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Manifestations of gender-based violence although many, and sometimes more pronounced in areas of armed con-
flict, go unnoticed due to multiple factors. Gender-based violence targeted towards women, affect their overall 
health negatively, particularly the reproductive well-being. Major conflicts arising in the Middle East over the past 
10–15 years, ranging from the Arab uprising to the Syrian civil war, have drawn attention world-wide. This study 
aims to shed light on the importance of recognizing violence against women, its effect on their reproductive health, 
and the policies that should be implemented to limit its adverse impact. Towards this end, we have highlighted the 
important role played by all healthcare professionals, epidemiologists, and surveyors working in peace and war ar-
eas to recognize such atrocities towards women.
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INTRODUCTION

Gender-based violence is a global phenomenon and significantly ob-

served in war afflicted areas. It has become a growing concern world-

wide, more so because women and children are the major victims in 

war-torn areas of armed conflict. According to Vu et al.,1) approximate-

ly one in five displaced women experience sexual violence in affected 

areas. This information can however be underestimated given the dif-

ficulty in obtaining accurate information in such areas. Furthermore, 

the same review reported an increase in sexual violence against dis-

placed male as well. Hence, gender-based violence is a global phe-

nomenon that is not restricted to one area or gender and needs 

prompt addressal and prevention. Moreover, violence does not only 

cause discernible harm directly, but also causes indirect effects such 

as malnutrition and poorly treated chronic and infectious diseases in 

women and children living within 50 km of armed conflict areas.2)

 Because of the volume of the issue and the multiple armed conflicts 

seen over the last decade in the Middle East and Africa, we took it 

upon ourselves to shed light on the gravity of the situation, especially 

gender-based violence against women in these areas. Specifically, in 

this review, we focused on its effect on their reproductive health. A sys-

tematic review showed both an increase and decrease in adolescent 

marriages during conflict in different counties, influencing the repro-

ductive well-being.3) In addition, because of the increase in sexual vio-

lence and rape against women in these countries, the study aimed to 

assess the effect of violence on reproductive health during wars and 

conflicts in the Middle East and Africa.

METHODOLOGY

We performed a search on PubMed and Google scholar using the 

MeSH terms “Violence” AND “Reproductive health” OR “Maternal 

health” AND “Conflict” OR “War” AND “Africa” OR “Middle East. We 

included all papers that met the objectives of our study, published 

from 2000 and beyond, and covered the issues of reproductive health 

and violence against women in war-affected areas in the Middle East 

and Africa.

FACTS ABOUT VIOLENCE

The violence was directed at all ages and sexes. According to a 2014 

World Health Organization (WHO) report on the subject, violence is 

“the intentional use of physical force or power, threatened or actual, 

against oneself, another person, or against a group or community that 

either results in or has a high likelihood of resulting in injury, death, 

psychological harm, maldevelopment, or deprivation.” However, it is 

not necessarily associated with physical, sexual, or psychological dam-

age. Neglect is another type of violence as well.4-6)

 The reason why some individuals behave more combatively than 

others and why violence is higher in certain communities is still un-

known, although it can occur in any country or culture. According to 

the multifactorial ecological model of individuals and society, cultural 

and social backgrounds play significant roles. Towards the end of the 

20th century, there was an increase in the number of internal political 

conflict areas, refugees, and displaced persons due to several factors: 

weak political institutions that lost public trust, easy access to possess-

ing and distributing weapons, and ethnic and religious differences that 

increased inequality, creating more chaos.

 Violence against women is a growing concern and a crisis that can 

affect all aspects of women’s health, including their physical, psycho-

logical, and reproductive health. Also known as gender-based vio-

lence, abusive behavior is sometimes exerted against a victim before 

birth and may continue over a lifetime. There are several forms of vio-

lence against women existing in different set-ups: within the family, 

community, prisons, and areas of armed conflict.7) In areas of armed 

conflict, all forms of violence, including physical, sexual, and psycho-

logical can occur including intimate partner violence (IPV), which can 

be physical, sexual, or emotional.7)

FORMS OF SEXUAL VIOLENCE

Violence manifests in different ways in war-affected areas, and the tar-

get might be male or female. There are a number of incidents resorting 

to the use of humans as weapons and the child military for direct at-

tacks and weapon trafficking. In such areas, women became an easy 

resource for trafficking, as they managed to gain some kind of flexibili-

ty during security checks. Women were used to distracting their oppo-

nents and were used as weapons, all of which were associated with a 

form of sexual violence. Most women in the war-affected area are de-

pendent on men, as men work outside to earn a livelihood, and wom-

en take care of their children and handle households. Men are forced 

to become involved in war, and being killed makes women back home 

much more vulnerable to violence, particularly gender-based vio-

lence, ultimately impacting their reproductive health (Figure 1). The 

following forms of violence are prevalent in war-affected areas:

 (1)  Sexual violence inflicted upon by an intimate partner or non-part-

ner, and it can be unwanted touching, attempted rape, or rape.

 (2)  Forced prostitution, and trafficking implying the recruitment of 

personnel within the country or different countries for sexual 

practices by force.

 (3)  Female genital mutilation: It is a common cultural practice in 

certain countries in the Middle East and Africa although prohib-

ited by authorities.

 (4)  Femicide and killing in the name of ‘honor’: Killing of women in 

the name of honor can happen anywhere but it is more common 

in areas where immunity is given to the one committing such 

crimes. It usually involves domestic violence, often accompanied 

by sexual violence.

 (5)  Female infanticide and deliberate neglect of girls: Apparently, vi-

olence against women can start even before birth that can even-

tually affect male- female ratio.
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 This study primarily focuses on violence against women, especially 

in areas of armed conflict, and its effects on reproductive health. Un-

fortunately, during wartime, violence, including sexual violence, was 

considered a type of weapon. According to Berman et al.,8) “women’s 

bodies become a battlefield where men communicate their rage to 

other men because women’s bodies have been the implicit political 

battlefields all along.” In Rwanda, approximately 500,000 women were 

raped during the 1994 genocide, and over 50% of women experienced 

some form of sexual violence during the conflict in 1999.9) However, 

IPV is the most common form of violence against women in refugee 

camp.10) IPV rates in conflict-torn areas tend to be much higher than 

those of wartime rape and sexual violence committed outside the 

home. The WHO defines IPV as the use of power or force, threatened 

or actual, by a husband or an intimate male partner that results in in-

jury, death, or psychological harm. In a WHO multi-country study, the 

proportion of women reporting either sexual or physical partner vio-

lence, or both, ranged from 15% (Japan) to 71% (Ethiopia), with most 

sites falling between 29% and 62%.4,6)

REPRODUCTIVE HEALTH

According to the literature, reproductive health is not only measured 

by the absence of diseases. It is a state of physical, mental, and social 

well-being related to the reproductive system and its functions. There-

fore, reproductive health signifies that people have satisfactory and 

safe sex lives, the ability to reproduce, and the freedom to choose if, 

when, and how to procreate.11) In areas of war and conflict, attention 

has been focused mainly on providing basic needs and shelter, with 

little attention paid to reproductive health as a priority. However, this 

has started to change.11) According to the United Nations Population 

Fund in Syria, approximately 1.7 million women require access to re-

productive health services. Poor access to sexual assault treatments 

and emergency obstetric and gynecological care can contribute to ad-

verse health outcomes.12,13)

EFFECTS OF VIOLENCE ON REPRODUCTIVE 
HEALTH

Researchers state that combat has more profound adverse effects on a 

population’s health status than natural disasters. There is an inverse 

relationship between mortality in areas of armed conflict and repro-

ductive health, which takes a toll on the healthcare system aspiring to 

improve reproductive health. During the war, women and children are 

at risk of sexual violence, early marriage, harassment, isolation, dis-

placement, and exploitation. Sexual violence can occur at any stage of 

armed conflict when rape is used by armies as a weapons of war or 

committed by intimate partners.9,13,14) Violence against women has 

several effects on their reproductive health. From a gynecological per-

spective, women who suffered IPV are 3 times more likely to have 

chronic pelvic pain, vaginal infections, dysmenorrhea, and dyspareu-

nia. Women subjected to sexual violence are at risk of sexually trans-

mitted infections (including human immunodeficiency virus [HIV]), 

psychological harm, and suicidal tendencies.15-17) IPV makes it difficult 

for women to refuse sexual intercourse or use contraceptive methods. 

Forced sexual intercourse can cause vaginal trauma and increase the 

risk of HIV transmission. Moreover, childhood sexual abuse may in-

crease the rate of high-risk sexual behaviors later in life, including re-

duced condom use, multiple partners, and subsequent violence. Fear 

Adverse effect of war

In society In economy In human wellbeing In infrastructure

Chronic malnutrition
Spread of

infectious diseases

Violence against

women and children

Loss of life due
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Figure 1. Adverse effect of war in different forms. War causes different impacts on society, the country’s economy, damage to physical infrastructure and property, and most 
importantly it seriously impacts the human well-being. War-affected areas are constantly plagued with problems of chronic malnutrition, spread of diseases and infections, direct 
loss of life due to the war, which together contribute further to gender-based violence. Victims of gender-based violence can be either men or women, however, the most evident 
form of adverse impact is violence against women and children which includes women trafficking, domestic and intimate partner violence, threatening women psychologically 
and physically, as well as violence against women’s sex and reproductive health. we especially shed light on the form of violence which ultimately impact women’s sex and 
reproductive health. The forms of violence include the use of females as weapons, rape and forced prostitution, forceful marriages and pregnancy, female genital mutilation, 
femicide and honor killing, female infanticide, and deliberate neglect of girls. In war-affected areas, females are more prone to be a victim of such forms of violence.
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of violence may prevent women from seeking HIV testing, counseling, 

or services to prevent the transmission of HIV to infants. According to 

a study in Kenya, the risk of pregnancy termination and infant mortali-

ty is increased in women subjected to IPV. In Liberia, a study showed 

that 69% of those who experienced sexual violence had post-traumatic 

stress disorder, 57% had depression, and 22% had thought of suicide. 

In the Middle East, the highest maternal mortality rates were reported 

in Yemen based on data from 1997 to 2013, in addition to low contra-

ceptive use rates, low utilization of expert providers for deliveries, and 

high home birth rates. In Syria, women reported increased exposure to 

multiple forms of gender-based violence, including sexual assault, do-

mestic violence, child marriage, and sexual exploitation. In 2015, 182 

Syrian refugee women were interviewed in southern Lebanon. The 

study found that 26% of them had experienced emotional violence, 

9.2% physical violence, and 8.7% had experienced sexual violence; 

many women also reported exposure to more than one type of vio-

lence. The Syrian refugees were interviewed in an another study con-

ducted in Lebanon. In that study, approximately 50% of the patients 

reported menstrual irregularities, severe pelvic pain, and reproductive 

tract infections. Among pregnant women in the same study, 36%–39% 

experienced delivery or abortion related complications. Women are 

not immune to violence during pregnancy, which is also associated 

with complications. According to a study conducted in Mexico, preg-

nant women in areas of armed conflict are at risk of additional mater-

nal complications in areas of armed conflict.18-24) However, a broader 

study involving refugees from 52 camps in seven countries in Africa 

and Asia (Azerbaijan, Ethiopia, Myanmar, Nepal, Tanzania, Thailand, 

and Uganda) examined indicators such as maternal mortality ratio, 

neonatal mortality rate, and neonates with low birth weight. Surpris-

ingly, compared with the host country and country-of-origin popula-

tions, the inhabitants of the camps experienced better health out-

comes, which could be explained by improved reproductive health 

and healthcare services in refugee camps.25)

DISCUSSION

The lower the level of social development, the lower the level of repro-

ductive health too. Additionally, countries with low levels of social de-

velopment are at greater risk of armed conflict. When comparing the 

effects of armed conflict and natural disasters on reproductive health, 

the impact of armed conflict was more extensive than that of natural 

disasters. An increase in sexual assaults is associated with living in in-

secure areas. Survival sex has been reported among Syrian refugee 

women as being used to paying living expenses. The scarcity of health-

care providers during emergencies could also play an important role 

in providing basic healthcare that outweighs reproductive health ser-

vices. In addition, accessing and obtaining healthcare services is a ma-

jor obstacle in times of war because of insecurity.11,14)

 One suggested theory for the association between reduced repro-

ductive health status and IPV is reproductive coercion. This phrase re-

fers to an intimidating tactic that male partners engage in to take away 

a woman’s control over her reproductive health decisions and force 

her to become pregnant. Reproductive coercion increases the risk of 

unintended pregnancy and abortion. A compelling American research 

model describes how some clinics helped women use contraception 

methods that were undetectable by their husbands, which could be a 

reasonable and practical solution under certain conditions. In the 

Middle East, a United Nations High Commissioner for Refugees (UN-

HCR, 2022) strategy was used to prevent and respond to sexual vio-

lence emergencies and to empower women.26,27) The UNHCR works 

with national authorities and non-governmental organizations in the 

region to achieve their goals in areas of armed conflict. Barriers to the 

delivery of healthcare services exist at different levels. In doing so the 

UNHCR faces many obstacles due to a pushback from political parties, 

limiting their power. At the individual level, cultural stigma may pre-

vent women from seeking help or services, while perpetuating a lack 

of awareness, misconceptions, or beliefs about family planning, finan-

cial difficulties, and mistrust of the system. Barriers exist at the health-

care provider level due to a lack of training in ways to broach sensitive 

topics, and at the systemic level due to a lack of coordination, collabo-

ration, and leadership. During such emergencies, the accuracy of bio-

statistical data is deficient, leading to underestimation of the preva-

lence of violence against women. Therefore, attention should be paid 

to reproductive health improvements in areas of armed conflict. 

Women should have easy access to healthcare services and contracep-

tive methods. These services and methods should be provided by 

trained personnel in the area’s healthcare system during armed con-

flicts, and by camps established in displaced areas or countries. Differ-

ent types of media should focus on women’s empowerment within the 

cultural limits of the affected countries. In terms of IPV, a broader ap-

proach should be implemented by communities involving different 

social parties (imams, pastors, healthcare professionals, educators, 

and teachers) to educate males against engaging in IPV. To improve 

reproductive health, more effort is needed to obtain accurate numbers 

and significant data on key indicators.

CONCLUSION

Due to war, millions of people in the world have displaced thousands 

of people who have lost their lives, yet war is present in different areas 

of the world. The reason for the war can be a political, geopolitics, eco-

nomics, religion, culture, exercising power, and so on. Victims were 

humans and all creatures living on Earth, including the globe itself. It 

ultimately impacts the economy, infrastructure, and well-being of hu-

mans. Women and children are more vulnerable to violence than are 

men. Women become an easy resource for their utilization during the 

war, and this is related to gender-based violence against women (Fig-

ure 1). War causes women to suffer not only from those who are di-

rectly involved in war but also from those who are not involved, which 

directly impacts women’s reproductive health. Control over war is not 

in individuals’ hands, as it is mostly political in nature; however, some 

adverse effects of war that impact women’s health can be minimized. 
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Policymakers should focus on women’s education and employment 

as it makes them independent and aware of what is wrong for them-

selves and society. In a war, all stakeholders, government and non-

government organizations should work together to minimize the risk 

to women and people who are not involved in the war. The initiation 

of peaceful discussions and ceasefires can mitigate this risk. Health-

care professionals and volunteers should be provided access to the af-

fected areas. All stakeholders should collaborate to provide medical 

and logistical support. Ultimately, war is not a solution, but strong 

guidelines should be established that everyone should follow. In sum-

mary, gender-based violence specifically against women is more prev-

alent in armed conflict areas during wartime, and spills into displaced 

countries. Studies have shown improvements in reproductive health 

when effective methods and services. More accurate information is 

needed regarding reproductive health indicators in armed conflicts. 

We need a better reporting system and more training for assessors on 

how to handle sensitive subjects. Additional coordination and leader-

ship are needed at the systemic level to provide essential wartime ac-

cess to effective reproductive healthcare and medical supplies. Given 

its neutral role and name, the UN may have acted as a mediator in 

these times and areas.
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