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BACKGROUND

Kenya hosts over 200,000 (two hundred thousand) refugees in both urban and camp based situations.

In 1991 & 1992 many refugees crossed the borders from Somalia at Loboi into Kenya.  Later on they were transferred to 3 camps about 100 km. From the border into the Kenyan side creating the Dadaab camps – Ifo, Hagadera and Dagahaley.   Within the same period in 1992, the Government of Kenya agreed to open a camp for the South Sudanese Refugees in North Western Province of Kenya.  The Transit camp is at the border town of Lokichogio while the camp site is at Kakuma town 100 Km from the Kenya Sudan Border.  Other camps had been established at the Coast – Utange, Marafa, Swale Nguru, Jomvu and Hatimi.  

Another Urban based camp was opened at the Thika Municipality 60 Km from the Capital City Nairobi.   All the six Urban camps were closed between March 1995 and February 1999 the refugees transferred to either Dadaab complex or Kakuma Camps.

Dadaab

Dadaab is a town of Approximately 10,000 people of the Kenya Somali origin.  It is situated in the North West of Kenya bordering Somalia.

It houses approximately 122,000 refugees in three camps within 10-19 Km of Dadaab town.  Ifo camp the oldest was established in 1991 while Hagadera and Dagahaley were established in 1992.   About 92% of refugees are from Somalia, 1.5% Ethiopians and the rest are from Uganda, Sudan, Eritrea and Congo.  49% of the refugees are Female while 61% are Male.

Kakuma Camp.

Kakuma Division of Turkana District is about 100 Km East of the Kenya Sudan Border with a local population of about 20 thousand people. The camp is situated in the Turkana District in the North Western part of Kenya bordering the Sudan.  It was established in 1992 to cater for the large number of Sudanese fleeing the war torn South Sudan.  The camp started with 20,000 refugees but has escalated to 81,300 refugees by September 1999.   The numbers were increased due to the closure of the Urban camps as well as a continuous influx of refugees from the Sudan where fighting continues. Approximately 71% of refugee are of Sudanese origin, 24% Somalis and the other 3% are made up of Ethiopia, Eritreans, Rwandans and Burundians.  The camp is divided into 3 phases and due to continuous influx, UNHCR is considering starting another camp about 150 Km away from Kakuma and 60 Km from Lodwar Town.  

THE ROLE OF NGO’S IN COMMUNITY HEALTH CARE SERVICES TO THE REFUGEES

The provision of services to the refugee community is a multisectoral affair that requires centrally controlled co-ordination as well as parallel consultation.  

HEALTH

The refugees health is of at most important and hence all the activities be they environmental, water, sanitation or food provision and education are all geared towards attaining and maintaining health.  It is therefore imperative that all agencies work together towards meeting this goal.

NGO In Dadaab
UNHCR


The UNHCR is the lead agency in all refugee situations manned under its mandate in Kenya while the host government plays the supportive role.  UNHCR plays the role of program co-ordination, protection, monitoring, inter-camp transfers, inter-clan mediation, security, protection and documentation for resettlement and Repatriation.

National Refugee Secretariat – Ministry Of Home Affairs

Is the government agency that oversees refugees and works closely with UNHCR and other Agencies to coordinate the assistance.  Ministry of Health Co-ordinates and gives support through secondment of staff for the camp Health Services

The office of the president through the provincial administration ensures security around the camps through the District Administration. This is consistantly  and actively involved in supporting the UNHCR operations.

In the Urban areas, the secretariat is involved in recognition and registration of refugees and where necessary provision of asylum or rejection for the same.

World Food Program (Wfd)

Responsible for the supply of food AID for general contribution and supplementary feeding for vulnerable group, supervision and monitoring food supplies and stores.  

Care  (Kenya).

In Dadaab Care is the main UNHCR partner in operation, implementing refugee assistance project. 

· Oversees food storage and distribution of food and non-food items, management of Water and sanitation systems and social services programs including Primary education, skills training, income generating, Agricultural training and program for the disabled.

MSF Belgium

Implement’s Health programs including management of 3 camps Hospital and 7 health posts, Tuberculosis programs and monitoring nutritional status of refugees and a mental Health program.

National Council Of Churches Of Kenya – NCCK

Provides Reproductive Health Programs, runs sensitization campaigns on STDs, HIV/AIDs family planning and Dangers of Female Genital Mutilation in and 3 camps.  It also does counselling for the survivors of Rape.

GTZ

Implements the environmental “RESCUE” Project dealing with reforestation, fuel wood conservation and wood provision Training on Energy saving stoves construction                   and Distribution.

Al Haramain Islamic Foundation

Religious services & Education, elementary Secular Education, School feeding and burial services.

Kakuma Camp

UNHCR

The UNHCR is the head agency in all refugee situations manned under its mandate in Kenya while the last government plays the supportive role.  UNHCR plays the role of program co-ordination, protection, monitoring, inter-camp transfers, inter-clan mediation, security, protection and documentation for resettlement and repatriation.

National Refugee Secretariat – Ministry Of Home Affairs

Is the government agency that oversees refugees and works closely with UNHCR and other Agencies to coordinate the assistance.

The office of the president through the provincial administration ensures security around the camps where the District Administration this is consistently and actively involved and supporting the UNHCR operations.

The Ministry of Health Co-ordinates and Health activities with UNHCR and Health related Agencies.  It gives support through staff Secondment to camps Health Services.

In the Urban areas, the secretariat is achieved in registration and recognition of refugees and where necessary provision of asylum or rejection of the same.

World Food Program (WFD)

Responsible for the supply of food AID for general contribution and supplementary feeding for vulnerable group, supervision and monitoring food supplies and stores. 

Lutheran World Federation (LWF)
Responsible for overall camp management, handling and distribution of food; Maintenance of water and sanitation systems, distribution of Shelter materials. Overall construction and maintenance of camp facilities as well as social services – Primary and Secondary Education.

Don Bosco

With co-operation of LWF DON BOSCO is responsible for vocational training in the camp this includes, Carpentry, Tailoring, Masonry, Agricultural training.

International Rescue Committee (IRC)

Responsible for delivery of all Health Care Services in the camp.  Also oversees Adult Literacy programs and self-reliance projects also Educative for the Disabled. ICRC contact tracing.

Windle Charitable Trust – Adult literacy classes.

JRS – Rehabilitation and counselling program.  

National Council of Churches of Kenya (NCCK)

Provides Reproductive Health Program and runs sensitization campaigns on danger of HIV/AIDs, STDs and FGM.  Provides counselling seminars as well as training community groups and NGO workers.  Support to the General Health system.  

While UNHCR is the major partner in implementation of the refugee program in the camps.  It is also apparent that they need the International as well as National NGOs to succeed in provision of total care.

Recently, September 1999, UNHCR Branch Office Kenya has produced a documents “Contigency plan for a possible refugee influx into Kenya”

The document out lines the action to be taken by each of the players included in refugee care in the Kenyan camps in preparation for any Influx of up to 10,000 refugees in view of the continuing figure in both the Somali and the Sudan.  This calls for greater collaboration among the NGOs involved.

COLLABORATION.

One of the major challenges faced by the NGOs in offering services to the refugees is the fragmentation of services.  Each NGO has their own Agenda and deals with it in a vertical manner.  Integration often proves difficult due to individual country Policies and Traditions followed by the implementing partner. Each considers themselves as an implementing partner to UNHCR 

However, this depends on the understanding of Agencies.  Sometimes, duplication occurs while in others Gaps are left each group expecting the other one will deal with it.  This calls for UNHCR as well as the Host Government to co-ordinate more closely the activities of the various NGOs at play.  It also calls for clear cut policy guidelines for the NGOs, which are often lacking in most situation.

Presently, there is no act of Parliament to govern the refugee situation in Kenya only recently has the 7th draft of “The Refugee bill” been discussed for presentation in the Kenyan Parliament (14th October 1999).

In the Kenyan situation coordination has been handled through weekly Inter Agency meetings where reports are given by each Agency and lines of communication re- established.  Situation reports where NGOs identify problems that can be dealt with in collaboration with other Agencies depending on expertise Inter Agency consultations have been encouraged and practiced more particularly where Health, Nutrition, Water & Sanitation have to be coordinated.  The situation unfortunately only works very efficiently during disease outbreaks or disasters such as Cholera, Typhoid and also during floods etc. During disaster all NGO’s & UNHCR pool their efforts together and work as one organ.   Other times the feeling is for each NGO to do their own thing.  

REFUGEE WOMEN & HEALTH.

Health is one of the major factors that has to be dealt with right from the Emergency phase and through out the life of the camp situation.  In the initial stages, it is important for all those coming to the camp to be treated for the major problems and for provision to be made to save all those in Danger.

Once disaster or war strikes a country, there are bound to be injuries, from mild, moderate to severe.  The people cross borders with their injuries others are injured enroute.

Hunger and thirst are common factors that erode health.  They may face problems of Disease as they travel long distance and on arrival to the country of refugee they require Emergency service.

The initial response to the situation is usually UNHCR & NGOs Coordinating with Agencies from country of refuge to get space for the refugee and to offer the emergency treatment required.  Border District hospital are opened for emergencies while the Health NGOs set up temporary health centres to handle the bulk of the emergencies particularly to nourish the weak.

In Kenya, the situation is such that temporary Transit camps are created at the borders to receive refugees.

The emergency instructions are given which include:

· Emergency interventions for the wounded, transferred to Hospitals within the country for surgical intervention.

· Make shift maternity wards are provided for deliveries. Tented wards are created for the sick.

· System for re-hydration and feeding of the Hungry Exhausted and malnourished are put in place.  Water and sanitation is provided. When the initial Emergency intervention phase is over, and depending on the numbers, then camps are created away from the border and the refugees moved.

· In all this we find that Reproductive Health other than, the emergency deliveries and immunization are not put in place.

· Sexually transmitted diseases are treated but not as a special category of disease, HIV/Aids not even thought about at this stage.

· Women who may have been assaulted or Raped in the country of Origin on transit on arrival at the country of refugee are left with deep psychological wounds that are not dealt with.  Family planning is not thought of Mothers who deliver on transit may have infectious that may prove fatal and either lead to death or infertility.

· Women who have been raped may be pregnant as a result.  They may also have STDs or HIV/AID’s, Adolescent girls may have been raped or forced to give sex as favours in exchange for protection, this could lead to infections or pregnancies.  They may not relate this to rape and are forced to be grateful to the perpetrators for protection offered on transit to the camps.

Until 1994, the issue of women health in the refugee situation had been totally ignored.  Up until now in some countries, Reproductive Health is not considered a priority.  Only until 1999, has the UNHCR taken the initiative to support the project in Kenya by supporting a person to deal with Gender based Violence through the Ted Turner funding – This is despite the fact that the project was started with HCR funding June 1994 to June 1995 after when the funding was withdrawn.  Till now 5 years along the line there is no Memorandum of understanding between UNHCR and NCCK for this programme.  

In 1994 the UNHCR mandated NCCK a Kenyan National NGO to deal with specific areas of Reproductive Health issues i.e – create awareness on HIV/AIDS, FP – STDs and FGM to the refugees and the NGO communities in the Kenyan camps.  Unfortunately this did not receive the commitment it deserves then from NGOs and it was not supported to create the much needed co-ordination mechanism. UNHCR withdrew the funding after one year and the NCCK had to look for funding for this project.  Thus the World council of Churches and UMCOR through AACC has supported the project from June 1995 until 1999, UNHCR invited UNFPA to evaluate the project in September 1996 and for the next 28 months July 1997 – December 1998 UNFPA partially funded the project.  

The project is now a success story in the Kenyan camps where other NGOs are now trying to come in and do research and start parallel programs on areas like FGM which were regarded as taboo to even mention in the stages of initiation.  Today UNHCR and the NGOs like CARE & IRC as well as the Refugees Religious leaders have made the fight against FGM a priority for all.

Promotion Refugee Women’s Health

Health

May be defined as a state of wellbeing, physically mentally, socially, spiritually and not the mere absence of disease or infirmity.

This certainly includes Reproductive Health which is defined as the state of complete physical, mental and social well being and not mainly the absence of disease or infirmity in all matters relating to the reproductive system and to its functions and process.

This implies that a healthy person should be able to have a satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if and when and how often to do so.  They should have ample time to enjoy each other’s company and also the birth and growth of each of their children.  Health in General is quite often governed by the state of reproductive health for both men and women.

However, the woman being the major player in Reproduction – carrying pregnancy to term, going through delivery and breast feeding the child has her health depleted more easily than the man.  Secondly the cultural values that dictate women’s position in accepting husbands who have more than one wife while she can only have one husband also reduces her chances of enjoying the spouses company and love while going through the reproductive process.

It is therefore imperative that all workers dealing with women health should pay special attention to the women Reproduction, particularly in the African context where it is regarded taboo to discuss sexuality or sex related matters. They should also know the phantom signs and symptoms of STDs that are often given.

How Can We Improve Womens Health In Refugee Situation
For us to be able to improve on women’s health we need to look  at the women is totality and deal with the components  of RH that could compromise women’s health in refugee situations such as:-

1. Safe Motherhood

2. Sexual and Gender based Violence

3. Family planning and child spacing

4. STDs and HIV/AIDs infections.

We generally also need to look at areas such as food and food security that could deplete or compliment nutrition status.

· Economic standards of Women.

· Environmental factors that may cause insecurity.

Since 1994, our program has mainly been involved in promoting reproductive health for the total family but more specifics to the women.  The major nationalities in the refugee camps are Somalis and Sudanese both communities have very low regard for women.

Women are said to be men’s property since they are purchased through heavy dowry.

They are more or less like slaves in the home.  There is a Somali saying that, “A Woman is a child with big feet”.  They are not supposed to make decisions, talk in public or oppose what men say.  Their major role is procreation and the more children they have, the greater their value in the family & society.

They have to respond to every wish of the man in areas of food preparation, and provision, producing children and rearing them caring for the total family, fetching water, firewood and finally give sexual satisfaction to the man when he needs it.  (In the Somali community the woman is a non participant more a receptacle in the sexual act except in few cases.

Should she make any movements then she is deemed a prostitute and not a worthwhile woman (Information from TBAs working in Refugee Camps)..

Safe Motherhood

· The initial need’s assessment showed that an average woman had their first delivery at Age 15.5 – 16 years.  By age twenty, the majority had 3 children and they were feeling and looking old too.

· The average birth weight at the time was 3 kg, which is normal, but most of the mothers had anemia of below 6 gm at delivery.  A pregnant woman is well treated and given favours only until she delivers.  Family planning was not openly discussed either by NGO workers or refugees and it came as a shock to them that NCCK would even dare talk about the subject.
· In Dadaab 100% of the girl children 8 years and above were already among circumcised (pharoanic with infibulation).   Some children had FGM done as early as 4 years.  This makes deliveries difficulty and prolonged.  It also creates difficulties for the couple’s sexual enjoyment at marriage.
Antenatal care including immunization for tetanus was provided by the health NGOs maternity care labour and delivery services were offered, but post natal care was left out.

Presently the situation has not changed much in Dadaab in that although Antenatal care is offered and mothers attend ANC for a minimum of 3 times for each gestation period.  Other services required are not in place e.g post-natal care, routine test for syphillis during pregnancy, Family planning services are not well established.

Culture still plays largely on women and the clans demand that more babies be born to increase the numbers.

Obstetric emergencies are dealt with adequately but FGM has still continued to complicate deliveries. Nutritional supplements offered to women have improved their health status during pregnancy but they also work negatively as women are pressurized to get pregnant soon after delivery so that the family does not loose the extra ration.

· Every birth is a blessing as it increases the family ration once registered.
STDs/HIV/AIDS   

Women’s health is regularly affected by the presence of STD infections if not diagonised and treated early.  Quite a number of women suffer STDs without being aware e.g women itching due to candidiasis or discharge due to Trechomoniasis was regard as normal for women such that women suffering from STDs may continue to suffer for a long time due to the socio-cultural burriers.

· It is a taboo to discuss sexuality in most African Countries.  It is even worse for a woman to discuss the matter with a younger person of the opposite sex.  This being the case women have suffered quietly particularly in refugee camps where the educated refugees happen to be young men and they are the ones trained and employed to take histories from patient.  The women therefore give wrong information and end up being treated for malaria etc.  This happens due to the initial cultural gender bias on women.  They are not allowed to go to school.  After all they do not need to study to learn how to serve their husbands and deliver babies.  Their mothers have been doing it from the time immemorial. (A Somali elder in Dadaab says).  Women therefore need trained women personnel to take care of them at the health posts and hospital.  The people have also to be trusted and mature for the women to gain confidence and trust them with such private information. All health workers should therefore be trained to ask questions regarding STDs, discharges, itching, pain, sores etc. regardless of what other history is given.

HIV/AIDs 

In the refugee camps HIV/AIDS was largely unknown and it created a problem, as people were not ready to discuss sexuality.  However as the time went by and more awareness created Community members who were trained are going out of their way to educate others about the danger of AIDs/HIV and use of condoms have been accepted in a community that would not look at a condom 4 years ago.  The approach to such matters needs to hold very high regard for the community law keepers – Religious Leaders and Opinion Leaders.

HIV testing is only done routinely for blood transfusion and in the Somali Community it is minimal while in the Sudanese Community a higher % of up to 7% of blood tested is +ve.

FAMILY PLANNING

Family planning right from the initial start was discussed as an all family encompassing looking at the situation of the family. Child spacing was then discussed as one of the major component of family planning that can facilitate women’s and the total families’ health.  The context of longer time breast-feeding, through use of the Biblical and Koran laws of breast feeding exclusively up to 2 years (Lactitional Amenorhoea) use of traditional herbs, use of abstinence have all been utilised.  However, the problem of the camps being closely housed together and the idleness in the camps facilitate more frequent sexual relationship and that calls for modern methods.

The use of the pill, injectable Depoprovera and condoms have been advocated and used by the minority. Frequent deliveries have therefore still continued to deplete the health of women.

COMPLICATION OF PREGNANCY

Abortions:

Abortions have occurred due to frequent pregnancies, anemia in women (nutrition and Hemolytic due to malaria) Post abortal care was not regarded as special but from beginning of 1999 NCCK was involved by UNFPA to sub contract IPAS to train health workers in the refugee camps to manage abortions (post abortal care) using manual vacuum aspiration (MVA).  This has proved easy and more reliable as it is done in the Camp Hospital with minimum waste of time. Pregnant women had to be sent to a referral hospital for D & C and if it occurred at night they would be bleeding all night since security is not availed for transfers at night (Dadaab camps) in Kakuma referrals could be done to a near mission hospital any time.

However the project has a lot of work to do as women turn up with bad infections due to the cultural belief that if a woman aborts but continues to eat well and rest, the pregnancy can continue.  So often the remaining contents of conception become infect and often the women may end up with infertility.

Obstetric Emergencies

In all the camps emergencies need to be well handled to avoid maternal deaths.  Problems requiring Emergency operation intervention should be always anticipated.  There should be adequate referral system to cater for this.  In the Kakuma situation a vehicle is on call to collect the women and transfer to camp hospital for assistance and also for surgical referrals.  

While in Dadaab, the system is hampered by the lack of security and presence of banditry, so when one is taken by relatives to the camp hospital she has to wait until morning for referral to be done or for qualified medical personnel to take action.  The system is being reviewed to try and keep trained personnel within reach of the hospitals and to supply armed police escort for 24 hrs.  This is difficult due to the demand’s put on the security officers who are also few and are usually targeted by the bandits.

Sexual & Gender Based Violence

In the camps this is seen to be in constant problem Violence against women has been regarded as normal in most Communities.

In the traditional Kenyan context – A woman has to be battered by her husband as prove of his love for her.  This is the same in Sudanese Community.  Women are also property and can be treated as such.  Communities do not regard battering of women as violence or criminal.

The Project in collaboration with all NGOs involved as well as UNHCR protection have been working to raise awareness to the communities not just the women, but more to the men who are the perpetrators. So far a few women have reported battering but from a study done in Kakuma in 1998, 88% women saw nothing wrong with a man battering his wife.  It is regarded as disciplining.  Asked if they discipline them, they had a good laugh as if to so say – What a daft question to ask?

Thus all the Agencies workers have to make it a priority to talk about women’s right and also educate the women about their responsibility in reporting those violent to them.

Sexual Violence

This happens in both country of origin, enroute to safety and also in country of refugee.  Refugee women are asked for sexual favours in return for food, Security, housing etc.

Rape is not uncommon and in most cases are wars.   It has been used as a weapon of humiliation to warring groups. 

Often the women are ashamed of reporting and so they suffer in silence.  In the Somali community, once a woman is raped, she is an outcast and disowned by the clan.  So it makes it difficult for the women to report rape.

However, Awareness from UNHCR protection, Care, Social Services, MSF and                              NCCK Reproductive Health trainers and other pressure groups. The Security Officer

MSF –B – Health workers has changed the situation.

Women are encouraged to report then if the culprit is know he is taken to court and if Adequately proven guilty, he is sentenced. Unfortunately the court was too far away.  The process of proving the men guilty took too long and the women were threatened to withdraw the cases by their families or the families of the offender.

Recently the Government of Kenya and UNHCR worked together to build a court in Dadaab town which has a visiting magistrate once a month.  This will facilitate easier reach for the refugee women as well as their witness.

Provision of firewood has also reduced incidence of rapes from an average of 30 in 1996/1997 - about 7 per month 1999.  In Kakuma, the Sudanese have their own law courts and provided by the community.   Unfortunately, the women are not regarded as having been raped as long as they had sexual intercourse before.  (Only virgins can be raped)  Women are regarded as having slept with another man.  The man has to pay a certain penalty in cash or animals etc.

This way the woman does not benefit because the payment is to the husband’s family.  The Agency workers - UNHCR, LWF Social Services NCCK Trainers, IRC Community outreach and Health sector have to continuously create awareness to the community particularly women to report rape.  This has however not gone very far.

Emergency contraceptives have been offered routinely to all reported rape cases who have been examined and counselled through the system in Dadaab, except to the elderly and defiled children only a few cases have benefited in Kakuma.  Support is given by the health sector, the UNHCR protection and the government security officers.  Counselling services for rape cases are given by NCCK, mainly group counselling while CARE Social Services gives the occupational therapy through women’s group.

ECONOMIC SUPPORT FOR WOMEN

Women need all the financial support they can find.  Many NGOs have gone out of their way to provide income generating projects for women.  They want to make them more self reliant.  Unfortunately this only take the greater toll on women in the refugee camps.  They have to find time for the family care.  Caring for husbands, children and relatives.

Preparation of food, and sometimes working to get that food, carrying pregnancies and delivering babies, naturing them etc.   Collecting water and firewood and also doing all the chores.

· Queuing for food is a time consuming exercise leave alone having to carry it home         2–3 km on the back or heads. On top of this women have to find time for Income Generating Projects because every one thinks the money will help her to be independent.

· Any money she makes goes towards assisting the family. The husband does not relieve her of the household chores just because she goes out to earn extra money for the family.

The extra money may even give the husband the freedom to sell the family ration since the wife has an extra income.  An example is a case where a woman was employed as a TBA in the camps and so she would get an incentive of 30 US dollars per month i.e 1 dollar per day.  The husband took her ration card and sold it for 100 US dollars and squandered the money she was expecting their second child and the card could not be replaced.  The family suffered for long being supported by relatives with their meagre         ration.

She had to work for one year to pay back the person who had bought her card.  I would therefore request all those who increase women’s workload in the good intention of improving their economic welfare and deplete further their health to think of what men can do to support the families welfare and health instead of over burdening the already exhausted women.  This can only be done if all Agencies collaborate and consult vertically and horizontally for the refugee women’s health to be upheld.

In present situation women are targeted for income generating project all over the world in developing countries and refugee camps.  Does this over burdening Improve women’s health?
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