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Abstract
Background
To address family planning for crisis-affected communities, in 2011 and 2012, the United Nations High Commissioner for Refugees and the Women’s Refugee Commission undertook a multi-country assessment to document knowledge of family planning, beliefs and practices of refugees, and the state of service provision in the select refugee settings of Cox’s Bazar, Bangladesh; Ali Addeh, Djibouti; Amman, Jordan; Eastleigh, Kenya; Kuala Lumpur, Malaysia; and Nakivale, Uganda.

Methods
The studies employed mixed methods: a household survey, facility assessments, in-depth interviews, and focus group discussions.

Results
Findings on awareness and demand for family planning, availability, accessibility, and quality of services showed that adult women aged 20–29 years were significantly more likely to be aware, to have ever used, or are currently using a modern method as compared to adolescent girls aged 15–19 years. Facility assessments showed limited availability of certain methods, especially long-acting and permanent methods. Despite availability, in all sites, focus group discussion participants—especially adolescents—reported many accessibility-related barriers to using existing services, including distant service delivery points, cost of transport, lack of knowledge about different types of methods, misinformation and misconceptions, religious opposition, cultural factors, language barriers with providers, and provider biases.

Conclusion
Based on gaps, partners to the study developed short and long-term recommendations around improving service availability, accessibility, and quality. There remains a need to scale up support for refugees, particularly around adolescent access to family planning services.
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Background
Previous studies around family planning in refugee situations show that published interventions for refugee communities have primarily focused on increasing access to care through supply side improvements, as well as shifting behaviors and attitudes to enhance demand and use [1, 2]. The Inter-agency Working Group (IAWG) in Reproductive Health in Crises’ 2012–2014 global review found the scarcity of long-acting and permanent methods,1 as well as other supply side challenges hindering accessibility [3]. Other studies have similarly documented challenges in supply chain management and provider biases that limit access to and uptake of family planning services in humanitarian settings [1, 4–6].
Studies examining the sexual and reproductive health (SRH) outcomes of refugees and internally displaced persons within camp settings compared to the host community present varying results, with both superior and inferior health outcomes between the two populations [7–10]. The results show that the diversity of populations and quality of services influence SRH outcomes. The ability to pay and distance to services are repeatedly cited as variables impacting use, as well as quality of services [3, 4, 11, 12]. The IAWG global evaluation highlights the necessity for programs to integrate mechanisms to understand how to best address family planning needs in humanitarian settings [3].
To better understand barriers to contraceptive use and identify practical responses in refugee settings, in 2011 and 2012, the United Nations High Commissioner for Refugees (UNHCR) and the Women’s Refugee Commission (WRC), with technical assistance from the U.S. Centers for Disease Control and Prevention (CDC), undertook a multi-country baseline study to document knowledge of family planning, beliefs and practices of refugees, as well as the state of service provision in the refugee settings of Cox’s Bazar, Bangladesh; Ali Addeh, Djibouti; Amman, Jordan; Eastleigh, Kenya; Kuala Lumpur, Malaysia; and Nakivale, Uganda. The research examined the barriers and challenges at the community and health facility levels that hindered uptake of contraceptives, and the practical ways that the challenges could be addressed. This article summarizes key findings from the mixed-methods study, as well as some of the follow-up activities that were undertaken to address identified gaps.

Methods
Six countries were selected for data collection based on geographic diversity (Table 1). Specific locations within countries were chosen based on lack of family planning data; existence of a family planning program; refugees’ previous exposure to family planning; and presumed cultural barriers. A family planning program was defined as a site that had a UNHCR-supported project that had a family planning component. Refugees’ previous exposure to family planning implied whether the population could be assumed to receive some type of family planning information, either in their country of origin or site of refuge. The populations targeted lived in camps, settlements, and urban areas. The studies employed a multi-pronged approach: a household survey among women of reproductive age (WRA); facility assessments to examine service quality; in-depth interviews with community leaders; and focus group discussions with the refugee community (Table 2).Table 1Data collection activities conducted


	Location
	Setting
	Refugees’ country of origin
	# of HH Survey respondents
	# of in-depth interviews
	# of FGD participants
	# of facilities assessed
	Study languages

	Ali Addeh, Djibouti
	Camp
	Somalia
	500
	3
	34
	1
	Somali

	Eastleigh, Nairobi, Kenya
	Urban
	Somalia
	442
	4
	41
	3
	Somali

	Nakivale, Uganda
	Settlement
	Primarily from DRC
	470
	3
	48
	4
	Swahili/Kinyarwanda/Somali and English

	Amman, Jordan
	Urban
	Iraq
	410
	3
	107
	7
	Arabic

	Kuala Lumpur, Malaysia
	Urban
	Myanmar
	422
	6
	66
	3
	Burmese

	Cox’s Bazar, Bangladesh
	Camp
	Myanmar (Rohingya)
	507
	4
	30
	4
	Burmese




                        Table 2Focus Groups


	Location
	Women’s Groups (age 20–49 years)
	Men’s Groups (age 20–59 years)
	Adolescent Girls’ Groups (15–19 years)
	Adolescent Boys’ Groups (15–19 years)

	Cox’s Bazar
	Two groups: 8 women
	One group
	Two groups: 7 and 8 each
	One group: 7 boys

	Ali Addeh
	Two groups: >28 years
	One group: >40 years
	Two groups: 17–25 years
	One group: 19–25 years

	Amman
	Three groups: averaging 10 women/group; 20–49 years
	Three groups: averaging 9 men/group
	Three groups: averaging 9 girls/group; 15–20 years
	Three groups: averaging 7 boys/group; 15–21 years

	Eastleigh
	Two groups: Aged 22 and above
	One group: Aged 22 and above
	One group: Aged 16-22
	Two groups: Aged 16-22

	Nakivale
	Two groups: 8 women each
	One group: 8 men
	Two groups: 8 girls each
	One group: 8 boys

	Kuala Lumpur
	Chin: One focus group, 5 women
Myanmar Muslims: 6 women
	Chin: 4 men
Myanmar Muslims: 6 men
Rohingya: 6 men
	Chin: 8 girls
Myanmar Muslims: 7 girls
Rohingya: 6 girls
	Chin: 8 boys
Myanmar Muslims: 5 boys
Rohingya: 3 boys




                     
The study was commissioned by UNHCR Geneva for program improvement, and coordinated and supervised by the WRC. CDC provided technical assistance for quality assurance and assisted with data interpretation. The study supervisors were trained by the CDC and WRC before deploying to the field sites where they recruited and trained local teams on research ethics and data collection, and implemented the study. Study supervisors developed country-specific technical reports with detailed findings [13–19].
Household survey
A household survey based on family planning section of the CDC Reproductive Health Assessment Toolkit for Conflict-Affected Women was used to gather data on family planning-related knowledge, attitudes, and behavior among WRA [20]. Sampling frames for Cox’s Bazar, Amman, and Kuala Lumpur were generated through UNCHR’s ProGres database and registered mobile numbers. The remaining sites relied on spatial sampling.
Female interviewers were recruited from the host community. Female participants were asked to provide verbal consent and the surveys were administered in the refugees’ dominant languages. No identifying characteristics of respondents were recorded during data collection. All collected data were entered by the study supervisors, cleaned, and analyzed using CSPro, SAS, or SPSS. For this article, the WRC and staff from the University of Michigan Institute for Social Research merged, cleaned, and re-analyzed the six country datasets using SPSS.

Facility assessment
Facility assessments were conducted to examine service availability, quality of services, and provider perspectives. Facilities were selected by UNHCR and its partners based on the level of care provided and included government- and UNHCR partner-run facilities. Broadly, facility assessments examined staffing, training, method mix, and capacity to meet infection prevention standards. The assessment was conducted using an adapted health facility checklist with a scoring grid; a short interview with providers (or staff in charge) in their primary language; and an observation of family planning consultations. Study supervisors entered the data into an Excel database for analysis.

In-depth interviews
In-depth interviews were conducted among men and women and included refugee community leaders, imams, and health volunteers. The guides were developed by WRC and UNHCR and translated and reviewed in each site. The interviews were conducted in the local language through an interpreter. The questions sought to learn about challenges and barriers to increasing contraceptive uptake within the refugee community. Respondents were purposively selected by UNHCR and partners based on interviewees’ presumed knowledge of the community and/or their constituents if they were leaders.

Focus group discussions (FGDs)
FGDs were held with refugee women, men, adolescent girls, and adolescent boys to gather qualitative data on attitudes towards and barriers to contraceptive uptake. The FGDs were conducted in the local languages by a facilitator of the same gender of the group, and audio recorded. The study supervisors transcribed, translated, and analyzed the data per site.


Results
Respondents and health facilities
All health facilities assessed were supported by UNHCR, and included government referral hospitals and NGO clinics. In Amman, Eastleigh, and Kuala Lumpur, both government and NGO health facilities were assessed. In Cox’s Bazar, Ali Addeh, and Nakivale, facilities were run by national and international NGOs.

Quantitative analysis
For quantitative analysis, responses from 2,733 refugee women were included. We used four outcome measures: awareness, ever use, current use, and unmet need for family planning methods. All of these outcomes are measured as a dichotomy, yes (coded 1) versus no (coded 0). Our explanatory measures were women’s age, marital status, education, and location of refuge as a respondent’s background characteristics. Age and marital status are important proximate determinants of fertility, and hence, for contraceptive use [21–24]. Similarly, education is one of the determinants of contraceptive awareness, use, and unmet need [25–29]. Thus, we explored whether there was any association between these background characteristics and outcomes. We also controlled for site of refuge as the association between explanatory and outcome measures.
First, we describe the sample using simple descriptive tools such as frequencies and percentages. Second, we examine associations between various outcome measures by women’s background measures (Table 3). We then provide distribution of outcome measures of each modern and traditional method by women’s background characteristics (Table 4). Finally, as the bi-variate results may mislead conclusions due to confounding from other factors, we use multivariate analysis to explain the net effects of various background characteristics on outcomes of interest. As all four outcome measures are dichotomous in nature, we used binary logistic regression as the multivariate tool. Results are provided in Table 5 and described below.Table 3Descriptive statistics of measures used in the analysis (n = 2733)


	Measures
	Outcome measures

	Awareness
n (%)
	Ever use
n (%)
	Current use
n (%)
	Unmet need
n (%)

	Outcome measures (Yes)
	2021 (73.9)
	1059 (38.7)
	543 (19.9)
	184 (6.7)

	 Explanatory measures
	 	 	 	 
	  Age

	   15–19 years
   20–49 years
	192 (55.2)***
1829 (76.7)
	35 (10.1)***
1024 (42.9)
	14 (4.0)***
529 (22.2)
	14 (4.0)*
170 (7.1)

	  Current marital status

	   Married
   Unmarried (Other)
   Missing response
	1524 (76.8)***
299 (64.9)
198 (69.0)
	953 (48.0)***
74 (16.1)
32 (11.1)
	522 (26.3)***
15 (3.3)
6 (2.1)
	174 (8.8)***
7 (1.5)
3 (1.0)

	  Education

	   Ever attended
   Never attended
	1162 (83.8)***
859 (63.8)
	604 (43.6)***
455 (33.8)
	319 (23.0)***
224 (16.6)
	80 (5.8)*
104 (7.7)

	  Site of refuge

	   Ali Addeh
   Eastleigh
   Nakivale
   Amman
   Kuala Lumpur
   Cox’s Bazar
	178 (35.6)***
256 (16.1)
376 (81.2)
383 (94.1)
373 (89.9)
455 (89.7)
	48 (9.6)***
62 (14.1)
56 (15.7)
132 (34.9)
123 (39.4)
231 (48.5)
	20 (4.0)***
36 (8.2)
68 (14.7)
98 (24.1)
134 (32.3)
187 (36.9)
	8 (1.6)***
17 (3.9)
79 (17.1)
20 (4.9)
32 (7.7)
28 (5.5)


Chi-square + p < .10, * p < .05, ** p < .01, *** p < .001



                           Table 4Awareness, ever use, and current use of family planning methods by women’s background characteristics and site of refuge


	 	Modern method (%)a
                                          
	Traditional method (%)

	Male condom
	Pill
	Female condom
	EC
	Injectables
	Implants
	IUD
	Tubal Ligation
	Rhythm
	Withdrawal
	Other

	Awareness (N)
	2726
	2630
	2727
	2718
	2728
	2719
	2725
	2726
	2724
	2725
	2634

	 Age

	  15–19 years
  20–49 years
	37.9
59.5
	45.6
69.5
	7.5
12.1
	0.9
3.7
	30.5
52.6
	7.5
21.9
	10.3
25.7
	8.9
27.2
	4.3
22.1
	4.6
21.6
	0.3
2.8

	 Current marital status

	  Married
  Unmarried (Other)
  Missing response
	60.3
48.9
44.3
	70.1
56.0
58.9
	12.2
8.7
11.9
	3.5
2.0
4.2
	54.1
47.0
24.7
	23.1
12.0
12.5
	25.0
8.5
39.4
	27.7
18.0
16.7
	22.5
8.3
19.9
	24.0
5.0
10.8
	2.6
1.6
2.8

	 Education

	  Ever attended
  Never attended
	67.3
45.9
	75.1
57.5
	15.0
8.0
	5.0
1.6
	51.6
47.9
	22.0
18.1
	40.0
7.0
	33.0
16.6
	33.7
5.5
	32.8
5.7
	2.2
2.8

	 Site of refuge

	  Ali Addeh
  Eastleigh
  Nakivale
  Jordan
  Malaysia
  Cox’s Bazar
	10.6
46.5
76.2
69.2
79.3
64.9
	33.9
33.6
83.1
93.1
75.9
86.6
	0.4
22.2
18.6
9.3
15.8
5.1
	0.2
4.8
1.7
6.9
4.4
2.8
	21.6
38.8
55.9
27.3
72.2
81.5
	1.0
17.7
18.5
16.2
24.3
42.0
	1.4
5.7
3.7
87.2
36.1
18.5
	3.0
2.3
6.1
49.4
46.5
46.2
	4.2
7.9
17.2
63.9
34.5
0.6
	1.0
16.1
9.1
57.5
42.3
0.6
	5.8
2.0
5.2
0.2
0.3
0.2

	Ever Use (N)
	2709
	2620
	2720
	2717
	2715
	2706
	2717
	2714
	2714
	2715
	2223

	 Age

	  15–19 years
  20–49 years
	3.2
12.0
	5.6
26.8
	0.0
0.2
	0.0
0.8
	4.1
22.1
	0.3
1.7
	0.0
4.8
	0.3
1.4
	0.3
10.0
	0.6
12.3
	0.0
2.7

	 Current marital status

	  Married
  Unmarried (Other)
  Missing response
	13.2
5.2
4.2
	30.1
8.2
8.8
	0.2
0.0
0.0
	0.8
0.0
1.0
	24.5
10.3
2.4
	2.1
0.0
0.4
	5.7
0.4
0.0
	1.6
0.7
0.3
	11.0
3.7
1.4
	14.4
1.3
1.1
	2.6
1.6
2.8

	 Education

	  Ever attended
  Never attended
	5.6
16.0
	21.8
26.7
	0.1
0.1
	0.6
0.8
	22.9
16.8
	1.8
1.3
	0.3
8.1
	1.1
1.4
	3.7
13.6
	3.0
18.4
	2.4
2.3

	 Site of refuge

	  Ali Addeh
  Eastleigh
  Nakivale
  Jordan
  Malaysia
  Cox’s Bazar
	0.2
6.4
11.8
24.5
19.3
6.7
	9.6
14.1
15.6
32.5
29.7
42.0
	0.0
0.0
0.4
0.0
0.0
0.4
	0.2
2.3
0.0
1.0
0.2
0.6
	5.4
10.9
22.7
3.2
23.5
49.3
	0.0
4.8
0.9
0.0
0.2
3.2
	0.0
0.7
0.2
24.5
2.4
0.4
	0.2
0.0
1.7
2.2
1.7
0.4
	4.0
2.3
11.0
24.0
14.3
0.0
	0.6
7.5
4.1
36.2
22.5
0.0
	5.4
1.1
4.1
20.0
0.0
0.2

	Current Use (N)
	2622
	2731
	2432
	2622
	2622
	2622
	2622
	2622
	2622
	2622
	2433

	 Age

	  15–19 years
  20–49 years
	1.4
4.1
	1.1
6.8
	0.0
0.0
	0.0
0.1
	2.5
8.8
	0.0
0.9
	0.0
2.1
	0.0
1.1
	0.0
1.4
	0.4
4.2
	0.0
0.0

	 Current marital status

	  Married
  Unmarried (Other)
  Missing response
	4.5
1.9
1.8
	8.2
0.2
1.0
	0.1
0.0
0.0
	0.1
0.0
0.4
	10.4
1.6
0.4
	1.0
0.0
0.0
	2.4
0.3
0.0
	1.2
0.3
0.0
	1.6
0.5
0.0
	5.0
0.3
0.0
	0.1
0.0
0.6

	 Education

	  Ever attended
  Never attended
	1.2
6.5
	5.7
6.5
	0.1
0.0
	0.2
0.1
	9.4
6.9
	0.9
0.6
	0.1
3.6
	0.9
1.0
	0.2
2.4
	0.6
7.0
	0.0
0.1

	 Site of refuge

	  Ali Addeh
  Eastleigh
  Nakivale
  Jordan
  Malaysia
  Cox’s Bazar
	0.0
1.8
2.0
9.1
9.5
2.3
	2.0
3.4
1.5
2.9
14.5
12.4
	0.0
0.0
0.0
0.0
0.0
0.2
	0.0
0.2
0.0
0.0
0.0
0.5
	2.7
2.3
10.0
0.2
8.5
24.9
	0.0
2.3
0.4
0.0
0.0
1.8
	0.0
0.0
0.2
10.3
1.3
0.0
	0.0
0.2
1.3
1.5
0.8
2.8
	0.0
0.0
0.9
2.7
4.6
0.0
	0.6
0.2
0.7
12.5
11.6
0.0
	0.0
0.0
0.0
0.0
0.0
0.2



                                    aPer CDC's RH Assessment Toolkit, vasectomy has been excluded from the information on awareness, current use, ever use, and unmet need. It was not collected from the refugee women in this survey



                           Table 5Binary logistic regression (odds ratios in parenthesis) results estimating awareness, ever use, current use, and unmet need for family planning by women’s background characteristics and site of refuge


	Explanatory Measures
	Outcome measures

	Awareness
	Ever use
	Current use
	Unmet need

	Age (Ref: 20–49 years)

	 15–19 years
	−1.287 (0.28)***
	−1.573 (0.21)***
	−1.118 (0.33)***
	0.331 (1.39)

	Marital Status (Ref: Not married)

	 Married
 Missing information
	0.733 (2.08)***
0.304 (1.36)
	1.730 (5.64)***
−0.496 (0.61)+
	2.598 (13.44)***
0.008 (1.01)
	1.972 (7.19)***
0.069 (1.07)

	Education (Ref: Never attended)

	 Ever attended
	1.015 (2.76)***
	0.688 (1.99)***
	0.688 (1.99)***
	−0.285 (0.75)

	Site of refuge (Ref: Cox’s Bazar)
	 	 	 	 
	 Ali Addeh
	−3.072 (0.05)***
	−2.994 (0.05)***
	−2.899 (0.06)***
	−1.292 (0.28)**

	 Eastleigh
	−2.161 (0.12)***
	−2.248 (0.11)***
	−2.150 (0.12)***
	−0.316 (0.73)

	 Nakivale
	−0.931 (0.39)***
	−1.819 (0.16)***
	−1.600 (0.20)***
	1.227 (3.41)***

	 Amman
	−0.249 (0.78)
	−0. 819 (0.44)***
	−1. 115 (0.50)***
	0.227 (1.26)

	 Kuala Lumpur
	−0.673 (0.51)**
	−1.262 (0.28)***
	−0.690 (0.50)***
	0.623 (1.87)***

	Model Fit Statistics
	 	 	 	 
	 N
	2733
	2733
	2733
	2733

	 Intercept
	1.730 (5.64)***
	−0.545 (0.58)***
	−2.740 (0.07)***
	−4.513 (0.01)***

	 −2 Log Likelihood
	2320.80
	2757.02
	2124.31
	1193.12

	 Cox & Snell R Square (%)
	25.8
	27.9
	19.7
	5.5

	 Nagelkerke R Square (%)
	37.8
	37.8
	31.3
	14.2

	 Percent correctly classified (%)
	79.5
	77.8
	80.2
	93.3

	 Model X
                                            2
                                          
	814.49***
	892.14***
	600.88***
	155.16***

	 d.f.
	9
	9
	9
	9


+ p <.10; * p <.05; ** p <.01; *** p <.001



                        
Awareness and demand
We examined associations between women’s background characteristics such as age, marital status, education, and site of refuge on awareness, ever use, current use, and unmet need in the six settings. The analysis includes information from 2,733 women (excludes 10 missing for age and school attendance).2
                           

Awareness of any modern method
Overall, 74% of surveyed WRA reported that they were aware of at least one modern method of family planning (Table 3).
The associations between women’s awareness of modern family planning methods and age, marital status, education, and site of refuge are provided in Table 4 below.
The results show that women’s awareness to at least one modern method varied by age, marital status, education, and site of refuge. Adolescent girls (15–19 years) were significantly less aware of any modern method compared to adult women (20–49 years); 76.7% of adults reported that they were aware of any modern method, and 55.2% of adolescents were aware of any modern method. Further, 76.8% of married women reported that they were aware of any modern method compared to 64.9% of unmarried women. Women who ever attended school were more likely to report that they were aware of any modern method compared to those who never attended school.
By site of refuge, 94.1% of women in Amman were aware of any modern method, followed by Kuala Lumpur (89.9%), Cox’s Bazar (89.7%), and Nakivale (81.2%). In Ali Addeh and Eastleigh, 35.6% and 16.1% of women reported they were aware of any modern method, respectively. Associations were also found between awareness and individual background characteristics (Table 4).
By method, most women were aware of oral contraceptive pills (66.7%), followed by male condoms (56.7%) and injectables (49.8%). However, awareness of each method varied by site (Table 4).
Multivariate results show that adolescents were 72% (odds ratio = 0.276; p < .001; Table 5) less likely to be aware of any modern method compared to adults, controlling for marital status, school attendance, and site of refuge. Net of other factors, married women were two times (odds ratio = 2.080; p < .001) more likely to be aware of any modern method, compared to other women who were not currently married. Similarly, women who ever attended school were nearly three times (odds ratio = 2. 760; p < .001) more likely to be aware of any modern method compared to those who never attended school.
Site of refuge and awareness of any modern method were statistically significant: Adjusting for other factors, women living in Ali Addeh were nearly 95% (odds ratio = 0.046; p < .001; Table 5) less likely to be aware of any modern method compared to their counterparts living in Cox’s Bazar. Similarly, those living in Eastleigh, Nakivale, and Kuala Lumpur were 89%, 60%, and 49% less likely to be aware, respectively, compared to women in Cox’s Bazar, controlling for other factors.


Ever use of any modern method
Among the women surveyed, 38.7% reported that they ever used any modern method of family planning (Table 3). These results also suggest that adolescents were significantly less likely to report ever use of any modern method compared to older women. Among adolescents, 10.1% reported that they ever used any modern method compared to 42.9% of adults. More married women (48.0%) were likely to report ever use of modern contraceptives compared to other (unmarried) women (16.1%). Significantly greater proportions (43.6%) of women who ever attended school reported that they ever used any modern method compared to 33.8% among those who never attended school.
By site of refuge, significantly greater proportions (48.5%) of women in Cox’s Bazar reported ever use of any modern method compared to women in other sites. In contrast, a small proportion (9.6%) of women from Ali Addeh reported that they ever used any modern method. Ever use of specific modern and traditional methods by age, marital status, school attendance, and site of refuge are provided in Table 4.
By method, one-fourth of women (24.2%) reported ever using the pill. This was followed by injectables (19.8%), male condoms (10.9%), and withdrawal (10.8%); a traditional method. Ever use of specific methods also varied by site. While 49.3% of women in Cox’s Bazar reported that they ever used injectables, 42.0% reported that they ever used the pill. These methods were less common in other sites including Ali Addeh and Amman. Similarly, ever use of other methods also varied by site.
Multivariate results show adolescents were 79.3% (odds ratio = 0.207; p < .001) less likely to report ever use of any modern method compared to adult women, net of other factors (Table 5). Married women were nearly six times (odds ratio = 5.641; p < .001) more likely to report ever use of any modern method compared to women who were not currently married. Women who ever attended school were nearly two times (odds ratio = 1.990; p < .001) more likely to report ever use of any modern method compared to women who never attended school.

Current use of any modern method
Altogether, one in five women (19.9%) reported that they were currently using any modern method (Table 3). Bivariate results suggest that more adult women (22.2%) were currently using any modern method compared to 4.0% of adolescents. Significantly greater proportions of married women (26.2%) were currently using any modern method to avoid or delay pregnancy compared to other currently unmarried women. As expected, women who attended school were significantly more likely to report current use of any modern method. The distribution of current use of modern and traditional methods is provided in Table 4.
Among women reporting current use of any modern method, 8.1% of women were currently using injectables followed by pills (6.1%), male condoms (3.9%), and withdrawal (3.8%). Current use of specific methods also varied by site.
Results in Table 5 suggest that adolescents were significantly less likely (odds ratio = 0.327; p < .001) to report current use of any modern method compared to adults, adjusting for all other factors. Married women were more than 13 times (odds ratio = 13.438; p < .001) more likely to currently use any modern method compared to currently not married women, controlling for all other factors. Similarly, net of other factors, women who ever attended school were two times (odds ratio = 1.990; p < .001) more likely to report current use of any modern method compared to women who never attended school. By site of refuge, women living in all other sites were significantly less likely to report current use of any modern contraceptives compared to those living in Cox’s Bazar.

Unmet need for family planning
We examined unmet need3 for family planning among women in the six refugee settings. Overall, 6.7% of women reported unmet need for family planning. These are women who reported not wanting more children and are currently not using any modern method to stop or delay pregnancy.
From Table 3, 4% of adolescents compared to 7.1% adults reported unmet need for family planning. Similarly, 8.8% of currently married women reported an unmet need compared to 1.5% of currently not married women. A greater proportion (7.7%) of women who never attended school reported an unmet need compared to 5.8% of those who ever attended school. This scenario also varied by site.
Results from multivariate analyses suggest that only marital status and site of refuge remained significant for unmet need. Married women were slightly over seven times (odds ratio = 7.192; p < .001) more likely to report unmet need compared to those who were not currently married, net of other factors. By site of refuge, women living in Ali Addeh were significantly less likely to report unmet need.

Availability of family planning services
Facility assessments showed limited availability of certain methods. In Ali Addeh, Eastleigh, Kuala Lumpur, and Cox’s Bazar, all assessed facilities were offering at least three short-term methods (primarily male condoms, pills, and injectables); assessed facilities in Nakivale and Amman were not (Table 6).Table 6Summary of facility assessments


	 	Ali Addeh
	Eastleigh
	Nakivale
	Amman
	Kuala Lumpur
	Cox’s Bazar

	Facilities offering at least three short-term methods
	1
	3
	3
	4
	3
	4

	Facilities offering at least one long-acting method
	0
	3
	0
	4
	1
	2

	Facilities offering at least one permanent method
	0
	2
	0
	1
	1
	2

	Facilities offering EC
	1
	3
	3
	2
	0
	0

	Facilities offering EC in context of family planning program
	0
	0
	0
	0
	0
	0




                        
Stock outs of oral contraceptives were reported in Nakivale and Ali Addeh, the latter stemming from shortages at the regional level. In Amman, UNHCR’s two partners were not providing any family planning method, one citing religious reasons. However, the Ministry of Health (MoH) was providing free contraceptives to Iraqi refugees and encouraging them to access public services. Three public health facilities and one private NGO clinic provided more than three short-term methods. In Ali Addeh, Amman, and Kuala Lumpur, inadequate numbers of service centers or staff providing family planning were also barriers to availability.
Findings varied in terms of availability of long-acting and permanent methods (Table 6). In Eastleigh, all three visited facilities were offering implants and the intrauterine device (IUD), and two of three performed tubal ligation and vasectomy. In Amman, UNHCR’s partners did not provide any such methods; no assessed facility in Ali Addeh and Nakivale provided these methods.
In terms of emergency contraception (EC), only Ali Addeh and Eastleigh had the commodity available in all assessed facilities. In Amman, a prescription was necessary to obtain EC from pharmacies and UNHCR partner facilities. In all contexts where EC was available, it was primarily in the context of clinical care for survivors of sexual assault and not as a part of family planning programs (Table 6).
Community reports of contraceptive availability also differed by setting. In Ali Addeh, Kuala Lumpur, and Cox’s Bazar, FGD participants reported that they could obtain contraceptives from government facilities and/or NGO clinics. In Kuala Lumpur and Cox’s Bazar, participants reported accessing contraceptives from community health workers (CHWs). However, in reality, many Burmese refugees in Kuala Lumpur reported purchasing contraceptives—especially oral contraceptives—in pharmacies, or illegally, from Burmese shops. Similarly in Amman, while contraceptives were available and free at public health facilities, many Iraqis reportedly obtained them at pharmacies. In Nakivale, despite partner efforts to maintain roughly 25 condom dispensers in the settlement, adolescent girls who exchanged sex for money reported frequently finding them empty.

Accessibility of family planning services
Despite availability of some methods, in all sites, FGD participants reported many accessibility-related barriers to using family planning services. Common challenges included: Distant service delivery points (Nakivale, Kuala Lumpur); cost of transport to access services (Amman, Kuala Lumpur); lack of knowledge about different types of methods, especially EC (all sites); misinformation and misconceptions (Ali Addeh, Eastleigh, Nakivale, Kuala Lumpur); religious opposition (all but Amman); cultural factors or social stigma (Ali Addeh, Nakivale, Cox’s Bazar); language barriers with providers (Eastleigh, Kuala Lumpur); opposition from husbands (Eastleigh, Cox’s Bazar); and provider biases (Ali Addeh, Eastleigh, Nakivale, Amman). Provider biases included discrimination against refugees (Iraqis in Amman; Somalis in Eastleigh). A Somali woman explained, “Somalis in Kenya are treated like second-class citizens. When you go to the hospital, they are not nice. The doctors and nurses should be friendly to the Somali people…These people, they do not know how to talk to somebody. They make the Somali people to feel very low.”
                        
In Kuala Lumpur, costs of services, transport, and concerns of being detained—especially for unregistered refugees—were major barriers in refugees’ ability to seek services. Misinformation that was raised among the Burmese in Kuala Lumpur and Congolese in Nakivale was that modern methods can cause birth defects in future children and infertility in women after cessation.
Participants also reported that they were aware of the benefits of planning families despite limited information, education, and communication (IEC) materials and varying degrees of opposition to use. In terms of religious-based resistance, among the Somalis in Eastleigh and Ali Addeh; the Muslim and Christian Burmese in Kuala Lumpur; and the Muslim, Catholic, and Pentecostal communities in Nakivale; religious teaching was cited as a major factor discouraging the use of modern methods. Somalis in Eastleigh, however, noted that exclusive breastfeeding and other natural methods of child spacing were, in fact, encouraged by religion. The Burmese acknowledged that their religion allowed for the use of contraceptives to protect the health of the mother and to adapt to the challenges of displacement. Religion was not reported as a major barrier by Iraqis in Amman, and in Cox’s Bazar, religious leaders were supportive of the concept of planning families. In fact, in Cox’s Bazar, FGD participants acknowledged decreasing resistance to family planning in the community.
In all sites, adolescents reported difficulty accessing services, as premarital sex is disapproved of, particularly among Iraqis, the Burmese, Rohingya, and Somalis. As one adolescent boy reported in Cox’s Bazar, “Even if the service would be offered from the camp clinic, they would not go considering the risk that the community might get informed, noticing them going to the family planning clinic.”
In Nakivale, adolescents were hesitant to seek contraceptives from the health facility, as family planning consultations took place in the maternity ward. While gender-based violence programs offered EC to survivors of sexual assault, family planning providers, especially in Nakivale, reportedly disapproved of making EC available for non-sexual assault cases, citing that it could promote promiscuity. In Cox’s Bazar, facility assessments revealed that unmarried adolescents could not receive contraceptives from the camp clinics since commodity distribution is reported to the government. They could only receive condoms through the camp HIV programs.

Quality of available services
When asked about available family planning services in FGDs, women—with the exception of those in Cox’s Bazar—noted issues pertaining to the lack of adherence to standard precautions, lack of cleanliness, long wait times, limited options for privacy, and lack of confidentiality as factors that impacted their willingness to obtain contraceptives from health facilities. In Amman, women reported accessing contraceptives from pharmacies rather than for free from public health facilities due to long wait times and unhygienic practices. Likewise in Eastleigh, the lack of privacy and long wait times in public facilities drove women to private clinics. In Nakivale, consultation times were inconvenient for women undertaking domestic chores and too short for adequate counseling. Hours were also not conducive to client needs, leading women to seek services at pharmacies and private health facilities.
Facility assessments also attested to varied levels of quality across facilities and settings. In terms of the challenges reported by FGD participants, on average, facilities in Kuala Lumpur and Ali Addeh showed better adherence to infection prevention standards, while those in Eastleigh fared worse. Facility assessments further showed that in Amman, the government referral clinics were overcrowded. However, most facilities demonstrated strong capacity to meet infection prevention standards. In Eastleigh, the assessed public facility reported more challenges with longer wait times and lack of adequate privacy compared to the two private facilities. In Cox’s Bazar, higher standards of privacy and confidentiality were observed in camp clinics compared to government clinics. In Ali Addeh, facility staff reported that wait times for consultations were hours, and the distance from the health center to the farthest parts of the camp was two kilometers.
Facility assessments also examined the strength of the referral system. A system existed in Eastleigh to provide clients with referrals for contraception; however, referrals were not followed-up. Whereas in Cox’s Bazar, among facilities that were not providing certain long-acting or permanent methods, referrals from the camp clinics were relatively strong. Follow-up was better reported among camp clinics compared to government clinics. Community volunteers were also responsible for individual follow-up through home visits. In Amman, where UNHCR’s partners did not offer any contraceptives, one of the two facilities provided educational materials and information about facilities that provided family planning. In Ali Addeh and Nakivale, where no assessed facility provided any long-acting or permanent methods, no functioning referral system was in place.
In terms of staffing, the assessed facilities in Eastleigh had adequate staff to provide family planning services. In Cox’s Bazar, Kuala Lumpur, and Nakivale, high caseloads were observed, leading to consultations that were too short in duration for informed decision-making and limited privacy. A government clinic in Kuala Lumpur, favored by the Burmese refugees for perceived quality and access to interpretaters, was reportedly stretched, with providers alluding to the need for refresher trainings. In Nakivale, midwives were particularly overstretched since they dealt with antenatal care, post-natal care, family planning, and deliveries. All providers in Nakivale reported gaps in their skills and requested refresher trainings, as well as trainings on long-acting methods and new contraceptive technologies. Among public facilities providing family planning in Amman, staff had received extensive training in modern methods. Nevertheless, the need for routine refresher trainings was observed in all sites. In Ali Addeh, the midwife provided family planning services and counseling, and expressed the need for follow-up training. The staff reported the facility’s ability to provide comprehensive family planning services to the community to be at 30%.


Discussion
Awareness and demand
The household study findings show that awareness, ever use, current use, and unmet need for family planning varied by age, marital status, school attendance, and site of refuge. Regarding awareness, ever use, and current use, adult women aged 20–49 years were significantly more likely to be aware, to have ever used, or are currently using a modern method as compared to adolescent girls aged 15–19 years, net of other factors. Similar differences were also found between married women and women who were currently not married. As demonstrated in other studies, education played a large role in awareness, ever use, and current use: women who attended some level of schooling were at least twice as likely to be aware, have ever used, or were currently using a modern method [25–29].
In terms of contributions towards awareness, FGD participants reported receiving family planning information from home visits as an appropriate and well-received channel (Amman). Participants in other settings identified the most appropriate avenues to receive information through CHWs, family planning field workers, NGOs, leaders from the community, women’s organizations (Ali Addeh), and religious leaders (Eastleigh). In Nakivale, RH sessions (without contraceptive distribution) reportedly took place after school.
Marital status was the only individual background factor that influenced unmet need. Married women were more likely to report unmet need compared to those who were not currently married, based on how this indicator was defined.
In terms of site of refuge, due to the types of existing programs, it is not surprising that women in Cox’s Bazar reported significantly higher current use of modern methods as compared to women in the other five settings, controlling for age, marital status, and education. Unmet need was reportedly high in Nakivale where the qualitative methods used in this study showed limited accessibility, although the household survey did not find significant differences in unmet need by age and education.

Improving availability, accessibility, and quality
Since the purpose of the assessment was to improve programming, UNHCR, WRC, and partners developed short- and longer-term recommendations based on the findings that have been summarized in country-specific, self-published reports [13–19]. Recommendations in particular focused on ensuring availability of long-acting methods—which has been documented to be increasingly acceptable and feasible in humanitarian settings, including among the populations encompassed in the study—and EC to enhance method mix [4, 30]. They further focused on increasing accessibility of contraceptives for adolescents; as well as making service quality improvements around adherence to standard precautions, cleanliness, wait times, and privacy; strengthening mechanisms for follow-up; and addressing staffing challenges. Recommendations were based on documented good practices and existing guidance, taking into account feasibility, as well as priority concerns as shared by the communities [31]. Countries addressed gaps by integrating some or all of the setting-specific recommendations into country work plans. In 2015, UNHCR and the WRC followed-up on the implementation of recommendations, through a self-reported questionnaire to UNHCR country offices delivered and received via email. Five of six countries responded (all but Kenya), with the most progress reported in Djibouti, which has prioritized family planning. While the settings represented different displacement contexts—camps, settlements, and urban areas—many of the activities undertaken appeared similar due to common challenges.
Improving availability
To improve contraceptive availability, countries have primarily focused on increasing the number of service delivery points providing family planning methods; increasing the number of trained providers; improving method mix; and/or actively addressing contraceptive security [31]. The MoH in Jordan has authorized trained midwives to insert IUDs in MoH facilities, which is a substantial change from the time of the assessment when only physicians were permitted to provide this service. Further, as a result of updates in 2015 to the Jordanian MoH’s RH policies, all static clinics run by UNHCR partners and MoH facilities are providing a more enhanced method mix. In Ali Addeh, a midwife and medical doctor have been trained to insert implants and IUDs, and EC has been made available in the camp beyond post-rape care. The camp-based family planning program has also been integrated with the national family planning program, and UNHCR is working closely with the MoH and UNFPA to source supplies and actively prevent shortages. In Nakivale, contraceptive security has been improved with supplies from UNFPA, and UNHCR is piloting CHW distribution of Sayana Press in the Kyaka II refugee settlement. The country office is further referring clients to Marie Stopes and Reproductive Health Uganda for long-acting and permanent methods, to complement the static services provided by midwives.

Improving accessibility
To improve accessibility, most country offices reported focusing heavily on community outreach strategies, a critical component of a successful family planning program [31]. The Uganda country office’s outreach included billboards on the benefits of family planning, training of CHWs, and dissemination of job aids. In Ali Addeh, in partnership with CARE USA, 190 refugee youth were trained in family planning—including for EC—and youth clubs were established in each camp. Partners in Cox’s Bazar disseminated family planning information through “adolescent corners” in the camps. UNHCR Malaysia, however, reported that funding cuts have reduced the number of employed CHWs, which has limited outreach activities and attempts to address other reported challenges, such as transport costs in the urban setting. The Uganda office too, has had to move from paid CHWs to voluntary Village Health Teams, who have received fewer training opportunities. Both countries report the continued need to strengthen SRH services for adolescents.

Improving quality
Overall, country offices have reported improving service quality through staff training, routine monitoring and supervision, refurbishments to facilities (including to improve cleanliness and address privacy), and strengthening referral mechanisms. Such inputs are encompassed under existing guidance for family planning programming in humanitarian settings [31]. In Ali Addeh, UNHCR focused on facility-based improvements, and health facilities have addressed long wait times and limited privacy by establishing a family planning consultation room. Individual files have been created for client follow-up, and the MoH and UNHCR’s partners have instituted quarterly supervision. Similarly in Amman, UNHCR has conducted routine monitoring visits for quality control; bi-annual health access and utilization surveys and FGDs with refugees are addressing client satisfaction. Electronic information management has improved referrals and reportedly reduced wait times. In Cox’s Bazar, quality is being monitored by partners. UNHCR Uganda has developed a family planning service referral form to strengthen referrals to other SRH services.


Limitations
Limitations to the study include insufficient time, as not all teams were able to implement the suggested 12 FGDs or visit all tertiary level facilities accessed by refugees. Sampling posed challenges, especially in urban settings, due to limited accuracy of registration lists and recorded cell phone numbers. The self-reported nature of the survey is a limitation; the survey also did not capture method switching and discontinuation. A lack of privacy and the sensitive nature of the topic may have created reporting bias in the survey, especially in Cox’s Bazar, Eastleigh, and Nakivale. Social desirability bias of respondents, particularly among unmarried women and adolescent girls, was perceived to exist, especially in Amman, Ali Addeh, and Eastleigh.


Conclusion
This article describes findings from a six setting family planning study, as well as actions that were implemented in each setting based on the findings. Political will within UNHCR offices was a major factor enabling their ability to respond to recommendations. On the contrary, lack of funding reduced the capacity of UNHCR offices to fully respond to recommendations. While a similar study is necessary to examine true change at the population level and to further add to the literature, some positive reflections have been observed from this research to action process [32]. These include the importance of stakeholder trainings, as well as engaging community members and religious leaders. Cox’s Bazar has had marked success around engaging religious leaders to serve as proponents of family planning. Across country offices, the importance of training, monitoring, and supervision have been emphasized for staff, CHWs, youth, and community leaders. Indeed, a recent study by Curry et al. reports that through competency-based training, supply chain management, systematic supervision, and community mobilization to raise awareness and shift norms in crisis-affected Chad, Democratic Republic of the Congo (DRC), Djibouti, Mali, and Pakistan, CARE’s projects have managed to increase uptake of long-acting methods in particular [33]. Other reported learning include the benefits of a coordinated approach with UNFPA who addresses SRH, as well as designating a focal point to be responsible for contraceptive security.
Globally there remains a continued need to scale up family planning services in humanitarian settings from acute emergency through protracted crises and development. In the wake of global commitments to enhance access to SRH—including family planning for all—it is important to examine the state of programming, identify and respond to gaps, and see through recommendations. Much has been documented that recognizes that family planning needs to be available during an emergency and through protracted displacement, to reduce unintended pregnancy and its consequences [31]. The right to SRH and family planning is not lost in crises, and this must be recognized in the current waves of migration and displacement that span countries and regions.
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Footnotes
1Short-acting methods include male and female condoms, oral contraceptives, emergency contraception, and injectables. Long-acting methods include implants and intrauterine devices (IUDs). Permanent methods include tubal ligation and female sterilization.

 

2For current use of any modern family planning methods, we excluded currently pregnant women and any other missing cases.

 

3Unmet need for family planning refers to the “Proportion of women currently not using a method and not wanting to have a baby who are at risk for pregnancy (not using a method, not currently pregnant or postpartum, fecund, sexually active in the last 30 days, and do not want a baby in the immediate future) among all women of reproductive age” (Reproductive Health Assessment Toolkit: 50). This indicator provides information on the current need for family planning among women at risk for pregnancy who wish to limit or space future births but who are not using a method.
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