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            ABSTRACT 
Background: Millions of people worldwide are displaced due to conflict and natural 

disasters. In Ethiopia's Amhara region, over two million people are Internally displaced 

(IDPs) due to the northern conflict, creating a critical gap in access to essential health 

services, including Sexual and Reproductive Health (SRH) services. 

 

Objective: This study examines the factors influencing SRH service utilization including the 

levels, determinants, and challenges among IDPs in Amhara. 

 

Methods: A cross-sectional study design employing quantitative (survey with 549 IDP women 

aged 15-49) and qualitative (FGDs and KIIs with service providers, government officials, and 

IDP youth) methods were used in DebreBirhan, Gondar, and Woldiya town. 

 

Results: The study found significant associations between SRH utilization and education 

level, source of SRH information, household size, and preference for using health facilities. 

Qualitative findings revealed a gap between SRH policies and their implementation in IDP 

settings, with commodity shortages being a major constraint. It also revealed that inadequate 

attention was given to IDPs in general and for those who reside particularly in Gondar Camp. 

 

Recommendations: This study recommends multisectoral collaboration to improve SRH 

service delivery, including disseminating information through various channels, establishing 

youth-friendly services in camps, and coordinating with stakeholders to ensure adequate SRH 

commodity availability. 

 

Keywords: SRH, Women (aged 15-49), IDPs, Amhara region, northern war  
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CHAPTER ONE 

INTRODUCTION 
 

Worldwide the growing insurgencies and other kinds of war, violence, and conflicts have left 

many people displaced in their own countries (Humanitarian Aid and Civil Protection, 2016). 

Due to the uncertainties in political, social, and economic circumstances in many countries, 

there are a substantial number of Internally displaced peoples (IDPs). Due to conflict and 

brutality, several people are displaced from place to place and from region to region.  It is 

roughly estimated that close to two billion people worldwide are displaced, which is by far 

the highest number. According to the United Nations High Commissioner for Refugees 

(UNHCR), the number of forcibly displaced people has nearly doubled in the past two 

decades, with numbers remaining at a record high. (UNHCR, 2017). This indicates almost 

68.5 million people worldwide are fleeing from their original residences. (UNOCHA, 2019).   

 

In different parts of the world, IDPs are exposed to numerous health socio-economic, and 

cultural problems. In 2019, UNFPA estimated that out of a million people demanding 

humanitarian aid for reasons related to conflict and natural disasters, 35 million were women 

and girls aged 15–49 (UNFPA, 2019). Generally, people in these IDP camps face numerous 

health challenges (Olawale, 2015) including Sexual and Reproductive Health (SRH) 

challenges. Displaced women are in higher need of health care services, and they face health 

risks including Gender Violence (GBV) most noticed among adolescents and youth, lack of 

access to contraception, safe abortion services, and maternal health care services. Access to 

Sexual and Reproductive Health care Services (SRHS), including contraception and maternal 

care is recognized as part of the right to health (Galdos Silva, 2013).  
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SRH is a human right and, like all other human rights, applies to refugees, IDPs, and others 

living in fragile settings. (IAFM, 2018). Demanding humanitarian assistance has insufficient 

access to the SRH services to which they are entitled.  

 

The SRH and reproductive rights of those in need of humanitarian assistance can only be 

realized by ensuring accountability (UNOCHA, 2020). Inadequate access to SRH services 

during emergencies contributes to unintended pregnancies, unsafe abortion, maternal 

morbidity and mortality, and increased incidence of sexually transmitted infections. (IAWG, 

2019).  

 

In the mid-1990 the global community began prioritizing the SRH needs of refugee and 

displaced populations. In 1995, more than 50 governments, United Nations (UN) agencies, and 

non-governmental organizations (NGOs) committed themselves to strengthening SRH in the 

fragile setting. One of the first activities of the new organization was to develop guidelines 

for providing reproductive health services for the IDP community. Importantly, A set of 

minimum reproductive health interventions as outlined in the manual. These minimum 

reproductive health interventions are to be put in place at the beginning of a humanitarian 

crisis and are known as the minimum initial service package (MISP). The minimal initial 

services package (MISP) was established to respond to the need for reproductive health at the 

beginning of the crisis and it has 6 building blocks that are set to be met in the fragile or 

humanitarian setting. 

 

The Minimal Initial Services Package (MISP) was developed to respond to reproductive 

health desires at the onset of the IDP crisis and includes the following parameters. Preventing 

sexual violence, preventing the transmission of and reducing morbidity and mortality due to 

human immunodeficiency virus (HIV) and other STIs, preventing excess maternal and 

newborn morbidity and mortality, and preventing unintended pregnancies.  
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Despite efforts to enhance the availability and uptake of the (MISP), unmet SRH needs persist 

high and are mainly dire for adolescents and mothers affected by humanitarian emergencies 

(Fatusi A, 2016).  Increasing access and utilization of SRH service outcomes among IDPs is 

critical. This study aims to explore and describe SRH interventions for IDPs to better inform 

the evidence-based interventions for improving SRH service outcomes. A stronger evidence 

base is needed to understand the context better.  

 

 

1.1. SITUATION OVERVIEW  

1.1.1 OVERVIEW OF IDPs IN AMHARA REGION  
According to the Internal Displacement Monitoring Centre, there are slightly more than two 

million IDPs in Ethiopia at present, largely due to ethnic conflict, political instability, and 

scarce environmental resources. IDPs in Ethiopia have a significant unmet need for 

contraceptive services, including an unmet need for modern contraceptives nearly 50% 

(Gebrecherkos et al. 2018).  

 

In early November 2020, the party that administers Tigray, the Tigray People Liberation Front 

(TPLF) attacked the Northern Command of Ethiopia’s National Defense Force in Mekelle, 

Tigray region, prompting a military offensive conducted by the federal government of 

Ethiopia. Following this, conflict broke out in the Northern part of the country, and estimates 

show that the number of IDPs that were displaced because of the conflict is more than two 

million. (The Guardian, 2021). When conflict broke out in November 2020 in the Tigray 

region, it was not contained solely within the Tigray region it also spilled into the neighboring 

regions of Afar and Amhara. After the change of administration in Tigray at the end of June 

2021, the conflict began to move south, and this is evident in the significant increase in IDPs. 

(IOM, 2021)  
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In the Amhara region, hundreds of thousands of people are displaced from their homes due to 

the northern regional conflict. As stated by the Amhara region Disaster Risk Management 

Commission report, it is estimated that the majority of IDPs are living within the host 

community in various conditions. There are also 13 collective IDP sites in different zones of 

the region.  

Table 1: Displacement in the Amhara region monthly figure (PHEOC report, 2021-22)  

Month  Total IDPs  Host 

Community  

Collective 

sites  

September 2021  1,144,397   

October 2021 2,250,274 2,109,602 140,672 

November 2021 2,259,544 2,118,872 140,672 

December 2021  2,356,587 2,202,085 154,502 

January 2022 1,448,693 1,429,170 19,523 

February 2022 1,119,810 1,084,305 35,505 

  

A significant number of IDPs are also living in an open area that is not recognized nor 

protected by the local government as official IDP sites. (UNFPA HRP, 2021-2022). During 

the war, in November 2020 - 2021 more than 40 hospitals, 453 health centers, 1850 health 

posts, 4 blood banks, 2 Health science colleges, 465 private health facilities, and a total of 

2,356,587 IDPs, and the majority >90% were in the host community. In November, where 

there was a huge need for 11,274,099 need humanitarian assistance (APHI report, 2021) 

Consequently, access to essential health services is a critical gap that requires urgent 

humanitarian intervention in liberated and occupied areas of the region.  

 

A total of 674,492 clients have not used family planning services due to the conflict of which 

18,885 pregnant women are escorted for unsafe abortion services that will cause a minimum 

of 756 maternal deaths. Similarly, 180,313 pregnant women missed maternity care across the 

continuum. As a result, at least 25,047 pregnant women and 10,819 neonates in war-affected 

zones are expected to suffer and probably would die. Besides, 38,045  
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mothers were not enrolled in the PMTCT service which resulted in 213 newborns acquiring 

HIV, and 881 exposed infants who discontinued the PMTCT service acquired HIV. 

Furthermore, 2341 clients who expected to use safe abortion and post-abortion services in 

war-affected zones didn’t get the services. However, post-abortion care service users 

increased by 24.1% in South Gondar, 16% in Oromia special, 11% in the North Shewa zone, 

and 5.2% in South Wollo. 

 

1.1.2. STATEMENT OF THE PROBLEM 
SRH is important in all health delivery settings, especially in a crisis and fragile setting. 

Inadequate SRH service provision has been linked to unintended pregnancies, complications 

related to unsafe abortions, gender-based violence, obstetric emergencies, and increases in 

HIV and Sexually Transmitted Infections (STIs) (Singh et al, 2017) Obstetric emergencies, 

human immunodeficiency virus (HIV), sexually transmitted infections (STIs), and gender-

based violence (GBV) are all significant contributors to morbidity and mortality in disaster 

settings (Bartlett et al. 2002, Gassler et al. 2004, Salama et al. 2004). 

 

Women and girls are affected significantly in both sudden and slow-onset emergencies and 

face numerous SRH challenges in humanitarian crisis contexts. There are an estimated 26 

million women and girls of reproductive age living in humanitarian crisis settings, all of whom 

need access to SRH information and services. (Casey SE, 2015). Access to family planning, 

SRH interventions, antenatal care, and services for sexual violence all remain low (UNHCR, 

2019). Different studies have reported unfavorable reproductive outcomes following an 

internal displacement, including early pregnancy loss, premature delivery, stillbirths, 

delivery-related complications, and infertility.  

 

Access and use of SRH services among young women in humanitarian settings are limited, 

even when services are available (Hindin, Kalamar, Thompson, Upadhyay, 2016). IDPs, 

specifically for unmarried youth SRH have not been given adequate attention. The health of 

this group of young people is most often overlooked in turbulent times of disaster and  
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conflict while they form the economic power of most families in the camp. (UNFPA, 2016).  

The existing research suggests that humanitarian crises may further exacerbate the risks 

related to poor SRH and limited service availability, especially for young women in these 

contexts (Askew et al, 2016, Barot. S, 2017).  

 

According to WHO (2017), the progress seen in the sector is very little in advancing the 

evidence base for the effectiveness of SRH interventions, including the MISP, in crisis 

settings. A greater quantity and quality of more timely research is needed to determine the 

effectiveness of delivering SRH interventions in a variety of humanitarian crises. (WHO, 

2017). The Existing empirical evidence clearly shows that forced migration and human 

mobility increase the vulnerability of girls and women to poor SRH outcomes such as lack of 

contraception use, high-risk sexual behaviours, STIs, and HIV/AIDS. (UNFPA, 2018).  

 

IDPs in Ethiopia have a significant unmet need for contraceptive services, including an unmet 

need for modern contraceptives totaling nearly 50% (Gebrecherkos et al. 2018). This is a huge 

concern, as the inability to access modern contraceptives can lead to unplanned pregnancies, 

poor child spacing, unsafe abortions, and an increased prevalence of sexually transmitted 

infections. SGBV is also prevalent among IDPs in Ethiopia, leading to physical and mental 

health problems (Feseha and Gerbaba 2012). In a humanitarian setting, it is estimated that 

each year, 12 million women of reproductive age group give birth, unsafe abortion is also 

common, and close to 3.2 million are exposed to unsafe abortion among IDPs.  (Singth, 2014). 

 

Further, the situation at the camp coupled with mental health disorders can compound the 

risks for poor SRH outcomes and respectively impact SRH service use. Mental health 

disorders account for approximately 16% of the global burden of disease among young people 

aged 15–19 (WHO Factsheet, 2018). Young people living in fragile settings are at an even 

higher risk of developing mental health problems due to their living conditions (WHO fact 

sheet, 2018). These risks are further heightened among young women and girls because they 

are more likely to develop mental health problems.  
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Based on the Regional Disaster and Risk Management Bureau of Amhara (RDRMB) as of   Feb 

1, 2022, more than 1,119,810 IDPs are living in the Amhara region, of whom 35,505 (3.2%) are 

living in 22 collective sites. An additional 8,209,317 people need essential health services in 

war-affected areas. More than 40 hospitals, 453 health centers, and 1850 health posts were 

damaged and/or looted during the conflict. Consequently, access and utilization of essential 

health services is a critical gap that requires urgent attention.  

 

As per the Amhara Regional Public Health Emergency Operation Center report, so far, a total 

of 2,806 pregnant women accessed antenatal care services for the first time (ANC 1) while 

1,126 of them received the fourth ANC service. Besides, a total of 669 pregnant women gave 

birth at nearby health facilities and 631 of them have got PNC service. Also, 8,801 women 

accessed the modern contraceptive methods of their choice. Mental and psychosocial support 

is being delivered on a routine and campaign basis by psychiatrists and a total of 5144 received 

psychosocial support. Essential health service delivery is interrupted and affected. Besides 

more than 9,888 health workers are displaced. 

 

Ethiopia has never experienced such a huge number of IDPs in one region due to conflict, in 

the recent history of the country, it has never happened in such magnitude Taking all the 

health burdens and urgencies into account, the Ministry of Health recently adopted an SRH 

toolkit for humanitarian settings. The toolkit includes key Minimum Initial Service Packages 

(MISP) for SRH that should be made available in all humanitarian contexts. To date, no 

comprehensive and rigorous research has been conducted to show the situation of SRH services 

in the conflict-affected. However, this research is presumed to provide valuable insight into 

MISP SRH service in fragile settings. Therefore, this research aimed at predisposing, 

enabling, and need factors associated with sexual reproductive health service utilization 

among internally displaced women and girls in the Amhara region. 
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1.2. RESEARCH OBJECTIVES 
 

1.2.1. GENERAL OBJECTIVE 
  

The major objective of the study is to examine the levels, determinants, and challenges of 

SRH service utilization among IDPs in the Amhara region. 
 

1.2.2. SPECIFIC OBJECTIVES OF THE STUDY 
 
This study is aiming to: 

o Assess the levels of SRH service utilization among women of reproductive age in the IDP 

camps. 

o Examine the key predictors of SRH utilization among women of reproductive age in the 

selected IDP centers. 

o Explore policy/ administrative level gaps and facilitators to avail SRH services in the 

IDP setting. 

o Identify the major challenges/ constraints of SRH services at the health facilities from 

service providers' and clients' perspectives. 

  

1.3. RESEARCH QUESTIONS 
 

o What is the level of utilization of SRH service? 

o What are the major factors that influence the utilization of SRH services among IDPs living 

in the Amhara region?  

o What are the gaps and challenges associated with the delivery of SRH services and 

assess policy, and resource implications to utilize SR services? 
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1.4. SIGNIFICANCE OF THE STUDY 
 

Evidence shows that there are poor and inadequate SRH services in fragile settings and this has 

been linked with unplanned pregnancies, complications related to unsafe abortions, gender-based 

violence, and increases in HIV and sexually transmitted infections (STIs). (Singh NS, Aryasinghe 

S, Smith J, et al. 2018). In a humanitarian or fragile setting where IDPs are residing in need of 

SRH services, it is proven that there is a lack of substantial research to explore the need for SRH 

services and design-focused interventions to improve SRH outcomes among women of 

reproductive age groups in specific cultural contexts. (Casey SE, 2015)  

 

This study aimed to explore the utilization of SRH utilization among IDPs in the Amhara region. 

The result of this research will contribute to the development of appropriate planning. The study 

will fill the current research/evidence gaps and identify the factors for SRH utilization in the 

conflict zones. The research will ease the implementation process for humanitarian and 

developmental organizations in the implementation of the Minimum Initial Standard Package 

(MISP) for SRH and help in designing tailored strategies. This will in turn enhance and improve 

the well-being of those IDPs in the region. Furthermore, the study will serve as reference material 

for those interested in the field of SRH service in a humanitarian setting. This study will have 

practical significance to shed light on further studies. 

 

Understanding the SRH needs, and utilization patterns of internally displaced women and girls is 

crucial for humanitarian efforts. It allows aid organizations and governments to tailor their 

assistance programs effectively to address the specific needs of this vulnerable population. 

Researching the SRH utilization among internally displaced populations contributes to addressing 

health disparities. By identifying barriers to accessing SRH services, policymakers can work 

towards ensuring equitable access to healthcare services for all, regardless of displacement status. 

Findings from such a study can inform policy development and implementation.  
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Governments can use this data to create policies that prioritize the SRH needs of internally 

displaced women and girls, ensuring that they have access to essential services such as maternal 

healthcare, family planning, and sexual health education. Gender Equality and Women's 

Empowerment: Internally displaced women and girls often face heightened vulnerabilities, 

including increased risks of sexual violence and exploitation. Understanding their SRH utilization 

can help in designing interventions that promote gender equality, protect women's rights, and 

empower them to make informed decisions about their reproductive health. 

 

There's often a lack of data on the SRH needs of internally displaced populations, particularly 

disaggregated data based on gender and age. This study can help fill this gap, providing valuable 

insights into the specific challenges faced by displaced women and girls and the factors 

influencing their SRH utilization. 
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1.5. DEFINITION OF TERMS 

CONCEPTUAL DEFINITION OF TERMS  

INTERNALLY DISPLACED PERSONS: These are people or groups of individuals who 

have been   forced to leave their homes or places of habitual residence, and who have not 

crossed the international border (Displaced & Person, 2008) 

MINIMUM INITIAL SERVICE PACKAGE (MISP): MISP for Sexual and Reproductive 

Health (SRH) in crises is a series of crucial, lifesaving activities required to respond to the 

SRH needs of affected populations at the onset of a humanitarian crisis to prevent sexual 

violence, prevent the transmission of and reduce morbidity and mortality due to human 

immunodeficiency virus (HIV) and other sexually transmitted infections (STIs), prevent 

excess maternal and newborn morbidity and mortality, prevent unintended pregnancies. 

(IAWG, 2018) 

SERVICE AVAILABILITY - requires an adequate number of functioning healthcare 

facilities and services with trained medical and professional personnel and skilled providers 

who are trained to perform the full range of sexual and reproductive health services, including 

abortion services. adequate number of health care providers willing and able to provide such 

services should be always available in both public and private facilities and within reasonable 

geographical reach. (ESCR, 2016)  

 

OPERATIONAL DEFINITION OF TERMS 

SRH SERVICE UTILIZATION: this is measured by asking the respondent’s history of 

utilizing one of MISP for SRH services which this study focused on (safe motherhood – ANC, 

PNC, DC, Abortion, FP, HIV and STI, GBV, and emotional health) during their stay at the 

host or collective sites.  

SRH SERVICE ACCESSIBILITY: The term "accessibility" was used in this study to refer 

to geographical accessibility. IDPs who resided in the collective sites within a 1.6-kilometer 
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(1-mile) radius of the nearest SRH service center at the camp or adjacent health facilities were 

classed as having good geographical accessibility. 

 

1.6. ETHICAL CONSIDERATIONS AND INSTITUTIONAL PERMISSION 

 

Right to Choose:  is fully the mandate of the IDPs to determine whether to be part of the study 

or not. The researcher developed a consent form, and the respondent gave verbal consent to 

be or not be part of the study. 

 

Right to Safety: from the onset, the IDP setting is a very sensitive area where people get 

psychologically and emotionally challenged, therefore the researcher protects the right of the 

respondent’s safety from any kind of harm. Especially, the GBV and emotional health section 

of the research triggered the respondents to experience stress, so the assigned data collector(s) 

automatically skipped such questions for the benefit of the respondent when the need arose. 

 

Right to be informed: the researcher/ data collector informed the study participant of all 

aspects of the research tasks, such as letting the respondent know what is involved in the 

questionnaire, how long it will take, what will be done with the data, and we let respondent 

decide whether to participate in the research or not.  

 

Confidentiality: the names of the respondents who participated in the survey are not revealed, 

the researcher rather uses codes to link the respondents to a questionnaire and stores the name-

to-code linkage information separately from the questionnaire. When the results of the survey 

are shared with others, no individual’s responses will ever be identified by name including 

quotes from FDG, or KII participants, rather the IDP site, age of the respondent, and the 

position of the key personnel are notified. The Researcher made sure the collectors and the 

names of participants were not discussed or revealed to anyone except to other survey staff, 

and their privacy and rights were well observed. 

 

Ethical Clearance: The researcher secured ethical clearance from Addis Ababa University - 

Ethical Review Committee. Additional Letters of permission were obtained from the Ministry 
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of Health – MNCH Directorate, Amhara Region Public Health Emergency Operation Center 

(PHEO), North Shoa Zone, Gondar Health administration, and Woldiya.  

 

1.7. ORGANIZATION OF THE RESEARCH  

 

CHAP-1: INTRODUCTION: -This chapter contains the background of the study, a 

statement of the problem, basic research questions, the objectives of the study, the significance 

of the study, and the limitation/scope of the study. 

 

CHAP-2: LITERATURE REVIEW: - This chapter deals with the literature review relevant 

to the study. It has a conceptual framework, theoretical review, and empirical review.  

 

CHAP-3: RESEARCH METHODOLOGY: -Under this chapter, the type and design of 

research; the participants of the study; the sources of data; the data collection 

tools/instruments employed; the procedures of data collection; and the methods of data 

analysis are included. 

 

CHAP-4: RESULTS AND DISCUSSION/Data presentation, analysis &interpretation: - 

This chapter summarizes the results/findings of the study and interprets and/or discusses the 

findings with extensive use of literature review. 

 

CHAP-5: CONCLUSION AND RECOMMENDATION: -This chapter comprises 

conclusions and recommendations. The conclusions are drawn from chapter four of the 

study; the researcher also includes practical recommendations based on the conclusion of 

the study. 
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CHAPTER TWO 

LITERATURE REVIEW 
 

2.1. LEVEL OF SEXUAL AND REPRODUCTIVE HEALTH (SRH) 
UTILIZATION AMONG INTERNALLY DISPLACED PERSONS (IDPS) 

2.1.1 SRH UTILIZATION AMONG IDPs IN GLOBAL CONTEXT  

Globally, the SRH needs of IDPs are often unmet, with significant disparities in access to services. 

Several studies have documented the disparities in SRH access and utilization between IDPs 

and non-displaced populations. Here are some key findings: Common barriers include 

disruptions in healthcare services, insecurity, lack of information, cultural stigma, and 

financial constraints (Kagee et al., 2018; Mberu et al., 2019). IDPs, particularly women, and 

girls, face a heightened risk of sexual violence and unintended pregnancy (Eberlein et al., 

2017). This underscores the critical need for accessible SRH services, including emergency 

contraception and safe abortion services. Displacement can lead to mental health issues that 

can further hinder SRH service utilization (Fernando et al., 2020). 

IDPs constitute a vulnerable population globally, facing numerous challenges including 

limited access to SRH services. The phenomenon of forced displacement due to conflicts, 

natural disasters, or other crises has been on the rise, exacerbating the already existing SRH 

disparities. According to the United Nations Refugee Agency (UNHCR), there were 

approximately 45.7 million IDPs worldwide by the end of 2020, with a significant portion 

being women and adolescents. 

Research on SRH utilization among IDPs on a global scale reveals multifaceted barriers 

hindering access to essential services. Studies by Roberts et al. (2018) and Smith and Johnson  
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(2020) highlight the pressing need for targeted interventions to address SRH disparities 

among IDPs globally. Initiatives focusing on community-based healthcare delivery, 

comprehensive sexual education and the provision of culturally sensitive services have shown 

promising results in enhancing SRH utilization rates among displaced populations. These 

barriers include but are not limited to a lack of adequate healthcare infrastructure in 

displacement camps or settlements, and limited availability of trained healthcare personnel, 

particularly those specialized in SRH. Socio-cultural norms and stigmas surrounding SRH, 

inhibit open discussions and seeking care. 

2.1.2. SRH UTILIZATION AMONG IDPs IN SUB-SAHARAN AFRICA CONTEXT  

The challenges of SRH access for IDPs are particularly pronounced in Sub-Saharan Africa, 

where pre-existing healthcare system weaknesses are often exacerbated by displacement 

crises. Many Sub-Saharan African countries face resource constraints, limiting their capacity 

to expand and adapt healthcare services for IDPs (Mberu et al., 2019).  

In Sub-Saharan Africa, adolescents face significant SRH challenges, including limited access 

to youth-friendly services. A systematic review identified structural barriers such as negative 

attitudes of health workers and individual barriers like lack of knowledge among youth 

regarding SRH services. Facilitators of service utilization included community outreaches and 

health education, suggesting the need for targeted interventions focusing on educating youth 

and training health workers (Ninsiima, Chiumia, & Ndejjo, 2021).  

 

In Sub-Saharan Africa, the challenges surrounding SRH utilization among IDPs are 

exacerbated by a combination of socio-economic, political, and cultural factors. The region 

hosts a significant proportion of the world's IDP population, with countries such as South 

Sudan, Nigeria, and the Democratic Republic of Congo experiencing protracted conflicts 

leading to large-scale displacement. Gender-based inequalities can further limit access to SRH 

services for displaced women and girls.  

 

https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-021-01183-y
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-021-01183-y
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-021-01183-y
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High prevalence of sexual violence and exploitation, leads to increased risks of unintended 

pregnancies, sexually transmitted infections (STIs), and psychological trauma. Gender 

inequalities exacerbate disparities in access to SRH services, particularly affecting women 

and girls. (Eberlein et al., 2017). Ongoing conflicts and violence in some regions can create  

additional barriers to accessing SRH services, limited access to comprehensive SRH 

education and services due to low literacy rates, and cultural taboos surrounding sexuality. 

(Kagee et al., 2018). 

 

2.1.2. SRH UTILIZATION AMONG IDPs IN ETHIOPIA CONTEXT  

Ethiopia, like many countries in Sub-Saharan Africa, grapples with the complex intersection 

of displacement and SRH disparities. The country hosts a significant number of IDPs, 

primarily driven by internal conflicts, natural disasters, and environmental degradation. 

(O’Connell et al., 2022). Ethiopia experiences frequent internal displacement due to conflict, 

drought, and other factors. Studies reveal different challenges for IDPs regarding SRH. 

Displaced communities often lack access to basic healthcare facilities, making SRH services 

even more scarce (Abebe et al., 2020). 

A qualitative process evaluation in Ethiopia’s Somali region highlighted the importance of 

strong partnerships, local stakeholder engagement, and alignment with national priorities to 

effectively address SRH service needs within IDP communities. However, challenges such as 

fragile security conditions, retention of trained providers, and barriers to sexual and gender-

based violence services hinder improvements in SRH service access among IDPs. Inadequate 

infrastructure and resources in displacement settings, hinder the provision of essential SRH 

services (O’Connell et al., 2022). 

Cultural taboos and traditional beliefs can discourage IDPs from seeking SRH services, 

particularly those related to family planning or sexual violence. Cultural norms and traditional 

practices influencing SRH behaviors and preferences among displaced populations. (Beyene  
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et al., 2018). Integration of SRH services within the broader healthcare framework for IDPs, 

leading to fragmented care delivery. While humanitarian organizations play a crucial role in 

providing SRH services to IDPs, their capacity can be overwhelmed during large-scale 

displacement events (Abebe et al., 2020). Efforts by governmental and non-governmental 

organizations to address these challenges have been notable, with initiatives such as the Health 

Extension Program and community-based health interventions aiming to improve SRH 

outcomes among IDPs in Ethiopia. However, sustained commitment and investment are 

required to ensure equitable access to SRH services for all displaced populations in the 

country. (Beyene et al., 2018). 

Addressing SRH disparities among IDPs globally, in Sub-Saharan Africa and Ethiopia, 

requires a comprehensive approach that considers the complex interplay of socio-economic, 

political, and cultural factors. Efforts to improve access to SRH services must be context-

specific, gender-sensitive, and community-driven to effectively meet the needs of displaced 

women and girls and ensure their SRH services are upheld.  

 

Efforts to address these challenges have been underway, with initiatives such as the Minimum 

Initial Service Package (MISP) for SRH in Humanitarian Settings being implemented across 

the region. However, gaps persist in translating policies into tangible improvements in SRH 

outcomes for IDPs in Sub-Saharan Africa. 

 

2.3. MINIMUM INITIAL SERVICE PACKAGE (MISP) FOR SRH 

SERVICES IN IDP SETTINGS  
 

The Minimum Initial Service Package (MISP) for SRH in crises is a sequence of vital, 

lifesaving actions essential to respond to the SRH wants of pretentious populations at the onset 

of a fragile crisis to avoid sexual violence, avert the spread of and decrease morbidity and 

mortality due to human immunodeficiency virus (HIV) and other Sexually Transmitted  

 



26 

 

 

 

 

 

Infections (STIs), prevent excess maternal and newborn morbidity and mortality and prevent 

unplanned pregnancies. (IAWG, 2018). MISP was recognized to act in response to the need 

for reproductive health at the beginning of the crises and it has 6 building blocks that are set 

to be encountered in the fragile or IDP setting.  

 

These are: recognizing an entity to execute and lead MISP, avoiding gender-based violence 

and recognizing an organization to lead MISP at the onset, inhibiting sexual violence from 

taking place, and if happens improving the system for survivors and casualties. Reduce the 

mortality and morbidity rate due to HIV and STI and maternal and newborn, unplanned 

pregnancy the final goal of MISP is to incorporate comprehensive SRH service into primary 

health care. Even though efforts have been made to benefit the MISP at the onset the unmet 

SRH need continues very high. (Fatusi A., 2016)   

 

MISP for SRH services includes preclusion of unplanned gestations and it is defined as a 

pregnancy that happened when no children were required or that occurred prior than desired. 

(Santelli J, et al., 2003). MISP is a standard package of services that should be put into effect 

at the onset of a crisis. That includes maternal health including Antenatal Care (ANC), 

Delivery Care (DC) and Postnatal Care, Family Planning, HIV/STI, Gender-Based Violence 

(GBV), Psychosocial support, and Abortion Care. (IAWG, 2020).   

 

Gender-based violence can happen at any point in a person’s life, in times of normal 

circumstances or unpredictability. Armed conflict and emergencies can significantly decline 

a society’s capacity to defend women and girls from GBV. Intimate partner violence is also 

exacerbated in a crisis setting. Sexual violence is also used as a tool of welfare to strengthen 

the military force. Girls and women may be involuntarily forced to trade sex foodstuff 

donations and other supplies they need to survive. In some places, they are married off early 

or insistently, to safeguard or care for their families. (UNICEF GBV in emergencies, 2017)  
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In all stages of the conflict, women and girls remain at high risk of sexual violence, physical 

violence, and various forms of exploitation, including sex trafficking as different research also 

revealed. (Ward J, 2002). In armed conflict-affected situations, women and girls are often 

survivors of violent conflict directly and of violence perpetrated by people they know, 

including their husbands, boyfriends, other family members, or unknown rebel forces. (Gupta 

et al 2012).  

 

The context in which any disaster occurs affects the psychological morbidity and its outcomes, 

as well as personal factors such as exposure to traumatic events, social support, and resilience 

(Bonanno et al, 2017). Mental health following natural or manmade disasters is mostly 

psychosocial and depends upon manifold factors, including poor socio-economic status, lack 

of family members and community or neighbor support, and increased violence because both 

man-made and natural disasters can cause socioeconomic denial by the destruction of houses 

and trades and loss of employment opportunities. These adverse events affect the reproductive 

health of women. Socio-economic withdrawal is associated with the poor reproductive health 

of women and numerous chronic diseases, including mental health disorders. (WHO, 2005)  

 

Having had an abortion, abnormal vaginal discharge, genital ulcers or whether participants 

had ever heard about STDs, and having heard about contraceptives were significant risk 

factors for depression and anxiety (Anwar et al, 2011). Women who had abortions were two 

to three times more at risk of depression and anxiety compared to those who did not have an 

abortion in emergency settings. Women who had no or difficult access to health facilities were 

six to seven times at greater risk of depression and anxiety compared to those who had easy 

access to health facilities. women who were separated from any family member were seven 

times more likely to have difficult access to health facilities compared with women who had 

easy access to health facilities. (Anwar et. al 2011). 
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2.4. EMPIRICAL REVIEW   

 

FACTORS THAT INFLUENCE SRH SERVICE UTILIZATION 
AMONG IDPs  

 
Several factors influence the utilization of SRH services among Internally Displaced women 

and girls. These factors are often multifaceted and interlinked, reflecting the complex 

challenges faced by displaced populations. Displacement often disrupts existing healthcare 

systems, making it difficult for IDPs to access basic services, including SRH care (Kagee et 

al., 2018). IDPs often experience economic hardship, making it difficult to afford user fees or 

transportation costs associated with SRH services (Mberu et al., 2019).  

 

Awareness about available SRH services and culturally appropriate information is limited and 

can create barriers to utilization. Displacement can lead to anxiety, depression, and other 

mental health challenges, further hindering help-seeking behaviors for SRH needs. (Fernando 

et al., 2020). Fear of violence and insecurity in displacement settings can restrict movement 

and limit access to healthcare facilities (Eberlein et al., 2017).  

 

2.4.1. PREDISPOSING FACTORS  
 

2.4.1.1. KNOWLEDGE OF SRH SERVICES  
 

Limited knowledge of available Sexual and Reproductive Health (SRH) services is a major 

barrier for internally displaced women and girls (IDPs) in accessing the care they need. This 

lack of awareness can be attributed to various factors, including disruptions in healthcare 

systems, limited access to culturally appropriate information, and social stigma surrounding 

SRH issues (Fernando et al., 2020; Mberu et al., 2019). Knowledge of SRH services plays a 

crucial role in determining the utilization of these services among internally displaced women 

and girls.  
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A comprehensive understanding of available SRH services, including family planning, 

maternal health care, and prevention and treatment of sexually transmitted infections (STIs), 

is essential for informed decision-making and access to appropriate care in humanitarian 

settings. (IAWG, 2020) 

 

Internally displaced populations often face significant challenges in accessing SRH 

information and services due to various barriers, including limited educational opportunities, 

cultural norms, and disruptions in healthcare systems. Inadequate knowledge about SRH 

issues can lead to misconceptions, fears, and hesitation in seeking care, exacerbating existing 

health disparities among displaced women and girls. (IRC, 2020). Increasing knowledge of 

SRH services among internally displaced women and girls correlates positively with 

improved health outcomes, including reduced rates of unintended pregnancies, maternal 

mortality, and STIs. (MSF, 2018)  

 

2.4.1.2. LEVEL OF EDUCATION AND SRH UTILIZATION  

The level of education is a potential factor influencing sexual and reproductive health (SRH) 

service utilization among internally displaced persons (IDPs). Studies suggest that IDPs with 

higher education may be more likely to utilize SRH services compared to those with lower 

education levels. Education can equip individuals with knowledge about SRH issues, services 

available, and their importance. This awareness can empower IDPs to seek out and utilize 

these services. (Assefa, D., et al 2013). Higher education can improve communication skills, 

making it easier for IDPs to discuss sensitive SRH topics with healthcare providers. 

(Beyene,et al 2022) 

 
2.4.1.3. CULTURAL NORMS, RELIGIOUS BELIEFS, AND SRH SERVICE 

UTILIZATION   

There is a significant difference in different cultures when it comes to psychological and social 

features. For any program to be effective the social and cultural aspects should be considered 

(Ocholla, 2003). There is a tradition of early motherhood in different cultures of  Africa 

dictates the sexuality of teenagers as a matter of social and marital status and not as a matter  
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of age. The decision on the use of SRH and the use of family planning services is highly 

affected by cultural perspectives (Ibid). 

Certain cultural practices may discourage open communication about sexuality or family 

planning methods (Ahmed et al., 2016). According to Kaida et al, Culture significantly 

influences the attitude of men and women in SRH utilization. Men's culture and religious 

background also highly influence their attitude toward FP and reproductive health (Ibid). This 

indicates that culture directly influences the members of society by molding them to act 

according to traditions that have existed for generations.  

The cultural stigma surrounding SRH topics can prevent IDPs from seeking out services, 

fearing judgment or social exclusion (Mbizvo et al., 2017). Religious leaders can hold 

significant sway within IDP communities. Their pronouncements on SRH can significantly 

impact service utilization (Ibid). SRH services that are sensitive to cultural and religious 

beliefs are more likely to be utilized by IDPs (Ahmed et al., 2016). Training healthcare 

providers to be culturally competent can improve communication and build trust with IDPs 

(George et al., 2019). Engaging with community leaders and religious figures can help 

promote positive messages about SRH and encourage service utilization (Mbizvo et al., 2017).  

 

2.4.1.4. AREA OF RESIDENCE – IDP CAMP AND SRH SERVICE UTILIZATION  
Internally displaced women and girls (IDWGs) residing in camps face unique challenges in 

accessing essential services, including SRH services. The specific location of their residence 

– the IDP camp – can significantly impact their service utilization. Fear of violence or 

harassment while traveling to and from service locations within or outside the camp can deter 

IDWGs from seeking services (Moser & McGregor, 2019). Limited access to information 

about available services within the camp or nearby can be a major barrier, particularly for 

women with limited mobility (Murshed & McGregor, 2017).  
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Long distances to service locations, lack of transportation options, or inconvenient service 

hours can create significant obstacles for IDWGs (Funk et al., 2018). Poor sanitation facilities 

within the camp can lead to hygiene concerns and limit access to private spaces needed for 

utilizing certain SRH services (Moser & McGregor, 2019).  

 

Providing SRH services directly within the camp or nearby can significantly improve access 

for IDWGs (Funk et al., 2018). Creating safe spaces within service locations, ensuring 

privacy, and having female healthcare providers can encourage utilization (Murshed & 

McGregor, 2017). Raising awareness about available services through community outreach 

programs and involving female camp leaders can promote service utilization (Funk et al., 

2018).  
 

2.4.1.5. WOMEN DECISION-MAKING POWER AND SRH SERVICE UTILIZATION 

In many cultures, patriarchal norms limit women's control over their sexuality and healthcare 

decisions (George et al., 2019).  This can restrict their ability to seek out or utilize SRH 

services without permission from husbands, fathers, or other male family members. Studies 

show that in many developing countries, the male often dominates in making important 

decisions in the family including reproduction, family size, and contraceptive use. If the wife 

wants to use contraception, she may not be able to use it or may be forced to discontinue the 

method, if the husband disapproves of contraception (Drennam, M, 1998). 

Economic dependence on male partners can limit women's ability to access services due to 

financial constraints or fear of disapproval if they spend money on themselves (Moser & 

McGregor, 2019). When women have greater control over their finances and decision-

making, they are more likely to seek out SRH services to meet their needs (Ibid). Programs 

that equip women with negotiation and communication skills can empower them to discuss 

SRH with their partners and make informed decisions jointly (George et al., 2019).  
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In traditional rural areas of Ethiopia, men hold considerable influence over family dynamics, 

including decisions to use family planning.  One study by the Population Council in rural 

Ethiopia found husbands’ influence over the use of modern family planning. The study further 

demonstrates that the attitudes of husbands are extremely influential in FP decision-making, 

possibly more influential than the characteristics of the woman (Annabel Erulkar, 2007).  In 

another study, the World Bank found that only (23.6%) of women in Ethiopia make decisions 

to use contraception on their own (World Bank, 2005).  

 

2.4.2. ENABLING FACTORS  

2.4.2.1. POLICIES AND GUIDELINES ON SRH SERVICE UTILIZATION 

Inter-agency Framework for Reproductive Health in Humanitarian Settings (IAF) is a globally 

recognized framework by UNFPA, UNHCR, UNICEF, WHO, and others that outlines key 

principles for ensuring SRH services in humanitarian emergencies, including for IDPs (Inter-

Agency Working Group for Reproductive Health in Humanitarian Settings, 2010). The 

framework was developed by a consortium of NGOs, these guidelines provide a practical 

framework for integrating SRH into humanitarian response plans (Sexual Violence Working 

Group, 2010).  

The National Health Sector Transformation Plan (HSTP) national policy framework 

prioritizes improving access to quality healthcare, including SRH services, for all Ethiopians. 

The HSTP acknowledges the specific needs of vulnerable populations like IDPs and outlines 

strategies for reaching them. (Federal Ministry of Health, Ethiopia, 2015). Defining essential 

SRH services to be provided, establishing mobile clinics, or integrating services into existing 

facilities and training service providers on IDP-specific SRH needs are important points that 

the 5-year HSTP plan considered.  
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While the existing policies and guidelines demonstrate a commitment to improving SRH 

service utilization for IDPs, challenges remain in terms of national and regional readiness. 

Limited funding and human resources can hinder the effective implementation of policies 

(Moser & McGregor, 2019). Insufficient monitoring and evaluation systems make it difficult 

to assess the impact of policies and identify gaps (Funk et al., 2018). National guidelines may 

need to be adapted to specific regional contexts and cultural practices within IDP communities 

(George et al., 2019).   

2.4.2.2. RESOURCE ALLOCATION FOR IDPs AND SRH SERVICES 

UTILIZATION 

Limited resources can prevent IDPs from affording service fees, transportation costs, or 

necessary supplies like menstrual hygiene products (Funk et al., 2018). Allocating resources 

for fee waivers, subsidized services, or cash transfers empowers IDPs to overcome these 

financial barriers and prioritize SRH care. Insufficient funding can hinder the deployment of 

qualified healthcare providers, the establishment of clinics, and the procurement of essential 

commodities like contraceptives and medications (Moser & McGregor, 2019). Strategic 

resource allocation allows for improved service availability within IDP camps and host 

communities. 

Adequate resource allocation allows for investments in equipment, training for healthcare 

providers, and maintaining a consistent supply of essential commodities, ultimately leading to 

better quality SRH services (George et al., 2019). Resources can be directed toward community 

outreach programs that raise awareness about SRH services, address stigma, and encourage 

service utilization among IDPs (Funk et al., 2018). Regular assessments to identify specific 

service gaps and resource needs within IDP communities are crucial for effective resource 

allocation (Murshed & McGregor, 2017). Prioritizing resource allocation towards essential 

SRH services and ensuring efficient use of funds is vital (Moser & McGregor, 2019). 

Collaboration between government agencies, humanitarian organizations, and local 

communities can ensure resources are used effectively and address context-specific needs 

(George et al., 2019).  
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2.4.2.3. STAKEHOLDERS COLLABORATION AND SRH SERVICE UTILIZATION 

AMONG IDPs.  

Governments, developmental partners (e.g., NGOs, UN agencies), and the private sector can 

combine resources to address funding gaps and ensure consistent availability of SRH services 

and commodities (Harvey, 2017). Governments offer policy frameworks and local knowledge, 

developmental partners provide technical expertise and service delivery experience, and the 

private sector contributes innovative solutions and logistical capacity (Preuss, 2018). 

Collaboration can facilitate outreach programs, mobile clinics, and culturally sensitive service 

delivery models to overcome barriers faced by IDP populations (Murshed & McGregor, 2017). 

Partnerships between governments and the private sector can leverage private sector expertise 

in supply chain management and service delivery models to increase access to SRH 

commodities (Chemon et al., 2019). Collaboration with local communities, including 

community health workers and faith-based organizations, can address cultural sensitivities, 

promote trust, and encourage SRH service utilization (George et al., 2019). Training programs 

for healthcare providers, including community health workers can enhance service quality and 

cultural competency within IDP settings (Funk et al., 2018). Establishing clear guidelines and 

monitoring systems is crucial to ensure ethical practices and quality service delivery within 

partnerships (Chemon et al., 2019). 

Prioritization and sustainability: Partnerships need clear goals that prioritize IDPs' needs and 

develop strategies for the long-term sustainability of SRH service delivery beyond the 

immediate response phase (Harvey, 2017). 

 

2.4.2.3. WOMEN EMPOWERMENT AND SRH SERVICE UTILIZATION   

Support networks of women within IDP camps can provide a safe space for sharing 

information, encouraging service utilization, and challenging harmful gender norms (Funk et 

al., 2018).  Programs that equip women with negotiation and communication skills can 

empower them to discuss SRH with their partners and make informed decisions jointly  
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(George et al., 2019). Programs that empower women economically can increase their 

decision-making power regarding SRH. When women have greater control over their finances 

and healthcare decisions, they are more likely to seek out SRH services to meet their needs 

(Moser & McGregor, 2019). Empowerment programs that equip women with SRH information 

and communication skills can enable them to discuss these topics openly with partners and 

healthcare providers (George et al., 2019).  

 

Empowerment fosters self-confidence and the ability to navigate complex healthcare systems, 

overcoming potential hesitation or stigma surrounding SRH services (Funk et al., 2018). 

Programs that provide women with economic opportunities can increase their financial 

independence and decision-making power regarding SRH (Moser & McGregor, 2019). 

Women's empowerment is a critical strategy to improve SRH service utilization among IDPs. 

By increasing decision-making power, knowledge, and self-efficacy, empowerment programs 

can equip women to overcome barriers and access essential healthcare services.   

 

   2.4.2.3. ECONOMIC EMPOWERMENT AND SRH SERVICE UTILIZATION   

Limited financial resources can prevent IDPs from paying for transportation to service 

locations, user fees associated with services, or necessary supplies like menstrual hygiene 

products (Funk et al., 2018). Financial dependence on partners or family members can limit 

women's control over healthcare decisions (Moser & McGregor, 2019). Programs that provide 

IDPs, particularly women, with income-generating opportunities or vocational training can 

improve their financial security and decision-making power regarding SRH (Moser & 

McGregor, 2019).  

Direct cash transfers can empower IDPs to prioritize spending on essential healthcare 

services, including SRH (Funk et al., 2018). Studies suggest that economic empowerment 

programs can lead to a rise in the utilization of SRH services like antenatal care, family 

planning, and HIV testing among IDPs (Moser & McGregor, 2019) 
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2.4.3. NEED FACTOR 

 

2.4.3.1. AVAILABILITY OF SERVICES, PROVIDERS, AND COMMODITIES  
 

Providing SRH services directly within IDP camps or nearby can significantly improve access 

and utilization (Murshed & McGregor, 2017). Creating safe and private spaces within service 

locations with female healthcare providers can encourage women and girls to utilize SRH 

services (George et al., 2019). Lack of essential SRH commodities like contraceptives, 

hygiene products, or medications can significantly hinder service provision and discourage 

IDPs from seeking care (Moser & McGregor, 2019). Limited availability of diagnostic 

equipment for conditions like sexually transmitted infections (STIs) or pregnancy 

complications can restrict the scope of available services (Funk et al., 2018). Ensuring 

culturally appropriate commodities, such as menstrual hygiene products, is crucial for 

promoting service utilization (George et al., 2019). 

Limited funding and logistical challenges can hinder the availability of both health services 

and essential commodities and equipment (Moser & McGregor, 2019). Competing needs 

within IDP settings may lead to prioritizing other necessities over investments in SRH 

services and resources (Funk et al., 2018). Regular assessments to identify specific service 

gaps and commodity needs within IDP communities are crucial (Murshed & McGregor, 

2017). Utilizing mobile clinics or outreach programs can overcome geographic barriers and 

bring services closer to IDP populations (George et al., 2019). Strengthening supply chain 

management systems can ensure the consistent availability of essential commodities within 

IDP settings (Moser & McGregor, 2019). 

Instability and insecurity within IDP settings can deter some healthcare professionals from 

working in these environments (Funk et al., 2018). Community Health Providers (CHPs), 

often recruited from within IDP communities, can bridge the gap between the limited 

availability of formal healthcare providers and the health needs of the population (George et 

al., 2019). CHPs often share cultural backgrounds and languages with IDPs, fostering trust 

and promoting service utilization (Murshed & McGregor, 2017).  
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CHPs can play a crucial role in outreach programs, raising awareness about available services 

and encouraging IDPs to seek care (Funk et al., 2018). Effective collaboration between service 

providers at the facility and CHPs is essential to optimize healthcare delivery in IDP settings 

(George et al., 2019). Providing training and ongoing support to CHPs can equip them with 

the skills and resources to handle basic healthcare needs and make appropriate referrals to 

formal providers for complex cases (Murshed & McGregor, 2017). Formal healthcare 

providers diagnose and treat complex medical conditions, while CHPs provide basic care, 

education, and social support (Funk et al., 2018).  

 

Developing incentive programs for healthcare professionals to work in IDP camps can 

improve availability (Moser & McGregor, 2019). Investing in training and capacity building 

for CHPs within IDP communities can strengthen the healthcare workforce (George et al., 

2019). Fostering clear communication channels between CHPs and formal service providers 

ensures timely referrals and efficient service delivery (Funk et al., 2018). The availability of 

health services, commodities, and equipment are crucial factors influencing SRH service 

utilization among IDPs. Addressing resource constraints, prioritizing SRH needs, and 

implementing innovative service delivery models are essential to ensure IDPs access these 

vital healthcare services. 

2.4.3.2. ACCESSIBILITY OF SRH SERVICES  

Distance to service locations, insufficient transportation options, or inconvenient service 

hours can create significant obstacles for IDPs seeking SRH services (Funk et al., 2018). IDP 

camps often face shortages of qualified healthcare providers, essential commodities, and 

equipment, hindering access to SRH services (Funk et al., 2018). Difficulties reaching service 

locations due to long distances, poor infrastructure, or lack of transportation can be major 

barriers (Moser & McGregor, 2019). Safety issues within or around IDP camps, particularly 

for women and girls, can limit their ability to access SRH services freely (George et al., 2019). 
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One of the challenges for host community fees, transportation costs, or hidden costs associated 

with SRH services can be a burden for IDPs with limited financial resources (Funk et al., 

2018). IDPs may face discrimination or stigma from healthcare providers or community 

members, hindering their willingness to seek SRH services (Moser & McGregor, 2019). 

Limited awareness about available SRH services within the host community can be a barrier 

for IDPs, particularly those with language or cultural differences (George et al., 2019). 

Establishing SRH services directly within IDP camps or nearby can significantly improve 

access and utilization (Murshed & McGregor, 2017). Utilizing mobile clinics or outreach 

programs can overcome geographical barriers and bring services closer to IDPs in host 

communities (Funk et al., 2018). Integrating IDPs into existing healthcare systems within the 

host community can improve accessibility but requires addressing potential discrimination 

and ensuring cultural sensitivity (Moser & McGregor, 2019). Collaborating with community 

leaders and healthcare providers in both IDP centers and host communities can raise 

awareness, address stigma, and promote service utilization (George et al., 2019). 

Implementing fee waivers or subsidized services for IDPs can help overcome financial 

barriers to accessing SRH services (Funk et al., 2018). 

2.5.  CONCEPTUAL FRAMEWORK 

This research utilized Andersen’s Model of Health Service Utilization (Andersen & Newman, 

2005) to examine the utilization of sexual and reproductive health services among the IDPs. 

The researcher amended the model to the SRH utilization context. Andersen’s Model is a 

conceptual behavioral model that shows a systems perspective to enable investigation of the 

client’s health and provider-related variables associated with the existing policies and 

resource allocations.  
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It states that the use of health care services utilization is influenced by three dynamic 

determinants. These are predisposing factors, enabling factors, and Need factors. 

Predisposing factors are characteristics such as age, residence, marital status, education, 

religion, source of information, and knowledge of the health care system. Enabling 

characteristics in terms of policy factors include resource allocation, facility readiness, health 

policy, health system organization management, and collaboration with stakeholders. 

(Rebman, 2005). Need factors include the availability and accessibility of facilities, supplies, 

medical equipment, and social support. According to this model, untimely access to healthcare 

services may lead to adverse health outcomes. The combined influence of these factors 

determines the likelihood of an individual utilizing health services. A strong predisposing 

factor coupled with a high need and enabling resources will likely lead to service utilization. 

Conversely, weak predisposing factors, low perceived need, and limited enabling resources 

will likely lead to lower utilization. Therefore, Andersen’s Model emphasizes the cumulative 

effect of these factors. Based on the literature review the following concepts have been 

identified and summarized in the conceptual framework below. 
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Figure 1 : Conceptual Framework Anderson’s Model of Health Service Utilization 
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                       CHAPTER THREE 
           MATERIALS AND METHODS 

 

 3.1. RESEARCH DESIGN/ APPROACH - The research design employed for this study is 

cross-sectional and qualitative. The researcher used a cross-sectional study design to examine 

the utilization of SRH services. The study focused on the utilization of SRH services to gather 

information and the interrelationship of variables through a structured standardized CDC 

questionnaire was used.  

 

For qualitative thematic analysis, the method was used to analyze the data collected from the 

field. Both Focus Group Discussion (FGD) and Key Informant Interview (KII) were conducted 

to understand service providers' perspectives on service availability and accessibility, resource 

allocation, coordination, and readiness of the facility. The semi-structured qualitative guide 

facilitates the discussion with married and unmarried women, service providers, and 

government officials from the Federal Ministry of Health (FMOH), Ethiopian Public Health 

Institute (EPHI), and Amhara Regional Health Bureau (ARHB) humanitarian and emergency 

focal person to address the objective of the study.  

 

3.2. STUDY VARIABLES:  

3.2.1. Dependent Variable: the dependent variable is SRH service utilization. (this is 

measured by asking the respondent’s history of utilizing one of MISP for SRH services 

which this study focused on (safe motherhood – ANC, PNC, DC, Abortion, FP, HIV and 

STI, GBV, and emotional health) during their stay at the host or collective sites.) A scoring 

system is used to evaluate service utilization. Each respondent receives a score based on the 

number of utilized services out of 5 offered by MISP. 100% utilization (all 5 services), 80% 

utilization (4 out of 5 services), 60% utilization (3 out of 5 services), 40% utilization (2 out 

of 5 services), and 20% utilization (1 out of 5 services).  
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3.2.2. Independent variable: the independent variables which are related to the dependent 
variables are divided into four categories.  

Demographic variable  
• Age,  
• marital status 
• place of origin  
• Residence 
• Regular Income  
• Household size  

Socio-economic variables  
Education 

• Religion 
• Source of income 
• Source of SRH information,  
• Facility availability,  
• Mental health status  

 

Policy variable  
 

•  SRH policies for 
IDPs,  

• resource allocation,  
• stakeholder 

coordination  
 

Health System  
 

• Availability of the 
services and accessibility 
of the health care 
facilities,  

• service providers 
availability,  

• availability of supplies, 
commodities, and 
equipment.  
 

  

3.3. STUDY CRITERIA 
Inclusion Criteria 

Participants must: 
• Internally displaced women between the age of 15 - 49 

• Identify as IDPs in collective sites, 

• IDPs who gave consent. 

Exclusion Criteria 

• Excluded participants are those with critical illness or mentally 
unstable.   

 

3.4. STUDY POPULATION  

The Amhara region has witnessed ongoing displacement due to intensifying 

conflicts with a neighboring region. Displaced individuals have sought shelter 

in nearby towns, with the current study focusing on those residing within 

collective sites. To ensure representativeness, a lottery method was employed to 

randomly select three collective sites for data collection. The research 

encompassed towns within the Amhara region, specifically North Shoa (Gondar 
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City), and North Wollo (Woldiya). 

Table: Distribution of IDPs in the Amhara region, northern Ethiopia, Feb 
01/2022 (Source: Regional DRMC) 
 

3.4.1. Target population: Internally displaced women aged 15-49 years residing in 
any IDP camp within the Amhara region. 

3.4.2.Source Population: All Internally Displaced Persons (IDPs) residing in the 
Amhara region. 

3.4.3.Study Population:  Internally displaced women and girls aged 15-49 years 
residing in collective sites located in Debrebirhan, Gondar, and Woldiya 
towns within the Amhara region. 

3.4.4. Study subject: The women who were selected and participated in the actual 
study (n = 547) 

3.4.5. Study units: Reproductive-aged women living in the selected IDP camps. 

S/ No Zone Collective 
site 

Host community Total IDPs % 

1 West Gojjam 0 251286 251286 22.4 

2 North Wollo 1057 172742 187092 16.7 

3 North Gondar 8038 171361 179399 16.0 

4 Wag-Himra 335 115578 115913 10.4 

5 North Shewa 12,120 81514 84315 7.5 

6 South Gondar 401 69379 69780 6.2 

7 Wolkayt-Tegedie 0 65540 65540 5.9 

8 Awi 0 45461 45461 4.1 

9 South Wollo 4695 22220 26915 2.4 

10 East Gojjam 0 24120 24120 2.2 

11 Bahir Dar 0 23935 23935 2.1 

12 Oromo Zone 0 16270 16270 1.5 

13 Central Gondar 2590 13431 16021 1.4 

14 Gondar City 1930 10346 12523 1.1 

15 West Gondar 118 1122 1240 0.1 

 Grand Total 35,505 1,084,305 1,119,810 100 
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For the qualitative research, the study participants were service providers at the camp and 

adjacent health center, MNCH focal persons at the health facilities, IDP focal persons at 

Zonal Health departments, and Humanitarian and Emergency for SRH coordinators at the 

Federal and Regional levels.    

3.5. SAMPLING TECHNIQUES 
 

3.5.1. Sample Size: In the IDP settings women and adolescents are extremely affected in 
the IDP settings, the sample size needs to have a minimum number of women to support a 
good estimation of the parameters of the population. It is in this respect that the following 
Cochran’s formula is used to estimate the sample size. 

n= Z2pq 

 

L2 

= Z2P(1-P) 
        L2 

 

Where; 

n = the desired sample size 

Z = the standard normal deviation at the required CI set at 95% (1.96) – 

P = proportion of interest in the percentage of IDPs who receive SRH 

services in the IDP sites = 0.5  

q= probability of not happening (pop estimated not to have the characteristics 

being measured (q=1-P) 

L= precision of the estimate – 5% (0.05) Estimated non-response rate = 10 

%. 

Multi-stage sampling design effect = 1.3 

The design effect was computed using the formula: f = 1 + ρ(m – 1), where f 

is the design effect, ρ is the intra-class correlation and m is the average 

number of sample respondents per small cluster within a single IDP center. 

Given that ρ=0.05 and m=7, the design effect yields 1.30. 
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Sample Size (n) = (1.96)2×0.5(1−0.5) *1.3 
                                          (0.05)2 
n= 384*1.3=499.20 
Non response rate = 499.20*10/100   

                                =499.20+49.92 
                                = 549 

 

3.6. SAMPLING PROCEDURE 
 
The researcher used probability sampling, specifically systematic sampling techniques 

with the list of women in the RH group and identified women to be included in the 

study. The steps used were the total number of IDPs living in each camp – DebreBirhan 

(12,120), Gondar (1930), and Woldiya (1057) – as per Amhara Public Health Institute 

data – February 2022. The average family size of IDPs in the selected camp is 5 and the 

total of women in RH was calculated:  

            Debrbirhan = 12,120/5 = 2424  
            Gondar =        1930/5   = 386  
            Woldiya =       1057/5 = 211 

Debre 
Birhan  12,021.00 0.80 440 
Gondar  1,930.00 0.13 71 
Woldiya  1,057.00 0.07 39 
  15,008.00   549 
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After the total population was calculated  
N = (DB) = 2424    N=(GON) = 386   N= (WOL) = 211 
 The sample size for each IDP camp:  
  Debrebirhan = 440 
  Gondar = 71  
  Woldiya = 39  
 
 To determine the sample size of each woman  
 **Debre birhan                                         
  i = N = 2424/440   = 6 
         n 
         **Gondar  
  i = N = 386/71    = 5  
        n 
  ** Woldiya  
  i = N = 211/39   = 5   
         n 
   
The sampling K was selected randomly by the lottery method between numbers 1 and i. 

K depends on the camp, which is every 6 for Debrebirhan and every 5 women for 

Gondar and Woldiya. The successive woman for the inclusion was selected by moving 

the interval K+I, K+2i, K+3i… until the required sample for each camp was reached. 

(Graphic, 2014).  

   
  



47 

 

3.7. SAMPLING FRAME 
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3.8. DATA COLLECTION METHOD 
Primary data was collected from a sample of the target group using a cross-sectional survey.  

A structured questionnaire was adopted from CDC survey forms for conflict-affected people.  

The survey form was translated into Amharic and interviews were conducted in Amharic. 

 

3.8.1. Electronic data collection and data quality 
Quantitative data was collected using Open Data Kit (ODK) software. The ODK was designed  

to include conditionality rules for skip patterns. Depending on the internet connectivity in the  

sites the data was uploaded daily to the database. The supervisor in the region monitors to 

ensure the procedure to strictly adhered to and checks completeness and inconsistency. 

 

3.8.2.Data collectors’ recruitment 
Female data collectors with ample data collection experience and with health backgrounds  

were recruited. For Gondar data collection, 2 female data collectors were deployed from  

Gondar town, and for Debrebirhan 4 data collectors were taken from Addis Ababa whereas  

for Woldiya, 1 data collector was deployed from Debre Sina town.   The data collectors were  

given a half-day training/orientation on the study method, field procedure, a detailed review of  

the data collection instrument, and the use of electronic data collection.  

 

3.8.3. Pre-testing tool – the researcher went to Debrebirhan and collected data from 10  

3.8.4. samples of Internally Displaced Women (IDW) collected electronically. The 

questionnaires were coded, and pilot tested for validity and reliability, and necessary 

corrections were taken. 

 

3.8.5. Data collection instruments: 
IDP client Survey form: the researcher used the CDC structure interview guide, for conflict-

affected women. The guide was adopted and modified to a country context. Respondents 

were asked about the MISP components utilization – safe motherhood, HIV and STI, 

Family planning, GBV, and Emotional health but this structured toolkit lacks the abortion 

questionnaire, therefore abortion pieces will be embraced from eDHS. 
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Service provider survey form:  used structured standardized guide to explore in more depth 

issues about SRH services accessibility, and availability and to understand the current context. 

Ministry of Health/Regional/Zonal - KII: used a structured guide to explore the gaps and 

challenges of health restoration, policies/strategies that are in place, coordination effort, and 

implementation of MISP. 

3.9. DATA ANALYSIS METHODS 
 

3.9.1. Description of variables  
The outcome variable of this thesis is SRH service Utilization. The assumption between the 

independent variables and SRH service utilization was analyzed using a linear regression 

model. Bivariate analysis (simple linear regression) was run 25% level of significance to screen 

out potentially significant independent variables. A multiple linear regression model was run 

by including the significant independent variables from the simple linear regression model. To 

measure the presence and strength of association between the independent variables and SRH 

service utilization, regression coefficient (β), p-value, and 95%CI for β were used. From the 

final model, variables with p-value ≤ 0.05 were significantly associated with SRH service 

utilization.  

Before leaping to the regression, different assumptions were tested. For linear, almost all 

models were practiced. Under the assumption of normality, in the output table, the P-value for 

both tests is  < 0.05. the assumption of normality is satisfied. (Data is normally distributed). 

The assumption for the lack of fit test is > 0.05 (0.827) and failed to reject the null hypothesis. 

The assumption of linearity is not satisfied. The independence of the test was checked the using 

Dubin Watson test the value is 1.711 which is between 1.5 and 2.5 and the assumption of 

independence of error was satisfied.  

The assumption of homoscedasticity outcome of level statistics is <0.05 (0.028) and the 

assumption is satisfied. There are no outliers above or below the plot bars, the assumption of 

no outliers is satisfied.  The multiclonality assumption is satisfied by testing the independent  
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variable's VIF values below 10. In testing the model adequacy test the p-value for ANOVA 

is <0.05the linear regression model is adequate for the data. 

3.9.2. Quantitative: - The study applied both descriptive and inferential statistics. These 

are derived from ODK/Kobo Toolbox – a mobile data collection tool and converted to 

Statistical Package for Social Scientists (SPSS) version 26. In this study, descriptive 

statistics (percentage) were used to describe the background characteristics of respondents 

and used simple linear regression to see the association between the predisposing factors 

and dependent variable and also to identify the major candidates for the next step. multiple 

linear regression was used to identify the significant factors associated with the dependent 

variable.  

3.9.3. Qualitative: - Interview questions and responses will typically be tape-recorded. It 

was translated into English and transcribed verbatim into MS Word. Codes were developed, 

and a summary of the code was organized to the topic area of inquiry. Quotes were presented 

to show a range of perspectives.  

 
3.10. VALIDITY AND RELIABILITY 
Validity: The research instruments were validated during pilot testing. The researcher validated 

the subjectiveness, correctness, and relevance of the questionnaire. The researcher conducted 

a preliminary test of the data collection instrument before the actual data collection with a 

small group of respondents to eliminate, identify, adjust, and correct changes before collecting 

data from the study population. In the study, experts were consulted, and their opinions were 

sought in assessing or validating the contents of the research instruments (Mugenda and 

Mugenda, 1999). 

Reliability: The reliability of the result was measured by the Test by using the Pearson 

correlation coefficient of the pre and post-test and found out score of 0.836 since the score is 

above 80% researcher concluded that the test has a good test-retest reliability.   
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3.11. LIMITATIONS OF THE STUDY  

Despite producing important and useful findings, some factors influenced the process and 

the output of the study. Due to the ad hoc nature of the setting, people go back to their 

original place and the number of IDPs changes every time. There are newcomers to the 

sites when the conflict persists, and new IDPs with limited exposure to the service joining 

the camp may affect the findings of the study. The researcher and data collectors 

intentionally tried to include those who had stayed in the camp for a long.  

The IDP sites are sensitive and highly secured places under government supervision and 

data collectors may face challenges or certain bureaucracy while collecting data. To curb 

this issue, the researcher got a support letter from the Ministry of Health and created a good 

relationship with the Amhara Food Security Coordination and Risk Management Bureau 

to ease the process at the entry-level. 

In addition to that, as the camps or compounds in collective sites have limited spots to take 

the GBV victims and others in a confidential space and collect the data, this was assumed 

to affect the respondents to council some facts. In fact, during the actual data collection, 

the data collectors take respondents outside of the shelter and interview them in the 

compound in confidential spots.   

As the region is in a conflict-war zone, the researcher refrains from collecting data from risky 

areas. Closely track the situation with the regional health bureaus however, the researcher 

intentionally avoids high-risk zones. 
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CHAPTER FOUR 

RESULT 

 
4.1. DEMOGRAPHIC CHARACTERISTICS 

The study was conducted in three towns in the Amhara region: namely Gonder, Debre Birhan, 

and Woldiya.  As shown in Table 1 below the sample was distributed among the three towns 

based in the Amhara region. Accordingly, the majority (80% of the respondents were from 

Debre Berhan town and the remaining 13% and 7 were from Gondar and Woldya towns, 

respectively. For 84% of the respondents, their place of origin is Oromia and 11% of the 

respondent’s place of origin is Tigray. Because age between 15 – 19 were only 8 respondents 

and from 40-45 were 29, the researcher merges the age group into two categories 15-29 and 

30-45 age groups. Accordingly, the majority (57%) of the respondents are in the first age 

category (15-29) and the remaining 42.9% are from age 30-45%.  Similarly, data on the marital 

status of the respondents are categorized as “Married” and “All others” where 61% are found 

married and 37.3% are single, widowed, and whose husbands died due to the war. The majority 

(56%) of the respondents are Orthodox Christians and 43% are Muslims.  Those respondents, 

whose husbands are assigned for military assignments are also considered married.  and 

similarly, the majority (57%) of the households are headed by their husbands, and 38% of the 

women exercise headship in their household.   

4.2. SOCIO-ECONOMIC CHARACTERISTICS 

In Table 2 of the socio-economic characteristics of the respondents, 54% have no education 

and only 9% have secondary education. The remaining 37 % have some elementary-level or 

primary education. The majority (50%) of the households have a household size of 4-6.  In 

terms of household income, for the majority (60%) of the respondents, there is no regular 

source of income for the household. The remaining 40% of the households mentioned some 

source of household income dependent on the aid provided by the government and donations.  
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4.3. AWARENESS ABOUT SRH SERVICE UTILIZATION 
 

In Table 3, Awareness about SRH services at the facility respondents were asked about their 

SRH source of information. Accordingly, 49% of the respondents mentioned that their source 

of information is the health service providers mainly the Health Extension Workers and Service 

providers at the facility, and 35% mentioned other SRH sources of information that include 

radio, women's group discussion, in-laws, and at school. The remaining 16% mentioned they 

have no source of SRH information.   

 
Table 1: Demographic characteristics of Respondents, Amhara region, (n=547) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Characteristics  n % 
Town   
Debre Berhan 439 80.3 
Gondar 71 13.1 
Woldiya 36 6.6 
Place of Origin    
Oromia  459 83.9 
Tigray  61 11.2 
Others 27 4.9 
Age   
15-29 278 57.1 
30 -45 209 42.9 
Marital status   
Married  297 61.0 
Other  190 39.0 
Religion    
Orthodox  273 56.1 
Muslim 214 43.3  
Others  3 0.6 
Head of household   
Myself 208 38.1 
My husband  311 56.9 
Others  28 56.8 
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Table 2: Socio-economic characteristics of respondents (n=547) 

 

 

 

 

 

 

 

 

 

 

Table 3: Awareness of SRH Services at the facility  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Characteristics  no % 
Education   
Never attended 263 54.0 
Primary 179 36.8 
Secondary and above  45 9.2 
No source  77 15.8 
Household size    
0-3 149 30.6 
4-6 241 49.5 
> 6  97 19.9 
Currently have income    
Yes 221 40.4 
No 326 59.6 

Characteristics  no % 
Distance    
< 1km  474 97.3 
> 2km 13 2.7 
Facility Availability   
Yes   487 89 
others 60 10.9 
Preference to go to the facility    
Yes  444 91.2 
No 43 8.8 
SRH source of Information    
Health Service Providers  238 48.9 
Other Sources  172 35.3 
No source  77 15.8 
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4.4. SRH SERVICE UTILIZATION  
In terms of SRH service utilization in the region, the majority (82%) of the respondents 

reported that they visited the service provider at the facility for ANC service followed by DC 

(59%) where respondents deliver at the service facility, and 54% visited by the service provider 

or they went to the facility for PNC follow-ups. Similarly, 34% of the respondents reported 

that they use FP, and 34.4% got tested for HIV/AIDS in the past 12 months. GBV and abortion 

service utilization are the services least reported by the respondents 5.9% and 3% respectively.  

The SRH service utilization among respondents was 53% (±23%).  

Table 4: Percentage distribution of respondents by reported key SRH service utilization, 
Amhara region, 2022, 

 
 
 
 
 
 
 

 
 

 

 

 

4.5. MENTAL HEALTH-RELATED CHARACTERISTICS 
Data on the mental health characteristics of the respondents was collected. Accordingly, more 

than 74% of the respondents mentioned they have experienced head, the second most common 

experience of respondents is feeling unhappy with their status almost 61% and crying more 

than usual 59 %, shaky hands (13%), and suicidal ideation (16%) are the least common 

experience among respondents.  

 

 

 

Characteristics  n (%)  
Safe motherhood   
    ANC  446 (81.7) 
    DC 315 (59.2) 

    PNC  293 (54.5)  

Family Planning  183 (33.5)  

HIV/AIDS  186 (34.4) 

GBV  32 (5.9) 

Abortion  15 (2.7) 
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Table 5: Frequency distribution of respondents by key mental health indicators and 
characteristics, Amhara region, 2022, n=547 

Indicator  Number  Percentage  
Headache 405 74.0 

Poor Appetite  287 52.5 

Sleep badly  277 50.6 

Frightened  222 40.6 

Shaky hand   76 13.9 

Nervous, tensed, and worried  251 45.9 

Poor digestion  272 49.7 

Unhappy  331 60.5 

Cry more than usual  320 58.5 

Lost interest or hopeless  289 52.8 

Suicide Ideation  86 15.7 

Feel tired  274 50.1 

Uncomfortable feelings  272 49.7 

 
4.6. FACTORS ASSOCIATED WITH SRH SERVICE UTILIZATION 
 

In terms of the association between SRH utilization and all other independent variables, the 

result showed that education (p-value -0.030), SRH source of information (p-value 0.000), HH 

size (p-value 0.003), and preference to go to the facility (p-value) 0.019) have a significant 

association with the SRH utilization.  
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After adjusting for other covariates, the average score of SRH service utilization among those 

with no education was 0.080 less than those with secondary or above education. Having no 

education as compared with secondary or above was associated with on average a 0.080 less 

SRH service utilization level. (coefficient = -0.080, 95% CI -0.153, -008, P-value 0.030).  

After adjusting for other covariates, the average score of SRH service utilization among 

household size was 0.077 more than those with 6+ household size. (coefficient = 0.077, 95% 

CI 0.026, 0.128, P-value 0.003.  

After adjusting for other covariates, the average score of SRH source of information among 

those who had been informed by service providers at the facility or through HEWs was 0.074 

more than those with no source of SRH information. Or being informed about SRH information 

as compared with no source of information was associated with an average score of 0.074 more 

SRH service utilization (Coefficient = 0.074, 95%, CI = 0.019, 0.129, P-value 0.009).  

Similarly, after adjusting for other factors, the average score of SRH Service Utilization among 

those who preferred to go to the facility in the camp was 0.079 and those with no preference 

to go to the facilities. Or having a preference to go the health facilities as compared with no 

preference to go to the health facility an average score of 0.019 more SRH utilization 

(Coefficient = 0.019, 95% CI = 0.013 – 0.146, p-value 0.019).  
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Table 7: Multiple linear regression between selected independent variables and SRH 

utilization, Amhara Region, 2022 (n=547) 

The qualitative section of the study addresses the objectives related to major gaps and 

facilitators in terms of policy’s resource allocations, coordination, and facility readiness. 

Which the researcher categorized as an enabler based on Anderson's model. The reinforcing 

or need factors of service availabilities are also included from service providers' and clients’ 

perspectives.  

 

 

Variables  Crude regression 
coefficient (β) 

Adjusted regression 
coefficient (β) (95CI) 

                      P-value 

Age     
15 -29 0.052 (0.013, 0.090) 0.018(-0.027, 0.063) .433 
30 - 45 1 1  
Religion     
Orthodox  0.421 (0.094, 0.748) 0.018(-0.023, 0.059) .382 
Muslim  

 
1  

Town     
Debre Berhan   -.180 (-.255, -.105) -0.197(-0.616, 0.222) 0.356 
Gondar  -0.080 (-.169, .009)  -0.173(-0.645, 0.298) 0.472 
Woldiya  

 
1  

Education     
No education  -1.201 (-.187, -0.054) -0.080(-0.153, -008) 0.030* 
Primary  -0.049 (-.118, 0.020) -0.027(-0.098,0.044) 0.458 
Secondary and above  1 1  
Household size      
0-3  -1.201 (-.187, -0.054) 0.060(1.000, 0.121) 0.050 
4-6  -0.049 (-.118, 0.020) 0.077(0.026, 0.128) 0.003** 
6 +  1 1  
SRH Source of Information     
Service provider  1.198 (.708, 1.687) 0.074(0.019, 0.129) 0.009* 
Other sources  1.665 (1.145, 2.186) 0.129(0.071 – 0.186) 0.000* 
No source of Information  1 1  
Place of origin     
Oromia  -.188 (-.275, -0.923) -0.152(.-0.370 – 0.66) .171 
Tigray  -.115 (-1.716 – 0.067) -0.121(.-0.249 – 0.006) .062 
Others  1   
Preference to go to  
health facility  

   

Yes  0.077 (0.007 – .147) 0.079 (0.013 – 0.146) 0.019** 
No  1 1  
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ENABLING FACTOR 

Effectiveness/functionality of policies at the regional level 
The key informants from different offices and health offices claimed that a considerable 

amount of effort has been put into the improvisation of services in IDP camps. According to 

informants, different policies and emergency plans have been designed and implemented with 

a special focus on Sexual Reproductive Health (SRH).  

 

To systematize and hasten the SRH services in IDP camps, several plans, guidelines, and 

policies are introduced. As aforementioned above, an emergency preparedness plan has been 

developed to accelerate the service delivery related to SRH. To further realize the 

implementation of the emergency plan, the incident management team has been established. 

Following the occurrence of internal displacement at Gedeo and Guji, much attention has been 

given to the internally displaced community. A separate team has been established by EPHI 

and is devoted to overseeing the IDP.  In addition, the IDP emergency team has been 

established to strengthen the IDP camp medical service delivery including vaccines, 

preventable diseases, virus, and bacteria responses. With the initiation of EPHI, the focal 

person has been assigned to each region. MoH and EPHI launched SRH service in a 

humanitarian setting. For the facilitation of logistics, MoH has launched a separate directorate 

for logistics. The Directorate is responsible for the dissemination of logistics such as medical 

kits, drugs, and food. 

 

The Health Sector Transformation Plan (HSTP) is an overarching transformative attempt made 

by MoH. It is composed of SRH as one of its pillars. Based on the HSTP, the Reproductive 

Health Strategy for five years (2020-2025) and the National Adolescent and Youth Health 

Strategy have been launched and included in the newly developed guideline. MoH is also 

working aggressively to ensure the requirement stipulated by the Global Inter-Agency 

Working Group (IAWG) which advocates for the incorporation of SRH in policies and 

guidelines.  
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Integration of MISP into the regional emergency plan was a landmark action taken by MoH. 

An incident management team comprised of seven components has been established to 

facilitate the training and dissemination of logistics in cooperation with EPHI and the Logistics 

Directorate. To include adolescents and youth in the IDP setting, the Ministry of Health has 

developed and  

disseminated guidelines for adolescents and youth humanitarian action. The document is 

intended to guide service providers during service delivery for adolescents and youth.  

 

Coordination with partners and funding 
An emergency preparedness plan is launched at the regional level by the Amhara Regional 

Health Bureau. According to the informant, the emergency plan is revised every three months. 

The emergency plan is comprised of multiple technical working groups (TWGs) including 

TWG for SRH. 

 

Apart from MoH and EPHI, various stakeholders are also partaking in resource mobilization, 

funding, and capacity building. Key informants indicated that there are many national and 

international organizations working with the Ethiopian government to address the needs of 

IDPs. In the Amhara region, United Nations Funds for Population (UNFPA), World Health 

Organization (WHO), United Nations Children’s Fund (UNICEF), Marie Stops International 

(MSI), Jhpiego, Plan International, Engender Health, GOAL Ethiopia, WASH, Engender 

Health, Packard Foundation, International Organization for Migration (IOM), and Action 

Against Hunger.  

 

According to key informants, the stakeholders partake in designing an emergency plan, 

capacity building, and provision of support including medical kits and funds. Task forces have 

been formed to respond to IDPs’ needs. It was informed that UNICEF is closely working with 

IDP camps both in Debreberhan and Gondar. Furthermore, a technical working group 

comprised of UNFPA, Engender Health, WHO, USAID, and Packard Foundation has been 

also formed. Key informants reported that UNFPA is closely engaging with health bureaus and 

the Ministry. The UNFPA supports the IDP camps with reproductive health kits. The Plan 

International, GOAL Ethiopia, and WHO often deploy health teams to cover the human 
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resource gap within the context of IDP camps. Plan International also provides hygiene and 

sanitation equipment for IDP camps.  

 

There are also local NGOs that are taking part in the mobilization of resources and funds for 

IDP camps in Debreberhan. Despite it being for a brief time, Emmanuel and Jerusalem, ] local 

organizations and Kefita Project were providing support such as medical kits and clothing. 

However, there are no local NGOs reported for IDP camps in Gondar.  

 

APHI is a mandated government body to mobilize public health emergency funding. Under 

this auspice, the emergency preparedness response plan proposes a budget including the 

contingency budget to the House of People's Representatives (HPR) for approval and disburses 

the budget upon approval.  

 

Capacity Building:  
To equip service providers with the required skills, training has been given for IDP camp 

service. The training mainly focuses on SRH and mental health treatment. Partner 

organizations have also placed mental health practitioners to strengthen service delivery 

capacity. EPHI is a responsible government body with the delivery of capacity building for 

service providers. UNICEF is the main partaker in capacity building among the stakeholders. 

But much more is still needed to work on capacity building for service providers in almost all 

IDP sites. Not all the service providers are trained specifically for the IDP community as their 

need is different.  

 

Challenges Related to Resources   
Despite major actions taken by government bodies and stakeholders, there are still gaps and 

challenges identified by key informants.  

 

Service providers and IDP camp coordinators mentioned that there are discontinuities of 

support and funding. IDP coordinator explained: 

The government had given much attention to IDP during the outbreak of war in north 

Ethiopia. Attention was given to them because no one wanted the pandemic to 
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outbreak in the camp. But now, the commitment is not like what we used to have back 

in the past years. IDP Coordinator, Debreberhan. 

 

Informants also mentioned that the dissemination of medical kits and mobilization of funds 

lacks flexibility. Adding to this, most of the medical kits are imported which takes a significant 

amount of time. Preparedness is reported as very minimal, though the number of IDPs is 

increasing and sudden by their nature.  Related to capacity building, the informants mentioned 

that the training is given only once despite upgrading, and continuous updates are required.   
 
Facility readiness  
On the other hand, the Ethiopian Public Health Institute (EPHI) plays a key role in making 

sure MIPS is implemented in the IDP setting. To ensure the implementation of MIPS, the EPHI 

developed a guideline complemented by checklists that incorporate SRH. The key informants 

from EPHI recognized that the SRH had not gotten much attention. However, the Institute has 

been engaging with prior attention on SRH. The EPHI decimates resources and logistics 

through an incumbent government structure i.e., from regional throughout to Woreda health 

offices. The EPHI also caused the SRH specialists to be included in the emergency team within 

the context of IDP.  

 

To further facilitate the dissemination of logistics and vital equipment, a logistics directorate 

has been established. To this effect, an attempt has been made to disseminate various 

reproductive health kits including sanitary pads throughout IDP camps including Debre Birhan 

and Gondar IDP camps.  

 

NEED FACTOR  

Service availability - Infrastructure.  

Despite several actions that have been taken, there are still drawbacks reported by key 

informants and study participants. Informants and IDW indicated that the camp facilities do 

not have adequate water, and no electricity, and the road taken to the health center is 

inconvenient for transportation. Adding to this, with a sheer increase in the number of IDPs, 

the dissemination of equipment, distribution of food, and SRH service becomes taxing. IDP 

coordinator shared his concern saying:  
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We used to care for a certain number of the population but now a new number is added, 

which we have no plan to support. The issue is the number is increasing every day both 

at the community and camp. IDP Coordinator, Gondar.  

 

Shortage of commodities  
On top of that, elongated and bureaucratic procurement processes, and procedures for SRH 

commodities are also reported as the main constraints to accelerated response related to SRH 

demand. Moreover, discontinuity and irregularity of support and service provision were 

frequently mentioned by key informants and study participants as the gap within the context 

of IDP. According to informants, there are still gaps and challenges which have hindered 

proper implementation. It was reported that the SRH service was active and given high priority 

during the occurrence of displacement following the outbreak of war in north Ethiopia. 

However, it was informed that the SRH service has been dropping over time. Discontinuity of 

service, the inadequacy of medication, and skilled human resources are identified as the main 

constraining factors. IDP coordinator from Debreberhan camp explained:  

 

A special focus has been given to SRH and we have been doing a remarkable job. We 

have established different committees – such as the hygiene committee, health team 

committee, and logistic committee – and we work closely and collaboratively for the 

better. The commitment is not like we used to have back in the past years. It’s not been 

given attention from the regional or national level lately. The IDP camps often run out 

of stock.  IDP Coordinator, Debreberhan.  

Service providers from all camps felt that the camps were not offering adequate service. The 

service provider explained:  

As I said earlier, laboratory kits like RDT kits, HCG kits, and HIV test kits are not available. 

We do not have family planning methods and medications, despite there is high demand. 

Service Provider, Debreberhan.  

The IDP camp coordinator from Gondar also shared his concern saying: 
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We make sure the service that is given in the health center takes the IDPs into account.    

 Our biggest challenge in this camp is we bring service providers from Azezo Health  

centers to the camp. We don’t have health workers for the camp on a permanent base 

and it disrupts service. IDP Coordinator, Gondar.  

 
Service provision for unmarried Youth 
 
The study participants from IDP camps also confirm that several SRHs are being offered at the 

camp level and on a referral base. However, nearly all respondents from IDP camps in both 

target areas reported that service and medication are inadequate. The unmarried female 

explained: 

I know for sure that they [the clinic at camp] do not have pills. Young people prefer to 

have pills or any other emergency tablets, but we could not find them here. They have 

no medication; they prescribe a similar drug for any type of case.  Health workers are 

not always available. The health workers are changed frequently, and we must tell our 

case history for newly coming health workers now and then. FGD at Gondar, 

Unmarried Youth. 

An unmarried female from the IDP camp at Debrebirhan also shared her resentment saying: 

They do not understand my feelings, I sometimes prefer not to go there and rather 

follow some telegram pages that have information on young people. We do not have 

information on our sexual rights; if we do not know we lose confidence. When we lose 

confidence, we can’t go and explain our situation to a service provider. This is the 

problem we are having. FGD at Debreberhan, Unmarried Youth.  

 

Facility service - safe motherhood 

Both in Debreberhan and Gondar IDP camps, service providers offer antenatal (ANC) and 

postnatal (PNC) care including pregnancy follow-up and vaccination for children, respectively. 

However, the attendants should go to another medical center out of the camp for delivery 

services owing to the scanty facility and skilled health workers. Unmarried youth mentioned: 
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There is no maternal delivery room and no places where pregnant women can wait 

until the ambulance arrives at this facility. The service providers came to the facility at 

9 am and left the facility at 2 pm. We cannot get the service whenever we want to.  

FGD at Gondar, Unmarried Youth. 

 

There is a major concern among the IDW regarding the inadequacy of ANC and PNC service 

at the clinic is very small. Both married and unmarried women at Debreberhan and Gondar 

camps informed that there is a noticeable inadequacy of medication. One of the discussants 

described: 

Service providers are always available, but they are only two or three at a time and 

there is a queue; you may find a very long line of service-seeking IDPs sometimes. 

There is only one room for all kinds of services. FGD at Debreberhan, Married Women. 

 

Most of the participants resented poor reception and alienation at the health center on account 

of being new to the area. Married women described: 

Last week I went to the facility in the camp; I was sick, but I was informed that they do 

not have medication. They finally referred me to Azezo Health Center, but the service 

providers did not give us much attention when [I went] there... They explicitly told me 

that we were a burden to the Gondar town. I felt bad and cried that I was mistreated 

at the health facility. FGD at Gondar, Married Woman. 

Service providers also shared their concern that the demand from IDPs and the service being 

offered is unmet. The service provider explained: 

The health facility at camps is a 2 by 2 corrugated roof; we cannot stand the 

temperature in the afternoon –we store drugs in this same room, despite it being heat 

sensitive and unethical. We have 10 health professionals only; [but] we serve up to 150 

clients per day. We refer the delivery cases to hospitals and health centers, but the road 

conditions are horrible, and difficult for pregnant women to go visit health centers. 

[On top of that,] we do not have available Ambulances for the IDP community. Service 

Provider, Debreberhan.  



66 

 

Moreover, the inadequacy of food was frequently raised as a precursor to poor ANC and PNC 

by participants from all camps. According to the participants, the IDP camp provides 15kg of 

flour at three or four-month intervals. A married woman reflected her indignation by saying: 

Food provision is our main concern. We are given 15kg of flour for 4 months. This is 

all that we have been given; how am I expected to feed my children, myself, and my 

family for 4 months with 15kg of flour? FGD at Gondar, Married Woman. 

 

Family planning  
The awareness among the IDW towards family planning seems improving. Most participants 

reflected that they should use contraception and other preventive mechanisms. The finding 

from the study reveals that the preference of unmarried youth is quite different from married 

women among options available for planning. According to key informants, unmarried youth 

usually prefer to take pills followed by Implanon while there is high demand for Dippo Provera 

(injectable) among married women. The current living context and high vulnerability to 

unplanned pregnancy influenced most IDWs to use preventive mechanisms. One of the married 

discussants shared her view on family planning saying: 

 

…Of course, in our religion (Muslims), it is not allowed to use any contraceptive 

method. But we know what the consequence is here. In the situation, we are now it’s 

difficult to have more babies. There must be an interval while giving birth. If one is 

after the other, we cannot afford to raise the children. FGD at Debrebirhan, Married 

Woman. 

 

In fewer cases, both married and unmarried women are still struggling with misconceptions 

about contraception. Married women reflected: 

I know my neighbors are using the method [contraception]; but when they stopped 

using the method and wanted to get pregnant, they could not. We do not know the pros 

and cons of the methods and are afraid that we may not be able to give birth if we take 

the contraception. We do not want to have that kind of complication. FGD at 

Debrebirhan, Married Woman.  
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Another married woman from Gondar also shared her opinion and described: 

I am not taking any contraceptives. I do not think I will take any kind of contraceptives; 

they said women who take contraceptives end up in incision [C-section] during 

delivery.  FGD at Gondar, Married Woman.  

Corollary to this, inadequacy and inaccessibility of contraceptives exacerbated the 

precariousness of service provision for family planning. The camps at Debreberhan do not 

have equipment and facilities for family planning services so the IDW should be referred to 

other health centers. Moreover, the IDW have limited options and are often forced to take the 

available ones or buy the contraceptives from their pocket. A married woman explained: 

At the health facility, they have pills but most of the women here are looking for the 3-

month method [Depo Provera injection]. That’s what we used to get in Wollega and 

we want the same type of method here as well. FGD at Debreberhan, a Married Woman.  

Similarly, the finding from the study shows that the IDW at Gonder camp is often exposed to 

unwanted bureaucracy. Despite the service and medication for family planning are expected to 

be free, IDW usually buys contraceptives from private pharmacies. The discussants from IDW 

at Gondar camp reported: 

Most of us are more comfortable with the 3-month contraceptive. We do not prefer the 

implant. However, we could not find Dippo. We could not get from the government 

Hospital at Azezo either. At last, I paid and got the dippo from a private health clinic. 

We must pay for the transport; we must pay for the service to get what we want.  FGD 

at Gonder, Married Woman. 

 

Likewise, unmarried youths face difficulties in getting family planning treatment at the camp 

and outside of the camp. They are often mistreated by service providers or rejected at health 

centers. Unmarried women explained: 

 

Since we live in huge compounds with everyone, we can’t control the abuse; Girls 

engage in affairs willingly or unwillingly and get impregnated. However, the service 

providers at the camp are reluctant to give contraceptives to us. I once went to the 
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clinic, and from the very start, they did not want even to talk to me. FGD at 

Debreberhan, Unmarried Youth.  

Abortion 

Abortion is a less frequent phenomenon among the IDP camps compared to other MISP 

components. Within the context of IDP camps, GBV during displacement or at the camp is a 

common precursor to abortion where females are impregnated unexpectedly or against their 

will. Next to GBV, family planning is also identified as the factor leading to abortion.  

Unmarried youth are reported to have considered abortion compared to married youth.  

Like maternal delivery, abortion is referred to either adjacent health centers or hospitals in 

camps at Debreberhan and Gondar. According to the informants, abortion is only carried out 

for a pregnancy of less than one month. If the duration of pregnancy is found more than twelve 

up to fifteen weeks, the attendant would be referred to the hospital.   

 

 

 

 
Gender-based violence  
Even though many participants experienced gender-based violence (GBV) at their place of 

origin or during their journey to the camp, the effect of the violence inflicted on the IDW is 

still fresh and remains a triggering factor for most SRH services offered across all camps.  

Unmarried youth recalled her experience: 

I am one of the victims. I used to live in Adinebrit [Tigray]. I was taken and raped by 

3 Eritreans to save my family. The [health workers] gave me 3 tablets and after I 

finished, he gave me another round of tablets for one month and we came here. FGD 

at Gondar, Unmarried Youth.  

Another unmarried female at Debreberhan camp also shared her experience in distress saying: 

When we came to the camp for the first time, they made a quick pregnancy test for all 

of us, and seventeen female youths were found pregnant. This happened because, we 

came from a war zone, and we were at risk.  We know so many young girls got raped 

at different places and it was happening here and there. My two friends are currently 
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pregnant, and they do not know who the real father of the baby is. After the incidents 

it is difficult to go to the service facility in Wollega, after we came here, we are 

looking for a place to stay and food to eat, rather than going to the facility to report 

or get tested. By the time they knew they were pregnant, it was too late to act. 

 FGD at Debreberhan, Unmarried Youth. 

 

The participants from all camps were informed that they were still vulnerable to GBV at the 

camp. Unmarried youth experience GBV in the camp more frequently than married women. 

Unmarried youth mentioned that they are often forced to sleep with camp guards, coordinators, 

and ration distributors or otherwise deprived of the support and ration they would get. 

Unmarried youth described: 

 

Whenever the aid organs came to the camp, they would hand over the items they 

brought to the camp coordinators, and the camp coordinators felt they had full 

autonomy over the items. They often inform women in the camp that they want to 

exchange what they have for sex…we do anything to get food to eat or clothes to wear.  

If I get hungry and they insist on having sex, I cannot think twice; because I need food 

to survive. I will do all I can to get myself and my family a portion of food to survive. 

FGD at Debreberhan, Unmarried Youth. 

  

Key informants from across camps also iterated that female youths are highly exposed to GBV. 

The finding also shows that less has been done to act and intervene to abate the GBV in the 

IDP camps. A service provider hopelessly explained:  

 

… We have the information that the camp coordinators take advantage of their 

authority and abuse the young people to exchange sex for items in kind. If girls refuse, 

they will not have the support. We held meetings with the coordinators several times 

and informed them of the associated health risks. There is nothing else we could do 

other than give them advice. Service Provider, Debrebrehan.  
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Furthermore, the camp setting and the overflowing of camps with displaced people have 

exacerbated GBV in the IDP camps. Unmarried female described: 

It’s hard to control what happens to you in the camp. we are forced into so many 

abuses. We all live together in one compound, and we don’t know each other. FGD at 

Debreberhan, Unmarried Youth.  

 

 Key informants also recognize the camp condition as a precursor to GBV. IDP coordinator 

explained: 

In our current context, we want to accommodate as many numbers as possible. In our 

region [Amhara], the total number of IDPs is 3 million. It is difficult to accommodate 

all these numbers as per the standard and appropriately fit. Since we cannot afford or 

do little in such aspects, all we can do is provide awareness to reduce the GBV risk. 

IDP Coordinator, Amhara Regional Health Bureau. 

The service delivery for GBV is available both in Debreberhan and Gondar IDP camps. 

Various stakeholders/NGOs also engage in service provision for GBV. The main services and 

treatments for GBV are creating space for victims to stay for a while, counseling services,  

 

and other medical services including pregnancy prevention mechanisms. The finding from the 

study indicates that there is a difference between married and unmarried youth in terms of the 

degree of access in both camps. According to unmarried youth, more focus and priority are 

given to married women. It was iterated that the abuses experienced by unmarried youth are 

often disregarded by the service providers and camp system. Unmarried female described: 

Our families, neighborhoods, and community do not consider that we also have issues 

that need us to go and see a health provider. They always consider the facility for 

mothers and children only. We have issues as well. We want someone at the facility to 

listen to our problems. FGD at Debre Birhan, unmarried Youth.  

This claim was also confirmed by key informants from the IDP camp at Gondar. The IDP 

Coordinator mentioned: 

There is nothing that we did to entertain the needs of youth. There is no Youth friendly 

service at the camp. There is no comprehensive service. IDP Coordinator, Gondar.  
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The expert from the Ministry of Health (MoH) also asserts that youth issues in the IDP context 

have been overlooked. The expert explained: 

It is obvious that adolescents and youth are more exposed to the IDP settings, but they 

are neglected in terms of services. They are exposed to violence by humanitarian relief 

workers or security officers. They are [vulnerable]. The service providers are also not 

aware that the youth need the services. IDP and Emergency Coordinator, Ministry of 

Health.  

Several challenges contributed to the latent prevalence of GBV in the IDP camps which further 

inhibited service delivery. Most victims of GBV prefer to conceal the violence owing to a lack 

of awareness and their fear of being stigmatized by others. Moreover, the safety of the 

surrounding area is also the main challenge reported, particularly for unmarried youths. The 

latrine in the camp is far from a living place and girls are often raped in the toilet. Unmarried 

youth also mentioned that they are violated when they go out of the compound to buy goods 

or when they go to school. An unmarried female recounted:  

whenever we go out to buy something outside of the compound, there is a gang of men 

group sitting outside and asking us to say Hi forcefully or to sit and talk to them against 

our will. FGD at Debrebrehan, Unmarried Youths. 

The victims are also forced to keep silent by their abuser. Heaps of these factors complemented 

by the inadequacy of service and facilities are the main gaps related to GBV.IDP Coordinator 

mentioned: 

Several GBV victims come to the clinic, but they are reluctant to disclose it in front of 

other attendants. If we had a separate room, we could easily help them and treat them. 

Some midwives are trained in a specific field, but we don’t have a separate table for 

the GBV-related services.  

IDP Coordinator, Woreda Health Office, Debrehan 
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MENTAL HEALTH 
 In most cases, mental health is stemmed out of gender-based violence where victims are 

suffered from post-trauma of the violence and abuse, they experienced. Studded by the 

destruction and loss of their property, home, and aspiration, the GBV was identified as the 

main precursor to a mental problem most IDW are experiencing. A married woman recalled: 

Armed rebels came and raped me for three. Now, I am mentally disturbed. I do not even trust 

my husband. I suffered a lot; how could one do this to a 9-month pregnant woman? FGD at 

Gondar, Married Woman.  

 

The loss of their family and property has also exposed several IDWs to mental health problems. 

A married woman described: 

One of my sisters is not normal. She lived and worked for 6 years in Saud Arabia. She 

came and built a house with the money she accumulated, unfortunately, she lost her 

house; they burnt the house and took everything she had. She was distressed. She is a 

mother to a 7-month-old baby. We reached here at the camp, and we were informed 

my father was killed when he was about to escape and that worsened her situation. We 

took her to holy water, and she is now getting better. She was treated at the camp 

facility, and they gave her medication.  

 

The intensity of mental health problems was reported high for adults compared to youths. The 

most common mental health problems are Post Traumatic Stress Disorder (PTSD) and 

depression. Service provider informed: 

The mental disorder and anxiety are noticed mainly among the adult age group, as they 

leave their asset and all they have in their place of origin. When they lose control over 

their lives, they become hopeless and get stressed. Service Provider, Debreberhan.  

 

The treatment for mental health is carried out at the camp, adjacent health centers, and hospitals 

for both camps. In the case of IDP camps at Debre Berhan, university lecturers from 

Debrebirhan University intervened in mental health cases, especially during the first round of 

IDP. Likewise, the IDP at Gondar would get mental health treatment at the campsite in 
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cooperation with Gonder University. The International Organization for Migration also 

engages mothers in different crafting activities to stabilize their mental state.  

 

The finding from the study shows that there are two main types of mental health services being 

delivered in both camps: psychosocial support and psychotherapy. The clinic at the camp 

would identify the mental health patients and give psychosocial treatment which is believed 

minor and treatable at the camp level. If the case involves psychotherapy or serious mental 

illness, the patient would be referred to the hospital.   

 

The finding shows that mental health problem is the most common ailment among IDPs but 

invisible and unnoticeable for nearly all IDPs. Endless stress, hopelessness, and alienation from 

the community were iterated by study participants. However, unawareness of the IDPs about 

the mental health problem, or overlooking the stress or depression unless it becomes notorious 

insanity has limited the number of mental health service seekers. On top of that, discontinuity 

of the service has left the mental health issue unattended.  

  
HIV/STI  
Key informants reported that STIs/HIV are spreading in the IDP camps alarmingly. The spread 

of STIs/HIV showed a sheer increase over the period. The informants attributed the outbreak 

of war to an underlying issue of STI/HIV spread since most IDW was the victim of GBV. IDP 

coordinator described: 

During the [outbreak of] northern conflict, the number of HIV carrier IDP was more 

than we expected. IDP Coordinator, Debreberhan.  

The majority of respondents, both married and unmarried women have little or no awareness 

of STIs and prevention mechanisms. In fewer cases, respondents recalled the awareness they 

had about STIs at their place of origin. Respondents blamed the camp administration for there 

being a minimum attempt made to aware the camp dwellers aware of STI/HIV. Married women 

explained: 
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…here we live together with people we do not know; I wish they give us information 

about STI/HIV. I often see information posted here and there, but most of the dwellers 

cannot read and write. FGD at Debreberhan, Married Woman.  

Unmarried females also iterated that their awareness of STIs is minimal. The unmarried 

discussant responded: 

I don’t know what STI is but I heard about it, I don’t know what causes STI and what 

the consequences are. FGD at Gondar, Unmarried Youth.  

The low awareness about STIs, the service utilization among the IDW is reported minimal. 

Inadequate service provision, scanty equipment, and logistics have also aggravated the service 

gap for STIs/HIV. According to key informants, the service delivery for STIs is currently at its 

nadir and has prematurely decreased over time owing to meager and discontinuous medical 

provision. Key informants informed: 

Laboratory kits such as rapid diagnostic test (RDT) kits, and HIV test kits are not available. 

Service Provider, Debreberhan.  
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4.7. DISCUSSION 

PREDISPOSING FACTOR  

The current study aimed to assess sexual and reproductive health service utilization and its 

associated factors among internally displaced women in three towns of the Amhara region. In 

this study, it was revealed that the overall sexual and reproductive health service utilization 

(SRH) among internally displaced mothers was an average score of 53% (±23%).  

Women’s education was identified as a significant factor in the utilization of sexual and 

reproductive health services. It was indicated that the utilization of sexual and reproductive 

health services was less likely among the internally displaced women who did not attend their 

education compared with those who attended their secondary and above education. (Beegle, 

Frankenberg & Thomas, 2001) supported this finding that the women’s formal education level 

plays a more important role in utilizing SRH service.  This might be explained by the fact that 

no question educated women can have better information about the available sexual and 

reproductive health services. Education provides better health knowledge, improves the 

effectiveness of health behavior, and enables clients /mothers to utilize the SRH service. 

The household family size was also found as a determinant of sexual and reproductive health 

service utilization among internally displaced women. The study found that displaced women 

with a household family size of 4-6 were more likely to utilize sexual and reproductive health 

services compared with those with a family size of more than six. This is probably because 

mothers with fewer family sizes would better know the benefit of the service as they can limit 

or space the number of family sizes and have a healthy family that will enable them to have 

better education, nutrition, and psychological support likened to those increased family sizes. 

On the other hand, it was pointed out that the utilization of sexual and reproductive health 

services was more likely to increase among internally displaced mothers who got information 

from SRH service providers compared to those mothers without any SRH information.  
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This might be because SRH service providers provide comprehensive information about the 

available SRH services and the benefits of utilizing the service, so the mothers decided to 

utilize the intended service based on the information provided.  As revealed in this study, 

almost 49 % of the respondents reported service providers, health extension workers, or any 

other service providers. This means that strengthening SRH information for the IDP 

community and awareness-creating activities can scale up the uptake of SRH service 

utilization.  As per the UNFPA (2010) report, more educated women are more likely to know 

available SRH services and develop more confidence to use and seek them. For example, in 

Thailand, the literacy rate for women is 96% a massive fertility decline was recorded, and the 

population growth was 1.4% per annum.     

A significant association was observed concerning preferring health facilities for SRH service. 

It was figured out that utilization of sexual and reproductive health services by internally 

displaced women was more likely to increase among those who preferred health facilities to 

obtain the SRH service. It might be explained when women prefer the health facility to obtain 

the service, they could get better information about the service from the providers so that they 

would develop a positive attitude towards the service and be motivated to access the SRH 

service. 

ENABLING FACTOR:  

To systematize and hasten the SRH services in IDP camps, several plans, guidelines, and policies 

are introduced. The Health Sector Transformation Plan (HSTP) is an overarching transformative 

attempt made by MoH. It is composed of SRH as one of its pillars. Based on the HSTP, the 

Reproductive Health Strategy for five years (2020-2025) and the National Adolescent and Youth 

Health Strategy have been launched and included in the newly developed guideline. MoH is also 

working aggressively to ensure the requirements stipulated by the Global  

 

Inter-Agency Working Group (IAWG) which advocates for the incorporation of SRH in policies 

and guidelines. In terms of coordination and collaboration, task forces have been formed to 

respond to IDPs’ needs. There is a great collaboration among different actors. UN agencies, 
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NGOs, and GOs are supporting the needs of the region. regarding SRH utilization, other 

organizations are also supporting but UNFPA is providing the RH kit for the IDP health facilities 

and adjust health centers.  

 

There is the discontinuation of support and funding. Service providers and IDP camp coordinators 

mentioned that there are discontinuities of support and funding. Apart from MoH and EPHI, 

various stakeholders are also partaking in resource mobilization, funding, and capacity building. 

Key informants indicated that there are some national and international organizations working 

with the Ethiopian government to address the needs of IDPs. However, the funding is 

discontinued due to budget cuts. 

 

PREDISPOSING FACTORS  

The camp facilities do not have adequate water, and no electricity, and the road taken to the health 

center is inconvenient for transportation, especially for pregnant women and those who have 

follow-ups. There is a major concern among the IDW regarding the inadequacy of ANC and PNC 

services at the clinic. Both married and unmarried women at Debreberhan and Gondar camps 

have complaints that there is a noticeable inadequacy of medication.  

 

Surprisingly, the FP need among IDPs is very high but there is a high disparity between the need 

and its availability. The demand and supply are incomparable. Inadequacy and inaccessibility of 

contraceptives exacerbated the precariousness of service provision for family planning.  

 

There are no services available for GBV and Abortion at the facility in the camp, but they referred 

the clients with such issues to the adjustment health center and hospital. There are complaints 

from the IDPs side that they are not well treated at the hospitals and sometimes they are asked to 

pay for the services even if they provide the referral support letter in Gondar.  

 

It's surprising, to understand that the humanitarian relief workers are sometimes the perpetrators 

of the GBV.  The discussion with married and unmarried youth helps the researcher understand 

there is a service need for the difference between the two age groups. The discussion with service 
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providers and married and unmarried youth informed that mental health problem is the most 

common ailment among IDPs but invisible and unnoticeable for nearly all IDPs. 

 

Limitation  

While interpreting the findings of this study, readers/researchers/scholars need to consider the 

following limitations. Due to the sensitive nature of the information, the accuracy of the 

information might be missed. The researcher and data collector tried to mitigate the bias by 

interviewing the respondents outside of the shelter, where their families and friends were not 

around with all the difficulties.  
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CHAPTER FIVE 

CONCLUSION AND RECOMMENDATIONS 
5.1. CONCLUSION 

The research aimed to assess the SRH Utilization among Internally displaced women in the 

Amhara region. The following conclusions were drawn: In the current study, the utilization 

of sexual and reproductive health services among internally displaced women was an average 

score of 53% (±23%). 

 

PREDISPOSNG FACTOR: Women’s educational status, household family size, source of 

information about the SRH service, and prefer the health facility to access the SRH service 

were identified as the significant factors for the utilization of SRH among the internally 

displaced women in the three towns of the Amhara region. 

 

ENABLING FACTOR: several plans, guidelines, and policies are introduced regarding IDP 

in Ethiopia such as the RH strategy, 5 years HSTP plan, and AYH strategies of the Ministry 

of Health and regular preparedness, response, and restoration plan by the Ethiopian Public 

Health Institutes. There seems to be a coordination among different actors in the region but 

now there is a discontinuity with regards to funding and support.  

 

NEED FACTOR: Regarding service availability the camp has no water, or electricity and 

the facilities at the camp are not designed for health facility purposes. The needs of married 

women and unmarried youth are different. The service providers did not consider the youth 

to have SRH needs. Unavailability of commodities, supplies, and equipment at the facility 

both at the camp and at the adjacent health facilities.  

 

This study also identifies that mental health is a prominent health concern among Internally 

displaced women in the Amhara region, and little attention has been given.  
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5.2. RECOMMENDATIONS 

This study proposes several recommendations for different actors to improve service 

utilization in IDP camps:   

IMPLICATION FOR PREDISPOSING FACTORS  

• Multi-sectoral collaboration is most needed between the education and health sectors, 

as keeping girls in school has a huge impact on utilizing SRH services. One of the 

major reasons for dropout among adolescents and youth is associated with menses and 

availing of sanitary pads for girls is vital.  

• A tailored SRH information is critical for the IDP community, as an SRH source of 

information found to be important to utilize the services, it’s important to know the 

modality to disseminate information about SRH. Intervention programs can be 

designed to increase the source of channels to reach out to the IDP communities. Health 

providers need to be enriched with communication skills and refresh themselves with 

updated SRH information. 

• As the majority of the IDPs prefer to go to the facility and as one of the significant 

factors to SRH service utilization, supplies and commodities availability is critical to 

meet the client’s need. In addition to that, youth-friendly services for unmarried youth 

are important to attract the youth to utilize the services.  

 

IMPLICATIONS FOR ENABLING FACTORS 

• Enough policies, guidelines, and preparedness plans are available at the Ministry of 

Health, Ethiopian Public Health Institutes, and Amhara Regional Health Bureau. 

Implementation of what’s in the policy and guideline is the next important step to 

follow and ensure what’s in the policy is executed.  

• The Ministry of Health needs to make sure that facilities at the camp fulfill the 

standards and ensure the readiness of the facility in terms of supplies, equipment, and 

commodities.  
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• The government needs to come up with an advocacy plan to increase the availability of 

funding to reproductive health commodity security and closely work with different 

stakeholders.  

• Organize a consensus-building meeting with pertinent CSOs to understand their role in 

holding the government accountable for financing FP commodities and monitor 

progress. 

IMPLICATION FOR REINFORCING FACTOR  

• The Ministry of Health and Amhara Regional Health Bureau strongly work to fill the 

gaps in terms of Family planning commodities and other supplies with EPSA on how 

to minimize the bureaucracy in the logistics and customs to get the commodity 

promptly.   

• Intensive capacity-building training for service providers on SRH services managing 

the IDP community and engaging the adjacent Universities to manage and follow up 

with mental health patients.  

 

IMPLICATION FOR FUTURE STUDIES  

• Some factors significantly influence SRH utilization among IDPs. Thus, this is 

suggested that further studies focus more on these factors for each minimum initial 

service.  To meet these purposes, further studies can investigate specific 

determinants from each factor to develop a more comprehensive understanding of 

each service associated and influencing factors.  
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QUALITATIVE STUDY INTERVIEW GUIDE  

 

SERVICE PROVIDER KII INTERVIEW GUIDE  

 

• Tell me about your time at the facility. How long have you been a service provider? 
How long have you worked here?  

• During this time at the facility, what has supported you? What other support would you 
like? (Probe – access to new training, professional development, Material support)  

• Did you get support from woreda, NGO, or any other governmental institute to excel 
in your work and lead others? What did you appreciate most about the support? 
Describe in what way the community in the camp encourages you and stay in it at these 
difficult times. What sort of support would help IDPs in this facility help more?  

• What are the prominent health issues among women in the IDPs?  
• What are the age-specific needs of IDPs of different age groups?  

o Safe motherhood – ANC/DC/PNC  
o Family Planning  
o GBV  
o Abortion  
o Mental health  

• Who is not coming to the facility, but you wish would? What needs to be changed so 
that they can deliver the care and can come and visit on a regular base?   

• How do you define the quality of care? What enables you to provide quality care? What 
more support do you need to be able to deliver the care and service that your clients 
seek?  
 

AVAILABILITY AND ACCESSIBILITY  

o ANC  
o Labor and Delivery Care  
o Safe Abortion/ Post Abortion  
o Immediate post-partum  
o Family planning  
o Blood transfusion  
o Postnatal care  
o Laboratory testing  

• Psychosocial care, counseling, and support service  
- Physical intimate partner violence  
- Sexual intimate partner  
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- Non-partner sexual assault  
- Physical and sexual assault  
 

• Does a psychosocial care package include?  
o Medical care for sexual and physical assault  
o Referral linkage  

• How many health service providers work in this health facility?  
 

 

INFRASTRUCTURE  

• Is electricity available? Generator? Solar system/power?  
• Does the facility refer?  

o Pregnant women, Laboring women, postpartum women, newborns, women 
seeking safe abortion care. 

• Does this facility have access to the ambulance? For emergency transport of the patient 
to/from this facility? Other means? How much time on average to transport emergency 
patients?  

• Is the service provided free of charge?  
• What are the routine activities to complete ANC (probe: weighting pregnant woman, 

blood pressure, urine test, blood test for anemia, blood group, RH factor, counseling, 
breastfeeding, HIV counseling, testing for HIV, blood glucose testing, counseling on 
post-partum FP)?  

• How many maternal waiting rooms are available – (Probe – delivery room, is a heat 
source in the delivery room, labor delivery bed, Newborn corner)  

• Are skilled birth attendants available at the facility or on-call 24 hours a day? Skilled 
providers, who can perform C-sections at health facilities?  
 

FAMILY PLANNING  

• What does the family planning service for adolescents and Youth (unmarried) aged 10 
– 19 or 20 – 29 look like?  

• What kinds of methods are available for clients? What are the most used?  
• Do clients need to pay to obtain the method?  

Probe – FP stockouts – if any, have the methods been out of stock at any time in the 

past three months? Does the facility have trained personnel available to remove 

implants (removal/Insertion) – IUD – removal or insertion?  
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GBV and Mental Health  

• What are the services available for GBV victims and/or survivors? What is the referral 
system? Rape victims and treatment?  

• How are mental health issues handled in the facility?  
• How far is the facility from the camp? How far is the camp from the referral health 

center?  
 

What are your three wishes to enable you and your facility to reach more # of people 

in the IDP setting who need your service, what would your three wishes be?  

 

INTERVIEW GUIDE -  

POLICY, COORDINATION, RESOURCE ALLOCATION, AND FACILITY 

READINESS  

 

1. Does the country have a national emergency preparedness plan or does the response 
policy exist? If exists are these plans rolled out at the regional level?  

2. Is SRH or MISP integrated into the National/ regional emergency plan?  
3. Is there a coordination mechanism (SRH working group) at the national level/ 

regional level? Are there civil society organizations? The UN agencies? INGO? Or 
are community-based organizations represented?  

4. Are there mechanisms for rapid mobilization of the fund? What other mechanisms 
do we have in place if donors are out of the picture? Are there any initiatives by the 
government to fill the gap?  

5. Are all the SRH commodities needed for MISP implementation part of the National 
essential medicines? How do you see the shortage of commodities? What are the 
plans to cover the gap?  

6. Is there a system in place, to deliver services, equipment, medicines, and 
commodities?  

7. Do the health care training curriculum or other relevant training for health service 
providers/staff?  

8. Are mechanisms in place for health staff to be moved or take on new roles in the 
emergency setting?  

9. Does the health response team contain specialists in SRH service providers?  
10. Are there barriers or challenges you think are for conflict areas to assess SRH 

services?  
FGD MARRIED WOMEN QUESTIONNAIRE GUIDE  

 



93 

 

1. Now I would like to begin with a few questions. what sort of things do you and people 
like you, who are married in the IDP setting take of your health and avoid getting sick?  

2. Is there a health facility at the camp? What kind of services do you seek from the health 
facility? Do you like the service at the facility? What is the kind of service you are 
seeking but couldn’t find?  

3. Are service providers available? Why do married women like you go to the health 
facility outside of the camp? How friendly and welcoming are the health care services 
provided towards married women like you?  

4. Who do you prefer to go with to the health facility?  What does good health care look 
like for women in the IDP setting?  

5. What kind of services are available for pregnant women at the health facility in the 
camp and adjacent health centers? Have you or your friends or family delivered at the 
health facility after coming to the camp? what services are available? Are you or your 
friend satisfied with the services available? What more needs to be done? Do mothers 
who have given birth go to the facility after giving birth or will the service providers 
come to visit?  

6. Are FP services available at the facility? What is the type of service available at the 
facility in the camp? what are the methods available at the health center? What is the 
kind of FP methods you can't find at the facility but wish to find?  

7. What are the challenges at the health facility to provide the method? Are there FP 
services available whenever a married woman asks? What are the challenges?  

8. Is there HIV/ AIDS testing at the Facility? Are there HIV treatment services at the 
facility? Do HIV-positive IDPs get the services?  

9. Are married women in IDP abused, raped, physically hurt, or detained during the 
conflict? Do you know anyone at the shelter with a similar case? What are the services 
like for people in such kinds of situations? Are there any GBV cases at the camp?  
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Consent Form for Survey 
(Flesch-Kincaid Readability Grade 6) 
 
Hello, my name is Bethelhem Fekade and I am currently a student at Addis Ababa University, College of 
Developmental Studies – Center for Population Studies.  We are gathering information on SRH service access 
and utilization. We are here only to ask questions. We are conducting this survey among women between 10 and 
49 years of age. We want to use what we learn to plan health services in your area. 
 
Purpose of the Survey 
The researcher is doing this survey to find ways to improve access to  and uti l ization of  SRH services 
among IDPs in  the Amhara region.  The findings from this survey may help us find ways to decrease SRH-
related issues.  
 
Your house has been chosen from the list of houses in this area. You were chosen from this list because you are 
between the ages of 10 -and 45. You were randomly selected using numbers on a chart. This number is not linked 
to you for any other reason except that it helped us choose women from the list. More than 600 IDPs from this region 
will be asked to participate in this survey. 
 
You are free to join the survey or not. If you do not join, you will not lose any health care services that you normally get. 
We will ask you some questions about your service-seeking behavior, your health, and your experiences with violence. 
We will also ask about the conflict in your home country if this applies to you. 
Other questions are about AIDS and sexual behavior. It will take about 45 minutes to answer all of the questions. 
 
Risks and Benefits 
There is no risk to your health from being in this survey. Some of the questions in the survey ask about your health and 
your family. We will also ask you questions about your experiences with violence. 
Answering questions like this can be difficult. If the questions are upsetting or difficult for you to answer, we can stop the 
interview at any time or we can skip those questions. You may not want to answer some of them. If you do not want to 
answer a question, we will just skip it and go to the next question. 
 
We hope to learn how health care and community programs in this community can serve women and their families 
better. We will give you names of people you can go to if you have any questions or concerns about what we discuss. 
If someone enters the room while we are talking about something private, we will change the topic. 
 
 
Questions or Concerns 
There are people you can contact if you have any questions or concerns. If you have questions about the survey, you 
can contact Bethlehem Fekade. You can reach her by calling her [+251 938943451]  
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Confidentiality and consent for interview 
You will be asked some very personal questions that some people find difficult to answer. Your answers will be kept 
private and secret. No one will know that the answers came from you. Also, no one else in the camp or household 
will know what you tell us. We will never use your name with anything you tell us. 
 
You do not have to answer a question if you do not want to. You may stop answering questions at any time. We 
would be very grateful for your help. The questions will take about 45 minutes. Do you agree to participate? 
 
Participant: I agree to answer the questions. 
 
 
(Signature of the interviewer to whom oral consent was given by the participant) or if they can read 
and write they may sign on the consent form.  
 
If Respondent Refuses, Read the Following and Then Complete the Visit Record 
I’m sorry you will not be able to participate in this survey. May I ask you why you do not want to 
participate in the survey? 

1. No time/busy 
2. Not interested 
3. Information too sensitive 
4. Other (specify)  
5. No reason given/don’t know 

 

Thank you very much for your time. ---------------------------------- END—COMPLETE THE VISIT 
RECORD 
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