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ABSTRACT

Background: Sexual and reproductive health is essential to human rights, yet displaced populations, particularly
women, face numerous barriers to accessing family planning services. This cross-sectional study aimed to explore the
barriers and enablers of contraceptive use among Somali refugee women in the Ali Addeh Refugee Camp, Djibouti.
Methods: A qualitative, exploratory design was used, incorporating focus group discussions (FGDs) with Somali
refugee women. A total of 49 women participated, organized into seven groups based on marital status and age.
Thematic analysis was conducted, focusing on barriers, enablers, and social dynamics related to family planning.
Results: Major barriers cited were religious opposition, misinformation, and sociocultural resistance. Interestingly,
79.6% of the respondents desired large families, 67.3% of whom desired 18 to 35 months of birth spacing. While 40.8%
of the women had 1-2 children, 34.7% of the women had five or more children. Contraception was viewed as foreign
or religiously prohibited by most women, and 22 women cited religion. Male endorsement of family planning decisions
was present, with 27 women reporting that spousal disapproval was a significant deterrent. Privacy concerns were
common, with 18 women reporting stigma and fear of judgment among healthcare providers. Despite such barriers,
trust in healthcare providers, religious endorsement, and community outreach were reported as facilitators of family
planning.

Conclusions: The study underscores the need for men and religious leaders' involvement in family planning.
Interventions for displaced women should also prioritize privacy in health facilities, accessible and culturally acceptable
family planning services.
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INTRODUCTION

Sexual and reproductive health (SRH) is generally
regarded as an essential component of human rights and
sustainable development, the cornerstone of the health,
agency, and dignity of the individual in any given
situation.!?> However, in situations of humanitarian crises,
the realization of these rights is very uneven.’-> Refugees
and displaced individuals particularly women and

adolescent girls are more vulnerable to negative
reproductive health outcomes due to restricted mobility,
poverty, compromised health infrastructure, cultural
restraints, and restricting gender norms.®® According to
Bradshaw et al over 222 million women in their
reproductive ages do not wish to become pregnant but are
not using safe, modern types of contraception, and the
greatest unmet needs are concentrated in low-resource and
crisis-affected environments.® In such circumstances,

November 2025 - Volume 14 - Issue 11  Page 3691



Barkat AM et al. Int J Reprod Contracept Obstet Gynecol. 2025 Nov;14(11):3691-3699

reproductive health activities are usually relegated to
secondary in emergency interventions, but the truth is that
unplanned pregnancy, unsafe abortion, and maternal death
still escalate when family planning is not accessible. '

Somali women refugees are among the most vulnerable
populations within this global arena. Decades of war and
environmental deterioration have yielded prolonged
displacement, placing thousands of Somali families in
long-term encampment outside regional boundaries.!!
They reside in refugee camps where amenities are basic,
educational opportunities are limited, and entrenched
patriarchy continues to affect reproductive behavior and
decision-making.'>!* Earlier research work among Somali
refugee populations in Kenya, Ethiopia, and Uganda all
found high fertility aspirations, low contraceptive use, and
male control over fertility decisions.'®!> Big families are
typically socially desired, religiously virtuous, and
economically wealthy, while family planning is seen as
foreign, harmful, or even religiously prohibited.!®!
Studies such as those by Pfeil et al and Zhang et al.'”!®
have outlined how misinformation ranging from infertility
and cancer fears to fears over implants "moving in the
body" continues to deter women from using modern
contraceptive technology.'”'® The same misbeliefs are
often complemented by informal social circles, limited
literacy, and erratic action by health systems.'* Further,
reproductive decision-making tends to be dominated by
the male head of the household in the majority of Somali
households, and women are expected to conform to the
prevailing norms of high fertility.'>?® While such
dynamics have been very well researched in large, well-
known camps like Dadaab or Kakuma, there is significant
evidence lacuna in small, lesser-known refugee camps like
Ali Addeh in Djibouti. Located in a relatively low-
resource environment and home to a large Somali refugee
population for over thirty years, Ali Addeh provides a
specific social and institutional environment in which
reproduction may be shaped by local cultural and systemic
factors. Although it is a priority sector, little research exists
on the reproductive health behaviors of Somali women in
this camp, and no study has comprehensively explored
their contraceptive knowledge, attitudes, access to, and use
as related to male participation and structural health
system factors. Addressing this gap is important for
understanding women' lived experiences and unserved
reproductive needs in protracted displacement. The study
for this research is guided by four general research
questions: i) What are the barriers to the use of modern
contraceptive among Somali refugee women in Ali Addeh
Camp? ii) What are the facilitators that can shape their
contraceptive decision-making? The ultimate objective is
to develop a context-specific model of contraceptive
dynamics among this refugee population through the
integration of qualitative and quantitative methods to
inform responsive, culturally sensitive interventions.
Through this effort, the study aims to share empirical
evidence to assist policymakers, humanitarian actors, and
reproductive health planners in developing more effective
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and equitable family planning programs for displaced
Somali women.

METHODS
Study design

This study employed a qualitative, exploratory design to
investigate the factors influencing contraceptive use
among Somali refugee women in the Ali Addeh Refugee
Camp, Djibouti. The primary data collection method was
through focus group discussions (FGDs) among seven
groups, each constituted by seven women. This design was
applied for their effectiveness in exploring the social,
cultural, and personal experiences related to reproductive
health within a group dynamic. Data integration occurred
at the interpretational level to facilitate triangulation and
ensure validity of the findings.

Study setting

The research was conducted in Ali Addeh Refugee Camp,
located in the southeast Ali Sabieh province of Djibouti
from August to December 2024. Ali Addeh Refugee Camp
was established in 1991 and hosts approximately 15,000
Somali refugees. The camp is characterized by primitive
infrastructure, including water points and community
health centres, which are largely managed by humanitarian
agencies such as UNHCR and the International Rescue
Committee. This setting provides a critical context for the
examination of reproductive health and family planning
decisions in displaced populations (Figure 1).
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Figure 1: Map of the study area.
Participants and sampling

Participants were sampled through purposive sampling to
obtain a representative and diverse sample from different
residential zones of the camp. Women aged 18-49 years,
self-identified Somali, residing in the Ali Addeh camp, and
speaking Somali as their primary language were eligible
for inclusion. Voluntary participation and willingness to
provide informed consent was also required. Forty-nine
women were enrolled and distributed into seven FGDs of
seven participants each.
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To facilitate open and free conversation, groups were
organized according to marital status, and the elderly
women were organized in a separate group to reduce fear
or inhibition among the young women. Each group was
structured to foster confidence and acquaintance among
members. The process started by identifying three women
from each section of the camps who were known to be
intimate friends. These initial participants were then asked
to name four additional women from their personal
networks with whom they would feel comfortable
engaging in open discussion with one another present.
Where insufficient rapport or mutual understanding
existed between any suggested participants, stand-ins were
introduced to maintain the group as safe and open as
possible. Age and life stage were also considered to
achieve a broad range of perspectives.

Data collection

Data were collected using semi-structured focus group
discussions (FGDs) using an interview protocol developed
for the sake of this study. The protocol contained open-
ended questions to determine the participants' knowledge,
attitude, practices, and barriers and enablers of
contraceptive use. The topics discussed were personal
experience of using contraception, cultural beliefs,
religious opinions, male involvement, and availability of
family planning services.

The FGDs lasted for 45 to 60 minutes each and were
conducted in a secluded place in the camp to ensure
confidentiality. Audio recording, with the permission of
the participants, was used to capture the discussion
verbatim. An additional note-taker also recorded non-
verbal reactions and contextual observations, which
provided a better insight into the dynamics of the group.

Ethical considerations

Ethical approval for the study was given by the University
of Ibadan/University College Hospital Ethical Committee
(Ref: UIVEC/24/0304) Informed consent was given by all
the respondents, to whom the objective of the study, their
rights, and the voluntary basis of the study were explained.
Because of the nature of the topic, all the respondents were
assured of confidentiality of their answers and of the right
to withdraw from the study at any point without any
penalty.

Data analysis and management

The thematic analysis approach, which is described by
Braun and Clarke (2006), was used to analyse the
qualitative data. FGD recordings were all verbatim
transcribed and subsequently translated into English by
bilingual research assistants. To ensure accuracy,
transcripts were cross-checked to ascertain completeness
and adherence to the original discussions.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Data were examined through an inductive coding process,
whereby themes were drawn directly from participants'
accounts. Two researchers coded separately from one
another to search for patterns and themes within data.
Disagreements about coding were resolved through
discussion and consensus. An inductive strategy was
adopted through coding, and prominent themes were found
directly from the data.?! The inductive themes were
categorized into four broad themes: sociocultural norms,
individual knowledge and beliefs, and factors of the health
system. The occurrence number of the sub-themes was
counted to identify the prevalence and consistency of each
theme in FGDs. Member checking was also conducted to
enhance the validity of the findings such that a subset of
participants reviewed the interpreted results to ensure they
represented their views accurately. In addition, peer
debriefing was done with study team researchers to
challenge assumptions and ensure rigor in analysis.

RESULTS
Demographic and social characteristics of respondents

The majority of the 49 refugee women interviewed
(65.30%) had no formal education, followed by those with
only a primary education (24.48%), and a smaller
percentage with either a secondary education (4.08%) or a
college degree (6.12%) (Table 1). Of the participants,
14.29% were single and 85.71% were married. The
majority of women (79.59%) had no job. According to the
age distribution, 40.81% of those surveyed was 35 years
of age or older, 32.65% was between 25 and 34, and
26.53% was between 15 and 24. In terms of reproductive
health, 34.69% of the women had five or more pregnancies
(high gravidity), while 44.89% had three to four
pregnancies (medium gravidity). In terms of parity,
40.82% had between 1 and 2 children, 26.53% had 3 to 4
children, and 32.65% had 5 or more children. The majority
of women (40.81%) had moderate birth spacing (18-35
months), with short intervals of less than 18 months
(34.69%) coming in second. The majority (79.59%) of
respondents said they would like to have five or more
children, and 67.34% said they would prefer a moderate
future birth spacing of 18 to 35 months.

Thematic analysis of the focus group discussions (FGDs)
showed ten recurrent themes, organized into four
overarching domains: individual knowledge and beliefs,
sociocultural norms, health system factors, NGO/Foreign
Influence. These themes collectively illuminate the social,
informational, and structural dynamics shaping
contraceptive use in the refugee context.

Knowledge, misinformation, and perceived benefits
influencing contraceptive use among Somali refugee
women in Ali Addeh Camp, Djibouti (2025)

Basic awareness of contemporary contraceptive methods
such as pills, injections, and implants was observed across
all FGDs, and 20 women reported awareness. This was
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largely derived from clinic attendance or outreach
community groups. Misinformation was, nonetheless,
rampant and was mentioned by 29 participants (Figure 2).
The common myths were infertility concerns, cancer, and
devices "moving" in the body. A woman related, "They say
the implant moves in your body", to which another
contributed, "But fear stays with us. Some say the implant
moves in your body, or the injection causes permanent

infertility.". Despite these concerns, 17 women reported
the positive impact of birth spacing on child and maternal
health. "After using the injection, I had two years before
my next child. I was healthier, stronger. My baby breastfed
better.”. These testimonies reveal greater acceptance of
contraception when framed in the context of physical
recovery and family health.

Table 1: Socio-demographic and reproductive health characteristics of participants.

| Variable _ Categor Frequency (N _ Percentage (% |
No formal education 32 65.30
. Primary education 12 24.48
Education Secondary education 2 4.08
College and above 3 6.12
. Married 42 85.71
Marital status Single 7 14.29
. Unemployed 39 79.59
Occupation Employed 10 20.40
15-24 13 26.53
Age (years) 25-34 16 32.65
35 and above 20 40.81
0-4 5 10.20
Duration in refugee camp (years) 5-9 14 28.57
10+ 30 61.22
Single 7 14.29
Duration of marriage (years in H-15 8 16.32
urlllion) e 16-20 19 38.77
21-25 12 24.48
26 and above 3 6.12
1-2 (low) 10 20.40
Gravidity 3-4 (medium) 22 44.89
5+ (high) 17 34.69
0-2 (low) 20 40.82
Parity 3-4 (medium) 13 26.53
5+ (high) 16 32.65
Short (<18 months) 17 34.69
Birth spacing Moderate (18-35 months) 20 40.81
Long (36+ months) 5 10.20
0-2 (low) 1 2.04
Desired number of children 3-4 (moderate) 9 18.37
5+ (high) 39 79.59
Less than years 2 2.04
. . . Short (lyear to 18 months) 9 18.37
Desired future birth spacing Moderate (18-35 months) 33 67.34
Long (36+ months) 5 10.20

Sociocultural resistance and religious beliefs influencing
contraceptive use among Somali refugee women in Ali
Addeh Camp, Djibouti (2025)

There was cultural resistance to contraception, which was
a theme in six of the seven FGDs from 19 participants
(Figure 2). Family planning was widely viewed as being
foreign and un-Somali. As one woman explained,
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"Honestly, I see it as something brought from outside. In
the past, our mothers had many children and didn't use any
of these methods.". One of them said, "Before the NGOs
came, no one spoke about injections or pills. Our mothers
had many children. It was just the way life was.".

Religious concerns were brought up by 22 women, often
supplementing cultural opposition. Contraception was
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viewed by many as contrary to Islamic law. "Why would
you stop what God has planned? I believe it’s haram." was
the view of one participant. Others noted that family
planning had been supported by some religious leaders on
health grounds. Fifteen participants cited the potential role
for religious leaders, saying that their support could turn
female and male attitudes in favour. Spousal opposition
was the most prevalent obstacle to contraceptive use,

reported by 27 participants. Women indicated that they
had to hide contraceptive use or risk disapproval, conflict,
or even violence. As one participant indicated, "Her
husband beat her when he found out. He said she
disrespected him by making decisions without him.". Other
women resisted contraception even if their husbands
supported it, out of fear of divine retribution.

Table 2: Themes influencing contraceptive use among Somali refugee women in Ali Addeh Camp, Djibouti.

Domain Theme

Knowledge of contraception
Individual Misinformation and myths
:::;;dedge and Perceived maternal health benefits

Infant health improvement
Economic motivation

Cultural resistance

Religious belief as a barrier

Spousal opposition

Community influence
Sociocultural norms

Fear/social judgment

Religious leader influence

Conflicting religious messages
Male involvement needed

Positive shift in attitudes

Trust in healthcare providers
Privacy concerns

Health system Secrecy and stigma

factors Provider safety concerns
Access issues
Outreach/education needed
NGO/foreign Perception of external imposition
influence Positive NGO involvement

Health system determinants of contraceptive use: trust,
access, and privacy among Somali refugee women in Ali
Addeh Camp, Djibouti (2025)

The behaviours of contraception were most directly
affected by trust of healthcare professionals. Fifteen
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Sub-theme

Awareness of contraceptive methods

Sources of information

Health risks - Cultural myths

Physical recovery and wellbeing

Spacing pregnancies for better health outcomes
Breastfeeding benefits - Fewer health risks to babies
Financial benefits of smaller families

Perceived foreignness of contraception

Social pressure for large families

Perception of contraception as ‘haram’

Religious leaders’ stance

Male authority in reproductive decisions

Fear of marital conflict or violence

Peer pressure and gossip

Support from women’s groups or networks

Stigma associated with contraceptive use

Judgment from other women

Religious endorsement or condemnation

Education by religious leaders

Varying interpretations of Islamic teachings
Importance of male education on contraception
Increasing acceptance of contraception

Role of younger generations in challenging traditional
views

Reliability of healthcare professionals

Quality of counseling

Fear of public exposure

Lack of confidential spaces in healthcare facilities
Fear of being judged

Avoiding public attention

Fear of adverse side effects

Lack of informed consent

Distance to clinics

Availability of contraception

Increased community-based education

Educational programs in community spaces
Perception of foreign NGOs promoting contraception
Positive role of NGOs in providing essential healthcare
services and information

participants chose providers as their primary source of
information. “The nurses explain things. Also, the
outreach teams that come house to house they give out
information.”. Still, there were structural and social
obstacles that remained. Eighteen participants complained

of clinic privacy, concerning judgment by others in
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society. As one participant said, "Privacy is important”. If
someone catches you at the family planning room, they
may go and gossip.". Nine of the participants mentioned
access-related limitations in the nature of stockouts and
distance to clinics. “I live far from the clinic. It’s hard to

go without transport. And my husband won’t come with
me.” saild one woman. Such constraints further
complicated the provision of family planning services on

a regular and safe basis for the women.

Themes

Economic motivation m— 5
Infant health improvement —m———— 4

0 5

NGO/foreign influence m——————
Positive shift in attitudes ~———— 7
Male involvement needed ~m——————————————— 13
Outreach/education needed EETTE————————————— | 5
Access issues EE———————— 9
Provider safety concern m—— 7
Conflicting religious messages I | 3
Religious leader influence m—————————— | 5
Secrecy and stigma mEEEESSS—————— | 5
Privacy concerns IS [ 8
Fear / Social judgment I — ) 3
Community influence I | )

Perceived maternal health benefits T ———— | 7
Trust in healthcare providers EETTETEEEE——————————— | 5
Misinformation and myths e )0
Knowledge of contraception m—— 2()
Spousal opposition e )7
Religious belief as barrier E——— ) )
Cultural resistance T |0

10 15 20 25 30 35

Figure 2: Thematic frequencies on contraceptive use among Somali refugee women
in Ali Addeh Camp (2025 FGDs).

Community-identified solutions and suggestions to
improve contraceptive use among Somali refugee women
in Ali Addeh Camp, Djibouti (2025)

Participants not only shared barriers but also proposed
culturally grounded solutions to improve contraceptive
uptake and reproductive health outcomes. A major theme
was the need to involve trusted religious leaders in family
planning advocacy. Many women expressed confidence
that Islamic endorsement would ease community
resistance. “If a husband hears from a sheikh that it’s
okay, he might allow it.” one participant remarked.
Another added, “If you hear it from a trusted religious
person, it’s more powerful than from a nurse.”. Women
widely agreed that clear religious guidance could align
contraception with local moral frameworks.

A second recurring recommendation was to directly
educate men. Several participants emphasized that male
partners often act as gatekeepers to women’s health
decisions. “Men need education. Most of the time, it’s the
husband who says no”, one woman explained. Others
suggested that men should be included in clinic-based or
mosque-based awareness sessions: “I wish there were
sessions for men too. Let them hear from the doctors.
Maybe things would change”.
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Women also called for increased privacy in service
delivery, noting that social judgment deterred many from
visiting clinics. “If'it were private and no one knew, many
women would go. It’s the shame and the fear of being
judged”. Enhancing confidentiality through private
consultation areas, discreet outreach visits, and coded
appointment systems were perceived as important
enablers.

Lastly, the respondents expressed a need for consistent
supply and accessible services. Travel distance and
stockout were mentioned most frequently as practical
barriers. A woman suggested, “If the clinic runs out or is
far, maybe bring the services closer like mobile teams or
community days”. Such community-based delivery
mechanisms were understood as being closer to people,
especially when accompanied by familiar outreach
workers.

DISCUSSION
This study was conducted to analyze the determinants of
contraceptive use among Somali refugee women living in

the Ali Addeh Camp, Djibouti. It intended to analyze how
individual knowledge, sociocultural norms, religious
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beliefs, and factors in the health system determined the use
of contraceptives in this setting. The results revealed a
dynamic interplay of cultural, individual, and structural
determinants of contraceptive use.

Myths and cultural resistance were found to be significant
obstacles to the adoption of new contraceptive methods,
even though participants' awareness of them had
improved. This paradox, in which high awareness does not
result in widespread use, is consistent with patterns
observed in other refugee contexts.'>*? As revealed by
Tadesse et al and Kiura et al, Somali refugee societies are
often caught between acquaintance with family planning
and deep-rooted myths about its safety and
effectiveness.'4!

Somali women in the Ali Addeh Camp, Djibouti were
typically predisposed toward large families, with nearly all
women desiring five or more children, the majority of
participants (67.34%) also had a preference for 2-3 years
of birth spacing. This underscores a greater appreciation of
the health benefit of spacing births for the health of
children and mothers. The coexistence of wishes for large
families and an appreciation of the necessity for birth
spacing was also reported by Cox et al and Maina et al 2?3
Additionally, cultural resistance, and specifically the
perception that contraception is foreign and counter to
Somali culture, remains another key barrier. This aligns
with previous report in other refugee settings.!”2*

Religious beliefs played also an important role in
contraceptive attitudes. The study further revealed that the
majority of the women found contraception to be "haram"
(forbidden) based on religious grounds, which was similar
to experiences documented by Degni et al and Freeman et
al for the Somali and other Muslim communities.?*?¢
However, some women acknowledged the fact that
endorsement by religious leaders could redefine the
attitudes regarding contraception, implying the need for
religious leaders to redefine contraception in Islamic
perspective. This finding is in line with the works of Azmat
et al and Marshall et al, which emphasized the role of
religious leaders in enhancing family planning acceptance
among refugee and immigrant groups.?”?

Male involvement in family planning choice was another
important determinant of contraceptive use in the Ali
Addeh Camp. Most women indicated that their husbands
had the last word in matters of reproductive health, while
others were afraid of conflict or violence in marriage if
they used contraception without their husband's consent.
These results resonate with those of Zhang et al, where
male dominance of reproductive health decisions severely
constrained women's autonomy in family planning.'®
Participants in this research proposed increased education
for men, emphasizing that male involvement in family
planning would improve the use of contraceptives, as also
proposed by Azmat et al and Marshall et al to engage men
in reproductive health discussions.?”?8
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Privacy concerns were another significant barrier to the
use of contraceptives. The majority of women feared being
judged and gossiped about if they were caught traveling
for family planning services. Such social stigmatization
fear was reported by Logie et al when conducting a study
among refugee populations in Uganda, where
contraceptive-related stigma discouraged women from
seeking reproductive health services.? The participants in
the current study proposed enhancing privacy through the
utilization of confidential consultation rooms, mobile
clinics, and outreach services, which would enhance the
stigma and push more women to utilize family planning
services.

Contraceptive service access was also a major hindrance.
Women reported difficulties accessing family planning
services due to traveling distances to the clinic and
stockouts. The above structural barriers are consistent with
findings in other refugee contexts, for instance, Kiura et al,
where logistical issues and health access limitations were
significant obstacles to the use of contraceptives.'
Participants also recommended mobile clinics and
outreach services at the community level to increase
availability of contraceptives among women in refugee
camps, just as Gitonga et al recommend to improve access
in urban settings."

In response to these issues, respondents offered a variety
of culturally acceptable solutions to increasing
contraceptive use. These included appealing to religious
leaders in family planning promotion, educating men
about using contraceptives, and improving the privacy and
availability of reproductive health services. These
recommendations are aligned with more general calls for
culturally acceptable, community-centered interventions
to address social as well as structural impediments to
family planning among refugee populations.'”??

There were a number of important limitations that could
have been confounding this study's conclusions. Self-
reported measures are at risk of social desirability and
biased recall, particularly in a setting where contraceptive
use is culturally sensitive and even taboo. The fact that the
study relied on a single refugee camp (Ali Addeh) means
that the results cannot be generalized to other Somali
refugee populations or other humanitarian contexts. Also,
the study did not discuss the quality of family planning
services like counseling or client-provider relationship that
can be a good determinant of acceptability and
accessibility of contraceptive technologies.

CONCLUSION

The study identified core obstacles to the use of
contraceptives among Somali refugee women in the Ali
Addeh Refugee Camp, Djibouti, which were grouped into
four dominant areas: individual beliefs and knowledge,
sociocultural norms, health system factors, and
NGO/foreign influence. Despite overall awareness of
contraceptive methods, cultural resistance,
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misinformation, and religious beliefs constituted
significant obstacles. The majority of women desired large
families and viewed contraceptives as foreign or
religiously prohibited, and male involvement in
reproductive matters and privacy issues also served to
deter use. Structural obstacles such as limited access to
services and stockouts of condoms contributed to the
situation. However, some enablers were discovered in
these regions to boost the use of contraceptives. Training
women and men, mobilizing religious leaders to accept
contraception, and improving privacy in the health care
facility were important enablers suggested by the
interviewed. In addition, improving access through mobile
clinics and outreach within communities had to be
addressed. This study brings to the fore the need for
culturally sensitive family planning programs aimed at
social, informational, and structural barriers in these
regions and help improve reproductive health outcomes
for Somali refugee women in Ali Addeh Camp and similar
settings.
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