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to internally displaced women and refugees in Africa: 
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Systematic Review

Abstract
Aim
The objective of  this review is to identify the types of  sexual and reproductive health (SRH) services that had been provided to 
internally displaced persons(IDP) and refugees in Africa, the key stakeholders and partners who provide these services, and the 
modes of  service delivery.
Method
A systematic review was done using published quantitative and qualitative study designs, and grey literature, the provision and delivery 
of  SRH services for displaced persons was reviewed. Studies included met at least two criteria. Only studies carried out from 2010 till 
date were included. Data of  interest were extracted and the mixed-methods appraisal tool (MMAT) was used to evaluate the quality 
of  each study. Primary outcomes included SRH services delivery, including family planning services; sexually transmitted infections 
(STI); reproductive cancer prevention, diagnosis, care and treatment; and response to sexual gender-based violence (SGBV).
Results
Twenty-one publications met the criteria for the review. While some SRH services are available for women in IDP and refugee 
camps, adolescent SRH services, preventive care for gynaecological cancers and voluntary abortion care were generally not available. 
Service delivery was faced with some limitations, including lack of  funds, authorization and policy issues, training gaps and lack of  
supplies. Nurses, midwives, community health workers (CHWs) and lay refugees were the key personnel providing services. They 
were overworked in most places. Services were primarily funded by the United Nations (UN) and non-governmental organizations 
(NGOs), but governments, private enterprises and community-based organizations (CBO) worked together to provide care.
Conclusion
There is a need to expand service delivery for women IDPs and refugees in Africa to include comprehensive SRH care. Deploying 
more qualified/trained personnel can improve the effectiveness and reliability of  the care provided. Better funding for SRH care can 
help to improve service delivery and the incorporation of  other aspects of  SRH into care provision.
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Introduction
Comprehensive sexual and reproductive health (SRH) 
intervention for internally displaced women and refugees is 
critical to meeting the health needs of  this segment of  the 
population. The types of  reproductive health (RH) services 
provided and their mode of  delivery are crucial to ensuring 
that service delivery is adequate and will yield a positive 
SRH outcome. The United Nations High Commission for 
Refugees (UNHCR) proposed the Minimum Initial Service 
Package (MISP) in the event of  a humanitarian disaster1. 
The MISP for SRH is a set of  critical, life-saving actions 
that must be carried out to meet the SRH needs of  impacted 
populations2. According to the UNHCR, the MISP centers 
around the provision of  SRH services by the health sector to 
prevent violence, respond to the need of  survivors, prevent 
transmission, morbidity and mortality of  HIV and other 
sexually transmitted infections (STIs), prevent maternal and 
newborn deaths, prevent unintended pregnancy and plan 
for overall SRH service integration in primary health care 

for refugees and Internally Displaced Persons (IDP). 
 However, these requirements are frequently neglected, 
with possibly fatal effects3. There have been increasing 
reports of  conflicts and other humanitarian disasters during 
the last few decades. According to the UNHCR, over 100 
million people are displaced in the world with over 86% 
from developing countries4 and over 18 million displaced 
people in Africa5. These persons are prone to SRH issues 
and need services that will mitigate these challenges. This 
can be achieved if  SRH care is provided as an essential 
primary health care component in humanitarian situations. 
Moreover, Sustainable Development Goal (SDG) goal 3.7 
aims at promoting universal access to sexual and reproductive 
health care, including family planning information and 
education, as well as the integration of  reproductive health 
into national plans and initiatives6. Despite these agreements, 
millions of  women still go without modern contraception 
and safe abortions each year, and men and women go 
without treatment for treatable STIs. Adolescent-specific 
programming is still not prioritized, and other pressing 
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issues, such as the growth of  reproductive malignancies, 
are becoming more prominent7,8. Furthermore, these are 
critical unmet needs in both development and humanitarian 
situations2. Previous systematic reviews have focused on 
utilization and access, health knowledge, experiences and 
interventions on SRH services that are being provided in 
displaced/ humanitarian settings9–12. However, these notable 
gaps of  knowledge that shed more light on the provision of  
holistic SRH services in dilapidated settings in SSA still exist, 
despite the commendable effort of  these studies. While 
the study by Ivanova et al.’s done in 2018 focus offered a 
glimpse of  the challenges faced in humanitarian settings, it 
failed to comprehensively assess what types of  SRH services 
are provided to displaced persons in these settings and how 
these services are delivered11. A more similar scoping review 
by Tirado et al. provided a global perspective on barriers and 
facilitators but lacked the specificity required to unravel the 
nuanced dynamics within the African context10. A review 
focusing on the types of  service provision to refugees and 
IDPS in displaced settings ins SSA is, therefore, necessary to 
provide and update on the knowledge about gaps in service 
provision and service delivery methods on the continent. 
The objectives of  this review are to identify the types of  
SRH provided to IDP and refugees, explore the modes of  
delivery of  these services and identify the key stakeholders 
and partners who provide these services.

Materials And Methods
The protocol for this review was registered and approved 
with PROSPERO: CRD42022306335. The PICO 
(population, intervention, and comparison) framework was 
used to formulate the research questions for this review; 
however, no comparison on groups was used for the study. 
The population of  the study included internally displaced 
persons (IDP) and refugees. Interventions were those that 
focused on sexual and reproductive health (SRH) services. 
Outcomes included types of  SRH services, modes of  
delivery of  these services, and stakeholders involved in the 
service provision.

Information Sources
The systematic review entailed a search on EMBASE, 
Google Scholar, PubMed, Psych INFO, using  search terms 
and keywords that were employed in other SRH-related 
reviews in crisis-affected areas. These terms included 
sexual and reproductive health, pregnancy, family planning, 
contraception, abortion, prenatal healthcare, antenatal 
health care, HIV/AIDS, STIs, cancer screening, prevention 
of  mother-to-child transmission (PMTCT), maternal and 
newborn health, gender-based violence, and adolescent 
sexual health11,13. The researchers also scanned through the 
reference lists of  similar articles to get relevant articles that 
match the study objectives. The inclusion and exclusion 
criteria for data used in this review are shown in Table I.

Search Strategy
The search strategy included a combination of  the search 
terms together with; SRH, IDP/refugee and humanitarian 
crisis, service delivery and utilization and Africa/specific 
African countries. Search in each database was limited to 
articles published from 2010 till 2022. The reference list of  
relevant articles was also checked for suitable articles. Grey 
literature that focused on the study subject was also used 
for the study. For non-open access literature that suits the 
area of  interest, the researchers, reached out to the author 

explaining the need for the article. All open access studies 
and those for which the researchers got full-text versions via 
email from corresponding authors were used for the study. 
See Table II

Selection Process/ Data Synthesis
The inclusion and exclusion criteria were clearly defined 
before the study, and a structured data collection check list 
was adopted for data collection to minimize the chances 
of  bias during article selection and data synthesis. The web 
search yielded a total of  706 articles. These articles were 
imported into Endnote version 20. The duplicate remove 
function was used to remove all articles which had the same 
titles and authors and were published in the same year. A 
total of  67 articles were duplicates After this, title and 
abstracts independently were screened by two reviewers  and 
non-related articles were removed. This led to a total of  560 
articles being deleted. Out of  the 79 articles left, 62 were 
excluded following a full article review as these articles did 
not meet the inclusion criteria. A total of  17 articles met the 
inclusion criteria for the study. Three additional articles were 
obtained from the reference list of  other articles and one 
article was received from the author. This gave a total of  
21 articles for the review. Relevant information from these 
articles were extracted using a data extraction form (See table 
II). The Mixed Methods Appraisal Tool (MMAT), version 
2018, was used to appraise the quality of  studies used for the 
systematic review14. A narrative approach was used for data 
synthesis. Data extraction was based on the set objectives. 
Themes included information on SRH care provision; type 
of  SRH care provided and key stakeholders and partners 
who provide SRH services in humanitarian settings in Africa. 
Specific themes on SRH care provision included; Family 
planning service, antenatal care service, labor and delivery 
care, postpartum and new borne care, care of  sexually 
assaulted persons, abortion care, STI and reproductive tract 
infection (RTI) care and adolescent health care.

Results
The number of  articles identified from the search and their 
disposal is shown in Figure 1. Studies were included from 
9 countries namely Guinea, Mali, Uganda, Burkina Faso, 
Democratic Republic of  the Congo (DRC), South Sudan, 
Djibouti, Kenya and Nigeria. Results of  these studies are 
reported as guided by the objectives of  the study. Table III 
show a summary of  the findings of  the study.

Key Stakeholders and Partners Who Provide 
Services in Humanitarian Settings in Africa.
Key stakeholders who deliver services in humanitarian 
settings according to the review include; Non-Governmental 
Organizations (NGOs), Community Based Organizations 
(CBOs), Government agencies, private organizations and 
United Nations (UN) agencies. In all the studies, the main 
supporting partners for care provision was the UN and 
NGOs who worked in collaboration with other agencies. 
UN and NGOs funded and provided staff  for services while 
governmental organizations and other agencies provided 
support17,32. Ante-natal care (ANC) services and services 
for sexual assault were primarily funded by the UN and 
NGOs20,23,25,26,31,33–35. Government agencies teamed with 
NGO/UN in STI/HIV service provisions25. 
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Government agencies also provided staff  for outreach 
programs15,17. In most of  the studies, government hospitals 
attended to referral cases from the health centers in 
humanitarian settings. CBO provided outreach SRH services 
while private hospitals cared for patients at a cost15,19,22,33.

Types of SRH Services Provided
According to the study, services were provided differently in 
each setting was provided; however, it was sometimes limited 
due to a lack of  available resources. The list of  services 
provided included antenatal, perinatal, postpartum, and 
newborn care; family planning services; abortion services; 
STIs, including HIV services; and care for victims of  sexual 
violence.

Family Planning Services
Family planning (FP) services were provided in the refugee 
camps. This was reported in 11 studies. Service delivery 
for family planning services was mostly facility-based in 
most countries16, 17, 20–22, 29, 30, 36, 37. Contraceptives were also 
available for free at facilities, sold at pharmacies, and local-
traditional contraceptives administered by IDPs or refugees 
themselves or traditional practitioners. In all settings, mainly 
short-acting contraceptives were provided: condoms, oral 
contraceptive pills (OCP), injectable contraceptives, while 

two main long-acting contraceptives (LARC) were used: 
IUDs and implants. Emergency contraceptives (EC) were 
present in some facilities; however, these studies report its 
use only for sexually assaulted victims18,19,22. Only 5 of  the 
11 studies mentioned the use of  LARC as a family planning 
option16,17,23,39,30. Family planning services were provided by 
healthcare workers, including trained health care workers. 
Specifically, doctors, nurses, midwives, pharmacists, lay 
refugees, health workers, and community health workers 
(CHW). However, nurses, midwives, CHWs, and lay refugees 
seem to provide health services in most settings20,21,36. The 
use of  lay refugees as health workers in a study in Guinea 
improved service uptake36. Effective counseling was 
reported to be given along with FP service uptake36,38. There 
were reports of  training gaps by providers in the studies18,20, 

22,38. Casey et al. also reported that providers had biases that 
harmed the delivery of  high-quality care20. Modes of  service 
delivery included facility base (8studies), mobile-based 
outreach services (1study), and self-care (1study). Mobile and 
outreach family planning services were made in an attempt 
to improve access to contraception among refugees. This 
was the case in Djibouti21. FP service delivery points were 
reported to be scarce in humanitarian settings, and in some 
countries like South Sudan, they were nonexistent20. 

Table I: Inclusion and Exclusion Criteria



Malawi Medical Journal 36 (3); 238-249 September 2024 Provision of Sexual and Reproductive Health Services   241 

https://dx.doi.org/10.4314/mmj.v36i3.11

Table II: Data Extraction Sheet

Stock-outs of  contraceptives, authorization to use FP 
supplies, and cost of  getting contraceptives were reported in 
the studies as factors that limited use17,18, 20,22,38–40. In Kenya, 
the cost of  FP service as well as the limited availability of  
certain methods, particularly long-acting and permanent 
methods, were issues. In Mali, the cost of  service made IDPs 
resort to self-care or traditional care15. In Nakivale, Uganda, 
there was no referral system for long-acting or permanent 
methods18, 38. This was not the case in Guinea, where 
referrals for contraceptives were provided36. Most providers 
of  FP services reported the need for training or an update in 
the delivery of  FP services and new technologies15,17,18,20,30,38. 

The workload on facility staff  was reported as a factor that 
affected comprehensive FP service delivery21.

Antenatal Service Delivery
Antenatal care was reported in 5 studies17,25–27,32. This 
service was offered mainly at the facility. Care provision was 
principally provided by doctors, nurses, midwives, TBAs, and 
CHWs present in health centers. Most women were attended 
to by only CHW throughout their pregnancies26. ANC 
seems to be accessible to very few IDPs or refugees27,32. 
According to Ohihoin et al., ANC services are present in 
IDP camps in Nigeria, but they are accessible to only 20% 
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of  displaced persons in the Northeast27. In one study, very 
few women had at least 3 ANC visits25. ANC was also one 
of  the most seen services delivered in health centers in IDP 
camps26. Tanabe et al. reported that ANC was a service that 
overworked health care providers in humanitarian services38. 
Also, referrals for women with high-risk pregnancies were 
available17,25,27,34. Only one study reported that ANC services 
were mainly supported and provided by NGOs32.

Labour and Delivery Care
Five articles in the study reported caring for women in labor 

and delivery15,25,26,29,34. Although basic and comprehensive 
emergency obstetric care (EMOC) was reported in health 
centers, few were able to deliver services competently. 
According to Casey et al., in a study in Burkina Faso, the 
DRC, and South Sudan, only one facility in Burkina Faso 
was fully capable of  delivering comprehensive emergency 
obstetric and newborn care, or CEmONC20. Facilities 
reported a lack of  supplies and equipment for service 
delivery, a lack of  authorization to use supplies, and a lack 
of  training15,34. This affected the quality of  care and was 
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evident in increased maternal and child-related deaths and 
complications in birthing34. Birthing was both assisted 
and unassisted and was carried out by TBAs, nurses, and 
midwives at the facility or home15,25,26. In 2/3 of  cases, facility 
delivery was managed by at least 2 health care providers26. 
Deliveries were however reported to be done by TBA either 
at the facility or at home15,26 in Mali. The decrease in the 
number of  births attended to by a health care professional 
was attributed to the crisis29. Referral was also reported in 
most studies15,26,29. 

Postpartum and Newborn Care
Postpartum and newborn care was reported in 3 studies25–27. 
In a study in camps in Nigeria, 40% of  women had access to 
postpartum care of  any kind27. Care was provided by TBA, 
CHW, nurses and midwives25–27. Essential newborn care was 
provided to all babies born in the facility: cleaning, warming, 
breastfeeding, use of  tetracycline ointment among others. 
However, 1/3 of  all newborns required some form of  

specialized newborn care25. Often, supplies for newborn care 
were not available, but referrals to hospitals were available25,26.

Care of Sexually Assaulted Survivors
Several articles reported services for GBV, including rape and 
sexual assaults16,19,20,23,24,31. Care delivery was reported in health 
care centers and was delivered by nurses, midwives, CHWs, 
and trained refugees, or IDPs. Since most SGBV victims were 
female, female health workers attended to these victims23. 
Services available for clinical management of  rape (CMOR) 
included the provision of  emergency contraceptives (EC), 
post-exposure prophylaxis for HIV (PEP), and antibiotics 
for preventing STI20,23,24,31. Only a few health centers in 
each study reported the provision of  CMOR. There were 
reports of  a lack of  supplies to deliver services20,31. Care 
provided for sexually assaulted victims focused on HIV/STI 
and pregnancy prevention and generally ignored the mental 
health of  the individual involved16,19. The World Bank, in its 
study in Uganda, reported that referral services were available 
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in some settings for rape victims. In Nigeria and Ethiopia, 
comprehensive management of  rape victims was reported. 
Services included psychosocial support and referrals23,24. All 
studies, however, reported the non-availability of  SGBV 
treatment protocols, and very few reported finding written 
sexual gender-based violence (SGBV) care instructions in 
humanitarian health care settings. The studies also reported 
that care providers needed training in the management of  
cases of  SGBV.

Abortion Care
Post abortion care (PAC) was reported in 4 studies 15,20,22,23. 

PAC was reported to be provided in few health facilities in 
humanitarian settings in different countries20,23. The major 
PAC services provided included manual vacuum aspiration 
(MVA) or misoprostol administration to post-abortion 
clients and offering of  at least one family planning technique. 
Despite the fact the PAC delivery was mentioned as being 
delivered, some facilities did not meet eligibility criteria 
for PAC service delivery22. In some settings, PAC service 
delivery was limited by lack of  permission or training on 
PAC20,22. Although there was no service in health settings 
to deliver voluntary abortions to refugees or IDPs, some 
health personnel in the DRC, Burkina Faso, and South 
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Table III: Summary Table on SRH Service Delivery for IDPs/Refugee Women in Africa

Figure 1: Results
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Sudan reported providing induced abortions to refugees20. 
Self-administered abortions were also reported. This was 
attributed to the lack of  formal care and the lack of  money 
to afford the cost of  treatment15.

STIs (including/HIV) and Reproductive Tract 
Infections
STI and HIV care was reported in 5 studies23, 25, 31, 32, 34. 
Services were provided mainly at ANC25 during the care of  
rape victims23,31 or as HIV/STI clinical care23,32, 34. The main 
HIV services provided were HIV testing and counseling23. 
Stock outs of  supplies were reported to affect care. Testing 
kits, antibiotics, and ARVs were not available most of  the 
time23,25,31,34. According to a study by Roka et al. in the DRC 
these affected users’ trust in health service provision31. In a 
study in Nigeria,  the fight against HIV and STIs in camps is 
a joint effort of  both NGOs and government agencies32. In 
some countries, these services were reported to be provided 
in some facilities only. According to the UNFPA (2019), 
only half  of  the 24 facilities that cater to displaced persons 
provide SRH, including HIV services, in Nigeria41. PMTCT 
was also provided in some settings20,23, but these services 
were completely absent in some settings, like in Sudan20.

Adolescent Health Services
Provision of  adolescent-friendly services was reported in 
3 studies17,20,38. In most humanitarian settings, there were 
no adolescent-friendly services38, or very few services for 
adolescents20. These services were provided by nurses, 
midwives or CHW. Ivanova reported that lack of  privacy 
made adolescent girls refuse uptake of  care in humanitarian 
settings17. According to Casey et al adolescents shied from 
receiving care at the facility because of  a lack of  privacy and 
treatment supplies20.

Discussion
The existing evidence on the provision of  SRH services 
for IDPs and refugees in humanitarian settings in Africa 
demonstrated important gaps in the types of  services 
available and their modes of  delivery. These factors included 
the inadequacy of  facilities to provide services (e.g. PAC, 
CMOR), limitations in the availability of  supplies (LARC, 
EC, and other SRH commodities), the cost of  services, 
the work load on SRH care staff, crises, the absence of  
certain SRH services (adolescent clinics, PMTCT), and 
incompetencies in the delivery of  certain services (Emoc, 
CMOR). Previous reviews on SRH health for IDPs and 
refugees in Africa have focused on SRH intervention 
studies, evaluation of  MISP implementation, knowledge of  
SRH, and SRH care delivery.SRH experiences and access to 
SRH among IDPs and refugees in Africa. This review adds 
to what is known by identifying the service provision gaps. 
Specifically, the kind of  services provided, the modes of  
delivery of  these services, and the key stakeholders in the 
implementation of  SRH service provision in crisis situations 
in Africa as reported in previous studies have been collated. 
These findings show that there are several SRH services 
provided by humanitarian services in Africa. They include 
ANC, labor and delivery, postpartum and newborn care, 
care of  sexually assaulted victims, abortion care, STIs, 
including HIV, reproductive tract infections, and adolescent 
health services. The services delivered conformed with the 
minimum requirements recommended by the UNHCR 
in its Minimum Intervention Service Package (MISP) for 
refugees and IDPs1,42. Generally, most services provided 

were delivered free of  charge, although there were reports 
of  self-care for the delivery of  some services, such as labor, 
delivery, childcare, and abortion care services15,20,27,43. This 
was likely due to facilities not being accessible to some of  the 
displaced individuals15. According to Ivanova et al. (2019), 
some displaced adolescents resorted to self-care because the 
facility did not meet their needs due to a lack of  privacy as 
well as a lack of  resources, such as medicines in the centers. 
Traditional care was also patronized by refugees and IDPs 
generally; safe abortion, adolescent health care, care for 
sexually assaulted victims, and family planning services were 
not systematically offered in a full package at the facilities. 
This can affect trust in service delivery and deprive displaced 
persons of  the privilege of  full SRH basic care31. LARC was 
not available in up to six of  the studies, and in most cases, 
a referral for LARC was not available. Recommendations 
have centered on guaranteeing the availability of  long-acting 
methods, which are increasingly acceptable and viable in 
humanitarian situations38.
In most cases, care for sexual assaults was limited to the 
prevention of  pregnancy and STI/HIV. Patients’ mental 
health was not taken into consideration during SGBV in 
most facilities. According to the World Bank (2020) medical 
social workers, psychotherapists and clinical psychologists 
are among the really important personnel that most clinics 
lacked, especially in humanitarian settings. Furthermore, 
in Africa, formal therapies for trauma, such as cognitive-
behavioral treatment, are underutilized by both government 
and nongovernmental groups. Referral services were 
present mostly for ANC, intrapartum care and postpartum 
care. Although PMTCT services were completely absent 
in some settings, like in Sudan, facilities that offered HIV 
care offered both ART and PMTCT services. In South 
Sudan, however, these services were not available due to 
a lack of  authorization (policy restrictions) and a lack of  
ARVs, as reported by the health care workers in the study44. 
Although some national policies may restrict RH service 
implementation in Sudan, Casey et al. (2015) explained that 
a lack of  providers’ knowledge of  supportive policies and 
protocols restricted HIV treatment services as providers 
had incorrect knowledge about Ministry of  Health policies. 
Generally, safe abortions were not offered in any of  the 
facilities because of  a lack of  authorization. According to 
Casey et al., adolescents in developing countries are more 
likely to have unsafe abortions, and adolescents living in 
crisis-affected areas have extra risks and vulnerabilities to 
unsafe abortions. However, PAC was offered in a few of  
the facilities20. Generally, there was also poor delivery of  
some services. Postpartum care and abortion services were 
generally poor in most humanitarian settings in the study. 
In sub-Saharan Africa, most countries have weak healthcare 
systems44. In rural areas, the problem may be worse as there 
is a compounded effect of  weaker health services and service 
infrastructure. This may apply to service provision to IDPs 
and refugees, who are most often found in remote or rural 
settings in SSA countries. Primary prevention services for 
gynecological cancers, such as cervical cancer screening or 
breast self-examination, were not documented in any of  the 
studies. Considering the vulnerability of  IDPs and refugees to 
gynecological cancers such as cervical cancer, these services 
are crucial and should be part of  SRH care. According to 
the Africa Health Organization, cervical cancers account 
for up to 22% of  all female cancers and 12% of  all newly 
diagnosed cancer in both men and women45. Also, these 
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services are cheap to provide and require simple skills that 
can be provided by lay healthcare workers45. Although 
the review did not uncover specific explanations for the 
unavailability and shortage of  some services, it is reasonable 
to assume that insufficient funding and a scarcity of  trained 
health personnel could be reasons. Each service delivery is 
led by an organization, mostly NGOs, which partner with 
other NGOs. CBOs and government agencies to deliver 
care. According to the UNFPA, delivery of  MISP for SRH 
services requires that each Health The sector or cluster 
should identify an organization to lead the implementation 
of  the MISP1. Although there were reports of  other 
forms of  care delivery, facility care delivery was the most 
common. According to Lamarche, the use of  mobile clinics 
and outreach did not cater to the SRH needs of  refugees, 
who are usually displaced and always on the move15. There 
was evidence of  strong collaboration between agencies in 
the delivery of  reproductive health services. According to 
Ataullahjan et al., who reported a case study of  maternal 
and child health service delivery in times of  crisis in Mali, 
government systems are usually weakened and need support 
from other agencies29. Hence, collaboration to provide 
services is an effective way of  delivering care. More still 
needs to be done to improve service delivery, as many gaps 
exist in care provision, which affect the visible efforts of  all 
partners involved. In most settings, services were delivered by 
nurses, midwives, CHWs, or lay refugees. The use of  trained 
refugees is a cheap and effective strategy that yields positive 
health outcomes in humanitarian settings36,39. However, the 
use of  trained refugees comes with mixed findings, as the 
replacement of  professionals with lay health care workers 
might cause some harm due to the extensive knowledge and 
skill gap. However, more research is needed to assess the 
extent of  good over harm this might cause to a community51. 
Nurses and midwives seemed to be the only group of  qualified 
providers actively present in most camps and are usually 
overworked18,38. They are also faced with the issue of  being 
understaffed and not being exposed to training updates for 
care provision18,22. Nurses, midwives, and CHWs have also 
been reported as key health care providers in humanitarian 
settings in other studies in crises affected areas30,37,45,47. This 
can be justified by the fact that nurses and midwives make 
up a majority of  the health workforce48. Working conditions, 
job satisfaction, financial concerns, management capacity, 
workplace safety, personal and lifestyle-related factors (such 
as living situations) are all factors that affect health care 
workers’ retention in humanitarian settings49,50. This may 
be the reason for the low number of  health care workers 
in humanitarian settings and the high pressure on the 
available care providers Other factors identified as affecting 
service delivery included frequent stock-outs of  supplies 
in health centres, lack of  authorization (policy restrictions) 
to use supplies, policies that restrict the provision of  some 
services such as ART services and abortion services, lack 
of  training of  healthcare personnel in some modes of  care 
delivery and other miscellaneous issues. According to our 
findings, collaborations exist between UN and government 
agencies working with NGOs/CBOs/private sector in the 
delivery services. However, in most settings, UN agencies 
and NGOs where the main sponsors for human resource 
development and ensuring care provision in the displaced 
settings. According to literature most African health systems 
are mainly funded by INGO51. Although health is considered 
a priority in most African countries, bad policies, along with 

neglect by political decision makers in these nations, have 
caused poor resource allocation and utilization in the health 
sector.

Limitations
Although the literature search was thorough, there were 
certain limitations to this systematic review, including possibly 
overlooking some relevant papers during the initial filtering. 
Secondly only articles written in English were considered, 
implying that papers in other languages which may have 
fitted the inclusion criteria would have been left out. This 
also may be the reason why papers from other crisis-affected 
regions in Africa, such as Cameroon and the Central African 
Republic, were not included in the study. In addition, the 
diversity of  study topics and design methodologies made the 
comparison of  results quite difficult.

Conclusion
The UN, NGOs and government agencies are the 
key stakeholders involved in funding care provision in 
humanitarian services in Africa. Most SRH services are 
available in IDP camps in Africa. However, they are not 
comprehensive due to lack of  resources, authorization and 
policy issues, training gaps and lack of  supplies. Services that 
were not reported to be provided in humanitarian settings 
included adolescent health services, preventive care for 
gynecological conditions (such as cervical cancer screening 
and breast self-examination services) and voluntary abortion 
care. Available services are mostly delivered at health facilities 
by nurses, midwives CHWs or trained lay refugees. The use 
of  trained lay refugees was mentioned in some studies as 
a cheap, effective way for SRH service provision to IDP/
Refugees. Health facilities are understaffed in terms of  
health care providers and they are faced with the challenge 
of  inadequate training in most situations. There is a general 
need to scale up service delivery for IDPs and refugees 
in Africa to include comprehensive SRH care provision. 
Deploying more qualified staff  and training the existing 
personnel can improve the effectiveness and reliability of  
care provided. Increasing funding for SRH care can go a 
long way in improving service delivery and incorporating 
other aspects of  SRH into care provision.
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