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Abstract
Background: The Minimum Initial Service Package (MISP) is a series of crucial actions required to
respond to reproductive health needs at the onset of every humanitarian crisis. Moreover, MISP is a
coordinated priority activity to prevent and manage the consequences of sexual violence; prevent excess
maternal and newborn morbidity and mortality; reduce HIV transmission; and plan for comprehensive RH
services beginning in the early days and weeks of an emergency. During conflicts, natural disasters and
public health emergencies, sexual and reproductive health needs are often overlooked. Women and girls
may lose access to family planning services, exposing them to unintended pregnancy in dangerous
conditions. Women and girls also become more vulnerable to sexual violence, exploitation and HIV
infection. In this article we document the practices and factors associated with availability and
implementation of services as measured by the MISP for reproductive health in the Eritrean refugee
camp, Northwestern zone of Tigray, Ethiopia.

Methods: we conducted an institution based cross sectional study from October 07- 30, 2019 among
female reproductive age groups (15-49yrs) who arrived and lived in the refugee camp from June 01 to
October 07, 2019. A systematic random sampling method was applied to recruit 422 participants. We
collected the data through face-to-face interview using a structured questionnaire. Binary Logistic
regression was applied to assess factors associated with MISP implementation.

Results: About 38% of the refugees utilized Minimum Initial Service Package of reproductive health
during their stay in the camp. Factors like age of 15–24 years [AOR = 0.38(95% CI,0.20-0.73)], being rural
residents in home country [AOR =0 .53(95% CI,0.34-0.83], short time length of stay in the refugee
camp [AOR = 0 .56(95% CI,0.33-0.95)] were negative predictors, while previous exposure to health
information[ AOR = 2.24(95% CI1.44-3.48)] was a positive predictor of MISP services utilization among
the refugees in the reproductive age.

Conclusion: The MISP of reproductive health utilization in the refugee camp is relatively high . Previous
information on reproductive health helped the refugees in utilizing the service, while a short stay in the
refugee camp, being rural residents in their home country and being young age were barriers to utilization
of MISP of RH. Strengthening and introducing sexual and reproductive health services for the youth
during early crisis would prevent morbidity in refugees. Key words: MISP, RH, Eritrean Refugee camp,
Ethiopia

Introduction
Refugees are those who are uprooted from their homes when fleeing danger or persecution and who
receive special status in order to be given asylum in a host country(1). Women and girls are affected
significantly in both sudden and slow-onset humanitarian crises and face multiple sexual and
reproductive health (SRH) challenges in these contexts. There are an estimated 32 million women and
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girls of reproductive age (15–49 years) living in humanitarian crisis situations, all of whom need SRH
information and services (2).

Reproductive health (RH) service of female refugees is more vulnerable to poor utilization and outcomes
of RH such as high-risk sexual behaviors, lack of contraception use, unwanted pregnancy, STI including
HIV/AIDS. Women face high maternal mortality, unmet need for family planning, complications following
unsafe abortion and gender-based violence (3). Humanitarian crises can increase the risk of poor RH
outcomes due to reduced access to services and supplies, damaged health facilities and increased
exposure to sexual violence among other factors(4).

There have been improvements in the availability of MISP RH service to people in refugee settings, but
has shown underutilization of the services which exposed them to negative RH outcomes (5-9). The level
of MISP RH utilizations by refugees is different among different settings. In the Sri Lanka crisis setting
where FP utilization was found 50%(10).In turkey FP utilized by Syrian refugee women was found to be
47%(11) and for the Thailand-Myanmar border refugees, the contraceptive uptake was 21 % (12). In most
Sub-Saharan African conflict sites MISP RH utilizations indicators such as contraceptive prevalence rate
are far lower than in refugees of other areas. Contraceptive utilization of refugees in the Central African
Republic, Democratic Republic of Congo and Sudan were under 10% (7%, 4%, and 7%)  respectively(13).
In Maitsebri primary hospital in Tselemty district from the total abortion care service given in
2018 161(80%) were from Adiharush refugee which may indicate low utilization of MISP for RH in the
refugee camp (14).

Low utilization of MISP RH service put refugee at greater risk of negative RH outcome (15).In
humanitarian settings in Lebanon and Iraq found low FP utilization resulted in high prevalence of
unwanted pregnancy 57.5% with 3.9% induced abortion (16)and was contributed to unsafe abortion, a
major  maternal death and disability (17). Prevalence of postnatal depression amongst un planed
pregnant migrant women was reported as 11.2–60% and antenatal depression 12–45% (18). In 2015, 61
%of maternal deaths worldwide occurred in 35 countries experiencing humanitarian crises with low
utilization of MISP RH service of unplanned pregnancy(4, 16).Some of the possible causes of
underutilization MISP RH service are; low information dissemination about availability of service, low
demand for services(18), Unaware of the locations and presence for service (19).

Despite increased attention to MISP RH service provision in humanitarian crises settings, the evidence
based information on utilization is still very limited. More implementation research is required to identify
factors to increase utilization of MISP services in diverse humanitarian crises settings and
populations(20). To the level of our knowledge there is no research that has assessed the factors
affecting MISP RH service utilization in the female Eritrean Adiharush refugees’ camp in Tselemty district
of Tigray, Ethiopia. Though there are some similar studies elsewhere on MISP RH utilization, they may not
reveal the gap of this refugee; because results by setting play an important role as they may not be
generalized on to the other due to the differences between the settings. Therefore, assessment of the
practices and factors associated with availability and implementation of the MISP for reproductive health
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in the Eritrean refugee camp, Northwestern zone of Tigray, Ethiopia would be help full in understanding
the context so as to prevent morbidity and mortality of refugees in crisis.

Materials And Methods
Study design and setting

We conducted an Institution based cross sectional study to assess the minimum initial service package
of reproductive health service utilization in Adiharush Eritrean refugee camp. The camp is found in
Tselemty district, Northwestern zone of Tigray, Ethiopia. This refugee camp is located 1200 km far from
Addis Ababa the capital city of Ethiopia and 400 km from Mekelle city the capital of Tigray. According to
ARRA and Tselemty district health officethis refugee camp serves for around 26,234 refugees with 30
average daily new arrivals. It has one health center that provides SRH services like family planning, GBV
service, counseling and testing of HIV/AIDS, maternal and child health service.

Population

The study population was all reproductive age group (15-49) of the Eritrean refugees who arrived to the
camp during the data collection period, while the sample population was systematically selected female
reproductive age group (15-49). The sample size was calculated using a single population proportion
formula for surveys and it was found to be 422.

Sampling techniques and Procedure
Participants were selected by using systematic random sampling method using the existing list of all
individuals (obtained from ARAA registration books of refugees) as a sampling frame which were 1225
female reproductive age groups (15-49 yrs). All the reproductive women Eritrea refugees arrived to
Adiharush Eritrean refugee camp was divided by the total sample size (422) to obtain the sampling
interval which was three. A random number was picked as the starting point and then every three
individuals who met the inclusion criteria were interviewed at their tent.

Variables

The outcome variable was Minimum initial service package for reproductive health utilization and the
independent variables were Socio demographic variables, Health facility service related variables, Medical
Supplies, Health education, availability of health service, family and peer pressure, residency, length of
stay in refugee camp, Behavioral, Partner and family factors. Family pressure, partner pressure, residency
of home country, level of exposure to RH service utilization in their home country, duration of stay in
refugee and past experience of RH service utilization.

Operational definition
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MISP for RH utilization is defined as: if a participant utilized the RH services (FP, GBV, and prevention of
STI including HIV/AIDS) in Adiharish refugee camp.

FP service utilization was defined as ever use of any modern contraceptives while they were in Adiharush
Eritrean refugee camp.

GBV service Utilization defined as ever use of counseling and youth friendly service to prevent sexual
violence and use of service to assist post violated survivors while they were in Adiharush Eritrean refugee
camp.

Prevention of STI Including HIV/AIDS transmission service utilization was defined as ever use of STI
including HIV/AIDS transmission prevention methods , abstinence, condom use or one to one with partner
while they were in Adiharush Eritrean refugee camp.

Data Collection tool and technique
The questionnaire was developed after reading different literature related to the topic. Thetool was
structured and pretested and translated to the local language. It has an introduction and informed
consent, socio demographic, behavioral factors and health service related factors which was designed to
assessing factors and MISP RH utilizations by the refugees.

Data analysis
Each questionnaire collected from the field was checked for completeness, missed values and unlikely
responses and manually cleaned. Then, data were coded and entered to a computer using Epi-Info
version 7.1.1.4 then exported to SPSS version 20 for analysis. The data were crosschecked for
consistency and accuracy. Descriptions of the main findings were done using frequencies, percentages,
and summary statistics of the date. Binary Logistic Regression Model was fitted to assess factors
associated MISP RH utilization. Those variables with p-value ≤0.25 in the bivariate were entered to
multivariable model. Before inclusion of predictors to the final logistic regression model, multi collinearly
was checked using Variance Inflation Factor (VIF). The goodness of fit of the final logistic regression
model was tested using Homer Lemeshow test and the p value was 0.16. Adjusted Odds Ratio and 95%
confidence interval was reported.

Ethical Consideration   
Ethical clearance was obtained from Institutional Review Board of Mekelle University College of CHS.
Permission letter was also secured from Tigray Regional Health Bureau. Informed verbal consent was
obtained from the sampled individuals and health center. The respondents’ were also informed that they
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have full right to withdraw or refuse at any time from the process. Confidentiality of information given by
each respondent has kept properly.

 

Results
Socio demographic characteristics of participants

In this study 412 women’s were interviewed with a 98% response rate. The median age was 22(IQR, 8)
years. More than half 245 (59.5%) of the participants were single in their marital status. Majority of the
participants 351 (84.1%) have radio or television currently and 377 (91.5%) were orthodox Christian
religion (Table-1).

 

Table 1: socio-demographic characteristics of participants on MISP of RH utilization in Eritrean refugee
camp, Tigray, 2019
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Variable Category MISP RH service utilization (n=412).

Yes (n, %)) No (n, %) Total (n, %)

Age category in year 15-24 79 (19.2) 182(44.2) 261 (63.3)

25-34 49(11.9) 52(12.6) 101 (24.5)

35-49 26(6.3) 24(5.8) 50 (12.2)

Educational level No formal education 14 (3.4) 20 (4.9) 34 (8.3)

Primary school (1-8th) 69 (16.7) 123 (29.9) 192 (46.6)

High school and above 69 (16.7) 115 (27.9) 184 (44.6)

Marital status Married 66(16) 62(15) 128 (31)

Divorced 9(2.2) 30(7.3) 39 (9.5)

Single 79(19.2) 166(4.3) 245 (59.5)

Occupation housewife 67(16.3) 75(18.2) 142 (34.6)

Student 54(13.1) 114(26.7) 168 (40.8)

Other * 35(8.5) 67 (16.3) 102 (24.6)

Religion Orthodox 138(33.5) 239(58) 377 (91.5)

Other ** 16 (3.9) 19 (4.6) 35 (8.5)

family size 1-3 family 53(12.9) 79 (19.2) 132 (32)

4-5 family 41 (10) 83 (20.1) 124 (30)

6-7 family 35(8.5) 58(14) 93 (22.5)

8 and above 24(5.8) 36(8.7) 60 (14.5)

Residence of home country Rural 78(18.9) 177(43) 255 (61.9)

Urban 76(18.4) 81(19.7) 157 (38.1)

*(farmer, government and private employment) ** (Muslim, catholic, and protestant)

More than half 214 (52%) of the study participants had history of exposure to health education on
reproductive health services. Of the total refugees 142 (34.5%) of women stayed for one month in the
refugee camp, while 111 (26.9%) stayed for two months, and the rest for three months.

Factors associated with MISP utilization for RH service

We found that factors like age, residence in-home country, obtaining health education on reproductive
health, residence period in the camp, marital status, and availability of medical supply were associated
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with utilization of MISP for RH service in the bivariate analysis. Moreover, women whose age was 25-34
years and 35-49 years were about two times more likely to utilize MISP for reproductive health service
than the age group of 15-24 years. Those study participants who came from urban area of their home
country were two times more likely utilize MISP service of reproductive health than those who came from
rural area. Women who stayed for three month in the refugee camp were about 1.7 times more likely to
utilize the service. Women who received health education on reproductive service in the refugee camp
were 2.3 times more likely to utilize the MISP of reproductive service than their counterparts (Table 2).

 

 

 

 

 

Table 2: Factors associated with MISP utilization for RH service among reproductive age

Women of Eritrean refugees at Adiharush Eritrean refugee camp, Tselemty, Tigray, Ethiopia, 2019
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Variable Category MISP for RH Utilization COR (95%
CI)

AOR (95%
CI)

 Yes (n, %) No (n, %)

Age category  in years

 

15-24 79 (19.2) 182
(44.2)

1.00 1.00

25-34 49 (11.9) 52 (12.6) 2.17 (1.36-
3.48)*

1.86 (1.14-
3.04)**

35-49 26 (6.3) 24 (5.8) 2.5 (1.35-
4.61)*

2.57 (1.36-
4.88)**

Residence Rural 78 (18.9) 177(43) 1.00 1.00

Urban 76(18.4) 81(19.7) 2.13 (1.41-
3.21)*

1.99 (1.3-
3.04)**

Duration of stay in the refugee
camp

One
month

40 (9.7) 102(24.8) 1.00 1.00

Two
month

44(10.7) 67(16.3) 1.68 (0.99-
2.84)*

1.5 (0.87-
2.62)

Three
month

70(17) 89(21.6) 2.01 (1.24-
3.25)*

1.67 (1.01-
2.8)**

HE on RH service in the
refugee camp

Yes 101(24.5) 113(27.4) 2.44 (1.62-
3.7)*

2.32(1.51-
3.56)**

No 53(12.9) 145(35.2) 1.00 1.00

Medical supply problem Yes 6(1.5) 17(4.1) 0.56 (0.11-
1.01)

0.33(0.11-
1.05)

No 150(36.4) 239(58) 1.00 1.00

*p-value <0.25, ** p-value<0.05
Discussion
In this study, around 38% of reproductive age women utilized MISP in reproductive health in the Eritrean
refugee camp. Factors like age, residence in home country, history of obtaining health education on
reproductive health, and stay period in the refugee camp were the factors associated with utilization of
MISP for reproductive health. 

The utilization of MISP for reproductive health was high compared to study findings in a systematic
review of sexual and reproductive health among refugee women in Africa (16.7%), Study in Somalia
Hargeisa refugee camp (7%) and study in Tanzania refugee camp (9.2%) (7,15,27).This difference of RH
utilization could be due to differences in facility supply, socioeconomic and demographic background of
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migrants, health education given about MISP RH service utilization, no language barrier because of the
migrant’s language is similar to the host community language.

Health education about reproductive health services can increase utilization of MISP of reproductive
health. The result of this study showed that women’s who obtain health education of reproductive health
on the refugee camp were two times more likely to utilize the MISP of reproductive health than the
counterpart. This study was similar with study conducted on systematic review based in low and middle
income countries, Guinea refugees and Syrian Refugee (20, 23, 24).This could be due to the fact that
discussion of reproductive health services with population allows reproductive age group women to
exchange information, experiences, and build comprehensive knowledge about RH. This could be due to
the evidence that health education increased different reproductive health service utilization in different
part of the globe in refugee camps (20, 23, 24).

Age has an effect on utilization of MISP for reproductive health service. This study showed that Women
whose age 25-34 years and 35-49 years were about two times more likely utilize to MISP reproductive
health service than in the age group of 15-24 years. This result is consistent with the study conducted in
Guinea refugees (23).This might be due to the fact that youths were not more concerned about their
reproductive and sexual health due to different reasons like shyness, bad behavioral activities and
consequently results in low reproductive health service utilization. This could be also due to shortage of
health education on reproductive health to those youth comparing to the adult one in this study. But this
result is different from the study conducted in Nepal refugees and Gulu district Uganda refugees (25, 26).
This difference may be due to difference in the community. Because in our case most of the participants
were come to the refugee due to bad political issue but in Gulu and Nepal the participant were came due
to current war. Also, the reason could be due to socio-cultural difference and in as age gets older may
expose to some factors and learns lesson from previous event.

Duration of stay in the camp is affecting on the MISP. A woman’s who stay for three month in the refugee
camp was around 1.7 times more likely to utilize the service comparing the counterpart. This result is due
the fact that those who stay more obtain service than those who stay less due to new arrival to refugees
may unfamiliar to the new environmental, they are confused with the availability of reproductive health
service in the refugee, limited information about reproductive health services.

Current place of residence has affecting on utilization of MISP for reproductive health. participants who
came from urban area of their home country were two times more likely utilize on MISP service of
reproductive health service than those who came from rural area. The finding is supported by the study
conducted on systematic review on low and middle-income countries, Gulu district Uganda, Serial none
(6, 20, 25, 26).This may be due to urban residents may have experience, awareness and knowledge with
utilization of RH service in their home country than rural residents because of affordability of services,
Availability of service, and the obtain more information with different media.

Limitation Of The Study
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Since this study examines personal and sensitive issues, obtaining honest responses among reproductive
age group women might have been difficult. Therefore this data might have been prone to Information
bias (social desirability bias). To minimize this problem, discussion with participants during data
collection was conducting to give their honest response by explain their confidentiality will be protected
and the study will no effect on them.

Conclusions
The magnitude of MISP utilization on reproductive health service as compared to other refugee camps in
Africa was relatively high. Age of the women, residence in the home country, and duration of stay in the
camp and previous history of health education were factors affecting the utilization of MISP for
reproductive health service in the refugee camp. To boost the utilization of services; provision of health
education and counseling especially to youth on arrival to the camp would be very help full.
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