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Abstract

Background: Refugees are believed to be highly vulnerable, marginalized and underserved population
groups and at high risks of different physical, psychosocial, sexual and mental health threats. The short
and/or long term partner separation and other fertility inhibiting factors due to conflict and forced
migration result in changing refugee fertility behavior. The refugees maternal and child health conditions
are more affected by the forced migration and uncontrolled births. In the current study refugee population
little is known about their fertility determinants.

Objective: This study was an attempt to examine refugees’ current and desired fertility levels and to assess
the relative contribution of intermediate (proximate) fertility determinant variables and distal
fertility determinant among refugee inhabiting in Ethiopia.

Method: Refugee community based cross-sectional study design was employed. Using the standard and
structured questionnaires 2041 sampled women refugee in the childbearing age and dwell in camps and
urban settings interviewed mainly on their socio-demographic and reproductive characteristics. Bongaart’s
model was used to measure the relative contribution of the proximate determinants of fertility and negative
binomial regression model was employed to identify distal fertility determinants. Data were entered in Epi
info 7 and exported to SPSS version 20.0 and Stata 11 software for cleaning and analysis.

Results: The observed total fertility rate and the total marital fertility rate were found to be 4.6 and 5.9
children per woman respectively. There was a big disparity of total fertility rate among urban vs. camp
refugees with 3.0 and 5.8 children per woman respectively. The mean children ever born were 3.40
children per woman. The mean desired fertility rate was estimated at 8.72 children per woman and the
mean children ever born to women in the age group 45-49 were 7.90 children per woman. However, 83%
of the respondents attributed that only God/Allah will decide on the number of children refugees can have.
On the other hand, non-marriage and postpartum amenorrhea contributed the highest (35% and 34%)
fertility inhibition effect of its possible biological maximum respectively. Meanwhile, the inhibitory effect
of contraception from its natural level was only 16% among refugees. Similarly, from the selected socio-
demographic and reproductive variables, religion (fertility level among women refugee in the Muslim
religious congregation were, 1.42: 95% CI (1.19, 1.70) times higher compared to Christianity followers).
age at migration (fertility was 1.22: 95% CI (1.05,1.43), 1.66: 95% CI: (1.37,2.01) and 1.92: 95% CI
(1.51,2.44) times higher among women refugee moved out from their usual place of abode 11-20, 21-30
and 31or more years ago respectively compared to those who migrated within the past 10 years). Similarly,
age, monthly income, polygamous marital forms, history of abortion, age at first birth, partner's attitude on
contraceptive use and marital duration were the significant predictors of refugee fertility.

Conclusion: The refugees’ current and desired fertility is among the highest, with significantly high
disparities between current and desired fertility level. Women’s religious belief has a greater effect on the
desired fertility level. Non-marriage, postpartum amenorrhea and contraception significantly reduced
fertility from its natural level. Refugee women’s age, monthly income, marital forms, history of abortion,
age at first birth, age at migration, religion, partner's attitude on contraceptive use and marital duration are
the significant predictors of fertility. Hence, strengthening refugee women and girls' schooling help to
empower women refugee and able claim and exercise their reproductive rights as appropriate. Religious
leaders and male partners’ involvement in the woman's fertility decision is highly recommended. The
refugees’ current and desired high fertility level entail the need for refugees based and friendly
reproductive health program design with due emphasis on the identified predictor variables along with
encouraging refugees’ best practices of non-marriage, postpartum amenorrhea and contraceptives uses.

Key words: Refugee women, desired and current fertility level, Proximate and distal determinants of
fertility, Children ever born, socialization, disruptive, adaptation
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1. Introduction

1.1  Background

According to the 1951 Geneva Refugee Convention, “a refugee is defined as someone who,
owing to a well-founded fear of being persecuted for different causes related to race, religion,
nationality, membership of a particular social group, or political opinion, is outside the
country of his/her nationality or habitual residence, and is unable to or, owing to such fear, is
unwilling to avail him/herself of the protection of that country”[1]. Refugees also defined as
people who have crossed an international boundary and internally displaced persons (those

people enforced to depart their residence but remain within their own countries).

Globally, people of concern to UNHCR were estimated at 42.5 million. Of these, refugees
accounted 15.2 million, internally displaced persons(IDPs) 26.4 million, and other individuals
whose asylum applications had not succeeded constituted for 895,000{2]. As of August,
2012 Ethiopia was host to 372,096 refugees. Of these, Somali refugees account for the largest
proportion 209,214(61.16%), followed by Sudanese 67,140 (19.63%) and Eritrean refugees
61,703 (18.04%)[3] Among the many push-pull factors, high poverty, conflict and social
unrest make mass influx of people out of their residence and home country to save their lives
and look for refugee status and stability to neighboring countries. By then, women and

children were facing the worst suffering during border crossing and their camp life [2, 3].

The worldwide female and male refugees were proportionally almost equal with some
regional disparities. In some refugees’ settings, women and children account up to 90 percent,
possibly due to their partners and /or fathers have become fighters, died, or taken to
prisons[4]. Refugees are believed to be highly vulnerable to different physical, psychosocial
and mental health risks due to the consequences forced migration (conflicts, war, famine,
disease outbreaks...etc). As a result, refugees entitled for special protection and care as per
the international law of United Nation high Commissioner for Refugees (UNHCR, 1951) and
UNHCR is mandated to take care of refugees’ health and well-being worldwide[1].

The majority of displaced people arise from countries of low life expectancies and high rate
maternal and child mortality. They have also low educational level and skills, resulted in

limited job opportunity and deprived livelihood status.
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In such circumstances, refugee and IDPs life situations severely deteriorated. Moreover,
refugees and IDPs challenged with countless life events; loss of support from family and
friends, disturbance in the social bonding including societal values, norms and roles.
Refugees also forced to change their reproductive behavior, including current and desired
fertility levels. However, refugees whom get out of the emergency crisis, rehabilitated and
start to adapt camps life with basic necessities support like food, water and shelter including

basic health care, education and vocational skill trainings opportunities[4].

In some refugee settings women and children accounted 80% of the total refugee
population, and they are at most risk population since they were displaced, impoverished and
natural vulnerability and susceptibility to different health problems [5]. Unlike other
population groups, refugee women face high maternal morbidity and mortality which results
from sexual and gender-based violence, unmet need for contraception (unwanted pregnancy -
unsafe abortion) and sexually transmitted infections including HIV[6]. As consequences of
the refugees’ life events, their health status, including fertility behavior highly challenged.
According to studies and theories, refugee fertility affected by different forced migration
related factors and fertility tends to decrease immediately aftermath of the forced migration
and crisis period (disruptive effect of migration). Mostly short and/or long term partner
separation and stress that reduces coital frequency and other fertility inhibiting factors from
the conflict result in continued refugees’ fertility depression. As well refugees’ fertility
intention is also affected by the disruption in residential, income source loss and lifestyle
changes and socio-cultural adaptation of the country of destination[7]. On the other hand,
refugees fertility tends to follow their country of origin tradition (socialization concept), and
also affected by the country of destination fertility tradition (adaptation theory) and other
refugees selectivity factors like level of education. Refugees could have a significant role not
only in the demographic change of a destination country but also it impacted the
socioeconomic like GDP growth, wage, employment and labor market opportunities of the

destination country’s host community][8].



1.2  Statement of the problem

Total fertility is the average number of children a woman would bear if she never dies in her
reproductive years and fertility rates remained unchanged during for a specified period of
time. According to the 2010 revised world population prospect, the global total fertility rate
was estimated at 2.52 children per woman in 2005-2010. From the 121 least developed
countries in the world, 26 of them have total fertility levels of 5 and above children per
woman. Of these, 25 countries are least developed. The total fertility rate in Africa was 4.6
children per woman, with regional and countries’ level variations. The TFR in East Africa
was 5.1 children per woman while Ethiopia and Somali total fertility rate were 4.8 and 6.2
children per woman respectively. Access to family planning is indicated as a key to achieve
fertility reduction especially in developing countries. In 2009, modern contraceptive methods
use in least developed countries was as low as 25 percent among married or in union
reproductive age women; besides 24 percent of those women had a family planning unmet

need[9].

Study findings revealed that in Sub-Saharan Africa, women of age 35 and over reported that
12% to 28% children were more than their ideal. And, men‘s ideal family size strongly found
to influence women‘s ideals. Women empowerment in terms household decision-making and
gender role attitudes was found to have less influence in predicting ideal fertility intention
when compared with the husband‘s desires. If women able to prevent unintended fertility and
have only the number of children they plan, the possibility significant reduction from the high
total fertility rate is indicated[10]. In other study findings conducted in sub-Sahara African
countries, following the start of fertility transition, the total fertility rate found to have only a
minor association with educational status. Accordingly, this study changes in education status
explain only a 13% fertility decline in between 1975 and 2005[11]. Conversely, according to
the 2011demographic and health survey (DHS) Ethiopian total fertility rate (TFR) reported
4.8 children per women. In this survey rural women’s TFR was found to be twice higher than
urban dwellers’. In Ethiopia, childbearing starts at an early age, more than one-third (34
percent) of women in the age 20-49 gave birth by age 18, and more than half (54 percent) of
them by age 20. Adolescent women, (12 percent) in the age between15-19 years were either
mothers or pregnant with their first child. Regarding child spacing, 56 percent of births occur

within three years of a preceding birth while 20 percent occur within 24 months[12].



From the same survey report, the total wanted fertility rate was 3 children per woman and by
1.8 children less than the actual TFR (4.8 children per woman). It explained as
unsuccessfulness of Ethiopian women in achieving their fertility desire. Urban women were
in a better position to achieve their ideal desired fertility (0.8 children difference, between
wanting vs. actual fertility) than rural women with a difference of 2.1 children. Among the
Ethiopian regional states, the difference in wanted fertility and actual fertility was highest in
Somali (2.9) while it was lowest in Addis Ababa (0.2). The total wanted fertility was found to
be inversely related to education and wealth. Similarly TFR was declining as education and
wealth increase. Besides, as women’s education and wealth increase, the difference between

wanting and actual fertility rate get narrowed[12].

From other study findings conducted in Uyo, Nigeria, the number of children desired to have
by the majority (53.3 percent) of respondent women was four children. The number of
children desired was also strongly associated with the wives and husband’s level of education
and the number of surviving children. However, no reported association between the number
of desired children and contraception awareness and the husband’s number of wives[13]. On
the other hand, study finding revealed that, high fertility level documented among
Indochinese refugees since their arrival to the country of destination (United States). Their
fertility levels were more than five children per ever-married woman, and it was similar to the
experience of ideal family size in their country of origin. Fertility levels were higher among
rural than urban residence refugees. The author justified that the high fertility of refugees was
due to couple’s migration from high fertility setting and their delayed adaptation to the low
fertility environment of their country of destination. It is also supplemented with sons’ gender
preference. Furthermore, vis-a-vis the better contraception awareness of majority women
refugee, access was limited due to barriers related with their socio-cultural and economic
basis. Due to the limited refugees interest on family planning use, high pressure continued on

child and maternal resources from refugees’ increased fertility behavior[14].

A lot of women refugees or IDPs challenged with unwanted, unintended, and too close birth
intervals, as a result of lack of access to contraceptive services, pressure from husbands and
other family members to “re-establish or compensate” the lost children, high rape and
prostitution practices[4]. According to the United Nations Population Fund (UNFPA),
following unsafe abortion complications only result in up to 50 percent of refugee maternal

deaths[15].



Little is known about the immediate consequences of displacement, whether it affects fertility
preferences or not. However, refugees’ appear to restore their fertility desires relatively quiet
soon to their refugees’ pre-displacement fertility state. In addition, refugee women who want
to stop their fertility, have no access to safe abortion care and prone to find and use an unsafe
abortion practitioner and expose themselves to unhealthful acts and related reproductive

consequences[4].

Most studies conducted in conflicts affected (displaced population and refugees) level
fertility and desire also showed that fertility level and desire decreased for a short time
(usually five years) in the post conflict period and Ilater fertility boost observed.
Refugees/displaced/people socio-demographic background, economy, partner separation and
adaptation to the new environment, culture and lifestyle, demographic imbalance male to
female ratio, loss of children during the conflict, awareness and availability of contraceptive
methods are some of the major factors affecting (positively or negatively) refugees level of
fertility rate and desire [7, 16-18]. Refugees and displaced people facing countless
challenges, such as disturbance of their preexisting social support system from family, friends
and society and high stress to change their desired fertility levels and public or societal
roles[4]. High fertility has significant impact mainly on welfare of women, children, and the
communities at large and its impact got worse in refugee population where their access to
reproductive health care services is limited. Besides, high fertility impact result in under
development of socioeconomic from national to local levels, shortage in food supplies and

depletion of resources, and challenge on sustainability of environmental issues[15].

However, no studies found on the selected study subject among refugees residing in Ethiopia,
and this study aimed to assess refugees fertility level and determinant factors. The findings of
this study believed to give baseline firsthand information on the refugees’ fertility level and
determinant (proximate and distal) factors. Based on the study findings, feasible
recommendations forwarded to stakeholders and implementing partners working on refugee

reproductive health programs for their further programmatic and policy consideration.



1.3  Rationale of the study

Yet studies on refugees’ fertility desire and determinant factors are limited and also in the
earlier time major focus have been given to other humanitarian relief program interventions.
As a result, refugee reproductive health care was a neglected humanitarian activity, in spite of
the recent initiatives that many humanitarian organizations started to work on it [4]. It is also
known that refugees are marginalized and underserved group of the population. Studies on
refugees reproductive health needs including current and desired fertility level were limited

compared with the host community.

According to my review, this study is the first of its kind in the current women refugee
residing in Ethiopia and it is considered to provide baseline information about the women
refugee fertility levels and determinant factors. The study provided basic information on

refugee current and desired fertility levels.

The study findings /information/ on socio-demographic and other intermediate fertility
determinants of refugees benefit to design, refugee oriented and feasible reproductive health
programs and able to bring significant impact in adjusting refugee fertility and improve their

reproductive health outcomes.



2. Review of Literatures

2.1 Magnitude of Refugees and their fertility level and intention

All refugees, returnees, stateless and internally displaced persons (IDPs) are considered to be
persons of concern to UNHCR. Globally, these people were estimated to 42.5 million. Of
these, refugees constitute 15.2 million, IDPs 26.4 million, and individuals whose asylum
applications had not succeeded 895,000. By the end of 2011, of the year total persons of
concern only 35.4 million persons (of these, 10.4million refugees) were under the
responsibility of UNHCR. Developing countries have been hosting for about 8.4 million
refugees of the global total. Of whom, Sub-Saharan Africa was host to 2.7 million (one
quarter of all refugees only), mainly originated from Somalia (760,800), Sudan (462,100),
and the Democratic Republic of the Congo (457,900). From the available data (covering 24.4
million under UNHCR’s responsibilities), about 49% of the people were female. In sub-

Saharan Africa, 51 percent of refugees were female[2].

Despite the fact that, there are different contributing reasons for people to migrate; these can
broadly classify as push and pull factors. Push factors are reasons that enforce people to leave
their country of origin, while pull factors motivate or attract people to flee to a certain
country. For both push and pull factors, economic, social and physical factors are the main
root causes for migration. Economic factors like lack of employment, food and shelter
shortage and poor living conditions, social factors includes poor health care, lack of
educational opportunity and race and religious affiliation related conflicts, Political unrest,
war and terrorism. And physical factors like natural disasters are the most common factors
for people migrating. In contrast, to avert these economic, social and physical problems and

wish to live a better or standard way of life people enforced and/or motivated to migrate [19].

A study conducted on the short and long-term fertility effects of mass violent conflict in
Rwanda revealed that mass violent conflict was directly determining fertility. A child loss in
the genocide had the biggest positive fertility effect and it is explained by the author as
evidence for a replacement effect of fertility. Fertility differential in the shorter term, five
years period and gender-specific effects observed in both child and sibling deaths, evidence
revealed for the substitute of died male babies, but no evidence for lost female children.

Widows challenged with considerable under fertility in the pre and post the conflict period.



The author interpreted these as the “continued role of social norms in the area. In addition,
fertility is robustly associated with marital status and marriage markets. Unequal sex ratios as
a demographic conflict substitute appear to lead to lower fertility, showed to the continued
role of marriage markets and marital status for determining fertility[16]. In another study
findings, refugee women were found to have higher fertility rate, but with lower chance of
their child survival. New born female children badly suffered as compared with their
counterpart newborn boys, this is in agreement with the sex differential in child survival in

most cases of population dynamics in bad conditioned living situation[17].

From the findings in Somali and Congolese refugees, the contraceptive prevalence rate (CPR)
of 6.9 percent and 16.1 percent in surveying the refugee population respectively. Regarding
the modern family planning methods 6.8percent users in Somali refugees, while there were
14.6 percent users in Congolese refugees. In both studies the pills and injectables were
commonly used contraceptives. Unmet need for FP is 9.9% of Somali refugees while
7.8percent of Congolese. Apart from fertility related factors, religious ban and husbands’
disagreement was very significant in surveying Somali refugees. In both studies, religious
barriers were present within the Muslim, Catholic and Pentecostal populations. Respondents
also want to have a large number of children to replace those lost by the war and conflict, and

families consider children as an asset[20, 21].

In a study finding in Nigeria, where most of the respondents (more than 80 percent) were
found within 15 to 30 years of age while they had their first birth and less than 10 percent of
the respondents were 31 years and above when they had their first birth. Besides, 10.3 percent
of the respondents were less than fifteen years of age when they had their first birth. In this
study most of the women (98.4 percent) were married, only 13.4 percent of the respondents
were current FP users and 13.3 percent of them had their first sexual intercourse before the
age of 15. Given some of the women got married as teenagers, 65 percent of women were the
only wife of their husband. Fertility was 1.02 times higher among women of the rural
residents than women of urban dwellers. Regarding education and fertility desires, women
who had secondary education, primary education or no formal education respectively had
1.19, 1.47 and 1.48 times more children than those who had attained their tertiary level
education [22].



Low income (poor) women had 1.04 times more children than the rich women, while women

from poor households had 6 respectively higher fertility compared to those from rich

households.

Women who had their first birth between the age of 15-30 years (18percent) and those who
had their first birth after the age of 30 years (61percent) had lower fertility rate when
compared to those women who got their first child before the age 15 years. Likewise, women
who had their first sexual intercourse between the ages of 15-30 years had 11 percent lower
fertility in comparison with those who had the experience before they were less than 15 years
old. At the same time those who had their first sexual intercourse after the age of 30 years
had 1.09 times higher fertility compared to those who had the experience before the age of 15
years. Women living with their husbands had 1.07 times more children as compared with
those women who weren’t living with their husbands. In contrary to expectations, women
who do not use any method of contraceptive had 9percent lower fertility than family planning

user women|22].

2.2 Fertility Ddeterminants

The three focus areas to study fertility includes; the micro level determinants of fertility with
an individual, couple and household level effect. The macro level fertility determinants
usually occur in the socio-cultural context and affecting fertility through micro level
determinants. The link between the two (micro and macro fertility determinants) is
intermediate (proximate fertility determinants), which able to detect fertility changes at each
individual indices of proximate determinants of fertility ranging from 0 to 1. An indices with
a measurement value of ‘0’ representing the greatest possible inhibition effect on fertility

while the value of ‘1’demonstrating no fertility inhibitory effect[23].

The measure of the current fertility level is one of the most important subjects in reproductive
behaviors due to its direct role to programmatic design and population policy consideration
matters. The age specific fertility rate (ASFR) is one of the fertility measures, gives
information on fertility related to age patterns. And the total fertility rate (TFR) measures the
number of live births a woman would have, given the current ASFR remains the same
through her childbearing years. The general fertility rate (GFR) is another measure of

fertility that shows information on the number of live births/1,000 women of childbearing age
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(15-49years), while the Crude birth rate (CBR) is measuring the number of live births per
1,000 persons in the total population[12].

From a study finding conducted in southern Ethiopia, a TFR of 5.3 children per woman and a
marital fertility of 7.8 children per married woman were reported. The highest fertility
differentials (6.6 children per woman) were documented in rural low land areas while the
lowest (3.3) was observed in town inhabitants’. And also the highest point of fertility age
group was reported at 25-29 years. According to this study, the major direct fertility
determinants were non-marriage, contraception, and postpartum amenorrhea. The fertility
reduction contribution from abortion was insignificant due to the study population socio-
cultural inhibition factors to against induced abortion. As result, the respective indices
contribution to natural fertility inhibition from its biological maximum, non-marriage (34
percent), which measures the effect of late marriage and marital instability, contraception (23

percent), postpartum infecundability (Ci) about 32 percent and abortion (4 percent only)[24].

In a similar study, proportions of females in the reproductive age 15-49 years were found to
be 23% of the total study population in the study areas. The study also showed that the mean
age at first marriage in the study rural areas (two Gondar zones) and big urban area were 13
years and 16.5 years respectively. The TFR of the rural areas and the zonal towns (Gondar
and Debre Tabour) were calculated as 6.3 and 2.9 children per women respectively. The
mean number of children ever born to older women reaching the end of their reproductive
period (45 to 49 years) was computed as 6.5, which is an indicator of average completed

fertility[24, 25].

In addition, contraception reduced natural fertility by about 43 percent in urban residents.
Contraception natural fertility inhibition was about 57 percent while non-marriage reduced
fertility by about 59 percent from its biological maximum in women who attained secondary
and above education level. The fertility inhibition effect of PPI reduced from 35-14 percent
as educational attainment increased from illiterate to secondary plus level. Moreover, PPI had
a higher fertility reduction effect (35%) among women of food in secure households as
compared with those women with adequate food (25%) households[24]. On the other hand,
the index of marriage (Cm) equals 0.83, it means that non- marriage and reduced fertility by
17percent. In contrast, contraceptive use has an index of 0.75 indicating a 25 percent fertility

inhibition more than delayed marriage and non-marriage.
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The contraceptive prevalence rate was about 22 percent among all women study participants
while it was 27.3percent among married women. The PPI (Ci =0.54) fertility inhibiting
effect was an important proximate determinant in rural areas, while contraceptive use was
significant in urban center areas. In conclusion, among the three main proximate
determinants in reducing fertility in the two zones, PPI (Ci=0. 55) takes the lead and
accompany by contraceptive use (Cc=0.75) and delayed marriage (Cm=0.83)[25].

Regarding religion, the contraception natural fertility reduction was 31 percent among
Christians of other congregations, while non-marriage reduced by 43 among Orthodox
Christians followers, and also it had documented a 39 percent fertility inhibition effect among
Guraghes excluding the Meskan clan. Non marriage also reduced natural fertility by 74
percent among school girls. Abortion reduced natural fertility by about 6 percent among
women in the Orthodox Christianity congregation. PPI has no major differences in fertility
reduction effects across the different religious denominations, rather than a bit higher effect
documented among Muslims followers. Except the area majority Meskan clan, Contraception
had significant fertility inhibition from its biological maximum in migrant ethnic groups and
Guraghes with percentage reduction of 33 and 32, respectively. At the same time,
contraception natural fertility inhibition among students and women who married husbands
of secondary plus educational level was about 42 percent and 47 percent respectively.
Besides, abortion highest fertility reduction effect (24 percent) was observed among school

attending students[24].

From a study conducted among Idjwi Island, Democratic Republic of Congo, the TFR was
found to be 8.3 children per women. The fertility was found to be most influenced by
proportion of sexually active women who were unable to become pregnant (Cx=0.67),
duration of breast feeding (Ci=0.81) and proportion of women who were sexually active
(Cm=0.87). Induced abortion(Ca=1) and contraception prevalence(Cc=0.99) played little role
in determining fertility[26].

2.3 Socio-Demographic factors

Somalia is known by its estimated highest fertility rate of 6.2 children per woman, very high
child and maternal mortality rates, 180/1000 live births and 1200/100,000 live births

respectively, it is the second worst after Afghanistan in the world[27].
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In addition, the people of Somalia are known by its organized structures into different clans
like Dardo, Dir, Hawiye and Isaac are the main once. These clan structures are important

social units and have a significant role in Somalis socio-cultural and political movements[28].

From EDHS 2011 report, significant fertility differential was reported among regions’
background characteristics the TFR of 1.5 per women in Addis Ababa (seem under
replacement level of fertility) to 7.1 children per woman in Ethiopian Somali region and it
was the first from other regions’ TFR in the country. In five regional states of Ethiopia, total
fertility rates were higher than the national average (4.8 children per woman); that is in
Somali (7.1), Oromiya(5.6), Benishangul-Gumuz(5.2), Affar(5.0), and South Nations and
Nationalities People (4.9); while it was lower in the other six regions(Tigray, Harare, Dire
Dawa, Amhara and Gambela). On the other hand, the TFR was inversely associated with
women’s educational achievement, which was 5.8, 4.6, 1.9 and 1.3 children per women, with
no education, primary, secondary and more than secondary educations respectively. As well,
women in the lowest class of their wealth status found to have twice more higher TFR (6.0)

than women in the highest rank[12].

In a study finding, age at first marriage, males tend to marry at old age (23 years) as
compared with female at 21years and both partners age showed significant effect on desired
family size. On the other hand, more husbands (78 percent) intend to have more than 2
children compared with wives (68 percent) of similar fertility intention. However, twice more
husbands (14 percent) intend to have more than 6 children. Equally, both husbands and wives
(30 percent) preferred to have 3 children. Similarly, a very strong association was
documented between age, age at first marriage, educational attainment, occupation and place
of residence and religion (catholic affiliation) with desired family size. As well as age,
education, occupation and place of residence, religion and partners communication were
statistically associated with contraceptive use, but no association with age at first

marriage[29].

In a study conducted in Ethiopia, woman's place of residence (urban), better educational and
being employed, found to have lower lifetime fertility while those living in Somali, Oromia
and SNNP regions and those encounter child death intend to have more children. Women
from Protestant and Muslim religious affiliation were found to have relatively higher lifetime

fertility unlike Orthodox Christianity religion followers[18].
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On the other hand, age, number of surviving children, place of residence, educational
attainment of the respondent, household wealth status and women’s decision-making
autonomy were found to be the determinants and major factors limiting fertility intention.
Women from better off families and in their late fertility period have higher intention to limit

their fertility.

Opposing relationship was observed among the number of surviving children and limiting
fertility intention. Urban resident women were 78 percent more likely to limit their fertility as
compared with women of rural inhabitants’. According to the author, this is explained by
increased cost of livelihood in the urban settings as it wasn’t equally seen in the rural areas.
Contraceptive users also limit their fertility by one and half times more than non-users. In this
study the intentions to limit more children seem to depend on the level of contraceptives
unmet need. Women who reported high family planning unmet need were observed with high

desire to limit their fertility[18].

2.4 Migration and Fertility Theoretical Perspectives

The four hypotheses regarding migration and fertility comprise socialization, adaptation,
selectivity and disruptive positions. In socialization hypothesis fertility plans started during
childhood insight from the family environment. In this theoretical perspective rural fertility is
mostly believed to be higher than urban fertility. The socialization premise predicts that no
significant change documented in the fertility of rural-urban migrants compared to the host
irrespective of the time stayed in the original urban dwellers. Besides, the socialization model
gives due attention to culture, norms and values of the origin remain to prevail in the post

migrating low fertility situation.

According to the adaptation hypothesis refugees fertility changes based on progressive
perceptions and adoptions of urban fertility norms. This hypothesis doesn’t show the specific
adaptation duration of rural-urban migrants. According to the adaptation theory, fertility
differentials are partially assumed to be due to difference in relative wages of men and
women and families price- income mismatch. As a result the refuges fertility tends to
converge to that of the urban natives fertility pattern. The adaptation theory also indicates
that after holding constant for age and other demographic and socioeconomic co-variets,
short time stayed refugees can have higher fertility than the urban natives and long term
stayed refugees. In addition, it indicates that long term post migration refugees’ fertility was

the same as the urban natives [8, 30, and 31].
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On the other hand, the selection hypothesis suggests that the low fertility among rural -urban
migrants compared with the rural natives stayers could be primarily attributed to the selection
of the migration process, as migrants are self-selected to their life cycle and socioeconomic
characteristics such as age, education, income, occupation, marital status, and aspirations and
other. The selectivity model also assumes that unobserved preference of refugees is
evidenced by their move towards the settings where the local relative prices and paid work

opportunities favor their fertility behavior and livelihood.

The selectivity hypothesis also indicate that there is a tendency that those who prefer small
family want to move to urban settings while those who prefer large families move to rural
settings. In general, the selectivity theory implies that rural-urban migrant refugees tend to
have lower fertility than rural stayed, irrespective of length of stay in the urban setting.
Similarly, urban-rural migrants tend to have increased fertility than urban natives and also

rural-rural migrants tend to have higher fertility than rural natives [8, 30, and 31].

Similarly, the emphasis on disruption hypothesis was, migration by itself could impact
migrants’ fertility preference. This hypothesis proposed that migration may disturb fertility
through separation of husband or partner; the migration process may also be stressful and
result in interfering with the migrant's physiological child bearing ability. The disruptive
hypothesis also considers that the decrement in fertility attributable to disruption is expected
to be for a brief period of time and expected to be resumed to normal and progressively

augmented fertility pattern is likely to occur.

According to this hypothesis recent rural-urban migrants and/ or new migrants will have
lower fertility than natives at place of destination for a short period preceding migration tends
to have lower fertility than long term stayed rural-urban migrants. In summary, the
socialization, adaptation, and selectivity hypothesis exhibited the pre-migration and post-
migration fertility condition at the origin and destination as key characteristics of migrants
while the disruptive model considers the impacts of migration per se to decrease fertility.
Meanwhile, the impact of hypothesis discussed above may function altogether at any setting.
According to the scholars the big challenge is to disentangle and quantify their relative

impacts on fertility at a certain setting [8, 30, and 31].
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2.5  Conceptual framework

The idea of this study was developed on the basis of numerous studies literature review,
which showed an association among various factors in relation to refugees’ fertility. The
framework illustrated below demonstrates the relationship and/or influence of independent
variables on current and future fertility desire. The study focus of analysis builds on the
effect (decrease or increase level of fertility) of indirect and direct independent variables

against the outcome (dependent) variables of interest.

The framework main components include:

e Distal (socio-demographic variables) include age, education, religion, place of
residence and income, husband/partner education and family size.

e The Bongaarts Proximate fertility determinants model indices include (TFR = Cm x
Ci x Ca x Cf x Cc x TF) [32].

e Current and future level of fertility preferences/intentions (outcome variable)

Indirect determinants Direct determinants
Socioeconomic, cultural Fertility variables
fertility variables Contraceptive use,
E.g. Education, age, | Proportion of married, » Fertility
religion, etc | Abortion
Duration of postpartum
infecundability

Figure 1: The Bongaarts Fertility Determinants Framework

As shown in the framework (Fig 1) the interplay of socio-demographic and economic
variables along with proximate fertility determinants (positively or negatively) affect the
fertility of women in the reproductive age groups.

2.6 Research questions

This study aimed to answer:

I.  Which socio-demographic factors were affecting the level of fertility of refugee
women’s of the reproductive age?

II. Which proximate determinant variable index has a paramount effect on refugees’
current level of fertility?

III. What was the current and desired level of fertility among refugee women’s of
reproductive age?

15



3. Obijective of the study

3.1 General

The overall objective of this study was to measure current and desired fertility levels and to
explore the effect of proximate and distal fertility determinants among refugees’ in Ethiopia.

3.2 Specific Objectives

e To measure the current fertility level among refugees
e To measure the refugees desired fertility levels

e To investigate the relative contribution of intermediate (proximate) fertility
determinant variables among refugees

e To identify socio-demographic (distal) factors affecting refugees’ current fertility
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4. Methodology

4.1 Study Design and period

A cross-sectional study design was employed to measure the current and desired fertility
levels and to identify determinant factors of current fertility among refugee women of

reproductive age residing in camps and urban setting from January, 2013 to January, 2014.

4.2 Study Area

The Somali regional state is one of the eleven regions in Ethiopia with an estimated total
population of 5 million projected based on the 2007 population and housing census projection
[33]. Jigjiga is the capital city of Ethiopia Somali regional state which is located 634km East
of Addis Ababa. The region is bordered with Oromia, Afar, and Dire Dawa to the West,
Djibouti to the North, and Somali to the North, East and South and Kenya to the South West.
The Somali regional state has been hosting a huge number of refugees displaced from

Somali following the civil war and political unrest of the country[12].

According to UNHCR, monthly refugees’ updates report, Ethiopia hosts a total of 372,096
refugees as of August, 2012. Of these, Somali refugees account the largest proportion
209,214 (61.16%). Somali refugees are hosted in 11 camps of the country including Addis
Ababa (urban refugees) and most of the camps are found in Ethiopia Somali regional state.
Most of the urban refugees are camp referrals mainly due to their family members medical
ground and in some cases for refugee protection reasons. Unlike the regional level refugees’
camps, urban refugees are living in self-rented houses mainly in Addis Ababa, and few
refugees in Adama and Dire Dawa with the monthly in cash remittance collected from
refugees and returnees affairs department of Ethiopian orthodox church- development and
interchurch aid commission (EOC-DICAC/RRAD). Almost all urban refugees were living in
Addis Ababa, except very few refugees residing in Adama, Bishoftu and Dire Dawa [2].

Addis Ababa is the capital city of Ethiopia and Head quarter seat of Africa Union. The city is
hosting the head quarter of the United Nation Economic Commission for Africa (UNECA)
and other international and regional organizations. Currently, Addis Ababa has an estimated
population of 3.2 million as projected from the 2007 population and housing census[33]. The

city is bordered by Oromia regional state in all directions.
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The city has ten sub cities, and 116 district administrative structures. Besides, in the city
about 22 government and private owned hospitals have been providing health services to
resident community and referral cases from country sides. The city administration is working
to achieve basic health service access with one health center per district and advanced health
care for cases in need. Many NGOs and private higher and medium clinics are also providing
basic and specialty level health services to the population including urban refugees. Urban
refugees have been getting comprehensive medical and reproductive health services including
family planning methods from different public and private health facilities in Addis
Ababa[34].

At Camps level basic health services including reproductive health provided to refugees by
the government of Ethiopia, administration of refugees and returnees affairs (ARRA) health
centers located at each camp. ARRA has been working and ensuring refugees’ with provision
of the standard and basic health care services including reproductive health, other social
services and protection to urban in Addis Ababa and all camps refugee elsewhere in the

country in close partnership with UNHCR-Ethiopia and other implementing partners (IPs)[3].

4.3  Source Population

The source population of the study were all urban and camp refugee women of reproductive
age groups (15-49 years) residing in Ethiopia.

4.4  Study Population

The study populations were women in reproductive age groups 15-49years who have
inhabited at least for six months in the selected refugee settings (Awbare, Sheder and
Kebribeyh and urban refugees). All women in the reproductive age group (15-49years) who

enrolled as refugees were eligible for the study.
Inclusion criteria

e Women of reproductive age group between 15-49 years
e Refugees residing for more than 6 months at camps and Addis Ababa as an urban
refugee [12, 24 and25].

Exclusion criteria

Refugees who were critically ill and have hearing or mental health problem during data
collection excluded from data collection interview.
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4.5 Sample Size Determination

The sample size was determined using measure DHS guideline reasonable precision
requirement at the domain level standard recommendation. According to the guideline, a
minimum sample size of 800 completed interviews with women should be required for some
of the women-based indicators for high fertility countries (e.g. Total fertility rate,
contraceptive prevalence rate, childhood mortality rates) and also this minimum domain
sample size should reach 1000 or more completed interviews for low fertility countries [35].
Hence, based on this standard guideline, in this study representative sample size of 2041
women refugees in the childbearing age group covered, assuming that women refugees’ have
low fertility according to disruptive migration hypothesis. The aggregated sample size for

camp and urban women refugees were n=1119 and n=922, respectively.

4.6  Sampling Procedure

As shown in the figure below, multistage cluster sampling, stratified by place of residence
(Camps and urban) was utilized for the selection of 2041 study subjects. A total of four
refugees hosting camps (three of the 10 refugee camps and one urban refugee, Addis Ababa
city administration) were purposefully included in the study. The selection of refugee camps
was on the basis of refugees population origin (most refugees residing in Ethiopia originated
from the Somali), three out of 10 refugee camps found in Ethiopian Somali regional state and
one urban refugee purposefully selected to increase the representativeness of study

subjects[3].

After purposeful selection of Awbare, Sheder, Kebribeyh refugee camps from the Somali
regional state and Addis Ababa for urban refugee, further sampling was utilized to select the
eligible study units. Based on the refugee population and the number of households at each
selected refugee camp, the four camps further divided into 14 clusters (nine cluster zones

from the three refugee camps and five clusters districts from Addis Ababa).

The refugee camps zones, blocks and households’ arrangement and urban refugees’ reference
list information obtained from the respective refugee camp administration (ARRA) and urban
refugees from EOC-DICAC/RRAD databases respectively. Camps and clusters were the
primary and secondary sampling units, respectively. Likewise, urban districts and households
with eligible women were the primary and secondary sampling units, respectively. The
number of households in each clusters were about between 120 and 170, as adapted (cross-

referenced) from previously conducted study[25].
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From the refugees reference list or database (sampling frame), the first eligible women in the

reproductive age were selected by simple random sampling (lottery) method, and then the

required sample size proportional to the refugee camps was selected by a systematic random

sampling method. In the absences household selected for the study with two visits, the nearby

household with eligible study subject was included in the study. If more than one eligible

woman found per household, two of them were selected by lottery method.

All refugee women in the reproductive age groups,
15-49 years (reference population)

\ 4

\ 4

A\ 4 A\ 4
Awbare refugee Sheder refugees Kebribeyah refugees Addis Ababa
camp, households= Camp, households= Camp, households= refugees
2,291 2,610 2,207 households= 2040
A\ 4 \ 4
v Y Kebribeyah camp, Addis Ababa refugees,
Awbare camp, three Sheder camp, three three clusters (refugee five clusters (refugee
clusters (refugee zones) clusters (refugee zones) zones) resident districts)
v A 4
i Urban refugees,
Awbare camp, Shedder camp, Kebr1be_y335h 8camp, n:923g
n=368 n=393 a

A 4 A 4

2014 reproductive age
study participants

Figure 2: Schematic presentation of sampling procedure
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47 Data collection

A representative data collection was carried out between mid of June to August, 2013; using
standard structured questionnaires adapted from measure DHS Woman's questionnaire[12,
35]. The questionnaire was first prepared in English and translated into the Somali and

Amharic languages and back translated to English to check for consistency.

A total of 28 female data collectors was recruited and hired from the local respective refugee
community high schools that completed secondary school and they were on summer break,
fluent in the respective refugee languages (Somali, English and Amharic) and with prior
experience in refugee community based data gathering. Four data collectors’ team
supervisors with at least a first degree in social/health science fields were recruited and hired

at each randomly selected refugee setting.

Data collectors and team supervisors were trained in one day by the principal investigator on
the study instrument, consent procedure, interviewing techniques, data collection procedures

and supportive supervision techniques.

Eighteen data collectors were assigned for the three camp refugees (six of each) and ten data
collectors were assigned for urban refugees. And about one week (5-7 days) data collection

time used at each camp and urban refugees.
Data collection process

Data collected using house to house visit at all camps and urban refugee included in the
study. After identifying the individual study subjects (household), data collectors interviewed
the eligible subjects. The team supervisors and the principal investigator supervised, assist
interviewers, collect filled questionnaires in daily basis, and checked for inconsistencies and
omissions. At the time of each day questionnaire distribution, feedback given on the previous
day data collection problems and additional formats given to interviewers to re-interview as
per the feedbacks provided. The principal investigator was responsible for the coordination

and supervision of the overall data collection process.

4.8 Measurements and Variables
Outcome variable:

— Levels of fertility (children ever born)

— Fertility intention (Desired number of children)
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Predictors (independent variables) divided into two types:

L.

IL

4.9

11.

1il.

1v.

V1.

The proximate determinant of fertility: non-marriage, post-partum amenorrhea,
contraception, induced abortion and sterility.

Socio-demographic (distal) predictor variables selected on the basis of literature
review. And variables tested in the bi-variate analysis using 95% CI children ever
born means analysis and found to be statistically significant considered in the distal
fertility determinant further predictor analysis. Accordingly, variables included in the
distal fertility determinants were; respondents age, current place of residence (Camp
vs. Urban), educational status, age at marriage, age at birth, age at migration,
monthly per capita income, marital duration, religion, marital forms (polygamy vs.
monogamy), history of abortion, history of child death, child sex preferences,

contraceptive methods awareness, ever use, and partner’s attitude on FP use.
Data Quality management

Twenty eight high schools and preparatory class graduated and fluent in the respective
refugees’ languages female data collectors with prior experience in data collection
were recruited from the local refugee community. Of these, 18 for camp refugees and

ten data collectors for urban refugees were assigned.

Four first degree holders in social/health science were recruited, trained and assigned

as data collectors’ team supervisors.

Data collectors and supervisors trained in one day by the principal investigator on the
study instrument, supportive supervision, consent procedure, interviewing techniques

and data collection procedures.
Standard data collection tools adopted and used

Prior to the actual data collection 5% of questionnaire were pre tested on similar

population not included in the study units.

Pre testing of questionnaires carried out on refugees who were not included in the
study clusters and study units to check data collectors understanding and study
subjects’ level of acceptance of some sensitive questions (age at first sexual
intercourse, abortion and contraception methods use). As result in two of the camps,

some discomfort and unwillingness to respond on the sensitive questions were
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identified by data collectors. Thus, data collectors’ guided to use, the local and simple

phrasing language for some of these socio-culturally sensitive questions.

vii.  Data Checked for consistency and completeness of the study instruments at the time
of data collection and data entry by supervisors (checked 10% randomly selected

households/ day) principal investigator respectively.

viii.  The entire data cleaning and entry was carried out by the principal investigator and

two assistant data clerks.

4.10 Data cleaning and Analysis

The collected data were cleaned for inconsistencies and missing values, using Epi info 7. And
the entered data transferred to the statistical package for social sciences (SPSS) version 20.0
and to Stata 11for Uni-variate and bivariate data analysis. Descriptive analysis was done
using simple frequencies, percentage distribution and relationship of proximate and

independent variables against the outcome variables of interest.

e Modeling Fertility Analysis

In this study, total fertility rate (TFR), means CEB and mean desired fertility were used to

measure achieved and desired fertility levels.

Bongaarts model application

The revised Bongaarts' proximate fertility determinants model was employed to compute the
fertility reduction effect from its possible biological maximum. The proximate fertility
determinants model includes five indices (marriage, postpartum infecundability, Sterility,
induced abortion and contraception) to compute the proximate fertility inhibition effect of its
possible biological maximum.

According to the revised and widely used Bongaarts proximate determinants of fertility
model, total fertility rate (TFR) is estimated from, TFR=Cm * Ci * Ca * Cs * Cc * TF[32],

where,

TFR= total fertility rate
TF= total fecundity rate
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Cm= index of marriage

Ci =index of postpartum infecundability

Cs = index of sterility (proportion of women who are infecund)

Ca =index of abortion

Cc =index of contraception

The proximate determinants of fertility index value ranges between 0 and 1. If the fertility

proximate determinant index value nearer to 0, it would have a higher inhibition effect on

fertility. On the contrary, fertility proximate determinant index value closer to 1, it would

have an insignificant inhibition effect on fertility[32].

a)

b)

Index of marriage (Cm) is intended to express the reduction in fertility caused by women
not being sexually active throughout their entire reproductive period. The index is often
approximated by the proportion of women aged 15-49 who are married.

Cm = {X m(a) x g(a)} / Xg(a), where

m(a) = age-specific proportions of currently married (or in sexual union) women

g(a) = age-specific marital fertility rates (ASMFR).

The index is approximated by the proportion of married women aged 15-49years. The
index of marriage (sexual union) explains that the proportion of TFR is less than the total
marital fertility rate (TMFR) as the result of non-marriage in the TFR. Hence, if the index
of Cm=0 implies that no one is married and if Cm=1 all women are married during their
entire reproductive period. The index of marriage is intended to express the reduction of
fertility caused by women’s not being sexually active throughout their entire reproductive
period (15-49 years). Total natural fertility rate is the total number of births a woman
would have if she lived from age 15 to 49 years, experienced age-specific fertility rates
(ASFRs) of the period of interest, remained married or in sexual union during the entire
reproductive period, and with no use of any contraceptive methods and /or induced
abortion. TMF= TNFRxCc, where TMF is the total marital fertility rate and TNFR if
total natural fertility rate. TMFR equals to TNFR in the absence of contraceptive methods

use and induced abortion.

Index of postpartum infecundability (Ci) is assumed to assess the effects on fertility due
to the extended periods of postpartum infecundability, or often called postpartum

insusceptibility, as result of postpartum amenorrhea and postpartum abstinence[32]. The
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d)

index is calculated as: 20 / (18.5 + 1), where 1 is the median duration (in months) of
postpartum amenorrhea. This equation implies that 20 months is the birth interval in the
absence of lactation infecundability, allowing 7.5 months waiting time for conception and
2 months for spontaneous fetal loss and 9 months for term pregnancy and 1.5 months to
infecundability without breastfeeding. Ci =1 in the absence of lactation and postpartum
abstinence and Ci=0 the duration of infecundability is infinite. According to the

Bongaarts recommendation ‘i’ it could be estimated from the median duration of

breastfeeding.

Index of sterility(Cs) = proportion of women who are infecund

According to Bongaarts revised model, the fifth proximate determinants(Cs) of fertility
computed to estimate the fertility reduction effect of primary and secondary sterility,
with the given equation as a function of primary sterility: Cp=(7.63-0.11*s)/7.3, where s
is the percentage of women aged 45-49 who have had no live births. This equation is
equal to 1.0 when three percent of women are childless at age 45-49. Any value above

this level is assumed to be the effect of pathological sterility.

Index of induced abortion (Ca) = TFR / (TFR + 0.4 * (1 + u * e) * TAR), where the
TAR= Total abortion rate. The total number of abortions over the reproductive period per
woman among only married women, where the u=observed Contraceptive prevalence rate
among married, TFR = observed total fertility rate and TAR computed from the
estimation of the age-specific induced abortion rates. The term 0.4 is an estimate of the
births averted by a single induced abortion in the absence of contraception.

Index of contraception (Cc) is intended to compute the fertility inhibition effect of

contraception. The index is calculated as Cc = 1-1.08xu xe where,

u = proportion of sexually active fecund women using contraception, and
e = average use effectiveness of contraception). The factor 1.08 is a correction factor
for couples who don’t use contraceptive methods due to their known infecundability

nature.
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e Negative Binomial Regression Model Analysis

Children ever born were the dependent count variable and as it only takes non-negative count
values. The appropriate statistical model for the analysis of the association between distal
socio-demographic variables and fertility level was done using the Poisson regression.
However, with the assumption that the dependent variable CEB was over dispersed and did
not have excess zero counts, a negative binomial regression model was selected over the
standard Poisson regression model to compute the significant predictor variable which

affects the outcome variables of interest, children ever born[36].

Hence, negative binomial regression model as an extension of the Poisson regression model
recommended to fit over dispersed count data which have no excess zeros to analyze the
mean conditional fertility of women refugees[36]. The equation is given by the following

formula:
Wi =Exp (a+Xiip1+Xoimo+ ..+ Xkibk+Ei)> Where,

u; is the expected number of children from the i women.
Xii, Xai... Xk are the characteristics of woman affecting the dependent variable

atptm vk are the Poisson regression coefficients.

€; 1s an error term in negative binomial regression model addressing the dispersion parameter
of the dependent variable.

The degree of association between the dependent variable and determinant factors was
measured by crude and adjusted incidence rate ratio (IRR) with 95% confidence interval, at 5

percent significance level.
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5. Ethical Considerations

Ethical clearance was obtained from the Research Ethics Committee of the School of Public
Health, Addis Ababa University and a letter of support (refugee camps entry permission)
obtained from ARRA headquarter, regional and respective camp coordination offices. All the
study participants were informed about the purpose of the study and their verbal and written
consent obtained before the interviews. All interviews were conducted by maintaining the
privacy of the study participants. The purpose of the study, the method of questioning and
confidentiality letter described to the study participant through information and consent forms
prepared separately prior to the initiation of the interview. As a result study participants were
informed about having full right to participate or not to participate in the study as well as to
withdraw any time during the interview process. Study participants were also informed about
whatever information they provide kept confidential. The interview was so anonymous; no
study participant was identified by name. Study participants also given information about the
opportunity to ask any questions and the expected duration of participant’s stay in the
interview. Besides, questionnaire developed in simple, clearly worded, specific and easily

understandable way and easily responded by the study participants.

6. Communication of findings

The results of this study will be disseminated and/or communicated to refugee affairs main
stakeholders; UNHCR, ARRA and concerned other implementing partners working in
refugees’ reproductive health care programs through reports and publication in peer reviewed

local and international journals.

7. Operational Definitions
Induced Abortion: refers to the deliberate termination of a pregnancy before the fetus is
capable of sustaining an independent extra-uterine life.
Age Specific Fertility Rate: Mean number of children born among 1000 women of
reproductive age in that specific age category within the past year period.
Asylum seeker: someone who leaves their own country for their safety, often for political
reasons or because of war, and who travels to another country, hoping that the government will

protect them and allow them to live there.
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Children Ever Born (CEB): Refers to the number of children ever born alive to a woman
by the time of the survey.

Completed Cumulative Fertility: Mean child ever born among the women in the age
group 45-49 years.

Contraceptive knowledge: Knowledge of at least one of the family planning methods.
Contraceptive Prevalence Rate: Proportion of women who are using any method of family
planning at the time of the study, to avoid or delay pregnancy.

Current contraceptive practice (use): Use of any method of family planning (modern or
traditional) by the respondent or her partner at the time of the survey, to avoid or delay
pregnancy.

Current fertility: History of live birth in the preceding 12 months of the survey.

Ever contraceptive use: History of using any method of family planning (modern or
traditional) by the respondent or her partner, at or before the time of the survey, to avoid or
delay pregnancy.

Exclusive breastfeeding: The duration at which a newborn baby is exclusively provided by
breast milk.

General Fertility Rate: The average number of children born among 1000 women of
reproductive age (15-49 years) in the reference period.

Gravidity is defined as the number of times that a woman has been pregnant

High Fertile Woman: Woman with 5 or more children ever born.

Internally Displaced Persons: are those people enforced to depart their residence, but remain
within their own countries

Low Fertile Woman: Woman with less than 3 children ever born.

Parity: is defined as the number of times that she has given birth to a fetus with a gestational
age of 28 weeks or more, regardless of whether the child was born alive or was stillborn.
Postpartum infecundability: Temporary insusceptibility to the risk of pregnancy after giving
birth either due to postpartum amenorrhea or postpartum abstinence.

Refugees: someone who, owing to a well-founded fear of being persecuted for different
causes related to race, religion, nationality, membership of a particular social group, or
political opinion, is outside the country of his/her nationality or habitual residence, and is
unable to or, owing to such fear, is unwilling to avail him/herself of the protection of that
country,

Stillbirth: Intrauterine death of a fetus after 7 months of gestation age or giving birth of a
dead fetus.
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Total Abortion Rate: The number of induced abortions that a woman expected to have at the
end of her reproductive age given that the rate remains similar.

Total Fertility Rate: The number of children that a woman expected to have at the end of
her reproductive age given that the current age specific fertility rate remains the same and
no women dies between the ages of 15-49 years.

Total Marital Fertility Rate: The number of children that a married woman expected to have
at the end of her reproductive age given that the current age specific marital fertility rate
remains the same and no women dies between the age of 15-49 year.

Monthly Income: The respondent's monthly income was calculated from their individual
monthly per capita remittance and external relatives support, paid job and private owned
income generating activities. The refugees’ in-kind supply and support changed to estimate

current price.
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8. Results

8.1 Socio-Demographic Characteristics

A total of 2041 refugee women in the reproductive age group with different socio-
demographic characteristics and current place of residence were interviewed. As depicted in
the tablel, from the total study participants’ 1119 (54.8 %) and 922 (45.2 %) refugee women
were interviewed from rural camps and urban refugees’ respectively. Most of the refugee
respondents 1820 (89.2 %) were from Somalia nationality, while 221 (10.8%) of them were
from Eritrean, Congolese and Burundian nationalities (table 1). The respondent women’s
mean age was found to be 28.9 (£SD 8.8) years with nearly similar pattern among urban and
camp refugee respondents. The study participants in the age group between 15-34 years
accounted about 1465 (71.8 %). Similarly, urban refugees in the same age group accounted

699 (75.8%), while Camp refugees in the same age groups (15-34 years) were 766 (68.5%).

On the other hand, 1108 (54.3%) of the entire women study respondents and 444 (31.1%) of
their partners’ have no formal education and unable to read and write. The camp and urban
aggregated proportion of women respondents with no education were 479 (52%) and 629
(56.2%) respectively. Meanwhile, camp and urban refugee partners with no education were
345 (44.6%) and 99 (17.4%) respectively. Only 288 (14.1%) the women respondents and 321
(23.9 %) of partners achieved secondary plus level of education (table 1).

Of the total women interviewed, the married/living together/ respondents accounted 1343
(65.8%), while never married respondents were 402 (19.7%) and respondents either divorced,

widowed or no longer living together with their partners constituted 296 (14.5%) (table 1).

The majority 1845 (90.4 %) of the study subjects were Muslim religion congregations’ while
the other counterparts were Christianity followers. Likewise, women respondents partners’
religions affiliations have nearly similar proportion1218 (90.7%) of them were Muslim

religion followers, while the remaining equivalents were from Christianity congregations.

Of the total respondents, 1213 (59.4%) of the study subjects’ duration of stay since migration
in Ethiopia was 1 to 5 years, while 473(23.2 %) of them stayed for 6 to 10 years and the
remaining 355(17.4%) stayed relatively long time 11 to 22 years. Proportions of Camp
refugees stayed 11 to 22 years were 263 (23.5%), while the urbanities’ stayed in the same
period were only 92(10.0%) (table 1).
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The respondent women refugee current occupation, students accounted 1427 (69.9%),
housewives 295 (14.5%), Privately owned business and/or paid workers 141 (6.9%) and
jobless were 178 (8.9%).

According to women respondents, the partner's occupation explained as, privately owned
business and/ or paid workers accounted 737 (54.9%), while 477 (35.5 %) of them were
jobless. The proportions of jobless partners dramatically increased to 369 (64.7%) among
urbanities compared to Camp level jobless partners only 108 (14.0%). On the other hand, the
proportion of Camp refugee partners engaged in privately owned business and/or paid work

were 582 (75.3%), while urban refugee partners engagement was only 155 (27.2%) (table 1).

From the total currently married respondents, 290(21.6%) of them engaged in polygamous
marital union. Similarly, among currently married camp and urban women refugees’

182(23.5%) and 108(18.9 %) of them were in polygamous marital union respectively.

About 1454(71.2%) of the study participants’ monthly per capita income ranges from ET Birr
350 to 750.00 and nearly similar proportion of monthly per capita income observed among

urban and camp refugee respondents (table 1).

In this study, seven clan groups were interviewed among Somali women refugees’
respondents. Of these, 656 (36.0%) and 490 (26%) were from Darod and Hawiye clan groups
respectively. And also 271 (13.3%) of them were from Dir clans and while the remaining

403(19.8%) were from Isaac, Gabooye, Bintu and Shental clans (fig 3).
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Table 1: The description of study participants’ by Socio-demographic and environmental

characteristics, Urban and Camps refugees, Ethiopia, December, 2013

Characteristics Urban Refugees Camp Refugees Total
Frequency % Frequency % Frequency %
(N=922) (N=1119) (N=2041)
Age Groups (Years)
15-19 155 16.8 161 14.4 316 15.5
20-24 225 24.4 237 21.2 462 22.6
25-29 179 19.4 176 15.7 355 17.4
30-34 140 15.2 192 17.2 332 16.3
35-39 117 12.7 154 13.8 271 13.3
40-44 55 6.0 114 10.2 169 8.3
45-49 51 5.5 85 7.6 136 6.7
Mean Age 28.2 (+SD 29.6 (+SD 8. 9) 28.9 (£SD 8.8)
8.5)
Educational Status
No education 479 52.0 629 56.2 1108 543
Primary 314 34.1 331 29.6 645 31.6
Secondary plus 129 14.0 159 14.2 288 14.1
Marital Status
Never married 190 20.6 212 18.9 402 19.7
Married /living together | 570 61.8 773 69.1 1343 65.8
Separated/Divorced/Wi | 162 17.6 134 12.0 296 14.5
dowed
Country of Origin
(Nationality)
Somali 701 76.0 1119 100.0 | 1820 89.2
Others (Eritrea, Congo, | 221 24.0 00.0 00.0 221 10.8
Burundi)
Respondents Religion
Muslim 730 79.2 1115 99.6 1845 90.4
Christian 192 20.8 4 0.4 196 9.6
Years Since Migration
(YSM)
1-5 575 62.4 638 57.0 1213 59.4
6-10 255 27.7 218 19.5 473 23.2
11-22 92 10.0 263 23.5 355 17.4
Women Occupation
Student 614 06.6 813 72.7 1427 69.9
Housewife 131 14.2 164 14.7 295 14.5
Private Business & 15 1.6 126 11.3 141 6.9
Employed
Job less 162 17.6 16 1.4 178 8.7
Monthly income(ET 27.9%, 20.5%,
Birr)
350-750 665 72.1 789 70.5 1454 71.2
>750 257 27.9 330 29.5 587 28.8
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Characteristics Urban Refugees Camp Refugees Total
Frequency % Frequency % Frequency %
(N=570) (N=773) (N=1343)
Marital Forms
Monogamous 462 81.1 591 76.5 1053 78.4
Polygamous 108 18.9 182 23.5 290 21.6
Partner education
No education 99 17.4 345 44.6 444 31.1
Primary 206 36.1 149 19.3 355 26.4
Secondary plus 102 17.9 219 28.3 321 23.9
Don’t know 163 28.6 60 7.8 223 16.6
Partner Religion
Muslim 465 81.6 753 97.4 1218 90.7
Christianity 105 18.4 20 2.6 125 9.3
Partner Occupation
Student 46 8.1 83 10.7 129 9.6
Private Business And | 155 27.2 582 75.3 737 54.9
Employed
Jobless 369 64.7 108 14.0 477 35.5

8.2. Reproductive Health Characteristics

8.2.1. Descriptive Analysis of Current Fertility Level

All the study participants were interviewed about the number of children ever born; the mean

children ever born were found to be 3.40 child births per woman (table 3). As shown in the

figure 2, the observed total fertility rate (TFR) was 4.6 children per woman. Likewise, the

respondents’ total marital fertility rate was 5.9 children per woman and it was higher by 1.3

children per woman as compared with the TFR. The respondents mean completed cumulative

(achieved) fertility was 7.9 children per woman. The urban and camp refugee aggregated

TFR was 3.0 and 5.8 children per woman respectively. The peak fertility age group among

the entire respondents was 25-29 years, followed by 30-34 and 20-24 year age groups. The

urban and camp respondents’ peak fertility age groups also nearly follow the same pattern of

the entire respondents (figure 4).
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Figure 3: Proportion of Somali women refugees’ respondents’ by their clan/ethnic groups

Figure 4: Age specific fertility rates over respondents’ current place of residence, December,
2013
As depicted in the table 2, the respondents’ mean and median ages at menarche were 14.2 and
15 years respectively. Likewise, their mean and median ages at first sexual intercourse were
almost the same at 18.0 years. However, urban refugees’ mean age at first sexual intercourse
was 17.8 years and slightly earlier than camp refugees mean age of 18.3 years. The mean and
median age at first marriage was the same for both urban and camp refugees at 18.4 and 18.0
years respectively. Similarly, the entire respondents’ mean and median ages at first birth were
19.6 and 19 years respectively. Both urban and camp refugees nearly have the same age

pattern at first birth.
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Table 2:

Respondents’ Mean and Median age at menarche, First intercourse, marriage and birth by

their current place of residences December, 2013

Refugee Age at menarche Age at first sexual Age at marriage Age at first birth
settings intercourse

Refugee Mean | Media | Freq | Mean | Media | Freq | Mean | Median | Freq | Mean | Median | Freq
camp n n

Urban 14.3 14.0 763 | 17.8 18.0 633 | 184 18.0 670 | 19.8 19.0 579
Rural 14.1 15.0 1045 | 18.3 18.0 822 | 18.4 18.0 888 19.6 19.0 737
camps

Total 14.2 15.0 1808 | 18.1 18.0 1455 | 18.4 18.0 1558 | 19.6 19.0 1316

According to figure 6, the study participants’ the mean postpartum menstrual cycle was
around 5™ months. Similarly, their coital practice started around nearly the same time of
menses after child birth. However, the mean exclusive breastfeeding (EBF) time took a bit
longer time about 7 months, while the mean total breastfeeding (TBF) was 16.5 months. The
median postpartum menses, coital initiation, EBF and TBF durations were 2, 6 and 12

months respectively.

Figure 5: Respondent women’s Mean and Median Duration of Postpartum Menses, Sexual Relation
and Exclusive and total breastfeeding duration in Months, December, 2013

As shown in the table 3, from the entire study respondents’ 71.2 % of them have a history of
at least one live birth, while the remaining 28.8 % of their counterparts has no history of
childbirth. Among the entire study participants, 33.2 % of them have more than four children
ever born (CEB). And it was nearly twice the respondents’ with 3-4 CEB (16.9 %). Urban

and camp refugees follow nearly similar childbirth preparation.
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8.2.2. Contraceptive Methods
Of the total study participants, 40.3% (37.1% urban, 42.9% Camp refugees) of them were

aware at least one type of contraceptive methods, while 20.7% (20.1% urban, 21.2% camps)
of them have been ever users. Similarly, 17.6% (17.5% urban, 17.7% Camp) of the total
respondents were current FP method users. There was no major difference among urban and

camp refugees’ on contraception methods, awareness, ever and current users (Table3).

Likewise, as shown in figure 6, from the total currently married respondents, 39.2% (38.8%
urban, 39.6% camp refugees) were aware at least one type of contraceptive methods, while
20.8% (20.9% urban, 21.2% camp) of them were ever contraceptive users. Meanwhile, 17 %

(17.9% urban, 16.3% camp) of them were current contraceptive users.

According to the currently married respondents, 26.4 % (16% urban, 34% camp) of their
partners were supporters or have a positive attitude to FP methods use. But, more than 50%
of the entire respondents’ partners’ weren’t supporting FP methods use and /or have a
negative attitude on contraceptive method use. The remaining 21.9% (31.6% urban,

14.7%camp) of respondents’ didn’t know their partners attitude towards FP use (table 3).

The history of abortion among respondents in the previous one year of this study, data
collection was about 17.8%, with similar proportions of camp and urban refugee

respondents’. By this, the prorated total induced abortion rate (TAR) was 1.9 percent.

On the other hand, about 12.3% (8.7% urban, 15.3% camp) of child death history observed

among those refugee women respondents who have at least one childbirth (table 3).
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Table 3: The distribution of child’s birth, abortion, and contraception by respondents’ selected

characteristics, urban and Camp refugee, Dec. 2013

Characteristics Urban Refugees Camp Refugees Total
Frequency | % Frequency | % Frequency | %
(N=922) 45.2 (N=1119) 54.8 N=2041
Child Birth
Yes 651 70.6 802 71.7 1453 71.2
No 271 29.4 317 28.3 588 28.8
Child Ever Born
None(zero) 271 29.4 317 28.3 588 28.8
1-2 206 22.3 226 20.2 432 21.2
3-4 174 18.9 170 15.2 344 16.9
More than 4 271 29.4 406 36.3 677 33.2
Abortion history
Yes 164 17.8 199 17.8 363 17.8
No 758 82.2 920 82.2 1678 82.2
History of Child Death
Yes 80 8.7 171 15.3 251 12.3
No 842 91.3 948 84.7 1790 87.7
Contraceptives Knowledge N=922 N=1119
Yes 342 37.1 480 42.9 822 40.3
No 580 62.9 639 57.1 1219 59.7
Contraceptives Ever use
Yes 185 20.1 237 21.2 422 17.6
No 737 79.9 882 78.8 1619 82.4
Current Contraceptive use
Yes 161 17.5 198 17.7 249 17.6
No 761 82.5 921 82.3 1792 82.4
Partners’ Attitude towards N=570 N=773 N=1343
Contraception use
Positive 91 16 263 34 354 26.4
Negative 299 52.5 396 51.2 695 51.7
Don’t know 180 31.6 114 14.7 294 21.9
Desire For More Children N=647 N=808 N=1455
Current/Ever Married
Yes 372 57.5 450 55.7 822 56.5
No 168 26 146 18.1 314 21.6
God/Allah allows 107 16.5 212 22 319 21.9
Desire to have Birth in the N=922 N=1119 N=2041
Next Two Years
Yes 556 60.3 766 68.5 1322 64.8
No 366 39.7 353 31.5 719 35.2
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Figure 6: Proportion of Currently married Respondents Refugees’ FP Method Awareness, Ever and
Current Users Aggregated by Current Place of Residence

As evidenced from figure 7, about 39.4% of currently married refugee women have no power
in the household to decide on their fertility preference and/or contraceptive methods use,
rather it was only decided by their husbands/partners. However, more than 50% of them have
the chance to decide jointly with their partner/husband on their fertility preference and/or
contraceptives methods use. Meanwhile, about 10 percent of the refugee women has the
power to decide on their fertility preference with no prior permission of their husbands or

partners.

Figure 7: Current Married women Refugee Participation in Fertility preference and/or Contraceptives
Use Decision-Making
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&.2.3. Mean Children Ever Born

As depicted in table4, the mean CEB was statistically significantly different across categories
of some women refugee socio-demographics variables. The mean children ever born (CEB)
from the entire study respondents was 3.40: 95% CI (3.25,3.54) and statistically different
from the mean CEB over marital status, age at marriage, age groups, marital forms
(polygamous vs. monogamous), history of abortion, history of child death, marital duration,
partners attitude towards contraceptive use and current paid work (occupation). The mean
CEB was statistically significantly different among women refugees’ current place of
residence with 3.13: 95% CI (2.92, 3.34) urban refugees, and 3.61: 95% CI (3.41,3.82)
among camp women refugee. On the other hand, the mean CEB from polygamous marital
form was 5.54: 95% CI (5.13, 5.93) and statistically significantly higher compared with
monogamous marital unions with mean CEB 3.87: 95% CI (3.68, 4.07). The different clan
groups among Somali women refugee nearly have a similar mean number of children ever
born with the Isaaq clan groups mean CEB 3.90: 95% CI(3.00, 3.97) the highest and other
clans mean CEB 3.45: 95% CI(2.98, 3.93) the lowest.

As the study participants’ level of education increased from no education to primary and
secondary plus level, the mean CEB significantly decreased from 4.10: 95% CI (3.89,4.30) to
3.00: 95% CI (2.74, 3.27) and 1.60:95% CI (1.29,1.93) level respectively. A difference of
about 1.1 mean CEB observed between study participants with no education and primary
level of education. Meanwhile, 2.4 and 1.4 mean CEB difference observed between those
with no education and secondary plus and among primary and secondary plus respondents'
education level (table 4).

Similarly, the mean CEB showed a tendency of decreased pattern with respondents’ age at
first marriage. The mean CEB was 4.87: 95%CI (4.49, 5.25), 4.53: 95% CI (4.29, 4.77), 3.85:
95 %CI(3.55-4.16,) and 2.64:95 % CI (2.24, 3.09) among those who married before the age
of 15 years, 15-19, 20-24 and >25 years respectively. A difference of about 1to 2 mean CEB
observed between teenage and respondents’ late marriage of their 20s and above years.
Likewise, the mean CEB significantly decreased with respondents’ increased age at first
birth from 5.05: 95 % CI (4.82, 5.29) respondents in their 15-19 years to mean CEB of 4.48:
95% CI (4.25, 4.71) respondents’ with their 20s and above years at first birth (table4).
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The mean CEB was also significantly higher among Somali refugee respondents’ with
3.61:95% CI (3.45, 3.78) than other refugee nationality with mean CEB of 1.6 : 95% CI
(1.38, 1.90). Similarly, the mean number of CEB observed among urban refugees was lower
than their counterpart camp refugee with 3.13:95% CI (2.92, 3.34) and 3.61:95%CI (3.41,
3.82) respectively. The mean CEB observed over respondents’ religious affiliation was
nearly similar to their country of origin. As a result refugees’ originated from Somali with
Muslim religion affiliation have mean CEB of 3.6: 95% CI (3.45, 3.76). While respondents’
originated from other countries (Eritrean, Congo and Burundi) have mean CEB of 1.63:95%

CI (1.38, 1.90).

The mean CEB was high with 4.29: 95% CI: (3.68-4.39) among private business owners
and/or paid workers, while it was 4.05: 95% CI (3.88, 4.22), Jobless 2.16:95% CI (1.69, 2.64)
and housewives 0.56:95% CI (0.40-0.75). Likewise, the mean CEB also showed an increased
tendency from 3.32: 95% CI (3.14, 3.49) to 3.59: 95% CI (3.34,3.85) as the respondents’
monthly per capita increased from ET Birr 350.00 to 750.00 or (18.5-40.00USD) to ET Birr
750.00 plus or (>40.00USD) with current currency exchange rate respectively. The
respondent's monthly income was calculated from the individual monthly remittance in the
form of in kind supply (camp refugees), cash assistance (urban refugees), paid work and
external relatives support, paid job and private owned income generating activities. The in
kind supply changed into cash price as per the local market level at the time of data

collection.

The mean CEB over respondents’ duration of stay as a refugee in Ethiopia showed an
increased pattern at the average years of stay (6-10 years) with mean CEB 4.21:95% CI
(3.89,4.53). And the mean CEB was significantly lower in the two periods of stay with 3.30:
95% CI (3.11, 3.50) among those stayed 1-5 years, and mean CEB 2.63:95%CI (2.33,2.93)
among 11-22 years stayed refugee respondents (table 4 and figure 8). On the other hand, the
mean CEB showed decreased tendency among respondents who have FP methods,
awareness, ever and current user (table 4). The mean CEB have shown significantly increased
pattern as the respondents age group increased from 15-19 to 45-49 years. The mean CEB
among respondents with completed (achieved fertility) age group was the highest with 7.85:
95% CI (7.25, 8.45) (table 4).

Besides, the mean CEB has also shown a significant increased pattern as the study

participants age at migration increased from 0-10 years category for 11-20, 21-30 and 31
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years plus. As a result the mean CEB was about five times more among those 31plus age
categories compared to women refugees in the age category of 0-10 and 11-20 years at the

time of migration (table 4).

Figure 8: Respondents’ mean CEB by refugee length of stay and current place of residence in
Ethiopia, December, 2013
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Figure 9: the distribution of children ever born to women refugees of the reproductive age groups
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Table 4: The mean children ever born against selected variables of women in the reproductive
age group, Urban and Camp refugee camps, December 2013.

Variables Mean CEB 95% CI
Age Groups
15-19 0.39 0.31,0.48
20-24 1.41 1.25,1.57
25-29 2.83 2.57,3.09
30-34 4.35 4.06, 4.64
35-39 5.65 5.29, 6.02
40-44 6.53 5.98,7.07
45-49 7.85 7.25, 8.45
Clan groups (Somali refugee)
Darod 3.60 3.34,3.86
Dir 3.73 3.31,4.16
Hawye 3.51 3.21,3.81
Isaaq 3.90 3.36,4.44
Others* 3.45 2.98,3.93
Women Educational Status
No education 4.09 3.89,4.30
Primary 3.00 2.74,3.27
Secondary plus 1.60 1.29,1.93
Marital Status
Never Married 0.05 0.01,0.09
Ever married (S/D/W) 4.13 3.74,4.51
Currently Married 4.23 4.05,4.41
Age At Migration
0-10 years 1.50 1.27,1.74
11-20 years 1.41 1.25,1.57
21-30 years 3.83 3.61,4.061
31 years plus 6.67 6.36, 6.99
Age at First Marriage
Less than 15years 4.87 4.49,5.25
15-19 4.53 4.29.4.77
20-24 3.85 3.55,4.16
>25 years 2.64 2.24,3.09
Age at First Birth
15-19 years 5.05 4.82-5.29
20 years plus 4.48 4.25-4.71
Marital Forms
Monogamous 3.87 3.68-4.07
Polygamous 5.54 5.13-5.93
Current Place of Residence
Urban 3.13 2.92-3.34
Camp 3.61 3.41-3.82
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Variables Mean CEB 95% CI
Country of Origin
Somali 3.61 3.45-3.78
Others (Eritrea, Congo, 1.63 1.38-1.90
Burundi)
Women, Religion
Muslim 3.61 3.45-3.76
Christian 1.39 1.16-1.64
Years Since Migration (YSM)
1-5 3.31 3.11-3.50
6-10 4.21 3.87-4.52
11-22 3.54 2.33-2.94
Women Occupation
Student 4.05 3.88-4.22
Housewife 0.56 0.40-0.75
Private Business and Employed | 4.29 3.68-4.93
Job less 2.16 1.69-2.64
Monthly Income (ET Birr)
350-750.00 3.32 3.14-3.49
>750.00 3.59 3.34-3.85
Contraceptive knowledge
Yes 3.10 2.88,3.32
No 3.59 3.39,3.78
Contraceptives Ever user
Yes 3.28 2.97,3.59
No 3.43 3.26,3.59
Current Contraceptive use
Yes 3.14 2.79, 3.48
No 3.45 3.29,3.61
Partners’ Attitude towards
Contraception use
Positive 4.35 3.99,4.70
Negative 4.17 3.94,4.41
Don’t know 4.23 3.82,4.63
Marital Duration
1-10 years 2.51 2.37,2.66
11-20 years 5.43 5.19,5.68
21 years plus 7.81 7.41,8.21
History of Child Death
No 3.02 2.87,3.17
Yes 6.02 5.59,6.46
History of Abortion
Yes 5.46 5.10,5.82
No 2.94 2.79,3.09
All 3.40 3.25,3.54

*QOther clan groups = Gabooye, Bintu and Shantal
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8.2.4. Descriptive Analysis of Desired Fertility

As shown in table 5, about 56.5% of ever married refugees who have at least one live birth,
desired to have more child births. About 57.5% of urban and 55.7% camp women refugee
desired to have childbirth some time in their reproductive period. Likewise, about 22%
respondents’ desired child birth basis of their religious affiliation and responded as

“God/Allah allows or gives”.

On the other hand, about 64.8% of the entire study participants’ desired to have childbirth
within the next two years. Similarly, about 60.3 and 68.5%s of urban and camp refugees

desired to have childbirth within the next two years following this survey.

As depicted in the figurel0, the question on the desired number of children during their
reproductive life posed to the entire respondents (who have live birth and those who didn’t),
the majority 1693 (83 %) of them respond as “God/Allah gives”. On the other hand, the
remaining 384 (17 %) of the study participants’, expressed their desired number of children
in quantitative figures. And two equal proportions (6percent) of respondent women refugee
each desired to have 6 to 10 and 11 plus children in their reproductive life, while 1 to 5

children desired by 5 percent of the women refugee.

Figure 10: Percentage of respondents' by desired number of Children, December 2013

As shown in the table 5, among the 348 (17%) of the total respondents who express their
desired fertility in quantifying figures, the mean desired children was 8.72: 95% CI (8.22,
9.22). The mean desired children of these clan groups were; Darod (9.73), Dir (9.62), Hawiye
(9.76), Isaaq (9.57) and others includes Gabooye, Bantu and Shental 10.39: 95% CI (8.86,
11.91).
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From these different clan groups of Somali refugee, the mean desired children confidence
interval was overlapped and it showed that the desired number of children was nearly similar

(table 5).

As the mean CEB mention above, the mean desired children also showed a decreased pattern
from 9.7 to 8.9 and then in 6.6 as the refugee woman's level of education increased from no
formal education to primary and secondary plus level respectively. The mean desired children
significantly reduced by 3.1 children from no formal education to secondary plus respondents
and by 2.3 children difference from primary to secondary plus education. There was a
difference of about 0.8 mean desired children among respondents’ with no formal education
and primary education level. The mean desired children among respondents with secondary
plus level of education was significantly lower 6.65: 95% CI (5.60, 7.65). Meanwhile, the
mean desired of children among respondents with no formal education and primary level
education was overlapped 9.67:95% CI (9.02, 10.32) and 8.86: 95% CI (7.88, 9.85)
respectively. And this finding revealed that there was no significant difference of desired

children among respondents’ with primary and no education’ level.

There was no significant difference of mean desired children among respondents’ marital
status; never married (8.86), currently married (8.77) and either separated, divorce or
widowers (8.46). However, the mean desired children were higher by about 2.9 children

among Camp inhabiting refugee than their counterpart urbanities.

As evidenced in table 4, Somali refugee respondents’ mean desired children were twice more
9.80:95% CI (9.27,10.34), than other refugee nationality respondents’ 4.96: 95%CI(4.3,5.6),
respectively. Similarly, a statistically significantly different mean desired children observed
among respondents with the Muslim religious congregation 9.76: 95% CI (9.22,10.29) than
Christianity, religion followers 4.67: 95% CI (4.07,5.27) (table 5).

The mean desired children among the refugees’ stay since migration in Ethiopia showed
relatively increased (mean desired children=9.10) pattern among those stayed more than six
years compared to those refugees stayed 1-5 years (mean desired children=8. 47). Likewise,
the mean desired children were relatively high among students (9.37), followed by private
business owners and paid workers (9.14) and housewives (8.23). Conversely, the mean
desired children were significantly lower to 4.92: 95% CI (4.06, 5.77) among jobless refugee

women.
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Similarly, the mean desired children showed an increased pattern from 8.44: 95 % CI (7.87,
9.02) to 9.51: 95%CI(8.53, 10.48) as the respondent monthly per capita income increased
(table 5). The same direct association pattern observed under the mean children ever born and

monthly per capita income.

Table 5: The mean desired children in selected Respondents’ socio-demographic variables,
Urban and Camp refugee, December 2013

Variables Mean Desired Children 95% Conf. Interval
Clans Among Somali women
Refugees
Darod 9.73 8.89,10.57
Dir 9.62 8.14,11.10
Hawiye 9.76 8.69,10.83
Isaaq 9.57 7.90,11.24
Others 10.39 8.86,11.91
Women Educational Status
No education 9.67 9.02,10.32
Primary 8.86 7.88,9.85
Secondary plus 6.65 5.60,7.65%
Marital Status
Never Married 8.86 7.12,10.61
Married 8.77 8.19,9.35
S/D/W/ 8.46 7.33,9.58
Current Place of Residence
Urban 7.13 6.40,7.86*
Camps 10.06 9.44,10.67*
Country of Origin
Somali 9.80 9.27,10.34*
Others(Eritrea, Congo, Burundi) 4.96 4.28,5.63*
Women, Religion
Muslim 9.76 9.22,10.29*
Christian 4.67 4.07,5.27*
Years Since Migration(YSM)
1-5 8.47 7.80,9.14
6-10 9.10 8.17,10.03
11-22 9.04 7.80,10.28
Women Occupation
Student 9.37 8.79,9.95
Housewife 8.23 6.29,10.18
Private Business and Employed 9.14 7.76,10.53
Job less 4.92 4.06,5.77*
Monthly Income (ET Birr)
350-750 8.44 7.87,9.02
>750 9.51 8.53,10.48
All 8.72 8.22,9.22

*the mean desired children statistically significantly different within the categorical variables at o
=5Spercent
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8.2.5 The Bongaarts Model Application: Analysis of Proximate Determinants of Fertility

As evidenced in table 6, proximate determinants indices were computed. According to the
Bongaarts model, the proximate determinants of fertility in this study the main proximate
determinants of fertility indices (non-marriage, contraception, abortion and postpartum

infecundability) revealed the following findings.

Index of marriage (Cm)

The index of non-marriage was 0.65 which indicated that non-marriage due to late or instable
marriage reduced fertility from its biologically maximum level by about 35%. Further
analysis of the index of non-marriage was done according to the refugees ‘place of residence,
urban and Camp refugees. The Cm was found to be 0.45 and 0.55 among urbanities and
Camp refugees respectively. As a result, non- marriage deducted natural fertility by 10% and

45% percent among urbanities than their Camp counterparts respectively.

Index of contraception (Cc)

The index of contraception was also found to be 0.84 among all refugees showing its fertility
inhibition effect being 16 percent. The index of contraception was the same 0.84 in both
urbanities and Camp refugee settings implying 16 % inhibition effect of the biological

maximum in both refugee residences.

Index of postpartum infecundity (Ci)

In this specific study, the median duration of breastfeeding was, i =12months. Thus, index of
postpartum infecundability (Ci) was computed from the median duration of postpartum
lactation as proposed by the Bongaarts model and the Ci found to be 0.66. Hence, the index
of postpartum infecundability reduces fertility by 34 percent from its biological maximum.
By employing the same formula, the index of postpartum infecundability was found to be
0.66 and 0.52 among urbanities and Camp refugees correspondingly. As a result, index of
postpartum infecundability reduces fertility by 34% and 48%s among urbanities and Camp

refugee respondents’ respectively.
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Index of Abortion (Ca)

Accordingly, index of abortion calculated and found to be 0.99 and contributed for about one
percent reduction in fertility of its potential occurrence. Similarly, index of abortion was
computed with participants’ current place of residence and the same index of abortion
observed between urbanities and camp refugees as the entire study participants.
Consequently, the induced abortion, fertility inhibition effect of its biological maximum

among the study participants was insignificant.

The maximum fertility inhibition effect among all refugees was observed from delayed and
instable marriages (35%), followed by postpartum lactational infecundity (34%) and
contraception (16%). However, the fertility inhibition effect of induced abortion was
insignificant in both urban and camp refugees’ settings. The relative fertility inhibition effect
of urban and camp refugees, the highest (55%) of the fertility inhibition effect of its
biological maximum was observed from delaying marriage and /or marriage instability
among urbanities. Meanwhile, the 48 % fertility inhibition effect of its biological maximum
observed from postpartum infecundability among camp refugees. Likewise, in camp refugees
about 45% fertility inhibition effect observed from either delayed marriage or marriage
instability. Similarly, among urban refugees about 34% fertility reduction recognized due to
postpartum infecundability. As depicted in table 6, the observed and predicated TFR of
among the entire refugees study participants’ were 4.6 and 5.4 children per woman.
Similarly, the urban vs. camp study participants’ aggregated observed total fertility rates were
3.0 and 5.8 children per woman while the predicated TFRs were 3.8 and 3.6 children per

women respectively.

Table 6: The proximate determinants of fertility analysis of with respondents place of residence
(urban and Camp refugee), December, 2013

Respondents refugee Index of Index of Index of Index of | Actual | Predicted
settings marriage | contraception postpartum abortion TFR TFR
(Cm) (Co) infecundability (Ca)
(Ci)
Urban refugee 0.45 0.84 0.66 0.99 3.0 3.8
Camp refugee 0.55 0.84 0.52 0.99 5.8 3.6
All women 0.65 0.84 0.66 0.99 4.6 54
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8.2.6 Analysis of Socio-demographic variables Effect on Women Refugees Fertility

In this study, the socio-demographic and reproductive variables found to be statistically
significant differences within the categorical variables in the mean CEB analysis and
according to literature reviews selected variables were considered for further fertility
differential analysis. As evidence in table 7, the negative binomial regression model analysis
was employed to explore the effect of those selected socio-demographic and reproductive
characteristics on the women’s refugee fertility. From the analysis age, monthly income,
marital forms, history of abortion, age at first birth, age at migration, religion, partner's
attitude on contraceptive use and marital duration were found to be the significant predictor

variables of woman's refugees’ fertility.

The study showed that as the respondents’ age increased there was statistically significant
increased pattern of fertility. Fertility was 1.60: 95% CI (1.26,2.04), 2.24: 95% CI(1.75,2.87),
2.88: 95% Cl(2.24,3.70), 2.91: 95% CI (2.23,3.79), 3.33: 95% CI (2.53,4.39) and 3.48: 95%
CI: (2.61,4.65) times higher among refugee women aged 20-24, 25-29, 30-34, 35-39, 40-44

and 45-49 years respectively compared to teenager women (Table 7).

Fertility of women refugees’ were 8% lower [IRR=0. 92: 95% CI (0.87, 0.98)] among those
whose monthly per capita income was more than 750 ETB compared to those with a monthly
per capita income of 350-750 ETB. On the other hand, the fertility level among women
refugee in the Muslim religious congregation were, 1.42: 95% CI (1.19, 1.70) times higher
compared to their Christian counterparts. Besides, fertility was 1.14: 95% CI (1.07, 1.21)
times higher among women refugee conjugal to polygamous marital forms compared to those

in monogamous marital unions.

Meanwhile, women refugees who had experiences of any forms of abortion (either
spontaneous or induced) had 12% higher fertility, IRR=0. 88: 95% CI (0.82, 0.94) compared
to those who did not have such experience. On the other hand, refugee women who gave
birth to their first child at the age of less than 18 years had 1.14: 95% CI: (1.06,1.22) times
more fertility compared to those gave birth to their first child after age 18 years. . Fertility
among women whose partners had negative attitude towards family planning methods was
1.09: 95% CI (1.01, 1.18) times higher compared to those women refugees whose partners
had positive attitudes.
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Fertility was 1.24: 95% CI (1.13, 1.35) and 1.36: 95% CI (1.20, 1.53) times higher among
women refugee whose marital duration was 11-20 and 21 and more years respectively
compared to those married within the past 10 years. On the other hand, fertility was 1.22:
95% CI (1.05,1.43), 1.66: 95% CI: (1.37,2.01) and 1.92: 95% CI (1.51,2.44) times higher
among women refugee moved out from their usual place of abode 11-20, 21-30 and 31 or

more years ago respectively compared who migrated within the past 10 years.

Table 7: The Crude and Adjusted Incidence Rate Ratio (IRR) Association of Respondents’ women

Fertility vs. Selected Variables, December 2013

Characteristics Crude IRR (95 % CI) Adjusted IRR (95 % CI)
Age groups
15-19 1.00 1.00
20-24 1.65(1.35,2.01)* 1.60(1.26,2.04)**
25-29 2.42(1.99,2.93)* 2.24(1.75,2.87)**
30-34 3.30(2.73,3.98)* 2.88(2.24,3.70)**
35-39 4.04(3.34,4.90)* 2.91(2.23,3.79)**
40-44 4.83(3.99,5.90)* 3.33(2.53,4.39)**
45-49 5.60(4.61,6.80)* 3.48(2.61,4.65)**
Women Educational Status
Secondary plus 1.00 1.00
Primary 1.39(1.22,1.59)* 0.99(0.86,1.14)
No education 1.50(1.33,1.71)* 1.02(0.89,1.17)
Age at First Marriage
20years plus 1.00 1.00
Less than 19 years 1.17(1.09,1.26)* 1.12(0.98,1.27)
Monthly Income
350-750.00 1.00 1.00
>750.00 0.90(0.84,0.97)* 0.92(0.87,0.98)**
Women, Religion
Christian 1.00 1.00
Muslim 2.09(1.80,2.42)* 1.42(1.19,1.70)**
Marital Forms
Monogamous 1.00 1.00
Polygamous 1.28(1.17,1.39)* 1.14(1.07, 1.21)**
Current Place of Residence
Urban 1.00 1.00
Camp 1.14(1.06,1.22)* 1.05(0.98,1.12)
History of Child Death
No 1.00 1.00
Yes 1.44(1.32,1.57)* 1.06(0.98,1.14)
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Characteristics

Crude IRR (95 % CI)

Adjusted IRR (95 % CI)

Child Sex Preference
Yes 1.00 1.00
No 0.91(0.85, 0.98)* 0.96(0.90,1.03)
History of Abortion
Yes 1.00 1.00
No 0.75(0.70,0.81)* 0.88(0.82,0.94)**
Age At First Birth
18 years plus 1.00 1.00
Less than 18 years 1.10(1.02,1.9)* 1.14(1.06,1.22)**
FP Methods Awareness
Yes 1.00 1.00
No 1.08(1.01,1.16)* 0.98(0.91,1.06)
FP Methods Ever user
Yes 1.00 1.00
No 1.06(0.97,1.15) 1.03(0.91,1.16)
Partner attitude on FP Use
Positive 1.00 1.00
Negative 0.99(0.91,1.08) 1.09(1.01, 1.18)**
Don’t know 1.05(0.95,1.17) 1.10(0.99, 1.22)
Marital Duration
1-10 years 1.00 1.00
11-20 years 1.92(1.81,2.05)* 1.24(1.13, 1.35)**
21 years plus 2.70(2.52,2.90)* 1.36(1.20, 1.53)**
Age at Migration
0-10 years 1.00 1.00
11-20 years 1.01(0.89,1.15) 1.22(1.05,1.43)**
21-30 years 1.65(1.47,1.85)* 1.66(1.37,2.01)**

31 years plus

2.56(2.28,2.87)*

1.92(1.51,2.44)**

significant at oo =5percent
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9. Discussion

9.1. Current fertility

The aim of this study was to measure the current and desired fertility levels and also to
identify current fertility determinants of women refugees inhabiting at urban and camp

settings in Ethiopia.

Total fertility rate (TFR) is the number of children that a woman expected to have at the
end of her reproductive age given that the current age specific fertility rate remains the

same and if all women lived to the end of their childbearing years.

Accordingly, the TFR among the entire respondent women refugee residing in different
(urban and camps) settings was found to be 4.6 children per woman. This finding was nearly
in agreement with a study conducted among Somali refugee resettled in metropolitan, 2008
revealed a total fertility rate of 4.52 children per woman [37]. Given the difference in the
study period and mixed nationalities of respondents in this study (about 10 percent
respondents were of other nationalities while the rest were Somali refugees), the shared
source-culture and fertility behaviors of Somali refugees attributed to the study findings
agreement. Besides, the destination country’s socio-cultural factors and fertility opportunistic
costs influence refugees’ fertility level. As studies’ findings evidenced, high fertility implies
high population pressure and increased pressure on limited resources, including high stress on

the environment [8, 18].

Similarly, in this study, the total marital fertility rate (TMFR) among currently married
women refugees’ was 5.8 children per woman unlike other study revealed that TMFR was 4.6
children per women among resettled Somali refugees [37]. The disagreement with these two
findings might attribute to the highest proportion (65.8 %) of currently married/living
together/ women refugees. This proportion was even higher as compared to the
host/destination country’s marital union/living together/(62.3%) proportion [12]. Similarly,
the proportion of never married respondents (19.7%) was lower compared to non-refugees
(27.1%) community in Ethiopian. However, marital instability (divorced, widowed or
separated) proportion (14.5%) among women refugees’ was slightly higher than the non-
refugee (10.6%) Ethiopians[12]. Besides, the two findings, survey period difference and the
mixed nationality of respondents may have contributed to the increased TFR among married

refugees compared to the host community.
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The fertility trend among long stayed refugee tend to decrease and it reflects the effect of
migration (adaptability) to the fertility practice of the destination country and other refugees
selectivity factors (age, level of education and socioeconomic factors) [7, 8]. The refugees’
fertility trend, decreased during the time of emergency due to the disruptive effect of
migration and psychosocial stress (decreased coital frequency due to stress and partner
separation). After the coping of an emergency incident, refugees catch up fertility followed
for some period and then fertility tends to decrease due to the adaptability and other fertility

opportunistic cost while inhabiting in the country of destination [8, 30, and 31].

On the other hand, the aggregated observed TFR among urban and camp refugees were 3.0
and 5.8 children per woman respectively. The camp refugee TFR was almost twice of their
urban counterparts. This TFR disparity might be due to the current living cost expensiveness
to urban refugees. Refugees inhabiting at the urban setting have been getting limited monthly
cash remittance to cover their house monthly livelihood and house rent expenses. Differently,
camp refugees have been getting in kind ration and sheltering and no issue of house renting,
and other expenses incurred in a big city like Addis Ababa. Moreover, marital instability
(separation/divorce and widowed) and non-marriage (38.2%) rate was increased among the
urban refugee, compared to their counterpart camp refugees (30.9%). And it contributed to
the high urban vs. camp refugees TFR disparity. Women refugee, who didn’t lose their
partners in the events of war and conflict, might separate from their husbands/partners/ due to
urban refugee status. Besides, the urban refugees were diversified from dissimilar nationality
(Somali, Eritrean, Congolese and Burundian) with different fertility experience and
traditions, unlike camp refugees (all originated from Somali) with almost a common fertility
tradition and behavior (tablel). Furthermore, the urban refugees’ level of education and
access to print and electronic mass media information has contributed to the urban and camp

refugees’ fertility disparities [18, 25, and 38].

On the other hand, camp refugees observed TFR was 5.8 children per woman, and lower
compared to the destination country non-refugee (TFR 7.1 children per woman) Ethiopian
Somalia’s. This fertility disparity indicates the dominant influence of disruptive and to some
extent the socialization migration hypothesis [7, 8]. Likewise, at the camps setting women
refugees’ better contraceptives use practice observed and it might have some contribution to
lower the fertility rate of refugees than local non-refugee Somali inhabitants, with CPR of

less than five percent [12].
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Similarly, the urban refugee total fertility rate was found to be twice higher than the urban
locals (non-refugees). This difference mainly attributed to the socialization influence of
migration (refugees tend to follow their country of origin fertility tradition) vis-a-vis the
fertility opportunistic cost in the urban setting[8, 39]. According to 2011 EDHS, in Addis
Ababa the TFR was below the replacement level at 1.5 children per woman[12]. On the other
hand, reports revealed that the estimated TFR in Somali was 6.2 children per woman, while
TFR of 4.8 and 7.1 children per woman was reported in Ethiopian and Ethiopia Somali

region were respectively[8, 39].

The observed TFR among refugees was still the highest, even if it was lower compared to
their origin and destination countries TFR. This suggests that the refugees’ country of origin,
socio-cultural and religious backgrounds seem supportive of high fertility. And children
considered as an asset and means of income as described in similar study findings [37, 40].
As a result, in the study participants, the socialization hypothesis seems to have higher impact
on refugees fertility than the disruptive and other migration theories. This finding implies the
less disruptive effect of migration on refugees marital status and fertility along with the
polygamy marital union and remarriages possibility. On the other hand, as most of the
refugees participated in this study originated from high fertility countries, the observed age
specific fertility rate follow a typical pattern of developing countries revealed by many
studies elsewhere [12, 24, 25]. And it showed that the fertility peak age group was 25-29
years, followed by 30-34 and 20-24 year age groups. This fertility pattern implies that the
need for age specific reproductive health programs consideration with a focus on women

refugees’ in their 20 to 35 year age groups.

The entire study respondents’ mean age at first sexual intercourse was 18.1 years, while the
mean age at first marriages and childbirth were 18.4 and 19.6 years respectively. Likewise,
urban women refugees’ mean age at first sexual contact was 17.8 years and slightly earlier
than camp women refugees (18.3 years). The similarity of mean age at first marriage and
births among refugees (urban vs camp settings) pointed out that women refugees follow
nearly similar marriage and childbirth practices. However, these findings were different from
studies conducted in northern Ethiopia, EDHs 2011 report and Idjwi Island, Democratic
Republic of Congo, finding revealed that earlier age (<18 years) at first sexual contact,
marriage and birth were documented among study participants. According to the researchers
these fertility practices have contributed to high fertility to the respective study areas [12, 25,
and 26].
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The polygamous marital type observed in this study was 21.6% among the women refugees’
unlike polygamous marriage proportion documented elsewhere (15 % marital unions were
polygamous marital types) [26]. However, nearly similar proportions (21.9 %) of polygamous
marital union reported from Ethiopia Somali community[12]. Similarly, the mean CEB from
women refugees with polygamous marital union were, significantly high 5.54:95% CI (5.13,
5.93) compared to monogamous marriage with the mean CEB 3.87: 95% CI (3.68, 4.07).
This similarity and differences of polygamous marital within the study findings might be
attributed to the locals’ marriage traditions and customs. However, the polygamous marital
union contribution to high fertility well documented by different study reports and need due

attention during reproductive health programs designs[12,26].

Among different clan groups identified from Somali women refugees, there were no
significant disparity of current fertility level and/or nearly have the same average CEB 3.61
children per woman. This similarity showed that Somali refugees shared the same socio-
cultural, religious and fertility practices. Similar study findings have documented by other
studies elsewhere [37,40] due to the shared socio-cultural and religious factors, Somali
refugees and immigrants follow nearly similar fertility practices. This finding might be an

indicative to design the same reproductive health programs to Somali refugees.

In the present study, refugees’ current fertility level negatively related to refugee woman's
level of education. The fertility also showed a decreased pattern as the woman refugee age at
first marriage increased from teenage marriage to their 20s and above years. This finding was
in agreement with study findings documented by many other studies elsewhere [12, 24, 25].
As revealed by a similar study, as the women’s educational achievement increased, resulting
in delayed marriage, better contraceptive awareness and use. Consequently, increased
autonomy in reproductive decision making and better motivation to implement demand based

fertility due to the better awareness on high opportunistic cost of uncontrolled fertility[41].

Given the profound socio-cultural discouragement by the Somali community, the
contraception awareness, ever and current use practice among the camp, Somali refugees
found to be encouraging with 39.2%, 20.8% and 17.0% among currently married women
refugee respectively. And the mean CEB showed decreased tendency among respondents
who have FP methods, awareness, ever and current users (table 4). This encouraging result of
women refugees on contraception awareness level and use might be accounted to the

administration to refugees and returnees’ affairs (ARRA) and other implementing partners
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integrated reproductive health program interventions[3]. And the finding indicates that with
improved access to comprehensive and basic reproductive services might ensure the women
refugees’ progressive behavioral change against high fertility and result in improved maternal

and child health outcomes.

On the other hand, the women refugees fertility has shown significantly increased pattern
when the refugees age at migration increased from 0-10 years, 11-20 years, 21-30 years and
31 years plus. As a result the mean CEB was about five times more among those ages 31year
plus compared to refugees in the age category of 0-10 and 11-20 years age at migration.
Likewise, refugees with age 31 years plus at migration also showed significantly increased
mean CEB compared with their counterpart in their 20s with age at migration. Those refugees
migrated with their earlier age have the chance for adaptation of the fertility traditions and
other socio-demographic factors of the destination country. As result able to adjust their
fertility compared with those who migrated in their 20s and above years. This finding was in
agreement with other studies revealed that migrants aged 20 years and above at migration,
liable to conform to their country of origin fertility custom, traditions and beliefs [8, 31, 32

due to the socialization hypothesis of migration.

The other possible explanation for the increased fertility among those advanced ages at
migration might be the duration of marital union which increased the chances or risk of
fertility. In addition, youngster women refugee might be early adopters and practitioners of
modern contraceptive methods. And also get empowered by information and able to make
their own demand based reproductive/fertility decisions. As a result, further reproductive
health programs need to be designed by considering client’s age, level of awareness and

acceptance of new information and modern technology.

Breastfeeding was another important variable considered in this study, as it was a long lived
universal custom among the study population. The respondents’ average exclusive
breastfeeding (EBF) and total breastfeeding (TBF) period were about 7.0 and 16.5 months
respectively. This finding was short of other study finding revealed in similar population[37].
As it was cited in a qualitative study, in the Holly Quran, the prophet says “mothers don’t get
pregnant when they breast fed for at least two years”. In Somali community child spacing is
only encouraged through this Quran-blessed, as breastfeeding should practiced up to two

years. But always it mightn’t enough to control fertility.
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According to a study documented findings, many Somali women give birth annually and end
up high fertility rate, which complicated the maternal and child health condition with high
infant mortality, low birth weight and poor maternal health outcomes[40]. Likewise, as
evidenced in figure 5, the study participants’ postpartum coital and the menstrual cycle
started in an average time of around 5™ months and have contributed to natural fertility. From
this finding, it is an indication to target religious leaders to work on their congregations’
mobilization, preach and encourage refugee on longer periods of breastfeeding (other
traditional contraceptive methods, awareness and practice) and able to contribute to the

refugee better family health wellbeing.

In general, the observed refugees fertility differentials were not due to a single factor rather
attribution of the socio-demographic and other variables combined with the impact of
refugees’ socialization, adaptation, selectivity and disruptive migration premise. And similar

studies on forced migrants and fertility documented elsewhere [18, 25, and 38].

9.2. Desired Fertility

In this study, the significant majority (83%) of the women refugee respondents’ desired
fertility based on their religious beliefs and they responded as “God/Allah gives”. Provided
that the majority of the respondent fertility desire basis of their religious beliefs, other studies
findings have reported that in a population with strong religious position the fertility was
found to be high. As some religious beliefs disallow contraceptive methods use and act as

pro-natalist have contributed to increased fertility level[40, 42].

The mean desired fertility among refugee respondents who express their fertility desire in
terms of quantitative figures was 8.72 children per woman. This high desired fertility finding
was lower than the Ethiopia Somali women(non-refugee) desired or ideal number of 9.7
children[12]. This finding wasn’t compliant to the research question that the desired fertility
among women refugees was expected to be very low. This might be the immense effect of
socialization than other hypothesis of migration (disruptive, adaptive and selectivity).
Besides, the refugees’ number of surviving children during the emergency time and beyond
might have some contribution to the high desired fertility as a compensatory mechanism to
the lost family size. Consequently, about one child disparity observed between the

respondents mean completed cumulative (45-49 years age group) fertility of 7.90 children per
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woman and the mean desired fertility of 8.72 children per woman, given that only 17% of the

entire respondents considered in the desired fertility.

This big gap might be accounted mainly due to the influence of forced migration disruptive
effect like marital instability (loss of partners and children due to war and conflict) and other
displacement calamity. Losses of assets (livelihood issues) also influence to achieve the
desired level fertility. Women refugees also might have a high fertility desire as a
postponement mechanism for their lost children. And to some extent contraception awareness
and use could have contributed. Another important factor could be the majority (83.0%) of
respondents desired fertility responded quantitatively as God/Allah allows. This response
further needs to be targeted to explore the exact contribution of religion to the women

refugees’ current and desired fertility.

On the other hand, more than 50% of the ever and currently married women refugees who
have at least one live birth, desired to have more child births. Likewise, slightly increased
proportions of urban refugees (57.5%) desired for more child births than their counterpart
camp women refugees (55.7%). Besides, about 64.8% of the entire women refugee
respondents’ desired to have childbirth in the next two years subsequent to this study data
collection period. All these high fertility desires attributed to the possible explanations made

above.

The women refugees’ levels of education have negatively been associated with desired
fertility. When the respondents’ educational status increased from no education to secondary
plus level, their fertility desire showed decreased pattern. This finding was in agreement with
a study findings conducted in 30 Sub-Sahara African countries, educational statuses were
directly related to demanding for and use of contraceptive methods. Conversely, fertility and
intended family size negatively associated with achieved educational levels[41]. This
indicates that the refugee women and girls school enrollment rate need to be strengthened by
all stakeholders working on refugees’ education like RRAD of EOC-DICAC and concerned

others.

The desired fertility was significantly higher among camp refugees than urbanities. This
might be due to the cost of livelihood situation or income level, number of surviving children,

access to information were among others as revealed by a study finding elsewhere[18].
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Study participants, with Muslim religious affiliation have shown significantly higher desired
fertility compared with refugee from Christianity denominations. This study finding was in
agreement with the findings of other studies that the fertility of women with Muslim religious

back ground was higher than other religions denominations[43].

This finding implies that Muslim religious leaders need to be considered in the reproductive
health program design and implementation as a key strategy. In the same way women
refugees originated from Somali have shown significantly increased desire fertility compared
to their counterpart from Eritrea, Congo and Burundi. This might be attributed to the
socialization effect of migration, and also other, migration and fertility hypothesis (disruptive

and less adaptive effects to the destination country fertility traditions) and surviving children.

The respondents’ desired fertility has shown an increased pattern among those refugees who
stayed in Ethiopia more than 6 years compared with those stayed less than 5 years. As the
women refugees’ exposure time increased in the destination country’s culture and
reproductive behavior, able to get chances to adapt the fertility practice of the host
community. This finding seems a reflection of the socialization and disruptive theory of
migration. The observed mean desired fertility rate of women refugees was quite high (8.7
children per woman) compared to the estimated TFR of 6.2 and 7.1children per woman in the
origin and destination countries respectively. This might be due to the catch up fertility (baby
boom) trend, when the surviving children decreased couples tend to go for more fertility
desire as a compensatory mechanism to the lost family [12, 27, 28]. In this regard, further
detailed research recommended on the specific influence of migration and fertility
(socialization, adaptation, disruptive and selectivity) hypothesis to have good insight from

each specific theory effect and helps to design a more focused program.

The respondents’ desired fertility was increased among women refugees, students, and
privately owned business or paid workers and housewives compared with women refugees’
who has no paid work. On the other hand, the desired fertility has shown an increased pattern
as the refugees monthly per capita income increased. This finding was different from other

study findings as the wealth index increases fertility level tend to decrease[42].

In summary, in this study finding, the fertility desire was very high due to the combined
effect of women refugees’ socio-cultural and demographic factors, and the impact of forced

migration on refugees’ fertility.
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9.3. Proximate determinants of fertility

Fertility differ not only by socio-economic like religion, education, income level, marital
types but also by proximate determinants of fertility including the proportion of married
women, contraception, postpartum infecundability(breast feeding, coital frequency) and
abortion[32]. In the present study, as evidenced the two proximate determinants of fertility
found to have significant contribution to refugees fertility inhibition from its potential
biological maximum. i.e. index of marriage (Cm=0.65), postpartum infecundity(Ci=0.66) and
followed by contraception (Cc=0.84). The induced abortion was Ca=0.99 and has

insignificant fertility reduction from its biological maximum, which was only one percent.

Given, the universality tradition of marriage among the study populations, early marriage
wasn’t found to be a common practice among the refugee study populations. Marital
instability was a common and expected phenomenon in a refugees because of forced
migration and related stress [39]. As observed in this study, about 34.2% of the study
participants were never married and/ or either separated, divorced or widowed. Consequently,
the highest fertility inhibition effect among the entire refugee study participants’ was due to
non-marriage (35%). This study finding was nearly in agreement with a study finding, where
wedlock was a tradition and common practice, Muslim religion dominant non-refugees
population. The index of marriage found to have the upper hand fertility inhibition effect of

34% over other proximate determinants of fertility[24].

On the other hand, in this study the index of marriage fertility inhibition effect was relatively
higher compared with similar studies findings conducted in the non-refugees or host
community, were (Cm=0.83) and (Cm=0.87) [26]. This disagreement might attribute to the
difference in the refugees and the host community socio-culture, marriage practices and
fertility values and traditions apart from the migration impact on refugees fertility. Breast
feeding was the common and universal practice in the study participants. The women
refugees postpartum lactation practice was the second following index of marriage and
contributed to fertility reduction by 34% from its possible biological maximum. This finding
was nearly in agreement with study finding in the host community with postpartum
infecundability of (Ci) fertility inhibition of about 32 % [24]. However less of other study
finding reported 45 % PPI fertility inhibition[25].
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On the other hand, in the present study fertility inhibition from PPI was quite different from a
study finding conducted in the same migrant population in Idjwi Islands, DRC,2012, PPI due
to duration of breast feeding accounted to 19 % of fertility reduction[26]. The disagreement
of these findings suggests the difference in their breast feeding practices, religious affiliation
and pre-migration socio-cultural characteristics along with access to reproductive health

information and services.

Unlike urban refugees, camp refugees have better access to reproductive health services and
with their own native language service providers. And the FP methods current users, (CPR)
among married women refugee was 17.0 %, by far better compared with the local non-
refugee community, the CPR was less than 5 percent[12]. However, the contribution in
fertility reduction due to contraception was only 16 percent (Cc=0.84). And the present study
finding on contraception fertility inhibition contribution was different from other studies
documented elsewhere as 23% and 25% [26]. The disagreement also attributed to factors like
access and enabling factors to contraception methods information and use, religious and other

socio-cultural factors including respondents’ educational status.

The present study also tried to get data on induced abortion (Ca), given the difficulties to
measure it in such surveys; respondents’ tend to under report it because of the strong socio-
cultural stigma and laws banned the practice[37, 40]. On the hand, , in this study the fertility
inhibition effect of abortion was about one percent and insignificant, similar with many other
studies findings(abortion 4 percent only) and induced abortion(Ca=1) documented elsewhere
[26]. This might be due to under reporting by respondents due to their traditional beliefs
similarly as evidenced from similar study's findings[24, 40]. This finding suggests a need for
further community figures and religious leaders based programmatic considerations, induced
abortion to be mainstreamed as one of the contraceptive method preferences. In refugee
settings unwanted and/or unplanned pregnancies and other reproductive health problems
expected to be highly prevalent due to sexual violence and long term women refugees’

psychosocial traumas.

Similarly, non-marriage or marital instability (Cm =55%) and breastfeeding (Ci= 48%) has
the highest fertility reduction contribution among urban and camp refugees respectively.
Similarly, breast feeding (Ci=34%) among urban refugees and non-marriage or marital

instability (Cm=45%) in camp refugees’ have the second fertility inhibition effect of its
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possible biological maximum. This might attribute to the increased marital instability and
current livelihood inflation (fertility opportunistic cost) in the urban settings compared with
their counterpart camp refugees. The effect of camp refugees’ postpartum amenorrhea,
reflecting the refugee women long duration breastfeeding practice which was in agreement
with the socialization hypothesis [8, 30, and 31]. Hence, from the four proximate fertility
determinants, index of marriage and breast feeding accounted the highest fertility inhibition
effect of its natural maximum. And these two indices further need to be strengthened and

encourage refugee as best practices to limit fertility from its biological maximum.

On the other hand, the fertility inhibition from contraception was the same (Cc=16%)
irrespective of women refugees’ current place of residence. The proportion of current
contraceptive methods users (CPR) among urban and camp refugees was nearly the same.
The CPR similarity might be balanced with urban women refugees’ increased marital
instability and language barrier to get the required FP information and service, provided that
they have better access to reproductive health facilities and providers. Similarly, camp
refugees have better access to basic reproductive health care by their own native language
service providers [8, 30, and 31]. Even though, the CPR in the refugee community was
encouraging, particularly among camp refugee, the finding indicates that still a lot has to be
done to complement the effect of existing observed refugee non-marriage and breastfeeding

practices and able to achieve their reproductive health demand as appropriate.

9.4. Socio-Demographic Variables Influence on Refugees Fertility

From the selected socio-demographic and reproductive variables, age, monthly income,
marital forms (polygamous vs. monogamous), history of abortion, age at first birth, age at
migration, respondents’ religion, partner's positive attitude on contraceptive use and marital

duration were found to be the important predictor variables of refugee women’s fertility.

As the respondents’ age increased there was statistically significant increased pattern of
fertility. Fertility was 1.60: 95% CI (1.26,2.04), 2.24: 95% CI (1.75,2.87), 2.88: 95% CI
(2.24,3.70), 2.91: 95% CI (2.23,3.79), 3.33: 95% CI (2.53,4.39) and 3.48: 95% CIL:
(2.61,4.65) times higher among refugee women aged 20-24, 25-29, 30-34, 35-39, 40-44 and

45-49 years respectively compared to the reference age (teenager respondents).
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This finding was different from other study findings revealed that demographic factors
including women age at marriage, contraceptive use and income were negatively associated
with fertility [42]. The possible explanation for this age and fertility positive association
might be attributed to duration of marital union and youngster refugees’ awareness of
contraception and opportunistic costs of high fertility. As a result this fertility patter may
imply a need for separate age specific reproductive health program considerations to address

the observed increased fertility tendency alongside with the respondents’ increased age.

The Fertility of women refugees’ were 8% lower [IRR=0. 92: 95% CI (0.87, 0.98)] among
those whose monthly per capita income was more than 750 ETB compared to those with a
monthly per capita income of 350-750 ETB. This study finding was in agreement with other
similar study findings. According to scholars’ income and fertility have either direct or
indirect relationship; for a short time the relationship tends to be direct while in the long run
fertility tends to decrease as income level increased. This is due to awareness, availability of
contraceptive methods and cost of childhood fostering [37, 42, and 44]. Similarly, according
to the theory of opportunity cost of time, income as the outcome of business activity result in
decreased fertility desire [42]. However, most of the refugees get their monthly income from
regular monthly remittance and some support from a relative living abroad; and this
experience was against the theory of opportunity cost of time applied to those who engaged

in paid work and generating their livelihood income.

On the other hand, the fertility level of women refugee from the Muslim religious
congregation was 1.42: 95% CI (1.19, 1.70) times higher compared to their Christian
counterparts. This finding is in agreement with a study finding revealed that the TFR among
Muslim women was higher by two children compared to TFR of Christian women. The
possible explanations suggested by the authors, more Muslim women engagement in marital
union, and early marriage practice and low contraception awareness and use compared with
their Christian women equivalents[45]. However, in the present study early marriage was not
a common practice, given the high proportion of women refugee in marital union and the
disparity age at marriage might attribute to the study populations different socio-cultural and

fertility behaviors.

In the present study, fertility was also found to be 1.14: 95% CI (1.07, 1.21) times higher
among women refugee conjugal to polygamous marital forms compared to those in

monogamous marital unions.

63



This study finding was nearly conforming to other study finding conducted in Nigeria, 2012
reported that those women with one husband found to have close to 10% reduction in fertility
than those women in polygamy marital union. A similar study revealed that women in
polygamous marital union have high fertility compared with their counterpart women in
monogamous marriage. It has also reported that intentionally or unintentionally women in
polygamous(co-wives) computed for more child birth [22] and polygamy has implication of

high coital frequency and leads to increased fertility[12].

Meanwhile, women refugees who have experienced any forms of abortion (either
spontaneous or induced) had a 12% higher risk of fertility, IRR=0. 88: 95% CI (0.82, 0.94)
compared to those who did not have this experience. This might be due to the women
increased desire to get or compensate the lost fetal and tried to achieve the planned fertility
level. On the other hand, refugee women who gave birth to their first child at the age of less
than 18 years had 1.14: 95% CI: (1.06,1.22) times more fertility compared to those gave birth
to their first child after age 18 years. This finding was in agreement with many other study
findings revealed elsewhere, as the women engaged in sexual union(marriage) in her later age
the fertility tend to decreased compared with those engaged in their teenage[25, 46]. This
may due to the increased duration of sexual union (sexual contact) result in higher risk of
fertility than those engaged in sexual unions in their later age. Hence, delaying marriage
(sexual union) is an important determinant to reduce fertility level. Program and policy
consideration of age at first marriage might have significant contribution to limit and improve

fertility and related consequences of uncontrolled child births respectively.

Fertility among women whose partners had negative attitude towards family planning
methods was 1.09: 95% CI (1.01, 1.18) times higher compared to those women refugee
whose partners had positive attitudes. The present study finding seem in agreement with a
study finding revealed among Filipino couples reported that partner communication was
significantly associated with couple likelihood of contraceptive use. In the same study
finding, very high odds ratio proved that contraceptive methods discussion with partner was

found to be an important predicator of couple family planning use[29].

Thus, the importance of partner involvement at health facility level contraceptive couples
counseling and service delivery point needs due emphasis to increase FP user and be able to
accomplish their intended family size and improve family health (especially maternal and

child health outcomes).
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Fertility was 1.24: 95% CI (1.13, 1.35) and 1.36: 95% CI (1.20, 1.53) times higher among
women refugee whose marital duration was 11-20, 21 and above years respectively,
compared to those married within the past 10 years. On the other hand, fertility was 1.22:
95% CI (1.05,1.43), 1.66: 95% CI: (1.37,2.01) and 1.92: 95% CI (1.51,2.44) times higher
among women refugee moved out from their usual place of abode 11-20, 21-30 and 31 or
more years ago, respectively compared to those who migrated within the past 10 years. This
finding seems to conform to the migration and fertility hypothesis of disruption, socialization,
adaptation and selectivity. From similar studies, at early stage of migration fertility decreased
due to disruption (separation and loss of a spouse or husband due to the conflicts or war) and
then the period of baby boom followed as a compensatory mechanism of the lost family
members and/or the influence of socialization to comply with their country of origin, socio-
cultural customs, and values of fertility. Fertility again declines due to the impact of
adaptation to the country of destination fertility experience and tradition and respondents

selectivity theories [8, 30, and 31].

In this study, as women refugee level of education increased from no education to secondary
plus level, fertility tends to decrease. Decreased fertility tendency also observed as the
respondents’ age at first marriage increased. In addition, refugees with a history of child
death, place of residence, child sex preference, and contraceptive methods, awareness and
ever use have shown increased fertility, provided that statistical associations have not

demonstrated and these findings were in agreement with many other studies findings revealed

elsewhere [12,26 and 46].
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9. Strength and limitation of the study

Strength

The study has a relatively large sample size with urban-camp refugees’ population
proportion and increase representativeness of the findings

The study considered a wide range of fertility variables to see fertility differentials
among different refugee settings

The scope of the study was broad enough to examine the level and determinants of
fertility (socioeconomic, demographic and reproductive characteristic including
proximate determinants of fertility)

Data collectors were native speakers of the refugees’ language with similar
experiences on data collection of other programs to the refugee setting

Employing probability sampling, help to get an unbiased estimate of the refugees
fertility level and determinants

Employing standard data collection tools and by adopted from measure DHS
Applied standard Sampling techniques as per the measure DHS recommendations

Sample size taken as per the standard measure DHS recommendation for possible
representative inference of study findings

Limitation

The study has no qualitative part as it has contribution to see issues beyond the
numbers and triangulation of findings

The study was cross sectional with urban and camp refugees component mightn’t
demonstrate causal relationship of the identified fertility determinants.

Some demographic variables like contraceptive awareness and use, abortion,
frequency and age at sexual contact initiation might create social desirability bias

Some demographic characteristics like age at first marriage, first birth, breast feeding
duration might encounter respondent recall biases
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10. Conclusion

The refugee women observed total fertility rate is among the highest. The observed total
fertility rate among the entire respondents is 4.6 children per women while the total marital
fertility is 5.9 children per woman. The aggregated urban and camp refugees total fertility
rate is 3.00 and 5.8 children per woman respectively. Similarly, the mean children ever born
are being 3.40 children per woman, while the mean completed (respondents aged 45-49

years) fertility is found to be 7.90 children per woman.

The majority, 83% of women refugees desired fertility basis of their respective religious
affiliation. And the remaining 17% of respondents’ desired fertility found to be 8.72 children
per woman. The refugee women desired fertility 8.72 children per woman is higher than
nearly by one child compared to the completed or achieved fertility among respondents aged
45-49 years(7.90 children per woman). The disparity might be attributable to women
refugees’ socio-cultural and demographic characteristics, other fertility determinants and the
impact of forced migration per se to the current fertility level. This disparity also reflects the
low awareness level of respondents on the consequences of large family size and population

pressure.

On the other hand, from the proximate determinants of fertility, index of marriage, and
postpartum lactational infecundity have the highest fertility inhibition effect of its biological
maximum and followed by contraception. The index of marriage has slightly increased
fertility reduction among urban refugees than their counterpart camp refugees. Similarly,
index of postpartum lactational infecundability has marginally increased fertility reduction
among camp refugees than urbanities. Similarly, index of marriage and postpartum
lactational infecundity have the highest fertility reduction contribution among urban and
camp refugees respectively over other proximate fertility determinants. Meanwhile, the index
of contraception has the same fertility inhibition effect of its possible biological maximum
among both refugee settings. Irrespective of refugee settings, abortion has no significant

contribution in fertility reduction.
Furthermore, respondent increased age, being Muslim religion follower, early age at first

birth, later age at migration, and polygamous marital union and increased marital duration are

positively associated with the women refugees.
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Meanwhile, having history of abortion, increased monthly income and partner positive

attitude on contraceptive use are negatively associated with refugee fertility.

As the observed and desired refugees’ fertility is high, these findings might be due to the
effect of socialization, among others, which is dominantly reflected over other adaptive,
disruptive and selectivity hypothesis of migration on fertility. In this study the observed late
coital initiation, marriage and childbirth practice among refugees, unlike other study findings
might attribute to the disruptive effect of migration as male young refugees liable to be

engaged or join the military force activity.

In summary, in the present study the combined effect of socio-demographic predictor
variables, proximate determinants index of marriage, postpartum lactational infecundity,
contraceptive use and forced migration per se attribute to the current fertility level of women
refugee. The basis for the contribution of proximate fertility determinants might be the socio-
demographic characteristics specially being Muslim religious followers, original settings,

fertility perceptions, values and practices.
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11. Recommendations

Refugees

This finding point out the need for refugee community based awareness intervention
on the consequences of high fertility due to polygamy and other contributing factors

including religious factor.

Promotion of refugees on their observed best practices like longer breastfeeding
practices and committed not to have early age or marital or sexual union, and keeping
women and girls' schooling which will have significant contribution in limiting

fertility.

Those male refugee partners’ positive attitudes towards their wives family planning
use is among the observed best or model practices and also one of the fertility
predictor. It needs to be promoted to other refugee male husbands’/partners/ to adopt

and practice it

Refugees Administration

Women refugees partner's involvement at health facility contraceptive couple
counseling and service delivery helps to increase FP methods users and able to limit
their fertility level and improve family health (especially maternal and child health

outcomes).

The existing contraceptive use fertility reduction contribution among refugee seems
encouraging, particularly at the camp refugee level, however a lot has to be done by
health care providers to reach the acceptable level of fertility reduction from its

natural maximum,

The refugee women and girls' school enrollment need to be strengthened by all IPs,
working on refugees’ education as it helps them to develop self-empowered and able

to claim and exercise their reproductive rights as appropriate,
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Health sector policy makers

The health program and or policy makers need to look at the population pressure
attributed by the immigrant fertility and subsequent effect to the host community
resource utilization and able to design refugee friendly and targeted reproductive

health programs as appropriate.

The researcher also recommends to give due emphasis on significant fertility
predictor variables like respondents age, monthly income, marital forms (polygamous
vs. monogamous), history of abortion, age at first birth, age at migration, religion,
partner's positive attitude on contraceptive and marital duration while planning

refugee reproductive health programs.

Researchers

The respondent's qualitative response to desired fertility “God/Allah gives” need

further to be explored in depth and to see the contribution religion to fertility.

Further detailed research recommended on the specific influence of forced migration
on immigrant fertility (socialization, adaptation, disruptive and selectivity) hypothesis
to have good insight from each specific theory effect and helps to design a more

focused reproductive health program.
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Annexes :Questionnaires

I. Information Sheet

Addis Ababa University, School of Public Health

Structured questionnaire for the assessment of levels and determinants of fertility among

Refugees’ in Ethiopia

A. Information sheet

Good morning/good afternoon! My name is . I am a graduate student of
Public Health at Addis Ababa University, School of Public Health and we are now

conducting a study in this refugee community ( Camp) to assess the levels

and determinants of fertility intention among Refugees in Ethiopia. We believe that this study
will help in better understanding of refugees’ fertility intention and related determinant
factors. Finally, it will help in designing and implementing appropriate reproductive health
programs to address the fertility related gaps identified in the study population.

You have selected to be one of the participants in this study and you will help us by
answering the questions we ask you. We assure you that whatever answers you give us are
kept strictly secret. We do not need your name and address. We also inform you that you
have the full right to withdraw from the study or stop the interview at any point in time and
/or skip any questions that you don’t want to answer. You may find some of the questions too
personal and difficult to talk about, but your experience will be very helpful for other people.

The interview takes approximately 25-30 minutes. Do you have any question to ask?
Thank you very much!
Are you willing to participate in this study?

Yes LI No [l
If yes, go to the next page
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B. Consent form

I, the undersigned have been informed that the purpose of this particular research project is to

study the levels and determinants of fertility among Refugees’ in Ethiopia.

I have been informed that I am going to respond to this question by answering what I know
concerning the issue. I have been informed also that the information I give will be used only
for the purpose of this study; my identity, the information I give will be treated
confidentially. I have also been informed that I can refuse to participate in the study or not to
respond to questions I am not interested. Furthermore, I have been informed that I can stop

responding to the questions at the time in the process.

Based on the above information I agree to participate in the research voluntarily with the
hope of contributing (on behalf of one) to the effort of knowing the levels and determinants

of fertility intention among Refugees’.

Signature

Date

Contact Address:

Advisor/: Dr. Wubegzier Mekonnen

Principal investigator and AAU, MPH student: Gashawbeza Haile, Cell phone: 0911776810
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Su’aalo

Su’aalo habaysan oo looga golleeyahay daraasad lagu ogaanayo heerka iyo waxyaabaha
saameynta ku leh rabitaanka taranka ee qoxootiga ku nool xeryaha bariga iyo Addis Ababa.
Subax Wanaagsan/Galab Wanaagsan

Magacaygu Waa:

Waad kumahadsantahay in aad rabitaankada iyo wakhtigaaga aad ii hurtay in aan kugu
wareysto maanta. Anigu waxaan ka mid ahay kooxda daraasaadka ee
darasaynaya/qiimeynaya heerka iyo waxyaabaha saameynta kuleh taranka ee qoxootiga.
Ujeedada booqoshadeydu waa in aan wax kaa weydiiyo su’aalo la xidhiidha daraasaadka aan
kor kusoo xusnay.

Waxaa si naxariis leh lagaaga codsanayaa in aad jawaab dhab ah aad kabixiso su’aalaha hoos
ku goran. Waxaan jeclahay in aan ku xusuusiyo in jawaabtada dhabta ah ee aad bixisid ay
ahmiyad 1yo natijo wanaagsan uleedahay daraasadkan sidii loo fahmi lahaa xaaladda taranka
iyo qodobada saameynta ku leh dadka ku nool xeryaha qaxootiga.

Gabagabadii, daraasaddan waxay inaga caawin doontaa, sidii loo jaangoyn lahaa , loona
hirgalin lahaa barnaamijyo ku haboon caafimaadka taranka oo wax loogaga qabto
dhibaatooyinka

la xidhiidha taranka.

Dhawrista & kalsoonaanta arimaha sirta ah

Kuma waydiin doono magacaada kagamana qoridoona daraasada meelana. Qofna uma
sheegi doono jawaabaha aad bixisay. Mana aha inaad kajawaabtaan su’aalaha aydaan rabin
kajawaabistooda. Sikastaba hanoqotee jawaabahaada dhabta ah aad ka bixiso daraasada,
waxay wax katari doontaa in si fiican loo fahmo xaaladda taranka ee qoxootiga. waxaan aad
ugu faraxsanahay kageyb qaadashadaada waraysigan. Waxay qaadan doontaa 20 — 25 daqiiqo

in labuuxiyo foomkan.

Saxiixa jawaab bixiyaha
Raali maku tahay in aad kaqayb qaadato? Haa, Maya,

Saxiix Saxiix
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I. Questionnaires in two different languages (Somali and English)

Su’aalo Questionnaire
I.  Su,aalo ku saabsan habka dhagan-dhaqaale & taranka bulshada. General and Socio-Demographic Questions
S.N Su’aal Jawaab/kadoorasho Faallo S.N | Question Choices/Answers Remark
101 | Lambarka oqoonsiga 101 | Participants
kagaybgalaha Identification Number
102 | Xerada 102 | Refugee Camp/Setting
qoxootiga/goobta
103 | Da’daada (sanadada oo 103 | Your age (in completed
dhamaystiran) years)
104 | Xalaaddaada kawarran? | Qaxooti 104 | What is your status? 1. Refugee
Magangalyo siyaasadeed 2. Asylum seeker
waxkale,Sharax 3. If other,
specify
105 | Muddo intee le’eg bilood 105 | For how long you have months
ayaad halkan been here? (In
joogtay(bilo)? completing months)
106 | Waddankeed 1. Somali 106 | What is your nationality? | 1. Somali Go to 107 if
udhalatay? 2. koongo 2. Congolese the
3. Eriteriyaan 3. Eritrean respondent
4. Sudani 4. Sudanese is Somali
5. Burundi 5. Burundian refugee
6. dhalasho kale haday jirto 6. If other,
specify
107 | Qabiilkeed tahay Darod 107 | What is your ethnic Darod
(waxay gaar utahay Dir group (clan), for Somali | Dir
goxootiga soomaalida | Hawiye refugees only Hawiye
kaliya) Isaaq Isaaq
Qolo kale haday jirto If other,
specify
108 | Diintaadu waa maxay? 1. Muslim 108 | What is your religion? 1. Muslim
2. Orthodox 2. Orthodox




3. Protestant 3. Protestant
4. Catholic 4. Catholic
5. diinkale haday jirto 5. If other, specify
109 | Shagadaadu waa 1. Guri joog What is your 1. Housewife
maxay? 2. Arday occupation? 2. Student
3. Ganacsi 3. Privately owned
4. Shagaale Dawladeed business
5. Shaqgaale hay’adeed 4. Government
6. Waxkale : employee
5. Nongovernmental
organization employee
6. If other, specify
110 | Heerka wax 110 | What is your educational
barashadaadu waa status?
sidee?
111 | Kharashka bishii ku Riyaal 111 | What is your monthly Birr
soo gala waa imisa ? income?
112 | Intaad qaan gaadhay 1.Magaalo 112 | What is your usual (most | 1. Urban areas
(15 sano jirkaagii 2.Miyi common) place of 2. Rural areas
kahor) xaggee ayaad residence before the age
dageneydeen? of 157
113 | Xaaladaada Guur waa 1. Waligay maguursan Haduu 113 | What is your Marital 1. Never married If married
sidee ? 2. Waan guursaday(wada guur jiro Status? 2. Married (living goto 114
noolahay) sii raac together) and 115
3. Waan 114 iyo 3. Divorced
isfurnay/kalamaqanahay 115 4. Widowed
4. Garoob/Carmali 5. Separated
114 | Ninkaagu xaas kale 1.Haa 114 | Does your 1. Yes
maleeyahay? 2. Maya husband/partner have 2.No
3.Ma’ogi other wives? 3. I don’t know
115 | Marka adiga lagugu 1. Tirada guud ee dumatka 115 | Including yourself how 1. total number of
daro imisa dumar ah 2.Ma,ogi many wives/partners he | wives/partners
ayuu ninkaagu qabaa? has? 2. Don’t know
116 | Imisajir ayaad ahayd Sano 116 | How old were you Years




markii guur kuugu

when you first married

horreysay? or started living with
him?
117 | Muddo intee le’eg Sano 117 | What is/was the Years
ayaad reer aheydeen. duration of the marriage
or consensual union?
118 | Heerka waxbarasho ee 118 | What is the educational
ninkaagu waa sidee? status of your husband?
119 | Nin kaagu diintee ayuu | 1. Muslim 119 | What is the religion of 1. Muslim
haystaa 2. Orthodox your husband? 2. Orthodox
3. Protestant 3. Protestant
4. Catholic 4. Catholic
5. Diinkale hadayjirto 5. If other specify
6. Magaranayo/mahubo 6. Ido not know/I am
not sure
120 | Odoygaagu waa 1. Daarood 120 | To which ethnic 1. Darod
golama ? 2. Dir group/clan/ does your 2. Dir
3. Hawiye husband belong? 3. Hawiye
4. Isaaq 4. Isaaq
5. Qabiilkale haduu jiro 5. [Ifother, specify
6. Magaranayo/mahubo 6. Ido not know
121 | Odeygaagu muxuu 1. Arday 121 | What was the occupation | 1. Student
kashaqeeyaa 2. Ganacsi of your husband? 2. Privately owned
(shaqadiisu waa 3. Shaqaale dawladeed business
maxay)? 4. shaqaale hay’ad .aan dawli 3. Government

ahayn
5. Shaqo kale haday jirto
6. Magaranayo /mahubo

employee

4. Nongovernmental
organization employee
5. If other specify _
6. Ido not know

II. Su’aalo laxidhiidha taranka iyo Galmoodka.

Sexual and reproductive related questions

201

Imisa jir ayaad ahayd
markii kuugu horeysay
ee aad caado aragtay?

1. waligay caado mahelin
2. Maxasuusan karo
3. Markii ugu horreysay ee n

201

How old were you when
you first had menstrual
cycles?

1. I never had menstrual
cycles
2. 1 do not remember




caadada helay waxaan jirey
sano

3. I had my 1st
menstrual cycle at age of
years

202 | Imisajir ayaad ahayd 1.Waligey galmo maan samaynin 202 | How old were you when | 1. Never had sexual
markii ugu horreysey 2. Maxassuusan karo you first had sexual intercourse before
ee aad ninkaaga isu- 3. Galmadii iigu horreysay intercourse? 2. I do not remember
galmooteen? waxaan jirey _ Sano 3.1had my 1* sexual
exposure at age of
__years
203 | Imisa jeer ayaad isu 1. Waligey galmood ma 203 | How frequent is your 1. Never had sexual
galmootaan bishiiba? sameynin sexual contact per exposure
2. jeer bishiiba month ? 2. Contacts per
month

III. Su’aalo laxidhiidha uurka

Pregnancy related questions

301 1. Haa 301 | Have you ever been I. Yes
Waligaa uur 2. Maya pregnant? 2. No
mayeelatay? 3. Magaranayo/mahubo 3. Ido not know /Not
sure
302 1. Haa 302 | Are you pregnant now? I. Yes
Hada uur maleedahay? | 2. Maya 2. No
3. M agaranayo/mahubo 3. Ido not know /Not
sure
303 | Waligaa ilmo 1. Haa 303 | Have you ever given 1. Yes
madhashay/umushay? 2. Maya birth? 2. No
304 | Markii kuuguhorreysay | 1. Sano 304 | How old were you 1. Years
ee aad 2. Maxassuusan karo when you first give 2. Ido not remember
dhashay/umushay birth?
imisajir baad ahayd?
305 | Imisa jeer ayaad _ jeer 305 | How many births did Births
dhashay/umushay? you ever give?
306 | 12kii bilood ee ugu 1. Haa 306 | Did you have live birth 1. Yes If yes,
danbeeyey ilmonool |2. Maya in the last 12 months? 2. No continue to
madhashay/umushay? 307 and 308




307 | Imisa ilmood ayaad ilmood 307 | How many? (In the past Children
dhashay 12kii bilood ee 12 months)
ugu danbeeyey?
308 | Imisa ilmood ayaad ilmood 308 | How many? (In the past Children
dhashay 36 kii bilood 36 months)
ee ugu danbeeyey?
309 | Intaad caruur nolol ku Willal 309 | How is their sex Male
dhashay maxay kala Gabdhood composition of those Female
ahaayeen. alive children that you
ever had? (For those who
have ever given birth)
310 | Imisa carruur ah ayaad ilmood 310 | How many children did Children
haysatay 25 sano you have at the age of
jirkaagii? 257 (If ever give birth
and age greater than 25
years)
311 | Shantii sane ee kuugu 1. Haa 311 | Did you ever give birth 1. Yes
danbeysay caruur ka 2. Maya of two or more children | 2. No
badan Hal ilmo ma in separate pregnancies
dhashay/umushay? in the last 5 years?
312 | Wakhti intee le’eg Bilood 312 | What was the time gap Months
ayaa u dhaxaysay between the last two
labadii uur ee kuugu consecutive pregnancies?
danbeeyey?
313 | Sadexdii sano ee ugu 1. Haa 313 | In between those two 1. Yes
danbeysay miyaad 2. Maya pregnancies in the last 2. No
isticmaashay dawo/Hab | 3. Maxassuusan karo three years, did youuse | 3. 1do not remember

kale 0o uurka lagaga
hortagayo, ama ilmo ma
iska soo ridey

contraceptives or
abortion to avoid

pregnancy?

IV. Heerka kala jeclaanshaha ubadka

Fertility preference and desire

401

Carruur dheeri ah
marabtaa ( hadaad
horaan caruur u
dhashay)

1

2.
3.
4.

Haa

Maya

Mahubo

wuxuu alle doono/isiiyo

401

Do you want to have any
more children? (If you
have ever given birth)

1. Yes
2. No
3. Not sure

4. As God allows/gives




402 | Haday jawaabtu Haa 1.  ilmood 402 | If yes, how many? 1. Children
tahay, imisa cunug 2. wuxuu alle doono/isiiyo 2. As God allows/gives
ayaad rabtaa me

403 | Ninkaagu ma wuxuu 1. Intuurabo in la’eg 403 | Does your 1. Same number of
rabaa tirada caruurta ah | 2. In kabadan husband’s/partner’s want | children
ee adigu aad rabto ,ma | 3. In kayar the same number of 2. More children
kabadan mise kayar? |4. Magaranayo children you want or he | 3. Fewer children

want more or less than 4. 1do not know
you want?

404 | Haday ahaan lahayd 1. __ ilmood 404 | If you could go back to 1. __ Children
xilligii wax ilmo ah 2. Wuxuu alle doono/isiiyo the time you did not have | 2. As God allows/gives
aadan dhalin oo lagu 3. Waxkale haday jiraan any child and could 3. If other specify _
yidhaahdo imisa carruur choose exactly the
ah ayaad rabtaa number of children to
noloshaada oo dhan have in your whole life,
imisa ayaad odhan how many would that
lahayd? (haddaad be? (If ever given birth)
waligaa wax dhashay)

405 | Hadaad dooran kari 1.  ilmood Haduusan | 405 | If you could choose 1. Children If No,
laheyd imisa carruur ah | 2. wuxuu alle doono/isiiyo jirin uur exactly the number of 2. As God allows/gives | previous
ayaad dhab ahaantii 3. waxkale haday jiraan hore children to have in your | 3. If other specify pregnancy
noloshaada oo dhan ugudub life, how many would skips to 701
dhalilahayd that be?

? (hadaysan carruur (If no living children)
nooli jirin)

406 | Wiilasha iyo gabdhaha | 1. Haa 406 | Do you have any sex 1. Yes
miyaad kala 2. Maya preference? 2. No
jeceshahay? 3. lama hubo 3. Not sure

407 | Haday jawaabtu HAA | 1. wiil 407 | If yes, which sex doyou | 1. Male
tahay keed jeceshahay? | 2. gabadh prefer? 2. Female

408 | Carruur dheeri ah 1. Haa 408 | Do you want to have any | 1. Yes
marabtaa ( hadaad 2. Maya more children? (If thisis | 2. No
horaan caruur u 3. Mahubo your 1* pregnancy) 3. Not sure
dhashay) 4. wuxuu alle doono/isiiyo 4. As God allows/gives




409 | Haday jawaabtu Haa 1. ilmood 409 | If yes, how many? 1. Children
tahay, imisa cunug 2. wuxuu alle doono/isiiyo 2. As God allows/gives
ayaad rabtaa me
Ninkaagu ma wuxuu 1. Intuu rabo in la’eg Does your 1. Same number of

410 | rabaa tirada caruurta 2. In kabadan 410 | husband’s/partner’s want | children
ah ee adigu aad rabto 3. In kayar the same number of 2. More children
,ma kabadan mise ka | 4. Magaranayo children you want or he | 3. Fewer children
yar ? want more or less than 4. Ido not know

you want?
V. Su’aalo laxidhiidha dhalla’aanta dhalmada kadib 5. Postpartum infecundity related questions

501 | Ilmahaagii kuugu 1. Haa 501 | Did you give your last 1. Yes
danbeeyey ma waxaad | 2. Maya child in the last five 2. No
dhashay shantii sano ee years?
ugu danbaysay
gudohooda?

502 | llmihii kuugu 1. ma xussuusto 502 | For how many months 1. Ido not remember
danbeeyey markaad 2. __ bilood after the birth of your 2. __ Months
dhashay kadib imisa last child did you not
bilood ayaadan caado have a period?
helin?

503 | Markaad dhashay 1. ma xussuusto 503 | For how many days or 1. Ido not remember
ilmihii kuugu 2. bilood months after the birth of | 2. _ Months
danbeeyey kadib Imisa your last child did you
maalmood ama bilood not have sexual
ayaadan wax galmo ah relations?
samaynin?

504 | Ilmahaagii ugu 1. ma xussuusto 504 | For how many months 1. Ido not remember
danbeeyey imisa bilood | 2. __ bilood did you exclusively 2. __ Months
ayaad naaska oo kaliya breast-feed your last
jagsiisay? child?

505 | Guud ahaan imisa 1. ma xussuusto 505 | For how many months 1. Tdo not remember
bilood ayaad ilmahaagii | 2. __ bilood did you totally breastfed | 2. __ Months
ugu danbeeyey naaska your last child?
jagsiisey?

VI. Su’aalo laxidhiidha dhicinta,dilanka iyo dhimashada ilmaha

6. Abortion, stillbirth and child death related questions




601 | Waligaa ilmo madhicisay 1. Haa 601 | Have you ever had a 1. Yes
ama makaasoo dilmay? Maya pregnancy that 2. No
3. lama hubo/magaranayo miscarried, or aborted? 3. Not sure/I do not
know
602 | Haday jawaabtu HAA dilan 602 | If yes, how many times? Abortion/s
tahay imisa jeer?
603 | Maxaa dhicintan usababu | 1. ilmo iskii usoo dilmay 603 | What was the cause of 1. Spontaneous
ahaa? dilmo ay dad keeneen the recent abortion? abortion
2. Induced abortion
604 | Sanadkii ugu danbeeyey 1.Haa 604 | In the last one year did 1. Yes
majiraan dhicin ay dad kaa | 2.Maya you had induced 2. No
keeneen? 3. magaranayo/ma xassuusto abortion? 3. I do not know /not
remember
605 | Waligaa ilmo madhicisay? | 1. Haa 605 | Have you ever had a 1. Yes
2. Maya pregnancy ended in a 2. No
3. magaranayo /ma stillbirth? 3. Ido not know /not
xassuusto remember
606 | Haday jawaabtu HAA dhicis 606 | If yes, how many? Stillbirths
tahay imisa ayaa kugu
dhex dhimatay?
607 | Waligaa ilmo ama sabi 1. Haa 607 | Have you ever 1. Yes
makaa dhintay 2. Maya experienced the death of | 2. No
an infant or a child?
608 | Haday jawaabtu HAA dhimasho 608 | If yes, how many? Deaths
tahay imisa ayaa kaa
dhimatay
VII.  Su’aalo laxidhiidha kahortagga uurka Contraceptive related questions
701 | Mataqaan hab lagaga 1. Haa 701 | Do you know any 1. Yes
hortago ama lagu dib 2. Maya method of avoiding or 2. No
dhigayo uurka? delaying pregnancy?
702 | Haday jawaabtu HAA 702 | If yes, what methods?
tahay habkee ayaad
tagaanaa?
703 | Waligaa ma isticmaashay 1. Haa 703 | Have you ever (or your 1. Yes
ama ninkaagu ma 2. Maya partner) used any method | 2. No




isticmaalay hab lagaga
hortagayo ama lagu

3. magaranayo/mahubo
4. waligay galmo

to delay or avoid getting
pregnant?

3. Ido not know/not
sure

dibdhigo uurka? masamaynin 4. Never had sexual
exposure

704 | haday jawaabtu HAA 704 | If yes, what methods?
tahay habkee ayaad
isticmaashay

705 | Adiga ama ninkaagu hadda | 1. Haa 705 | Are you (or your partner) | 1. Yes
midkiinna ma isticmaalaa | 2. Maya currently using anything | 2. No
hab lagaga hortagayo ama | 3. magaranayo/mahubo to delay or avoid getting | 3. 1do not know/not
lagu dibdhigayo uurka? pregnant? sure

706 | Haday jawaabtu HAA 706 | If yes,what methods?
tahay hababkee ayaad
isticmaashaan?

707 | imisajir ayaad ahayd Sano 707 | How old were you when Years
markaad billowday you started to use a
isticmaalka habka family planning method?
qorshaha qoyska (in completed years)

(sanaddada oo
dhamaystiran)

708 | Sidee ayuu ninkaagu u 1. wuu oggol yahay 708 | What is your husband's 1. Positive
arkaa isticmaalka 2. ma oggola attitude towards 2. Negative
kalafogaynta dhalmada? 3. uma kala duwana contraceptive use? 3. Indifferent

4. magaranayo 4. 1do not know

709 | qofkee ayaa iskaleh 1. Aniga 709 | In the household who 1. Me
awoodda go’aanka 2. ninkayga has the power to decide | 2. My husband
ilmadhalidda iyo 3. labadayaduba about fertility and 3. Both
xakamaynta dhalmada ee fertility control?
qoyska?

710 | Madoonaysaa inaad ilmo 1. Haa 710 | Do you want to have any | 1. Yes
dhasho labada sano ee soo | 2. Maya child in the next two 2. No
socota? 3. mahubo years? 3. Not sure

waad ku mahadsantahay kaqaybgalkaaga!!!

Thank you for your Participation!!!




1. OoMmBdp

NA2.0 AN 2zaCAT UNLTPN mS AnONP LVle- .9 TIUCT (LT

OAFEEE OO (DAL 0278 hAA (15-49%90F) Pi- (T ALAFT avnhd £271-0-ALT
aMITEAPE AOAT PTL T PRSP AR PILNBE: 09w PG avl B av((A(LY P&:-

V. Ravo(L.P avl B

A2LIPY ARG PA? T ANAAU-: BUT (A ALTET avhhd o128 o471-m-AL+
adMIGEATE AONE PR PRIORT AGPART e 08wa PG avlB AP T
NaPPRI° P 1-0-ALt aPMISEATT AONTF P N PPhIOPTF NHAR (1A aPl8Ty aowlt £041
AT AP HAR TACTT ATVLPANG 00§t ch, TP LTLLNTA 102 AALY ACOPIATE/
PHY TGF tUidd WP FeoCmPAMAN/:: QALY TEEPEY NavavAh A1SAH0N47
OARNCT APmPPTE HUHEAT OAPE avte PLTATE AL PHavwirt 10 SACHP O9°F ALCA
LY ®MmeP BT ALAGI::  P9IwmT aANFI® PPAMLPIFFD §29° Ptm0P 0=
Aaeao\G  PIILNTFILT TPRPT e AAgpapAa  RTFPATIITIC 17 PFPE APLGHhe:
PP tweBF@- avp\(vf FAET APARTS ATIOP (1M MPTLPTF GFO= T PORPT
AgeavpR M5-208EPPTFT NF LN 10 HINRA TSP T AL TPE NAPF aomPP
PFAN: AGPWIIGAY-=

OHY aomeP AA+G 4.PLT 1P1? AL, ALLAUTO.................
4.PLT NPr OLTPTAD- NGFA LPPA:-
A.LAIPICPT avel\sh),

PHYUY TEERF TGT AA9T (9Pl8 TG NePT7HAE AT8.0-9° PPNV E@- ao\ (T AHY TGt
AT NF AIRTLDG PPAMLLPIFFD G2.9° MNP aPP Y L& FAU:: TorHEeI°
(A a2 &PLTPE APy L& FAU-: HU- oWt 0PGEY AAT 199216 AS (4.$ L7 1T
Ooovite ALY OOF ALA+PTF aphihd 2oLh%e e°1-0-A Lt aPMISEATT ALON'T 2oL T
PNIPPT AGPART PULeA TN 08wA TG 0407 AATPRE ATINLNT HOTIPPFAU-::

&G 7

ATenTIE aPLE h&i-:-

e &/C ®NARC o077 NA%0 AN RO 275 E PT A9T06. idh: 0911668606

o AP JA@OH 200:- NA%0 ANO 200 PUNZLTAN MG AmONP TPVLT NFA 025 8.6 91465
Tav994,. Adh: 0911776810



B. AmPAL TPLPT

.k TEEPT Prwm- AN JoCave.
101 Pav\ P emC
102 POLAGT av§P e /MIVT AP
103 08P+ O 7k 1@-? (190 Gavt
104 AL B 1. 0Ltg
2. QLI mPe
3. A A LA
105 (Y OLATTF av§s0 /9™ T I°7 PUA hemc NAL AP (17
L $O7? PrLmeP
106 et
107 PP IORID? LTI 1D AP O F
PrLmeP
108 h2TITT
109 PP
110 PHPUCT L8P T
111 POCY P 1. 9°Mm’7
112 n15 %aot® 144 P9LT40F 0~ L U
2. 1mC
113 eONF v 1. fA10F
2. P10F/ A 0LD- 7154/
3. PréJt
4. QA P+at
5. PFALOT
114 OAT/HAC AICP/ ten14 T.0T/ T L AP
Al 2. fA@-9°
3. AADPI°
115 OAG/H4C A2CP/ hCa® OC v o IR a et
@ (/AT Adet? 2. AA@-pg°

116 av®avs @ +8C ALH (A7 GavtP
nc?

117 OH4C AQTF Gt $ETFU-?

118 4G APCLIOANG/ HIPUCT £48

119 e14C A2CL/ANT/ VeTIT

120 e14C A2CP /NG 11

"N B AU NF
eI meP

121 FAC ADCP/OAT/ ¢ %L 1T

g. eI+ PAL TPRPT




201 PavBavs e @C ANA NO7T Ga0+P AR?
202 PavEavs  OAA V7t (07T Gov+P
4.800?
203 (A7L OC AOTT LH OAA L4XTIN?
F. PACTHSS Q1-0-AL+ TPRPT
301 1.AP
ACTHS FCPT LO-PN? 2.AL@-Pgo
3.AA0FO-O9°
302 AUT ACTHG AOPT? 1.19
2.P0779°
3.AAD-PI°
303 AP DOLD- LD-F(v? 1.49
2.”AAD-Pg°
304 avgavs, @ Ot Gavt+P ONS- T qavi}-
2.AA0FO-Qg°
305 AQDAUT QP OZTT @082 OB/ ST
306 NALD+ A28 Gavot @-AT hLDT PTOAL | 1 1P
OE AOPT? 2. PAS90
307 AP AT AALOD- A28 Gavt ArF ASTFY | VKXt
OS2
308 At 3 qovt+ o-arh 07t AZTY | NG/ 2T
OS2
309 AONAUT &40 PTOAS. AETP 025 (O T
aer? [
310 25 9avt hANLPAP A7F ASTT OA%? | N
311 NA¢~t 5 Gav I+ @O a7 3ShHL0AL 1.9
AZTT ONLD- PP v? 2.AADAL 9P
312 PRCAPE AT ThF e ACTHTPTP | ot
avnd 9°7 PUA Ot Li-d-Fi?
313 N, APE -0t 0TI L ACTHSPTP
aolind POAL: arhAh® HE&PT7 tmdbail,
nce
0. PO-ALT oMYz FAYFG 6P TEEPT
401 tenT14 AB/ET DAL LANINT? 1.AP
2.00EN1I°
3.ACIMG ALLAU-IP
4. W18 WIMANhC .3
402 AP e ATF AG/ETT @0 REAIN? [ 1. .. NG/ 2
2. W78 AMANC 4.9
403 PTAC AICP /AT F6n 16 A8 1.favmae,
prD-AL AT 2. I A7
3. KIS PALT ¢ TC
4.7\DPI°
404 avFav P \B avm-\L: havfavCP (4 1o e AB/T 0F AOAL. NF




a7t AP/EFT Aae@-AL AAN@- 1NC? 2. W78 WIHANMC 4.9 | 07LmeP
3. AA A 270K
405 g ao@-\L: havBaoCP N4t 7t Tovoon. B/ 2T AR AMDAS. NF
AB/ETFT APD-AL hPLPA? 2. W38 RIHANMC .98 PILMeP
3.0A he RIAR.........
406 PTAP PALT 2F 9°CoB, AAPF? 1L.A® 2. PATH9P
3.ACAMT heLAU-IP
407 AL i T @7 23 RANIN? 1. @78
2. 0
408 Tem714 0GB D08 LANINT? 1.AP AU-Y PavBavs P
2. AALAIIP ACTHS ANTD-
3.ACIMNE ALLAUI® NF TP
4. W78 WA NG .98
409 AP A AT AB/ETT 0L REAIN? |3, . 0B /ET
4. W18 WA NhC .98
410 4G AICP/OAT/ Ten T4 A2 T 1.favmag,
pao@-AL: G 2. N AB+7
3. RI0HE PALT RPC
4.KAD-PI°
E. P2Vl DAL TEEPT
501 ¢t 5 GavFt DT LaP6LA NEPT 1. AP
OALPA? 2. AANF@-Q9°
502 PavenLl A ALPT NOAS a7t LH (A 1. AahJ@-0g°
DA Ravg-? 2. oc/ét
503 PaogLLA APPT NOAS (A POC ANA 1. hanF@nge
A7 PUA LI VIfR $82 2. oC/¢t
504 oL ATFOARD[TD NEP Mt 1. hAdJ@-Qg°
NFO7 AOFF L An(? 2. ¢/t
505 Mot T4 9007 IC o6l A 1. haOJo-Og°
AHOALD[FO ARP met AAMSAL, 2. OC/ et
AOTE LH Am(k?
. PO-CE G AhAGT Pt TeRPT
601 O-C8E AITPPT PO-PN? 1R
2.K0D-Pg°
3.ACMT hLLAU-IP
602 AL i AOTT LH?
603 e@-CEm- 9°h1et+ 97 10C? 1. 00 1R
(1chhges
604 NANLD" A28 Gavt @A Nchh9°G &0 1. K9
FCmo- S-Fir? 2. AAINGTIP
3. AAnFo-age
605 PAPE P OFOAL AE A TIPP T 1. h®

SO-PLN?

2. AAINSTH9P




3. AAQFO-O9°

606 aANP hP a1 AT LI?
607 ALaLm+ AL Gavt PANL.D* (hATY 1.hP
PROP Tt PO-PA? 2. A0 W-PI°
608 a AP hP vt AN LI?
7. et 0PL: TERPT
701 POt 0PL: HE&PTT S-Pk? it
AND-Pg©
702 AP ier OFEET (L 0P L HEQPT
PO-PN? LHCHGAY
703 PO AW 0P L H&P T tmParm- AP
P PA? AAD-pg°
AA(F@9°
NN T FrE ANINGTTIP
704 AP ier OFPET AL 0P8 H&PT
+MmPaPA? LHCHSAT
705 AU PO 0P H&QPTFT P In? lhted
AAmPIog°
706 AP N PTEET S0 F 0P HEPT
APt mPar- 10? LHCHSAY
707 PO 0P HEQPTT (T G0 +P O qavit
aoMPpg® Tang.?
708 AANTFP/OT4C AOCP/ 204w 4P AP 132
H&PT7 apmpI® AL, PAF@- AaeAnh-t IR
MNNTE
ACIMG ALLAV-I°
709 NaeanATo- P0AwA 0PLY /4614 hs
ALT Pav@-\27 8L 997 LONGA? A0E/PH4C AoG/
U-AF 790
710 NP rAt v-AF Gav I F OO MG AP
P& O RAPI? PO
ACIMG ALLAV-I°

ATATEP AdPOIGAU-::




Declaration

I, the undersigned, declare that this thesis is my original work and has not been
presented for a degree in this or another University and all sources of materials used

for in this thesis have been fully acknowledged.

Name: Gashawbeza Haile

Signature:

Place: Addis Ababa

Date of submission: February19, 2014

This thesis work has been submitted for examination with my approval as university

advisor

Advisor's name: Dr. Wubgzier Mekonnen

Signature:

Date: February 19, 2014




