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ABSTRACT
Provision of family planning services for refugee populations in conflict and humanitarian settings has
been improving. Availability of services, however, does not translate into acceptability and uptake;
understanding socio-cultural settings and barriers is critical to ensure utilization of services.
Misconceptions and apprehensions surrounding family planning services are common. Populations
may see limiting pregnancies as counterproductive in light of high child mortality or suspicious in the
context of ethnic violence; larger family size has the perceived advantage of additional security for the
community or ethnic group, assistance with family duties in a subsistence structure, and a social service
investment for parents as they age; and there may be religious and moral objections to contraception.
Any service planning and implementation must take into account community perceptions and address
socio-cultural contextual subtleties. Ongoing community education via local initiatives from within the
refugee community, region-wide structural strategies for service implementation and sustainability, and
efforts to reconcile reproductive rights and family planning services within the religious and social context
are crucial. (Disaster Med Public Health Preparedness. 2018;12:670-674)
Key Words: refugees, preventive health services, relief work, health services, community health planning

Thenumber of refugees and internally displaced
persons (IDPs) worldwide is estimated to
total over 20 million and 38 million, respec-

tively.1,2 The United Nations High Commission on
Refugees (UNHCR) was first organized in the 1950s
to support persons displaced in World War II and to
provide them assistance in returning home. Since
then, the numbers of refugees and IDPs, displaced due
to both conflict and natural disasters, has been
growing and today has reached record highs. The
proportion of displaced persons within the poorest
countries has also grown: over 86% of the world’s
refugees are located in developing countries, com-
pared with 70% a decade ago.1

The international health community has gained
expertise in providing a wide range of health services
to the world’s displaced. Initially, medical services
focused on addressing basic services including shelter,
water and sanitation, food and nutrition, and basic
health care; family planning and reproductive health
were not prioritized. In response to mounting inter-
national attention outside of the refugee context, the
1994 International Conference on Population and
Development declared reproductive health a human
right and expanded the definition of maternal and
child health services to include access to and choice
of family planning methods.3 Soon afterward, the
Inter-Agency Working Group on Reproductive

Health in Crises (IAWG) introduced the Minimum
Initial Service Package (MISP) to guide humanitarian
response to the immediate needs of people in conflict
and emergency settings, and included guidelines for
the reduction of HIV and sexually transmitted infec-
tions transmission, prevention and management of
gender-based violence, prevention of maternal and
neonatal mortality and morbidity, and the provision
of contraceptives to meet demand.4

In many countries affected by conflict and with large
refugee populations, high maternal mortality ratios are
at least partly attributable to high unmet contra-
ceptive needs.5 Demand for childbirth timing, spa-
cing, or limiting exists among displaced populations,
as in any population.6,7 Although significant progress
has been made to bring reproductive health strategies
to refugees and IDPs, most still lack adequate repro-
ductive health services.8 In addition to inadequate
provision of reproductive health services due to poor
funding allocation, infrastructural and systems-based
barriers,7,9 complex socio-cultural issues may prevent
displaced people from accessing available services.
Ensuring the availability of comprehensive reproduc-
tive health programs is costly and may redirect
resources from other refugee health programs, there-
fore strategies to address contextual barriers and
improve acceptability and uptake are critical. Pub-
lished accounts of successes and failures in practical
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implementation of these programs highlight a continued
unmet need for and limited access to contraception, parti-
cularly long-acting or permanent methods.5,6,10-13 Focused
implementation reports and investigations of socio-cultural
barriers to acceptability and utilization of family planning
services among specific refugee communities are limited.14-16

In this perspective piece, through a review of published
literature and reflection on personal experience working with
IDPs and refugees for the past decades, we aim to provide
perspectives on the provision of family planning services
among these populations and to expose themes in barriers to
acceptance and uptake. We explore community under-
standing and preferences toward fertility and contraception
in the context of conflict; attitudes and acceptability of
contraceptive methods; and issues of women’s reproductive
rights. We will introduce 2 overarching themes that highlight
important aspects of our conceptual framework to inform
baseline evaluation and programming efforts, and then
provide discussion of considerations for successful imple-
mentation and sustainability.

COMMUNITY AND INDIVIDUAL FERTILITY PREFERENCES
AND UNDERSTANDING OF FAMILY PLANNING GOALS
In rural low-resource settings, from which many refugee and
IDP populations originate, subsistence and herding families
may value multiple children as a financial and social invest-
ment in the family’s livelihood. A populous family and
community means more human resources to protect land and
livestock against intruders and natural threats. As such, larger
families are appealing as a means to ensure both familial and
community prosperity, security and safety.17-19 High rates
of child mortality may further drive fertility preferences,
especially where health care is inadequate, health literacy is
low, and child mortality is high.18-22 The financial and social
incentives to increase fertility among populations from poor
and remote areas often supersede the notion that limiting
childbearing may allow for better distribution of scarce
resources.22 Such fundamental socio-cultural preferences are
in stark contrast to the predominant views among humani-
tarian staff from largely high-income societies where limiting
childbearing and family size is encouraged for direct maternal
and child health benefits.

For some refugee communities, humanitarian aid programs
may be their first contact with family planning services
and prior health and reproductive education may be very
limited.15,23 In the authors’ personal experience doing
qualitative assessments and focus groups in Central Asia and
sub-Saharan Africa in the context of political and/or ethnic
violence (unpublished data), many female and male
community leaders believed contraception to be useful to
prevent recurrent pregnancy during breastfeeding (ie, birth
spacing), to reduce miscarriages or prevent pregnancy com-
plications for the promotion of overall maternal and child

health. Fertility control and limiting family size, however, was
not a significant motivator for contraceptive demand, espe-
cially in the context of ethnic violence in Sub-Saharan
Africa, where preserving ethnic group size and identity was
perceived as crucial for survival. Others have shown that
original preferences or practices in family planning and
reproductive health may shift in response to experiences of
violence and displacement.22,24 Others have documented
populations who have been motivated to use family planning
for birth spacing and limiting family size, desired only birth
spacing, or perceived no need for contraception or family
planning.5,15,23 A clear distinction between different motives
for family planning services and the understanding of
community, family and individual preferences for birth
spacing and/or family size may be difficult but critical to
successfully address the reproductive needs of a population
through education and programming.22,25,26

ACCEPTABILITY AND ATTITUDES TOWARD
CONTRACEPTION AND REPRODUCTIVE RIGHTS
The role of cultural norms and religion cannot be under-
estimated when introducing contraceptive services to dis-
placed communities. Despite an understanding of ultimate or
intended benefits of contraception and proper knowledge, the
use of contraception may be confounded by issues of morality
and religiosity, negatively or positively. Contraception may
be perceived as either a sign of, or a risk factor for
promiscuity, thereby generating contradiction between the
moral views, perceived rights to reproductive choice, and
actual sexual behavior or forced experiences of women,
particularly adolescents and those vulnerable to rape, young
sexual debut, and age-discrepant marriages.23,27,28 As
religious figures are highly respected and given authority over
health issues in many such communities, women may
experience a strong conflict between the implicit health
benefits of contraception and explicit restrictions from
religious leaders and the community itself to avoid family
planning altogether. From the authors’ experience working in
the Sub-Saharan and Central Asian conflict zones, even if
societally permitted, a woman’s right to choose contraception
for herself may be a contentious issue. Women and their male
partners may be divided in their beliefs regarding reproduc-
tive rights; contraceptive choice ultimately may be, at best,
a choice made by the partners together.29,30

An informed decision to consider family planning and to
select an available contraception method requires proper
education for both women and their partners to understand
the mechanisms of different methods and to be familiar with
individual and societal implications of family planning
overall. Although community education may be seen as a
proper means to improve understanding and thus increase
rates of informed use of contraception, there are limitations
on the effect of education alone in view of familial and
community needs, preferences and beliefs. Spiritual, religious,
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and secular leaders who often act as the principal voice of
education among refugee communities may be an effective
and even essential element in reconciling societal ethics,
morality, and faith with family planning services.

CONSIDERATIONS FOR IMPLEMENTING REPRODUCTIVE
HEALTH EDUCATION AND FAMILY PLANNING SERVICES
IN THE DISPLACED SETTINGS
Over the past decade, significant progress has been made in
the recognition of a need for and efforts to systematically
provide reproductive health services for refugees in conflict
areas. However, ensuring the availability of contraceptive
services alone does not translate into acceptability, access,
and uptake. There are myriad reasons that displaced
communities may not consistently and effectively utilize
family planning services and these need to be systematically
evaluated and addressed before implementation.31 Structural,
environmental, developmental, and community-wide barriers
ought to be addressed through both vertical and community-
level horizontal approaches that take into account the
context of specific refugee communities, the individual
challenges faced by women, and other fundamental obstacles
such as general lack of formal education, health literacy, and
access to health care.32,33

Educating communities about the risks and benefits of con-
traception in ways that acknowledge contextual factors and
socio-cultural and economic priorities may improve uptake in
communities that often and significantly lack security, civil
society structure, and health care and health literacy.
Implementing reproductive health education programs and
increasing awareness of family planning methods likely
translate into higher contraceptive use and can improve
family planning uptake.12,13 Proven educational approaches
plus consistent availability of methods could translate into
effective family planning programs with careful consideration
of historical contexts, religious beliefs, infrastructural con-
straints and resources, and community order and norms.32,34

However, ongoing community education via local initiatives
from within the refugee community, region-wide structural
and environmental strategies, and efforts tailored toward
specific refugee communities to reconcile family planning
services with faith or belief systems are crucial.15 Religious
leaders can be influential in disseminating thorough and
accurate information as they often carry authority over
community health issues. Radio programs, word of mouth,
and both secular and religious venues can reinforce this
information by recounting stories of people’s experiences and
benefits from different family planning methods.

Considerations of fertility preferences and reproductive
health needs require particular attention in refugee settings.
Women’s fertility preferences may shift and thus their
contraceptive needs may diverge from trends among the local
population and even among their own community of origin.35

Whereas large family size as an economic and functional
means to promoting long-term family and community liveli-
hood may be a priority in the original community, once
displaced, women and families may desire to delay fertility in
the face of an unstable socio-political situation.36 Although
direct assessments of knowledge, attitudes, and practices of
refugee women are scarce,15 prior implementation studies
have suggested a high level of continued unmet need for
family planning services by demonstrating a trend of
increasing monthly contraceptive uptake over multiple years
and across multiple crisis settings.37 On the other hand, in
conflict areas where violent ethnic and racial atrocities have
been perpetrated, there may be additional barriers to over-
come. It has been suggested that communities may be
suspicious of contraception services delivered by foreign
humanitarian organizations, perceiving them as attempts to
limit their population in the wake of devastating ethnic-based
violence, which is consistent with the authors’ own experi-
ence in Darfur. While this may not be a common or domi-
nant barrier in the majority of displaced settings, family
planning programs must ensure trust, support, and participa-
tion from community leaders in both planning and imple-
mentation phases to reduce such misconceptions.31 Whether
or not individual or community fertility preferences will
present a high or low demand for family planning during the
acute crisis setting and beyond ought to be assessed before
program planning and implementation. Reproductive health
programs planned and implemented by refugees themselves
have been relatively successful in increasing acceptability and
uptake despite challenges such as sustaining funding and
technical assistance.38

Most health services provided in displaced settings are
designed as temporary interventions despite the fact that the
majority of refugee circumstances and their consequences
persist for years or even decades.39 However, the health needs
of displaced populations, including their reproductive health
needs, continue long after the acute phase of relocation. Thus,
establishing strong foundations is essential to transition
successfully from immediate service availability to sustainable
and effective programs.31 Reproductive health research and
programs in refugee settings often focus on immediate access
without consideration of fundamental social and economic
factors within populations where resources are scarce and
external funding is likely temporary. Understanding specific
conflict-related factors, external aid availability and sustain-
ability, and the opportunity costs associated with any inter-
vention in a setting of finite resources is critical to ensuring
appropriate allocation of funding and acceptability of services.

CONCLUSIONS
We aimed to explore themes in reproductive health
preferences, barriers to uptake of services, and challenges
to implementing effective family planning programs in
conflict-related refugee and displaced contexts. Prior to
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implementation of reproductive health programming in these
settings, planning should aim to understand and address
socio-cultural contextual preferences and constraints. Ongo-
ing general education and reproductive health teaching via
local initiatives from within the refugee communities, robust
community involvement to support efforts to reconcile family
planning services with faith or belief systems, regional struc-
tural strategies, and consideration of both short- and long-
term needs and resources are critical components of successful
and sustainable family planning interventions among dis-
placed populations.

About the Authors
Joan and Sanford I Weill Medical College, Medicine, Cornell University,
New York, New York (Dr Asgary), Board of Directors, Doctors Without Borders,
New York, New York (Dr Asgary), Mailman School of Public Health, Population
and Family Studies, Columbia University, New York, New York (Dr Asgary)
Milken Institute of Public Health, Department of Global Health, George
Washington University, Washington, District of Columbia (Dr Asgary), and
OBGYN, Division of Global Women’s Health, University of North Carolina at
Chapel Hill, Chapel Hill, North Carolina (Dr Price).

Correspondence and reprint requests to Ramin Asgary, Joan and Sanford I Weill
Medical College of Cornell University, Medicine, New York, NY 10065
(e-mail: ga263@columbia.edu).

Acknowledgments
The authors report no disclosures. There is no funding source to report.

REFERENCES

1. United Nations High Commissioner for Refugees (UNHCR). Refugee
figures; 2016. http://www.unhcr.org. Accessed March 30, 2016.

2. Internal Displacement Monitoring Centre. Global estimates 2015; 2015.
http://www.internal-displacement.org/publications/2015/global-estimates-
2015-people-displaced-by-disasters/. Accessed March 30, 2016.

3. United Nations International Conference on Population and Develop-
ment Programme of Action, Cairo, Egypt; 1994. http://www.unfpa.org/
public/global/publications/pid/1973. Accessed March 30, 2014.

4. Women’s Commission for Refugee Women and Children. Minimum
initial service package for reproductive health in crisis situations: a
distance learning module. 2006; http://misp.rhrc.org/. Accessed March
30, 2014.

5. Casey SE, McNab SE, Tanton C, Odong J, Testa AC, Lee-Jones L.
Availability of long-acting and permanent family-planning methods
leads to increase in use in conflict-affected northern Uganda: evidence
from cross-sectional baseline and endline cluster surveys. Glob Public
Health. 2013;8(3):284-297.

6. McGinn T, Austin J, Anfinson K, et al. Family planning in conflict:
results of cross-sectional baseline surveys in three African countries.
Confl Health. 2011;5:11.

7. Austin J, Guy S, Lee-Jones L, McGinn T, Schlecht J. Reproductive
health: a right for refugees and internally displaced persons. Reprod Health
Matters. 2008;16(31):10-21.

8. Inter-Agency Working Group on Reproductive Health in Crises.
Adolescent sexual and reproductive health programs in humanitarian
settings: an in-depth look at family planning services; 2012. https://www.
womensrefugeecommission.org/resources/901. Accessed March 30, 2016.

9. Patel P, Roberts B, Guy S, Lee-Jones L, Conteh L. Tracking official
development assistance for reproductive health in conflict-affected
countries. PLoS Med. 2009;6(6):e1000090.

10. Casey SE, Chynoweth SK, Cornier N, Gallagher MC, Wheeler EE.
Progress and gaps in reproductive health services in three humanitarian
settings: mixed-methods case studies. Confl Health. 2015;9(suppl 1
Taking Stock of Reproductive Health in Humanitarian):S3.

11. Sullivan TM, Sophia N, Maung C. Using evidence to improve
reproductive health quality along the Thailand-Burma border. Disasters.
2004;28(3):255-268.

12. Howard N, Kollie S, Souare Y, et al. Reproductive health services for
refugees by refugees in Guinea I: family planning. Confl Health. 2008;2:12.

13. Raheel H, Karim MS, Saleem S, Bharwani S. Knowledge, attitudes and
practices of contraception among Afghan refugee women in Pakistan: a
cross-sectional study. PLoS One. 2012;7(11):e48760.

14. Bartlett LA, Purdin S, McGinn T. Forced migrants – turning rights into
reproductive health. Lancet. 2004;363(9402):76-77.

15. United Nations High Commissioner for Refugees (UNHCR). Baseline
study: documenting knowledge, attitudes and behaviours of Somali
refugees and the status of family planning services in UNHCR’s Ali
Addeh Site, Djibouti. August 2011. http://www.unhcr.org/4e8c0b589.pdf.

16. Curry DW, Rattan J, Nzau JJ, Giri K. Delivering high-quality family
planning services in crisis-affected settings I: program implementation.
Glob Health Sci Pract. 2015;3(1):14-24.

17. Owen M. The bottom line: Mozambique. Plan Parent Chall. 1997;
(1-2):45-47.

18. O’Heir J. Pregnancy and childbirth care following conflict and
displacement: care for refugee women in low-resource settings.
J Midwifery Womens Health. 2004;49(4 suppl 1):14-18. Review.

19. Sachs L. Safe motherhood in refugee settings. Afr Health. 1997;19
(4):24-25.

20. Shiferaw S, Abdullah M, Mekonnen Y, et al. Trends in contraceptive use
and distribution of births with demographic risk factors in Ethiopia: a
sub-national analysis. Glob Health Action. 2015;8:29720. https://doi.org/
10.3402/gha.v8.29720.

21. Maïga A, Hounton S, Amouzou A, et al. Trends and patterns of modern
contraceptive use and relationships with high-risk births and child
mortality in Burkina Faso. Glob Health Action. 2015;8:29736. https://doi.
org/10.3402/gha.v8.29736.

22. Randall S. Fertility of Malian Tamasheq Repatriated Refugees: The Impact of
Forced Migration. National Research Council (US) Committee on Popula-
tion; Program on Forced Migration and Health at the Mailman School of
Public Health, Columbia University. Washington, DC: National Acade-
mies Press; 2004.

23. Benner MT, Townsend J, Kaloi W, et al. Reproductive health and
quality of life of young Burmese refugees in Thailand. Confl Health.
2010;4:5.

24. Pedersen J, Randall S, Khawaja M. Growing Fast: The Palestinian
Population in the West Bank and Gaza Strip (Fafo Report No. 353). Oslo:
Fafo Institute for Applied Social Science. 2001.

25. Howard N, Kollie S, Souare Y, et al. Reproductive health services for
refugees by refugees in Guinea I: family planning. Confl Health.
2008;2:12. https://doi.org/10.1186/1752-1505-2-12.

26. Donati S, Hamam R, Medda E. Family planning KAP survey in Gaza.
Soc Sci Med. 2000;50(6):841-849.

27. Agadjanian V, Yabiku ST. Religious affiliation and fertility in a Sub-
Saharan Context: dynamic and lifetime perspectives. Popul Res Policy
Rev. 2014;33(5):673-691.

28. Agadjanian V. Religious denomination, religious involvement, and
modern contraceptive use in southern Mozambique. Stud Fam Plann.
2013;44(3):259-274. https://doi.org/10.1111/j.1728-4465.2013.00357.x.

29. Pearson E, Becker S. Couples’ unmet need for family planning in three
West African countries. Stud Fam Plann. 2014;45(3):339-359. https://
doi.org/10.1111/j.1728- 4465.2014.00395.x.

30. Becker S, Hossain MB, Thomson E. Disagreement in spousal reports of
current contraceptive use in sub-Saharan Africa. J Biosoc Sci. 2006;38
(6):779-796.

31. Médecins Sans Frontières. Refugee Health: An Approach to Emergency
Situations. Oxford, UK: MacMillan Education; 1997.

Socio-Cultural Challenges of Family Planning Initiatives

Disaster Medicine and Public Health Preparedness 673

https://doi.org/10.1017/dmp.2017.146 Published online by Cambridge University Press

mailto:ga263@columbia.edu
http://www.unhcr.org
http://www.internal-displacement.org/publications/2015/global-estimates-2015-people-displaced-by-disasters/
http://www.internal-displacement.org/publications/2015/global-estimates-2015-people-displaced-by-disasters/
http://www.unfpa.org/public/global/publications/pid/1973
http://www.unfpa.org/public/global/publications/pid/1973
http://misp.rhrc.org/
https://www.womensrefugeecommission.org/resources/901
https://www.womensrefugeecommission.org/resources/901
http://www.unhcr.org/4e8c0b589.pdf
https://doi.org/10.3402/gha.v8.29720
https://doi.org/10.3402/gha.v8.29720
https://doi.org/10.3402/gha.v8.29736
https://doi.org/10.3402/gha.v8.29736
https://doi.org/10.1186�/�1752-1505-2-12
https://doi.org/10.1111/j.1728-4465.2013.00357.x
https://doi.org/10.1111/j.1728- 4465.2014.00395.x
https://doi.org/10.1111/j.1728- 4465.2014.00395.x
https://doi.org/10.1017/dmp.2017.146


32. Sharan MAS, May J. Family planning trends in sub-Saharan Africa:
progress, prospects, and Lessons Learned. In: Chuhan-Pole PAM, ed. Yes,
Africa Can: Success Stores from a Dynamic Continent. Washington, DC:
World Bank Publishing; 2011.

33. Simmonds SVP, William Gun S. Refugee Community Health Care.
Oxford, UK: Oxford Publications; 1983.

34. Asgary R, Jacobson K. Comprehensive on-site medical and public health
training for local medical practitioners in a refugee setting. Disaster Med
Public Health Prep. 2013;7(1):82-88.

35. Busza J, Lush L. Planning reproductive health in conflict: a conceptual
framework. Soc Sci Med. 1999;49(2):155-171.

36. Barnett B. Family planning rarely available for refugees. Netw Res
Triangle Park N C. 1995;15(3):4-8.

37. Curry DW, Rattan J, Huang S, Noznesky E. Delivering high-quality
family planning services in crisis-affected settings II: results. Glob Health
Sci Pract. 2015;3(1):25-33.

38. von Roenne A, von Roenne F, Kollie S, Swaray Y, Sondorp E, Borchert
M. Reproductive health services for refugees by refugees: an example
from Guinea. Disasters. 2010;34(1):16-29.

39. Merson MHBR, Mills AJ. Complex Humanitarian Emergencies. Interna-
tional Public Health: Diseases, Programs, Systems and Policies. London, UK:
Jones and Bartlett Publishers International; 2006.

Socio-Cultural Challenges of Family Planning Initiatives

Disaster Medicine and Public Health Preparedness674 VOL. 12/NO. 6

https://doi.org/10.1017/dmp.2017.146 Published online by Cambridge University Press

https://doi.org/10.1017/dmp.2017.146

	Socio-Cultural Challenges of Family Planning Initiatives for Displaced Populations in Conflict Situations and Humanitarian Settings
	Community and Individual Fertility Preferences and Understanding of Family Planning Goals
	Acceptability and Attitudes Toward Contraception and Reproductive Rights
	Considerations for Implementing Reproductive Health Education and Family Planning Services in the Displaced Settings
	Conclusions
	ACKNOWLEDGEMENTS
	References


