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The Women's Commission for Refugee Women and Children
isa memberéhip organization dedicated to improving
the conditions of the millions of refugees and displaced
women and children in the world who have been uproot-
ed by civil strife, war, persecution, and famine. The '
Commission was founded in 1989 under the auspices of
the International Rescue Committee, the leading ULS.
private yoluqtary agency assisting refugees worldwide.






Copyright © 1994
Wormen's Commission for Refugee Women and Children.

No permission is needed to reprint.

ISBN 0-96377111-6



Refugee Women and

Reproductive Health Care:

REASSESSING PRIORITIES

Deirdre Wulf

June, 1994

Women’s Commission for Refugee Women and Children
c/o International Rescue Committee

|22 East 42nd Street

New York, N.Y. 10168-1289






Project Consultants

Women's Commission for Refugee Women and Children
Nana Apeadu

Laura Marks

Katherine Moseley

Roseanne Murphy

Mary Anne Schwalbe

Pippa Scott

Barbara Smith

Pat Walker

International Rescue Committee
Faye Richardson

The Population Council
Chris Elias
Nina Schwalbe

Management Sciences for Health
Janice Miller

Asia Watch Committee
Maureen Aung Thwin

Family Planning Council of Zimbabwe
Alex Zinanga

The Andrew W. Mellon Foundation
Carolyn Makinson
Samantha Wheeler

Center for Population and
Family Health, Columbia University

Lynn Freedman

The Rockefeller Foundation
Sara Seims

The Ford Foundation
Elizabeth McGrory

The Pew Charitable Trusts
Susan Gibbs

International Planned Parenthood Federation,
Western Hemisphere Region

Lindsay Stewart

International Women's Health Coalition
Joan Dunlop
Adrienne Germain






Table of Contents

21
23
31
37
47

53
63
65

77

Acknowledgements

Principal Report:
Reproductive Health Needs Among Refugee Women

Country Reports:

Liberian Refugees in Céte d'Ivoire
Mary Anne Schwalbe

The Cambs for the Displaced Population of Rwanda
Janice Miller and Deirdre Wulf

Somali Refugees in Kenya
Deirdre Wulf and Janice Miller

Afghan Refugees in Pakistan
Deirdre Wulf

Central American Asylum Seekers in Belize

Deirdre Wulf

Refugees on the Laos and the
Burma Borders of Thailand
Deirdre Wulf

Vietnamese Refugees in Detention Centers
in Hong Kong
Mary Anne Schwalbe

Conditions Among Returning Refugees and the
General Population Inside Cambodia
Janice Miller and Deirdre Wulf

Annex: Travel Schedule






This report could not have been written without the
financial support of the Andrew W. Mellon Foundation,
New York. At every stage of the project, Carolyn
Makinson, program officer for the population program of
the Mellon Foundation, provided untiring support as well
as much of the momentum and sense of urgency for the
research, and she deserves the deepest gratitude of the
Women's Commission for Refugee Women and Children.
Samantha Wheeler, population program assistant at the
Andrew W. Mellon Foundation, provided research, logisti-
cal and meetings support, as well as cheerful and creative
solutions when problems seemed too daunting.

The conceptualization and implementation of the entire
project, but particularly the travel to refugee settings in
Africa and Asia, would have been unthinkable without the
contributions and companionship of Janice Miller, of
Management Sciences for Health, Boston, and Mary Anne
Schwalbe, former staff director of the Women's
Commission for Refugee Women and Children. Their
unflappability, determination, curiosity, good humor, and
unswerving dedication to the cause of refugee women the
world over were a never-ending source of comfort and
inspiration. In addition, Janice Miller assisted in the writ-
ing of the Rwanda and Kenya country reports, and wrote
the Cambodia country report; and Mary Anne Schwalbe
wrote the Céte dvoire and Hong Kong reports.

The visit to Rwanda, a beautiful and welcoming country
now being devastated by the forces of political and ethnic
hatred, would not have been possible without the help of
Maurice Middleberg, Therese McGinn, Martha Campbell
and, particularly, Sixte Zigirumugabe, of CARE, and Dick
Roberts, of Management Sciences for Health, Boston.

Acknowledgements

The visit to the refugee camps in Kenya was made possible
thanks to help in many areas from: Joellen Lambiotte,
Regional Director for Africa of Family Planning
International Assistance (FPIA), and Pamela Onyango
Associate Regional Director for Africa of FPIA; Robert
Sutton, Deputy Country Director of the International
Rescue Committee (IRC) in Nairobi; Beat Rohr and Paul
Sitnam, Country Director and Director of Relief
Operations, CARE International, Nairobi; Gunther Scheske
Director of UNHCR in the Dadaab/Liboi camps; and Lois
Enid Williams, Social Services Coordinator of UNHCR in
Dadaab/Liboi. We are grateful to them all for the logistical
assistance they gave us, and for their wise understanding
and love of Africa, which they shared with us.

1

The visit to Céte d'Ivoire was arranged and hosted
by the remarkable IRC program directors, Amy and
Patrick Poulin.

The visit to Pakistan was enhanced by the concern for
our well-being and for our understanding of the Afghan
people shown by John Dixon, Country Director and Toc
Dunlap, Assistant Country Director, of IRC in Peshawar;
and, by Nancy Hatch Dupree, of the Afghan Resource
and Information Center (ARIC), Peshawar. Nobody
should visit the Afghan refugee camps without first read-
ing Nancy Dupree's studies of Afghan life and the condi-
tion of Afghan women, before and since the war. And if,
like us, they are lucky, they might even get to meet this
wonderful, funny and wise woman.

The trip to Belize was made possible by Joop Hendrikx,
Country Director of the IRC in Belize, and by his hard-
working and dedicated staff. Thanks must also be given to

Refugee Women and Reproductive Health Care; Reassessing Priorities 1



the staff of the Belize Family Life Association in Cayo
district for their hospitality and for the unstinting gift
of their time.

The visit to Thailand was made both feasible, and more
pleasurable, by the meticulous prior planning and gener-
ous hospitality of Nina Schwalbe, of the Population
Council, Bangkok; and Jennie McCann, Country Director,
IRC, Thailand.

Our time at Whitehead Detention Center was organized
in Hong Kong by Dr. Joyce Tang of UNHCR.

In Cambodia, our way was made smooth and our visit
meticulously planned by Mike Calabria, Alice Levisay and
Tom Petocz, of IRC in Phnom Penh and Battambang. Our
gratitude to them is boundless. Andy Pendleton, UNHCR
field representative in Battambang, a person with a pro-
found understanding of Cambodia and the Cambodian
people, took us on an unforgettable (but not smooth!)
tour of parts of the province that have large concentra-
tions of returnees. We would also like to thank Women’s
Commission member Linda Hartke for generously invit-
ing us to stay in the guest house of the Church World
Service in Phnom Penh.

A number of reviewers made particularly helpful and
informed comments on various parts of the report. These
include: Robert Breen of UNHCR, Geneva, Chris Elias,
Linda Hartke, Joop Hendrikx, Carolyn Makinson, Jennie
McCann, Therese McGinn, Sara Seims, Dick Roberts,
and Beverly Tucker, of Family Health International.

The overseas program staff of IRC in New York provided
us with information about every place we were to visit
and with much appreciated advice and counsel. Finally,
we would like to thank all the many relief workers from
UNHCR, CARE, Médecins Sans Frontieres, and other
non-governmental and international relief agencies who
assisted our project, as well as the countless refugee and
displaced women we met and talked to throughout Africa,
Asia, and Central America. They generously and patiently
answered our questions and shared their time and their
experiences with us. This report is dedicated to their spirit
of sacrifice, love, and endurance, and to their confidence
that refugee women everywhere can and will survive to
make the world a better place.

2 Acknowledgements



Health Needs
of Refugee

Women

Executive Summary

For a variety of reasons, women in refugee settings are baving
extraordinarily bigh numbers of children. Camp life often creates
conditions that unintentionally result in completed fertility rates
of near-record levels. These circumstances include laudable
improvements in infant and child survival rates, pressure on
women from their cultural, political and religious leaders to
rebuild the population, the lack of a readily perceivable link
between large family size and any long-term economic conse-
quences, and the virtual absence of fertility-regulating informa-
tion or services. In many refugee settings, pregnancies spaced at
close futervals are often experienced by women whom internation-
al bealth experts would consider to be at very bigh obstetrical
tisk: women under 18 and over 40, multiparous women, women
who are seriously physically depleted as a result of recent trauma
and deprivation, women suffering from endemic diseases such as
malatia and tuberculosis, and women with extremely poor nutri-
tional levels.

The virtually exclusive emphasis given in refugee settings to
maternal and child bealth services, and to the training of tradi-
tional birth attendants (TBAs) leaves a large number of people
outside the orbit of more broadly conceived bealth care programs.
It also sends a message that women's bealth is only of concern
insofar as it relates to their reproductive capacity—a message
dangerously similar to that implied in cultures that value women
only for their ability to bear children. To assume that women are
only in need of bealth services once they are pregnant means that
women who are not pregnant, teenage women, single women,
childless women and infertile women in need of preventive repro-
ductive health education and services are excluded from considera-
tion. Furthermore, to depend on TBAs as a way of teaching
women about the benefits of birth spacing is a dubious strategy.

Refugee Women and Reproductive Health Care: Reassessing Priorities

The Reproductive

More emphasis on effective and adequate birth spacing as an
important bealth issue for refugee women, should be a part of the
training given to all bealth professionals, all paramedics, all
TBAs, and all community bealth workers commonly found in
refugee settings, since all these workers are likely to be familiar
with, or should be made aware of, the grave overall consequences
of women’s repeated and closely-spaced childbearing.

In the majority of refugee sites, the more comprebensive reproduc-
tive bealth needs of refugee and displaced women are not being
met. In many settings, certain limited aspects of good reproductive
bealth care are available, particularly pre-natal care and the
training of TBAs to make home deliveries for refugee women safer.
However, sex education, family planning or birth-spacing infor-
mation and services, the routine availability of contraceptive
supplies in bospital and clinic pharmacies, clandestine abortion
thonitoring and treatment, legal abortion services, AIDS educa-
tion and prevention, and the diagnosis and treatment of other sex-
ually transmitted diseases and gynecologic conditions—not to
mention the provision of supplies for menstruating women, rape
prevention and counseling, or programs to assist the victims of
sexual abuse and forced prostitution—are all seriously neglected.

Given what is known about the strong positive relationship
between women's and children’s bealth and survival and ade-
quate child-spacing practices, serious consideration should be
given to a series of initiatives aimed at increasing awareness of
the problems discussed in this report and, ultimately, at improv-
ing the ability of refugee women throughout the world to plan
their childbearing and to safeguard their reproductive bealth.
These activities should include bigh-level inter-agency policy
discussions on the issue, possible program guideline revisions,
some demonstration projects in the field, and more rigorous
evaluation of MCH programs in refugee settings.



Introduction

In 1993 and early 1994, the Women's Commission for
Refugee Women and Children carried out an assessment
of the opportunities available to allow refugee and dis-
placed women throughout the world to plan their child-
bearing and ensure their reproductive health. The impetus
for the proposal came from members of the Women's
Commission who had visited refugee sites in which
women had begged them for help in obtaining contracep-
tive information, supplies and services. When the mem-
bers of those delegations later tried to discover what types
of family planning services were typically available to
refugee and displaced women throughout the world, they
found little or no information on this subject. The present
report attempts to fill that gap.

The research findings are the result of two main areas of
activity: a systematic bibliographic search; and travel to
refugee sites in six countries of first asylum and two coun-
tries with internally displaced populations, to observe at
first-hand the kind of reproductive health services avail-
able to women in various refugee-like settings. A group of
advisers—made up in almost equal parts of experts in
refugee assistance and experts in international health and
family planning programs—were consulted at the begin-
ning and end of the project.

The study appears to have been uncommonly timely. The
very month that the research activities began saw the
appearance in The Lancet of an editorial lamenting the
neglect of family planning services for refugee women.
The editorial claimed that in refugee settings, “there are
virtually no data on fertility, abortion or desired family
size," and that the “family planning needs of refugee pop-
ulations have been totally ignored.”’ Then, in March
1993, the American Public Health Association adopted
a position paper on refugee health issues that pointed
out, among other things, that in refugee settings, "women
. experience a range of problems specific to their gen-
der. Lack of trained midwives, legal and safe abortion,
and sanitary conditions combine to make pregnancy and
childbirth a particularly risky venture for women dis-
placed from their homes. Women's risk of morbidity or
death is further heightened by spiraling birth rates and
the lack of adequate spacing between pregnancies. Often
contraceptives are unavailable or unusable in camps, and
the desire of couples to replace children lost through
conflict forces women to bear children in rapid succes-

sion, greatly increasing their risk of maternal mortality."

The technical literature search proved to be remarkably
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unproductive, yielding evidence of only two substantive
research efforts in this area.® A subsequent bibliographic
search of the non-family planning and non-demographic
literature produced a handful of articles and reports
appearing in international health, development and
refugee journals between 1982 and 1990. These mainly
descriptive reports of general conditions in refugee set-
tings made only passing references to the reproductive
health problems of women. Frequently mentioned prob-
lems included unintended pregnaﬁéies and births, high-
risk deliveries, high birth rates, poor nutrition and malnu-
trition among pregnant women, rape and sexual abuse,
high rates of maternal, neonatal and infant mortality, and
the ubiquitous lack of birth spacing and family planning
information or methods.* A literature search was also car-
ried out in the library of the Refugee Studies Programme
in Oxford. Again, this search produced no substantive or
new research findings relevant to the study.

More disappointing perhaps than the limited output of
the bibliographic research was the almost non-existent
response from the roughly 50 international organizations
and private voluntary agencies contacted by letter with a
request for any information they might have on family
planning needs, practices, and services in refugee settings.
Recipients of these letters included the International
Planned Parenthood Federation offices in London and
New York, the United Nations Fund for Population
Activities in New York, the Center for Documentation on
Refugees and the International Committee of the Red
Cross in Geneva, various refugee-related U.S. government
offices in Washington, and the Refugee Studies
Programme at Oxford University, as well as most of the
European- and U.S.-based nongovernmental organizations
(NGOs) involved in refugee work.

The paucity of serious research in this area is perhaps not
surprising. Most aid workers are unlikely to have the luxu-
ry of the resources or time required to do good quantita-
tive or qualitative research. There is probably just as little
research going on in refugee settings in the areas of water
and sanitation systems, food distribution, and general
health programs as in the area of family planning. Some
reports of this kind might be found in the archives of the
international relief agencies, but they probably never reach
a wider audience. Less charitably, the yawning gap in the
literature might have to do with the general neglect and
disregard for the special health concerns of women that
have characterized refugee programs until quite recently.

The project advisers suggested that a standard assessment
tool—a detailed inventory of the scope and quality of



reproductive health services available in refugee set-
tings—should be created, and that that this instrument
should be applied wherever it was appropriate. In addi-
tion, the advisers recommended broadening the scope

of the research to reflect a more comprehensive definition
of reproductive health, including pre-natal and post-natal
care for pregnant women and recent mothers, maternity
care, abortion needs and services, diagnosis and treatment
of sexually transmitted diseases, and possible documenta-
tion of the incidence of sexual exploitation (rape and
enforced prostitution, for example). This agenda turned
out to be a little over-ambitious. Each site visit was brief,
the contacts with the health personnel and the refugee
women had to be fitted into very busy daily schedules,
and topics such as abortion and rape are definitely not
subjects to be lightly raised in a passing discussion.
However, if mention of either of these topics occurred
spontaneously, that is described in the country reports.

The design of a standard inventory was helpful because it
forced the investigators to think more systematically
about the precise aspects of reproductive health that
would be the focus of the study. However, in practice the
tool turned out to be largely unusable in many settings.
For the most part, this was so for three reasons: There
were few or no broadly conceived reproductive health or
contraceptive services being offered in the vast majority
of the locations visited. The collection of any kind of sys-
tematic data—for example, statistics on actual numbers of
women of fertile age, numbers of births or deaths, num-
bers of trained staff—proved to be almost impossible in
any of the camp settings. And finally, it became evident
after a couple of site visits in widely different settings that
Meédecins Sans Frontieres (MSF)—an NGO responsible
for primary health care services in refugee sites in many
parts of the world—sets up standardized physical struc-
tures and applies highly standardized service protocols
wherever it operates, with little variation from one site to
another (indeed, this is one of that organization's great
strengths in the field). This means that an inventory of
the very basic equipment, drug supplies and clinical pro-
tocols found in one MSF clinic or hospital was in fact
valid for most MSF clinics and hospitals.

The following sections of the report discuss a number

of important themes raised as a result of the assessment.
Many of these do not necessarily relate directly to the
provision or use of reproductive health services. They
involve a number of important issues that provide the
context within which women'’s reproductive health needs
would be addressed in refugee settings: the organization
of relief services in refugee settings; the tension between
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meeting the refugees’ immediate needs for emergency
relief and implementing longer-term development activi-
ties that ideally would provide refugees with the skills
and resources needed to improve their lives both in the
camps and when they finally return home; the possible
impact of long-term relief assistance on refugee popula-
tions; and the significance of children for refugee families.
The final section of the main report makes some recom-
mendations for future policy-oriented, public information
or advocacy initiatives that might follow on from this
preliminary research.

It should be stressed, however, that the conclusions
reached in this report make no claim to be based on a
systematic investigation of a comprehensive or represen-
tative sample of refugee settings. Most of the evidence
presented is, by necessity, anecdotal, and documentable
only in terms of what was observed in a given site on a
given day. Moreover, the major perspective of the study
is from the viewpoint of the health providers, rather than
the women refugees themselves. This is a serious short-
coming. of the study. There would be many cultural and
language barriers to be overcome before women might
feel confident in expressing to strangers their attitudes
toward sex and reproduction, and time was far too short
in every site visit to create the necessary conditions of
trust and sympathy for such discussions to be of any
depth. However, in every site visited, contacts were made
with individual women, with groups of women refugees,
women health volunteers and agency officials involved
in special women's projects, and in many of these discus-
sions, sexual, reproductive and birth-spacing issues were
widely touched upon. The individual country reports
describe the outcome of many of those discussions.

How Refugee Aid Is Given

The 1951 United Nations Convention Relating to the
Status of Refugees defines a refugee as a person who,
“owing to well-founded fear of being persecuted for rea-
sons of race, religion or nationality, membership of a par-
ticular social group or political opinion, is outside the
country of his nationality and is unable, or owing to such
fear, is unwilling to avail himself of the protection of that
country; or who, not having a nationality and being out-
side the country of his former habitual residence, is
unable, or owing to such fear, is unwilling to return to it."s
This definition, was broadened at a 1969 convention of
the Organization of African Unity (OAU) to include any
person who, "owing to external aggression, occupation,
foreign domination or events seriously disturbing public



order in either part or the whole of his country of origin
or nationality, is compelled to leave his place of habitual
residence in order to seek refuge in another place outside
his country of origin or nationality."® Although this later
language is not included in the official UN definition of
a refugee, most countries now accept it as the basis for
any actions taken on behalf of populations in need of
organized refugee assistance.

Today there are an estimated 18 million official refugees
in the world, as compared with an estimated total of 11
million in 1987,7 and about 15 million in early 19892 In
addition, there are about 24 million displaced persons.’
"Refugee” officially describes a person who has crossed an
international border, while a “displaced person” is consid-
ered to be an individual who has remained in her own
country but has had to leave her home. While displaced
persons are subject to similar, if not even more dangerous,
conditions as refugees (who are normally sheltered in a
country that is at peace), the semantic distinction is
important because in large part it determines the extent
and the structure of the international relief response to the
needs of these two groups. (Refugees make headlines; dis-
placed persons do not.)

In principle, the United Nations High Commissioner

for Refugees (UNHCR) is responsible for assistance

to refugees, while the needs of displaced persons are
addressed by rapidly formed alliances of other interna-
tional agencies (such as the World Food Programme, the
International Committee for the Red Cross, UNICEF and
the United Nations Development Programme) and non-
governmental or private voluntary organizations (NGOs
and PVOs). In many cases NGOs receive funding from
the UNHCR to provide relief assistance in those refugee
settings in which the UNHCR has a presence. With some
exceptions, the international and non-governmental orga-
nizations tend to provide expertise in a defined area of
assistance, such as shelter, food and water supplies, non-
food supplies, sanitation and public hygiene, education
and social services, and primary health care. However, in
certain cases, an international aid organization such as
CARE or the International Rescue Committee may find
itself involved in any or all of these areas of relief work.

The shared aims of all relief agencies are to help refugees
survive their initial dislocation, and then to help them
seek more “durable solutions,” whether this be permanent
integration into the country of first asylum (a rare out-
come), resettlement in a third country, or—the most
hoped for outcome—eventual repatriation. But as hopes
for peaceful resolutions to many of the world's problems
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become more elusive, the prospect of returning home
grows ever more distant for many refugee groups. The
Palestine refugees in the occupied territories were in
camps for over forty years. More than five million
Afghans have spent over 13 years as refugees in Pakistan
and Iran. During the 1980s and early 1990s, roughly one
million Cambodian refugees spent up to 13 years in
refugee camps on the Thai border before finally being
repatriated. In today's volatile world, the international
refugee organizations are increasingly required to provide
massive levels of assistance in refugee situations of unpre-
dictable duration, rather than short-term aid for disasters
with a foreseeable end.

While the vast network of international relief agencies has
saved and continues to save millions of lives, one observer
has called its efforts "heroic, absolutely essential, [but]
inadequate.”’® The reason for this bleak assessment is that
worldwide relief efforts for humanitarian aid are being
stretched to the limit of their capacity. Judy Mayotte has
pinpointed the "'
the international relief community. . . . We are inundat-

compassion fatigue’ that has overtaken

ed with disasters in every corner of the globe, each clam-
oring for immediate and substantial attention and assis-
tance. . . . And the large donor nations are facing their
own economic hardships (albeit of a different scale), turn-
ing inward to seek solutions for problems at home.
Donations for humanitarian needs have taken a meteoric
plunge. While there are double the number of refugees in
the world in 1992 than there were a decade ago, donor
contributions have not kept pace. . . . Over the past
two or three years, because of cuts in assistance to
refugees living in camps throughout the world, programs
viewed as "luxuries,” such as education, have been reduced
or eliminated, and basics in food, shelter and medicines
significantly reduced. Budgetary curbs frustrate the
UNHCRSs ability to fulfill its mandate to provide interna-

tional protection and permanent solutions for refugees.”!!

In 1992, the voluntary financial contributions of the top
22 donor countries to the UNHCR came to just over one
billion U.S. dollars, up from only $460 million in 1987.12
That amount does not reflect bilateral aid (particularly
from the European Economic Community), or the mil-
lions of dollars donated by private foundations and by
church-supported and other humanitarian aid groups
throughout the world. Yet a billion dollars to assist 18
million official refugees comes to only $55 a head per
year—about 14 cents a day—to cover all services, includ-
ing the costly activities required to prepare for repatria-
tion. It is obvious that relief aid for refugee and displaced
populations must first focus on what is essential for



populations to survive: water, food, shelter, cooking fuel
and basic medical care to forestall or eradicate epidemic
diseases. It is within this context of growing worldwide
demand for refugee relief and the international communi-
ty's shrinking ability (and, perhaps, declining will) to meet
that demand that the provision of family planning services
must be viewed.

Despite the increased financial pressures experienced by
the international relief agencies, a vigorous debate is
being conducted over whether assistance for refugees
should be limited to emergency relief, or whether, once
the basic survival needs have been met, it should be
expanded to include longer-term development aid that
would help make refugees more self-sufficient while they
remain in camp settings and better prepared for economic
survival once they return home. The humanitarian and
economic rationale behind the call for more assistance
programs focusing on education, job and skills training,
income-generating activities, and women's development
projects, is not difficult to sympathize with, especially in
the context of very long-term refugee settlements. On the
other hand, it is not difficult to appreciate that the inter-
national relief agencies already have difficulty meeting the
basic survival needs of refugees; that host countries are
reluctant for refugee camps located within their borders to
become more privileged settlements than those of the res-
ident non-refugee population; and that in addition, offer-
ing refugees many of the benefits of economic and social
development could create a “draw” factor that would swell
the incoming tide of purely “economic” migrants, and
might also provide a strong disincentive for refugees ben-
efitting from such assistance to return home.

One advocate of increased emphasis on development
(rather than relief) assistance insists that “once the imme-
diate emergency is over, refugees can too easily become
passive beneficiaries of aid, rather than active participants
in a dynamic process of developing self-reliance.”'® This
argument touches on another much debated question:
whether, by its very nature, relief assistance offered to
refugees over many long years creates passivity and
dependency among the recipient population.’* Some of
the language of the debate very much resembles the tone
of the long-standing argument between political liberals
and conservatives in western countries over the perceived
benefits or ills of the welfare state. But one aspect of the
argument is particularly germane to this study. Many
observers have made a link between the presumed “passiv-
ity" of the long-term refugee population in general and
the possible “passivity” demonstrated by an individual
refugee woman with regard to when and if she will have

a child. It is argued that if a refugee woman has no choice
as to where she will live, what she or her family will eat,
where she will collect firewood or draw water, or what
clothes she and her family will wear, she is unlikely to
feel that she has any choice as to how many children she
will have, and when she will or will not become pregnant.
But attitudes of reproductive fatalism may have nothing
whatever to with women’s status as refugees. The
Demographic and Health Surveys in many parts of the
developing world also found high proportions of women
who answered the question on ideal family size by saying
that they wanted as many children as God sent them.

The length of time spent in a refugee setting is probably
an important factor determining a refugee woman's sense
of control over her life. The refugees in many sites visited
in the course of the project had been there for a very long
time. Many of the Afghan and Hmong Laotian refugees
have been in camps for 10 or more years. For the most
part, these are not women suffering the trauma of very
recent flight. Rather, they are women who have become
accustomed to the circumscribed routines of camp life,
confident that they will at least have a roof over their
heads, access to clean water, some basic food rations,

and primary health care services, as long as they remain
refugees. The most present enemy of many women in
these circumstances is likely to be boredom, or hopeless-
ness about the future, rather than fear of starvation or dis-
ease. In that context, the birth of a baby might reduce the
monotony of women'’s daily routines, and provide the
family with a renewed sense of hope for the future. What
is more, in many camps, another child entitles the family
to an increased food ration. Is this perhaps another aspect
of the "dependency” syndrome among refugees so
deplored by some commentators?

The Fertility and Health of Refugee Women

There seems to be little doubt that women in many
refugee settings are having large numbers of children.
The overwhelming impressions of high fertility gained
during the site visits can be confirmed and quantified
empirically in a few countries for which reliable health
and demographic data on refugee populations are avail-
able. Studies in those countries document extraordinarily
high fertility rates among refugee women. For example,
Centers for Disease Control researchers in Khao [ Dang
camp in Thailand, projected on the basis of the number of
pregnant Cambodian women counted that the crude birth
rate between November 1979 and April 1980 was 55 per
1,000." And in the other Cambodian camps along the
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Thai border, it was estimated by the United Nations
Border Relief Operation (UNBRO) that the crude birth
rate was 53 per 1,000 population in 1989.'6 A fertility
survey carried out in 1987 among Afghan women refugees
produced estimates of a total marital fertility rate of 13.6
children per woman.!7 Less formally, in the course of the
site visits, on-the-spot calculations based on estimates of
the size of the camp as the denominator and on the num-
ber of reported births (monthly or annual statistics) as the
numerator produced estimated crude birth rates between
45 and 55 per 1,000.

Do refugee women want to have so many children? It was
not easy to raise this topic freely in discussions with small
groups of refugee women, health workers or TBAs. Very
often the conversations had to be translated through a
male interpreter. It often seemed inappropriate to ask this
question outright, given the very brief contact that was
possible, and before an atmosphere of mutual trust could
be properly established. As a result, indirect questioning
did not produce much light on the topic. Many women
seemed surprised by the question itself, and instead of
mentioning an ideal family size, answered that of course
they loved all their children. Muslim women invariably
answered that they wanted as many children as Allah gave
them. No women answered definitively that they had not
wanted the number of children they had, but older
women often replied that they were satisfied with that
number and did not want any more. When unmarried
younger women were asked how many children they
would ideally like to have, some made a point of saying
that they did not want to get old as quickly as their
mothers had, and so would like to limit or postpone their
" childbearing. On the other hand, women had no reserva-
tions in talking animatedly and at great length about how
difficult their most recent labor had been, and how gener-
ally difficult and undesirable it is for most women in
general to be pregnant, to give birth and to have a lot

of children in a crowded camp setting.

Unfortunately, as both the site visits and some small
research studies indicate, the high rates of pregnancy
recorded in many refugee sites are often at the expense of
refugee women's already fragile health status. If the World
Health Organization (WHO) methodology for assessing
risk levels among pregnant women in developing coun-
tries were to be applied in most refugee settings, it would
undoubtedly produce very high estimates of women in
need of special maternity care. The WHO typology iden-
tifies as being at high risk from pregnancy women under
19 and over 40, unmarried women and women with no
accompanying family, illiterate women, women with less
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than two years between births, women suffering acute
chronic or medical conditions or infection, women with
poor immunization status and women being served by
health providers who do not speak their language.'®

WHO's definition of high-risk women almost seems to
have been written with refugee women in mind. Although
no reliable statistics on average age at marriage are avail-
able for any refugee settings, large proportions of the
populations in refugee camps come from regions of the
world characterized by very early marriage and very early
initiation of childbearing. This description certainly
applies to women in Afghanistan and throughout the
Horn of Africa. Many refugee women in camps are recent
widows, separated from their husbands or without sup-
porting family members, and this is especially true if they
have not been scheduled for third country resettlement.
Many have never learned to read or write. Large propor-
tions are unable to space their pregnancies by more than
two years. In terms of refugee women's general health sta-
tus, the presence of many serious infectious diseases in
most refugee settings is no secret. The most common are
diarrheal infection and intestinal parasites,'® measles,
hepatitis, tuberculosis, malaria, and sexually transmitted
infections such as syphilis, gonorrhea and chlamydia.2® All
of these conditions can seriously compromise the health
of pregnant women. Tuberculosis, hepatitis, malaria, gon-
orrhea, chlamydia and syphilis also place the fetus at risk.
In addition, anemia and toxemia leading to pre-eclampsia
create life-threatening conditions for both the mother and
the newborn. And finally, it is probable that the vast
majority of pregnant women in refugee sites are being
served by trained medical professionals who do not speak
their language.

The WHO definition of maternal risk does not mention
women's nutritional status. Because food rations are small,
and are based mainly on total calorie intake rather than
on a population's specific nutritional needs for protein or
vitamins, and because in many societies women serve the
male members of the family and their children before
they themselves eat, most experts believe that the vast
majority of refugee women suffer from severe levels of
malnutrition, especially iron deficiency. In sum, large pro-
portions of refugee women by definition are at high risk
when it comes to pregnancy and childbirth.

A whole host of other reproductive health issues specific
not just to refugee women but to women everywhere—
infertility, menstrual disorders, genito-urinary problems,
maternal morbidity, sexually transmitted diseases, compli-
cations from clandestine abortions, sexual abuse and



exploitation, and rape, to name only a few—are not dealt
with in any systematic way in any of the literature on
health conditions in refugee settings. The present study
was unable to make any systematic observations to fill
that gap in knowledge, even though it is obviously an area
of grave importance that should be addressed by any
agencies contemplating the introduction of a comprehen-
sive health project to serve the special reproductive health
needs of women refugees.

Guidelines for Reproductive Health Care
in Refugee Settings

The UNHCR has codified the health services to be
offered in camp settings in which it has a presence, but
in most places it has no powers to enforce these guide-
lines. As a result, there is no such thing as a standardized
package of health services, or a standardized level of
health care that that all refugees receive. UNHCR's 1952
Handbook for Emergencies stipulates that “Primary Health
Care should include the following: promotion of proper
nutrition, an adequate supply of safe water, basic sanita-
tion, maternal and child care, including family planning,
appropriate treatment for common diseases and injuries;
immunization against major infectious diseases, preven-
tion and control of locally endemic diseases, education
about common health problems and what can be done to
prevent and contro! them.” The section of the Handbook
dealing specifically with maternal health also emphasizes
that “family planning information should be available.
After proper education, suitable temporary methods of
contraception (child spacing) should be provided on a
voluntary basis ensuring that the refugees understand their
free choice in the matter."21 However, specifications for
essential drugs and standard clinic equipment listed by
the WHO as part of its Emergency Health Kit have only
recently started to include contraceptive drugs or supplies,
and very few of the clinics visited as part of the study
were observed to stock contraceptive products in their
pharmacies. However, a few pharmacies did keep some
small amounts of contraceptive supplies—mostly pills or
condoms—but the facilities made no systematic attempt
to let people know these products were available.

Women's health needs are put into even sharper focus in
UNHCRS 1994 Guidelines on the Protection of Refugee Women.
A section discussing women's access to appropriate health
care points out that "existing health services too often
overlook female-specific needs. For example, gynaecologi-
cal services are frequently inadequate as are child spacing
services. Basic needs, such as adequate cloth and washing
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facilities for menstruating women, are overlooked. Serious
problems, such as infections and cervical cancer, and
harmful practices such as female circumcision, go all but
undetected. Counseling regarding sexually transmitted
diseases is generally inadequate for both women and men.
Few if any programmes focus on the needs of adolescent
girls, even though early marriages and pregnancies are a
reported cause of poor health. Access to family planning
information and devices is limited in most refugee camps
even where it is available to women and men in the host
country. In some cases, the refugees are reluctant to use
birth control because of cultural constraints or unfamiliari-
ty. In a number of camps, non-governmental agencies pro-
vide health services, including those relating to maternal
and child health and health education, but they are
unable, because of their own religious or cultural con-
straints, to include family planning in their programmes.
Refugee women may not be given sufficient information
to provide informed consent to the use of birth control "2

There seems, therefore, to be no lack of official support
for family planning in refugee settings, as well as for a
wider range of women-centered reproductive health
services. The first set of UNHCR guidelines mentioning
the importance of birth-spacing services was drafted over
10 years ago, so it might be expected that contraceptive
services, at least, would have become an integral part of
the primary health care services provided in most refugee
settings throughout the world. However, that does not
seem to be the case. In spite of broad awareness of the
high fertility levels and poor health status of many
refugee women, primary health care and maternal and
child health (MCH) programs in many refugee sites do
not emphasize either birth-spacing or birth limitation
practices for high-risk women. As will be shown, this is
not because MCH programs themselves are a neglected
aspect of primary health care services in refugee settings.
Indeed, they are one of the major types of health care
services available.

Maternal and Child Health Programs in
Refugee Settings

It is not hard to understand the emphasis given in refugee
camps to MCH programs that focus on the survival and
improved health of pregnant women and children. This is
where the most dramatic and easily identifiable health
need exists, especially during a camp's initial emergency
phase. In addition, UNHCR guidelines stressing the spe-
cial vulnerability of pregnant refugee women have clearly
influenced the type of services that are offered. As a



result, women in most refugee sites under the mandate of
the UNHCR system are likely to have access to some
kind of basic pre-natal care; to maternity services to assist
them when they give birth; to post-partum sessions to
check the mother and child’s progress; to supplementary
feeding and oral rehydration programs for their infants;
often to Expanded Programs of Immunization (EPI); and
to other basic health services for their children.

Yet family planning counseling and services as an integral
part of such an MCH program was found in only one
location visited as part of the project—some of the camps
for displaced persons in Byumba province, Rwanda, where
an integrated MCH/FP program implemented by CARE
had been in operation for almost two years. In the other
refugee settings in which some kind of family planning
information or services were available—the detention
centers in Hong Kong for the Vietnamese boat people,
the Thai/Burma border, the Thai/Lao border, and Céte
d'Ivoire—all these services were being offered by NGO,
voluntary or ad hoc agencies other than the lead health
agency assigned to provide MCH services to the refugees.
There is also evidence that in the 1980s, family planning
services were offered in selected Cambodian and Lao
refugee camps on the Thai border. However, these ser-
vices were also made available through free-standing fami-
ly planning clinics organized by the Planned Parenthood
Association of Thailand (PPAT) and the Population and
Development Association (PDA). They were not integrat-
ed into the MCH programs of those camps.

The single instance of an integrated birth-spacing pro-
gram in Rwanda is an interesting case, for two reasons.
The first is that this was a displaced population in their
own country, and their own country had made strenuous
efforts over the past 10 years or so to expand women's
access to family planning services through the govern-
ment maternal and child health program. The second rea-
son is that CARE had skilfully adopted one of the major
aspects of Rwanda's existing MCH/FP strategy—the use
of community-based promoters in each commune—to
help inform the refugees about both the benefits of birth
spacing and where they could obtain contraceptive ser-
vices in the camp.

Yet apart from this single example, the striking separation
of MCH and family planning programs is a significant
finding. It is also not without precedent in many parts of
the world, especially in developed countries. The usual
connection made between reproductive health services to
prevent unwanted pregnancies and reproductive health ser-
vices to protect wanted pregnancies is potentially problem-
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atic. To loosen that link, some experts have indeed argued
for free-standing family planning services placed outside
the orbit of other health services traditionally focusing on
mothers and children. Support for this strategy comes from
health planners who believe that when both services are
offered in the same site, family planning ends up being the
poor relation, receiving fewer human and material
resources than are assigned to MCH programs. Critics of
this view argue that providing separate services is not cost-
efficient in countries with limited health budgets, and that
such a separation would probably lead to duplication, over-
lap and waste. Some observers also believe that family
planning services offered only as part of an MCH program
discourage the practice of contraception by unmarried and
childless women, men and adolescents.

Since a de facto separation of family planning and MCH
services already seems to have taken place, it would be
interesting to find out whether this has occurred because
existing MCH programs in refugee settings are not in 2
position to add an expanded reproductive health compo-
nent to their ongoing activities. What does the typical
MCH program in a refugee site look like? Is it likely that
family planning services could simply be added on to
existing MCH services?

ATypical MCH Service

MCH services in refugee sites are typically housed in
separate rooms or spaces within a larger health clinic
structure. Since many such clinics have no electricity or
running water, medical equipment is kept to a very basic
level. The pre-natal care services offered in most refugee
sites are quite simple. Such programs ensure that women
receive tetanus shots, blood pressure monitoring, weight
gain and fetal growth checks, and, in some cases, supple-
mentary foods or, less frequently, vitamin supplies.
Obstetric care is usually offered in an otherwise bare
delivery room that would typically be furnished with a
simple wooden or metal bed orraised board, inevitably
lacking sheets or curtains to protect the woman’s privacy.
The equipment in a typical delivery room would include
some basic drugs, scissors, a pair of re-usable gloves, some
clean water in a container, perhaps a battery-powered
autoclave, or, in some cases, a kerosene refrigerator.

Child health services focus primarily on ensuring com-
plete immunization coverage, on supplementary feeding
programs, and on monitoring developmental progress,
often using standardized growth charts of the type devel-

‘oped by international agencies such as WHO and Save






