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Key Findings

n Maintaining strong partnerships, cocreating
activities with local stakeholders, coordinating
with the existing health system, and aligning
interventions with national priorities are key to
effectively addressing the sexual and
reproductive health (SRH) services needs within
communities of internally displaced persons
(IDPs).

n Fragile security conditions, retention of trained
providers, and barriers toward sexual and gender-
based violence services had detrimental roles in
improving access to SRH services among IDPs,
which were exacerbated by coronavirus disease
(COVID-19).

n Lessons and successful approaches identified by
those closest to the project, including IDPs who
received services, health facility staff, and local
government partners and partner organizations
working in this space, offer a path for effective
prioritization of sexual and reproductive health
and rights (SRHR) within IDP and similar
humanitarian contexts.

Key Implication

n Program implementers should prioritize SRHR in
IDP settings. The results of this process
evaluation add to the evidence base on the
effective delivery and implementation of SRHR
programming for IDPs in humanitarian crises.

ABSTRACT
Introduction: Meeting the sexual and reproductive health and
rights (SRHR) needs of internally displaced persons (IDPs) is
critical. Despite increased prioritization and coverage of sex-
ual and reproductive health (SRH) services in humanitarian set-
tings in recent decades, significant unmet needs remain. In
Ethiopia, there are more than 2 million IDPs, an estimated
40% of whom have unmet need for modern contraceptives. To
address this, EngenderHealth implemented a model of SRHR
programming in Ethiopia’s Somali region. We share the les-
sons learned from this project to improve access to SRH ser-
vices among IDPs.
Methods: In 2021, an independent research team implemented a
qualitative process evaluation among 13 key informant interviews
(KIIs) with health system actors, local government partners, and
organizations, and 4 focus group discussions (FGDs) with com-
munity members and community health volunteers. The team se-
lected participants purposively following the maximum variation
sampling technique and analyzed the data in NVivo 12. The
team used KII and FGD guides to explore and understand what
was implemented, which stakeholders were engaged in the pro-
cesses and how, what was achieved, and the barriers and facil-
itators in implementation.
Results: Contributions to project achievements included strong
partnerships and stakeholder engagement, an enabling environ-
ment for SRHR, improving health worker capacity, and flexibility
and adaptability. Challenges included a fragile security situation,
retention of providers, and difficulty in accessing gender-based
violence services, exacerbated by the coronavirus disease
(COVID-19) pandemic.
Conclusion: Our article offers guidance for organizations and
government entities seeking to design and implement SRHR pro-
grams in humanitarian settings. Findings highlight the importance
of prioritizing SRHR programming in IDP settings and illustrate
adaptable activities to assist with project implementation and
minimize operational challenges.

INTRODUCTION

Internal displacement is a challenging, urgent, and
growing humanitarian crisis. In 2020, conflict and dis-

asters triggered 40.5 million new internal displacements
globally.1 Internally displaced persons (IDPs) are those
who have been forced to leave their homes but have
remained within the borders of their country of origin.
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Host country governments often struggle to ade-
quately provide basic services such as health care
to these IDPs due to the competing priorities of
the conflict or disaster that has displaced their citi-
zens. Further, as IDPs lack the status of refugees
and the associated protections, many multilateral
agencies and nongovernmental organizations
cannot offer the same resources that they provide
to refugee populations.

Ethiopia has one of the highest numbers of
IDPs in the world, largely due to conflict, political
instability, and scarce environmental resources as
a result of drought and flooding.2 As of July 2021,
there were an estimated 3.95 million people dis-
placed across the country with 1.8 million living
in camps or camp-like settings.2 Women, girls,
and adolescents are disproportionately impacted
by internal displacement and face a high risk of
physical and sexual violence, exploitation, and
abuse.3 The crises have created urgent needs, in-
cluding sexual and reproductive health (SRH)
information and services, for IDPs and their
host communities. Although Ethiopia as a na-
tion has made notable strides in SRH over the
past decades, these crises threaten the progress
that has been made. Furthermore, Ethiopia has
systems and infrastructure in place that differ
from neighboring countries, notably countries
that are more routinely plagued by humanitari-
an crises, making the nation less prepared to ad-
dress essential SRH service provision among
IDPs.

The Somali region is the second largest in the
Federal Republic of Ethiopia, comprising Ethiopia’s
third largest ethnic group. The semiarid region has
a long history of clan, resource-based, and region-
al conflict, remaining relatively underdeveloped
when compared to the other regions of Ethiopia.
Culturally and economically, the region also
retains a unique way of life, with seminomadic
pastoralist communities and clan links playing
the most important social and political unit of so-
cial organization. The local population is primarily
dependent on pastoralism, and livestock is the
main pillar of livelihood, supporting about 86%
of the population.4 Evidence indicates that the
Somali region has one of the worst health-
seeking behavior and service utilization indicators
nationally. The sexual and reproductive health
and rights (SRHR) needs in the region are critical:
in 2019, the Somali region had the lowest modern
contraceptive use (3.4%) amongmarried women,
the second highest teenage pregnancy (22%) next
to Afar, the lowest antenatal care coverage
(30.2%), the lowest institutional delivery rate

(23.0%), and the lowest postnatal care utilization
in the first 2 days of delivery (10.3%) in the coun-
try.5 Furthermore, a rapid assessment implemen-
ted in 2019 among internally displaced women
aged 15–49 years living in the Somali region of
Ethiopia provided important insights on the
demographics and the SRHR needs of this IDP
population.6 The study found extremely high
rates of illiteracy (96.7%) among respondents,
and 60.7% had given birth to 5 or more children.
Almost all respondents (87.7%) reported ever
hearing about SRH services, but only 36% knew
where to access SRH services and 91.3% did not
currently use any contraceptive method. These
findings are concerning given that lack of access
to and utilization of contraceptive services can re-
sult in increased maternal and infant morbidities
and mortalities, as well as social and psychological
trauma risks within IDP communities.7 Addressing
the SRHR needs of IDPs is critical to protecting hu-
man rights, mitigating infectious diseases, and
addressing gender inequalities and violence that
persist within IDP camps.8

Furthermore, persistent conflict, violence, and
climate-induced IDP displacement have triggered
widespread insecurity and movement of popula-
tions who are often forced to abandon their farms
and livelihoods. Many IDPs stay with host families
or spontaneously formed settlements with few, if
any, basic services. In Ethiopia, IDPs have been
one of the population groups most vulnerable to
coronavirus disease (COVID-19) infections be-
cause of poor access to handwashing facilities,
sanitation and hygiene, and limited tools to pro-
tect themselves from COVID-19.9 The situation is
further compounded by several social and
cultural barriers. Recent evidence from the
Somali region illustrates that men are the lea-
ders of the family, make most health-related
decisions, and often do not support family plan-
ning. In addition, the use of contraception is
seen as taboo in the region. Other obstacles to
using contraception among women include
fear that their husband can marry other women
if they adopt a method, fear of side effects from
contraception, and fear of stigma from the
community.10

Though the prioritization and coverage of SRH
services in humanitarian settings have expanded
over the last few decades, significant needs remain
unmet.11 Humanitarian organizations providing
essential emergency support to IDPs often lack
the necessary staff, specialized experience, and
resources to address the SRHR needs of IDPs.12

Additionally, development organizations that wish
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Meeting Internally Displaced Persons’ Sexual and Reproductive Health Needs www.ghspjournal.org

Global Health: Science and Practice 2022 | Volume 10 | Number 5 2

http://www.ghspjournal.org


to work with IDPsmay lack the experience and ex-
pertise to navigate SRHR programming in crisis set-
tings. These challenges can result in large gaps in
ensuring the quality of urgent and lifesaving ser-
vices for IDPs, especially women, girls, and ado-
lescents. To meet the complex needs of IDPs,
organizations serving these populations must co-
ordinate and integrate traditional humanitarian
services (basic services, including shelter, food,
and protection) and traditional development ser-
vices (welfare, education, health, social, and eco-
nomic).13,14 This approach has been referred to as
the humanitarian-development nexus, and cur-
rently, there is momentum to better understand
the ways that this framework can be implemen-
ted most efficiently.7,8,15–17

To respond to the critical SRHR needs of IDPs
in the Somali region of Ethiopia, EngenderHealth
implemented the Sexual and Reproductive Health
and Rights for Internally Displaced Persons
(SRHR-IDP) project, which aimed to ensure that
IDPs, particularly adolescent girls and women in
areas of highest need, have improved access to
comprehensive and gender-equitable SRHR in-
formation and services. The project also sought
to establish partnerships with existing govern-
ment structures and partners working in hu-
manitarian settings in Ethiopia to inform,
mobilize, and influence local stakeholders to pri-
oritize SRHR in crisis situations.

In 2021, EngenderHealth implemented an in-
dependent qualitative process evaluation to share
the lessons learned from the project to improve ac-
cess to SRH services among IDPs. The objective of
this research was to document, explore, and share
the processes involved in designing and imple-
menting the project, as well as the lessons learned.
We undertook this research to develop a case
study to investigate how organizations can adapt
their development approaches to humanitarian
settings in response to the SRHR needs of IDPs.
We also assessed the progress, contributions,
and challenges of the project. Furthermore, we
aimed to identify recommendations to address
IDPs’ SRHR needs regarding interventions and
advocacy at the regional and national levels.
The results of this process evaluation add to the
evidence base regarding the effective delivery
and implementation of SRHR programming for
IDPs and other populations in humanitarian cri-
ses. This study can also offer lessons for other
development organizations working in similar
humanitarian settings, especially with IDP
populations.

PROJECT DESCRIPTION
Since July 2019, EngenderHealth has been imple-
menting the SRHR-IDP project, in the Somali re-
gion of Ethiopia within existing structures,
including national and regional government and
partner systems, to create urgency around the
SRH needs of IDPs, particularly girls and women.
Building on EngenderHealth’s experience in the
implementation of SRHR programming and sup-
port for service delivery, the project adapted
EngenderHealth’s activities to enable IDPs to ac-
cess a continuum of care for comprehensive
SRHR. This care included contraception, maternal
care, and prevention and clinical management of
gender-based violence (GBV). The project has
3 main objectives: (1) to ensure that IDP commu-
nities, particularly adolescent girls and women in
areas of highest need, have improved access
to comprehensive and gender-equitable SRHR in-
formation and services; (2) to enable existing
government structures and partners working in
humanitarian settings in Ethiopia to inform, mo-
bilize, and influence local stakeholders to priori-
tize SRHR in crisis situations; and (3) to generate
evidence to address unanswered questions per-
taining to the SRHR needs and responses in hu-
manitarian settings, particularly for IDPs. The
project ended in December 2021.

The SRHR-IDP project designed activities us-
ing the socioecological model18 to create change
at the individual, interpersonal, community, insti-
tutional, and policy levels. Project activities in-
cluded establishing new national and regional
partnerships; supporting community mobilization
to increase awareness of and demand for SRH ser-
vices, including GBV; enhancing referral path-
ways; improving the availability of equipment
and logistics for SRH services at temporary IDP
clinics; and enhancing health care providers’ ca-
pacity and skills through training and supportive
supervision.

As part of the project, EngenderHealth also
partnered with humanitarian organizations and oth-
er stakeholders working in the region, including the
United Nations Population Fund (UNFPA), United
Nations Office for the Coordination of Humanitarian
Affairs, Family Guidance Association of Ethiopia,
Mercy Corps, Marie Stopes Reproductive Choices,
World Health Organization, and the World Food
Programme. To align project activities with national
activities, at the federal level EngenderHealthworked
with theMinistry of Health, regional health bureaus,
woreda (third-level administrative division) health
offices, and Ethiopia’s different public health and
emergency response structures.

Tomeet the
complex needs of
IDPs,
organizations
must coordinate
and integrate
traditional
humanitarian and
development
services.
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Through these activities, we noted increases in
most types of service utilization among project-
supported facilities (Figure). Notably, data from
project-support facilities showed that the number
of clients provided with SRH services increased by
2.5-fold during the first year of the project, from
a total of 700 SRH services provided in Quarter
1 (January 2020–March 2020) to 1,777 SRH
services provided in Quarter 4 (October 2020–
December 2020). Overall, project-supported facil-
ities provided 5,441 women and girls (45% of
young people aged 15–24 years) with SRH ser-
vices, including antenatal care (N=2,657), skilled
delivery (N=1,047), voluntary contraception
(N=1,537), and clean home delivery (N=143).
We observed just 1 case of GBV service uptake
(not shown).

METHODS
Study Area
The independent study team (contracted by
EngenderHealth) implemented the process evalu-
ation in the Fafan Zone of the Somali region
of Ethiopia. The IDP crisis is particularly pro-
nounced in the Somali region of Ethiopia, where

an estimated 896,000 climate-induced and conflict-
affected IDPs resided across 419 displacement sites
when the project was initiated.19 The largely rural
Somali region spans over 350,000 square kilo-
meters, is the second-largest region in the country,
and presents complex resource and service delivery
challenges.

Study Design and Period
The independent study team implemented the
qualitative process evaluation from January 28,
2021 to February 26, 2021, using 4 focus group
discussions (FGDs) and 13 key informant inter-
views (KIIs). The FGDs and KIIs assessed the
progress and contributions of the project and
documented lessons learned.

Sample
To demonstrate study rigor, the team used a max-
imum variation sampling technique to include
multiple perspectives of people involved in de-
signing, implementing, and monitoring the SRHR
project. The maximum variation sampling tech-
nique is the form of nested purposive sampling,
where people that are involved in the different
steps and activities of the project are purposively

FIGURE. Monthly SRH Service Utilization by Type of Services at Project-Supported Health Facilities, Somali
Region, Ethiopia, January 2020–December 2020a

Abbreviations: ANC, antenatal care; SRH, sexual and reproductive health.
aFor the ease in interpreting trends, we present these increases as quarterly data from the 2020 calendar year, but in the text, we also
reflect on monthly data collected in December 2019 and January 2021 to illustrate the project reach throughout the implementation period.
Clean home delivery was conducted by trained traditional birth attendants whenever skilled delivery at an institution is not possible.

The number of
clients provided
with SRH services
increased by
2.5-fold during
the first year of
the project.
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identified and invited for a qualitative inquiry.
Accordingly, the study team included a range of
participants for the FGDs or KIIs. These included
community members that had been exposed
to the project, community health volunteers
(CHVs), community volunteers (elders, youth
group leaders, and religious leaders), health care
providers, camp coordinators, EngenderHealth
staff, the project donor, and government part-
ners. We implemented a total of 4 FGDs: 2 FGDs
with female project beneficiaries (7 or 8 partici-
pants per group) and 2 FGDs with a mix of com-
munity volunteers (7 participants per group)
(Table 1).We completed 13KIIswith the following
participants: 2 health care providers, each from dif-
ferent health care centers; 2 camp coordinators;
1 Somali Region’s Public Health Emergency
Operations coordinator; 1 woreda health official;
1 Public Health Emergency Management (PHEM)
director; 2 EngenderHealth project staff; 1 Somali
regional office project staff; 1 Packard Foundation
representative; 1 World Health Organization
Ethiopia representative, and 1 UNFPA Ethiopia rep-
resentative (Table 2). Themean age of the FGD par-
ticipants was 30.6 years (community volunteers)
and 27.8 years (project beneficiaries). Overall, 71%
of the key informants were male.

Study Instruments
The independent consultant developed the FGDand
KII guides, which were reviewed by the SRHR-IDP
project team before administration. The FGD guides
for project participants explored their perceptions of
the availability and acceptability of the SRH services,
and factors that affected community utilization of
SRH services. Participants were also asked about
the extent to which they benefited from the project,
how successful or unsuccessful the project was in
meeting their SRHR needs, and what should be
done in the future. For CHV participants, the FGDs
focused on their experiences with project imple-
mentation, including what went well, what did not
go as planned, and the remaining challenges. The

KII guides also focused on lessons learned during
project implementation, reflections on the effective
coordination of SRHR activities with humanitarian
response and insights on the roles of different actors,
and recommendations for future programming. The
study team developed the instruments in English,
translated these into Amharic, and pilot tested
them before the study implementation.

Data Collection and Procedures
The study team comprised a lead independent
qualitative research and an experienced qualita-
tive research assistant. The study team selected
the participants purposively, using the maximum
variation sampling technique. The method assis-
ted with identifying key people with rich experi-
ences and knowledge regarding the evaluation
questions and ensured saturation of the themes
being investigated.

To identify FGD participants, the study team
used snowball sampling methods starting with
community leaders in each district. The commu-
nity leaders helped to identify women in the area
who might have accessed SRH services or CHVs.
The study team asked potential participants if
they knew of other people who had accessed ser-
vices or knew of other CHVs. The team identified
participants in several ways: (1) EngenderHealth
provided the list of project staff, nongovernmental
organizations, and federal government office staff,
(2) the Somali Regional Health Bureau provided
the list of potential informants at the regional level,
(3) theworeda health offices identified their staff in-
volved in the project planning and implementation,
and (4) IDP site coordinators identified relevant
staff. Following this, the lead researcher and the
qualitative research assistant reached out to the po-
tential key informants and invited them to take part
in the study. The study team did not provide any
incentives for participation.

The study team implemented the FGDs and
KIIs. The lead researcher trained the research assis-
tant in the study procedures and data management.

TABLE 1. Characteristics of Focus Discussion Group Participants

Focus Group Participants Mean Age, Years Female, No. (%) Total No. of Participants

1 Project beneficiaries – group 1 31.4 8 (100) 8

2 Project beneficiaries – group 2 29.7 8 (100) 8

3 Community volunteers – group 1 27.4 3 (42.9) 7

4 Community volunteers – group 2 28.2 3 (42.9) 7
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The team implemented all FGDs in person at a com-
munity center, while 11 KIIs were conducted using
virtual platforms and 3were conducted in person.

Data Analysis
The lead researcher and qualitative research assis-
tant transcribed the interviews verbatim and had
the transcripts translated into English for analysis.
The researchers relistened to the audio recordings
to familiarize themselves with the data, confirm
the contents were correctly transcribed, and verify
that there were no major pieces of missing infor-
mation in the transcripts. The lead researcher,
who was bilingual, also read and reviewed each
translated English transcript, comparing it against
the original Amharic version. The study team
analyzed the data using the framework methods
for the analysis of qualitative data in multidisci-
plinary health research.20 The steps involved
included transcription, familiarizationwith the in-
terview, coding, developing, and applying the
framework to assess low-, medium-, and high-
level themes, and data interpretation. The coding
and development of themes were assisted with
NVivo 12 qualitative data analysis software. The
lead researcher created a codebook (providing a
framework for the analysis) and coded the data
line-by-line in NVivo. The study team analyzed
the frequency with which individuals reported
themes, and to what extent the FGDs or KIIs men-
tioned these themes to identify patterns in the
data. This procedure helped clarify which themes
consistently emerged across all groups and which
were idiosyncratic. The lead researcher aligned
the themes that emerged from the data into

the precoded themes identified from the
FGD and KII guides (a priori research questions)
and made constant comparisons until the
final themes of the framework were achieved.
EngenderHealth researchers read a selection
of the transcripts and coding to validate the
analysis and findings of the study. All research-
ers then presented on common themes that
emerged through the analysis, rather than those
findings that were mentioned by only 1 or
2 respondents.

Ethical Approval
Ethical approval was obtained from the Somali
Regional Health Bureau’s Research Ethics
Committee to conduct the case study. The team
interviewed participants in private spaces tomain-
tain confidentiality and protect the safety of the
study team and participants, while adhering to
the National COVID-19 Prevention and Control
Guidance. All data were anonymized and stored
in password-protected files accessible by the lead
researcher and EngenderHealth. EngenderHealth
stored the data at the EngenderHealth office. The
study team explained the research objectives to
the participants before they gave their written
consent. Key informants consented to informa-
tion on their position and role being included in
any relevant transcripts.

RESULTS
Partnership and Stakeholder Engagement
Respondents stressed that establishing strong
partnerships and engaging relevant stakeholders

TABLE 2. Characteristics of Key Informant Interview Participants

Participants No. Male, No. (%)

Health care providers 2 2 (100)

Camp coordinators 2 2 (100)

Somali Region’s Public Health Emergency Operations coordinator 1 1 (100)

Woreda health official 1 1 (100)

National Public Health Emergency Management director 1 0 (0)

EngenderHealth project staff 2 1 (100)

Somali regional office project staff 1 1 (100)

Packard Foundation representative 1 0 (0)

World Health Organization Ethiopia representative 1 1 (100)

United Nations Population Fund Ethiopia representative 1 1 (100)

Strong
partnerships and
stakeholder
engagement were
key to supporting
an enabling
environment for
SRH services for
IDPs.

Meeting Internally Displaced Persons’ Sexual and Reproductive Health Needs www.ghspjournal.org

Global Health: Science and Practice 2022 | Volume 10 | Number 5 6

http://www.ghspjournal.org


from the inception to implementation and evalua-
tion of the project assisted with creating an en-
abling environment for improving access to and
utilization of SRH services among IDPs. Partner
collaborations helped to avoid duplication of
efforts, fill gaps in SRH services, procure the neces-
sary supplies, and coordinate the needs of the tar-
get population. For instance, the health system
staff reported that they were involved in planning
and implementing project activities and monitor-
ing and evaluation. Partnering with other non-
governmental organizations enabled harmonization
of activities, resource sharing, and joint performance
evaluation, creating a platform to complement rath-
er than compete. Respondents describedhowmean-
ingful partnerships at the local and regional levels
were central to enabling the project to adapt SRHR
programs to the IDP setting. Similarly, respondents
cited how these partnerships fostered alignment
with other interventions for IDPs such as food, shel-
ter, and education, and helped to avoid or reduce
delays in carrying out project activities. For exam-
ple, EngenderHealth’s collaboration with UNFPA
assisted with project setup and procurement of
emergency SRH kits. The project also signed a
memorandum of understanding with the Somali
region's Public Health Emergency Operations
Center and worked with the regional Bureau of
Disaster Preparedness and Risk Management to
identify the IDPs' needs.

We assisted them [SRHR-IDP project] during proposal
development and provided the necessary materials. We
continued our engagement during the implementation
and monitoring. So, I can say we participated in the
overall project implementation, from the beginning to the
end. —UNFPA Emergency Response Coordinator,
Ethiopia

Respondents also described how the close in-
volvement of regional- and local-level health staff
in the implementation of project activities was
central to establishing important relationships
and ensuring smooth implementation, as well as
supervision and monitoring activities.

They [SRHR-IDP project] signed the project'sMOUwith
us [Somali Regional Health Bureau] and implemented
the project based on our agreement. They implemented
activities aimed to build health facilities' capacity to in-
crease institutional delivery and other SRH services. The
project sent performance and progress reports to the
RHB [Regional Health Bureau] and sometimes con-
ducted joint supervision to the health facilities. Their
main stakeholders were the RHB and woreda health
offices, and I found their work relationships with us

and the spirit of collaboration excellent. —PHEM
Center Coordinator, Somali Region

Another key theme to emergewashow thepart-
nerships and networking fostered momentum for
advocacy and the creation of an enabling environ-
ment for SRH services within the IDP humanitarian
response. Respondents cited how participation in
technical working groups and other fora was critical
to developing and conveying a uniform agenda and
advocacy messages to the Ethiopian Ministry of
Health and the international community concerning
the SRHR needs of IDPs. For instance, advocacy
efforts resulted in including SRH for IDPs in the na-
tional plans.

Despite this, the KIIs illustrated that partner-
ship efforts were also challenging. Respondents
identified the need to improve the mapping of all
essential stakeholders at project inception and to
involve these stakeholders in all aspects of the
project, from implementation to monitoring and
evaluation. Respondents also cited that there
needed to be greater involvement in the supervi-
sion and monitoring of the project by other
stakeholders.

I wish the project had engaged [Ethiopian Public Health
Institute, EPHI] in the detail planning, monitoring, and
evaluation of the activities. It would be good if they can
support EPHI in implementing the SRH activities in IDP
settings. They [SRHR-IDP project] need to improve col-
laboration with EPHI and other partners. It would be
good to have a harmonized plan with budget lines
shown. Also, good if they had an agreement signed with
EPHI so that we can make strong follow up and perform
activities jointly.—PHEM Center Director, EPHI

Inclusion of Local Government, Providers,
and Community Members to Design and
Develop Interventions
Our analysis suggests that the inclusion of local
government actors, health providers, and commu-
nitymembers across the design and implementation
of project activities was important for delivering
time-sensitive, context-specific SRH services to IDPs
in crisis. Respondents emphasized the importance of
addressing and refining the project objectives and
activities with local health system actors and com-
munity stakeholders throughout different steps of
the project. A key theme to emerge was the rele-
vance of the consultative meetings between project
staff and different stakeholders (Ethiopia Ministry
of Health, woreda health offices, regional health
bureaus, health providers, and community leaders)
during project planning. Respondents cited how

Respondents
emphasized the
importance of
addressing and
refining the
project objectives
stages.
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these meetings helped to clarify the immediate
needs of the IDP camps. Through these consultative
meetings, respondents elicited that the project was
able to identify (1) key SRHR topic areas for provi-
ders and (2) staff in need of training and essential
commodities for SRH service provision.

When partners came to our woreda, they assessed ma-
ternal health services and found out that it was poor,
and we needed support. Then, they held a discussion
with us on how to improve maternal health services.
Then, we agreed on building healthcare providers'
capacity on SRH services . . . The involvement of
EngenderHealth and other partners was crucial.
—Head, Tuli Guled woreda health office

Respondents also confirmed that the involve-
ment of local health offices during initial planning
meetings helped to identify and address the press-
ing community needs. Respondents described how
the community mobilization efforts—through the
involvement of influential community members,
religious leaders, youth leaders, and community
health workers—were important to mobilize com-
munities to uptake services.

We closely work with the traditional birth attendants
and community volunteers such as religious leaders,
elders, and youth. Since they are trained on the SRH
services, they are working as a channel that connects
the community with us. —Health care provider,
Darima Health Center

Prioritizing SRHR Programming and
Implementation in IDP Settings
While acknowledging its challenges, respondents
cited that prioritizing SRHR programming in IDP
settings fills a key gap that is often overlooked in
humanitarian response.

Respondents described how humanitarian
organizations in the region focused on the delivery
of essential services and discussed how SRHR had
not been prioritized in the Somali region before the
project. Respondents reflected on several activities
that demonstrated how the SRHR-IDP project
assisted with prioritizing SRH services for IDPs by
strengthening provider capacity through clinical
trainings, supportive supervision, and mentorship
to improve the delivery and quality of SRH services
and by training andmobilizing CHVs who helped to
create awareness of SRH services. Respondents cited
that the project's adaptation of the minimum initial
service package was an important and fruitful activ-
ity that helped to contribute to the observed access
to a wider range of contraceptives.

When asked about what respondents believed
was most successful, many cited strengthening of
service delivery and community mobilization
efforts, believing that these approaches provided
an important intervention model for SRH integra-
tion into IDP settings.

Themost unique contribution of the project partnerships
and implementation activities was expanding access to
and utilization of family planning services among the
IDPs as well as the non-IDP community. Before this
project we didn’t pay much attention to the family plan-
ning services be it awareness creation or improving ac-
cess. However, the project connected us with the
community in the SRH services. The other unique activ-
ity was the extensive community awareness creation ac-
tivity conducted. Their effort assisted in dispelling
community misconceptions and unfounded beliefs about
family planning.—Head, Tuli Guled woreda health
office

Despite efforts at the community level, FGD
project beneficiaries described several persistent
barriers to using SRH services, including miscon-
ceptions, stigma and discrimination, the need for
spousal permission, religious beliefs, and fear of
side effects and infertility.

When community volunteers go out for community mo-
bilization, they always face resistance from some com-
munity members who believed family planning was
not acceptable in Islam. They said Allah decides the fate
of everybody’s life. There was no need to use family
planning methods. —Community volunteer FGD
participant, Qoloji IDP camp

Among the issues that deter women in IDP from acces-
sing reproductive health services is fear of contraceptives
side effects despite lack of enough food in the household.
There are also negative beliefs regarding birth spacing—
some women believe that using pills for birth spacing could
negatively affect their fertility in the future. Yes, these factors
had a strong impact and affected women’s access to repro-
ductive health services in the IDPs site, andwe are working
hard to dispel the misconceptions. —Community vol-
unteer FGD participant, Qoloji IDP camp

There is 1 problem for most women in IDPs in accessing
the SRH services. Women cannot decide to use SRH ser-
vice by themselves without the consent of the husband.
The women use the SRH services if the husband allows,
and they don’t if he doesn’t. —Female beneficiary
FGD participant, Tuli Guled

Respondents also noted that GBV services
were undoubtedly underutilized by community
members. Even with community awareness–raising
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activities and training of health care workers on GBV
survivor care, uptake of care by survivors at health
facilities was very low. This low uptake may have
been a result of negative community norms, though
data on the reasons for this were limited.

The GBV care services reporting, and utilization was not
up to our expectations even though we trained the health
workers and volunteers. There are not many people coming
forward and reporting GBV experienced. This is also true in
the [Demographic and Health Surveys] report. Only a few
women report GBV to the health facilities. What we assume
is that the community norms to access services are not favor-
able and is affecting uptake.—Country representative,
EngenderHealth, Ethiopia

An additional challenge of the project cited by
the respondents was that activities were insuffi-
cient to meet the high levels of demand for SRH
serviceswithin the IDP community. Respondents de-
scribed how the overall needs of this community
went far beyond the reach of the project and required
expanded and sustained project implementation.

The project supported the health system by providing
commodities like birth spacing pills and some medical
equipment to improve sexual and reproductive health
services. I think these supports were good, but they were
not adequate compared to the high needs.—CHV FGD
participant, Qoloji IDP camp

In terms of adequacy, it can't be said it was sufficient be-
cause they worked in a few selected IDP sites, and there
are many IDPs not covered with the project. But they
worked according to their plan in their target kebeles.
—PHEMCenter Coordinator, Somali Region

This finding was compounded by other chal-
lenges related to provider trainings and clinical
coaching. Despite efforts to collaborate with local
officials to identify appropriate trainees during
the project inception, respondents cited that the
identified trainees did not have the expected min-
imum skills required for the training topics. Other
challenges to emerge included an insufficient
number of providers for training, high staff turn-
over, shortage of health care workers, and persis-
tent gaps in infrastructure, equipment, and
supplies. With limited budget and staff, the project
addressed priority SRH issues in selected IDP sites.

The project trained health care providers on SRHR. The
main challenge we faced in building health workers' ca-
pacities was that, sometimes, the health facilities sent in-
appropriate health care providers for the SRHR pieces of
training. . . . For instance, it is common to see that the
health workers trained in the last 6 months have left

the facility for better careers. So, this is a long-standing
problem in this area. —PHEM Center Coordinator,
Somali Region

I think they had an insufficient budget, and the number
of the project staff was minimal, and the community
promoters were employed only for a few months or so.
The logistics shortages were other challenges we faced;
sometimes, we observed delays in getting the SRH
kits and other relevant supplies. —PHEM Center
Coordinator, Somali Region

Finally, the emergence of COVID-19 impacted
the course of the SRHR-IDP project in several
ways and presented a myriad of challenges.
COVID-19 negatively impacted the initial imple-
mentation and performance of the project. For ex-
ample, some in-person activities were canceled in
response to the national government’s regulations.
While the project adapted to virtual platforms for
meetings and training instead of in-person activi-
ties, low internet coverage in the region limited
the use of this approach as well as ongoing insecu-
rity issues.

There were restrictions of movement because of security
problems. We lost time due to transportation problems,
instability, and security problems. COVID-19 also affect-
ed the performance. For instance, [EngenderHealth]
could not carry out training and meetings due to restric-
tions due to COVID-19. This affected EPHI’s as well as
different partners.— PHEMCenter Director, EPHI

Project Flexibility and Adaptability
Our analysis found that implementing and man-
aging SRHR projects in humanitarian settings
requires flexibility and adaptability. Respondents
described how key elements such as advanced
readiness and flexibility of organizational systems,
strong procurement processes, and adherence to
safety and security guidelines were critical to ele-
ments of project achievements for an IDP setting.
For example, respondents described the impor-
tance of being able to adjust organizational stan-
dard operating procedures to accommodate the
changes required for a humanitarian response.
Respondents also described the necessity of decen-
tralization of the decision-making process to
rapidly tailor responses and respond to shifting
needs. Through this decentralization, regional-level
staff were able to make quick decisions that aided in
timely project implementation without having to
wait for headquarters approval. Finally, respondents
cited that having in-country experience was also
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critical for ensuring appropriate supplies and over-
coming logistical challenges.

When you plan for logistics for humanitarian response,
you don’t have a lot of time to process it. If the logistics
are delayed, then the SRH needs of the IDPs could not
be met. The challenge was most of the SRH products
needed to be imported and required at least 3 months of
processing. However, the project had a comparative ad-
vantage because most of its projects focused on SRH, and
we had some supplies already in the country.— SRHR-
IDP Project Director

DISCUSSION
The SRHR-IDP project sought to provide compre-
hensive SRHR knowledge and services to IDPs
in the Somali region of Ethiopia. Our evaluation
demonstrates how development organizations,
such as EngenderHealth, can help respond to
these emerging crises by making program adapta-
tions and pivots in strategy in response to chal-
lenges to meet the complex needs of affected
populations and learning from those challenges.

The following subsections summarize the
main findings across several thematic areas (part-
nerships and collaboration, design of activities,
alignment with national priorities) and conclude
with a focus on the implementation challenges re-
lated to GBV services.

Partnerships and Collaboration
Our findings illustrate how the provision of ade-
quate SRH services for IDPs in humanitarian
settings requires extensive partnerships and col-
laboration between development and humanitar-
ian programs and local actors. Partnerships
between development organizations, humanitari-
an response organizations, and the local govern-
ment are critical, as they provide a foundation for
project implementation, establishment of syner-
gies and opportunities with other actors operating
in the geographical areas, and assurance of local
government support. Linked to this collaborative
effort was the importance of establishing relation-
ships with local government actors, health provi-
ders, and community members to help aid the
design and implementation of project activities,
so these were not only tailored to our target popu-
lations but met the needs of the project beneficia-
ries. These partnerships opportunity to meet the
comprehensive health needs of IDPs, including
SRHR needs, which are often not addressed in cri-
sis settings in the same way as shelter; food; and
water, sanitation, and hygiene services. This is

consistent with other research that has highlight-
ed the value of building strong, dynamic, flexible,
risk-informed, and context-specific partnerships,
and including local governments, to assist in navi-
gating humanitarian spaces.21

Our findings are consistent with other evi-
dence that shows that when humanitarian and
development organizations collaborate, different
approaches can be used to initiate timely, coordi-
nated, and sustainable interventions that meet
the diverse needs of people in crises.22 Through
the SRHR-IDP project, we focused on the develop-
ment and leveraging of partnerships to effectively
prioritize and facilitate provision of SRH services. The
findings highlighting the importance of organiza-
tional partnerships have been shared by other
programs working in the combined humanitarian-
development space.23,24 Our evaluation demonstrat-
ed that these partnerships are critical to address the
limited technical capacity of humanitarian organiza-
tions to respond to SRHR needs. For example, en-
gagement with humanitarian agencies and the local
government helped strengthen their capacity to co-
ordinate provision of a broader range of program-
ming and services to meet the needs of IDPs. At the
same time, these partnerships helped to build the
project’s ability to adapt traditionally development-
oriented approaches to work in humanitarian con-
texts through a coordinated response. While we
were not able to assess the extent to which commu-
nities perceived the benefits and impact of these part-
nerships given the short evaluation period, we note
that this is an area for further research.

Design of Activities
An increasing evidence base recognizes the impor-
tance of cocreation in global health implementa-
tion research.25 As cited elsewhere, meaningful
involvement of local stakeholders, including joint
identification of needs and vulnerabilities, is es-
sential for operationalizing coordinated, tailored,
and effective responses.26 However, few studies
have examined cocreation for implementation in
humanitarian contexts, and those that have tend
to be focused on end users alone and not broader
stakeholders such as health systems staff and part-
ners.26,27 Our findings contribute to this gap in
evidence and emphasize the importance of
cocreation of SRHR programs in humanitarian
contexts. We observed that cocreation of projects
and community involvement were crucial for
strengthening resilient local capacity and ensuring
risk-informed, context-specific implementation.
The results of our evaluation illustrate how the
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use of a cocreation process, such as consultative
meetings between project staff and different stake-
holders (community leaders, health facilities,
woreda health offices, regional health bureaus,
and the Ethiopia Ministry of Health), helped to
clarify the immediate needs of the IDP camps and
was central to some of the project achievements.

In addition, the findings illustrate that com-
munity involvement and mobilization were criti-
cal to the project’s implementation, particularly
in terms of SRHR information dissemination
through CHVs and connecting girls and women
to services through trusted community leaders.
This finding aligns with recommendations from
other studies in IDP settings that recognize the im-
portance of community engagement and mobili-
zation approaches for addressing SRHR needs.28

The training and mobilization of CHVs was a key
activity that helped to reach communities with
messages and awareness of SRH services.
Consistent with a growing body of literature, our
study illustrates persistent challenges in meeting
the complex needs of IDPs.29,30 The project was
not able to identify enough providers to ensure
SRH services could be delivered throughout the
duration of the project. Due to high staff turnover,
fewer trained providers were still operating as the
project progressed. In addition, the diffusion of
messages in the community was questionable.
Although CHVs were identified as an important
means to reach communities, it is unclearwhether
the diffusion of their messages resulted in a shift in
misconceptions or social norms. Indeed, our find-
ings illustrated that there were still several persis-
tent barriers related to the use of SRH services,
includingmisconceptions, stigma, and discrimina-
tion. Our project was also challenged to reach sur-
vivors of GBV. The implementation of this activity
and how best to reach survivors must be reevalu-
ated as part of designing future interventions.
These points are further discussed herein.

Engagement With National and Global
Priorities
We also observed that effective SRHR response in
prolonged and rapidly changing humanitarian
situations requires strong engagement and link-
ages with national and global priorities, as has
been reported by similar projects globally.21,24

Our evaluation highlighted the importance of en-
suring that development organizations and their
partnerships not only have in-country expertise
but that their vision and activities are in alignment
with national and global priorities. In this project

example, our partnerships allowed us to advocate
for the inclusion of SRH services in humanitarian
response with the government, providing us with
the foundation and scope to implement essential
activities. We attribute this achievement to our
partnerships and the persistent and early engage-
ment with national and local governments—this
helped us to adapt our approaches to meet hu-
manitarian contexts, maximize our advocacy op-
portunities for the inclusion of other essential
SRH services in response packages, and leverage
our resources to best meet the current and future
needs of IDPs and their host communities.

Challenges Accessing GBV Services
This project attempted to improve access to GBV
services but observed several challenges, as dem-
onstrated by the low uptake of services. To further
understand these challenges, the project imple-
mented a qualitative follow-up study among IDP
respondents in the Somali region that revealed
several barriers: knowledge about GBV within
the communities surveyedwas limited and several
types of GBV—including child early and forced
marriage, domestic violence, and female genital
mutilation and cutting—were considered normal
cultural practices. The study also revealed that
many GBV cases were unreported, often due to
fear of stigma and repercussions, lack of trust in
the justice system, and the preference for family-
and community-levelmediation. This is consistent
with other research that illustrates low service up-
take among GBV survivors may be attributed to
barriers faced by survivors, such as fear of reper-
cussions and cultural norms around domestic vio-
lence.31,32 These factors merit further exploration
and are helpful building blocks for adapting future
SRHR programs to reach GBV survivors.

Limitations
This study presents findings specific to the IDP set-
ting in Ethiopia. We acknowledge that there are
several differences between an IDP setting, which
is protracted but may experience rapid changes,
and a new emergency setting or even a stable ref-
ugee setting.1 Recommendations such as partner-
ships and collaboration, design of interventions,
and community activities may be more pertinent
to an IDP setting, where the project was implemen-
ted, than to that of immediate crises. In short, while
the results can inform SRHR program implementa-
tion for IDP populations in similar humanitarian
settings, their external generalizability is limited.
We also acknowledge that our FGD assessment
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was not designed to reach theoretical saturation and
thus additional thematic areas may not have
emerged. However, to address this, we used a max-
imum variation sampling technique for selecting
study participants to reduce omission of the people
with rich experiences of and involvement in the
project activities.Wealso observed conflicting views
that misconceptions were changed because of the
community activities. This merits further research.
Finally, the process evaluation was designed to as-
sess the impact of the project-specific activities.
However, the results should be interpreted in the
context of the multiple implementing partners that
made the successes and achievements a reality.

CONCLUSION
The unmet need for comprehensive SRH services
within the IDP population in Ethiopia is extremely
high and prioritizing SRHR is critical. The SRH ser-
vices provided through this project must be
continued and integrated into the ongoing hu-
manitarian response. While the project increased
SRH service access and utilization, there are still
large, unmet needs among IDPs in the Somali re-
gion. Our evaluation demonstrates several valu-
able lessons that contribute to the humanitarian-
development nexus model and can be adapted by
other development organizations working in a
humanitarian setting. Engaging in meaningful
partnerships with other organizations that are
workingwith IDP populationswill enable both de-
velopment and humanitarian organizations to
better provide for IDPs and their host communi-
ties—both during and beyond the immediate
crisis—through collaborative and inclusive re-
sponse. In addition, prioritizing community mobi-
lization and engaging local stakeholders from
project formulation through evaluation is critical,
as well as training and mentoring health facility-
level staff to ensure quality, lifesaving care for
IDPs. These lessons identified by those closest to
the project—including IDPs who received ser-
vices, health facility staff, local government part-
ners, and partner organizations working in this
space—offer a path for effective prioritization of
SRHR within humanitarian responses to internal
displacement.
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