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Contribution to the publications 

1.1 Contribution to paper I 

As a PhD student, I was the main responsible of conceptualizing and designing the qualitative research. 

This included definition of the specific study objectives, selection of the research method, and generation 

of the semi-structured Focus Group Discussion (FGD) guide with definite themes, in English and Arabic. 

Dr. med. Olena Ivanova and Dr. med. Günter Fröschl supported me in that procedure by providing con-

structive feedbacks and recommendations. Before starting data collection, I composed the research pro-

tocol which I submitted with other required documents to the appropriate Lebanese and German Institu-

tional Review Boards. According to that, the research project obtained ethical approvals from the Institu-

tional Review Boards of Rafik Hariri University Hospital in Lebanon and the Faculty of Medicine at Ludwig-

Maximilians-Universität in Munich, Germany. 

I entirely performed the data collection for paper I between January and March 2020. However, and before 

starting the employment of FGDs, I spent three months in Bourj Hammoud from July to September 2019, 

where I was able to learn about the research setting and its particularity, identify the female gatekeepers 

of the urban area, and develop trusting relationships with the region’s actors and residents. Afterwards, I 

organized my field network and developed the working plan for data collection. Dr. med. Ivanova and Dr. 

med. Fröschl supervised the process of data collection through regular emails, reports, and online meet-

ings. With the help of the community gatekeepers, I arranged the logistical and organisational matters 

related to data collection such as taking the permission of the head of the household to conduct the FGD 

in his or her apartment, explaining study’s goals and relevance to participants as well as their parents or 

caregivers, drafting the Arabic written assent and consent forms, assuring the receipt of oral or written 

Arabic assent of participating girls and consent of parents or caregiver, and providing refreshments and 

incentives. I was responsible for audio recording the FGDs, transcribing them verbatim and translating 

them into English. Additionally, I took field notes after every FGD, which I referred to during the data 

analysis. In order to maintain confidentiality, I replaced the participant names in the Arabic and English 

versions of transcripts with participants’ identification numbers. I performed a descriptive data analysis 

using thematic analysis. On that ground, I generated a codebook of pre-defined and new themes in addi-

tion to a schematic representation for that. Prof. Dr. Sabine Hess offered guidance for the analysis when 

needed. Dr. Elmar Saathoff provided the required administrative support to the project.  

I drafted the different parts of the manuscript with contributions from Dr. med. Ivanova, Dr. med. Fröschl, 

and Prof. Dr. Hess. I was responsible of submitting the manuscript to the BMC Reproductive Health jour-

nal and address the reviewers’ comments through different rounds of major and minor revisions. The 

latter step was done with the supervision of the co-authors, when necessary.  

1.2 Contribution to paper II 

I was the main researcher and first author of paper II. As a Lebanese female doctoral researcher and an 

Arabic native speaker who is well informed about the research background and framework, I was in 
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charge of developing and planning the quantitative research. That involved study objectives definition, the 

questionnaire’s five parts formation in English based on the validated tools, and its translation into Arabic. 

That process what supervised by Dr. med. Olena Ivanova and Dr. med. Günter Fröschl. Furthermore, I 

applied for ethical approvals from a Lebanese and another German ethical committee: Institutional Re-

view Boards of Rafik Hariri University Hospital and the Faculty of Medicine at Ludwig-Maximilians-Univer-

sität. After receiving positive ethical votes from both committees, fieldwork and data collection could be 

started. 

Between July and September 2019 and before starting data collection, I carried out the first phase of 

fieldwork through which I learned about Bourj Hammoud’s specific context, met and created reliable con-

nections with local actors and inhabitants, and recognized Syrian female community gatekeepers in the 

area. Additionally, I programmed the questionnaire in the Magpi® application and piloted it using a tablet 

computer. At the end of this phase, I was engaged in different rounds of discussion with Dr. med. Ivanova 

and Dr. med. Fröschl for the purpose of receiving feedback and planning the process of data collection. 

I conducted the data collection of paper II between January and March 2020 and assigned five different 

snowball starting points to five Syrian female gatekeepers in Bourj Hammoud. As a mean to prevent the 

formation of a homogenous sample and improve representation, I followed up with the gatekeepers on 

the process of participants recruitment and allowed only a certain number of participants from each chain. 

As a result, I was able to enrol 305 Syrian refugee young women, from whom I collected data in a one-

on-one private environment, either in the participants’ or in the gatekeepers’ apartments. In order to be 

able to use the available space in their apartments, I got the approval of the heads of the households. 

Before starting data collection, I clarified the study’s objectives and importance to every participating Syr-

ian refugee young woman and received her consent to participate in oral and written forms. Thus, I drafted 

the Arabic consent form. I performed data collection in an off-line mode; however, the filled questionnaires 

were automatically uploaded to the database once the computer tablet was again connected to the inter-

net. The questionnaires to which I assigned identification numbers instead of the participant names, were 

extracted in Excel format on a daily basis. At the end of data collection, I arranged the incentives that 

were received by all participants. I explored the data through descriptive analysis, using BM SPSS Sta-

tistics version 27.0. All variables were descriptively represented through the appropriate values. I also ran 

tests of associations for categorical variables. Online reporting on the data collection and analysis was 

regularly submitted to Dr. med. Ivanova and Dr. med. Fröschl, who always offered advice and support. 

Dr. Elmar Saathoff gave the administrative assistance needed during the research. 

I was in charge of submitting the manuscript to the MDPI International Journal of Environmental Research 

and Public Health and revising its following versions based on the reviewers’ minor and major comments. 

Dr. med. Ivanova and Dr. med. Fröschl provided directions to that, when needed.  
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2. Introductory summary  

2.1 Background 

During the last two decades, the worldwide number of refugees and asylum seekers who were forced to 

migrate over national borders drastically increased from 17 million in 2000 to 34 million in 2020 (1). Nearly 

half of them are girls and women who may suffer from amplified vulnerability and may be subjected to 

human rights violations (2, 3). In the year 2021, one-quarter of the worldwide refugees come from the 

Syrian Arabic Republic, with the majority being hosted in urban areas of neighboring countries such as 

Jordan, Lebanon, Iraq, Turkey, and various North African countries. Lebanon is the host country with the 

world’s highest number of refugees per capita (4–6). According to the Memorandum of Understanding 

(MoU) signed with UNHCR in 2003, Lebanon is a country of transit and not of asylum, which gives the 

Lebanese government authorization over refugees’ legal status and consequently their ability to access 

legal work, education and healthcare (7–9). In 2020, 80% of Syrian refugees did not have legal residency, 

whereas 89% lived below the survival minimum expenditure basket (SMEB) determined in Lebanon (10). 

The Lebanese healthcare system, which was considered inequitable, stretched and notably privatized, 

even before the commencement of the armed conflict in Syria, became further constrained upon the influx 

of Syrian refugees in the country due to the steep demand for healthcare services (11–13). Considering 

that the scope of the system already had to address the needs of vulnerable Lebanese and preceding 

refugee populations primarily comprising of Palestinian refugees, who arrived to Lebanon in 1948 and 

1967 on one hand, and additionally cover the ones of Lebanese citizens that returned from Syria and 

Palestinian refugees that forcibly left their settlements in Syria on another hand, Syrian refugees conse-

quently found themselves remaining only with limited, unsatisfactory and difficult to access health services 

(11, 13, 14). Moreover, Lebanon is encountering multiple complex crises since October 2019, including 

economic meltdown, political instability, the COVID-19 pandemic and the Beirut Port explosion on the 4th 

of August 2020 (15). These crises are not only enhancing the precariousness of Syrian refugees, but also 

deteriorating their health conditions since they are facing supplementary financial challenges to access 

adequate health services (15, 16). Accordingly, the vulnerable populations living in Lebanon, Lebanese 

and non-Lebanese, are compelled to prioritize the essential needs of their families, such as nutrition and 

housing over their personal health needs generally and sexual and reproductive health (SRH) needs, 

particularly (17).  

In a time of humanitarian crises, adolescent girls and women undergo further difficulties and challenges, 

which influence their health and cause its deterioration (18, 19). They also become more vulnerable to 

poor SRH outcomes like unwanted pregnancy, maternal death, sexually transmitted infections (STIs), 

child marriage, and sexual and gender-based violence (SGBV) (20–22). Three out of five global maternal 

deaths take place in emergency contexts (23). In case of urban settings, refugee adolescent girls and 

women experience unmet SRH needs for different causes such as constrained funds, logistical difficulties, 

absence of privacy and confidentiality, and social considerations on the sensitive topic of SRH (24).  

In 2013 and according to a situation analysis performed in Lebanon by the United Nations Population 

Fund (UNFPA) on youths affected by the Syrian crisis, participants had insufficient information on various 
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SRH issues, such as menstruation and contraceptive methods. The majority of the respondents (85%) 

were not able to specify the possibility of conception during a menstrual cycle, whereas less than half of 

them (45%) self-declared knowledge on contraceptive methods, with withdrawal being one of these meth-

ods (25). Syrian adolescent girls displaced to Lebanon experience feelings of loneliness, unsafety and 

anxiety of being subjected to sexual harassment and different types of violence, including child marriage 

(26, 27). Furthermore, Syrian refugee women face numerous obstacles when accessing SRH services in 

Lebanon, such as high cost, unavailability of female healthcare providers, judgemental approach of pro-

viders and inadequate delivery of services (28–30).  

SRH of girls and young women is overlooked in research due to the sensitivity of the topic and the re-

quirement to conduct related studies according to particular ethical standards. In humanitarian settings, 

water, shelter and nutrition are some of the life-saving elements that are prioritised over SRH (31, 32). 

Nevertheless, during the past few years, research on refugee adolescent girls and young women started 

to develop. Data that is being presented through research equips the humanitarian sector with inputs on 

the unique SRH concerns, experiences and needs of this target group, which encounters a particular 

vulnerability during humanitarian crises (26).  

When looking for knowledge on the living situation and experiences of refugees inhabiting urban settings, 

this knowledge is found to be scarce despite the fact that more than 60% of world-wide refugees settle in 

such settings (33). Refugee women and girls inhabiting urban settings often experience poor SRH out-

comes due to different reasons such as the lack of funding to provide the needed services, the logistical 

challenges when accessing those services, and the absence of privacy and confidentiality when delivering 

them (34). Most of Syrian refugees displaced to Lebanon live in urban settings that are overcrowded and 

in poor condition (35). Some studies on the SRH status of Syrian adult women in Lebanon have been 

conducted, but a very limited number has investigated the SRH of Syrian adolescent girls and young 

women living in Lebanese urban contexts (28, 30, 36). 

2.2 Study objectives 

The overall aim of this cross-sectional study was to assess and describe the SRH status of Arab and 

Kurdish Syrian refugee adolescent girls and young women living in Bourj Hammoud, an urban setting in 

Lebanon. The specific objectives of this exploratory study were divided into two main categories: 

1. To determine the SRH perceptions and experiences of adolescent refugee girls aged 13 to 17 

years through qualitative research. The findings of this part of the study were published in paper 

I (37). 

2. To assess the SRH knowledge and access to services of young refugee women aged 18 to 30 

years through quantitative research. The results of this part of the study were published in paper 

II (38). 
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2.3 Rationale of the study 

Our research, which was conducted from April 2018 until November 2021, is of high relevance given 

especially that only a very limited number of studies exclusively investigate the SRH of adolescent refugee 

girls and young women living in a Lebanese urban setting (24, 26), which makes them a particularly 

hidden and neglected target group. The study’s results highlight relevant aspects of the female refugees’ 

SRH such as their perceptions, experiences, knowledge, practices, concerns, and access to services. 

The main aim of this study, its specific objectives, findings, and results are in accordance with the Sus-

tainable Development Goals (SDGs) Three – “ensure healthy lives and promote well-being for all at all 

ages” – and Five – “achieve gender equality and empower all women and girls” (39). 

Our exploratory study will assist governmental and non-governmental organizations working with refu-

gees’ SRH on national and international levels to better understanding refugees’ different perspectives 

and challenges, and help these organizations develop their efforts accordingly. This study emphasizes 

the pressing necessity to ameliorate the SRH of refugee populations as well as their maternal and child 

health. Furthermore, it underlines the importance of advocating for SRH through developing, directing, 

and implementing the relevant activities and programs within refugee communities. Since 2019, Lebanon 

has continued to experience various interconnected and critical political, economic, and health crises, 

which add to the deterioration of the SRH status of Syrian refugee girls and young women to a degree 

that is alarming. Therefore, it is essential and significant to present the state of the different aspects of 

Syrian refugee girls and young women’s SRH.   

2.4 Methods 

2.4.1 Study’s setting and framework  

The study was performed in Bourj Hammoud, an industrial area located in north-east Beirut, which since 

the 1920s has hosted refugees displaced by conflicts such as the Armenian Genocide and oppression by 

the Ottomans (40). The suburb is one of the most over-populated regions in the Middle East and the 

majority of people living there have a lower socio-economic status. Residents of this suburb include Iraqi, 

Palestinian, and Syrian refugees together with Lebanese citizens and migrant workers from various Afri-

can and Asian countries (41, 42). As of 2021, it is estimated that 8141 Syrian refugees inhabit Bourj 

Hammoud (43). The framework of this study is based on the fundamentals and objectives of the Inter-

Agency Field Manual on Reproductive Health in Humanitarian Settings (IAFM) by the Inter-Agency Work-

ing Group on Reproductive Health in Crises (IAWG), its Adolescent Sexual and Reproductive Health 

Toolkit for Humanitarian settings, and the International Conference on Population and Development 

(ICPD) (20, 44, 45). A mixed-methods design of one qualitative and another quantitative research com-

ponents was used for data collection, which was conducted between January and March 2020.  

2.4.2 Part one – Qualitative research 

In the first part of the study, we applied a qualitative research approach, where eight Focus Group Dis-

cussions (FGDs) were conducted with a total of 40 participants, with each FGD formed of five participants. 
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We utilized a semi-structured guide consisting of questions on definite themes in order to allow compari-

son across the FGDs and to centre the discussions around the following themes: menstruation, puberty, 

SRH awareness, and sexual harassment. We based the selection of themes and generation of the guide 

on the validated tool by the United Nations Population Fund (UNFPA) and Save the Children: Adolescent 

Sexual and Reproductive Health Toolkit for Humanitarian Settings (46).  

We employed purposive sampling to include unmarried and married adolescent Syrian girls, having the 

age between 13 and 17 years, belonging to Kurdish and Arab ethnic groups, and coming from different 

Syrian governorates. Three Syrian female gatekeepers with different demographic and socio-economic 

characteristics recruited the participants, which assured a better involvement of the target group in the 

research. The final sample size of the qualitative study was decided on the basis of data saturation, a 

stage where no new insights are further developed or provided (47, 48). In that case, the researcher 

stopped the process of data collection and shifted to data analysis. The FGDs were conducted in private 

rooms either in one of the gatekeepers’ or participants’ apartments, given that such a setting could be 

accessed by all participants without difficulty and viewed by their parents and caregivers as a safe and 

confidential space. At the beginning of each FGD, which lasted between 45 and 75 minutes, the lead 

researcher asked the participants about demographic particulars followed by a guided discussion on the 

various pre-defined themes. Participants could include new topics during the discussion, until data satu-

ration was reached. The FGDs took place in a constructive environment created by the researcher, which 

promoted and motivated dynamic group interaction.  

The data was analysed descriptively by applying thematic analysis (49, 50). A codebook of themes and 

sub-themes was pre-determined in accordance with the analysis from the study’s frameworks, the FGD 

semi-structured guide, and the present literature on Adolescent Sexual and Reproductive Health and 

Rights (ASRHR) in crises worldwide.  

2.4.3 Part two – Quantitative research 

In the second part of the study, we conducted a cross-sectional survey with 297 Syrian refugee young 

women. The questionnaire had five parts: demographic characteristics, displacement characteristics, in-

dividual agency in displacement, SRH knowledge, experiences in accessing SRH services, and experi-

ences of pregnancy. The questionnaire’s various sections were defined and generated in reference to two 

validated tools: the Reproductive Health Assessment Toolkit for Conflict-Affected Women, CDC, 2007, 

and the Adolescent Sexual and Reproductive Health Toolkit for Humanitarian Settings, UNFPA and Save 

the Children, 2009 (46, 51). The questionnaire was developed in English and then translated into Arabic. 

The questionnaire was also piloted ahead of data collection. 

Snowball sampling was applied, since it allows the inclusion of hard-to-reach groups such as particularly 

vulnerable refugees (52, 53). The sample size was calculated according to Cochran’s (1963) formula for 

cross-sectional studies (54). Five Syrian female community gatekeepers created five different snowball 

starting points. To improve representation and prevent the formation of a homogenous sample, the cho-

sen gatekeepers had different demographic and socio-economic attributes and only a certain number of 

respondents were permitted for each of the resulting chains (55). Arab and Kurdish women with Syrian 

nationality, aged between 18 and 30 years, who had arrived in Lebanon after 15 March 2011 – the date 
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armed conflict began in Syria – were included in the study. Data collection was performed in a one-to-one 

private setting using a tablet computer and the Magpi® application, a questionnaire programming tool. 

The data was descriptively analysed using IBM SPSS Statistics version 27.0. (International Business 

Machines Corporation, New York, USA). Continuous variables with non-normal distribution were charac-

terized by their median and interquartile range (IQR). For categorical variables, associations tests were 

done applying Fisher’s exact test due to the relatively small sample size of the study and its subsequent 

effect on the size of cells (56, 57). In order to determine significant differences among proportions within 

the categories of SRH services, chi-squared tests were applied. A significance threshold of 0.05 was used 

for the tests. For the purpose of estimating the general knowledge of each participant on SRH topics, we 

calculated an unweighted score in accordance with the participant’s knowledge on the following four is-

sues: STIs, symptoms of STIs, methods of contraception, and danger signs of pregnancy (58). 

2.4.4 Ethical approvals and considerations 

Before starting the field work, ethical approvals were received from the Institutional Review Boards of the 

Faculty of Medicine at Ludwig-Maximilians-Universität in Munich, Germany (Project Nr. 19-552), and Rafik 

Hariri University Hospital in Lebanon, based on the recommendation of the Lebanese Ministry of Public 

Health. Prior to data collection, the researcher explained to participants for both parts of the study – qual-

itative and quantitative – the objectives of the research project, its significance, as well as their right to 

withdraw their participation at any point. In the case of the qualitative research, in which minor girls par-

ticipated, the researcher also clarified the above points to parents or caregivers. Receiving written Arabic 

informed assent from the girls in addition to written Arabic informed consent from their parents or care-

givers was a prerequisite to their participation in the study. In the case of the quantitative research, written 

Arabic informed consent was obtained from all participating young women. In both parts of the study, oral 

Arabic informed consent was acquired from illiterate adults – participants or parents/caregivers – in the 

presence of a witness. 

2.5 Findings 

In this section, the main findings of the qualitative and quantitative research are briefly summarized. A 

detailed representation is provided in papers I and II (37, 38). 

2.5.1 Syrian adolescent refugee girls’ SRH perceptions, experiences, 

knowledge, practices, and concerns  

Based on the qualitative study, six major themes emerged during the eight FGDs: 1) understanding ado-

lescent girls’ good health; 2) menstruation experiences and management; 3) perceptions of puberty; 4) 

knowledge about the female reproductive system; 5) the need for accurate information on SRH topics; 6) 

sexual harassment experiences and handling mechanisms (37). 
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2.5.1.1 Understanding adolescent girls’ good health 

SRH was a new term to all participants, which they could neither define nor elaborate on. Thus, they were 

asked instead about their insights into adolescent girls’ broad health. They determined six components of 

health: healthy activities, hygienic habits, absence of diseases, nutritious diet, good emotional health sta-

tus and self-protection. 

2.5.1.2 Menstruation experiences and management 

When discussing the theme of menstruation experiences and management, the theme the girls most 

actively engaged with, five sub-themes emerged: 1) first menstruation experiences; 2) knowledge about 

the menstrual cycle and sources of information; 3) menstruation hygiene management (MHM); 4) adapted 

routines during menstruation; and 5) social, psychological, and physical experiences.  

Most of the girls did not have any awareness of menstruation before menarche, which left them with 

disruptive and intimidating experiences. Hiding their first menstruation from their parents due to feelings 

of discomfort and shame, and difficulties when using disposable pads for the first time because of lack of 

instructions were some of these experiences.  

Girls mostly approached mothers, female relatives, female schoolmates and teachers for information and 

consultation on menstruation. A very limited number of participants obtained knowledge on this topic 

through communal activities delivered by a local NGO or scouts. YouTube videos and the mosque were 

also sources of information on the menstrual cycle for two of the adolescent girls. Only half of the FGD 

participants could explain the cause of menstruation. They considered it as an indicator of puberty, per-

sonal maturity, hormonal development, and transfer from girlhood to womanhood. They also explained 

menstruation as a means of eliminating the toxic blood from their bodies and hindering sickness. Only 

one of the 40 participating girls knew how to track the menstrual cycle with its three different phases and 

time intervals. The participants revealed several myths about helpful and disadvantageous habits during 

menstruation, such as consumption of hot and cold drinks respectively. One of the girls also talked about 

being banned from painkillers and additional drinking water, because of the belief that it would cause 

infertility and ovarian cysts.  

All girls were using disposable pads, which they bought from local shops out of their parents’ income or 

their own savings for a cost that varied between $1.- and $2.5- per package. They reported needing one 

to three packages of disposable pads per month and some of them could only afford to change their pads 

from one to three times per day. Although pads were available for what the participants considered a 

cheap price, they still criticized the low quality of accessible pads. The girls characterized their usage of 

pads as undesirable, hurtful and annoying. For the majority of participants, their mothers were in charge 

of buying their pads. For the only married participant from the FGDs, her husband was responsible for 

buying her pads. Most of the participating girls favored asking a family member to buy pads for them 

instead of going themselves to stores where sellers were men. This allowed them to avert social stigma 

and shyness associated with buying pads. 

The participants shared their specially adapted routines during menstruation. Wearing long and dark col-

ored clothes in order to avoid the worry caused by period staining; staying home to repose when suffering 
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from acute pain and have easy access to a bathroom; and being prohibited from household chores and 

carrying heavy objects are some of these routines. Additionally, the girls talked about the monthly habits 

they practiced due to hygienic and religious concerns, such as body and pubic hair removal just before 

or after menstruation and having an additional shower after the end of menstrual bleeding.  

All FGD participants spoke about negative physical, psychological and social experiences when discuss-

ing menstruation. They found it a painful physical experience accompanied by feelings of loneliness, dis-

comfort, anxiety, embarrassment, and nervousness. They also elaborated on the social stigma of men-

struation, which is seen as a shameful and indecent issue in their community. This increased their concern 

of going out when having menstrual bleeding due to the risk of staining, which would expose them to 

gossip and intimidation. Only one of the girls disagreed with the others since she believed that menstru-

ation is a natural process that happens to all girls, and thus should not cause distress.  

2.5.1.3 Perceptions of puberty 

Most of the participating girls could identify puberty by describing the resulting physical, personal, and 

social transitions. When discussing the physical changes caused by puberty, the adolescent girls spoke 

about the distressful and repulsive experiences accompanying that phase such as bullying, notably from 

male schoolmates. The FGD participants explained puberty as a point at which girls must abandon their 

girlhood in order to become mature individuals who can recognize and take responsibilities. Some ado-

lescents associated puberty with the necessity to take precautions against sexual harassment and other 

people’s behavior towards them.  

When elaborating on the social considerations related to puberty, the girls criticized the unexpected “so-

cial surveillance” they were subjected to and their parents’ new considerations regarding what is deemed 

to be “proper clothing” and “good behavior”. Furthermore, the participating girls indicated the social con-

nection of puberty with preparedness for marriage. All these new social factors caused the adolescent 

girls to feel unhappy. Their unhappiness was further exacerbated by the fact they felt they were being 

viewed as adults when they still wished to experience their childhood. 

2.5.1.4 Knowledge about the female reproductive system 

The majority of the adolescent girls demonstrated inadequate knowledge about the female reproductive 

system. They could not identify its location in the human body nor the function of its organs. A few partic-

ipants listed some of the organs only because they picked the names up while listening to women’s dis-

cussions on SRH issues in their social circles. The only married girl was in her second pregnancy trimester 

at the time of her participation and her knowledge was restricted to the fetus “which goes out of the uterus”. 

A notably limited number of participants could define the various organs of a female reproductive system 

and their specific functions as they obtained educational sessions on that topic as part of biology classes 

or other lecture series given by NGOs present in the area. The girls in that case preferred the information 

obtained through NGOs rather than biology classes, since illustrations were used by educators there 

whereas schoolteachers only concentrated on the mammal’s female reproductive system, which the ad-

olescent girls could not relate to.  
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2.5.1.5 The need for accurate information on SRH topics 

Mothers were the most reachable source of information on SRH issues for participants in all FGDs. The 

girls also accessed information from other sources such as female relatives, friends, the internet, and 

schoolteachers. The degree of access to these sources greatly varied among participants. Due to embar-

rassment, some participants preferred to rely on listening and noting others’ conversations and habits 

related to SRH issues like the female physiology. Participants who voiced worries due to their poor SRH 

knowledge, revealed eagerness to be educated on these topics in a convenient and confidential environ-

ment, where knowledge is received from a reliable person such as a specialist in the field of SRH.  

2.5.1.6 Sexual harassment experiences and handling mechanisms 

All 40 participants talked about experiences of verbal, physical and non-verbal sexual harassment either 

by males from the refugee community or by males from the Lebanese hosting community, which occurred 

to them personally or to a girl they know. These incidents were presented in the FGDs as regular and 

collective experiences. The majority of participants did not report these experiences to their parents due 

to parents’ lack of comprehension on that issue and the girls’ feelings of victimization when disclosing the 

incidents to them. 

Sexual harassment had many psychological consequences for the girls, who communicated feelings of 

being scared and anxious in public places. Only a few participants showed readiness to protect them-

selves and accordingly declared their lack of worry regarding this issue. The FGD participants suggested 

different strategies to follow when dealing with sexual harassment: girls’ empowerment; proper parenting 

and raising of boys; physical self-defence; “appropriate” girls’ behaviour; requesting help from adults such 

as relatives, police, and female NGO workers; to disregard incidences; catching people’s attention; and 

not moving in public spaces unaccompanied. 

2.5.2 Syrian refugee young women’s general SRH status, knowledge, and 

access to services 

The results of the quantitative study are divided into four primary parts: 1) individual agency and displace-

ment; 2) SRH knowledge and sources of information; 3) access to SRH services; and 4) experiences of 

pregnancy (38).  

2.5.2.1 Individual agency and displacement 

Only 13 out of 297 participants considered themselves as the head of their household. The rest of the 

young women named their husband (81.1%), a relative (9.1%) or a parent (5.4%) as the head of the 

household. Only 14 out of the 297 participants were financially independent whereas the rest depended 

on their husband (84.2%) or family members (11.1%). Financial support by UNHCR or NGOs was not 

received by any of the participants. A large proportion of the young women took independent decisions 

concerning their mobility (38.7%), their ability to work or take part in workshops (38.7%), their physical 

appearance (56.2%), and the household’s daily purchases (33.3%). Nevertheless, and when it was in 

respect to their own healthcare, the largest percentage of participants (34.3%) had to make a joint decision 
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with their husband or partner. In case of totally dependent decisions in all the mentioned categories, the 

husband or partner or another relative (e.g., mother or mother-in-law) had the final say.  

2.5.2.2 SRH knowledge and sources of information 

The participating young women approached individuals to receive information on SRH topics such as 

female relatives other than their mother and sister (n = 92), partner or husband (n = 65), and doctor or 

nurse (n = 40). Less than half of the participants (45.1%) also searched for such information over various 

online platforms: YouTube (66.5%), Google (26%), and social media (e.g., Facebook and Instagram - 

7.5%). 

Most of the Syrian refugee young women did not know about any STI (54.25%), whereas 20.5% were not 

able to identify any of the STIs symptoms. HIV/AIDS and genital itching were the most frequently cited 

STI and associated symptom among the knowledgeable participants. A large majority of the participating 

young women (95.6%) knew at least one contraceptive method, with birth control pills, intrauterine device 

(IUD), and withdrawal being the three most noted methods by the knowledgeable participants. Just over 

three quarters of the young women (77.7%) could mention at least one warning sign during pregnancy, 

with vaginal bleeding, intense abdominal pain, and fever being the three most identified symptoms. 

No significant correlation was determined between the overall knowledge on SRH and age (p = 0.387), 

nor between the same overall knowledge and duration of stay in Lebanon (p = 0.90), when conducting 

bivariate analysis with the Fisher’s exact test. Nonetheless, significant correlations were identified be-

tween the participants’ overall knowledge of SRH issues and the type of setting in which they resided 

before being displaced to Lebanon on the one hand (p < 0.001) and their level of education on the other 

hand (p < 0.001). Young refugee women who lived in Syrian urban areas had higher overall knowledge 

on SRH issues in comparison with participants who resided in rural areas. Additionally, participants with 

education lower than secondary level were more likely to have a poorer knowledge of SRH topics in 

comparison with participants who finished education beyond secondary level. 

2.5.2.3 Access to SRH services 

When assessing the medical check-ups and procedures received by the participating young women dur-

ing their displacement to Lebanon, they reported having at least one general check-up by a gynecologist 

(78.5%), one blood test (66.3%), one check-up by a general practitioner (27.6%), one vaccination (15.5%), 

and one pap smear (8.8%). A minority of participants (9.4%) did not get any of the mentioned medical 

services during their stay in Lebanon. The majority of the young refugee women (80.8%) accessed a 

health facility in Lebanon at least once in order to obtain SRH services, which they got informed about 

through a friend (45%), a relative (44.2%), a healthcare provider (6.2%), or an NGO worker (3.7%). Only 

two out of the 297 participants could not recall how they got to know about the facility and its provided 

services. Pregnancy care and delivery (65%), STIs treatment and counselling (13.7%), family planning 

services (8.7%), other SRH services such as hormonal therapy and infertility treatment (7.9%), and coun-

selling on various SRH issues (4.6%) were the services received by the young women during their last 

visit to a health facility. Only one out of the 297 participants received SRH services from a midwife, 

whereas the rest received them from a medical doctor. Almost three-quarters of young refugee women 
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(72.5%) obtained the necessary SRH service from a female healthcare provider. According to the partic-

ipants, the healthcare provider was friendly and helpful (81.3%), unfriendly and disrespectful (9.2%), 

friendly but unhelpful (7.9%), or inexperienced (1.6%). Most of the young women (73.7%) would return 

again to the health facility, while the rest would not do so for the following reasons: mistreatment by staff 

(33%), high cost (32%), dissatisfaction with the quality of service (30%), long waiting time (3%), and 

hardships in reaching the facility (2%). 

More than half of all participating young refugee women (52.2%) preferred to receive SRH services from 

female healthcare providers and only 1.3% of them favored receiving them from male healthcare provid-

ers. A noteworthy percentage of the participants (46.5%) did not have any preference in that regard.  

Just half of the participants (49.8%) knew a health facility in Bourj Hammoud that provides SRH services 

and 36.4% of them were not aware of the type of services available. No significant correlation was found 

between the familiarity with a SRH care provider on the one hand and number of years lived in Bourj 

Hammoud, holding the head of household position, income level or healthcare decision-making power on 

the other hand. More than half of the participants knew where to receive health services for the following 

five SRH categories: antenatal care (60.6%), general medical diagnosis (57.9%), STIs treatment (54.9%), 

information on SRH issues (53.2%), and methods of contraception (51.2%). When testing for significant 

differences in the participants’ awareness about the availability of services across these categories, young 

refugee women showed significantly higher knowledge about services for general medical diagnosis (p = 

0.006) and antenatal care (p < 0.001), unlike services for information on STIs treatment (p = 0.92), meth-

ods of contraception (p = 0.685), and SRH issues (p = 0.270). 

2.5.2.4 Experiences of pregnancy 

Most of the participating young refugee women (79.5%) experienced pregnancy during their displacement 

to Lebanon with two (IQR: 1–3) being the median number of pregnancies. More than one-third of the 

participants (37.7%) had at least one miscarriage. The vast majority of young women who experienced 

pregnancy in Lebanon had received antenatal care (96.2%), with most of them (75.8%) having three or 

more antenatal visits for their last pregnancy. For that last pregnancy, 53.8% of the participants wanted 

to become pregnant then, 33.9% would have preferred to wait longer before becoming pregnant, and 

11.9% did not want to become pregnant anymore. Only one of the participants had no response to this 

question. 

2.6 Conclusions 

This cross-sectional mixed method research, which was conducted in an urban setting in Lebanon, pro-

vides important representations of the Arab and Kurdish Syrian adolescent refugee girls’ SRH percep-

tions, experiences, knowledge, practices, and concerns. It also assesses the overall SRH status of Arab 

and Kurdish Syrian refugee young women and identifies their knowledge level on different SRH subjects 

in addition to their access to SRH services during their displacement to Lebanon. This study will contribute 

to the existing international literature on female SRH in crises in general and on female SRH in the coun-

tries of the Extended Middle East and North Africa (EMENA) specifically. The primary data presented 
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through the qualitative and quantitative parts of the study could be used as a guide to design, develop 

and conduct future investigations on individual SRH issues experienced by Syrian female refugees in 

Lebanon specifically and by other forcibly displaced persons in similar contexts and settings generally.   

Syrian adolescent girls living in Bourj Hammoud are in critical need of comprehensive knowledge on 

various SRH issues, such as menstruation and the female reproductive system. Health knowledge should 

be transferred through accessible humanitarian educational programs that take into consideration the 

challenges and socioeconomic factors influencing the daily experiences of refugee girls in Lebanon. Since 

the Syrian adolescent girls consider their mothers as a reliable and accessible source of SRH information, 

it is important for NGOs that design and implement educational programs to acknowledge and improve 

the mothers’ role. This can be done by supporting them with the necessary knowledge and engaging them 

in the process of program formation and application. The diversity of Syrian refugee girls and young 

women - in terms of their educational levels, cultural norms and traditions, and the types of setting they 

inhabited before being displaced to Lebanon - should be taken into consideration by the active actors in 

the field in order to effectively deliver SRH information. The delivery of information should be based on 

the refugees’ distinctive personal needs. Furthermore, it is essential to perceive the recurrent exposure 

of Syrian adolescent girls to different types of sexual harassment in public spaces within the complex 

conditions of urban settings and their associated SGBV risks, for the purpose of developing efficient SGBV 

interventions.  

Syrian refugee young women, who were displaced to Bourj Hammoud have limited access to SRH ser-

vices and inadequate comprehensive knowledge on various SRH topics. They mainly recognize and ac-

cess SRH services that target maternal health. Therefore, it is essential to broaden the awareness among 

them, and through their diverse networks, on all existing and affordable SRH services on one hand and 

the health facilities in urban settings where they can access those services on the other hand. Counselling 

on SRH issues such as STI types and symptoms, contraceptive methods, and pregnancy danger signs 

is one key category of SRH services that allow refugee young women to acquire knowledge on these 

issues. Since the Lebanese continuous several crises are expected to additionally worsen Syrian refugee 

women’s SRH status, an assessment of available services and programs is recommended to define their 

adequacy and effectiveness within the particular context of implementation and in relation to the decisive 

preventions of poor SRH outcomes.  
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