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05Preface

GenCap, with an interagency team, conducted a rapid gender analysis (IRGA) 
targeting conflict affected regions in Ethiopia with the goal of informing the Ethiopia 
2022 Humanitarian Needs Overview (HNO), the Ethiopia 2022 Humanitarian 
Response Plan (HRP), and the ongoing programme in these regions. This Interagency 
rapid gender analysis (IRGA) focuses on the four regions of Ethiopia affected by 
conflict, namely, Tigray, Amhara, Oromia and Afar. 

This IRGA provides the Country Humanitarian Team (HCT), ICCG and Clusters, quick 
access to information on gendered norms that impact roles and responsibilities, 
decision-making, drivers of gender inequalities and safety issues that impact access 
to humanitarian services as well as underlying gender inequalities that promote 
gender-based violence and propose practical recommendations on how to address 
them in order to promote gender equality and empower women and girls.

The findings of previous rapid gender analysis, reports and surveys were 
consolidated into a comprehensive document on gender differences in the 
humanitarian situation and response, and gaps in the information identified. This 
was followed by the collection of primary data. This was only collected in Tigray 
region in December 2021 because of the conflict situation in the other three regions. 

This IRGA report is presented in two parts. Section I includes the IRGA, facilitated 
in Tigray in December 2021. Section II reports secondary data analysis of reports 
collected from 2020 to 2021, about gender issues in the four regions.

Worth noting that our inter-agency RGA approach is grounded on intersectional 
analysis. It is an inclusive approach, not limited to gender, rather, about inclusion 
of gender, protection issues including GBV, disability and displacement. It speaks 
to AAP and helps identify underlying causes of gender inequalities that cannot be 
collected through quantitative assessments for the HPC processes. This approach 
helps avoid duplications, requires fewer resources, supports the cluster efforts, and 
responds to the intersectoral approach promoted by the JIAF guidance, ultimately 
strengthens the ONE UN (Delivering as One). 

We recommend that this IRGA represents a foundational document for the Ethiopia 
operation. Data on the underlying causes of gender inequalities (discussed in 
this IRGA report) to be updated each year so that they are addressed through the 
humanitarian programme cycle (HPC) processes.

Preface
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The escalating conflict in northern Ethiopia left 
over 5.2 million people in Tigray Region in dire need 
of humanitarian assistance, including 2.1 million 
internally displaced persons (IDPs). At the time of 
the assessment, most of the Tigray population (91 
percent) were facing crisis levels of food insecurity. 
The destruction of health facilities, water structures, 
and schools combined with acritical shortage 
of food, medicine and other supplies as well as 
restricted humanitarian access increased the scale of 
humanitarian needs of all population groups.

The conflict in Northern Ethiopia has affected 
persons of all genders, ages, and people at-risk 
and marginalized groups differently. In November 

i  Agencies included IASC GenCap Project, UNICEF, WFP, OCHA, WHO, UNFPA, UNWOMEN, CARE, CONCERN, FHI 360, Goal, Plan International, 
Oxfam, DOT Ethiopia and the Center for Victims of Torture.

2021, in light of the growing humanitarian needs, the 
Humanitarian Country Team commissioned an inter-
agencyi rapid gender analysis (IARGA) to identify the 
drivers of gender inequality that impacting access to 
humanitarian services in the three Northern Ethiopia 
regions affected by conflict (Tigray, Amhara and 
Afar, plus Oromia region of Southern Ethiopia), and 
to propose practical actions across the different 
cluster responses. The IARGA findings, which can 
be used to inform the 2022 Humanitarian Needs 
Overview and Results Plan, are collated through are 
view of secondary data, and a primary data collection 
conducted with 95 key informants in the Tigray region 
from November to December 2021.

Recommendation Highlights 

1. Address food insecurity and nutrition needs urgently and ensure food and non-food items (NFIs) 
distribution are sensitive to age, gender and ability and that vulnerable groups are prioritized.

2. Invest in rebuilding health care services, including urgently increasing funding for sexual and 
reproductive health and rights and mental health services, and reduce barriers for marginalized 
groups including IDPs to access these services. 

3. Increase safety and security of all vulnerable groups through protection mechanisms, prioritise GBV 
prevention, mitigation and response measures, and address root causes of gender inequalities.

4. Involve all population groups in the response, including through stronger collection and use of 
sex, age, and disability disaggregated data: consult inclusively with vulnerable groups and offer 
accessible, inclusive feedback mechanisms.

Executive summary

Context and Rationale
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Background Facts

Tigray

 ● 5.2 million (91% of total population in Tigray) 
need urgent food assistance (50% boys and 
girls, 28% women, 22% men, including 18% with 
disabilities).ii

 ● 2.1 million IDPs, and over 63,000 have fled to 
seek asylum in neighbouring Sudan.iii

 ● 83% of health facilities do not provide maternal 
services including prenatal care and deliveries.

 ● 50.3% of pregnant and lactating women and 
22.7% children are suffering from global acute 
malnutrition.

 ● 80% of malnutrition cases in Northern Shewa and 
Southern Tigray are in female-headed households. 
Young children say they are often excluded for 
foodiv and adolescent girls often miss out.v

 ● 30.5% of women in Amhara region were able to 
decide on their own reproductive health care.

ii  Revised Northern Ethiopia Response Plan (May to Dec) 2021. https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/
files/documents/files/revision_of_the_northern_ethiopia_response_plan_octo

iii  Ibid.

iv  Plan International Tigray Rapid Gender Analysis June 2021.

v  CARE International Tigray Rapid Gender Analysis April 2021.

vi  Tigray Region Humanitarian Update: Situation Report (5-11 October 2021).

vii  Georgetown Institute for Women, Peace & Security https://giwps.georgetown.edu/wp-content/uploads/2021/11/WPS-Index-2021.pdf

Nationally

 ● 412 maternal deaths per 100,000 live births 
nationally.vi

 ● According to the Georgetown Institute of 
Women, Peace and Security (2021), the following 
disparities are found nationally:vii

 ● 42% women literate (compared to 69% men);

 ● 2.6 million children (57% girls) out of school;

 ● 54% rural females do not have access to 
education (compared to 14% urban males, 
24% urban females, 39% rural males);

 ● Households headed by single refugee women 
vs headed by refugee men are 3 times more 
likely to be in poverty (58:19).

 ● 7 percent displaced women employed versus 
24 percent host community men.

https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/revision_of_the_northern_ethiopia_response_plan_octo
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/revision_of_the_northern_ethiopia_response_plan_octo
https://giwps.georgetown.edu/wp-content/uploads/2021/11/WPS-Index-2021.pdf
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Different gender analysis frameworks exist, but the 
Interagency Rapid Gender Analysis (IRGA) team 
chose to adapt some of CARE’s Rapid Gender 
Analysis tools to the Ethiopia context. A thorough 
review of secondary source material related to 
gender inequality amid the crisis in Tigray, Amhara, 
Afar and Oromia was conducted. This was followed 
by primary data collection, which was facilitated 
in Tigray, to supplement the secondary data. The 
primary data collection was envisioned for the four 
regions but because of the security situation at the 
time of the survey, a decision was made to postpone 
it in the other three regions.

Background and Constitution 
of the IRGA Community of 
Practice Team
The need to conduct an interagency/multi-cluster 
rapid gender analysis (IRGA) came into being in 
September 2021 when the Tigray Area Humanitarian 
Country Team (AHCT) decided to update the Northern 
Ethiopia 2021 Response Plan. The gender sensitivity 
of the response for Northern Ethiopia was assessed. 
A serious lack of gender integration into the response 
plan was identified. Since the timeframe for updating 
the response plan was limited to two weeks, it was 
difficult to conduct a gender analysis to inform/update 
the 2021response plan, especially given the limited 
resources in Tigray.  Instead, we developed a one-page 
on gender for the updated 2021 Tigray response plan 
as a guide for clusters. In consultation with the deputy 
humanitarian coordinator (DHC) based in Tigray, the 
decision was made, however, to conduct a gender 
analysis in Tigray to inform the 2022 Northern Ethiopia 
Response plan. The GenCap advisor mobilized cluster 

gender focal points in Tigray, and it was agreed that 
an interagency/inter-cluster gender analysis would be 
conducted. The first step was to train cluster gender 
focal points on gender analysis with support from 
the Inter-Agency Standing Committee (IASC) GenCap 
project. The training was meant to involve learning 
and action, in which trained cluster focal points would 
immediately engage in collection and analysis of 
gender-related data.

The humanitarian country team (HCT) decided in late 
September 2021 not to have a separate humanitarian 
response plan for Northern Ethiopia, but rather a 
humanitarian needs overview (HNO) and humanitarian 
response plan (HRP) for all of Ethiopia. Based on this, 
the team proposed shifting and expanding the gender 
analysis to areas in the Amhara and Afar regions 
that are affected by the Tigray conflict. The Oromia 
region was also considered later on. In early October, 
the conflict-affected region took a turn for the worse.  
While in Addis, the GenCap advisor consulted with 
both national and international gender specialists/
focal points from the UN Children’s Fund (UNICEF) 
and the World Food Programme (WFP) on the idea of 
conducting an interagency/multi-cluster rapid gender 
analysis. Both organizations were very engaging and 
supportive. The idea was then expanded to the UN 
Office for the Coordination of Humanitarian Affairs 
(OCHA), the World Health Organization (WHO), the 
UN Population Fund (UNFPA), UNWOMEN, CARE, 
CONCERN, FHI 360, Goal and Plan International. 
Members from these agencies formed the national 
interagency/multi-cluster rapid gender analysis (IRGA) 
community of practice team and reviewed secondary 
data. Later on, agencies including Oxfam, DOT Ethiopia 
and the Center for Victims of Torture, among others, 
joined the group. 

Methodology
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IRGA’s goal/objective 

IRGA’s goal is to identify the drivers of gender 
inequalities that impact access to humanitarian 
services in the four regions affected by the conflict, 
Tigray, Amhara, Afar and Oromia, and propose 
activities identified by diverse gender and, age groups 
across the different clusters’ responses. 

The specific objectives of the RGA in the four 
regions are: 

 ● To identify the distinct needs, priorities and 
capacities of women, girls, men and boys 
affected by the conflict, including gender-based 
violence (GBV), in the Tigray, Amhara, Afar and 
Oromia regions.

 ● To identify coping strategies of the different 
gender and age populations.

 ● To identify gaps in services, barriers to accessing 
them, and gender inequalities that impact different 
gender, age, and other groups.

Purpose 

The IRGA report informed the 2022 Global 
Humanitarian Overview (GHO) and the Ethiopia 
2022 Humanitarian Needs Overview (HNO). It made 
practical recommendations to inform the Ethiopia 
2022 Humanitarian Planning and Response and 
the ongoing humanitarian programming in Tigray, 
Amhara, Afar and Oromia.  

Process

1. Collecting and reviewing gender information 
from secondary sources relevant to the objectives 
of the IRGA in the four regions.i

As a first step, IRGA’s community of practice team 
members working at a national level, reviewed 
a total of 119 gender-related data sources that 
are relevant to IRGA’s objective. The secondary 
data was then summarized, and critical gender 
information gaps were identified.

2. Gender analysis training for the IRGA team at 
the national and regional levels.
Originally, a face-to-face, two-day gender analysis 
training followed by a day of data collection planning 

i  Please note that for the purpose of the interagency RGA, we only focus on target populations affected by the conflict.

was to take place from 8 November to 10 November 
2021 in Addis Ababa, with financial support from 
the IASC GenCap Project.  National IRGA community 
of practice members were asked to nominate 
field-based staff, particularly from national and 
international NGOs from the four regions, to take part 
in the training and then collect primary data for the 
IRGA. Using special criteria, several focal points from 
both national NGOs (NNGOs) and UN agencies and 
international NGOs (INGOs) in the four regions were 
nominated for the training in order to select a total of 
four focal points per region. 

On 2 November, a state of emergency was declared 
in Ethiopia. As a result, the face-to-face training 
was cancelled. Instead, a four-day online training on 
gender analysis was organized in which all nominated 
participants in the four regions participated. This 
amounted to a total of 45 participants from the 
national and sub-national levels. The first two days of 
training, of three hours per day, were devoted to the 
in-depth discussion of key concepts and issues of 
gender analysis, including roles and responsibilities, 
access and control, participation and decision-making, 
gender power relations and dynamics, protection, 
leadership and empowerment, intersectionality and 
intersectoral analysis of needs. Considerable time 
was given to bringing concepts to life and providing 
practical examples of what those concepts mean in 
different contexts. Participants shared their ideas and 
experiences related to these concepts.

The session also covered the different steps involved 
in conducting an RGA as per CARE’s RGA framework. 
The third day’s session (three hours) was devoted to 
discussing ethical considerations, data transfer and 
data management, while the fourth and last day’s 
session was dedicated to data collection planning 

Apart from conducting the IRGA, this process 
will promote the inter-agency response, 
including intersectoral collaboration on 
gender. It will also strengthen staff and 
organizational capacity (technical know-
how) for humanitarian gender equality 
field assessments and gender equality 
programming. This is in line with the Joint 
Interagency Assessment intersectoral 
approach for the HNO process.
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and team building. Thanks goes to OCHA’s regional 
offices, particularly the Tigray offices (both Mekelle 
and Shire). OCHA’s regional offices supported team 
members, especially from NGOs, in accessing the 
internet during the training period.

3. Developing the data collection tool.
IRGA team members were invited to review and 
contextualize CARE’s Key Informant and focus group 
discussion (FGD) data collection tools. After many 
rounds of revisions, the tools were contextualized 
and agreed upon. Because of the highly sensitive 
political environment and the ethnic nature of the 
conflict in Ethiopia, the IRGA team decided to ensure 
its approach was conflict-sensitive and would not 
exacerbate existing ethnic tensions. It also decided 
to rely mostly on key informant interviews for both 
community leaders and service providers and 
assure that key informants represented different 
intersectional backgrounds, different genders and 
age groups, people with disabilities, and internally 
displaced people (IDP) and host community groups. 
It was also decided that, in Tigray, community 
members would also be interviewed. The location 
and population groups selected for the interviews 
aligned with the Joint Intersectoral Analysis 
Framework team in Ethiopia (critical woredas and 
critical population groups).

4. Developing data collection plans for each 
region and mobilizing resources to collect it.ii

Data collection plans for the four regions were 
developed. IRGA community of practice teams were 
built for each region, including a leader and co-leader 
for each regional group, and local resources were 
mobilized, with an immediate starting date. Based on 
the data collection plan, OCHA was asked for security 
clearance to conduct data collection. OCHA advised 
the IRGA community of practice teams to pause 

ii  A list of critical woredas per region (as per the 2022 Ethiopia JIAF) was circulated for IRGA regional teams to select from.

iii  When the security situation allows, the IRGA community of practice teams in these regions will be able to conduct their data collection and use 
it to both inform ongoing programming and update the HRP mid-2022.

data collection in Amhara, Afar and Oromia until the 
situation allowed, but to proceed with it in Tigray.iii

Two teams were set up in Tigray. The Mekelle 
IRGA community of practice team led by WFP 
(food cluster gender focal point) and DOT Ethiopia 
(regional team leader). The Shire team was led by 
WHO (health cluster coordinator) and the Center for 
Victims of Torture (counselor).  The OCHA Tigray 
office generously supported both teams (Mekelle 
and Shire) in getting security clearance, informing 
the government and mobilizing more logistical 
support. WFP provided two cars and drivers for the 
Mekelle team. WHO provided all logistical support 
for the Shire team, including cars and drivers. We 
reached out to all the organizations (UN, INGOs, 
and NGOs) of the IRGA community of practice 
team members who engaged in data collection in 
Tigray, ensuring they would cover the practice team 
members’ daily subsistence allowances (DSA) 
during the data collection period. This period lasted 
three to five days each.

5. Two GenCap advisors analysed the data and 
drafted the IRGA draft report. 
The GenCap advisor to the Humanitarian Country 
Team (HCT) Ethiopia and the Global Gender HPC, 
GenCap advisor to OCHA’s Assessment Planning and 
Monitoring Branch (APMB) analysed the data and 
wrote the IRGA report, while a third GenCap advisor 
summarized the secondary data reviewed by the IRGA 
community of practice members at the national level.

6. Validation of the report
The IRGA community of practice with support 
from GenCap plans to conduct a session with 
women’s rights, women-led, and gender progressive 
organizations to present and validate the report.
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Inter-Agency Rapid 
Gender Analysis of 
the Tigray Region, 
December 2021
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Methodology

Purposive sampling was used for the IRGA in Tigray 
to select the most productive sample for answering 
the research questions, ensuring representation 
of the intersectional issues prioritized in our rapid 
gender analysis (gender, age, disability, HIV+, IDPs 
and host communities). Data was collected from 
the woredas that were visited in both the Mekelle 
and Shire areas of Tigray and that are listed in the 
annex. Ninety-five interviews were conducted. These 
comprised 27 community members, 35 community 
leaders and 33 service providers.

Different gender analysis frameworks exist. The 
IRGA team, however, adapted CARE’s Rapid Gender 
Analysis data collection tools to the Ethiopia context. 
The detailed steps followed are included in the 
section on process.

 
 
 
 
 

Sex and age category of community 
members and community leaders (62)

Age category M F Total

Youth 18-35 8 16 24

Middle age 36-55 17 11 28

Elders 56+ 7 3 10

Total 62

Disability representation M F Total

People with disabilities 2 2 4

Breakdown of key informant (KI) 
service providers by sector/cluster 
(33 KIs)

Cluster Number of KIs

Health (including MHPS) 8

WASH 5

Livelihood 3

Protection 4

Food and Nutrition 8

Shelter 1

Education 4

Total 33
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Findings and Analysis

1. Gender Roles, 
Responsibilities & Relations
Community members in Tigray were asked if there 
was any change in men and women’s roles and 
responsibilities, both paid and unpaid, since the start 
of the conflict. Twenty-seven community members 
were interviewed, of whom 14 were males and 13 
females. These were from host and IDP communities 
and included men, women, boys, girls, elderly and 
people with disabilities. 

Every community member said life had changed 
completely, not just in terms of work,  but in each 
of life’s dimensions. Before the war began, almost 
all community members had jobs. Children went to 
school and had time to play. Youth supported their 
families. Men engaged in agricultural and trading 
activities. Women worked in agriculture and trade, 
and as teachers, while also taking care of their 
families. The conflict has had a negative impact 
on the communities’ socioeconomic conditions. 
Life now is all about obtaining food for one’s family 
and surviving, with elders, children and people with 
disabilities affected the most. 

“I worked in a non-governmental 
organization. Now as a result of the conflict 
I am unemployed,” a male member of one 
community said. “Since the conflict’s onset 
we are struggling and it’s difficult to raise 
our children. We are trying to start a small 
business within the IDP camp, but nobody 
can buy things because of the lack of 
money and the unavailability of banking 
services. Many people who had hundreds 
of thousands of birrs (thousands of dollars) 
deposited in the bank prior to the crisis are 
jobless and starving.” (ibid).

Community members with disabilities reported that 
they have become not just economically dependent 

but psychologically and socially. Also, as a result of 
the conflict. Youth face a particular difficult situation.

“The majority of youth have said they 
felt compelled to join the armed struggle 
because they don’t have another choice,” 
said one community member. 

A male participant observed that “...there has been a 
change. People are now working without classifying 
their work based on gender. Men have started doing 
jobs which were thought to be women’s and women 
have started to do jobs thought to be men’s.” This, 
he said, had a positive impact on family members. 
Given the disappearance of their previous income, it 
made life easier. 

All the women interviewed from host and IDP 
communities had access to work prior to the conflict, 
and all reported having had a steady income as a 
government employee, the owner of a  small business, 
a petty trader, a teacher or an agricultural worker. They 
now reported an inability to start a business in their 
current location because of a lack of access to money. 
They also said that they had to spend more time doing 
certain jobs. Women, for example, now have to travel 
long distances for firewood, an activity in which they 
are also exposed to GBV.  Household work is still 
mostly done by women.

A female member of the community said: 
“Life has changed completely because of 
the war.  Before the war, I was working as a 
teacher in Dansha and got 11000 ETB ($210) 
per month, but now I have nothing to do. In 
my community, children are begging. Men 
and women are looking for support and 
collecting wood. Before the war children 
went to school, and men and women worked 
in agriculture or trade. Now everything is 
blocked. Our money is in the bank, but we 
can’t access it.” 
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Community Leaders

Thirty-five community leaders were also interviewed, 
65 per cent of them females and 35 per cent males, 
from host communities and those of IDPs. They 
had different roles in their communities, including 
managing social affairs, as a chairperson for people 
with disabilities, as a community youth leader, a 
community administrator, the chairperson of a 
community development group and the chairperson of 
a women’s development group.

Women said prior to the conflict they were not just 
trying to survive but moving towards more long-
term development activities. Every member of the 
communities, however, is now dependent on the 
host community and humanitarian actors. The 
impact of the conflict is extreme, economically, 
physically, socially, culturally and psychologically. 
Almost all members of the communities have 
started to show symptoms of starvation as well as 
psychological problems. 

Men and women have equal, unpaid work in the sites for 
IDPs. Since both sexes participate in this unpaid work, 
they do not have the means to support their children, 
generating a negative impact on their daily lives.

Since the conflict started there has been extensive 
damage to industry, agriculture and human life 
generally. Many government entities that once 
employed large amounts of people are unable to make 
payments and have either let their employees go or 
allowed them to continue working without salaries.  

Financial institutions, lacking money, have also closed. 
As a result, there is high employment and poverty in 
the area, according to one interviewee.

The elderly and people with disabilities used to spend 
their time in religious places, praying and thanking 
God. Some were economically dependent on their 
immediate family or relatives and others had their own 
income from businesses or pensions. Now they spend 
their time either begging for food on the streets or 
desperately waiting for aid. Their immediate families 
and relatives are jobless, and those dependent on 
pensions cannot access banking services, as banks 
have not been operating for more than a year.

The conflict has affected roles, responsibilities 
and family relations in many ways. No tasks are 
now forbidden to women, community leaders said. 
“There are some local customs that have been 
relaxed during the conflict,” said one female leader.  
“In some areas, women have begun to take on heavy 
labour because of the absence of men, and men 
are taking care of infants whose mothers died in 
delivery as they fled the attacks.”

Displacement, the damage to property, the looting 
of resources by armed men, and the loss of 
livelihoods have turned thriving communities into 
dependent ones. The only available opportunities 
are in sanitation, in work as a community mobilizer 
or social worker, and in facilitating and participating 
in the distribution of humanitarian services and 
providing short- term training.

More than 75% of households are headed 
by women. Men are joining the military, and 
women and children are in the home, where 
they undertake domestic chores. 

Almost all age and sex groups are affected 
by the conflict. Children, teenage girls, 
pregnant women, the elderly and people with 
disabilities, are the most affected, and there 
have been a large number of suicide attempts 
by both adolescent boys and girls.

Family structures are broken. Girls, boys, 
women and men have joined the military. 
Some women and younger children who 
have stayed behind have been separated 
from their families and run the risk of being 
exposed to violence. Many people living in the 
IDP sites do not have any information on the 
whereabouts of their family members. It is 
often these people who have been separated 
from their families who now live with others 
as an extended family.
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2. Control Over Resources 

The most common response to control over resources 
was: What resources do we have now to control? 
Members of the host community reported resources 
being taken and burned by armed actors. Male and 
female IDPs said that people were dying because of 
starvation, with children begging the host community 
for food. Before the war began, family assets were 
controlled by family members, normally by the 
husband and wife together, and in households with 
older children, by them as well.  Families have been 
separated because of the conflict, however, and many 
households are now headed by women.  “Since the 
conflict began, we don’t think about the resources we 
have, as most of them have been burned by soldiers. 
It’s all about survival,” said a community leader.  

A male member of host community said: “Control is 
based on discussions and agreement between my 
wife and me. Nothing has changed in the control 
of our resources.” This was echoed by a male IDP 
who also said that issues around control had not 
changed. Men had control over them before the 
conflict, he said, and still have control over whatever 
little is available. 

Women reported joint decision-making over 
household resources, but said that financial issues 
were still handled by men. Most of them said  male 
dominance was traditional. Men traditionally made 
financial and livelihood decisions, but decisions 
about household resources like food and water were 
typically made by women.

 ● There have been significant changes since 
the conflict started, especially in relation to 
men and women’s work, as both genders 
have gone from working to being jobless 
dependents. Children are out of school, and 
some have resorted to begging.

 ● Before the conflict, men were actively 
engaged in agricultural activities, 
especially in the summer. They mined for 
gold in the winter. 

 ● Women were engaged in running their own 
businesses, like restaurants and cafeterias, or 
had regular jobs. Now they have nothing

 ● Young people were generally supporting their 
parents and busy learning 

 ● IDPs, whether women or men, young people 
or old, lack any source of income and are 
dependent on the host community and 
humanitarian actors.   

 ● Life has changed for the host community too.  
They have lost jobs and have limited or no 
access to banks. Businesses have also shut 
down because of the blockades, and because 
no one has any money to purchase goods. 

 ● Men and women do whatever work is 
available, eliminating the gendered division 
previously existent in paid work. The majority 
of household tasks, however, are still being 
done by women.  

 ● Both men and women engage in unpaid 
labour at sites for IDPs. 

 ● Men and youth are joining the army.

 ● The elderly and people with disabilities are the 
most affected. Some have resorted to begging. 

 ● Customs and rules are more relaxed as a 
result of the crisis. There are now no rules 
that forbid women or men from taking up 
roles that were previously gender specific. 

 ● Families have separated, often resulting 
in separated women living alone with their 
children or separated family members living 
in extended families.
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3. Access to Basic Services

The questions were around access to services and 
resources in the community for all people, including the 
elderly, youth and people with special needs/disabilities.

People commonly said that there were no adequate 
services available after the conflict. With more 
probing, both male and female community members 
said health services were available, including non-
food items (NFIs), like soap; water, sanitation and 
hygiene (WASH) services; and shelter. These things 
are available to both men and women. Access to 
medicines was limited, however, and the quality of 
water provided was poor, with access to it increasingly 
scarce. Some service providers like ICRC provided 
satellite phones to enable communication with family 
members in different locations. 

Latrines need frequent cleaning or emptying because 
they are becoming a source of disease, reported a 
female community leader, mostly affecting access of 
women, children and people with disabilities across 
different gender and age group. The availability of 
dignity kits, containing feminine hygiene pads and other 
items for women are a major problem, and women said 
that specific health services for them were unavailable.

Community members also said hygiene is an issue, 
especially for children who are highly vulnerable 
to disease, and members of the community with 
disabilities who have problems with access. There are 
also no special services to ensure fair and safe access 
of elderly men, who are identified as vulnerable. 

The issue of access to services is not 
limited to security concerns, but more of 
the ease of access, their access to resources 
blocked, according to members of the host 
and IDP communities.

Safety Issues Related to Access

Health, education and banking services have been 
destroyed or affected by the conflict. All community 
members have been affected, although women have 
more problems with access than men, according to 
both male and female community members. 

Women have had problems accessing latrines, which are 
not separated by gender and create issues of privacy.

Services cannot be accessed safely, and women 
have been raped, although, out of shame, they do not 
report the violence. They fear that they will be isolated 
from the community. Overall, there is less interaction 

between women and girls on the one hand and the rest 
of the community on the other. As a result, women and 
girls are often left out by service providers. 

Community members were asked to further identify 
the specific issues related to access to services and 
describe who was most affected.

 □ Priority is given to men

 □ No female staff providing services 

 □ Lack of sufficient medicines at health facilities 
(1    affecting all)

 □ Girls/women not permitted by their families to access services 

 □ Not safe for girls/women to travel to service sites 
(4    affecting women and girls)

 □ The location of services is not convenient for girls/women  
(2    affecting women, girls, elderly and people with disabilities)

 □ The government/authorities have put in place quarantine and 
social isolation measures 

 □ Loss (or fear of loss) of confidentiality when accessing services 
(e.g. as a result of increasing restrictions on movement)

 □ Hours are not convenient for girls/women 
(3    affecting most families) 

 □ Other:

All community members said the lack of medication 
was the top problem, followed by the inconvenient 
locations for accessing services. Other problems they 
identified were:

 ● The blockade of services in Tigray, affecting most 
service provision, except for water and some 
mental health and psychosocial support (MPHSS) 
services at the centre for IDPs 

 ● Service providers cannot access the region

 ● Closure of banking services/people cannot access 
their own money

 ● Targeting of professionals who provide services, 
and destruction of facilities

 ● Removal of some humanitarian actors by the 
federal government

 ● Lack of electric power service, and, in some cases, 
inclusive education services 

 ● IDP representatives’ bias regarding some services

 ● Rape and torture of women
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Access Issues Identified by Community Leaders

Male and female community leaders were also asked 
about problems associated with registration/ID cards. 
The general feedback was that this was not a problem, 

as any member lacking an ID card could bring along 
a community member who knew them and could 
identify them.

Before the crisis, did 
you have safe access 
to? (yes/no)

Has it changed (yes/no) 
(specific protection issue 
related to access) How has access changed? 

Who has been most affected? 
Specify which sex, age and 
other groups are affected

Food was never an 
issue. We grew our own 
food. 

Access to food was 
identified as a severe crisis 
by community leaders. 
Some food is distributed by 
humanitarian organizations.

Blockades, burning and looting of agricultural crops 
and grains. Because of the shutdown of agencies, 
volunteers are unable to provide food. Before the 
conflict started these affected peoples were capable 
of producing their own food. But since the beginning 
of the conflict, they have become dependent on 
humanitarian assistance and volunteers.

Children, single women and people 
with disabilities are most affected.

Earned income Prior to the conflict, women 
and men were all engaged in 
income generating activities. 

Displacement has resulted in the complete loss of 
jobs and there is no money to start new businesses.  

Everyone has become a jobless 
dependent. 

Markets Closure of markets. High 
costs of goods. The price of 
materials has increased 200%. 
No banking services.

Lack of transportation has limited access to goods 
and services in the region. There is also  no fuel 
to transport goods and services. As a result of 
unemployment from the  closure of industries 
and destruction by armed actors, as well as the 
inaccessibility of banking services, buying power 
has been affected.

All community members are 
affected. The most affected are 
the elderly, people with disabilities, 
children and single women. 
Women who have faced violence 
are also not able to  access 
markets out of shame.

Information (about the 
crisis, news, services 
available,) Who provides 
information? Do all 
community members 
have access to 
information?

Before the conflict started, we 
had full access. But since, all 
means of communications 
have been blocked. Before the 
conflict, we had full access to 
information from the media, 
community representatives, 
churches and governmental 
actors. Information has been 
badly affected since June 
2021, however.

It has been a struggle getting news, including 
about the crisis, since the shutdowns of mobile 
connections, internet access and media. There has 
been destruction of media facilities, jamming and 
withdrawal of radio channels or satellite TV stations, 
and cut offs of the internet and telecom services. 
There is no electricity, and one cannot access 
news, radio or TV. Destruction and looting of media 
facilities. Electricity is cut off.

All families, as most families 
have members living in a different 
location, or in the army.

Water & Sanitation. 
Are there latrines for 
people with disabilities, 
the elderly, and small 
children?

Access to water has changed 
entirely. Latrines are not 
segregated, making them very 
unsafe for women and girls.

Water utility lines are not accessible. Water trucks from 
humanitarian organizations do not provide water to all 
of the communities because there is no fuel in the area. 
There are no latrines for people with disabilities or for 
children. These groups face severe access issues.

The whole community, especially 
children, pregnant and lactating 
women, people with special needs, 
people with chronic diseases, and 
the elderly.

Health services, 
including reproductive 
health

All the health centres were 
destroyed by troops, and there 
are no medicines, as they 
have been blocked. Before the 
conflict started there was full 
access to reproductive health 
services.

No more health services because of siege or blockage. 
There are no health services in the IDP sites because 
the transportation blockage means there are no 
medicines. There are also no vaccines, and there is a 
lack of health professionals and ambulances. Since 
the beginning of the conflict, there has been very 
limited access to these health reproductive services.

Children, pregnant and lactating 
women, people with chronic 
diseases. All community members 
that need reproductive health 
services.

Mental Health & 
Psychosocial support

The health centres are military 
sites.

People need mental health and psychosocial support. Most people are affected. They are 
all traumatised and need mental 
health services.

(WOMEN ONLY) 
Menstruation supplies

Before the conflict, hygiene 
kits were available in the 
market at a fair price. Since 
the start of the conflict, 
access has become difficult 
and prices have increased. 

Lack of sanitation pads. Sanitation materials are 
expensive when they are available (their prices are 
three to five times higher than before the onset of the 
conflict).

Women and girls.

Education Education facilities have 
suffered large scale destruction. 
IDPs are  housed in schools.  
Some schools have been turned 
into sites for the military.

Learning materials and schools have been destroyed. 
Many teachers have joined the conflict. There is no 
scholastic material in the market and there is a lack 
of infrastructure to run the schools. Students are not 
functioning well mentally, with fears of air/drone strikes 
in the schools. Some people have started schools in 
their homes, with students bringing their own chairs.

All children are affected.
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Impact on Stress, Anxiety and the 
Availability of Psychosocial Services

Community members of different sex and age groups, 
and from both IDP and host families, have been 
severely affected by stress, anxiety and a feeling of 
hopelessness. This has affected children, women, 
people with disabilities and elders the most.

Children’s behaviour has changed, especially in their 
interaction with others. They have gone into their 
shells and are communicating less. There is a also a 
lack of protective and social structures for them. 

The increased risk of sexual abuse and exploitation; 
the loss of loved ones and property; family separation 
and a poor economic situation has affected every 
community member. The effects differ from person 
to person, but among adults in Tigray the common 
effects are hopelessness, a sense of moral injury, a 
questioning of humanity and trauma.

“Levels of stress are high. I‘ve started to forget 
things I used to know before the conflict. I left 
two sisters in Dansha, Western Tigray, and I 
don’t know whether they are alive or not. The 
place is under the control of enemies, and news 
from the place is scary. My wife is so stressed 
that her appetite has suffered a lot, and she 
loses focus when she is talking to people.”

Stress has increased disagreements between 
family members, resulting in unhealthy people and 
unhealthy family lives. Survivors of GBV are most 
affected, but there is a lot of depression among 
women and girls generally.

Children are traumatized as they have seen their relatives 
killed and seen many dead bodies upon their arrival in Shire. 

The communities are afraid that people will suffer from 
psychological problems even after the conflict ends and 
perhaps into the next generation. This is especially true 
for people who have witnessed killings and seen dead 
bodies eaten by dogs and other animals. 

Prior to the war, hospitals had psychiatric nurses and 
the necessary psychiatric medicines. That is no longer 
the case. The communities have started receiving 
psychosocial services provided by the Center for 
Victims of Torture (CVT), International Medical Corps 
(IMC) and other humanitarian aid organizations. These 
organizations face immense problems but have engaged 
in home tracing and home visits in IDP communities. The 
counsellors go from home to home to identify the severity 
of the problem and advocate for ways to address IDPs’ 
basic survival needs in the host communities. There are 
no such psychological services for the host community.

4. Decision-making and 
Leadership

Household-level decisions are usually in the hands 
of caregivers, like parents, or if there is an extended 
family, elders. With families disbursed, decisions are 
often taken by any older member of the family. 

Boys and men make their own decisions about joining 
the military without consulting with their parents or 
their wives. As a result, women are often unaware of 
the whereabouts of their children or husband.

Before the conflict, family members could access 
services directly.   This has changed during the crisis 
because services have been destroyed and the 
community has been prevented from getting them. 
Everyone in the family and the community has a chance 
to be involved in decision making around services.

Women differed in their views on female leadership.

“There are women who are involved in 
leadership, but it is the voice of men that is 
most listened to and recognized,” said one 
female leader. 

Another said: “I got chosen by the 
community to work as a female 
development agent, secretary for legal 
affairs in my locality and member of the 
emergency task force. I take decisions and 
they are recognised.”

According to a community leader, 
psychosocial support from counsellors 
working for the CVT and other organisations 
are available. People, even if mostly stressed, 
are using positive coping skills to feel calmer. 

Before the conflict, there was little awareness 
in the community of mental health and 
psychosocial support services. People with 
mental illnesses prefered to go to religious 
places for holy water and traditional spiritual 
treatments. Now they are aware of NGOs that 
provide counselling, even though there is a 
shortage of anti-psychotic medication.
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Community structures are not practical any more as 
the conflict escalates, with every family affected. When 
resources are available, the humanitarian organizations 
support and provide services, like food, health etc., in 
coordination with governmental organisations.

Community members and leaders say that community 
structures will be rebuilt once the elected government 
from the region returns.

Barriers to Participation

The primary barriers to participation are opposing 
armed actors and the fear of encountering,  being 
identified and killed by troops. Hunger, depression, 
anxiety and illness were also identified as barriers 
to participation. Finally, young males and females 
may be prevented from expressing their opinions and 
beliefs on certain issues in community fora, leading to 
disagreements between them and community leaders.

“...The key barriers are less interest among 
community members because of stress, 
hunger, depression, anxiety, protection risks, 
fear of being identified and killed and fear of 
air/drone attacks,” a community leader said.

Engagement with Civil Society 
Organisations

Local civil society organizations work separately. There is 
very little coordination with humanitarian actors. Support at 
the local level was first provided by the local civil society to 
almost everyone in the IDP community. Local civil society 
organizations, however, can help humanitarian actors 
screen vulnerable groups in the community and help in the 
distribution of goods. Humanitarian organisations have 
recently engaged local organisations to a greater extent.  

“Humanitarian actors and local civil 
society organizations should improve their 
relationship to further support efforts. 
Humanitarian actors can provide financial and 
material support to civil society organizations, 
and the civil society organizations can 
mobilize volunteers or professionals from the 
community,” a community leader said.

Leadership

All leaders are chosen by the community through 
nomination and participation. Those who get the 
most votes in a show of hands are chosen. 

At the community level, community leaders 
make decisions. In the house hold, family 
members make them. 

Both female and male community leaders can 
make decisions in consultation and on behalf 
of the community.

Participation

Community members are actively engaged 
with their leaders and the humanitarian 
organisations providing services. The number of 
members participating, however, has declined.  

Some community members are also afraid of 
making decisions as they fear contradicting 
parties to the conflict. 

Female IDPs in the community feel unsafe 
participating in community decision-making. Issues and Decisions

The community identifies issues that 
are general to the needs of people with 
disabilities, children, women and the elderly.

Organisations make decisions around 
specific needs based on targeting criteria. 
These are identified through the participation 
of the affected community and their 
representative groups.

Issues may be brought by community leaders 
for discussion.

Issues that require decisions can also be 
raised by the community. The leaders then 
organize a community meeting to discuss and 
make the decision. 

Agendas can be set by government for the 
community. The kebele representatives will 
then organize a meeting, discuss the issue, 
and make a decision.
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5. Safety and Protection 
Concerns
All IDPs and hosts in Tigray have safety and security 
concerns. They have witnessed killings, rape, torture, 
and the kidnapping of family members and other 
people.  The fear of a resumption in airstrikes haunts 
them. Food and greater security are priority concerns 
for everyone, irrespective of gender and age. This is 
because of the absence of transportation and the 
blockades of essential services, including banks and 
cell phone services. 

During the day, there is less concern for safety and 
security. During the night, the lack of electricity creates 
fear among community members of being robbed of 
the little that they possess. 

There are some restrictions on movement for all 
genders in areas controlled by opposing forces. 
Women fear sexual violence, however, and girls have 
also been beaten and shot by armed actors.  

“A man I don’t know comes to my door at 
night and bangs on it repeatedly, shouting 
at me to open it, but I keep silent,” said 
one woman. “I think he realized that I’m 
living alone so he thought this was a good 
opportunity to harass me.”

People traditionally go to community or religious 
leaders with their safety concerns. With the conflict 
affecting everyone, however, there has been a change in 
the use of traditional means to address those concerns.

6. Coping Mechanisms

The most common coping mechanism is the selling of 
assets used to generate livelihoods, including livestock 
and household equipment. People also collect food 
from rural families or relocate to rural areas to fight 
hunger. Families, however, have reduced their meals to 
one or two times a day. 

People generally take whatever work is available. 
Women suffer as they have few available options but 
may generate income by cooking and making bead in 
the host communities. People also mobilize resources 
from wealthier members of the community and share 
them with other members of the community.  

Some people who once held well paid jobs, however, 
avoid engaging in community labour, stay hidden and 
wait to receive food from aid agencies. 

As for stress, some people go to church for relief.

7. Service Providers - 
Feedback on Services

Thirty-three service providers, including males and females, 
were interviewed,. They represented services in the areas 
of food, nutrition, livelihoods, health (including mental and 
reproductive health),  WASH, shelter and education. They 
worked both in camps for IDPs and host communities.

Food and Nutrition

Before the conflict began, there was easier and safer 
access to food from the communities and from the 
market, as well as from targeted supplementary 
feeding programmes (TSFP) for malnourished children 
and pregnant and lactating women. The number of 
malnourished people in those categories had been 
decreasing significantly before the war through 
behavioural changes and food diversification. Food 
stocks in the region were enough for a minimum,  six-
month supply in case of a disaster or an emergency. 
There were livestock products and different income 
generating activities, including petty trade, for both 
women and men. People categorized as the poorest of 
the poor, in both urban and rural areas and in female-
headed households, received special assistance from 
the regional government. This enabled them access to 
food through a safety net program.

Since the conflict began, however, the situation has 
changed. Food insecurity has increased. This is a result 

Since June, when the Tigray Defence Force 
took control of the region, there has been 
some change in safety and security. Before 
the conflict, safety concerns were in the 
control of community structures. Now the 
community seeks the support of the police, 
humanitarian actors and community elders. 
People can also get help from security 
committees at the IDP sites, and from 
committees of traditional elders which were 
established by IDPs and the security guards 
assigned by the Tigray Army.
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of a lack of agricultural inputs; insecure access to land; 
looted and damaged property, agricultural and animal 
production;  restrictions on movement; a decreased food 
supply in the market with significantly higher prices; and 
a lack of cash to buy what is available. The majority of 
rural women also have been displaced and so are unable 
to use their property to produce vegetables for family 
consumption, as they did before the war.

The safety net program was interrupted as a result of 
the conflict. This has made  people  highly dependent 
on humanitarian assistance. The limited access to 
humanitarian food distribution has affected the health 
of the entire population in Tigray. Particularly affected 
are pregnant and lactating women who increasingly 
measure below middle upper arm circumference (MUAC) 
indicators, the growing number of children under five who 
are suffering from moderate to acute malnutrition; and 
HIV+ people who are exposed to different opportunistic 
infections as a result of the lack of food and medication.

To cope with the difficult situation and cover food 
shortages in the household, families sell highly 
nutritious foods and replace them with cheaper and 
less nutritious food items. Women in rural kebeles 
(municipalities) prefer to sell nutritious products 
like honey, butter, eggs and milk in exchange for 
cheaper cereals and non-food items. Men generally 
receive food aid, except for those in woman-headed 
households. Both women and men decide on its use. 

Most men have joined the army, and 
more women are combining the roles of 
breadwinner and caregiver in their families.

Pregnant and lactating women, people with disabilities, 
and elderly people are unable to collect assistance at 
distribution sites. That is because of the overcrowding 
and the fact that those with physical strength are most 
likely to collect food first. Those in this category remain 
in need of special assistance for food delivery and 
should be prioritized in the distribution line.

There is no observed difference between infant girls 
and boys who are breastfeeding. Using MUAC to 
assess the level of nutritional status among children 
six to 59 months old there are no significant gender 
differences when it comes to malnutrition. Most 
children with disabilities, however, are malnourished.

Generally, children and the elderly usually eat first. 
However, in some kebeles, because of cultural beliefs,  
nutritious food is provided to the head of the household, 
who is usually male. The children and women then eat 
what is leftover. Food prepared especially for men and 
children is different. In those cases, young men take bigger 
portions than diabetic family members and women.

Food sharing among relatives increased 
during the crisis because of limited food 
assistance. Food shortages have led families 
to at times share the supplementary food 
assistance. “Before the conflict,” explained 
one respondent, “Almost all of us ate three 
times per day, whatever the type of food. But 
now it is difficult to eat once a day.”

Food assistance is sometimes misused. 
When the head of the household is a woman, 
however, assistance has reportedly been 
used properly.   

Limited humanitarian food assistance adds 
stress especially for women, rendering them 
unable to attend to their families’ food needs 
and the diversification of their diets. This, in 
turn, causes them more stress.

Single women and/or women who head 
households may delegate male relatives to 
bring food for them. In some cases, however, 
they may not receive this assistance.  

Community elected leaders identify woman-
headed or child-headed families as the people 
most affected by the conflict. They put these 
families in the category of severe need and 
severely food insecure.

Cases of sexual gender-based violence 
continue, especially among young women 
and girls between 15 and 30 years of age, as 
well as among boys. Related risks include 
locations for food distribution that are 
inappropriate for these groups.

Infants have not received adequate 
breastfeeding because their mothers feed 
them while performing many activities. 
Because of their heavy workload, mothers are 
also unable to properly clean their breasts 
before feeding.

Pregnant and lactating females are at risk 
of malnutrition because they prioritize their 
children in the allocation of food for the 
family. Almost 50 per cent of pregnant and 
lactating women are malnourished.
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Eating habits differ by gender and age. Infants and 
children prefer wheat and pulses (for bread), and 
adults and the elderly mostly prefer teff/sorghum/
maize for the fermented flatbread known as Injera.

There are some foods commonly known in the region 
that are not recommended for children under five or 
for pregnant and breastfeeding women. Also, in some 
kebeles, there is a cultural prohibition on high protein 
food items for unmarried reproductive women. Protein 
is prohibited during religious fasting, and that can 
affect the nutritional status of the whole population.

Livelihoods/Earned Income 

Before the conflict began, small shops, cafés, animal 
fattening/livestock production, and farming were 
communities’ main source of income. People in the 
communities had basic livelihood assets through 
inheritance, government provisions and purchases.  

Men are the principle owners of assets, especially 
land and other large assets. Women have equal 
rights by law to these assets, but social norms mean 
that is not the case in practice. Before the conflict, 
the government initiated a land certification and 
registration system to give women and girls an equal 
chance of owning livelihood assets.

Women are oriented to soft and household skills, while 
men engage in tasks requiring hard and physical skills. 

Men have primarily engaged in economic activities like 
masonry, carpentry, the making of handicrafts (chairs, 
tables and beds), and metal working. Women have 
engaged in service-provision and business activities, 
such as preparing local drinks, textiles, handicrafts, 
and hair salon services.

The conflict has greatly disrupted livelihood activities, 
such as the production of honey, cattle, vegetables and 
pulses. It has significantly reduced agricultural output, 
led to the closing of income-generating services (banks, 
public and private organizations), and limited access to 
bank financing and microfinancing. It has also caused 
civil servants’ salaries to go unpaid. The high level of 
insecurity and the restricted mobility from prohibitions 
on economic and other movements to and from Tigray 
also has disrupted economic activity for both women 
and men and left the community without sources 
of income. Women hired in the large industries and 
working in petty trade can no longer earn money. Public 
service providers, meanwhile, are not in a position to 
support livelihood activities. Tools have been looted or 
destroyed, and access to markets is restricted because 
of insecurity and the presence of land mines. People 
also fear airstrikes during market days.

The number of women engaged in income 
generating activities has decreased because of the 
fear of exposure to different forms of sexual and 
gender-based violence (SGBV), and also because of 
their growing family responsibilities, a consequence 
of the conflict.

Even though livelihood assets have been looted, 
destroyed, or damaged in the conflict, there have 
been some changes in social traditions and 
practices. Women, for example, leave their homes 
for work more than before, including to engage in 
farming and other labour-intensive activities.

The conflict has increased the vulnerability of 
woman-headed and child-headed households, 
particularly in rural areas where there is no 
economic activity. This situation has also 
challenged gender norms. 

Both men and women are negatively affected by the 
supply line blockade. This is a product of the complete 
isolation of the Tigray region and hurts production, 
especially affecting those whose suppliers are from 
Addis Ababa, among other areas.

Youth and women of productive age, those with 
mobility difficulties, and those older than 60, are 
among those most affected by these changes, since 
they are  left without jobs or a means of generating 
income through self-employment.

Before the conflict, ownership of production 
assets and decisions about their use was 
controlled by males. Now, however, they are 
equally controlled by women and men, and 
in some cases, controlled by women only. 
Some men have also started participating 
in household activities, including water and 
firewood collection, and cooking.

The conflict has forced girls and boys to 
spend more time together at home. This has 
led to a sharing of and exchanging of roles 
and responsibilities in the home. As one 
respondent explained: “Boys now understand 
how difficult women’s role in the household is 
and how big their contribution to family care 
is. The family, household, and community at 
large realize that women can do anything, and 
there is no reason why boys cannot engage in 
household activities.”
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Health Services, Including Reproductive Health

Before the war, all family planning choices were 
available. There were HIV and sexually transmitted 
infection (STI) test kits, more than 25 testing 
laboratories in the region, and health centres with a 98 
per cent functional capacity, staffed with proper health 
professionals. These health centres were located 
where they could easily be accessed by the public. 
They had separate rooms for different services and 
provided counselling as well as confidentiality.  

The mortality rate was low, with more than 90 per cent 
of pregnant mothers safely delivering their babies at the 
health centres. Pregnancy complications were effectively 
treated, women had more than five family planning 
choices, and there were enough medications to treat 
STIs. Health professionals spoke to their patients in the 
local language and health information was disseminated 
in print and audio media formats, ensuring it was 
accessible to all, regardless of education level.

Since the eruption of the war, all health services have 
been interrupted, negatively affecting access to them. 
For example, there are now no family planning choices 
and drugstores no longer have HIV medications or 
the medicines required for other serious  diseases 
and conditions, such as diabetes,  hypertension 
and STIs. Mortality rates for infants and mothers 
during deliveries have significantly increased. Deaths 
resulting from malnutrition and the absence/shortage 
of appropriate drugs have also increased. GBV cases 
have been referred to other cities, delaying treatment, 

while sexual and reproductive health services have 
halted. Because of transportation problems, pregnant 
women have begun delivering in their homes instead 
of in the safe environment of the health centres. The 
lack of ambulance services and transportation also 
have exposed pregnant mothers to unsafe conditions, 
prolonging labours, and, in some cases, causing 
death. Unwanted pregnancies and abortions have 
significantly increased.

Health facilities and infrastructure, including medical 
equipment, have been destroyed, looted or damaged. 
Pharmacies have run out of supplies, and health 
professionals have not been paid in months. As a 
result, people have turned to traditional and religious 
medicine and healing. There has also been, for 
example, a proliferation of unhealthy practices, such 
as male circumcision by traditional healers.

Health awareness-raising programs have been 
interrupted because of the scarcity of ways to 
disseminate information. Private health centres have 
also gone out of business because the public can no 
longer afford to use their services, and there has been 
a serious scarcity of health services for HIV/AIDS, 
tuberculosis (TB), and other infectious diseases. 

All population groups are affected by these 
interruptions in health services. Women, especially 
pregnant and lactating women, and girls of 
reproductive age; people with disabilities; those with 
injuries; and elderly people suffering from chronic 
illnesses are among the most affected. So are 
children, including those under 5. Disruptions to health 
services have also seriously affected SGBV victims 
and people with mental health problems. 

Most people are afraid that if they have a child now, 
they might not be able to take care of it, or that the 
child might die of hunger or from lack of medication. 
The unavailability of family planning services, however, 
has left them with few options.

Mental Health and Psychological Support

All population groups have been traumatized by the 
spread and use of weapons and by witnessing killings 
and sexual violence.

The spread of weapons has been 
particularly traumatizing for women, 
girls and boys who had no previous, direct 
experience with them. There are growing 
fears that when troops return, violence may 
become a normal part of daily life in which 
women, girls and boys are victimized.

The growing incidents of rape have led to 
more unwanted pregnancies. Since medical 
services are insufficient, these pregnancies 
endanger the lives of young girls and women. 
Maternal deaths from home deliveries have 
increased significantly. The mortality rate 
has also accelerated because of starvation 
and the absence of medicine. The damage to 
health services in rural areas is far worse than 
in urban areas.

Some of the harmful traditional practices, 
including underaged/forced marriages 
and genital mutilation/cutting (FGM) have 
increased since the conflict started. These 
harmful traditional practices not only prevent 
girls from attending school but compromise 
their bodily integrity and endanger their health.
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Water, Sanitation and Hygiene (WASH)

Before the war, more that 78 per cent of the population 
in some waredas had access to WASH and supplies 
for clean water and sanitization were available in 
the market. Water was available to both women and 
men, but women’s water use outweighed that of men 
because most of it  occurred in the household where 
women performed daily chores, including cooking. 
Men’s use of water was mostly for livestock and 
gardening activities. As a result,  males used about 
36 per cent of the water and females, 65 per cent, and 
women had more responsibility in the collection and 
management of water, something true to this day. 
Despite the fair coverage in WASH, however, “The public 
latrine and water points are not inclusive for people with 
disabilities…,” said a WASH service provider. 

The outbreak of war has greatly affected accessibility 
to WASH. The conflict has destroyed WASH 
infrastructure, halted government services and limited 
the services of NGOs. The construction of additional 
WASH facilities has been postponed. All of this has 
reduced accessibility by more than 42 per cent in some 
waredas. As a responded explained: “Before the conflict 
in Bora woreda, there was one motorized water supply 
system, four gender-segregated latrines with hand 
washing facilities, and one with ramps for people with 
disabilities. Now, 90 per cent (of this infrastructure) is 
out of operation.” Access to sanitization materials in the 
market, and specifically those needed by women during 
menstruation, has been especially affected. 

Because of the significant damage to water 
access points, people, and particularly 
women, must travel long distances to 
reach them. They have turned as a result to 
alternative sources, such as more closely 
located rivers, wells and springs. During 
their trips to collect water, women are often 
subjected to harassment and have reportedly 
been physically and sexually assaulted. Older 
people, pregnant women, and people with 
disabilities are unable to travel far for water. 

There is a dangerous lack of treated and potable 
water, and, as a result, people are exposed to water-
borne diseases. Because of the war, there is a scarcity 
of spare parts to repair or maintain the operation of 
water access points. Even when water purification 
materials are available in markets, the lack of cash 
makes them inaccessible to most people. 

Waste disposal is another concern. People are now 
discarding waste in public areas, exacerbating the 
deteriorating public health situation. 

Women and girls of reproductive age are the most 
affected sectors of the population when it comes to 
reduced access to WASH. People with disabilities 
and older people suffer greatly from the lack of 
water. Children, meanwhile, are the most susceptible 
group when it comes to water-borne diseases, water 
contamination and insufficient cleanliness generally.

Shelter

Before the crisis, people designed, built and 
maintained their houses by themselves or recruited 
builders. With the conflict and the resulting 
displacement of people, shelter agencies or NGOs 
are responsible for building and maintaining shelters 
according to their standards. They do not necessarily 
take into consideration the preferences and privacy 
needs of the affected population. 

Emergency shelters can easily be damaged by sharp 
materials, heavy rains and winds, generating a risk 
of looting and endangering the safety of women and 
girls who are alone, putting them at greater risk of 
sexual violence.

Before the conflict, most shelter materials were found 
locally and some of them came from across the 
region. Today, materials, such as fixings and industrial 
supplies, are either hard to find or too expensive in 
local markets. The responsibility for maintaining 
shelters lies with shelter agencies, but the blockade of 
humanitarian assistance makes it difficult for them to 
keep up with maintenance.  

The overcrowding of shelters is an additional 
problem, adding to the difficulties of privacy, 
particularly for women and girls. Older women, 
people with disabilities and unaccompanied 
minors need additional support to ensure they 
are well-sheltered and that their safety and 
privacy are considered in shelter design.

Education

The school system was already suffering before the 
war. Poverty prevented many girls and boys from 
attending school, because families could not afford 
to buy school stationary. Some schools also lacked 
appropriate water points and toilets, hindering the 
attendance of adolescent girls who needed such 
amenities, especially when menstruating. 

Some schools trained teachers to be able to deal with 
students with special needs and provided toilets that 
were accessible for people with disabilities. 
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The school system was interrupted a year before the 
conflict began because of the outbreak of Covid-19. 
The war, however, has affected the school system 
in many ways since. School buildings have been 
damaged and school materials looted, while the free 
movement of students has been hindered. Many 
registered girls and boys are also unable to attend 
school because of the lack of food, school materials, 
uniforms, and the fear of sudden attacks. Most 
schools lack materials because they were looted 
during the conflict. Stationary is either completely 
absent in markets or too expensive to purchase. 

Teachers have not received their salaries for months. 
Some male teachers have also deserted their posts 
and joined the conflict. 

Accessing education during the conflict 
exposes children to greater risk of being 
subjected to different forms of SGBV. This 
vulnerability affects access for both girls 
and boys.

Most children with disabilities are not in 
school but have been forced to spend their 
time searching for food or begging for 
money to buy food and other necessities.

Children between the ages of four and 13 are the most 
affected population group when it comes to education. 
Being out of school for a very long time at this age, 
along with exposure to displacement, violence, and 
the lack of services, will no doubt affect the learning 
capacities of both girls and boys. 

Information

People have limited access to information through 
telephones, TV, radio and the internet. The war led 
to the destruction of electric infrastructure and the 
looting of radio stations and other media outlets 
and means of communication. As a result, access to 
information, especially about the conflict, has been 
greatly impaired, and people feel isolated from the rest 
of the world. The whole community has been affected. 

Women Only

Before the conflict, women had access to supplies for 
menstruation and other sanitary needs from markets 
and through NGO support. Women with disabilities got 
priority attention. In some areas, there were hardly any 
registered cases of GBV. 

As a result of the conflict, access to sanitary 
materials, including those for menstruation, has been 
highly affected, either because of a lack of supply in 
the markets or because of women’s lack of purchasing 
power. Women are suffering especially from the 
lack of access to dignity kits and sanitary pads. The 
support received from NGOs for this is limited and 
does not fill the gap. 

There has also been an increase in cases of rape, 
including of girls seven to 12 years old. The sharp rise 
in cases of SGBV is underreported, in part because of 
survivors’ fear of being stigmatised.
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1. Sex Disaggregated Data & 
Demographic Analysis
The 2021/22 Women, Peace & Security (GIWPs) Index 
produced by the Georgetown Institute captures and 
quantifies the three dimensions of women’s inclusion 
(economic, social, political), justice (formal laws and 
informal discrimination), and security (at the individual, 
community and societal levels) through 11 indicators, 
providing insights into progress and patterns regarding 
women’s status and empowerment. Ethiopia ranks 113 
out of 170 countries in the index. 

Separate indices in five countries, including Ethiopia, 
reveal that displaced women had an average 
disadvantage of about 24 per cent compared with host 
community women. This statistic refers to the fact 
that they generally face much higher risks of violence 
at home, are less likely to be financially included, and 
often feel less free to move about. Ethiopia is one of 
the top three countries with the greatest disparities 
in GIWPS Index scores between displaced and host 
community women and the widest multidimensional 
poverty gaps between displaced and host community 
populations.1 Refugee and IDP households headed 
by women were more likely than those headed by 
men to be poor, demonstrating how gender inequality 
compounds the effects of displacement and poverty. 
In refugee households in Ethiopia, 58 per cent of those 
headed by a woman were impoverished, compared 
with 19 per cent headed by a man.2 Lack of physical 
safety, early marriage, and the absence of legal 
identification were the largest contributors to poverty 
in households headed by displaced women. In all 
countries, displaced women fared systematically worse 
than host community women in terms of financial 
inclusion and the risk of intimate partner violence. The 
gaps between refugee and host community women 
in financial inclusion exceeded 15 percentage points 
in Ethiopia compared with four percentage points in 
Sudan, the best performing country. 

Differences in Ethiopia between refugee and host 
community women were also wide—around 33 per 
cent—despite few formal legal barriers separating 
them. The rate of financial inclusion among displaced 
women in the country was minimal, at around two per 
cent, the lowest in the five-country sample, and around 
25 times less than the rate among host community 
men and women in Ethiopia.

About one displaced woman in four felt unsafe in their 
neighbourhood in Ethiopia, more than double the rates 
for displaced men, host community men and host 
community women, suggesting that gender inequality 

and displacement can intersect to threaten women’s 
safety.  Only about one in five displaced women felt 
free to move where they chose. Ethiopia’s low score 
on mobility contrasts with its high score on legal 
protection (93 per cent), pointing to gaps between 
protection in principle and rights in practice.

The gender gaps facing displaced women were 
greatest for employment. The share of employed host 
community men in Ethiopia was three times the share 
of employed displaced women (seven per cent for 
displaced women to 24 per cent for host community 
men), suggesting that despite a legal entitlement to 
work, many women face discriminatory norms and 
regulatory barriers. 

These results underline the added challenges related to 
inclusion, justice, and security for displaced women. They 
highlight the intersecting and compounding challenges 
of gender inequality and forced displacement.

2. Social Norms and 
Responsibility 

Traditional gender roles and stereotypes in Ethiopia 
contribute to persistent, structural barriers in 
women and girls’ lives, limiting career opportunities, 
participation and professional development. Women 
and girls are disproportionally exposed to risk of GBV, 
loss of livelihood, security and lives in displacement.3  

Women and girls in Ethiopia are strongly 
disadvantaged in literacy, decision-making, economic 
well-being, their ability to make choices about their 
sexual and reproductive health, education, livelihoods, 
housing, land, and property rights. They are also highly 
disadvantaged in their access to legal identity and civil 
documentation and in family dynamics and their ability 
to claim basic human rights.4 Respondents in Afar 
noted that daughters have fewer inheritance rights 
than sons or paternal kin, and that women are less 
likely to be treated equally under traditional justice. 
Females are more likely to be denied resources and be 
exposed to female genital mutilation (FGM) and sexual 
and emotional abuse than men and boys.5, 6

Women and girls in Ethiopia remain strongly 
disadvantaged in literacy, decision-making, 
economics, and ability to make choices about 
their sexual and reproductive health.
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The household division of labour in Ethiopia is based on 
gender and age. Men are regarded as the family head 
and authority figure, with decision-making rights over 
property, children and household matters. They also 
have more income-earning opportunities than women.7

Women spend disproportionately more time cooking, 
cleaning, managing household tasks and caring for 
children and older people.8 As most of the population 
resides in rural areas, they also play a significant role in 
agriculture and livestock production.9 In Oromia, land 
preparation and cultivation are done by men with oxen, 
but the most laborious production activities – weeding 
and harvesting – are generally carried out by women.

In Afar, men traditionally manage all household and 
community matters, including defence, the settling 
of legal disputes, marriages, the setting of prices 
for brides, the resolution of marital problems and 
the arranging of ritual ceremonies.  Livestock, land 
and major economic decisions are mainly under the 
control of men. They decide on the mobility and sale 
of livestock, milking, and the herding of camels. They 
often work away from home. They do not normally 
engage in manual work unless they are poor and lack 
adult children. Some decisions may be negotiated with 
women, but men have the ultimate say. 

Women play a central role in production and earning 
an income for the household. At the same time, 
they occupy a marginal social status in Afar society, 
are considered of little or no value, control limited 
resources, and are excluded from major decision-
making. Women are responsible for domestic labour, 
childcare and the care of small animals. They require 
their husbands’ permission, however, to sell any 
animals they own. They control the income from the 
sale of animal products, such as butter, skins and 
ropes, though with reduced herd sizes this role is 
decreasing.  Afar women are also responsible for 
construction of the typical pastoralist mat houses.

Children (boys and girls) have their own livestock and 
play a prominent role in herding and tending calves 
and small stock, though girls have fewer animals than 
boys. Livestock is owned individually but regarded as 
the entire household’s asset. 

Great care and attention are given to male household 
heads in Amhara. Respondents say that in rural areas, 
men eat first, followed by their children, and then 
their wives. Women also eat less diverse food types. 
Women do not get to eat in a scheduled way, as they 
are focused on caring for their babies and husbands 
first.  Females have little power to influence males’ 
decisions, but sharing or selling food items without 
their consent can create tension between male and 

female family members. Generally, men have great 
power to influence females’ decisions. 

3. Changes in Gender 
Dynamics, Social Norms and 
their Impacts
The conflict has resulted in the death of thousands of 
people and the displacement of more than two million, 
predominantly women and children. About 86 per cent 
of the IDPs reside in Tigray, and ten per cent and four 
per cent in Afar and Amhara, respectively.10

Respondents described a marked increase in the 
number of female- and child-headed households 
as a result of family separation. There were several 
reasons for this separation. Men have been killed in 
the conflict. They have left their families in search of 
work and they have joined armed groups. As a result, 
women and children (boys and girls) take on the 
responsibility of caring for other children, older family 
members and younger siblings.11

The structure of households has changed because of 
displacement, with multiple households living together 
and sharing scarce resources, and women taking on 
a greater variety of roles in order to provide.12, 13 It is 
mostly young adults, women and men who take on the 
responsibility for caring for unaccompanied children 
and older people.14 Women and girls in camps have  
lost their livelihoods. As a result, their role is limited 
to caring for children, the sick and older people in 
the house; going to market; and cooking, cleaning, 
washing, and fetching water and firewood.15

The breakdown in social support networks has led 
to women bearing heavier childcare responsibilities, 
limiting their access to livelihoods. Insecurity has led 
to a reduction in freedom of movement, particularly 
for women and children. Deteriorating relations 
between host, IDP and refugee communities cause 
tension, insecurity and fear of attack, particularly 
among women. Intimate partner violence is also 
reported to have risen.16

The breakdown in social support 
networks has led to increased childcare 
responsibilities for women, limiting their 
access to livelihoods. Insecurity has led 
to a reduction in freedom of movement, 
particularly for women and children.
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Before the crisis, men and boys were engaged in 
farming (food and cash crop production), animal 
rearing, and selling or buying products at the market. 
With their loss of livelihoods, crops, farmlands and 
cattle, they often are limited in their work to going to the 
market to purchase basic day-to-day commodities.17 
Traditional gender roles and responsibilities are also 
affected by boys and girls being out of school, with 
boys spending idle days in the camps. The stress of 
being “out of place” has not only affected boys, but also 
girls and adults, as boys often inflict their frustrations 
on others in the home, including through violence.18

Previously, Oromo women and girls were entirely 
responsible for domestic chores, including childcare, 
cooking, cleaning, and fetching water and firewood, 
among others. Men were considered providers, earning 
an income from farming and business.  Household 
resources and assets were controlled by men, and 
women had limited access to essential services. Oromo 
respondents say these roles have in some cases 
changed, with men and boys now involved in cooking 
and serving family meals, cleaning, and taking care 
of children and older family members. Some women 
report that men and women equally control family 
resources and assets. There are communal cooking 
areas in some camps where women, girls, men and 
boys all participate in cooking, cleaning, and water and 
firewood collection, among other chores.19

4. Coping Strategies & 
Capacities

Reducing one’s food intake is the most frequently 
mentioned and common coping mechanism. All 
regions report that this affects women first and most 
severely, though in some cases it also affects girls and 
both parents. This includes skipping meals, splitting 
rations, consuming reserves (Tigray) and relying on 
less preferred and cheaper food.

Commercial sex, including selling sex to buy food, 
and exchanging it for food by young girls, is reported 
across all regions. Begging is also very common 
among women, girls, boys, and older people. Child 
labour was mentioned in Oromia. Other ways of 
getting money include selling some of the non-food 

items received from humanitarian actors in order 
to buy food, and, according to Oromia and Tigray 
reports, criminal activities by boys, including looting, 
pickpocketing and mobile phone theft.

Possibly less harmful coping mechanisms include 
casual or daily labour: for women and girls, in bars 
and small restaurants, doing domestic work, and 
washing clothes; for men and boys, working the land. 
Many people have partly coped by setting up small 
businesses. Girls, for example, have been selling 
coffee, hairdressing, baking injera and collecting and 
selling firewood. Some older women and men say they 
have been knitting and selling small items within the 
compound for IDPs.  

Small businesses described in Tigray include selling 
tea, coffee, water and maize, and making and selling 
sefed (traditional woven trays), beso (processed 
barley drink), and tella (traditional alcohol drink) to 
soldiers and IDPs. Businesses are often started with 
money borrowed from better off relatives. Borrowing 
money and receiving remittances from urban relatives 
are frequently cited as coping mechanisms. It is 
impossible to distinguish which of the activities 
described as casual labour or business actually 
constitute exploitative child labour.

Some people displaced in camps cope with the 
overcrowding and lack of bedding by sleeping in 
shelters within the host community. Secondary or 
further displacement was mentioned as a coping 
mechanism in both Oromia and Tigray.

5. Sectoral Access Issues
Education

43 per cent of the 2.6 million primary age children 
out of school are boys and 57 per cent are girls. 
Nationally, 25 per cent of children of secondary school 
age are enrolled in secondary school. In all regions 
except Amhara, a slightly higher proportion of boys 
compared with girls are in school, with a gender parity 
index ranging from 0.7 in Afar to 1.05 in Amhara. The 
passing rate at the national level for the Grade 10 
examination is 64.1 per cent for girls and 71.5 per cent 
for boys. Male students are slightly more likely than 
female students to repeat a grade.20

Before the conflict, the primary net enrolment rate was 
highest in Tigray and lowest in Afar. Ethiopia has very 
low rates of gross enrolment (GER) at all educational 
levels, with the biggest disparities nationally at the 
primary level (12.3 per cent for males, 9.7 per cent 

Commercial sex, including selling sex to buy 
food, and exchanging it for food by young 
girls is reported across all regions.  
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for females) and secondary levels (3.2 per cent for 
males, and 2.4 per cent for females). Primary gross 
enrolment for Tigray is 18.5 per cent for males 
and 14.6 per cent for females, while for Oromia, it 
stands at seven per cent for males and 4.9 per cent 
for females.21 As for teachers, 63.4 per cent at the 
national level are male, except in kindergarten, where 
79.5 per cent are female. 89 per cent of national level 
male primary school principals are male.22

Barriers to education include traditional gender norms; 
a high burden of domestic work, especially for girls; 
and long distances to school. Many of the out-of-
school children are from pastoralist, IDP or refugee 
communities.23 Family migration in search of livestock 
pasture and water; insufficient water in schools; and 
a lack of family support are main reasons for school 
dropouts in the Borena zone.24 Issues related to 
safety, income, child marriage and poor sanitation 
and hygiene were reported as reasons for children not 
attending schools.25

The percentage of primary schools with toilets in the 
four regions ranges from 88 per cent to 92 per cent, 
but the availability of segregated toilets for boys and 
girls varies from less than a per cent of schools in Afar 
to 93 per cent in Oromia. Between 23 per cent and 52 
per cent of toilets are accessible to young children or 
those with special needs.26

Nationally, 42 per cent of women and 69 per cent of men 
age 15 to 49 are literate. 54 per cent of females in rural 
areas have no education, compared with 24 per cent of 
urban females (39 per cent and 14 per cent for males).27

There appears to be no data or information with 
respect to special needs children in school, though 
the WHO estimate of 15 per cent of children with 
disabilities in school is widely accepted.28

Food & Nutrition

Female-headed households account for 80 per cent 
of all malnutrition cases in the disadvantaged rural 
zones of Northern Shoa and Southern Tigray. Being 
a member of a female-headed household in highland 

Ethiopia means having a 35 per cent chance of being 
destitute, compared with only an eight per cent chance 
if one belongs to a male-headed household.29 As 
food rationing and nutrition programs have not been 
fully launched in most collection sites for IDPs, more 
children are expected to be exposed to complicated 
malnutrition. In the Kombolcha IDP site, stresses and 
food shortages have affected mothers’ breast feeding 
practices, with moderate acute malnutrition (MAM) 
and severe acute malnutrition (SAM) cases reported.30

Nutrition is deeply interconnected with reproductive, 
maternal, newborn, and child health. Household gender 
dynamics often mean that girls are more food insecure 
than their male counterparts.31 Cultures with male 
child preferences, however, often have higher rates 
of malnutrition among infant boys because of early 
weaning. This stems from the mistaken belief that solid 
foods are better. Sex-disaggregated child malnutrition 
data does not appear to be available for Ethiopia.

Participants in all centres for IDPs said that older 
people and people with disabilities are given priority 
during food and NFI distribution.32 Single-parent, child-
headed, and vulnerable households also receive priority 
in food distribution, but as distributions are infrequent 
and food scarce, they have resorted to begging.33

Adult women complained about discrimination and 
power imbalances in food distribution. They described 
how people with power get food by pushing women 
and physically weaker people out of the queues.34 
They also said that food rations are wrongly claimed 
by male IDPs and refugees claiming to be their 
husbands.35 Men often receive food aid on behalf of 
their household and decide how to use it.36

Young boys and girls in focus groups said they are 
excluded from access to food, NFIs and other available 
services, and that priority is always given to older people 
and women. This leaves them depending for their daily 
meal on support from family and other relatives.37 
Female adolescents, those living in a household with 
food insecurity, and those with a high dependency ratio 
are more likely to suffer from household food allocation. 
Schooling, early marriage, nutritional status and overall 
girls’ empowerment are interrelated, affecting each other 
to a significant extent.38

Participants reported that although they do not have 
much food, children eat first. Pregnant and lactating 
women then share with the rest of the family.39 When 
food is especially scarce, children eat first followed by 
men and boys. Women always eat last.40

Child malnutrition in Ethiopia is directly associated 
with birth size and maternal malnutrition status. 

Being a member of a female-headed 
household in highland Ethiopia means 
having a 35 per cent chance of being destitute, 
compared with only an eight per cent chance 
if one belongs to a male-headed household.
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Under-five stunting and underweight are inversely 
proportional with the mother’s education and 
household wealth. Mothers with no education had 
the highest levels of stunted and wasted children (42 
per cent and 9 per cent) compared with children of 
mothers with higher education.41

Community support for pregnant and lactating women 
is limited. Women reported that before the war, the 
community supported a woman who gave birth with 
gifts which were supposed to help her take care of 
herself and her newborn until she was strong enough 
to work again.42

In camps, new arrivals were unable to access food 
because they lacked registration cards. They were 
particularly vulnerable because they were staying at the 
periphery of the camps, in highly insecure areas and at 
a considerable distance from food distribution sites. 
Among new arrivals, female-headed households were at 
the most risk of food insecurity, theft and exploitation.43

The location of food distribution centres is not 
always convenient and safe for girls and women, and 
distribution times are often not suitable for them.44 
Food distribution can take up to half a day. Women 
reported being forced to abandon food lines before 5 
pm so they could reach their shelter before nightfall.  
Food lines were mixed sex, and sexual harassment from 
fellow IDPs, refugees and armed groups was common 
as women waited to receive their food rations.45

Gender-based Violence

Recent assessments in collective centres for IDPs 
in the towns of Mekelle, Adigrat and Shire showed 
that the severe lack of infrastructure leaves women 
and children exposed to a range of abuse, including 
GBV.46 Respondents in the CARE gender analysis study 
reported an increase in security concerns for women 
and girls since the emergency began. This included 
concerns over abduction and rape. Because of unsafe 
living and sleeping arrangements at the camps, 
women and girls are exposed to rape and other forms 
of sexual violence. Denial of access to protection and 
safety resources, and information and services, is a 
significant and common challenge.47

Gender-based violence, including child marriage, sexual 
exploitation and abuse, and intimate partner violence 
are high in the region.48 The West Guji/Gedeo (Oromia) 
GBV Sub-Cluster notes a high prevalence of child 
protection and GBV cases in connection with school 
closures. It also says that child protection concerns 
(child labour, early marriage, FGM, exploitation and 
abuse) have become more common as a result of 

shocks, including from COVID-19 and the conflict, 
with families increasingly resorting to negative coping 
strategies.49 Key drivers of child marriage include 
strict religious and social traditions, compounded by 
livelihood shocks, such as conflict and COVID-19.50

Women and girls live in constant fear of rape. All 
participants reported the rape of women and girls 
in the woredas assessed. They also said that some 
girls and female youth from their communities had 
disappeared. They said they did not know where these 
girls were, but believe they were abducted by soldiers 
so they could cook, and that they are being abused.51

Key informants and interview participants in the PLAN 
study indicated increased reports of physical and sexual 
violence. They said that sexual abuse and rape had been 
carried out within the camp for IDPs by an unknown 
group of men from outside the camp. Some women 
and young girls reported being raped within the camp or 
during their flight to an emergency shelter and said that 
several survivors of rape became pregnant. Shame and 
trauma prevent most survivors of GBV from disclosing 
their situation and seeking medical or psychosocial 
help.52 The vast majority of women in Ethiopia do not 
have access to any gender-based violence or sexual and 
reproductive health-related services.53

Reports of GBV and sexual exploitation and abuse 
(SEA) incidents in Tigray carried out by partners,  
leaders of IDPs and host community members 
continue to increase.54 Reports of women and 
girls being exploited by host community men and 
fellow IDPs/refugees in exchange for food or small 
amounts of cash were most frequent in Shire, the 
Mai Ayni refugee camp and sites for IDPs in Mai 
Tsebri. Sixty-six per cent of respondents knew of 
such cases, describing them as either “common” or 
“very widespread”.55 Participants said that they have 
nowhere to go for support because offices providing 
gender-based violence services have been looted and 
are not functioning.56

The International Rescue Committee (IRC) report 
also notes the negative attitude of some healthcare 
workers towards survivors of GBV. According to aid 
workers and RGA respondents, some healthcare staff 
were dismissive of GBV survivors and generally failed 
to prioritize support for them.57

Women and girls live in constant fear of rape. 
All participants reported rape of women and 
girls in all the assessment woredas.
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The Ethiopia PSEA Network established regional 
networks in Mekelle and Shire in March 2021, aiming 
to support the Ethiopia Humanitarian Country Team 
(EHCT) and the Area Humanitarian Team (AHT) in 
preventing, mitigating and responding to sexual 
exploitation and abuse in the region.58

Health

Maternal mortality in Ethiopia is high with 412 
maternal deaths per 100,000 live births.  Poor 
maternal and reproductive health indicators correlate 
with child marriage and female genital mutilation 
practices. HIV prevalence is higher among women (1.2 
per cent) than among men (0.6 per cent), with a still 
higher prevalence rate among female sex workers. HIV 
testing carried out in some areas of Tigray revealed 
the infection rate to be very high.59, 60 Iron-deficiency 
anaemia affects almost one in four women of 
reproductive age in Ethiopia, and roughly one in four 
women aged 15 to 49 years is thin.61

There is wide regional variation in women’s health 
outcomes, and between urban and rural women in 
family planning services and safe delivery facilities.

IDPs in Ethiopia have a significant unmet need 
for contraceptive services.62 CARE’s study in the 
Amhara region found that women generally could 
not use contraceptives without permission from 
their partners or family members, and only 30.5 per 
cent of women were able to decide on their own 
reproductive health care. It also found that one in 
three women and more than one in five adolescents 
believed girls should be circumcised.63 Negative 
attitudes regarding contraception significantly affect 
utilization in Ethiopia. Many women cite religious and 
cultural beliefs and their husbands’ desires as reasons 
for having large families.64 In MayTsebri and Daabat 
camps, traditional and religious beliefs hinder women 
from seeking sexual and reproductive health (SRH) 
services based on the assumption that contraceptives 
lead to infertility. This is a critical concern, as the 
inability to access modern contraceptives can lead to 
unplanned pregnancies, poor spacing of births, unsafe 
abortions and an increased prevalence of sexually 
transmitted infections.65

An estimated 45,000 women in the Tigray region rely 
on access to contraceptives.66 The main reason that 
women and girls do not seek SRHR services is their 
lack of money and the unavailability of these services 
at sites for IDPs.67 Young boys and girls also reported 
that no support is given to address their specific needs, 
including SRHR services. Participants from the Mekelle 
Hawelti IDP centre, however, say that young girls have 

access to sexual and reproductive health services 
provided by volunteer medical groups serving IDPs.68

Participants expressed concerns about adolescent 
boys and girl’s reproductive health issues. In 
some shelters, boys and girls are living together, a 
phenomenon that facilitates romance and unsafe 
sex, with risks of pregnancy and sexually transmitted 
infections (STIs), including HIV.69

About 118,00 Tigray women are currently pregnant. 
Fourteen thousand of them are expected to give birth 
in the next month. Nearly 5500 of them are likely to 
experience complications and  not be able to receive 
emergency obstetric care if services and supplies are 
not rendered accessible in the coming months.70 Only 
17 per cent of health facilities in Tigray are currently 
providing maternal services, including prenatal care 
and deliveries.71 HIV positive IDPs in the May Tsebri 
camp have difficulty accessing anti-retroviral therapies 
(ARTs). HIV positive IDPs in Daabat are also facing 
treatment failure if they do not get ARTs.72

As the Tigray crisis intensifies, the COVID-19 pandemic 
continues to spread in Ethiopia with documented 
cases increasing dramatically since February 2021 
and a current positive test rate of 25 per cent.73 IDPs 
living in over-crowded environments and not taking 
preventive measures are among those at highest risk. 
Of those, women and adolescent girls are most likely 
to be affected in other ways as well as pandemic 
restrictions limit access to services:74, 75

“Due to COVID-19, the deprioritization and disruption 
of access to essential sexual and reproductive health 
(SRH) services in humanitarian and fragile settings 
is a reality, precisely at the time when women, girls 
and other populations facing discrimination need 
these services the most.”76 Reallocation of funds to 
combat COVID could also undermine the continuity of 
other services such as maternal, newborn and child 
health (MNCH) and hurt gains already made to control 
malaria and communicable diseases, such as HIV and 
tuberculosis (TB).77

Women reported additional mental health 
consequences not experienced by men, 
attributed to poor relationships with the host 
community, the high burden of childcare, 
lack of social cohesion and support with 
childcare, and experiences with sexual and 
gender-based violence.
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All gender and age groups in the centres for IDPs in 
Mekelle and Shire are concerned about their inability 
to access health services because of limited facilities 
and their lack of ID cards. None of the woredas 
provide free diagnosis and treatment services for IDPs 
in host communities or the centres for IDPs. So most 
treatment currently involves monetary charges.78

“Women and children in affected areas are reporting 
significant challenges in accessing health, social 
welfare and justice services.79 People with disabilities 
face a particular challenge in accessing basic social 
services as service providers may lack knowledge 
about disability issues, and misinformed or 
discriminatory attitudes among health workers can 
lead to impacts on access to healthcare services.”80

There is an absence of trained health personnel in 
most facilities where IDPs receive health services.81 
Serious gaps also have been identified regarding mental 
health services, including the complete absence of 
psychosocial support and psychiatry at sites for IDPs. 

Only one facility provides the full range of services for 
clinical management of rape survivors, and emergency 
contraception is fully available in less than half of the 
facilities assessed. The lack of direct access to health 
care also creates an environment of fear, especially 
for women and children who need to access health 
care services, as they already face frequent and severe 
security threats and displacement.82

IRC’s gender analysis found overwhelming evidence of 
GBV, with very limited medical or psychosocial support 
services for survivors. Only one hospital - Suhul General 
- was offering HIV post-exposure prophylaxis (PEP) to 
patients in its catchment of 1.5 million people.

Whole communities are traumatized and have not had 
the opportunity or support to heal or recover.  Most 
participants said they strongly feel that adolescent 
girls and young women are the most affected.  Women 
reported additional mental health consequences, not 
experienced by men, which they attributed to poor 
relationships with the host community, the steep burdens 
and lack of support when it came to childcare, and their 
experiences with sexual and gender-based violence.83, 84

Information

Little has been documented about gender differences 
with regards to access to information among IDPs, 
except that men and boys have greater access to 
information, resources and knowledge than women in 
coping with problems.85

Livelihoods

Women face many barriers to formal labour force 
participation and have significant wage gaps 
compared with men. The share of women in the labour 
force in 2017 was 77 per cent compared with 88 per 
cent for men. Women earned, on average, about 63 
per cent of what men did, with the largest wage gap in 
agriculture and smallest in the public sector.86

In rural areas, women are less likely to be engaged in 
agricultural work than men (55 to 58 per cent). When 
they are engaged in agricultural work, they are often 
less productive than men and face significant barriers 
to accessing agricultural services and inputs.87 Many 
front-line health system workers are women.88

Women have lower labour force participations rates 
because of the greater burdens they face in doing 
unpaid household work and caring for children than 
men.  In rural areas, women are often engaged in a 
high number of unpaid activities. That means they 
have less time available for farming activities—
spending 14.4 hours per week on average on their 
farm, compared with 23 hours for men. Women 
are more than twice as likely as men to spend time 
collecting firewood or water (38 per cent compared 
with 18 per cent).89 Overall, female-managed farms 
in Ethiopia are 24 per cent less productive than 
male-managed farms. That is because of women’s 
household duties, child care responsibilities, and lack 
of additional household help. It is also because of the 
size of their plots, the quality of their land, and their 
lack of knowledge of modern farming practices.90

Even before the crisis, women in Tigray were prevented 
by social norms from earning income from casual 
labour, such as doing domestic chores for other 
families. The benefits of casual labour as an income 
stream still do not equitably extend to women.91

In Ganta Afeshum, Gulomekeda and Hawzen, it is still 
difficult for women to engage in livelihood activities, 
but they are doing what they can. Even when the 
situation is relatively peaceful, women reported that 
people may take their goods or use their services and 

As trade routes and access to markets 
and livelihoods are disrupted, increased 
economic pressures will result in increased 
reliance on negative coping mechanisms, 
including those with protection implications.



35Section II: Secondary Data Report on Gender Issues in the Northern Region of Ethiopia 2019-2021

then refuse to pay or be unable to do so. They are also 
afraid of gender-based violence while working. Local 
markets are operating but accessing them poses 
security threats for everyone.92

Women who participated in focus groups reported 
engaging in small business activities, including petty 
trade. There was a feeling among project staff that 
some women, from the way they described their 
businesses, may be engaging in unacknowledged 
survival sex.93 Women also earn by collecting wood and 
other forest materials, making them disproportionately 
vulnerable to gender-based violence.94

Income from casual labour has typically been more 
accessible to men. That was true even before the 
crisis. Income streams have been disrupted for both 
men and women, but the IRC Rapid Gender Analysis 
suggests that women have been twice as affected in 
that regard as men. 

As trade routes and access to markets and livelihoods 
are disrupted in Tigray, growing economic pressures will 
result in greater reliance on negative coping mechanisms, 
including those with protection implications (i.e. child 
labour, child abduction, transactional sex and child 
marriage).95 Leaders in Tigray have raised concerns 
about the increase in survival sex as a negative coping 
mechanism resulting from the lack of food.96

Shelter

The overcrowding and poor conditions at shelters 
pose protection and health challenges for all people, 
especially those who are sick, pregnant, elderly or 
living with disabilities. Older men separated from 
their families face particular challenges, including the 
inability to care for themselves and prepare food. Men 
have not been socialized to prepare food.97

In Mekelle, the overcrowded shelters in the Ethiochina 
camp are at least segregated by sex. That is not the 
case in the May Weyni camp. Women and girls there 
lack privacy, and complain about the discomfort of 
living in one room with male strangers. This lack of 
privacy increases their  vulnerability to sexual and 
gender-based violence (SGBV).98 Respondents in 
Mekelle and Shire said that cases of pregnancy are 
rising, particularly among unaccompanied adolescent 
girls and young women.99 Others indicated that 
emergency shelters for SGBV survivors are  not safe 
or comfortable for women with health problems, those 
who are pregnant and those who have infants.100

Some of the protection issues, according to 
respondents, are the lack of gender-separated shelters, 

the lack of hygiene and sanitation facilities, including 
latrines; the lack of health services; overcrowding and 
insecurity. Shortages of food, health problems and 
disease outbreaks are continuing risks. They said that 
latrines should be built close to the shelters, and that 
there should be separate shelters for men and women 
or for individual families.101

The CARE gender analysis interviewed people 
currently staying in warehouses, where there is limited 
safety and security for women and adolescent girls. 
Almost everyone in the focus group discussion talked 
about their lack of appropriate clothes to protect them 
from the heat, cold or rain. Many had only the clothes 
they were wearing when they fled their home of origin.

Respondents said that all displaced community 
members need shelter, but that this is especially 
true for pregnant and lactating mothers, people with 
disabilities, older people, and unaccompanied children 
requiring special attention. In the MayTsebri camp 
in particular, pregnant and lactating mothers, child-
headed households, single mothers and people with 
disabilities will need additional attention and support 
to help them find or build shelter.102

Most of the men in the MayTsebri camp said they sleep 
outside because the warehouses are not big enough 
to accommodate everyone, including the women and 
children.103 The shelter situation in Daabat camp is 
reported to be slightly better than in May Tsebri.

The needs of IDPs in terms of non-food items in 
Daabat and MayTsebri include mattresses, blankets, 
sleeping mats, jerry cans, cooking utensils, hygiene 
kits, soaps, clothing and shelter. IDPs in Daabat 
also need winter clothes, as the climate is cold.104 
US Agency for International Development (USAID) 
respondents reported that many houses had been 
broken into and looted and in some cases burned, 
and that families and neighbours are sharing basic 
household items when they can.105 Women and girls 
in all  centres for IDPs and in host communities have 
an urgent need for dignity kits, clothes and underwear.  
Their current living conditions limit their freedom to 
manage their private lives and involve risks of sexual 
abuse and harassment.106

The lack of aid devices and dignity kits for people with 
disabilities still represents a gap.107

Water & Sanitation

Lack of access to private and convenient toilets 
and bathing facilities at centres for IDPs particularly 
affects women and girls, older people and people with 
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disabilities.108 Sanitation facilities are inaccessible and 
open defecation is common, increasing health risks 
for all. GBV risks, especially for women and girls, also 
have increased.109 Women go to the field to defecate 
at night, often going in groups, but it is unsafe. The 
lack of bathing facilities at some camps also create 
security issues.110

Forty per cent of IRC FGD participants indicated that 
toilets were unsafe for women and girls at night because 
of the lack of lighting, electricity shortages and the 
absence of community policing. They said that latrines 
should be built in close proximity to the shelters.  

At the Embadanso site for IDPs, latrines were mixed-sex, 
unclean and missing locks. Because of the condition of 
the latrines, IDPs and refugees were defecating in the 
open, increasing the risk of diarrhoea and cholera.111

There are currently 63 to 128 people for every latrine 
(Sphere Standard = 20:1). The latrines are generally 
unclean, full, in need of desludging, unlockable and far 
from the shelters.112 The Daabat camp has segregated 
latrines, but they are insufficient in number. The Hawelti 
centre for IDPs in Mekelle has segregated latrines, but 
the doors cannot be closed from inside. Limited access 
to latrines, particularly in the Tsehaye camp in Shire, 
leaves women and girls of reproductive age struggling 
daily with personal hygiene and health issues, including 
vaginal infections. Safety for women, girls and boys 
when they access latrines varies from camp to camp.113

PLAN informants reported that the camp compound 
fence around the latrine is open, so women and girls 
feel unsafe, fearing attack by gangs. Young boys 
around women’s latrines also cause embarrassment, 
disturb women’s privacy and prevent them from 
accessing available WASH facilities. 

All participants indicate latrines in most centres 
for IDPs are uncomfortable for use by people with 
disabilities, and that there are no showering and 
handwashing facilities. Latrine doors are also open and 
not segregated by sex. This situation has increased 
women and girl’s vulnerability to sexual violence.114

As one woman from the Ethiochina camp said: “You 
run the risk of exposing yourself to harassment if you 
try to access the latrines at night. That is especially 
the case for younger women, but you have no option.”     

In Ethiochina the IDPs manage the camp on their own 
after 7 pm, enforcing curfews. This provides women 
and girls with relatively safe access to the latrines. 
There is no such arrangement for management of 
the camps by IDPs in May Weyni and the other two 
camps in Shire.115

The latrines at the Tsehaye camp in Shire are full and 
not maintained. With long waiting lines, it is impossible 
for many women to access them. They must instead 
venture outside the camp to defecate. This exposes 
them to multiple GBV risks.116

Most boreholes at the centres for IDPs are not 
working at full capacity so people are suffering from 
water shortages and need to travel long distances 
to fetch water from alternative sources. This poses 
significant protection risks for women and girls. One 
survey found that as pressure on camp resources 
mounts, women and girls must spend more time 
making unsafe trips to nearby rivers and streams. 
Men have started to collect water in some areas 
where women and girls are at risk of GBV.117

Queuing at the water point takes 60 to 90 minutes, 
a task which often falls on older women and men.118 
Both men and women have access to and control 
of the available water at the centres for IDPs,  but 
women are generally in charge of its management, 
use and distribution, as they are also responsible for 
food preparations.119

Most of the temporary sites for IDPs lack hygiene 
supplies (soap, dignity kits) for girls and women, 
and diapers for children under five. There is also a 
shortage of solid waste disposal pits. The lack of 
underwear, body and laundry soap and other non-food 
items are some of the biggest challenges, especially 
for women responsible for washing household items 
and trying to keep their children clean.120

Women say  that the crowded shelters also do not 
allow them the privacy to change or wash  clothes. 
This is especially so in the May Weyni camp in 
Mekelle.121 None of the reports mention the sanitary 
needs of older people.

Women are suffering from protection /privacy and 
security issues at the centres for IDPs.  

Lack of reliable water and sanitation at health centres 
and schools is also a major concern.122

Irregular and inadequate access to female sanitary 

All participants indicate latrines in most IDP 
centres are not comfortable for use by persons 
with disabilities, that there are no showering 
and handwashing facilities, latrine doors are 
open and not segregated by sex.
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pads is a major gap and causes stress for women. 
Some women have not received any sanitary pads 
since February or March. Before the war, women and 
girls used disposable sanitary pads, but they can 
no longer afford them.123 Women are now using old 
clothes and scarves as sanitary pads and sharing 
them with other women in their household or shelter. 

CARE respondents said that when available, 
sanitary pads are usually given to adolescent girls. 
Menstrual hygiene management (MHM) kits are also 
allegedly being wrongly claimed by male IDPs and 
refugees. PLAN participants indicated that, although 
humanitarian organizations are providing sanitary 
pads, the lack of a proper distribution system and 
favouritism meant that girls and young women did 
not often receive them. At the Shire site for IDPs, 
sanitary pads are given to older women, aged 50 to 
70, and even to men and boys, with the idea that they 
can sell them.124

6. Safety & Protection
A recurrent theme in most reports is the extreme fear 
and insecurity felt by displaced women and adolescent 
girls. This is caused by the physical conditions in the 
camps as much as the external conflict. A wide range 
of protection risks, particularly related to violence 
against women, girls and boys, has been identified 
with respect to all aid sectors. Levels of sexual and 
gender-based violence are high, and the environment 
almost completely lacking in support systems and 
remedies. Please refer to the preceding sectoral 
narratives for detail. Recommendations to address 
social protection gaps are included within the GBV 
recommendations below.

7. Conclusions & 
Recommendations  

The following recommendations are made in the 
assessments and other documents reviewed:

Improve Collection of Sex- and Age-
Disaggregated Data:

 ● Collect sex and age disaggregated data 
consistently and consider the different needs and 
capacities of women, girls, boys and men. (CARE 
Rapid Gender Analysis [Ethiopia] – Tigray, April 4 
2021, version 01)

 ● Collate, share, and publish sex- and age-

disaggregated data on population numbers, the 
numbers of FHHs, unaccompanied minors and 
young people. (“It is the Darkness that Scares 
Us: The Gendered Impact of Crisis in the Time of 
COVID-19” Results from a Rapid Gender Analysis 
in Tigray February and early-April, the International 
Rescue Committee (IRC)

Inclusive Consultations:

 ● Consult with women and girls to ensure that their 
basic needs are addressed. (CARE)

 ● Consult with women and girls on menstrual 
hygiene management to identify culturally 
appropriate materials. (CARE)

 ● Establish and raise awareness of gender-sensitive 
complaints and feedback mechanisms (IRC)

Education:

 ● Provide safe learning spaces for IDP and host 
community children not attending school (CARE)

 ● Provide age-appropriate supplies and activities for 
continued learning (CARE)

 ● Provide incentives for households to send girls to 
school (CARE)

 ● Provide additional tutorial classes for girls (CARE)

 ● Coordinate Education, MHPSS, and Child 
Protection actors to provide MH/PSS services to 
conflict affected girls and boys. (CARE)

 ● Provide teacher training on basic PSS and GBV/
PSEA (CARE)

Food Security:

 ● Provide support to measure and address 
nutritional needs of adolescent girls of 
reproductive age. (CARE)

 ● Increase food aid to address the food-related 
protection risks for women and girls. (IRC)

 ● Ensure that food and NFI distribution are gender 
sensitive: i.e. single-sex lines, prioritize vulnerable 
groups, organize distributions at times and 
locations that are convenient for women. (IRC)

 ● Collect information to better understand food 



Addressing Gender Inequality Amid Conflict: Reports from Northern Ethiopia, 202138

access by separated elderly IDP men in camps 
and host communities (UNICEF - Nutrition Cluster) 
(Report on field visits to IDPs camps/sites in 
Mekelle and Shire, 20 & 23 August, 2021: Key 
issues and concerns affecting the lives of diverse 
women and men. By S.GenCap Advisor Amel 
Elradi)           

GBV Risk Mitigation & Safety:

 ● Establish and strengthen coordination of GBV 
referral pathways and service connections across 
all sectors to provide a comprehensive support 
package (CARE) (IRC) (Final GBV and Protection 
baseline report in Afar region, 2021) (Tigray Crisis 
RGA, PLAN International, Ethiopia June 2021)

 ● Ensure GBV survivors’ access to appropriate and 
quality case management services, including 
health services, psychosocial support and SRH 
services to address their medical treatment needs 
and to treat trauma (PLAN)

 ● Work with boys and men to increase IDP 
community awareness on gender equality to 
enable them to challenge negative masculinity 
and gender discriminatory attitudes to prevent 
gender-based violence (PLAN)

 ● Establish peacekeeping groups/community 
safety initiatives in camps led by/with female 
representation to strengthen safety and security 
for women, girls, boys and men. (CARE) (IRC)

 ● Establish safe and supportive spaces for women, 
adolescent girls, children (CARE) (IRC) (Final GBV 
& Prot Baseline) (PLAN)

 ● Build capacity of community elders, women’s 
groups, legal institutions and GBV-related 
stakeholders to support GBV response and 
referral systems (Final GBV & Prot Baseline)

 ● Safeguard the dignity and free movement of 
people with disabilities and their protection from 
violence (CARE)

 ● Treat GBV prevention and response as an 
emergency issue and address attitudes that 
diminish the importance of GBV. (IRC)

 ● Invest in livelihoods for women and girls to reduce 
risk of SEA (IRC)

 ● Provide all staff involved in the Tigray response 
with mandatory training on humanitarian 

principles and code of conduct. (IRC)

 ● Empower GBV victim girls and women, encourage 
them to seek support and build their resilience 
(PLAN)

 ● Work with IDP communities to reinforce social 
protection systems and encourage existing 
groups to address the specific safety needs of 
women and girls. (PLAN) (Final GBV & Baseline)

 ● Establish strong working relations with local 
government to create protection mechanisms 
to increase safety and security of all IDPs with 
a particular focus on protecting girls, women 
and children from abuse, sexual violence, and 
gender-based violence. (PLAN) (Final GBV & Prot 
Baseline)

Health:

 ● Increase awareness raising, training and funding 
for SRHR, antenatal and postnatal care, safe 
delivery, psychosocial services, contraceptives, 
emergency contraceptive and PEP, family planning 
and safety, including for youth. (CARE) (IRC)

 ● Distribute mosquito nets to higher risk groups: 
pregnant women, children, people with chronic 
illness and the elderly (WHO-Health Cluster - 
Elradi)

 ● Ensure women and girls have free access to 
reproductive health consultations (WHO-Health 
Cluster) (Elradi)

 ● Fund and provide GBV case management and 
clinical care for sexual assault survivors; integrate 
GBV case management in health response. (IRC)

 ● Enhance health service providers awareness on 
gender equality and SGBV to enable them properly 
address the health service needs of GBV survivors 
(PLAN)

 ● Ensure that private tents or facilities are 
established for labor, delivery, and ante- and 
postnatal check ups. (IRC)

 ● Train and support to community midwives to bring 
services closer to women. (IRC)

 ● Address young and adolescent girls and boys SRH 
service and needs including SRHR awareness and 
increased access to information (PLAN)
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Livelihoods:

 ● Explore options for getting cash quickly and 
safely into women’s hands based on needs and 
preferences. 

 ● Cash and protection actors should work together 
to mitigate GBV risks in cash targeting and 
transfer, and ensure post-distribution monitoring 
assesses risks for women and girls. (IRC)

 ● Enable access to income through livelihoods 
programs to rebuild women’s assets through 
savings and flexible, home-based income 
generating activities. (IRC)

Non Food Items:

 ● Ensure well-organized and equal food and NFI 
distribution with full participation of women in 
decision-making and strong accountability and 
monitoring mechanisms (PLAN)

 ● Ensure inclusive NFI and food distribution to 
prevent young boys from engaging in negative 
coping mechanisms (PLAN)

Psycho-Social Support:

 ● Provide psychosocial support and first aid to IDPs 
suffering from trauma. (CARE)

 ● Use community consultation to set up safe 
spaces for adolescent boys and girls, to break 
social isolation, unlock potential and promote 
overall well-being (UNICEF-UNFPA - Elradi)

 ● Provide targeted PSS services for survivors of 
rape and sexual violence. (CARE)

 ● Provide training on PSS and PFA to government, 
NGO and INGO partners (CARE)

 ● Train all staff who have contact with IDPs on 
prevention of sexual harassment, exploitation and 
abuse. (CARE)

Shelter:

 ● Consult and respond to shelter concerns of 
women, girls, boys and men, including measures 
to mitigate and protect against SGBV (CARE) 
(CCCM Cluster - UNHCR & IOM - Elradi)

 ● Setup camp/site committees with equal 
representation of women and men, fostering an 
environment that enables women’s increased 
participation and leadership. See UNHCR examples 
from Cox’s Bazar-Rohingya Response10. (CCCM 
Cluster - UNHCR & IOM - Elradi)

 ● Fund safe shelters for families (i.e. female headed 
and male-headed households) and ensure gender, 
age and context appropriate arrangements for 
unaccompanied young men and women. (IRC)

 ● Improve camp living conditions and adolescent-
friendly environments for young boys to ensure 
their safety and security and prevent them from 
getting into trouble (PLAN)                                                       

WASH:

 ● Reduce the burden of access to water, improve 
hygiene facilities and provide dignified menstrual 
hygiene management (CARE)

 ● Consult women of reproductive age for 
sustainable solutions to MRHM management 
(UNICEF-UNFPA-WASH Cluster - Elradi)  

 ● Improve access to well-lit, shelter-adjacent bathing 
and sanitation facilities meeting standards of 
privacy and safety, using structures that are locally 
or culturally acceptable. (CARE) (WASH Cluster-
UNICEF - Elradi) (IRC) (PLAN)

 ● Confirm WASH facilities are located in safe sites 
previously agreed on with women, girls, men and 
boys. (CARE)

 ● Set up WASH committees including both women 
and men to address safe access concerns and 
follow up on the functionality, maintenance, and 
safety of latrine and washing facilities. (WASH 
Cluster-UNICEF - Elradi) (CARE) (IRC)

 ● Provide people with disabilities and the elderly 
special assistance to access latrines. See UNICEF 
programme note “WASH Disability Inclusion 
Practice” (WASH Cluster-UNICEF - Elradi)

 ● Distribute sufficient WASH consumables and 
dignity kits for women (at least 2 per household) 
on a rolling, monthly basis. (IRC)
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Annex 

Key findings
1. Conflict has led to widespread loss of livelihoods, 

and increased poverty and food insecurity 
affecting all groups.

2. Food insecurity has increased dramatically – 
female- and child-headed households, pregnant 
women, people with disabilities and the elderly 
are particularly vulnerable. Coping mechanisms 
include reduced food intake (affecting women 
first and most severely), selling NFIs to buy food, 
begging, and exchanging sex for food.

3. IDPs are highly dependent on humanitarian 
assistance and increasingly the host community 
due to loss of access to income.

4. Increased rates of family separation due to men 
migrating for work, joining armed groups, or killed, 
resulting in an increased number of female- and child- 
headed households. Gender roles in households shifting 
as a result with some males and females taking on non-
traditional gender roles (housekeeping plus infant care 
by men and generating income by women).

5. Safety and security issues affect populations in 
all 4 regions especially Tigray: many witnessing 
or experiencing hostilities, violence, including 
assault, deprivation of liberty and rape, particularly 
displaced people. Some 25 per cent of IDP women 
reported feeling unsafe in their neighbourhoods, 
more than double the rates for displaced men.

6. Cases of gender-based violence including rape, 
intimate partner violence, and sexual exploitation 
on the rise, yet under-reported due to stigma or 
shame. Young women, girls and boys are at risk 
including in overcrowded IDP camps or during 
fights. Growing incidents of rape have led to an 
increase in unwanted pregnancies.

7. Disruptions of health services have seriously 
affected services for GBV survivors. There is a 
general lack of GBV services in the affected regions 
especially in Tigray, Amhara and Afar. 80% of sites 
covered by displacement tracking matrix (DTM) 
were missing core GBV services while in Tigray, 
clinical management of rape (CMR) services were 
only partially available in 29% of health facilities.

8. Commercial sexual exploitation, including selling 
or exchanging sex for food, including by young 
girls, reported across all regions.

9. Maternal and child mortality rates increased 
significantly due to lack of access to health 
centres and absence of medicines.

10. Access to health services – including sexual and 
reproductive health - severely restricted due to 
lack of access, particularly in Tigray. Absence of 
medicines, lack of health professionals: children, 
pregnant and lactating women, people with chronic 
diseases most affected. IDPs who have limited 
facilities and no identification cards face specific 
barriers to accessing services in all of the 4 regions.

11. Inadequate and insufficient nutrition affects all 
populations with pregnant and lactating women, 
children under five, and people with HIV+ most 
at risk. Stress and malnutrition have affected 
breastfeeding, leading to increased cases of 
children moderate and severe acute malnutrition.

12. Growing number of children unable to attend 
school, some resorting to begging. Destruction 
of schools and learning materials, transformation 
of schools into IDP shelters or military sites, 
lack of teachers, and high levels of psychosocial 
distress among children expanded the low school 
attendance rates prior to the conflict.

13. Water infrastructure destroyed, reducing 
accessibility by more than 42 per cent in Tigray. 
Women and girls travel long distances to reach 
water access points placing them at risk of sexual 
assault or harassment. Increase in water-borne 
diseases due to lack of potable water, placing 
children at particular risk.

14. In many IDP sites according to informants, 
water, sanitation, and hygiene (WASH) facilities 
are not segregated by sex, latrines are far from 
shelters and/or inaccessible to those with 
mobility restrictions. Open defecation is common, 
increasing risks health and safety (including 
from GBV in secluded spaces). Limited access to 
sanitary materials including for menstruation due 
to lack of supply or purchasing power.

15. Mental health issues from conflict, including 
anxiety, depression, hopelessness, trauma, are 
experienced by everyone, including women, 
children, people with disabilities and elders. 
Suicide attempts on the rise among adolescent 
girls and boys. There is a complete absence of 
psychosocial support in IDP sites.
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16. Displaced households headed by females experience 
greater risk of poverty, unemployment, and insecurity 
compared to male-headed IDP households and male 
and female-headed host community.

17. Overcrowding and poor shelter conditions 
particularly in IDP sites pose protection and health 
challenges for all – particularly those who are 
sick, pregnant, unaccompanied children, elderly or 
living with disabilities.

18. Community structures which include both male and 
female leaders, negatively affected by the conflict. 
Although the numbers of those participating have 
declined, community members remain actively 
engaged with leaders and humanitarian service 
providers. Female IDPs reported feeling unsafe 
participating in community decision-making.

19. Women are increasingly reporting fears that 
violence may become endemic part of society, 
increasing risks for women, girls, and boys.

20. Local organizations despite having access 
to communities, are often not included in the 
international humanitarian response.

Recommendations
Inclusion and Localization:

 ● Enhance gender-sensitive practices throughout 
the response including stronger collection and 
use of sex, age, and disability disaggregated data, 
consult inclusively with vulnerable groups and offer 
accessible and inclusive feedback mechanisms.

 ● Strengthen comprehensive prevention of sexual 
exploitation and abuse (PSEA) mechanisms across the 
response including regional networks established under 
the Ethiopia PSEA network for prevention, mitigation and 
response. Address cultural barriers to report SEA cases 
of women and girls as well as men and boys.

 ● Engage local civil society organizations in 
humanitarian response, particularly gender progressive 
organizations, including partnering to screen vulnerable 
groups and distribute targeted assistance.

Sector-specific:

 ● Address food insecurity and nutrition needs urgently 
and ensure food and NFI distribution are sensitive 
to age, gender and ability (including modality and 
timing are adjusted) and that vulnerable groups 

including pregnant and lactating women, people with 
disabilities and elderly people are prioritized.

 ● Invest in rebuilding health care services and 
reduce barriers to access including for IDPs with 
no identification cards.

 ● Urgently increase funding and supplies for sexual and 
reproductive health and rights, antenatal and postnatal 
care, safe delivery, and train and support community 
midwives to bring services closer to women.

 ● Address nutritional needs of children and of 
women and girls of reproductive age urgently.

 ● Invest in psychosocial support and mental health 
programs, including specialization in conflict-
related trauma.

 ● Work with local authorities to increase safety 
and security of all IDPs through protection 
mechanisms, with particular focus on protecting 
girls, women and children from abuse, sexual 
violence and GBV.

 ● Provide a comprehensive support package for GBV 
prevention and response including strengthened 
referral pathways, case management and clinical 
care for sexual assault survivors as well as creation 
of safe spaces, and promotion of community-based 
protection. GBV response should be sensitive to 
women & girls as well as to men and boys, the 
latter who face greater barriers to reporting and 
accessing services.

 ● Provide safe learning spaces for out-of-school 
IDPs and host community children and incentives 
for households to send children to school.

 ● Improve camp living conditions and invest in safe 
shelters for families, including female-headed 
households, and unaccompanied children, and 
consult and respond to shelter concerns of 
populations by age, gender, and ability.

 ● Reduce the burden of access to water, improve 
WASH facilities, including ensuring accessibility 
and safety in design, location, and segregation, 
and provide access to dignified menstrual hygiene 
management including sanitary materials.

 ● Invest in immediate and medium-term income 
generation programs including livelihood and 
CASH assistance, to reduce vulnerability aid 
dependency. Ensure programs targeted to needs 
of vulnerable groups, including displaced women.




