there is ample evidence
(Palmer 1998, UNHCR 1999, UNFPA
1999, RHR Consortium 1998) to sup-
port the need for reproductive health
servicesinrefugeesettings. Women are
most affected by reproductive health
problems and for refugee women this
burden is further compounded by the
precariousness of their situation.

Ithasbeenshown thatwomen inrefu-
gee settings experience ( Palmer 1998,
RHR Consortium, 1998, Busza and
Lush, 1999):

1. Higher maternal mortality and mor-
bidity as a result of:

¢ poor nutrition

srepeated, frequent pregnancies

elack of clean, safe delivery care
2. Increased (often unsafe) sexual activ-
ity, whichresultsinanincreasein HIV /
AIDSand sexually transmitted diseases
dueto:

*use of sexual favours in exchange
for food, money or protection
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srape as a tool of coercion or humili-
ation

sbreakdown of family and social
structures, and accompanying behav-
ioural change

sboredom
3. Increased fertility rates due to:

eimprovements in child survival
rates :

spressure on women to rebuild the
population

elack of birth spacing/family plan-
ning information and supplies

InSierraLeone, experienceindicated
that fertility was high in the camp envi-
ronment. Boredom was identified as
leading to the appearance of unsafe
sexual activity in the camp. Aninformal
assessment was carried out to discover
thereasons why women wanted tohave
many children and the results were
given as:

swillingness to replace those lost
during the war

echildren represented the only sta-
bility for women in new relationships

sincreased food rations

Itisimportant that RH interventions
arenotonly timely butalsoappropriate.
Inanemergency, itmay be easy to over-
look particular refugeeneeds in the ur-
gency of providing services. Refugee
participation is vital in ensuring that
services are tailored to users’ needs.

Lessons Learned and
Recommendations From MSD’s
Refugee Projects
There are anumber of issues which dif-
ferentiate refugee settings from conven-
tional settings and must be taken into
account in service delivery and pro-

gramme implementation.

Agencies operating within arefugee
setting need toretain a greater degree of
flexibility in order toremain responsive
to the oftenrapidly changing needsofa
refugee community. Servicesrequired at
the onset of an emergency will develop
and expand as the situation stabilises.
In addition, reproductive health agen-
cies must be prepared to provide pri-
mary health care services as well as to
encourage primary health providersto
integrate reproductive healthinto their
service mix.

The highly political nature of com-
plex emergencies can make the provi-

sion of reproductive health care a par-
ticularly sensitive issue. Therefore, itis
imperative to ensure the full participa-
tion of therefugee community, particu-
larly women and adolescents, in all
stages of the planning, design and im-
plementation of services.

Itisalsoimportanttoensure thatserv-
ices reach the host/local population as
well as the displaced population, not
just to reduce the possibility of tension
between the communities but also to
makeclear that thereisnoethnicdimen-
sion to the provision of services.

Refugees are not always in camp en-
vironments, thus services alsoneed tobe
accessible and available to those living
within the host community.

Health committees comprised of key
community representatives should en-
sure the ongoing acceptability and ap-
propriateness of services liaising
between the projectand target commu-
nities.

Community volunteers should be
identified and trained tobecome health
providers. This strategy ensures valu-
able skills are not lost during displace-
ment, new skills can be developed in
preparation for the return process, and
services remain appropriate to the tar-
getpopulation.

Extra care should be paid to ensure
that quality of care is not compromised
during the provision of comprehensive
sexual and reproductive health serv-
ices. Specialist technical support for
specific service components should be
considered to ensure continuing high
quality services as well as to monitor
quality of care issues.

Appropriate information education
and communication messages and ma-
terials in consultation with community
leaders and health committees should
be developed. Materials may be avail-
able from the country of origin orlocally
produced material could be adapted to
suit the particular situation.

Recommendations for Future
Action
MSIand the RHR Consortium are at the
forefront of organisations undertaking
a range of activities to guarantee the
provision of reproductive health serv-
ices in refugee settings. The following
set of recommendations is drawn from

global programming experiences and
highlights some of the areas in which
action must be taken to ensure repro-
ductive health care provision for refu-
gees. '

1. A Broad Perspective

Solutions for short-term problems
should be matched with long-term
needs and should havea positive long-
term developmental impact for the
whole community.

2. Advocacy and Fundraising

A concerted advocacy programme to
promote increased attention and action
for RHR aimed at policy makers, gov-
ernment officials, UN agencies, donors,
aid workers, the media and the general
public.

Implementing agenciesneed tochal-
lengelong standing organisational pri-
orities to build institutional capacity
and commitmenttoRHR.

3. A Participatory Approach

RHR programmes must be based on
participation, capacity building and
strengthening representative organisa-
tions.

Sensitisation and assistance to local
communities should be established in
order to alleviate tensions between lo-
cal and refugee populations.

Greater understanding of the cul-
tural and traditional values of refugee
communities will ensure culturallyap-
propriate services and resources are
available.

Co-ordination between agencies is
imperative in order to avoid duplica-
tion and to ensure that the full range of
reproductive health services are avail-
able.

NGOsmustensure that camp layout
really considers women’s and chil-
dren’sissues. The consequences of poor
camp layout on women's health can
lead to high medical and human re-
source costs.

Greater representation of womenin
decision-making positions in imple-
menting agencies and refugee organi-
sations, including translators, will
help ensure services are appropriate
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and accessible to refugee women and
their families.

Programmesmusttake thelong-term
perspective in which women are per-
ceived as crucial in the rehabilitation
and reconstruction process. '

Involvement and education of refu-
gee men about their responsibilities is
critical to women’s health status; par-
ticular attention should be paid to the
needs of adolescents.

4, Training and Capacity-Building
Needs

Greater training and awarenessamong
field staff on practical protectionmeas-
ures for preventing and responding to
sexual violence is needed.

~ Publichealth awareness campaigns
should beimplemented among refugee
and displaced populations, incorporat-
ing training in good reproductive
health practices.

Increased resources, both financial
and human, to implement comprehen-
sive RH programmes are needed.

Greater access to female protection,
medical staff and female interpreters
would ensure that refugee women are
more able to report incidents of sexual
violence.

5. Research and Development
Further research and study into the
health, behaviour and characteristics of
refugees and internally displaced per-
sons is needed to further develop the
design and implementation of repro-
ductive health care services.

Development of tools to assist man-
agers and field staff in implementation
of comprehensive RH programmes are
needed.

Conclusion
The challenge facing all organisations
is to ensure that advances made at the
policy level are translated into in-
creased action and commitment at the
field level. m
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Notes

1. Cairo Programme of Action 1994, Inter-
agency Symposium on Reproductive
Health in Refugee Situations 1995, Inter-
Agency Field Manual on Reproductive
Health in Refugee Situations, 1999.

2. Universal Declaration of Human Rights,
Conventionon theRights of the Child, Con-
- vention on the Elimination of All Forms of
Discrimination against Women, Interna-
tional Covenant on Civil and Political
Rights.
3. Centre for Documentation for Refugees fax:
41 22 739 73 67 email: cdr@unhcr.ch.

4. For a copy, contact UNFPA local offices or
Emergency Relief Office fax: +41 22 979
9049 email: unfpaero@undp.org

5.For further information on the RHR Consor-
tium contact: Samantha Guy, MSI, tel: 44
171 574 7346, fax: 44 171 574 7418, email:
sam.guy@stopes.org.uk or Rachel Jones,
WCRWC, tel: 1 212 551 3112, fax:1 212
551 3180, email: rachel@intrescom.org.o
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