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Background: What’s IAWG?
Inter-agency Working Group on 
Reproductive Health in Crises (IAWG)
• Formed in 1995
• Mission: To expand & strengthen access to 

quality SRH services for people affected by 
conflict and natural disaster.

• Collaborative coalition of 20 Steering 
Committee member agencies including UN, 
government, NGO, research, donors 

• Network of 2,100+ people from 450 agencies

Presenter
Presentation Notes
10 working groupsCurrently the Secretariat is hosted by the Women’s Refugee Commission



IAWG Global Evaluation 2012-2014

• Ten-year evaluation of reproductive health 
(RH) in humanitarian settings globally

• Last evaluation conducted in 2002-2004
• Comprised of 7 complementary studies 

documenting progress and gaps in RH 
services, programming, and funding 

Presenter
Presentation Notes
The global evaluation was a collaborative effort, with experts from numerous IAWG member agencies conducting research, evaluating programming, and contributing to articles. The global evaluation covers a range of thematic areas, including maternal and newborn health, comprehensive abortion care, family planning, HIV and STIs, and gender-based violence. 



IAWG Global Evaluation 2012-2014
Advancing reproductive health on the humanitarian agenda: the 2012-
2014 global review
Sarah K. Chynoweth

Evaluations of reproductive health programs in humanitarian settings: a 
systematic review 
Sara Casey 

Tracking humanitarian funding for reproductive health: a systematic 
analysis of health and protection proposals from 2002-2013 
Mihoko Tanabe, Kristen Schaus, Sonia Rastogi, Sandra K. Krause, Preeti Patel

Tracking official development assistance for reproductive health in 
conflict-affected countries: 2002-2011
Mihoko Tanabe, Kristen Schaus, Sonia Rastogi, Sandra K. Krause, Preeti Patel

Presenter
Presentation Notes
In addition to an introduction, written by Sarah Chynoweth, the evaluation included: A systematic review of research evaluating RH programs in crisis A systematic analysis of RH in humanitarian health and protection funding proposals from 2002-13 A trend analysis tracking official development assistance for RH to 18 conflict-affected countries from 2002-11 



IAWG Global Evaluation 2012-2014
Progress and gaps in reproductive health services in three humanitarian settings: 
mixed-methods case studies 
Sara E. Casey, Sarah K. Chynoweth, Nadine Cornier, Meghan C. Gallagher, Erin E. Wheeler

Reproductive health services for Syrian refugees in Zaatri Camp and Irbid City, 
Hashemite Kingdom of Jordan: an evaluation of the Minimum Initial Services Package
Sandra Krause, Holly Williams, Monica A. Onyango, Samira Sami, Wilma Doedens, Noreen 
Giga, Erin Stone, Barbara Tomczyk 

Retrospective analysis of reproductive health indicators in the United Nations High 
Commissioner for Refugees post-emergency camps 2007-2013
Jennifer Whitmill, Curtis Blanton, Sathyanarayanan Doraiswamy, Nadine Cornier, Marian 
Schilperood, Paul Spiegel, Barbara Tomczyk

Developing Institutional Capacity for Reproductive Health in Humanitarian Settings: A 
Descriptive Study 
Nguyen-Toan Tran, Angela Dawson, Janet Meyers, Sandra Krause, Carina Hickling, IAWG

Presenter
Presentation Notes
Continued:An evaluation of RH services in crisis-affected parts of Burkina Faso, DRC, and South Sudan A MISP assessment of two settings hosting Syrian refugees in Jordan A retrospective analysis of RH indicators from UNHCR’s Health Information System across 56 refugee camps in ten countries from 2007-13 A survey exploring changes in humanitarian and development agencies’ capacity to address RH in crises since 2004 



Overall Progress and Gaps 
Advancing reproductive health on the humanitarian agenda: the 
2012-2014 global review
Sarah K. Chynoweth

• 2002-2004 evaluation  GBV was the 
weakest component of RH responses  

• 2012-2014 evaluation revealed progress in 
funding and programming

• Remaining gaps include: program 
evaluation, prevention efforts, and clinical 
management of rape 

Presenter
Presentation Notes
2004 study: Services for both prevention and response to GBV were weak. “Coverage was found to decrease with the newness of the technical area; GBV is the newest, least familiar and most difficult area and has the lowest coverage, whereas antenatal care, the most familiar, most standard and easiest to provide, has the highest coverage.”In the past decade, the field of GBV has matured and expanded significantly.GBV is a broad field RH actors are responsible for providing clinical care for survivors of sexual violence, and ensuring that protection measures are in place so that clients can safely access these services (Chynoweth)



Funding 

GBV included in 45.9% of all RH proposals 
(n=495) in humanitarian health and 
protection appeals (2009-2013)
• 2nd highest of the technical areas 

Tracking humanitarian funding for reproductive health: a systematic 
analysis of health and protection proposals from 2002-2013 
Mihoko Tanabe, Kristen Schaus, Sonia Rastogi, Sandra K. Krause, Preeti 
Patel

Presenter
Presentation Notes
Methodology: Health and protection proposal data from 2002-13 were extracted from the Financial Tracking Service database managed by the UN Office for Coordination of Humanitarian Affairs (UN OCHA). FTS is a global database that records all reported humanitarian aid from UN Agencies, NGOs, Red Cross and Red Crescent movement, bilateral aid, in-kind assistance, and private donations. (Another way of tracking funding to humanitarian crises is through looking at Official Development Assistance (ODA) to conflict-affected countries; however, it is not possible to analyze funding geared toward GBV because the data isn’t coded for it.)From 2009-13, proposals were analyzed in greater depth and categorized into the components of RH that they covered, including Maternal & Newborn Health, Family Planning, STIs and HIV, GBV, and General RH like coordination. Proposals were tagged as RH-related GBV if they included components like clinical management of rape, staff training on clinical GBV, referrals to SV services, protection strategies for safe access to health services, and prevention of domestic violence. Proposals that included GBV but NOT an RH component were excluded, such as those that focused on legal services, child protection, education, or livelihoods.The evaluation documented significant progress in securing funding for GBV programming in SRH initiatives. Across all years, proposals were coded for whether they included RH. Among more than 11,000 proposals during the study period, 34.5% (3,912) included RH. 



Tracking humanitarian funding for reproductive health: a systematic analysis of health 
and protection proposals from 2002-2013 
Mihoko Tanabe, Kristen Schaus, Sonia Rastogi, Sandra K. Krause, Preeti Patel

Presenter
Presentation Notes
Second highest, after MNH which was consistently included in the highest proportion of RH proposals. GBV increased if you look at 2009 and again at 2013 but you can see the trends wobble a bit in between so it’s unclear how strong that trend is. FP was consistently lowest. HIV/STIs declined over time. 



Funding 

• Donor support to GBV totaled 308.9 
million USD between 2009-2013
– Significant amount; 2nd largest among other 

RH components
– Donors are willing to fund GBV activities 

• But…only 37% of funds were received. 
– Lowest proportion compared with other RH 

components.



Tracking humanitarian funding for reproductive health: a systematic analysis of health and protection 
proposals from 2002-2013 
Mihoko Tanabe, Kristen Schaus, Sonia Rastogi, Sandra K. Krause, Preeti Patel



Services
Reproductive health services for Syrian refugees in Zaatri Camp 
and Irbid City, Hashemite Kingdom of Jordan: an evaluation of the 
Minimum Initial Services Package
Krause, Williams, Onyango, Sami, Doedens, Giga, Stone, Tomczyk

• Prevention & treatment of sexual violence were inadequate
• Limited access to clinical mgmt of rape:

– Low knowledge of services among providers and women
– Only 1 site had staff & supplies for clinical mgmt. of rape

• In focus group discussions, women reported fears of GBV and 
many barriers to accessing services.

Presenter
Presentation Notes
“The Minimum Initial Services Package (MISP) for reproductive health, a standard of care in humanitarian emergencies, is a coordinated set of priority activities developed to prevent excess morbidity and mortality, particularly among women and girls, which should be implemented at the onset of an emergency.” PREVENT AND MANAGE the consequences of sexual violence:Protection system in place especially for women and girlsClinical care available for survivors of rapeCommunity aware of servicesThe purpose of the evaluation was to determine the status of MISP implementation for Syrian refugees in Jordan.Methods: In March 2013, 11 key informant interviews, 13 health facility assessments, and 14 focus group discussions (159 participants) were conducted in two Syrian refugee sites in Jordan, Zaatri Camp, and Irbid City. Zaatri camp was hosting more than 160,000 refugees. The population of Irbid City was around 47,000. Seven (out of 11) key informants reported knowledge about measures to prevent sexual violence and treat survivors. However, measures to prevent and response to sexual violence were insufficient: Only one site had the human resource capacity and supplies to provide clinical care for rape survivors. Treatment and forensic evidence collection was available at 2 hospitals but they did not have standard protocols. Women reported fears of GBV and increases in GBV since the crisis:In Zaatri Camp, women expressed concerns about the lack of lighting and their fears of using the toilets at night. In Irbid City, women reported feeling unsafe sending their daughters to school on public buses. The women discussed what they perceived as more cases of domestic violence in the camp than what they observed while living in Syria but were fearful of negative consequences if they reported experiencing violence. Many barriers to accessing services:Stigma and real danger: Women said that they were fearful of telling their families of sexual violence due to fears of honor killing, or being disowned by family. Lack of awareness of services: The women voiced a desire mostly for psychosocial services, in addition to prevention and medical care but were unaware of service availability. Nearly all women across the groups in Irbid City agreed that they would not feel comfortable attending health services for reasons including no benefits from receiving health care and family stigmatization. At the time of the evaluation, Jordan’s Ministry of Health was in the process of developing a national protocol for the clinical management of rape survivors. However, the lack of the protocol significantly impeded efforts. 



Services
Progress and gaps in reproductive health services in three 
humanitarian settings: mixed-methods case studies 
Casey, Chynoweth, Cornier, Gallagher, Wheeler

• 63 facilities assessed in Burkina Faso, DRC, & South Sudan
• Only 3 (all in DRC) provided adequate clinical mgmt of rape

– All settings reported lack of supplies (PEP, EC)
– Limited availability of trained providers, especially in 

Burkina Faso and South Sudan 
• Limited awareness of existing services or reasons to seek 

care in Burkina Faso and South Sudan

Presenter
Presentation Notes
“This study explored the availability and quality of, and access barriers to RH services in three humanitarian settings in Burkina Faso, Democratic Republic of the Congo (DRC), and South Sudan.” Methodology: Data was collected from July-October 201363 health facilities visited including 28 in Burkina Faso, 25 in DRC, and 9 in South Sudan. The facilities were located in crisis-affected areas of the country (i.e. North Kivu in DRC) and all of them served crisis-affected communities. 5 hospitals and 58 health centers.42 providers completed a questionnaire to assess RH knowledge and attitudes. 34 focus group discussions were conducted with 29 members of host communities and 273 displaced women and men (married and unmarried). To give some background on what the health facilities were like overall: All 5 of the hospitals had a functioning power supply and water supply. Among health centers, between 40%-76.5% across the three countries had power, and between 56%-80% had water. All facilities reported providing some RH services in the prior 3 months. Adequate provision of clinical management of rape: Determined based on the availability of EC, post-exposure prophylaxis for HIV (PEP), and antibiotics for STI prevention; at least one staff trained to provide clinical mgmt. of rape; and provision of these drugs in the previous three monthsOut of the 63 facilities assessed, only three had all of these elements in place, all in DRC. Supplies for clinical management of rape was a major barrier across settings. In many cases the health facilities reported that they provide clinical management of rape, but on the day of assessment didn’t have the supplies in stock. For example, in DRC only 8% had all necessary antibiotics for STIs available on the day of the assessment.” … In Burkina Faso, PEP was not available at any health centers and in fact half reported that they were not authorized to do so.Trained service providers was also a gap. In DRC, almost three quarters of health facilities had at least one provider trained in clinical mgmt. of rape. But in Burkina Faso and South Sudan, less than half of the facilities had at least one provider trained in clinical mgmt. of rape. Questionnaires demonstrated that, on average, providers across settings could identify fewer than half of the eleven key clinical mgmt. of rape activities.”“ Participants in DRC were the most knowledgeable about where to seek services and were generally aware of the importance of seeking care within 72 hours after rape. Informants in South Sudan and Burkina Faso were unaware of existing services or reasons to seek health care.”“However, across settings, the FGDs reported that most rape survivors would not come forward due to fears of stigma and rejection as well as concerns about confidentiality.” The higher levels of access to care in DRC—as opposed to the other two settings—may be related to the international attention to the widespread sexual violence in DRC’s conflict-affected areas. 



Retrospective analysis of reproductive health indicators in the United Nations 
High Commissioner for Refugees post-emergency camps 2007-2013
Whitmill, Blanton, Doraiswamy, Cornier, Schilperood, Spiegel, Tomczyk

Proportion of rape survivors who received 
PEP within 72h of incident

Services

Presenter
Presentation Notes
“The United Nations Refugee Agency’s Health Information System issues analytical reports on the current camp conditions and trends for priority reproductive health issues. The goal was to assess the status of reproductive health by analyzing seven indicators and comparing them to standards and host country estimates.”Methodology: Data on seven indicators were extracted from a database compiling monthly reports from camps from 2007-2013. 10 countries met the study criteria, meaning at least one camp in the country had completed 90% of the monthly reports and had data over the course of the study period. Countries included: Bangladesh, Chad, Djibouti, Kenya, Nepal, Tanzania, Thailand, Uganda, Yemen, and Zambia. GBV Indicator: Proportion of rape survivors who receive HIV post-exposure prophylaxis (PEP) within 72 h of an incident occurring(Number of rape survivors who receive PEP within 72 h of an incident divided by total number of rape cases reported)Across all camps studied combined, the proportion of women receiving PEP increased. One country (Uganda) had significant increases in proportion of women receiving PEP.Although the authors were contending with a lot of missing data, likely due to women’s unwillingness to report rape and gender based violence, the graph demonstrates that in a number of settings, SRH services for GBV survivors are improving. 



Evaluation
Evaluations of reproductive health programs in humanitarian 
settings: a systematic review 
Sara Casey 

• Review of peer-reviewed articles published 2004-13 
with quantitative evaluation of RH programs in crisis 
settings

• 36 papers met the criterion; only 3 addressed GBV
– All focused on care for rape survivors
– But none evaluated effectiveness of clinical mgmt of rape 

• Notably: Among 93 descriptive studies (excluded from 
the review), 1/3 reported prevalence and types of SV

Presenter
Presentation Notes
Ultimately, her review identified 36 papers describing 30 programs: Some RH areas were better represented than others: 7 papers reported on MNH (including two that also covered FP), six on FP, three on GBV, 20 on HIV and STIs, and 2 on general RH topics. None described safe abortion or post-abortion care programs. Only 3 addressed GBV 2 on effectiveness of psychosocial interventions – in DRC and Republic of Congo1 on effects of a multi-media training tool for clinical care for rape survivors on the knowledge, attitudes, and practices of providers Notably, in the case of the third paper on the multi-media training tool, “the authors found that although negative attitudes towards survivors did not significantly change, respect for patient rights increased and provider practice improved from pre-training to three months post-training.”Still, Casey was not able to identify any published evaluations of programs for clinical care for survivors of rape. A large number of descriptive articles that were excluded from the review did include information on the prevalence and types of GBV in humanitarian settings, indicating that research is being undertaken on the topic, even in settings with limited programming. This represents progress since the 2002-2004 review. 



Discussion 

• Increased funding for and attention to GBV 
may be the result of strong emphasis and 
collective advocacy to flag GBV

• Considerable gaps remain, notably clinical 
care for rape and GBV prevention, as well 
as rigorous program evaluations to 
understand what works

Presenter
Presentation Notes
The increased funding for and attention to GBV broadly since the 2004 eval may be the result of strong emphasis and collective advocacy to flag GBV as a salient, prevalent issue in crises. However, donors, governments, and implementing agencies must address the considerable gaps that remain, notably clinical care for rape and GBV prevention, as well as rigorous program evaluations to understand what works.



Thank you very much!
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