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Executive Summary  
Syrian Crisis, in its ninth year, continues to affect individuals as a result of its ongoing severity and 
complexity. In response to the needs of women and girls, CARE with its partners, has been implementing 
integrated programming of SRHR and GBV in Northwest Syria since 2015 at various health facilities and 
safe spaces designed for women and girls. To be able to assess the needs of women and girls as well as 
provide additional context in Syria, CARE embarked on a SRHR-GBV integration rapid needs assessment. 
The overall purpose of the assessment is to provide valid reliable information focusing on the SRHR and 
GBV related needs of women and girls affected by crisis in Syria and to inform decision-making on SRHR 
and GBV integrated programming on the way forward. Accordingly, CARE interviewed 30 beneficiary 
women and girls using health facilities of CARE’s partners Shafak as well as 16 health facility workers such 
as gynecologists, pediatricians, midwives, nurses, PSS workers and case managers working in health 
facilities managed by Violet and Shafak. Of surveyed beneficiaries, 13% is aged between 15-19 (4 
beneficiaries), 33% between 20-24 (10 beneficiaries) and 54% was 25 ≥ years old (16 beneficiaries). 
Moreover, key informant interviews were conducted with 16 health facility workers providing SRHR and 
GBV services in Shafak’s (8) and Violet’s (8) health facilities. 
 

Key Findings 
Key Informant Interviews with Health Workers 

 The biggest barrier in accessing family planning services is family pressure (56.25%), followed by 
lack of availability of such services in nearby facilities (37.50%) and lack of awareness on such 
services including advantages and disadvantages of different methods (31.25%), according to 
health workers.  

 According to 44% of health workers, it is husband who makes decision over family planning. 
 Physical violence is the most prevalent type of violence (88%) in the community, followed by 

verbal violence (56%) and economic violence (50%), according to health workers. Additionally, 63% 
of health workers acknowledged that girls get married at ages between 12-15. All respondents also 
confirmed that this age range has changed and the female marriage age range is younger since the 
crisis began.  

 According to 56% of interviewed health workers, women and girls turn to women’s and girls’ safe 
spaces for receiving support in case of violence. The same percentage of respondents think that 
women and girls, in case of exposure to any kind of violence, would not seek any support or would 
be unlikely to seek any support. Concerning the reasons, a lion’s share of health workers points 
out the social norms and cultural concerns as well as fear of stigma, lack of trust in existing 
services, lack of awareness on presence of support services.  

 The top reasons for women and girls for not seeking SRHR and/or GBV support are family pressure1 
(69%), insecurity (50%) , lack of transportation (50%) and the costs of the services (44%), according 
to health workers.  

 Out of 16 key informant interviews with health workers, only 4 mentioned that their facilities offer 
SRHR and GBV services to the community members. Health, coordination and case management 
are the top services included in the health facilities that key informants work in. 

 In relation to staffing for provision of integrated SRHR and GBV services, the biggest challenge is 
availability of qualified staff (100%), followed by lack of training support (50%) and high workload 
on the staff resulting in burnout (25%), according to the same 4 health workers. The solutions 
found by the health workers to these challenges are provision of training and coordinating with 
other facilities for referrals and supplies. 

 When asked about the constraints of providing integrated SRHR and GBV services in the existing 
facilities, 75% of health workers (3 respondents) highlighted that shortage of staff training poses 
small constraint while 25% consider it as a medium constraint. 

                                                        
1 Family pressure, for the purpose of this assessment, is defined as follows: “the pressure not to receive any 
family planning as women should conceive more children” 



 

  
4 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT – IDLEB 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT | 2020 

 Prejudice of health workers towards those seeking services was considered as a small or medium 
constraint by health workers (25% considered it as a small constraint, while 25% considered it as a 
medium constraint).  

 All health workers agreed that integrated approach of SRHR and GBV has decreased the 
stigmatization to beneficiaries and increased the likelihood of beneficiaries to use the provided 
services. 50% of key informant interviews (2 respondents) mentioned that the cost of the services 
decreased for the beneficiaries, while 25% (1 respondent) thinks that the integrated approach has 
increased the need for equipment, supplies and medication.  

Exit Interviews with Beneficiaries  
 The top three services sought by beneficiaries are antenatal care (30%), delivery (30%) and family 

planning (13%). 
 According to the majority (67%) of the surveyed beneficiaries, there is no places/facilities 

available to ask for support if community members experience any type of GBV incident such as 
verbal harassment or physical violence by their intimate partners, families and any community 
members. Out of that majority (67%), 95% confirmed that presence of such facilities/services 
would be helpful.  

 Service quality (70%) is the biggest reason for surveyed beneficiaries to choose SRHR and GBV 
health facilities, followed by feeling of safety and comfort (43%) and proximity to residence (33%). 

 

Key Recommendations 
 

 Provide more trainings to SRHR and GBV health facility workers in order to build capacities of the 
health workers technically.  

 Conduct awareness raising sessions to SRHR and GBV health facility workers in order to increase 
their understanding of the needs and improve their attitude further towards beneficiaries.  

 Conduct awareness raising sessions to beneficiaries on presence of Women and Girls Safe Spaces, 
how to access to these safe spaces and services provided through these spaces.  

 Provide more SRHR and GBV integrated services to beneficiaries in health facilities.  
 Ensure availability of safe spaces for women and girls and meaningful access of women and girls 

to these spaces (e.g. working to eliminate family pressure and other barriers in accessing safe 
spaces).  

 Engage more with AMAL (Adolescent Mothers Against all Odds)2 Initiative in order to better address 
the needs of women and girls in Syria and engage in an adolescent-responsive intervention 
grounded in transformative gender and social norms approaches at both community and health 
facilities levels.  

 
 
 
 
 
 
 
 
 
 
 
 

 
                                                        
2 https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-do/adolescent-
health/amal-initiative 

https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-do/adolescent-health/amal-initiative
https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-do/adolescent-health/amal-initiative


 

  
5 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT – IDLEB 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT | 2020 

Introduction  
Syrian Crisis, in its ninth year, continues to affect individuals as a result of its ongoing severity and 
complexity. Till date, 11.7 million (50% female) individuals were affected and identified with a need for 
various forms of humanitarian assistance; approximately 50% of whom remain in acute needs3. As the 
conflict has escalated lately Idlib Governorate, its impact on the civilians remain creating hostilities, new 
and protracted displacements. The number of affected individuals in Idleb has risen up to 900.000 (21% 
women and 61% children)4 who mainly displaced from Southern Idleb and Western Aleppo, moving further 
north away from the hostilities. In Northwest Syria, the conflict continuously evolves on the ground and 
displacements continue to take place within the governorate of origin.  
 
Gender-based violence (GBV) has been affecting the lives of women and girls within the ongoing conflict in 
Syria. According to Voices from Syria 2019 “sexual violence and sexual harassment, domestic violence, 
family violence against women and girls, and early/forced marriage – continues to pervade the lives of 
women and girls, particularly adolescent girls”5. The fear of GBV has become a concern raised by women 
and girls which limits their movements in some parts of Syria and thereby impacts access to Sexual 
Reproductive Health Rights (SRHR) and GBV services.  Around 50% of the affected population is female6. 
Women and girls living in conflict areas are more prone to poor services related to SRHR and GBV, which 
increases the risks of mortality, morbidity and exposure to other types of physical and 
emotional/psychological adversities. Conflict affected populations tend to have decreased accessibility to 
GBV and SRHR services. In addition to movement restrictions, immediate access to clinical care for 
survivors of sexual violence, including emergency contraception and post-exposure prophylaxis as well as 
case management and psychosocial support through skilled service providers and referral services, is still 
a critical gap in Syria context. Moreover, many affected individuals, particularly women, have limited 
control over decisions related to access to services of SRHR and GBV. Access to SRHR and GBV services is 
vital and key in order to save lives and decrease the adversities faced; particularly by women and girls in 
conflict zones.  
 
In response to the needs of women and girls, CARE with its partners, has been implementing integrated 
programming of SRHR and GBV in Northwest Syria since 2015 at various health facilities and safe spaces 
designed for women and girls. CARE believes that integration of SRHR and GBV services will offer a double-
entry platform for women and girls, including GBV survivors, and enables their access to life-saving 
services. Considering the existing needs and gaps with escalation of conflicts particularly in Idleb, CARE 
prepares to continue implementing SRHR and GBV integrated programming including family planning 
counselling, awareness raising and enhanced referrals to further reproductive health services, from a 
survivor-centered approach. To be able to assess the needs of women and girls as well as provide 
additional context in Syria, CARE embarked on a SRHR-GBV integration rapid needs assessment. The 
overall purpose of the assessment is to provide valid reliable information focusing on the SRHR and GBV 
related needs of women and girls affected by crisis in Syria and to inform decision-making on SRHR and 
GBV integrated programming on the way forward.  
 

Methodology 
This report presents results for Idleb Governorate, from the districts of Idleb and Ariha, particularly sub-
districts Maaret Masrin, Idleb and Ariha. The data was collected through phone and face-to-face interviews 
with beneficiary women and girls as well as health facility workers such as gynecologists, pediatricians, 
midwives, nurses, PSS workers and case managers. Accordingly, 30 women and girls benefiting from health 
facilities as well as 16 health workers from CARE’s partnering organizations of Violet and Shafak were 
interviewed. Surveys with women and girls were conducted by Shafak while CARE interviewed selected 

                                                        
3 Humanitarian Needs Overview, 2019, p.8.  
4 Recent Developments in Northwest Syria - Flash Update No. 8 - As of 20 February 2020 
5 Vioces from Syria 2019, p.9.  
6 Humanitarian Needs Overview, 2019, p.8.  
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sample of health workers from Violet and Shafak.  
 
The data collection was carried out in two days on February 12th and 13th, 2020. Enumerators took all 
measures to minimize unintended harmful outcome of the survey. Participants were informed of the 
objective of the survey and informed consent was obtained from the respondents who were surveyed.  
Confidentiality and respect for the information provided was ensured. The participation was voluntary, 
and respondents were allowed to stop or withdraw from information collection activities at any time. 

 
Detailed Findings 
1.Demographic Information 
Within the scope of this assessment, CARE conducted exist interviews 30 female beneficiaries visiting 
Shafak’s SRHR and GBV health facility. Of these surveyed beneficiaries, 13% is aged between 15-19 (4 
beneficiaries), 33% between 20-24 (10 beneficiaries) and 54% was 25 ≥ years old (16 beneficiaries). They 
are all from Maaret Masrin. Moreover, key informant interviews were conducted with 16 health facility 
workers providing SRHR and GBV services in Shafak’s (8) and Violet’s (8) health facilities. 88% of health 
worker respondents (14 individuals) are female except one gynecologist and one pediatrician. For more 
detailed breakdown of health workers, please refer to the table below.  
 
Table 1 – Sex and Position Disaggregated Data of Health Workers 

Health Workers Violet Shafak Total 
Female Male Female Male 

Case Manager 1 0 1 0 2 
Gynecologist 1 0 0 1 2 
Midwife 3 0 2 0 67 
Nurse 1 0 1 0 2 
Pediatrician 0 1 1 0 2 
PSS Worker 1 0 1 0 2 
Total 8 8 16 

 
As seen in the table above, CARE interviewed case managers (2), gynecologists (2), midwives (5), nurses (3), 
pediatricians (2) and PSS workers (2). Among interviewed 16 health workers, only 6 of them are resident 
and the rest 10 health workers are internally displaced individuals. The age range of health workers varied 
between 26 to 53.  
 
94% (28 beneficiaries) of the respondents are married; 3% single (1 beneficiary) and 3% widow (1 
beneficiary). 11% of married (3 beneficiaries) and the single beneficiary (only 1 beneficiary) are aged 
between 15-19. 36% of married clients is aged between 20-24 and 54% is aged 25 ≥ years.  
 

2.Types of SRHR and GBV Services Sought by Women and Girls  
Key informant interviews with health workers reveals out that secondary (specialized) health centres are 
the first places (100% of respondents) where women and adolescent girls usually seek reproductive health 
care services related to maternal and child health on issues including but not limited to delivery, care for 
newborn and family planning. Primary health centres8 are ranked second by 94% of respondents (15 health 
workers) and only small portion of respondents mentioned that women and girls prefer to visit private 
                                                        
7 CARE also interviewed one additional midwife who works neither in Shafak nor in Violet helath facility.  
8 WHO defines primary health care as follows: “Primary health care (PHC) addresses the majority of a 
person’s health needs throughout their lifetime. This includes physical, mental and social well-being and it is 
people-centred rather than disease-centred. PHC is a whole-of-society approach that includes health 

promotion, disease prevention, treatment, rehabilitation and palliative care”. https://www.who.int/health-
topics/primary-health-care#tab=tab_1.  

https://www.who.int/health-topics/primary-health-care#tab=tab_1
https://www.who.int/health-topics/primary-health-care#tab=tab_1


 

  
7 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT – IDLEB 

SRHR AND GBV INTEGRATION RAPID NEEDS ASSESSMENT | 2020 

clinics (6% - 1 respondent) or look for other solutions (6% - 1 respondent).  
 
According to the majority (67%) of the surveyed beneficiaries, there is no places/facilities available to ask 
for support if community members experience any type of GBV incident such as verbal harassment or 
physical violence by their intimate partners, families and any community members. This finding is 
interesting because CARE conducted exit interviews with these beneficiary respondents who utilized 
health facilities and it shows that 67% of them do not consider this facility as a place to turn for support to 
in case of any GBV incidents, even though GBV services are offered there. Out of that majority (67%), 95% 
confirmed that presence of such facilities/services would be helpful, except 1 beneficiary who disagreed 
with the majority. Concerning the rest 33%, only 30% mentioned about available services to ask for 
support if they experience any GBV incident and 3% declined to respond.  There were beneficiaries among 
this 30% who evaluated the available GBV services as satisfactory in general within the present context 
inside Syria. Moreover, some beneficiaries provided comments/experiences concerning the available GBV 
services provided by different facilities. Beneficiaries were feedback were centred on availability of 
confidential counselling room in health facilities and good quality of service while presence of gaps such 
as staff’s insufficient experience and lack of financial support.  
 
2.1 Family Planning  
Key informant interviews with health workers demonstrate that the most preferred family planning 
method employed by women in the community is intrauterine device (94% - 15 respondents), followed by 
contraceptive pills (88% - 14 respondents). Use of injections, condoms, natural methods are among the 
other methods used by women and girls in the community.   
 

 
 
As seen in the chart above, key informant interviews with health workers show that the biggest barrier in 
accessing family planning services is family pressure (56.25% - 9 respondents), followed by lack of 
availability of such services in nearby facilities (37.50% - 6 respondents) and lack of awareness on such 
services including advantages and disadvantages of different methods (31.25% - 5 respondents). 
Conversely, according to the half of the key informants (50% - 8 respondents), women and girls make their 
own decision in accessing family planning services. Besides, according to 44% of key informants (7 
respondents), it is husband who makes decision over family planning.The mother-in-law (13% - 2 
respondents) and the adolescent girl/woman’s own mother (6% - 1 respondent) are other key figures 
actively involved in decision-making on family planning. Some key informant interviews mentioned that 
decisions can be given in mutual agreement between wife and the husband (mother-in-law plays a role in 
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case of an adolescent girl) as well as sometimes depending on service provider’s technical advice.  
 
2.2 Gender Based Violence  
All key informants with health workers acknowledge that they are aware of presence of violence against 
women and girls within their communities. Physical violence is the most prevalent type of violence (88% - 
14 respondents) in the community, followed by verbal violence (56% - 9 respondents) and economic 
violence (50% - 8 respondents). The key informants also speak of other types of violence observed within 
the community such as emotional/psychological violence, deprivation of right of inheritance, early and 
forced marriage as well as deprivation of right to education. Additionally, key informants expanded on the 
issue of early marriage and mentioned that the marriage age for females in their community ranges 
between 12 and 18. Even, 63% of respondents (10 respondents) admitted that girls get married at ages 
between 12-15. All respondents also confirmed that this age range has changed and the female marriage 
age range is younger since the crisis began. Please refer to the chart below for prevalent types of violence 
in the community.  
 

 
 
In case of violence, according to 56% of key informants with health workers (9 respondents), women and 
girls turn to women’s and girls’ safe spaces for a receiving support. The same percentage of respondents 
think that women and girls, in case of exposure to any kind of violence, would not seek any support or 
would be unlikely to seek any support. 38% (6 respondents) of key informants introduced other types of 
support women and girls seek in case of violence such as hospitals, PSS/GBV support centres and any 
health facility. However, some of the respondents added that women and girls do not seek support in case 
of violence and even if they want there are lack of available services within the community. It is also worth 
to mention that none of the key informants think that women and girls would turn to their families for a 
receiving support in case of violence.  
 
Concerning the reasons why women and girls would not ask for a support in case of violence, a lion’s share 
of key informants point out the social norms and cultural concerns. According to 94% (15 respondents) of 
key informants the pressure on women/girls by families and community members is among these reasons, 
followed by fear of stigma (63% - 10 respondents), lack of trust in existing services (31% - 5 respondents) 
and lack of awareness on presence of support services (13% - 3 respondents). 44% of respondents (7 
respondents) mentioned of other reasons majority of which are related to social norms, confidentiality 
and trust-building. Safety is a concern among respondents in deciding whether to turn for external 
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support in case of a violence. Some respondents think that violence can elevate if the husband knows that 
the wife asked for an external support. These altogether highlight concerns driven by social norms 
particularly around safety, confidentiality and trust-building with service providers.   
 
2.3 Reasons for Not Seeking SRHR and/or GBV Support  
According to key informant interviews with health workers, the top reasons for women and girls for not 
seeking SRHR and/or GBV support are family pressure9 (69%-11 respondents), insecurity (50% - 8 
respondents), lack of transportation (50% - 8 respondents) and the costs of the services (44% - 7 
respondents). By insecurity, respondents refer to the location of such health facilities, social norms as well 
as the security situation inside Syria including displacements and the fact that health facilities are being 
targeted in the current crisis context. None of the health workers mention that working hours, accessibility 
for individuals with disabilities and appropriateness of the services according to age groups are part of 
reasons in current context. Among other reasons, lack of medication in the health facilities, family 
pressure/social norms10, lack of awareness on the importance of SRHR health care, lack of appropriate 
services for unmarried girls, lack of laboratory services, long waiting lines, inability of adolescents to 
express their problems, IDPs’ lack of access to health facilities, overcrowding and continuous 
displacements are among the referred issues. Please refer to the table below for more details.  
 
Table 3 – Reasons of not Seeking SRHR and/or GBV Support 

Reasons Percentage of Key Informants 
Family pressure  69% (11 respondents) 
Lack of transportation 50% (8 respondents) 
Insecurity 50% (8 respondents) 
Cost 44% (7 respondents) 
Long waiting lines 31% (5 respondents) 
Child care and/or other household related burdens 25% (4 respondents) 
Lack of awareness of the services  19% (3 respondents) 
Treatment/attitude of health service providers 13% (2 respondents) 
No child care facilities  6% (1 respondent) 
Lack of privacy 6% (1 respondent) 
Quality of the services 6% (1 respondent) 
Lack of female staff 6% (1 respondent) 

 

3.Services Used by Beneficiaries  
According to the surveyed beneficiaries, the top three services sought are antenatal care (30% - 9 
beneficiaries), delivery (30% - 9 beneficiaries) and family planning (13% - 4 beneficiaries). Among 22 
respondents choosing these top three services, 91% (20 beneficiaries) are aged 20 and above. There are no 
beneficiaries who visited the health facility in order to get service on sexually transmitted diseases and 
GBV counselling/management. Concerning the rest of 8 beneficiaries, 1 beneficiary sought for postnatal 
care, 1 for newborn care, 1 for management of post-abortion care, 2 for safe abortion, 3 for other services 
and 1 declined to respond. 3 beneficiaries looking for other services have asked for services related to 
infertility, ovarian cyst and consultation. Among 30 female beneficiaries, 97% (29 beneficiaries) received 
the service they applied for except 1 beneficiary aged between 15-19 who came for delivery service did not 
receive the service because she wanted to have caesarian birth however the doctor did not show up, as 
she mentioned.   
 

                                                        
9 Family pressure, for the purpose of this assessment, is defined as follows: “the pressure not to receive any 
family planning as women should conceive more children” 
10 One health worker mentioned that sometimes husbands do not let their wives to see a doctor.  
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In line with responses provided by beneficiaries, key informant interviews with health workers also 
indicate that family planning (75% - 12 respondents), antenatal care (69% - 11 respondents) and delivery 
(69% - 11 respondents) are the top services women and girls seek for in such facilities. These services are 
followed by reproductive health consultations (63% - 10 respondents), postnatal care (44% - 7 
respondents), post-abortion care management (25% - 4 respondents) and newborn care (19% - 3 
respondents). In line with the beneficiaries’ responses, according to key informants there are no 
women/girls who seek any service on sexually transmitted diseases.  
 
3.1 Reasons of Beneficiaries for Choosing SRHR and GBV Health Facilities  
As shown in the table below, service quality (70% - 21 beneficiaries) is the biggest reason for surveyed 
beneficiaries to choose SRHR and GBV health facilities, followed by feeling of safety and comfort (43% - 13 
beneficiaries) and proximity to residence (33% - 10 beneficiaries). Concerning age ranges, there is no 
significant variation. 2 beneficiaries mentioned other reasons for using health facility which are newly 
being internally displaced and lacking knowledge on other available facilities.  
 
Table 2 – Reasons of Choosing SRHR/GBV Health Facility by Beneficiaries  

Reasons  Percentage of Beneficiaries  
Service quality 70% (21 respondents) 
Feeling of safety and comfort  43% (13 respondents) 
Proximity to residence 33% (10 respondents) 
Free service 27% (8 respondents) 
Confidentiality and trust 13% (4 respondents) 
Other 7% (2 respondents) 

 
On the other hand, according to health workers, the biggest reason for beneficiaries to use this facility is 
free service (94% - 15 respondents), followed by good service quality (69% - 11 respondents) as well 
availability of female health staff (50% - 8 respondents) and integrated services for mother and child (50% 
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- 8 respondents). Health workers have also mentioned of other reasons such as accessibility11 (38%), 
provision of services in socially and culturally acceptable manner (38% - 6 respondents), proximity to 
residence (31% - 5 respondents), lack of other options (6% - 1 respondent), trustful environment (6% - 1 
respondent) and confidentiality (6% - 1 respondent). Among all respondents, only one was referred to 
services/facilities other than the Shafak health facility she chose to benefit from, which is Al-Hilal 
Hospital, due to suspicion on appendicitis. 
 
3.2 Suggestions for Improvement in SRHR/GBV Health Facilities 
Beneficiaries were asked to make at least one suggestion to improve the quality of services at SRHR/GBV 
health facilities, as follows: 

 Psychosocial counsellor could be recruited for provision of psychological first aid service because 
most of the physical illnesses are caused by psychological reasons, according to one beneficiary.  
Also, presence of a female psychosocial counsellor was suggested to provide counselling in 
response to adversities faced.  

 Heating system in the facility could be improved.  
 Newborn kit could be provided for the new-borns including milk; coupled with hygiene materials 

and clothing. 
 Waiting time could be decreased according to one beneficiary as she waited for an hour to get the 

service.  
 Presence of female doctor for 7/24 was suggested.  
 Provision of incubator for the newborn was suggested.  
 The number of rooms could be increased and rooms could have more space inside.  
 All necessary medication could be provided free to beneficiaries have to buy the medication 

themselves sometimes.  
 A babysitter could be present in the facility.  
 Longer term prescriptions of contraceptive pills were suggested such as for 3 months instead of 

one month  
 
70% of beneficiaries (21 respondents) who visited SRHR and GBV health facilities were somewhat satisfied 
with the services provided, 27% (8 respondents) very satisfied and 3% (1 respondent) somewhat 
dissatisfied. When asked what could be done to increase the satisfaction to entire respondents, clients 
suggested the following ideas: 

 Decrease in waiting time (particularly for emergency cases) through having available two 
additional midwives, quick consultation and a second nurse for registration 

 Presence of a safe space in the facility to release life pressure and thoughts 
 Provision of more free medication 
 Good care and equity 
 Babysitter in the centre 
 Distribution of newborn kit including clothes for the baby 
 A Facebook page to inform beneficiaries on working days 
 A particular room for case management consultation 
 Provision of psychosocial consultations on maternity 
 Provision of financial support for new mothers 
 Emergency counselling by a psychosocial counsellor to the women after delivery 
 Providing transportation allowance to female beneficiaries 
 Presence of than one specialized doctors  
 The gynecology clinic should be open after the 1:00 pm. 

 
                                                        
11 Accessibility, for the purpose of this assessment, is defined as follows: “the possibility of beneficiaries to 
access health facilities regarding the distance they need to pass to get to the facility, and safety around the 
facility” 
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Apart from these suggestions, some respondents mentioned that the hospital is clean and service quality 
is good, overall. Respondents have also provided positive feedback about staff behavior. Some 
respondents thanked for the available services.  
 

4.Integration of SRHR and GBV Services in Health Facilities 
According to key informant interviews with health workers, GBV services provided in health facilities are 
mainly case management, counselling, psychosocial services and other services including recreational 
activities, educational programs, language courses, vocational courses as well as information 
dissemination through mobile teams. 
 
Out of 16 key informant interviews with health workers, only 4 mentioned that their facilities offer SRHR 
and GBV services to the community members. Health, coordination and case management are the top 
services included in the health facilities that key informants work in. When asked how SRHR and GBV 
services are integrated, the response was that both types of services are located in the same facility, for 
all 4 key informants. All 4 key informants mentioned they have staff trained and competent to provide 
SRHR and GBV services in their facilities. Among the staff providing SRH and GBV services, there are 
physicians, nurses, midwives as well as case managers.  
 
According to 4 respondents who work in health facilities offering both SRHR and GBV services, in relation 
to staffing for provision of integrated SRHR and GBV services, the biggest challenge is availability of 
qualified staff (100% - 4 respondents), followed by lack of training support (50% - 2 respondents) and high 
workload on the staff resulting in burnout (25% - 1 respondent). The solutions found by the respondents to 
these challenges are provision of training and coordinating with other facilities for referrals and supplies. 
Highest priority of training needs of staff working to provide integrated SRHR and GBV services are on UN 
agency protocols as well as clinical management of rape and GBV. The staff who are in need of such 
trainings are positioned as midwives (100%), case managers (75%), physicians (50%), and other 
professions (25%) including nurses, receptionist and everybody working in a health clinic. All of the key 
informants mentioned that there exists training materials and curricula on integrated SRHR and GBV 
approach as part of service training. On the other hand, none of the key informants mentioned that 
intermediate and/or secondary education in schools incorporates SRHR issues into the education 
curriculum. This is true for teacher curricula as well.  
 
All 4 health workers mentioned that there is a follow up system, the WHO referral system, through which 
service providers can follow up if beneficiaries act upon the referrals made by the service providers. The 
respondents also clarified that there are formal arrangements with a community-based GBV organization 
in the referral pathway. Health facilities these 4 health workers work in offer psychosocial support 
services within SRHR services to GBV survivors through providing these services on the same site.  
 
When asked about the constraints of providing integrated SRHR and GBV services in the existing facilities, 
75% of key informants (3 respondents) highlighted that shortage of staff training poses small constraint 
while 25% consider it as a medium constraint. Prejudice of health workers towards those seeking services 
was considered as a small or medium constraint by key informants  (25% considered it as a small 
constraint, while 25% considered it as a medium constraint). Other small constraints stated by 25% of the 
key informants (1 respondent) are shortage of equipment for offering integrated services, shortage of staff 
time, shortage of staff’s knowledge and capacity as well as inappropriate/insufficient staff supervision.  
 
Table 4 – Impact of SRH and GBV Integration  

Impact Do not 
Know 

Decrease Increase No 
Change 

Costs of services for the facility 50,00% - 25,00% 25,00% 
Cost of services for beneficiaries 50,00% 50,00% - - 
Efficiency of services - - 50,00% 50,00% 
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Stigmatization of GBV survivals - 100,00% - - 
Stigmatization of SRHR beneficiaries - 100,00% - - 
Workload for care/service providers - - 75,00% 25,00% 
Time spent per beneficiary 25,00% - 25,00% 50,00% 
Space and privacy - - 25,00% 75,00% 
Likelihood of clients to use the service - - 50,00% 50,00% 
Need for equipment, supplies, and medication 75,00% - 25,00% - 

 
As shown in the table above, the key informants were asked about the impact of integrating SRHR and GBV 
services on the provided services. All respondents agreed that integrated approach of SRHR and GBV has 
decreased the stigmatization to beneficiaries and increased the likelihood of beneficiaries to use the 
provided services. 50% of key informant interviews (2 respondents) mentioned that the cost of the 
services decreased for the beneficiaries, while 25% (1 respondent) thinks that the integrated approach has 
increased the need for equipment, supplies and medication.  
 
 

Key Recommendations 
 

 Provide more trainings to SRHR and GBV health facility workers in order to build capacities of the 
health workers technically.  

 Conduct awareness raising sessions to SRHR and GBV health facility workers in order to increase 
their understanding of the needs and improve their attitude further towards beneficiaries.  

 Conduct awareness raising sessions to beneficiaries on presence of Women and Girls Safe Spaces, 
how to access to these safe spaces and services provided through these spaces.  

 Provide more SRHR and GBV integrated services to beneficiaries in health facilities.  
 Ensure availability of safe spaces for women and girls and meaningful access of women and girls 

to these spaces (e.g. working to eliminate family pressure and other barriers in accessing safe 
spaces).  

 Engage more with AMAL (Adolescent Mothers Against all Odds)12 Initiative in order to better 
address the needs of women and girls in Syria and engage in an adolescent-responsive 
intervention grounded in transformative gender and social norms approaches at both community 
and health facilities levels.  

 
 

 
 
 
 

                                                        
12 https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-
do/adolescent-health/amal-initiative 

https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-do/adolescent-health/amal-initiative
https://www.care.org/work/health/sexual-and-reproductive-health-and-rights/what-we-do/adolescent-health/amal-initiative

