Sexual and reproductive health:

Health access challenges faced by displaced Syrian
women in Lebanon

Organized by:

Koninklijk Instituut voor de Tropen - KIT (Royal Tropical Institute) Health Unit

In co-operation with:

Vrije Universiteit Amsterdam - VU (Free University of Amsterdam), the Netherlands

MSc in International Health (Erasmus+)
School year: 2016/2017

Student: Anouar Trabelsi

From: Tunisia

Word count: 12441



Sexual and reproductive health:

Health access challenges faced by displaced Syrian women in Lebanon

A thesis submitted in partial fulfilment of the requirement for the degree of

Master of International Health

By:
Name Participant: Anouar Trabelsi

Country Participant: Tunisia

Declaration: Where other people’s work has been used (either from a printed
source, internet or any other source) this has been carefully acknowledged and
referenced in accordance with departmental requirements. The thesis Sexual and
reproductive health: Health access challenges faced by displaced Syrian women
in Lebanon is my own work.

Signature:.......ue

Master in International Health 12 September 2016 - 8 September 2017 KIT
(Royal Tropical Institute)/ Vrije Universiteit Amsterdam Amsterdam, The
Netherlands

September 2017

Organised by:

KIT (Royal Tropical Institute) Health Unit Amsterdam, The Netherlands
In co-operation with:

Vrije Universiteit Amsterdam/ Free University of Amsterdam (VU) Amsterdam,
The Netherlands



Table of contents

Table Of CONENES ... e i
List of tables and fiQUIesS ..o e iv
JAX ol X g Lo )iV [=Ta o =] g g =T o} 3 iv
[T o) =Tl o1 1 1V o 1= P Vi
(€] 07 PP Vii
Y 1 o = o iX
BaCKgrOUNd: o e iX
4= g T o o T | V2 iX
RESUIES e iX
(@0 ol 8] o o iX
LS V0 e £ PP X

| o o o [T uf o] I PP 1
Chapter 1 : BaCKgroUNd ....oooeiiiiiii i i e ra e aeneeennes 3
Chapter 2 : Problem statement, Justification, Objectives and Methodology........ 6
2.1. Problem statement ......c.oiuiiiiiii 6
2.2, JUSHIFICAtION: et s 7
2.3, OB eIV ot 7
2.3.1. General ObJeCtIVE ... 7
2.3.2. Specific ODJeCtIVES: ... 8
0 S\ = o T Y [o ] Uo Yo | V2 PP 8
2.4.1. Search technique and databases .........ccoiiiiiiiiiii e 8
DA A (=YY 0] o 8
2.4.3. Conceptual frameworK ..o 9
2.4.4. INCIUSION CrIteIIA: cuieiie i e 10
2.4.5. LIMItatioNs .ouviiiiii i 10
Chapter 3 : SRH needs, coping mechanisms and services use.............cvvevvnnenn 12
0 R =< T [ PP 12
3.1.1. Predisposing characteristiCS .......ocviiieiiiii e eaeees 12
3.1.2. ENabliNg r@SOUICES ....uviiieii i e nenneanes 15
3.2. Coping mechanisms and health services use: ........c.covviiiiiiiiiiiiiinnnne, 17
3.2.1. Health behaviours: ... 17

G0 A © 1§ ) {0 o 5 = 19
Chapter 4 : Health and social reSpONSe ......ccviiiiiiiiii i e 22



4.1. Health care system ... e 22

4.2. External environment ... 24
Chapter 5 : interventions overview from neighbouring countries..................... 26
o B 10 1 ) VPP 26
TN [0 ' =1 o N 29
ST T 1 o= T 33
(@1 a1 ol =T gl SR B T~ o{ U [=1] [o ] o PP 36
Chapter 7 : Conclusion and recommendations .......cccviieiiiiiiiiiiiic e s 40
RECOMMENAAtIONS: ...t 41
7.1. National level: government of Lebanon..........coocoiiiiiiiiiiiiiiiic e 41
7.2. International level: INGOs and international civil society ..................... 41
RS =T =] T == PPN 43



List of tables and figures

TABLE 1 : SEARCH KEY WORDS .. tttttttttunnseeesssesannnnnneeessessnnnnnneeessesssnnnnneees 8
TABLE 2: FOOD INSECURITY .. uutttteessesnunnneeesssessnnnnnneesssesssnnnneeesssssssnnnneeees 17
TABLE 3: PERCEPTION OF SYRIAN WOMEN IN LEBANON TO SRH SERVICES, 2014 (RE.
............................................................................................... 21
TABLE 4:DEMOGRAPHIC CHARACTERISTIC OF SYRIAN WOMEN IN TURKEY, 2014...... 27
TABLE 5: PLACE OF DELIVERY OF SYRIAN WOMEN, TURKEY 2014 ........ovviiinnnnnnnns 28
TABLE 6 : HOUSING CONDITIONS OF SYRIAN REFUGEES OUT OF CAMPS. ......ccvvennnn. 30
TABLE 7 & PLACE OF DELIVERIES. 4ttuuuutttteiustessanneessanneesssnnnesssnnnesssnnnesssnnnnss 31
TABLE 8 : EDUCATION AMONG MWRA OF SYRIAN WOMEN COMPARED TO JORDANIANS .
............................................................................................... 32
FIGURE 1: LEBANON AND NEIGHBOURING COUNTRIES ..evviiviiunnnneeesssssnnnnnneesssenn 3
FIGURE 2 : MOST VULNERABLE LOCALITIES INCLUDING DISPLACED SYRIANS AND HOST
COMMUNITY, LEBANON 20017 1uuuutttuntnunnnnnnnnnnnnnnnnnnnnnnnnnnsssnsnsnsssssssnsnnnnns 4
FIGURE 3 : ANDERSEN'S BEHAVIOURAL MODEL AND ACCESS TO MEDICAL CARE 4TH
=) 0 9
FIGURE 4 : SYRIAN REFUGEES AGE DISTRIBUTION, LEBANON 2017....ccvvvvvvvvrnnnnn. 12
FIGURE 5 : SYRIAN FEMALE MARITAL STATUS IN NORTH LEBANON AND BEKAA, 2014
............................................................................................... 13
FIGURE 6 : REASON FOR NOT ACCESSING ANC, LEBANON 2016 .....cevvvvvvvvvvennnnn. 16
FIGURE 7 : REASONS FOR NOT ACCESSING PNC BY SYRIAN WOMEN, LEBANON 2016
............................................................................................... 17
FIGURE 8 : PLACE OF DELIVERY AMONG SYRIAN WOMEN IN LEBANON, 2016........... 19
FIGURE 9 : CONTRACTED HEALTH FACILITIES BY UNHCR DISTRIBUTION IN LEBANON,
0 N 23
FIGURE 10 : SYRIAN REFUGEES DISTRIBUTION ACCORDING AGE IN JORDAN, 2017... 29
FIGURE 11 : POPULATION AGE DISTRIBUTION INSIDE CAMPS, JORDAN 2017. ......... 30
FIGURE 12 : POPULATION AGES DISTRIBUTION OUTSIDE CAMPS, JORDAN 2017. ..... 30
FIGURE 13 : SYRIAN POPULATION IN IRAQ, 2017, coriiiiiiiii e eeeeeeees 33
FIGURE 14 : POPULATION INSIDE THE CAMPS, IRAQ 2017. .oiiiiiiiiiiiiiieeeeeee 33
FIGURE 15 : POPULATION OUTSIDE CAMPS, IRAQ 2017 . wovriiiiiiiiiieeeeeee 34



Acknowledgements:

First, I want to say “Thank you” to KIT: tutors and administration
for supporting me. I am grateful to my two back-stopper and thesis
supervisor for their patience, motivation and for sharing their knowledge
with me. Their guidance helped me all the time of research and writing of
this thesis.

Also I am grateful to my family and friends who have moraly and
spiritually supported me throught this thesis and life in general, with a
special mention to my mother “Lella Baya Wahdi” for beleiving and
pushing me to be a better person.

Finally, thank you to my NTC, MIH and ICHD colleagues. It was
great to meet you all, sharing great time and eternal memories.



List of acronyms

ECHO
GBV
GPD
HIV
ICPD
IPV
MDGs
MoPH
MSF
MWRA
NGO
PHC
PNC
RTIs
SES
SGBV
SRH:
SRHR
STDs
UN
UNHCR
WHO

European Community Humanitarian Aid Office
Gender Based Violence

Gross Domestic Product

Human Immunodeficiency Virus

International Conference on Population and Development
Intimate Partner Violence

Millennium Development Goals

Ministery of Public Health

Médecins sans frontieres

Married Women of Reproductive Age
Non-Governmental Organizations

Primary Health Care

Post Natal Care

Reproductive Tract Infections
socio-economic status

Sexual Gender Based Violence

Sexual and Reproductive Health and Rights
Sexual and Reproductive Health

Sexual Transmitted Infections

United Nations

United Nations High Commission for Refugees
World Health Organisation

Vi



Glossary

From International Organisation for Migration (IOM) Glossary On
Migration, 2nd edition, 2011 (IOM 2011):

Refugees:

..... A person who, “owing to a well-founded fear of persecution for
reasons of race, religion, nationality, membership of a particular
social group or political opinions, 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. (Art. 1(A)(2), Convention
relating to the Status of Refugees, Art. 1A(2), 1951 as modified by
the 1967 Protocol). In addition to the refugee definition in the 1951
Refugee Convention, Art. 1(2), 1969 Organization of African Unity
(OAU) Convention defines a refugee as any person compelled to
leave his or her country “owing to external aggression, occupation,
foreign domination or events seriously disturbing public order in
either part or the whole of his country or origin or nationality.”
Similarly, the 1984 Cartagena Declaration states that refugees also
include persons who flee their country “because their lives, security
or freedom have been threatened by generalized violence, foreign
aggression, internal conflicts, massive violations of human rights or
other circumstances which have seriously disturbed public order.
(IOM 2011, p.79,80)

Displaced:

..... A person who flees his or her State or community due to fear or
dangers for reasons other than those which would make him or her a
refugee. A displaced person is often forced to flee because of internal
conflict or natural or man-made disasters. (IOM 2011, p.29)

Asylum-seeker:

..... A person who seeks safety from persecution or serious harm in a
country other than his or her own and awaits a decision on the
application for refugee status under relevant international and
national instruments. In case of a negative decision, the person must
leave the country and may be expelled, as may any non-national in
an irregular or unlawful situation, unless permission to stay is
provided on humanitarian or other related grounds. (IOM 2011, p.12)
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Guests:

....It is the given status to the Syrian refugees in Turkey by the
government. "“..the Syrian refugees may enjoy de facto protection
but their status is open to interpretation and to revocation. It lacks
the minimum guarantees that the full application of the 1994 Turkish
Asylum Regulations would provide”(EMHRN 2011, p.2).

Refugee, displaced, asylum seeker and guest are used in a similar
meaning to refugees in this thesis. The definition of refugee according to
the International Organisation for Migration is applicable to all Syrians
who flee their country despite of the political used term in the receiving
countries.

Sexual and Reproductive Health and Rights (SRHR):

..... encompass the right of all individuals to make decisions
concerning their sexual activity and reproduction free from
discrimination, coercion, and violence. Specifically, access to SRHR
ensures individuals are able to choose whether, when, and with
whom to engage in sexual activity; to choose whether and when to
have children; and to access the information and means to do so.
(UN Fondation 2015, p.3)
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Abstract:

Background: Lebanon hosts 1.5 million Syrian refugees by 2017 which
make it the country with the highest refugee concentration per capita in
the world (GoL and UNHCR 2017; ECHO 2017). The continuously increase
since 2011 of the population created a shock to the health system.
Refugees and especially women and girls as the most vulnerable health
are affected. Sexual and reproductive health and rights of women was
particularly influenced by the socio-economic determinants. Women and
girls were exposed to violence including sexual violence, unmet needs of
contraceptives, unfollowed pregnancies, and low use of antenatal care
and post-natal care services. In fact, 70% of refugees in Lebanon are
living under the poverty line by 2016 (Amnesty 2016). The Lebanese
government refused to set any camp to receive refugees and by mid-
2015 the Lebanon-Syrian borders were closed to stop refugees’ arrival. By
consequence, the number of unregistered Syrian refugees increased. As a
consequence, women have more difficulties to reach health and social
support as well (ECHO 2017).

This study includes a description of the various interventions made in the
neighbouring countries (Turkey, Jordan and Iraq) and the good practices
that could be adapted in Lebanon to meet displaced Syrian women sexual
and reproductive needs.

Methodology: a desk study based on a review of the academic and
grey literature. Andersen’s Behavioural Model and access to medical care
4th edition was used to analyse the findings.

Results: Syrian refugees are living in sub-standardized houses (UNHCR
et al. 2016). They cannot meet the daily needs such food and access to
water. Despite the multiple programs to target refugees, there is a lack in
the response due to the limitation of funds as by July 2017 only 13% of
the needed funds were available (UNHCR 2017d). Refugees cannot afford
health care when needed due to the expensive Lebanese health System.
Females in need to SRH service are estimated to be 30% of the total
refugee influx. The sexual and reproductive health was affected as the
contraceptive use declined from 53.9% in 2009 (WorldBank 2017a) to
34.5% in 2014 (Reese Masterson et al. 2014). underage marriage
increased 4 times among girls under 18 years (UNFPA 2017b). Socially,
female are more exposed to violence including intimate partner violence
coupled with low health support (Reese Masterson et al. 2014). Nearly,
50% of Syrian children in Lebanon are out of schools and being exposed
to exploitation such as child labour or early marriage (ECHO 2017).

Conclusion: sexual and reproductive health and rights of Syrian women
in Lebanon are not met and harmful coping mechanisms are adopted.
More data related to maternal and neonatal mortality rates of Syrian
nationals in Lebanon and comprehensive studies to assess Syrian women



across Lebanon are needed. An urgent increase of funds to meet targets
from the resilience plan is crucial.

Keys words: Syrian women, Refugees, sexual and reproductive
health/and rights, Lebanon, services utilisation



Introduction

Nowadays, refugees are the core topic of all news. The world is withessing
the highest refugee movement ever since the Second World War, Syria is
the main refugees provider in the world (CDC 2016). The Syrian crisis
produced more than 5 million refugees in the middle east (UNHCR
2016c¢), while an estimated 1.5 million in Lebanon including 1 million
registered displaced by 2017 (GoL and UNHCR 2017). Refugees have a
high socioeconomic and health vulnerability. The various former studies
show that conflict and displacement context have a negative impact
especially on women and girls’ sexual and reproductive health and rights
(SRHR) (Usta & Masterson 2015; Austin et al. 2008; Gagnon et al. 2002).
Females are particularly affected in a war and displacement context, they
are more exposed to the risk of sexual and gender based violence (SGBV)
including intimate partner violence (IPV), early marriage and child
bearing, unmet needs for family planning, unsafe abortion and related
complications, sexual and transmitted diseases (STDs). These risks lead
to higher maternal and neonatal mortality compared to women in stable
context (Austin et al. 2008; Sami et al. 2014; El-Masri et al. 2013; Usta &
Masterson 2015; Gagnon et al. 2002).

Working in a multidisciplinary clinic with Syrian refugees in Turkey with
Médecins sans frontieres (MSF) as a project medical referent, gave me
the opportunity to hear stories from refugees regarding their experiences
with the health system in Turkey in comparison with their relatives’
situation in Lebanon. The financial barriers, absence of camps and
difficulties to reach health services came out often. Among the health use
barriers were the rude behaviour of the Lebanese medical staff toward
Syrian refugees, need to pay for health care and medication, and the
need to marry young girls as a solution to reduce the household financial
burden. The choice to do this literature review about the SRHR needs of
Syrian women refugees was triggered by the differences in response of
the 2 countries (Turkey and Lebanon) to the same refugee crisis. Also the
significant gap observed of studies related to SRHR situation and
outcomes of Syrian displaced women in all Lebanon -not only in the most
vulnerable areas - despite of the long war duration. The aim of this thesis
is to explore the influencing factors on the use of sexual and reproductive
health services (SRH) in Lebanon. The term SRHR will be used when the
findings are related to women and refugees rights according to the
definition made at the International Conference on Population and
Development (ICPD).

This thesis intends to identify the use of SRH services and needs of Syrian
refugees by exploring the different influencing determinants and the
adopted coping mechanisms. In addition, this paper will present various
response interventions made in neighbouring countries and what are the
good practices, which can be useful for Lebanon to provide women’s
health needs. Finally, recommendations will be set to optimize the profit
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from interventions conducted in Lebanon, to respond to SRHR needs of
displaced Syrian women.

Chapter 1 consists on an overview of refugees’ situation in Lebanon and
description of the socio-economic status (SES) influencing SRHR of Syrian
women. Chapter 2 presents the problem statement and the justification of
this study. Also, it describes the methodology chosen to elaborate this
thesis in addition to the conceptual framework that is used to achieve the
objectives described in the same section. Chapter 3 aims to identify
different vulnerabilities that Syrian women are exposed to in addition to
the different enabling factors put in place by relief actors including the
Lebanese government to mitigate them. It seeks to measure the impact
of interventions on SRHR needs. Finally, the different adopted coping
mechanisms by Syrian women in Lebanon. Chapter 4 presents the role of
the Lebanese health system on the interventions, including the
predisposing and enabling factors. It describes the external factors
influencing the actual response. Chapter 5 outlines the various
experiences of the neighbouring countries with Syrian influx. Chapter 6, 7
and 8 include the discussion of the intervention made in Lebanon
compared to the other interventions. It contains an analysis of the pros
and cons of the main identified interventions. Followed by
recommendations concluded from the learnt lessons from neighbouring
countries
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Chapter 1 : Background

This chapter presents a brief summary of the distribution of Syrian
refugees across Lebanon coupled with their SES profile, followed by an
overview of interventions and the impact of displaced Syrians in Lebanon.
While, demographic details will be discussed in chapter 3 under
predisposing characteristics.

TURKEY

~ 'SYRIA|

,*Homs
LEBANON .

'f *Damascus
ISRAEL e

JORDAN

Figure 1: Lebanon and neighbouring countries (Taylor Marsh 2014)

Lebanon is located in western Asia and east of the Mediterranean with
common borders with Syria and Israel as shown in figure 1. Lebanon is a
small country that covers 10,452km2 with a mountainous nature and
water deficiency resources (CIA 2017a; Cherri 2016). Due to the
common borders with Syria, many Syrians chose (willingly or not)
Lebanon to seek refuge. Among the 1.5 million displaced whom fled Syria,
52.5% are women including around 30% of the total refugees present in
the Lebanese territory are women aged between 12 and 59 years in need
of SRH care (UNHCR 2017d). The number of Syrian refugees presents
around a quarter of the Lebanese population (GoL and UNHCR 2017),
which makes Lebanon as the country with the highest presence of
refugees per capita in the world (ECHO 2017). Figure 2 shows that
regions close to Syrian borders have the highest refugees’ presence.
North Lebanon and Bekaa Valley were the most affected by the arrival of
refugees due to the already existing poverty among the local community
(GoL and UNHCR 2017). In addition to limited financial resources of
Lebanese households, only limited health services are available on those
areas with an average of 47% of the local population had no access to
health services (Reese Masterson et al. 2014). Indeed, social- and health
needs increased with the arrival of Syrians fleeing the war.
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Figure 2 : most vulnerable localities including displaced Syrians and host community,
Lebanon 2017 (GoL and UNHCR 2017).

Previous humanitarian emergencies put in evidence the fragility of women
and girls in conflicts (Austin et al. 2008; Sami et al. 2014; El-Masri et al.
2013; Usta & Masterson 2015; Gagnon et al. 2002). Syrian women in
Lebanon were not an exception as they witness difficulties to access SRH
services (Yasmine & Moughalian 2016; ECHO 2017). SRHR needs and
outcomes of Syrian women got influenced by contextual factors such as
the health system, individual factors such as the bad SES of households
or the health behaviour of women and the uptake of the available
services.

Efforts from the government of Lebanon and international actors were
applied to mitigate barriers to reply to their social and health needs
(Dionigi 2016; Cherri 2016). However, only 13% of needed funds were
collected by mid-2017 (UNHCR 2017d). As a result, the underfunding of
the Syrian crisis response affected many intervention sectors; Shelter,
food, cash, core relief items, health and education (Cherri 2016). To cope
with the situation, refugees adopted harmful coping mechanisms such as
Syrian children work to contribute on house expenditures instead of going
to school (GoL and UNHCR 2017). Also, the marriage of teenage girls
under 18 years increased 4 times compared to the pre-war period (UNFPA
2017b)- teenage marriage is perceived as a solution to reduce the
household financial burden. Early marriage and early child bearing have
heavy consequences. In addition to negative health outcomes such as
increased maternal and neonatal mortality and increased risk of STDs,
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social outcomes can be present such as early school dropout, limited job
opportunities and poverty in the future (Mkwananz & Odimegwu 2015).

The Lebanese health system relies on the private health sector with
3.35% (WorldBank 2017b) of Gross Domestic Product (GPD) from a total
of 6.4% (Worldbank 2017) of health expenditure in 2014. It is a public-
Private partnership; both sectors are working under the umbrella of the
Ministry of Public Health (MoPH) (WHO 2006).

Despite the health system coverage: the half of the Lebanese population
is covered either with public or private health insurance when the non-
covered ones receive support from MoPH (Ammar et al. 2016), in addition
to free access to primary health care (PHC) for Lebanese citizens (and
Syrian refugees) (GoL and UNHCR 2017). The health system is an
expensive one with 70% of the private expenditure are out-of-pocket
2014 , it decreased compared to 75% in 2011 (WorldBank 2017d). As a
result the most vulnerable Lebanese community can’t afford it (Salti et al.
2010). The limited access to health services will impact the health seeking
behaviour: promote traditional practices, use of informal health providers
or delay in consultations will impact the general health outcomes and
creates burden on the individual and social level (push the person in
deeper need and poverty), and on the health system As a result,
refugees’ health was impacted and more specifically SRHR needs of
Syrian female in Lebanon (ECHO 2017).

In 2016, 70% of Syrian refugees in Lebanon were estimated to live under
the poverty line (Amnesty 2016). The low financial capacities of refugees
has led to poor use of health services in general and SRH services in
particular (ECHO 2017). Since the start of the armed conflict, Syrian
refugees used their savings in order to survive, coupled with the
expensive health system care in Lebanon, makes those health services
inaccessible for refugees due to need to pay out of pocket if they are not
registered (ECHO 2017)

Lebanon avoided any political commitment towards Syrians fleeing from
the war and attributed to them a so called "“Displaced” status instead of
“Refugees”-in Addition, Lebanon as a host country strictly refused to
establish camps for the Syrian refugees(ECHO 2017). Due to it limited
capacity to manage the refugees crisis, the government of Lebanon
collaborated with international humanitarian actors by facilitating their
presence and work in the country in order to respond together to
Displaced needs (Dionigi 2016). BY mid-2015, all neighbouring countries
including Lebanon closed their borders with Syria (Amnesty 2016). The
closure of borders, coupled with the request from the government to
United Nations High Commissioner for Refugees(UNHCR) to stop all new
registration, was a direct factor to increase the number of unregistered
refugees in the Lebanese territory, consequently the difficulty to access to
health and social care amplified (ECHO 2017).
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Chapter 2 : Problem statement, Justification, Objectives
and Methodology

First, this chapter will include a brief description on how SES including
living conditions impact on the SRHR outcomes of displaced Syrian
women in Lebanon. Secondly, a justification section addresses the reason
of this study. Thirdly, the objectives of this thesis will be presented
followed by the methodology including the conceptual framework.

2.1.Problem statement

Currently, nearly 800.000 female Syrian refugees are in Lebanon (UNHCR
2017d). The official report released by the government of Lebanon in
collaboration with UNHCR states the underuse of SRH services by
displaced Syrian women (GoL and UNHCR 2017). this fact come to
confirm findings from other studies (Reese Masterson et al. 2014;
Yasmine & Moughalian 2016),for example: the use of contraceptives
decreased from 53.9% in 2009 in pre-war time (WorldBank 2017a), to
38% in 2016 (GoL and UNHCR 2017) and the antenatal care (ANC)
passed from 87.7% in 2009 (WorldBank 2017e) to 70% in 2016 (GolL and
UNHCR 2017). The low uptake of SRH services can be explained by
various factors, such as beliefs of unavailability of services or fear of
mistreatment, far distance and inability to cover transportation fees
(Reese Masterson et al. 2014; GoL and UNHCR 2017).

A survey made by UNHCR in 2016 identified the high cost of services as
the main barrier to use ANC and postnatal care (PNC) care as shown in
(UNHCR 2016a). MSF reported that due to the expensive birth costs in
Lebanon, many Syrian women take the risk to go to deliver inside Syria
for free (Aljazeera 2013).

Refugees are not in camps, as decided by the government of Lebanon,
but they are scattered in urban areas living in rental houses-the ones who
could afford it- or with relatives. According to European Community
Humanitarian Aid Office (ECHO), refugees are scattered in more than
1700 localities around Lebanon. In fact 42% of refugees are living in
inadequate houses by 2016: overcrowding, dangerous building in need to
rehabilitation and lack of toilets (UNHCR et al. 2016).

Women are highly exposed to SGBV including IPV due to the displacement
context, studies showed the high prevalence among Syrian women in
Lebanon (done only in the most vulnerable areas) (Cherri 2016; Reese
Masterson et al. 2014). An assessment among Syrian women showed that
30.8% of the total participants survived to a form of violence while
64.6% of survivors did not seek any medical help (Reese Masterson et al.
2014). The increase of non-registered refugees with UNHCR made the
access to health and social services very limited (MSF 2013a). Despite the
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financial support that refugees receive from the government and the non-
governmental organizations (NGOs), low SES and instability of refugees
leaded to an increase in harmful coping mechanisms to reduce the
financial burden of households (GoL and UNHCR 2017) . For instance,
children go to work instead of attending schools: by the end of 2016 only
42% of children were enrolled in schools (GoL and UNHCR 2017), and
young girls are getting married: in 2011 the teenage marriage was 12%
(JCAPA 2016) and it is estimated to be increased by four times by the
beginning of 2017 (UNFPA 2017b).

The actual health system stills suffer from sequels of its instable past such
as the privatisation of the health sector or unbalanced work forces
distribution in addition to the shelling of health structures (Kronfol &
Bashshur 1989). This fact makes the health response limited especially
that the demand on Lebanese health service increased by 50% since the
start of the Syrian crisis (GoL and UNHCR 2017).

UNHCR as a coordinator of interventions targeting Syrian refugees in
Lebanon released reports such as vulnerability assessment (UNHCR et al.
2016) or services access and health utilization by the displaced (UNHCR
2016a). However, those surveys are conducted among the registered
households which exclude the unregistered ones, presumed more
vulnerable as they have less access to health and social support. As
consequence and in spite of the long term war in Syria, there is no data
regarding maternal mortality, neonatal mortality or SGBV cases. Overall
there is limited data regarding health services utilisation by all Syrian
women in Lebanon. There is no comprehensive statistics to give real
figures on SRHR status of female Syrian refugees in Lebanon.

2.2.Justification:

Despite the learnt lessons from previous humanitarian crisis putting in
evidence the impact of war and displacement context on women and
girls’” health and reproductive needs (Austin et al. 2008; Usta & Masterson
2015; Gagnon et al. 2002), there is a scarcity on the data related to
SRHR needs and outcomes of displaced Syrian women in Lebanon. The
unknown knowledge of females refugees’ needs, make humanitarian
interventions less efficient to target urgent SRHR problems and to reach
the most vulnerable groups. The problem is emphasized by the fact that
refugees are scattered across the country in addition to the limited funds.
A study on them seems justified. Indeed, it is a must to understand the
reasons behind the limited use of SRH services by Syrian women in
Lebanon and their health behaviour.

2.3.0bjectives:

2.3.1.General objective
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To describe the SRH needs and health behaviour of Syrian women in
Lebanon and the related response, in order to inform policymakers and
stakeholder to be more responsive to their needs.

2.3.2.Specific objectives:

1. To describe the SRHR needs and coping strategies of Syrian women
refugees in Lebanon

2. To describe the use of SRH services by Syrian women refugees in
Lebanon.

3. To analyse the Lebanese health system policies and approaches
influencing needs of Syrian women refugee.

4. To explore various interventions and learnt lessons from bordering
countries that can be adapted in Lebanon

5. Make recommendations to stakeholders and policy makers to
optimize the SRH interventions outcomes for Syrian refugee women
in Lebanon.

2.4. Methodology:

2.4.1.Search technique and databases

This research is a desk study based on a review of the academic and grey
literature. The research will be conducted with accessing in the following
websites: UNHCR, UNFPA, WHO, reliefweb, Amnesty and databases such
as PubMed, Cochrane Library, and Google Scholar as search engine.
Statistics, data and response plans were obtained from the websites of
international actors engaged in the emergency response related to the
Syrian crisis.

2.4.2.Key words

Table 1 : search key words

Introduction/

e objectivel&2 Objective 3 Objective 4
Problem
statement/
Syrian, Refugees, | Women, Health system, Turkey, Jordan,

Lebanon,

sexual

health policy,

Iraqg, Refugees,

SUEp women, SRH reproductive influencing policies, camps
Broad key .

health, factors, politics,
words .

teenage economics

marriage
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Step2:
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Figure 3 : Andersen's Behavioural Model and access to medical care 4th edition

(Andersen 1995)

The Andersen’s Behavioural Model and access to medical care 4t edition
will be used and adapted to analyse findings and to respond to questions




addressed in this thesis. This framework allows defining challenges that
may impede or increase the need for health care and use of services by
assessing the individual characteristics. The individual characteristics are
factors related to Syrian women and their community. The individual
characteristics include predisposing and enabling factors that will allow
the identification of female refugees’ needs from their perspectives. In
addition, the framework helps to assess the impact of the environment
characteristics: health system care and external environment- on the
health behaviour and health outcomes. The choice made about the use of
this model rather than other editions, is due to the flexibility of its
different components. The published literature regarding Syrian women
refugees in Lebanon are mainly focused on SES of households coupled
with a scarcity on data targeting SRHR. The purpose is to build an
approximate image of Syrian female by using previous studies together
with the available data.

As the model does not detail what should be included under each
characteristic category. The factors will be introduced before each section
of this thesis. The model explication cited by Andersen & Davidson (2007)
and Andersen (1995) will be adapted to define the factors according to
the available findings and the pertinence to the topic (Andersen 1995;
Andersen & Davidson 2007).

However, this model neglects mental health and psychological factors
(Andersen 1995). As it has been proven that psychological factors
influence the SRH outcomes (Zahan 2014). This factor will be addressed
later on under the predisposing factors

2.4.4.Inclusion criteria:

The articles, data and response plans since the start of the Syrian crisis
and the movement of Syrian refugees to Lebanon in 2011 until today will
be included in the analysis. Former statistics and indicators related to
SRHR in pre-war will be included to analyse the outcomes according to
the conceptual framework.

Only practices from countries having common borders with Lebanon will
be included in this thesis. It includes: Turkey, Jordan and Iraq.

Only reviews and reports published in English will be included.

2.4.5.Limitations

Data related to refugees may be accurate only for a period of time due to
the fast context change. Only data from official reports and official
websites regarding refugees’ numbers and distribution across the
countries were included in this study.
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There is a scarcity of the available data and statistics regarding the SRHR
status of Syrian women in Lebanon. Data from other receiving countries
of Syrian refugees has been used. The results were aligned with previous
displacement crisis in addition to the similarity of other findings such SES
of the Syrian refugees. They confirm the assumptions made regarding
female Syrian refugees in Lebanon.

The Majority of data and statistics related to Syrian refugees in Lebanon
were extract from reports released by UNHCR and used as it is either the
exclusive coordinator of all interventions such as in Lebanon or in
collaboration with the host government as in Jordan. It is important to
mention that surveys were conduct among refugees registered with
UNHCR.
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Chapter 3 : SRH needs, coping mechanisms and services
use

The structure from Andersen’s model will be used along this study to analyse the
findings. However a modification on the structure of this chapter will be made in
order to identify SRHR needs of Syrian women in Lebanon as suggested in the
specific objectives.

3.1.Needs:

3.1.1. Predisposing characteristics

In order to identify the needs of female refugees related to SRHR we will
study the so called predisposing factors. The predisposing factors in this
chapter are: demographic factors (gender distribution, age and marital
status), the social factors such as ethnicity/religion, spoken languages,
education, living conditions, family size and beliefs (values concerning
health and illness, attitude toward health services, knowledge about
disease). In addition to the identification of influencing factors, this
chapter shows how they are correlated with SRHR outcomes and needs.

52.5% of refugees in Lebanon are females divided as shown in figure 4
including around 30% within reproductive age brackets, in need of SRH
service (UNHCR 2017d).

Demography
Male (47.5%) Age (52.5%) Female
8.5% B 0-4 B.1%
12.4% e BN 11.8%
T.1% L 1217 6.5%
15.3% B 18 -59 24.3%
1.2% ol 60+ 1.5%

Figure 4 : Syrian refugees age distribution, Lebanon 2017 (UNHCR 2017e).

Syrian women living by their own such widow, female-headed households
and divorced and young girl are more exposed to harassment and sexual
exploitation (El-Masri et al. 2013; Yasmine & Moughalian 2016). In
Lebanon, the majority of adult Female refugees are married as detailed is
figure 5. However, the majority of married women are responsible of
households as the husbands are absent, they count for 85% in 2016
(UNHCR et al. 2016).
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Female marital status distribution in North
Lebanon and Bekaa

1.30%

2.40%

H Married
® Widowed
Divorced:separeted

B Never married

Figure 5 : Syrian female Marital Status in North Lebanon and Bekaa, 2014 (Reese
Masterson et al. 2014)

Socially, Islam is the predominant religion among Syrians (87% versus
13% other religion minorities) (CIA 2017b; CDC 2016). Arabic is the main
spoken language in Syria. In addition to other minor languages, English
and French are spoken and understood mainly among the educated
people (CDC 2016). In Syria, there is no big discrepancy between male
and female education ratio. The literacy rate among female Syrians above
15 years old was above 80% by 2015 (WorldBank 2015). Nowadays, the
educational attainment among Syrian displaced children aged between 3
years and 14 years old is low, as half of them have no access to any form
of education (ECHO 2017). In fact, children not attending schools have
less access to sexual education, less job opportunities more poverty
threat in the future and are more susceptible to be abused in early
marriage and early child bearing (Chaaban & Cunningham 2011;
Mkwananz & Odimegwu 2015).

The war pushed refugees into poverty; the majority of the displaced
Syrians are living in hard economic conditions. Since their arrival to the
host country, refugees depend on their savings to cover rent and daily
living costs (Cherri 2016). After more than 6 years, most likely displaced
spent all savings and they are pushed to poverty and bad coping
mechanism, which will be discussed in the next section. 70% of the
displaced Syrians in Lebanon are living under the poverty line (Amnesty
2016). Refugees are dispersed all over the country due to the absence of
camps in more than 1700 localities (ECHO 2017). The Syrians poverty
can be reflected on the bad housing conditions such as living in unfinished
buildings or construction sites in addition to the lack of running water and
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appropriate latrines and sanitation(UNHCR et al. 2016; Cherri 2016; GoL
and UNHCR 2017). In fact, findings from a former study in displacement
sitting among female refugees established the link between the lack of
hygiene and reproductive tract infections (RTIs) among this group
(Balsara et al. 2010). Indeed, RTIs are often reported by medical NGOs
(MSF 2013b). Beside the living conditions, refugees adopted bad habits
secondary to the limited financial capacity. Usta & Masterson (2015) in
their study showed in this respect that 49.7% of Syrian female did not
seek SRH care due to the inability to cover the health fees care, also the
food intake (quality and quantity) got negatively influenced (Usta &
Masterson 2015).

Syrian families are characterized to be large with an average of 5.1
members (UNHCR et al. 2016). Actually, some women reported to be
sharing houses with more than 5 children and 5 adults (Reese Masterson
et al. 2014; Usta & Masterson 2015). The family size can be interpreted in
two ways how it interferes with SRHR. First, the expenditures on basic
needs (e.g: food) of households are high, coupled with the poverty affects
SRHR outcomes as explained above. Secondly, it can be a risk factor of
psychological concerns. Stress was associated to menstrual irregularities,
severe pelvic pain and RTIs symptoms (Reese Masterson et al. 2014; Usta
& Masterson 2015).

Before the war, Syrians were used to high quality health service in their
country. They were used to seek health care when needed and there was
trust towards the health provider (CDC 2016). The rate of births attended
by skilled health professional reached 96% in 2007 (last available data)
which is very high compared to 58% regionally (WHO 2015).

The health seeking behavior is influenced by cultural norms and religious
belief, such as the belief that women should be consulted by female
doctors (CDC 2016; Kridli 2002; Roudi-Fahimi 2003). Beside the financial
barriers, the scarcity of female medical staff presents an additional
hurdle to use SRH service especially (Reese Masterson et al. 2014). Also,
extramarital sexual relationships are not allowed (Roudi-Fahimi 2003). As
a consequence, non-married women may not seek SRH care when
needed. They may lack access to contraceptives, be more exposed to
STDs, unwanted pregnancies and by consequence unsafe abortion.

Culturally, large families are common and appreciated but contraceptives
were largely used among Syrian women before the war with a percentage
of 53.9 in 2009 (most available recent data) (WorldBank 2017a). The
study conducted by Reese Masterson et al (2014) showed that only
34.5% in 2014 of displaced female are using contraceptives (Reese
Masterson et al. 2014). This result is aligned with the findings from the
study conducted by Benage et al (2015) and the official report released
by the lebanese government in collaboration with UNHCR (GoL and
UNHCR 2017; Benage et al. 2015). As identified obstacles, low financial
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capacity, distance from the health facilities, unavailability of
contraceptives of choice and fear were pointed out by Syrian women (GoL
and UNHCR 2017; Benage et al. 2015; Reese Masterson et al. 2014).
Also, frustrated husbands who are unable to fulfil their duties as the head
of family are interfering in women’s decisions regarding contraceptive use
or choice of method (Yasmine & Moughalian 2016). Finally, caesarean
section rates reached 30% in 2016 (GoL and UNHCR 2017) compared to
26.4% in 2009(UNICEF 2013) which makes Syrian women are exposed to
factors such the encouraging environment -as caesarean section is
popular among Lebanese women with 44% from the total deliveries (GoL
and UNHCR 2017)- or/and forced caesarean sections as it was proven
(Yasmine & Moughalian 2016).

3.1.2. Enabling resources

This section presents the enabling factors that were collected from the
various sources in favour to increase or improve SRHR indicators of
displaced Syrian women in Lebanon. It includes financial and social
determinants in addition to the organisational resources such as
transportation, access to SRH services or the availability of providers.

In addition to cash support and seasonal assistance during winter which
are being distributed to the vulnerable Syrian refugees’ families, women
are receiving UNHCR financial support with 75% of obstetric and
lifesaving fees (Yasmine & Moughalian 2016). In some circumstances,
the percentage reaches 90% if the household is proved to be severely
vulnerable and while SGBV cases are fully covered (GoL and UNHCR
2017). In fact the government of Lebanon made PHC and reproductive
health free of charge for displaced Syrians (GoL and UNHCR 2017). In
addition to UNHCR financial support to deliveries cost, in some cases
refugees can solicit the remaining fees from other NGOs (Yasmine &
Moughalian 2016; GoL and UNHCR 2017).

The financial support helps refugees to preserve their dignity, to reply to
the basic needs such as food, health or shelters. Also, one of the aims of
monetary aid is to reduce and limitation of bad coping mechanisms, a
study showed that receiving the cash support reduce the exposure to
violence- 33% of the beneficiaries are women headed households (GoL
and UNHCR 2017; Cherri 2016). In fact women headed households are
more exposed to sexual advances against money (Yasmine & Moughalian
2016).

Women need to have UNHCR registration documents to be able to benefit
from the above mentioned services (MSF 2013a). In addition to health
care support, NGOs took the responsibility to cover other needs of
refugees such as: Shelter, Wash (Water, Sanitation and Hygiene), food,
education, protection, energy, basic assistance, livelihood and social
stability (GoL and UNHCR 2017; Cherri 2016; Benage et al. 2015).

( 1
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However, many refugees are not registered with UNHCR for various
reasons: lack of information regarding procedures or the appropriate
places to register or far distance, Other refugees did not had the
necessary papers for registration and they were afraid to be send back to
Syria (MSF 2013a). among the displaced who had UNHCR registration
around 25% claim not receiving any assistance while 65% claim receiving
insufficient assistance to cover their needs (MSF 2013a).

Outreach programs will be focused in areas with high presence of Syrian
refugees to target the vulnerable population and to promote the school
enrol to be included in the support programs, also to provide protection
for Syrian females from exploitation and violence (GoL and UNHCR 2017).
In addition, leaflets, to increase the knowledge and awareness of the
available services among the refugees are distributed. However
information related to health services may not reach the new comer upon
their arrival to Lebanon (Benage et al. 2015).

In summary displaced Syrian women in Lebanon are facing many barriers
to access SRH services despite efforts put in place by the NGOs. From this
section the main identified needs are related to financial support. Women
could not afford health care when needed due to high fees of services in
addition to the transportation fees and long distance. Also, the
assessment done by UNHCR pointed lack awareness regarding services as
shown in figure 6 and 7 as a main barrier (UNHCR 2016a). Among women
who were aware of the services did not accept the health support due to
the lack of female doctors and the contrast with their religion/ethics
believes. In the other side, the lack of financial resources was reflected on
the living style. Syrian women have difficulties to access to water and to
meet hygiene standards while lack of hygiene was associated to RTIs. To
response to the identified needs, next section will present the adopted
coping mechanisms.

Couldn't afford fees |IEEEEEEEE———— (]}
Couldn't afford fees or transport |[EEE—— 150
Long wait | 9]
Couldn't afford fees and too far @ 2.3
Long wait, rude staff and...m 2.3
Long wait and rude staff ® 2.3
Did not know wehreto go @ 2.3

Can't afford transport and too far B 2.3

Can't afford transport | 2.3

0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0

Figure 6 : reason for not accessing ANC, Lebanon 2016 (UNHCR 2016a) .
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Did not know that UNHCR provides

financial support 719

High cost of service 13.5

Restricted movment 7.3

care

Difficulties finding transport 31

Did know UNHCE provides support |
and hihgh cost

High cost, transport difficulties, and
restriction of movement

zll

2.1

Resaons for not accessing postnatal

0 20 40 60 a0
Percentage (94)

Figure 7 : Reasons for not accessing PNC by Syrian women, Lebanon 2016 (UNHCR
206a)

3.2. Coping mechanisms and health services use:

3.2.1. Health behaviours:

This section presents the health behaviour of displaced Syrian women.
Health behaviour can be defined as the personal health practices: such as
food/diet, smoking habits, coping with stress that may influence SRHR
outcomes and use of formal health services. Also the health behaviour
allows assessing the coping mechanisms of Syrian refugees in general and
especially female ones to mitigate the barriers related to their SRHR
needs or the influencing factors.

Due to low SES conditions cited in the previous section, the lack of
financial means pushed women to cope with the situation in a harmful
way. Many assessments conducted among the refugees in general (GoL
and UNHCR 2017) or targeting the women using SRH clinics (Reese
Masterson et al. 2014; Usta & Masterson 2015) reported that women are
aware of food insecurity risk and they pushed to change food habits as
shown in table 2.

Table 2: Food insecurity (Reese Masterson et al. 2014)

Percentage (%)

Worry about having enough food (sometimes/often) | 62.8

Eat non-preferred food (sometimes/often) 58.4

Skip meals (sometimes/often) 55.1
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Total* 176.3

*the total is higher than 100% because women could choose more than 1 answer

Anaemia was largely reported among the women visiting SRH clinics in
addition to an imbalanced vitamins diet. Research put in evidence that
the undernutrition is related to higher maternal and neonatal mortality
rates, low birth weight, preterm birth, abnormal menstrual function and
infertility (Hally 1998).

In fact, bad SES conditions pushed refugees to adopt negative
alternatives to improve their situation. The teenage marriage increased 4
times since the start of the war, the percentage increased from 12%
(JCAPA 2016) in 2011 to more than 40% in 2016/2017 (UNFPA 2017b).
Married young girls are usually forced to leave schools, limited access to
reproductive health information and contraceptives, maternal and
neonatal mortality is higher compared to adult women (UNFPA 2017a).
Complications related to early pregnancy and child birth are the main
killer of teenage girls 15-19 years worldwide (WHO 2017a).

There are no available accurate statistics regarding safe abortion in
Lebanon. While Syrian refugee women in Jordan-similar to Lebanon-
have low knowledge about the available services, how to access to family
planning and financial barriers; for those reason women wishing to end
unwanted pregnancy they will try to carry heavy objects (Krause et al.
2015). Every year unsafe abortion is responsible for 4.7% to 13.2% of
maternal death globally, it is one of the main maternal death reasons
(WHO 2017b): The related complications can manifest on heavy bleeding,
incomplete abortion, uterine perforation (in case sharp material is used),
infections or damage to the genital tract and internal organs. According to
World Health Organisation (WHO) women lacking access to health and
facing financial barriers are highly exposed to unsafe abortion (WHO
2017b). Syrian women in Lebanon meet both conditions.

Figure 8 shows that a high percentage of displaced Syrian women in
Lebanon delivered in formal health facilities. According the assessment
done by UNHCR the majority of women delivered at home are not
receiving any assistance from a skilled birth attendant- again, expensive
costs and the low awareness of available services including financial
assistance are main causes to opt for home deliveries (UNHCR 2016a).
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5.8
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Figure 8 : Place of delivery among Syrian women in Lebanon, 2016 (UNHCR 2016a)

During pre-war time, 17% and 5% of Syrian women were using tobacco
and water pipe respectively. More than 15% of young girls aged between
13 and 15 years were using tobacco products as well. Tobacco risk is
greater among young adolescent starting early smoking: it increases the
chance to get addict in adult age. Maternal smoking is responsible for
SRH complications such as low birth weight and miscarriage (Samet et
al. 2001). It is needed to put extra attention to harmful practices such
smoking, especially among young Syrian girls as they are already
exposed to early marriage and related complications. Maternal smoking is
varying between areas and according to the selection criteria of each
study- the rates are varying between 9.5% (Benage et al. 2015) and
19.9% (Reese Masterson et al. 2014). Women attending ANC have better
rates of supplement Iron, vitamin intake and lower smoking rates
(Benage et al. 2015). This can be interpreted as women are more
exposed to education messages during ANC. It should be expanded to
include all Syrian pregnant women in addition to non-pregnant women
receiving SRH consultation.

91% of the reported violence case among Syrian refugees are reported
after arrival to Lebanon: female (young aged, old women, female heads
of household, female living with disability) are the most exposed; among
the total 18% survived from SGBV including 7% with rape (GoL and
UNHCR 2017). Survivors are exposed to the risk of STDs in addition to
the psychological damage. Despite UNHCR is fully covering the SGBV
cases, a high number of women witnessing violence did not sick any
medical help either for financial reasons or for shame ( due to cultural
issues) (Reese Masterson et al. 2014) which make them highly exposed
to STDs. one of the coping mechanism, 75.8% of women are beating their
children more than usual (Reese Masterson et al. 2014). Stress secondary
to violence against women was statistically associated to menstrual
irregularity, severe pelvic pain, RTIs symptoms and self-rated health
(Reese Masterson et al. 2014; Usta & Masterson 2015).

3.2.2.0utcomes:

This section presents the health outcomes. It will be defined as the self-
rated health as perceived from displaced Syrian women in Lebanon versus
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health professional evaluation to their health. Also, this chapter measures
the satisfaction towards the received services by evaluation: travel time,
technical care and communication with health providers.

Due to their living conditions and situation as refugees witnessing war
which includes losing belongs and relatives, displaced Syrian women are
exposed to stress factors including violence. In fact IPV increases in
displacement sittings as men are not able to fulfil their duties as
responsible of households (Yasmine & Moughalian 2016). It is common
that Female underwent stress to feel fatigue and weakness (Steve
Bressert 2016). In addition to the risk to develop gynaecological
problems, while 53.3% of Syrian women whom experienced violence,
reported RTIs symptoms when only 27.2% were medically confirmed as it
is (Reese Masterson et al. 2014). There is no statistics related to STDs
prevalence among the female refugees in Lebanon despite the high
exposure to SGBV. STDs, especially among SGBV survivor needs to
receive more interest from the medical actors and the government. It
presents a risk factor for the host population, also reduction of Human
immunodeficiency virus infection and acquired immune deficiency
syndrome (HIV/AIDS) was one of the achieved MDGs in 2015 (Ammar et
al. 2016) which increase the importance of monitoring STDs rates among
refugees.

There was no available data about maternal mortality rates among the
Syrian refugees separated from statistics of the host countries.
Concerning neonatology mortality rate, nn Turkey it reached 18 per 1000
live births (BlyuUktiryaki et al. 2015) in 2015 compared to 7 per 1000 live
birth in Syria for the same year (WorldBank 2017c). As the refugees in
Turkey have similar SES (more details in Chapter 5) as in Lebanon, they
share same background, health believes and practices, the assumption is
that neonatology mortality rates increased in Lebanon as well.

There is no study where the question “are you satisfied with the available
services?” was directly asked. However by interpreting the different
perceptions of women to SRH services, an image can be draw. Table 3
shows a significant number of women that find health services are
unavailable and inaccessible either for material barriers or by lack of
awareness. Female refugees are not satisfied with the requested fees in
addition to long distances to reach the facilities. This feeling can be
explained by the changes related to the health system approach (out-of-
pocket) and the expensive related fees compared to the quasi free SRH
services in Syria. Also they have difficulties to communicate with local
health providers without being subject of mistreatment or feeling shame.
Indeed, the lack of trust on the medical staff that can be seen in the low
PNC (GoL and UNHCR 2017) and the abstinence on the use of
contraceptives as the Syrian women perceive the aid workers as
untrained and don’t feel involved in the procedures (Yasmine &
Moughalian 2016). The outcomes confirm the findings from previous
sections.
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Table 3: perception of Syrian women in Lebanon to SRH services, 2014 (Reese Masterson

et al. 2014).
N (%) or Mean (£SD)*

Perception of RH service availability:
Available 171 (37.8)
Unavailable 202 (44.7)
Don't know 76 (16.8)
Perception of RH service accessibility:
Easily accessible 146 (32.3)
Inaccessible/difficult to access 177 (39.2)
Don't know 47 (10.4)
Perceived barriers to access (n=177):
Price 88 (49.7)
Distance/transport 45 (25.4)
Fear of mistreatment 14 (7.9)
Security concerns 11 (6.2)
Shame/embarrassment 11 (6.2)
Other 8 (4.5)

*percentages may not sum to 100% due to missing data.
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Chapter 4 : Health and social response

This chapter presents a description of the role of the Lebanese health
system and the various interventions targeting factors influencing SRHR
of Syrian refugee women. The findings will be presented using the
environment component from the Andersen’s model. First, factors related
to the health care system including the national policies and the
coordination of interventions, and how this impacts the health outcomes
of Syrian refugees in Lebanon afterwards the external influencing the
situation of refugees.

4.1.Health care system

An overview of the health care system is presented in this section. It
includes the coordination of interventions, resources (financial and
human) and locations of interventions

Before starting introducing the actual Lebanese health care system and
the refugee crisis, it is important to notify that the system was sensitive
to some events such as civil war or political issues that will be discussed
in the following section.

In the beginning of the Syrian war the government did not adopt any
specific policy regarding refugees. Afterwards, all interventions were
under the coordination of UNHCR including the financial management of
funds related to the Syrian crisis (Ammar et al. 2016). Since the arrival of
refugees in 2011, the utilization rate of health services increased by 50%
(GoL and UNHCR 2017).In fact, the primary health care is free of charge
to refugees (GoL and UNHCR 2017). UNHCR is responsible to cover the
health needs of displaced Syrians. However, due to the lack of funds
some conditions were applied: UNHCR prioritizes obstetric care and life
saving. In addition, SGBV survivors are 100% covered.

Lebanon as a small country with limited resources depends on the
international support to face the Syrian crisis (GoL and UNHCR 2017).
However, the humanitarian community is facing difficulties to assure the
needed funds from year to year. In 2013 less than 50% of needed funds
were collected to drop to 33% in 2014 (Ammar et al. 2016). By July
2017, only 13% of the required funds are met (UNHCR 2017d). Funds’
scarcity will narrow the interventions as well as beneficiaries selection
criterias. With the support of donors, MoPH managed to meet
expectations to supply medicines in spite of the increased demand. The
MoPH is delivering health care to refugees through 53 contracted hospital
with UNHCR (GoL and UNHCR 2017). They are distributed across the
country as shown in the below figure 9.

There is an oversupply of physicians before the start of the crisis (Kassak
et al. 2006). In fact this constitutes a positive step toward a better
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absorption of Syrian refugees and the increased workload. However, it is
not the same situation regarding the number of nurses and paramedical
staff in general, there is a shortage on those profiles (Ammar et al.
2016). Nurses and paramedical staff are involved in the process of health
care delivery as the physicians. For this, UNHCR empowered health
facilities in vulnerable areas with 81 medical staff of different profiles
including 40 nurses and midwifes (UNHCR 2015b). In fact, there is a
discrepancy on the health work force between regions which makes some
areas more vulnerable than others (Kassak et al. 2006). It happens that
high percentage of Syrian refugees is located in the same vulnerable

areas.
I l Total No. of Refugees 1,017,433
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Figure 9 : contracted health facilities by UNHCR distribution in Lebanon, 2017 (UNHCR
2017b)
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4.2.External environment

This section explains how the Lebanese health system was weakened in
the past and how the outcomes still influencing the actual one. It includes
a brief summary about the most marking events in each phase of the past
of the health system till arriving to the most recent shock: the refugees
flood.

According to Kronfol and Bashshur (1989) the actual problems of the
Lebanese health system are not recent (Kronfol & Bashshur 1989). In
fact, they argued that the history of the health system is divided to four
phases. However I will add a fifth phase: the refugees’ crisis. First, in pre-
independence era: the government got involved and put attention on the
health sector. However the most notable fact, that the French model
system-Lebanon was under the French mandate- was duplicated and
implemented in Lebanon. This system was characterized to be over
controlling in addition to an administrative and bureaucratic workload
(Kronfol & Bashshur 1989). Secondly, the phase of early independence: in
this era, a national hospital network in addition to a referral system was
established. The main goal of this approach was to empower the most
vulnerable person. However the system was interrupted later on as it
increased the stigmatisation within the community, the perception to the
public health system as it is for people in need persisted (Kronfol &
Bashshur 1989). As a result, the use of private health sectors flourished
among the community. Third phase, was the period of reforms: the
government promoted the social development and the National Social
Security Funds was established (Kronfol & Bashshur 1989; WHO 2002)
According to Kronfol and Bashshur (1989) the Lebanese government
failed to implement appropriate legislations. In fact, the burden of the
bureaucracy increased in this phase. This era finished by the collapsing of
the health system. The consequences still affecting the actual Health
system (Kronfol & Bashshur 1989). The fourth and last phase, the war
years and the predominance of the private sector: by 1975, Lebanon
witnessed an intensive civil war. The private sector flourished as the
public one was unable to supply the health needs to the population due to
the increase demand secondary to war injuries and trauma cases. In
addition, the health facilities were shelled, looted and destroyed. As a
result, since then the health system care rely on the private sector (WHO
2006).

Despite the public and private sectors work under the umbrella of MoPH
(WHO 2006), the role of MoPH remains unclear emphasized by an
absence of a coordinated health policy sustained by the lack of a political
willingness (Kronfol & Bashshur 1989) .

Since 2011, the health system has been facing a new external shock:
refugees’ influx coming from Syria. Due to the lack of knowledge of how
to deal with such a problem, the government delegated the task to
UNHCR (Dionigi 2016). The demand on health care increased by 50%
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compared to pre-refugees arrival time (GoL and UNHCR 2017). Despite of
the situation, Lebanon succeeded to achieve three goals from the
Millennium Development Goals (MDG) set by the United Nations (UN) by
the end of 2015: those goals are number 4,5 and 6 respectively to reduce
child mortality to reach 8.3 per 1000 birth (WorldBank 2016b), Improve
maternal health to reach 15 per 100.000 live births (WorldBank 2016a)
and combat HIV/AIDS, Malaria and other disease (Ammar et al. 2016).

The presence of refugees in Lebanon created 2 different political opinions
between supportive and opposing: the government received refugees and
together with UNHCR , they tried to provide the basic needs (food,
shelters, health access) (Dionigi 2016). After few years since the start of
the war in Syria with no expected close ending to it, politicians start
perceive refugees as danger to the country stability (Dionigi 2016) as
refugees has been associated to increase of unemployment:
unemployment rates rose from 4.59 % in 2011 to 6.01% in 2016
(Trading Econimics 2017), 98% of the Lebanese strongly believe that the
job opportunities are taken away by refugees (Cherri 2016). Also,
increase in the criminality and living costs, insecurity (Cherri 2016;
Dionigi 2016), increase on the national debt: it rose from 133% of GPD in
2013 to 144% in 2016 (UNDP 2016). Firstly, the perception of refugees
as an external burden to the country may influence the political
commitment toward the crisis response. Secondly, even if the political
willingness’ is present the limitation of resources cannot allow much to do.

By mid-2015, the government of Lebanon closed its borders as a step to
reduce the number of refugees in the country coupled with the request of
the government to UNHCR to stop all new registration (ECHO 2017).
Since then, if displaced Syrians want to maintain a valid registration, they
are obliged to find a Lebanese sponsor or to rely on UNHCR registration
which needs to be renewed yearly-the condition to renew the registration
is to sign a pledge to abide Lebanese law in addition to pay 200 dollars as
administrative fees (GoL and UNHCR 2017). This new regulation exposed
the Syrian refugees to more exploitation by the Lebanese nationals and
the expensive fees compared to their low SES. As consequence the
percentage of refugees without a valid registration increased by 13% only
in 2016(GoL and UNHCR 2017).

The government of Lebanon is working to reduce the gender inequality
gap by signing international conventions, -many related religion laws
remain in disfavour of women such as protection from the early child
marriage or protection against IPV (UNICEF 2011). This comes in
disfavour with Syrian women females as they are already exposed to
violence and early marriage. In fact, unofficial sources reported an
increase on divorce rates and polygamy due female Syrians’ presence-
those marriages usually don’t take legal status (no official contract), in
this case children can be no registered and become stateless (Dionigi
2016). Women are also in risk to lose all legal rights.
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Chapter 5 : interventions overview from neighbouring
countries

This chapter presents the different interventions made by the
neighbouring countries. Besides sharing borders, the similarity between
those countries is overlapped by the same cultural and social background,
religion and language-except for Turkey- this chapter will go through the
interventions put in place by the different governments to tackle
influencing factors (discussed in the previous chapters) of the SRHR
outcomes of Syrian refugee women. The aim of this process is to take the
best practices that can be adopted by stakeholders to be reproduced in
Lebanon to enhance women'’s health.

5.1.Turkey

Unlike the Lebanese government, Turkey adopted a different approach
and took the responsibility towards Syrian refugees fleeing the war in
their country. Turkey received Syrian refugees and gave them the status
of ‘Guests’. The hospitality of the Turkish government went till to
establish 26 camps in 11 provinces (UNHCR 2016d) and to sponsor the
response (Gulcan Saglam 2015). The Disaster and Emergency
Management Presidency of Turkey (AFAD) is the organizational body -
working under the umbrella of the government- that is responsible to
coordinate and plan interventions related to Syrian guests (Gulcan
Saglam 2015; UNHCR 2016d).

Refugees or guests - as they are called by the Turkish government-
reached more than 3 million by 2017 (UNHCR 2017e). Indeed, Turkey is
the country with the highest number of refugees in the world (UNHCR
2016d). 10% of Syrians in Turkey live in camps whilst 90% of refugees
are living in urban areas. Syrian guests in Turkey fall under the
Temporary Protection Regulation; according to it, Syrians have right to
free education, health and labour market (UNHCR 2016d).

According to the last update of UNHCR in 2017, 46.6% of refugees in
Turkey are women (UNHCR 2017e). 40% of them are living outside
camps and 500.000 among them are estimated to be in reproductive age
and in need of SRH services (Gulcan Saglam 2015). In fact 73% of the
women living in urban areas live in houses. The demographic
characteristics of Syrian women living inside and outside the camps are
almost similar, with the tendency to have women with higher education in
camps as it is shown in the table 4.
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Table 4:Demographic characteristic of Syrian women in Turkey, 2014 (AFAD 2014)

Inside camps (% )| Outside camps (%
age group (year)
<1 3,6 3,1
2-6 16,4 16,8
7-12 16,8 14,9
13-18 16,4 14,8
19-54 42,4 44,3
55-64 2,7 3,7
>65 1,8 2,5
level of education ;
Illiterate 17,5 24,5
Literate 6,1 9,9
Primary School 38,5 31,5
Middle School 21,9 17,7
High School 10,9 9
University and higher |5,2 7,3

Marital status*

married 66,6 66,9
single 28,5 27
Divorced 0,9 1
Widow 4,1 51
Housewife 48,7 69,4
No occupation 38,3 17,1
Occupation 13 13,5

*Women above 15 years old

Upon arrival to Turkish territories, refugees need to get registered to be
able to beneficiate of social and health support. The government took an
interesting decision to refresh the registered data base (UNHCR 2016d).
In fact this decision is very important to have real figures of the target
refugee population and better resource allocation. Actually, the
registration is used by the government for better targeted interventions.
For example, the coverage on all sectors increased in the Southeast of
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Turkey where more than 80% of Syrian guests are registered (UNHCR
2016d). Despite the fact that 32% of Syrian women in Turkey they don’t
own registration paper, an average of 67% is satisfied with the provided
health services (AFAD 2014).

As a strategy to promote and facilitate the Turkish health service
utilization by Syrian refugees, translators were included in the health
facilities to improve the communication. Also, AFAD took care to include
the Turkish language in the educational curriculum and to encourage to
teach it in the informal schools (UNHCR 2016d). Recently, an integration
of the Syrian medical staff within the national health system was achieved
with the financial collaboration of ECHO (WHO 2017c). This step will allow
reducing the workload of health services, shortage of the Turkish medical
staff. The recruited Syrian medical staff - 380 doctors and 360 nurses and
midwives- are relocated to practice in health centres delivering services to
refugees (WHO 2017c). Indeed, it will help to mitigate the language
barriers and to encourage refugees to use health services especially by
women that prefer to be treated by a health professional (preferably
female practitioner) of the same background and language. The services
are free of charge.

The government is providing free basic social and health needs to its
guests living in camps. In fact 90.7% of women and their relatives living
inside camps compared to 59.5% of women living in urban areas, had
access to health services (AFAD 2014).

An interesting fact, there is no significant discrepancy in places of delivery
among Syrian guest residing inside and outside camps as it is shown in
the table 5. In fact, those results can reflect the availability and the
affordability of health services and the trust toward the health system by
Syrian refugees. Statistics showed that 60% and 80% of women living
inside and outside camps respectively are satisfied with the received
health services (AFAD 2014).

Table 5: place of delivery of Syrian women, Turkey 2014 (AFAD 2014)

Insiche the Camps Outside the Camps Tatal

Mumber Percentage (%) Number = Percentage (%) MNumber Percentage (%)

2.9 F 11

Where the delivery was performed

Total 156 100 14 100 190 100

Similarly to Lebanon, Syrian refugees have difficulties to secure basic
social and health needs due to low SES. Indeed, 90% of refugees living
in urban areas are living under the Turkish poverty line (UNHCR 2016d).
As consequences, harmful coping mechanisms such as early marriage,
polygamy, early school dropout, begging in the street or child labour were
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adopted by the Syrians guests (UNHCR 2016d). The government tackled
the early marriage and the polygamy by targeting women’s committees
(AFAD 2016) to increase the awareness in addition to an outreach
program to reach women and young girls living in urban areas (UNHCR
2016d).

Since recently, refugees got the right to have work permits (UNHCR
2016d). The government took this decision, aiming to improve SES of
refugees and to promote the self-resilience. By increasing the chances to
improve the financial status of Syrian households, the access to health
services increases including the access to SRH services, reduction on the
IPV and limit the adaptation of the bad coping mechanism such as early
marriage or early school dropout.

5.2 Jordan

Jordan also made a proof of generosity and opened her borders to
receive Syrian refugees. Despite Jordan is not a country that figures on
the list of States Parties to the 1951 Convention relating to the status of
refugees and the 1967 Protocol (UNHCR 2011). Indeed, the Kingdom set
5 camps to host refugees (Doris Carrion 2016). The country received the
comers from Syria and gave them the status of Asylum seekers instead
of refugees status - Syrians can benefit from the temporary protection
for 6 months and they need to renew the registration after this period
(Ay et al. 2016; Doris Carrion 2016).

In addition to already existing 1 million Iraqi refugees and 2 million
Palestinian  (Ay et al. 2016), Jordan registered 661.114 person Syrian
refugee (UNHCR 2017c), whilst the real number of refugees is estimated
to be around 1.27 million (JCAPA 2016). Figure 10 shows that women
present 50.5% of total refugees with around 30% of female aged
between 12 and 59 years of the total population are in need of SRH care.

Demography
Male (49.5%) Age (50.5%) Female
&% B 0-4 T.5%
11.3% B 51 10.7%
5.9% e 1217 6.6%
21.7% | 15 -59 23.5%
1.5% bl 60+ 2.2%

Figure 10 : Syrian refugees distribution according age in Jordan, 2017

Same as in Turkey and Lebanon, the majority of refugees live outside
camps: as 21% and 79% of the population lives inside and outside
camps respectively. Figure 11 and 12 show respectively the age
distribution of the population. There are similarities between women age
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in both settings. Women aged between 18 and 59 in urban settings are
slightly higher compared to the ones in camps.

Demographic Ereakdown

Male (49.8%) Age {50.2%) Female
9.9% 9.4%
12% 11.3%
7.2% 6.7%

19.7% 18-59 I 2130

1%

Figure 11 : Population age distribution inside camps, Jordan 2017 (UNHCR 2017d).

Demographic Breakdown

Male (49.4%) Age {50.6%) Female
7.4% 0-4 %
11.1% -1 10.5%
6.9% 12 -17 6.6%
22.3% 15 - 59 24.1%
1.7% 60 + 2.4%

Figure 12 : Population ages distribution outside camps, Jordan 2017 (UNHCR 2017d).

93% of Syrian refugees living outside camps are living under the
Jordanian poverty line (JCAPA 2016). The refugees live in sub-
standardized houses coupled with the overcrowd, details are provided in
table 6

Table 6 : Housing conditions of Syrian refugees out of camps (GoJ 2017).

Concerned refugees * Housing/living conditions

28 % Substandard shelters including 8% living in informal
shelters

14% Living in 1 room
12% Overcrowding (more than 4 person per room)
20% Accommodation don not provide basic protection
28% Leaking roofs, damp or mouldy buildings
Total=102%**

*this table don't include refugees living in houses of the local community

** The total does not present the total refugees caseload in urban areas as some conditions
overlap with others.

In the used articles in this thesis, none took the access to water as a
major problem. However it is important to underline the fact that Jordan
is the poorest country in water sources (WHO 2010). In areas with high
Syrian population condensation water consumption increased by 40%
(GoJ 2017). The association between the lack of access to water and the
risk of RTIs was described in the previous chapter.
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Same as in Lebanon and Turkey, refugees adopted harmful coping
mechanisms such early school leaving, insufficient food intake, child
labour or child marriage. In fact, the underage marriage increased from
12% in 2011 to 32% in 2014 (JCAPA 2016). Jordan have a different
regulation from Turkey: In case refugees need to move out of camps they
need to have a Jordanian citizen as a sponsor (JCAPA 2016). This
regulation is a risk factor to expose women and young girl to exploitation
by the local community.

Humanitarian activities are coordinated by Jordan Response Platform for
the Syria Crisis (JRPSC) under the umbrella of the Ministry of Planning
and International Cooperation (GoJl 2017; UNHCR 2016b). In addition to
the UNHCR registration-valid for 6 months-, Syrian refugees need to
register with the Ministry of Interior in a matter to get a second card
called service card. By owning the 2 cards, refugees are allowed to access
to the primary and secondary care in public sector for free. However this
access is valid only for 6 months and thereafter, they are asked to pay
fees same as foreigners (Ay et al. 2016).

The Jordanian regulation regarding the health access of registered Syrian
refugees (the 2 types of registration) can be resumed in 3 phases (JCAPA
2016):

a. From 2011 till November 2014: free primary health services
(JCAPA 2016).

b. From November 2014 till February 2016: urban refugees need to
pay same fees as foreigners due to lack of funds (GoJ 2017).

c. February 2016 till present: maternal and child health services
including family planning are free (UNFPA 2016).

The policy statement made by the end of 2014 exposed more than 60%
of refugees living outside camps to health access vulnerability (UNHCR
2015a). The following policy change in 2016 was made as reform to
reduce the worsening SRHR outcomes related to the unaffordability of
services by poor refugees, emphasized by a shortage of health work
forces (GoJ 2017).

Table 7 presents the place of deliveries of Syrian women. The choice of
the place is mainly related to the SES conditions of the household and the
distance from health facilities (UNHCR 2014).

Table 7 : place of deliveries (UNHCR 2014).

Facility type Public Private Charity Home

Percentage 51.8% 30.4% 15.6% 2.2%

Syrian women refugees aged between 15-24 years old, are less educated
than the same age group of their Jordanian peers. As shows table 8 low
education is common among this age interval (JCAPA 2016). The same
source shows that poverty is highly common among Syrian Married
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Women of Reproductive Age (MWRA) with 86% compared to 40% of

Jordanian women.

Table 8 : education among MWRA of Syrian women compared to Jordanians (JCAPA

2016).
Jordanian MWRA Syrian MWRA
Age: 15-24 10% 25%%*
No education 4% 7%
Primary education 42% 19%
Secondary education 27% 5%

*Estimation

To cope with the increase of students that increased with the arrival of
Syrian refugees, a second shift was implemented in 200 educational
institutes in urban refugees areas in addition to the future plan for 4
school complexes inside the camps (Gol 2017). Indeed, an increase of
12% by the end of 2016, compared to the previous year among the total
caseload school aged children (117,306 boys; 118,998 girls); However,
classes finishing late evening coupled with far distances present an
obstacle for girls to attend schools (Gol 2017). Teachers received
trainings for a better adaptation to the new situation in addition to the
integration of psychological services. To help families to get over the
financial barriers, direct financial support were distributed (GoJ 2017).

Also, Jordan took the initiative to program out of classroom support for a
better integration of Syrian children in addition to the implementation of
Education Management Information System (EMIS) over the kingdom
(GoJ 2017): this system will help to evaluate real needs, better resources
allocation and higher response effectiveness.

The food insecurity or vulnerability was fluctuating in previous years: It
reached 72%, 85% and 48% in 2016, 2015 and 2014 respectively -The
increase between 2014 and 2015 can be explained by the poor SES of
refugees and the instability of the intervention contrary to the recorded
decrease between 2015 and 2016 (GoJ 2017). However this sustainability
cannot be permanent or applicable to all sectors as only 19% of needed
funds for 2017 are available (UNHCR 2017c).

By the end of October 2016, near 32.000 work permits were issued
allowing Syrian refugees to work (Gol 2017). Among the total released
work permit only 1% was for female-it is important here to mention that
94% of female refugees are out of labour forces (UNHCR 2016b).

Before closing this section it is important to mention that due to the
common borders with Irag- a country witnessing war and instability since
years- this fact creates and additional burden to the Jordanian
humanitarian response.
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5.3 Iraq

Till the end of June 2017, Iraq hosts 242558 Syrian refugees - male are
higher compared to female refugees with 53.8% and 46.2% respectively
as shown in figure 13 (UNHCR 2017b). Upon entry a visa valid for 15 days
is given to Syrian comers-after this period, Syrians are requested to apply
for asylum. However the complicated and long administrative procedures
stand between Syrians and a legal status (UNHCR 2017a). Refugees
without legal documentation can be pushed back to Syria due to the
country security situation (UNHCR 2017a).

96% of refugees live in the Kurdish area of the country when the
remaining 4% are distributed between the centre and the south (UNHCR
2016b). The Kurdistan Region Government (KRG) built 9 camps to host
refugees. However, one of the camps was closed lately due to security
reasons secondary to the internal conflict that the country is witnessing
(UNHCR 2016b).

Demography
Male (33.8%) Age (46.2% ) Female
3.3% B o-4 T9%
3T7% B 511 83%
5.3% L 1217 4 6%
305% R 18-59 24%
1.2% 0 60+ 1.4%

Figure 13 : Syrian population in Iraq, 2017 (UNHCR 2017c).

Similar to all above countries, the majority of refugees live in urban
settings: the population living outside camps presents 62% from the total
refugee overload compared to 38% living inside camps (UNHCR 2017b).
The Figure 14 and 15 show the population distribution in and outside
camps according to age. Women inside camps are higher than the ones in
urban areas. However, women within the reproductive age group-12 to
59 years old- are the same (UNHCR 2017b).

Demographic Breakdown

Male (51.3%) Age (48.7%) Female
9.6% N 0-+ e 9.1%
9.8% I ;- 9.5%
5.4% B 12-17 5%
26.5% I -5 I 5.7
1.1% B s+ W 1.4%

Figure 14 : Population inside the camps, Iraq 2017 (UNHCR 2017c).
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Demographic Breakdown

Male (55.4%) Age (44.6%) Female
T.5% 0-4 T.2%
&% -1 T.6%
5.2% 12 -17 4.3%
33.5% 15 - 59 24.2%
1.2% 60 + 1.4%

Figure 15 : Population outside camps, Iraq 2017 (UNHCR 2017c).

By May 2015, a Joint Crisis Centre was created to coordinate the
governmental - from national and Kurdish government- interventions
related to Syrian refugees in Irag. Meanwhile, UNHCR is playing the
coordinator role between all humanitarian actors (UNHCR 2016b). In fact,
the humanitarian response includes access to health care, provision of
shelters, food and education-public schools and universities with the right
to work since 2011 (UNHCR 2016b). In fact, 80% of male refugees
compared to 7.6% of females aged between 14 and 64 had a job, in Irbil
(UNHCR 2016Db).

Until 2016, the health services inside camps were under the coordination
of medical NGOs followed by a handover to the department of health for
integration to the national health system. Meanwhile agencies from UN
are in charge of incentives’ payment and medicines (UNHCR 2016b). The
health service inside camps remains for free when urban refugees have to
pay nominal fees to access to all level care same as Iraqi citizens (UNHCR
2016Db).

Iraqg has to deal with 3 million displaced Iraqgi (IDPs) influx since early
2014 secondary to conflicts and the security instability; 1 million of IDPs
are located in Kurdish area in addition to 96% of Syrian refugees (UNHCR
2017a) . As a result the public sectors had difficulties to deal with the
high demand; the health sector suffered from the lack of medicines and
the shortage of health workers when the education system teachers left
schools because they were not receiving salaries (UNHCR 2016b). Also,
the number of teachers did not increase compared to the student’s
number. In the other hand there is low school enrol rate among Syrian
Students: an average of 67% and 56% of attendance rates inside and
outside camps respectively. Female students have an average of 64% for
primary 22% for secondary education (UNHCR 2017a). Distance from
education facilities plays a role to reduce the school attendance.

As a solution to face the school dropout 2 major measures were put in
place. First, Cash support to students’ families. Second, use of technology
(e-learning) to reach student out of school or having many barriers such
distance (UNHCR 2017a).

The government was very realistic toward the long term refugees’
presence in the territory and took the initiative to allow to the Syrian
refugees to switch from tents to durable buildings; in collaboration with
the specialised partners, 66% of refugees’ camp lives in durable shelters.
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In fact 95% of refugees are living on individual shelters with private
kitchen and WASH facilities while the urban refugees are living in a
variety of sub-standardized houses (UNHCR 2016b).

The government adopted a strategy targeting the most vulnerable
refugees living outside camps with regard to the protection and socio
economic criteria’s. The assistance includes seasonal and multipurpose
cash distribution. In the other hand the distribution of non-food items
targets all the Syrians covering old and new comers (UNHCR 2016b).
However, the sustainability of the support remains fragile as only 31% of
the needed funds for 2017 are collected (UNHCR 2017b).

In summary, the findings confirm the assumption that Syrian refugees in
Turkey, Jordan and Iraq are facing same barriers as the refugees in
Lebanon (in different levels). However each of the country sharing
borders with Syria had a different approach to mitigate those barriers.
The next chapter will present a discussion of interventions and
recommendations based on the learnt lessons and experience of Turkey,
Jordan and Iraq.
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Chapter 6 : Discussion

The findings showed that Syrian women in Lebanon have many barriers to
access to health service which leaded to poor SRHR outcomes. They are
highly exposed to violence (several types), low ANC and PNC attendance,
increase on the neonatal mortality, increase in RTIs, limited use of
contraceptive and tendency to practice unsafe abortion come align with
previous studies from previous displacement crisis (Austin et al. 2008;
Gagnon et al. 2002) . Lack of financial sources was identified as a main
barrier as women could not pay consultation and transportation fees. In
addition to the lack of awareness of available services and support
programs (UNHCR 2016a). Refugees went to harmful solution as a coping
mechanism. The underage marriage dramatically increased, early school
dropout among children and early enrol in labour market, imbalanced
food intake, increase of IPV were reported (GoL and UNHCR 2017; UNFPA
2017b).

This thesis also discussed the different interventions and approaches
adopted by the Lebanese government. However, not all the whished
results were obtained. In fact, different approaches-proven to be more
efficient from the neighbouring countries should be considered. In this
section, a discussion of main findings will be done and how the Lebanese
response regarding the women health can be optimized.

In this thesis, the definition of “refugee” from IOM was used because it
provides clearly the difference between the various statuses attributed to
Syrians in the different countries presented in this review. Also, IOM
definition allows understanding rights of “refugee” compared to
“displaced”, “guest” or “asylum seeker”. Lebanon did not officially give
the refugee status to Syrians. However, in all the official reports released
by UNHCR or in collaboration with the government of Lebanon the term
‘Refugee’ was used in a same meaning as ‘Displaced’. The same was
observed from reports regarding Syrians in Turkey, Jordan and Iraq. For
those reasons, terms related to Syrians status was used as reference to
refugee in this study.

So far, Syrian refugees have been relying on their savings but this cannot
be a durable solution after more than 6 years since the start of the war.
The research findings showed the poor social and economic status of
refugees and the impact on basic needs and health service utilisation
especially by women. Refugees were obliged to cope negatively with the
situation by reducing food intake, early school dropout, early marriage
and pregnhancies, bad housing conditions in addition to the overcrowd,
child labour, increase of IPV and limited utilisation of health services. The
association with poor SRHR outcomes and invasion of females’ rights was
established in the above chapters. The current policy in Lebanon does not
allow refugees to work officially to improve their financial situation, which
makes them more exposed to exploitation while Turkey, Jordan and Iraq
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promote the self-resilience of refugees. They allowed to them to integrate
the labour market. In fact, this step will help partially to tackle the
financial problems faced by the displaced population and to preserve
dignity. It will result in the reduction of harmful coping mechanisms that
influence SRHR of Syrian refugee women.

The Lebanese health system-already weak from previous events (Kronfol
& Bashshur 1989)- suffers from the sudden and continuously increased
demand related to displaced needs. One of the main faced problems is the
shortage of paramedical staff in addition to the lack of female doctors.
Indeed, displaced Syrian women in Lebanon perceived it as a barrier to
use SRH services due to religious and ethics beliefs. As a solution, Turkey
trained and integrated Syrian medical staff in the national health system.
In addition to the increase of the trust -same cultural background and
nationality- of Syrian women towards the health system and encourage
the uptake of services. Other positive outcomes can be assumed:

v Syrian medical staff: allow to them to be inside the sector and
opportunities to practice and keep their skills ‘alive’. Also, they will
be in line with medical updates and changes (technologies and new
findings). In addition, empowerments to households of the recruited
staff and by consequence increasing the self-resilience.

v Host government: immediate and cost effectiveness solution to
reply to the increase demand, guaranty health care quality and
health to achieve goals from the new millennium agenda. In fact,
the Lebanese government does not need to invest to form new
medical health forces (doctors and paramedical) with the risk of
over staff once the war is over and Syrians are back to their
countries. Also the risk of depletion of the Lebanese workers from
the public sector to NGOs will be mitigated, knowing that there is a
shortage on paramedical staff already. Finally, by giving legal
labelling to Syrian medical staff practice will reduce the parallel
informal system.

v' Syria: those people can play a major role in the rebuilding and
reform of the health system of their country after the crisis.

The Lebanese government adopted a policy against the establishment of
camps for refugees contrary to neighbouring countries. From Iraqi and
Turkish experience we could perceive how by having refugees located in
one limited geographic space can help to focus interventions. It is
unrealistic to ask the government of Lebanon to set up new camps for
many reasons. I cite for example the high number of refugees compared
to host population and the huge related investments. However targeting
the most populated areas with Syrian displaced coupled with a strong
outreach program to reach the dispersed population to reach the most
vulnerable women or the ones located far from health structures, is more
realistic and feasible like in Turkey. An efficient reporting/registration
system is needed.
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Despite the displaced Syrians in Lebanon do not have an official status of
refugees, they benefit from social and health support in condition to
register with  UNHCR to have access to. However, only 2/3 of the
estimated refugee population is registered with UNHCR. The reasons for
not seeking registration change from person to another such as the fear
to be pushed back to Syria due to missing personal papers or distance
from the registration centres or the high expensive related to the renewal
of the residency (GoL and UNHCR 2017). A good strategy to encourage
the population to register is highly requested. In Turkey, AFAD showed
how they could supply around 80% of refugees needs in areas with high
registration rates. UNHCR, in collaboration with the partners, needs to put
in place a strategy to mitigate barriers and the wrong
understanding/perception of refugees toward registration. Till this
happens, another system should be put in place to get as possible an
overview of real needs and to reduce the exploitation of the refugees by
the Lebanese sponsors. Humanitarian assistance should remain separated
from all form of registration if refugees solicit help. The role of the
humanitarian actors is to understand those reasons, mitigate them and
meanwhile continue supplying support regardless of formalities.

Education should be tackled as essential influencing factor to SRHR
outcomes. The former studies put in evidence that women with low or
without any education are more exposed to exploitation, early marriage
coupled with the risk of early child bearing, STDs in addition to high risk
of poverty (Mkwananz & Odimegwu 2015). Unskilled women/girls have
less chance to have good job opportunities and by consequences less
chances to improve their SES. Iraq chooses to use technology to reduce
barriers between Syrian students and access to education. This strategy is
an innovative way getting more and more popular worldwide: the
students can mitigate the financial and distance barriers, the class rooms
will be less crowded (Stephanie Norman 2016). Also, parents should be
involved in the learning process of their children. It is a way that allows
targeting simultaneously children and parents as both are exposed to
educative messages. In addition to the improvement of the educational
curriculum, Syrian children will be more exposed to messages increasing
their sexual education awareness.

In fact, the best strategies can be proposed but without any minimum
funds availability, it is impossible to plan and to implement durable
interventions. It was proven from Jordan experience how food security
was reduced from 2015 to 2016 because the government maintained the
dedicated funds for this purpose. This should be applicable to all sectors.
However, only 13% of needed funds for 2017 are collected so far (UNHCR
2017d). New strategies for fund raising are crucial.

The findings were analysed using the Andersen’s conceptual model. The
various findings matched with the components of this model which
allowed structuring an overview of SRHR outcomes of Syrian refugee
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women in Lebanon and by consequence the health service utilisation.
However, this model lacks a psychological and mental health component
as a predisposing characteristic. This review showed how SRHR outcomes
got affected either by the psychological state of women or by the increase
of IPV from spouses and/or male relatives that could not fulfil their role
as the household head and chose violence against women as a coping
mechanism.

Finally, men and boys should be equally involved in health awareness and
sexual education. In the previous chapter, the men role was spotlighted
how it can impact negatively women’s SRHR. Men used violence against
women and they impeded the contraceptives use. It is crucial that the
aid intervention target gender inequalities and to mitigate them.
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Chapter 7 : Conclusion and recommendations

This review made clear that Syrian refugee women face difficulties to
access SRH services. The financial vulnerability of refugees was
highlighted and how it impeded the access to health care either by not
being able to pay consultation or the high transportation fees in addition
to the lack of awareness of available services. Women were pushed
toward harmful health habits: there were a reduction in food quantities
and qualities, the underage marriage dramatically increased, children are
forced to work instead of attending schools. Female are particularly
exposed to sexual exploitation and harassment. Indeed SGBV case
increased since 2011. As a result a reduction on SRH service was
observed compared to pre-war time: ANC, PNC contraceptive use and
self-abortion. Also neonatal mortality is assumed to be increased among
the refugees.

As a non-member of 1951 Convention regarding refugees, the
government of Lebanon received Syrians and tried to assure the basic
needs and delegated UNHCR to coordinate the humanitarian response.
However the lack of funds and the political oscillation of country leaders
impeded to meet Syrians needs. The government provided free access to
PHC, the international actors provided health and social support, financial
support for refugees having a valid residency documentation. However,
the support is not sufficient as an important percentage of registered
refugees claims not receiving enough help to cover the household needs
or not receiving at all any support. Since mid-2015, Lebanon closed her
borders which increased the number of unregistered refugees and by
consequence population in needed increased.

Turkey, Jordan and Iraq adopted different approaches to common
problems in Lebanon. All those countries promote the self-resilience of
refugees and went for long term intervention such in Iraq. In Iraq,
refugees were allowed to build permanent shelters and to improve the
housing conditions. Jordan realised the importance of full access to SRH
services as thousands of refugee women lives and their babies were
threaten. Jordan adjusted its political position and allowed free access to
maternal health care. Turkey integrated Syrian medical in it health
system to face the increasing demand of health delivery. Also, cultural,
language and trust were mitigating with this new strategy. Women are
more open toward the uptake of services.

In order to respond to SRHR needs of displaced Syrian women in
Lebanon, social and health assistance should be considered to them and
their environment. Despite, some services are in place to cover women
and refugees needs, the findings showed that there are many barriers
impeding the health utilisation and influencing the health behaviour of
females. A revision of some strategies seems needed based on Turkey,
Jordan and Iraq approaches. Also an increase of awareness among the
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community about the existing services is requested in addition to the
importance of registration.

Recommendations:

7.1.National level: government of Lebanon

e Integration of the Syrian medical staff: A system that eliminates/ limits
tension between the local and refugee community-Syrians are perceived
as taking away the job opportunities from the Lebanese-should be
implemented. Syrian medical staff can work with NGOs to work for their
peers refugees with “unattractive” salaries for the Lebanese medical
staff. The salary of the Syrian staff should be calculated in a
complementary way to the other received humanitarian support such
food, cash support or education.

eThe humanitarian response can take more advantages of the
technologies: in addition to the e-learning and self-learning programs to
the Syrians students that could not attend schools for whatever reason
(financial, distance...), e-learning can be used also for the training of the
medical staff on the Lebanese protocols and guidelines.

e Adopt strategies that promote self-resilience: self-resilience of refugees
can be planned and legalized to avoid all forms of abuse and
exploitation. Similar to medical staff salaries should be calculated based
on the different received supports. Women should be highly involved and
included as they are highly exposed to exploitation especially that the
majority of households are headed by a women.

e A separation between political position and humanitarian intervention is
needed to maintain the sustainability.

7.2.International level: INGOs and international civil
society

eHumanitarian aid should be independent from all UNHCR registration: It
is important to create another system that will allow following the
number of refugees (e.g: community leaders, community health
workers). First, the new reporting system should be associated to a strict
monitoring and evaluation program to avoid corruption or the risk of
local citizens to register as Syrian refugees. Second, assessments and
group discussions should be used to understand refugees’ decision for
not registering. Next, based on the findings, awareness campaigns to
correct wrong understandings and involve refugees in the response
interventions.

¢UNHCR as the coordinator of the humanitarian interventions in Lebanon
should increase and focus on advocacy regarding fund raising to meet
the required budget to be able to fulfil the response related to the Syrian
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crisis and assure refugees needs. International civil society should be
involved to create more pressure on donors.

Studies on knowledge gap: comprehensive studies and surveys are
needed to fill the knowledge gap about the real SRHR needs of
Syrian displaced women in Lebanon across all the country, this can
be done by working on systematic and periodic reporting systems
from all humanitarian actors including public facilities treating
registered and unregistered refugee women with UNHCR. Also
Surveys and assessments among the non-registered population
should be promoted among reseachers and decision makers as they
are the most vulnerable with less access to aid support.
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