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ABSTRACT
Objective  The study examined how refugees in Pakistan who 
accessed e-health clinics to get sexual and reproductive health 
(SRH) care perceived and used contraception. The prevalence, 
attitudes and variables affecting the adoption or non-adoption 
of contraceptives were the intended outcomes. The study 
additionally investigated how frequently refugee women 
used these clinics and how satisfied they were with the way 
telemedicine met their SRH needs.
Design  An observational cross-sectional methodology 
was used in this study to observe SRH-related 
telemedicine consultations. The study was conducted from 
17 April 2024 to 31 May 2024.
Setting  The data collection was done using a survey 
instrument and it was preserved in the organisation’s 
electronic health record. The investigation was conducted 
at nine Sehat Kahani e-health clinics, four in Balochistan 
and five in Khyber Pakhtunkhwa provinces.
Participants  The study enrolled 576 women who were 
refugees; they were recruited after they attended Sehat 
Kahani e-health clinics for SRH services and gave their 
consent to participate.
Results  The study reported that refugee women visiting 
e-health clinics used contraception at a significant rate 
(68.1%). The majority (71.4%) of women rely on partners 
for family planning decisions. The primary reasons for using 
contraception were child spacing (33.2%) and preventing 
unintended pregnancy (31.1%). Housewives and those with an 
income of 20 000–40 000 Pakistan rupees (PKR) were more 
likely to use contraception. Women with limited access to SRH 
services, as well as those whose spouses make healthcare 
decisions, were less likely to use them.
Conclusion  Women seeking refugee status who visited 
Sehat Kahani e-clinics depend substantially on contraception, 
with a preference for shorter-term options. Consumption 
of contraceptives was enhanced by collaborative decision-
making and availability of SRH services, while it was 
hampered by a lack of education and healthcare control by 
husbands. Improving SRH outcomes for remote refugees 
confronting cultural hurdles is possible through telemedicine by 
overcoming these gaps.

INTRODUCTION
Sexual and reproductive health (SRH) and 
the ability to obtain SRH treatments are 

fundamental entitlements of every individual, 
according to target 3.7 of the sustainable 
development goals.1 Pakistan has demon-
strated unwavering commitment for over 
four decades in safeguarding and providing 
refuge to displaced individuals. Pakistan shel-
ters many people of diverse backgrounds who 
have been uprooted from their homes and 
are searching for peace. This diverse group 
includes refugees and asylum seekers from 
countries such as Myanmar, Yemen, Somalia 
and Syria, although constituting a smaller 
percentage than Afghans carrying PoR (Proof 
of Registration) documents.2

In developing nations that are home to 
1.6 billion women of reproductive age, there 
is a notable disparity between the intention 
and implementation of measures to avoid 
conception. Out of a total of 885 million 
women who desire to prevent conception, 
only 671 million make use of contempo-
rary methods of contraception, resulting in 
214 million women who have an unsatisfied 
requirement for contraception. This unmet 
demand is evident in two distinct ways: 
155 million women do not use any contra-
ceptive method, while 59 million women 
depend on conventional methods that are 
comparatively less efficient. Significantly, the 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Data from multiple provinces enhance the study’s 
generalisability and usefulness.

	⇒ Telemedicine platforms can potentially reduce pro-
vider biases by standardising patient interactions.

	⇒ Limited examination of household dynamics and 
their impact on contraceptive choices.

	⇒ Potential for bias exists due to the reliance on self-
reported data.

	⇒ The findings may pertain exclusively to Sehat Kahani 
and may not comprehensively reflect experiences 
with alternative telemedicine platforms.
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regions of sub-Saharan Africa and Southern Asia expe-
rience the greatest burden of this inequality, with 39% 
of women in these areas attempting to avoid pregnancy 
and a remarkable 57% of them without access to modern 
contraception.3

A population of over 7 million individuals from Afghan-
istan, with diverse legal statuses, currently reside in the 
countries of the Islamic Republic of Iran and Pakistan 
with the primary objective of seeking refuge and protec-
tion. Since August 2021, a significant influx of around 
1.3 million Afghan individuals has been observed in the 
surrounding nations. Children comprise a substantial 
chunk of 49% of Pakistan’s Afghan population, totalling 
3.3 million individuals. Among this demographic, there 
are approximately 1.6 million undocumented Afghans 
and individuals with other legal statuses. The persistent 
existence of refugees, predominantly in metropolitan 
regions, has strained Pakistan’s existing resources, partic-
ularly in delivering health, nutrition, water, sanitation 
and hygiene services and education.4

Refugees and displaced individuals, particularly women 
and girls, face heightened vulnerabilities. Women often 
experience diminished social status and limited access 
to education, hindering their autonomy and economic 
opportunities. These factors, coupled with the inherent 
challenges of displacement, increase their vulnera-
bility within their communities.5 Therefore, refugees or 
displaced women face the potential for unfavourable 
health consequences, including unwanted pregnancies 
resulting from limited availability of contraception and 
inadequate access to abortion services. Additionally, they 
are at heightened risk of contracting sexually transmitted 
illnesses and experiencing sexual and gender-based 
violence.6–8

A snapshot of the digital health sector in Pakistan: early 
growth and regulatory considerations
At present, Pakistan’s digital health regulatory framework 
is fragmented; the Sindh Telemedicine Act is the only 
provincial law that requires telemedicine practitioners 
to be registered and places an emphasis on the privacy 
of patient data. Nevertheless, the absence of a thorough 
national framework for regulating digital health poses 
obstacles to the long-term expansion and improvement 
of this industry. In order to facilitate this industry, the 
Ministry of National Health Services, Regulations and 
Coordination of the Government of Pakistan in conjunc-
tion with provincial health departments has prepared 
an National Digital Health Framework Pakistan (NDH) 
Framework 2022–2030 (‘NDH Framework’). Privately 
held startups make up the bulk of Pakistan’s digital health 
sector, which is still in its early phases. Sehat Kahani, 
Ailaaj, Marham, Healthwire, Dawaai and a handful of 
other notable figures are making their mark.9

A pilot programme started by Ipas Pakistan in part-
nership with Sehat Kahani (an Non-governmental orga-
nization [NGO]) and Lady Health Workers (LHWs). 
Through the use of mobile devices, LHWs acted as 

intermediaries, linking women in need of Sexual and 
Reproductive Health and Rights (SRHR) consultations 
(including those regarding abortion, gynaecological 
issues and contraception) with telemedicine providers. A 
total of 98 LHWs and 22 telemedicine physicians received 
training. From June 2020 to March 2021, 176 women 
received help from this model. According to the data, 
a telehealth-accompaniment method has the ability to 
overcome the limits in digital access for SRHR services 
in Pakistan, leading to high client satisfaction and favour-
able clinical outcomes.10

To address this disparity in access to healthcare avail-
ability, Sehat Kahani emerges as a beacon of hope. This 
innovative e-health platform empowers women to achieve 
sustainable health outcomes, specifically focusing on 
remote areas where access to traditional healthcare 
services remains limited. Through their mobile appli-
cation and strategically located e-health nurse-assisted 
centres across Pakistan, by leveraging technology and 
addressing the specific needs of women in remote areas, 
Sehat Kahani holds immense potential to bridge the 
digital divide and contribute to a healthier future for all 
Pakistani women.11

The research aimed to address the two-pronged issue of 
contraception among refugees who obtained assistance 
for their SRH issues through e-health facilities based in 
the provinces of Balochistan and Khyber Pakhtunkhwa 
(KPK). The primary objective of the study was to deter-
mine the prevalence of contraceptive use and assess 
general perceptions and attitudes towards contraception 
within this population. The secondary objective of the 
study is to determine the factors that influence both the 
utilisation and avoidance of contraception. The research 
further explored how refugee women are making use 
of SRH services offered by Sehat Kahani e-health clinics 
in Pakistan by identifying how many refugees use these 
clinics and their satisfaction with the problem-solving 
abilities of telemedicine in SRH issues.

METHODOLOGY
The study used an observational cross-sectional design 
to assess the current perspective of SRH services, the 
influence of contraceptive utilisation and the efficiency 
of the Sehat Kahani platform in providing SRH services 
to refugee women. The necessity to identify important 
e-health clinics accommodating the enlarged needs 
of the refugee community was brought to light by an 
increase in the utilisation statistics of SRH services 
among refugees inside the Sehat Kahani e-health data-
base. Multiple e-health clinics in the provinces of Baloch-
istan and KPK were facilitating refugees, and they were 
selected due to their high service volumes for refugees. 
Four Balochistan clinics (Arif Clinic, City Clinic, Umar 
Clinic and Faraz Clinic) and five KPK clinics (Alkhidmat 
Clinic, Alshifa Health Clinic, Grana Clinic & Maternity 
Home, R. Akhtar Maternity Home and Riffat Amjad 
Clinic) were chosen to undergo further evaluation 
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because of their substantial service volumes for refugees. 
Subsequently, individuals for the study were enlisted 
from the mentioned clinics.

Sehat Kahani is a comprehensive digital healthcare 
platform that facilitates audio/video consultations 
between patients and highly skilled doctors/specialists. 
Our services enable patients residing in marginalised 
groups and remote places to get medical care through 
our e-health solution, which includes 63 e-health clinics, 
retail applications, corporate applications and e-phar-
macy services.

Data were collected from nine e-health nurse-assisted 
centres. At these centres, patients were connected with 
expert healthcare providers who were all based in Paki-
stan (General Physicians/Specialists) based on their 
individual health needs. A nurse facilitated the initial 
connection and subsequently discreetly withdrew to 
ensure patient privacy during the consultation. This facil-
itated access to healthcare services and enabled patients 
to address their health concerns directly with qualified 
medical professionals.

Data collection was started on 17 April and ended on 31 
May 2024 at these designated clinics. The prevalence for 
the sample size calculation was obtained from the United 
Nations High Commissioner for Refugees (UNHCR) 
report that was published on 31 December 2023. The 
report provided a detailed analysis indicating that 20.4% 
of females aged 18–59, who have migrated to Pakistan, 
are now residents in the country.12 Considering the high 
occurrence rate, we determined the sample size for the 
sample to be 509, with a 3.5 margin of error at a 95% CI. 
This calculation was done using the Open Epi sample size 
calculator V.3.01.13 Considering a refusal rate of 15%, the 
total sample size was determined to be 585 patients. The 
study included women of reproductive age, specifically 
those between ages 18 and 49 years, with access to Sehat 
Kahani e-health clinics for consulting on SRH issues 
through nurse-assisted telemedicine clinics, which were 
of major significance. Patients with serious illnesses that 
cannot be properly managed through teleconsultation, 
requiring urgent medical attention, and those who do 
not wish to disclose their identity as a refugee remained 
excluded.

Patient consent
Patients who use the Sehat Kahani e-health platform 
provide informed consent, which explicitly acknowledges 
the potential use of anonymised data for commercial 
purposes and publications that promote the telemedicine 
approach to healthcare access. This transparent method 
safeguards patient privacy while allowing the study to 
contribute to the improvement of telemedicine in health-
care delivery.

Patient and public involvement
None.

Data collection tool
The instrument for data collection was obtained from two 
research papers.14 15 The integration of these question-
naires enhanced the comprehensiveness of the instrument 
used in the current research in delivering information on 
contraception usage and telemedicine service provision 
by the refugee population residing in Pakistan. Adding 
further inquiries regarding the demographic character-
istics and the efficiency of the Sehat Kahani platform on 
patients who avail its services. In general, the instrument 
offered a comprehensive and uniform method for gath-
ering patient information during SRH consultation.

Statistical analysis
Data analysis was conducted using the Statistical Package 
for Social Sciences V.24.0. Subsequently, the subjects were 
classified into suitable categories and subjected to prior 
assumption verification before conducting data anal-
ysis. Frequencies and percentages were used to produce 
descriptive statistics. A binary logistic regression model 
was used to analyse both the bivariate and multivari-
able in order to determine the factors that were inde-
pendently linked to the use of contraceptives. Only the 
components that had a p value of less than 0.25 at the 
bivariate level were included in the multivariate model. 
Age group was included in the multivariable models as a 
priori factors. The Hosmer-Lemeshow goodness-of-fit test 
was conducted for the multivariable logistic regression 
model.

RESULTS
Among the female patients who attended Sehat Kahani 
e-health clinics, 576 participants made up the final 
sample, the majority (63.9%) were new patients. Addi-
tionally, 11.1% of the patients had three follow-up visits, 
78.3% of the participants are from rural backgrounds, 
97.6% are married and 50.5% belong to the >35 age 
group. Additionally, the majority of females (81.9%) have 
not received any formal education. Based on the data, it 
can be seen that nearly half (47.4%) of the participants 
were housewives and the remaining participants (35.1%) 
were self-employed. Furthermore, 79% of the partners 
of the participants had no formal education, and 83.2% 
were self-employed. The participants predominantly 
spoke Pashto (51%) and Afghani (38%) as their language 
of choice for communication. Approximately 82.1% of 
the participants resided with their families, and 94.3% of 
these families consisted of more than four persons. The 
majority of families, accounting for 50.5% of the total, 
had a gross monthly income ranging from 20 000 to 40 
000 PKR, while 37.2% of the families were earning less 
than 20 000 PKR as monthly gross income, as discussed 
in table 1.

When asked about their original nationality, 90.8% 
of respondents mentioned being Afghan. Regarding 
their place of birth, 75.2% stated that they were born in 
Afghanistan. Among the reasons given for leaving their 
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homeland, 27.8% mentioned security concerns, while 
26.9% highlighted lack of healthcare. Following the data, 
in response to an inquiry on where they initially resided 
after leaving their native country, 52.6% of respondents 
indicated a village, while 28.1% said refugee camps. When 
queried about the duration of their residence in Paki-
stan, 63% of respondents indicated that they were unsure 
of how long they had been living here, as discussed in 
table 2.

In addition, when asked about the practice of contra-
ception, 64.4% of respondents were aware of it, 59.9% 
had used it in the past and 68.1% said that they are pres-
ently using some form of it. Regarding the frequency of 
contraceptive method usage, roughly 59.7% of patients 
reported using a contraceptive method for less than 1 
year. Nearly one-third of patients (71.4%) reported that 
their partner exclusively holds the authority to make deci-
sions regarding family planning (FP). Subsequently, they 
were asked about the frequency of their contraceptive 

Table 1  Socio-demographic characteristics of participants 
visiting Sehat Kahani e-health centres for contraceptive 
services

Variables Frequency N Percentage %

Demographic characteristics

Type of consultation

 � Follow-up consultation 208 36.1

 � New consultation 368 63.9

If you are a follow-up participant, how many times have you 
used the e-health services at Sehat Kahani clinics

 � One time 50 8.7

 � Two times 51 8.9

 � Three times 64 11.1

 � More than three times 43 7.5

Age categories of participants

 � 18–25 age group 57 9.9

 � 26–35 age group 228 39.6

 � >35 age group 291 50.5

Age categories of partner

 � 18–25 age group 59 10.2

 � 26–35 age group 228 39.6

 � >35 age group 289 50.2

Residence of the participant

 � Urban 125 21.7

 � Rural 451 78.3

Marital Status

 � Single 7 1.2

 � Married 562 97.6

 � Divorced 3 0.5

 � Widowed 4 0.7

Educational status of the participant

 � No education 472 81.9

 � Primary education (1–5) 86 14.9

 � Secondary education 
(7–12)

17 3.0

 � Tertiary education 
(bachelors and above)

1 0.2

Educational status of the partner

 � No education 455 79.0

 � Primary education (1–5) 87 15.1

 � Secondary education 
(7–12)

32 5.6

 � Tertiary education 
(bachelors and above)

2 0.3

Gross monthly income categories

 � Less than 20 000 PKR 214 37.2

 � 20 000–40 000 PKR 291 50.5

 � More than 40 000 PKR 71 12.3

Language spoken by the participant

Continued

Variables Frequency N Percentage %

 � Urdu 17 3.0

 � English 2 0.3

 � Sindhi 4 0.7

 � Punjabi 4 0.7

 � Balochi 29 5.0

 � Pashto 294 51.0

 � Afghani 219 38.0

 � Persian 6 1.0

 � Barvi 1 0.2

Occupation of the participant

 � Small business/self-
employed

202 35.1

 � Unemployed 75 13.0

 � Freelancing 10 1.7

 � Housewife 273 47.4

 � Others 16 2.8

Occupation of the partner

 � Small business/self-
employed

479 83.2

 � Unemployed 78 13.5

 � Freelancing 3 0.5

 � Others 16 2.8

Current living situation

 � Living alone 103 17.9

 � Living with family 473 82.1

Number of family members

 � Less than four members 33 5.7

 � More than four members 543 94.3

PKR, Pakistan rupees.

Table 1  Continued
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use; 67.9% indicated sometimes usage. The main reason 
for the majority of couples using contraceptive tech-
niques was to achieve child spacing, accounting for 33.2% 
of respondents. Another significant factor was the desire 
to prevent unwanted pregnancies, which accounted for 
31.1% of respondents. Around 23.6% of the participants 
indicated that they stopped using contraceptives due to 
breastfeeding, whereas 21.9% reported experiencing 
difficulty in conceiving. When asked about the harmful 
consequences of using contraceptive techniques, 73.4% 
of the patients reported having not experienced any 
negative effects related to contraception. One-third of 
the patients (30.4%) admitted having experienced unin-
tended pregnancies.

After patients finished answering questions in earlier 
sections, patients were asked to provide their age at the 
time of marriage, as well as their partner’s age. The age 
category of 16–30 was the most common among both 
genders, females with 89.9% and males with 82.5%. 

Moreover, when patients were asked about the number 
of living children, they reported a number of 4–6 chil-
dren, accounting for around 47%. Subsequently, the 
patients were inquired about the frequency of pregnan-
cies they have experienced in Pakistan, 39.2% of individ-
uals reported having had one to three pregnancies. While 
over half (58.7%) received some antenatal care during 
their last pregnancy, only 42.2% had just one visit, indi-
cating a potential gap in comprehensive care. Moving 
further, it was asked what SRH services are required by 
the patient during their present visit to the e-healthcare 
facility; 29.5% mentioned FP services, and the other half 
mentioned education and counselling (25.7%). The 
data, however, provide some encouraging insights into 
the operations of organisations like the Sehat Kahani 
e-health clinics. Notably, users reported high satisfaction 
with Sehat Kahani, a provider who actively listened to 
their concerns and helped them with their issues; 65.8% 
were very satisfied and 32.5% were satisfied. Overall, a 
substantial majority expressed high satisfaction with tele-
medicine in addressing SRH needs (62%) and returning 
for future services (96.9%) (online supplemental table 
1).

The main factors associated with contraceptive use in 
univariate analysis were women’s occupation, household 
income, involvement in FP decision-making, knowledge 
of contraceptive methods, recent visit to a healthcare 
facility for SRH services and decision-making regarding 
one’s own healthcare. The multivariate logistic regression 
analysis provided multiple findings of contraceptive util-
isation among female refugee patients. The utilisation of 
contraceptives was less common among women between 
the ages of 26 and 35 (OR=0.671, 95% CI (0.251, 1.791), 
p=0.425). On the other hand, housewives (OR=7.575, 
95% CI (3.865, 14.848), p=0.001) and individuals from 
households with a monthly income of 20 000–40 000 PKR 
(OR=0.192, 95% CI (0.104, 0.354), p=0.001) showed a 
significantly greater probability of using contraceptives. 
However, women who made collaborative decisions with 
their spouses about FP were found to have a lower likeli-
hood of using contraception compared with those who 
made autonomous decisions (OR=4.394, 95% CI (1.055, 
18.303), p=0.042). Furthermore, the odds of contracep-
tive use were significantly higher for women who desired 
but lacked access to SRH services (OR=6.071, 95% CI 
(2.354, 15.656), p=0.001) compared with those who 
accessed such facilities. Adding further, the utilisation of 
contraceptives was lower among women whose husbands 
make decisions regarding their personal healthcare 
(OR=0.147, 95% CI (0.063, 0.341), p=0.001) as indicated 
in table 3.

The model was determined to be statistically fit based 
on the Hosmer-Lemeshow test, with a p value of 0.46. The 
Nagelkerke R2 value of this model indicates that 61.9% of 
the variance in the dependent variable can be explained 
by the independent variables.

Figure  1 illustrates a bar chart depicting the level of 
awareness among refugee patients regarding different 

Table 2  Migration characteristics of participants visiting 
Sehat Kahani e-health centres for contraceptive services

Variables Frequency N Percentage %

Migration characteristics

Where were you born

 � Pakistan 123 21.4

 � Afghanistan 433 75.2

 � Iran 18 3.1

 � Iraq 2 0.3

What was your original nationality before you got refugee 
status

 � Afghani 523 90.8

 � Irani 17 3.0

 � Iraqi 2 0.3

 � Not willing to tell 34 5.9

What was the reason for leaving your own country

 � Security concerns 160 27.8

 � Lack of daily necessities 133 23.1

 � Lack of healthcare 155 26.9

 � Economic difficulties 128 22.2

Where did you live before you were relocated from your 
country for the first time

 � City 54 9.4

 � Village 303 52.6

 � Capital city 29 5.0

 � Refugee camp 162 28.1

 � Not willing to tell 28 4.9

How long have you been living in Pakistan

 � Since I was born 133 23.1

 � Do not know 363 63.0

 � Not willing to tell 80 13.9
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Table 3  Factors associated with contraceptive utilisation among women visiting Sehat Kahani e-health centres

Variables

Contraception 
utilisation Crude Adjusted

Yes No OR (95% CI) P value OR (95%CI) P value

N (%) N (%)

Demographic factors

Age in years

 � 18–25 41 (71.9) 16 (28.1) Ref Ref

 � 26–35 175 (76.8) 53 (23.2) 0.776 (0.403, 1.493) 0.448 0.671 (0.251, 1.791) 0.425

 � >35 176 (60.5) 115 (39.5) 1.674 (0.897, 3.124) 0.105 1.549 (0.607, 3.952) 0.36

Marital status

 � Married 382 (68) 180 (32) Ref Ref

 � Not in union/single 10 (71.4) 4 (28.6) 0.849 (0.263, 2.743) 0.784 – –

Patient occupation

 � Working women 188 (82.5) 40 (17.5) Ref Ref

 � Housewife 204 (58.6) 144 (41.4) 3.318 (2.218, 4.962) 0.001* 7.575 (3.865, 
14.848)

0.001*

Patient education

 � No education 320 (67.8) 152 (32.2) Ref Ref

 � Primary and above 72 (69.2) 32 (30.8) 0.936 (0.591, 1.481) 0.776 – –

Partner education

 � No education 306 (67.3) 149 (32.7) Ref Ref

 � Primary and above 86 (71.1) 35 (28.9) 0.836 (0.539, 1.297) 0.423 – –

Household income PKR

 � < 20 000 90 (42.1) 124 (57.9) Ref Ref

 � 20 000–40 000 261 (89.7) 30 (10.3) 0.083 (0.052, 0.133) 0.001* 0.192 (0.104, 0.354) 0.001*

 � > 40 000 41 (57.7) 30 (42.3) 0.531 (0.308, 0.915) 0.022* 1.297 (0.615, 2.737) 0.495

Family type

 � Nuclear 69 (67) 34 (33) Ref Ref

 � Joint 323 (68.3) 150 (31.7) 0.942 (0.599, 1.484) 0.798 – –

Contraceptive factors

FP decision-making

 � Jointly 116 (84.1) 22 (15.9) Ref Ref

 � Wife only 15 (55.6) 12 (44.4) 4.218 (1.740, 
10.225)

0.001* 4.394 (1.055,18.303) 0.042*

 � Husband/partner only 261 (63.5) 150 (36.5) 3.030 (1.842, 4.986) 0.001* 2.563 (1.309,5.018) 0.006*

Knowledge on contraceptive methods

 � No 85 (41.5) 120 (58.5) Ref Ref

 � Yes 307 (82.7) 64 (17.3) 0.148 (0.100, 0.217) 0.001* 0.117 (0.060,0.227) 0.001*

Visit to a healthcare facility in the last year for SRH services

 � No 164 (72.6) 62 (27.4) Ref Ref

 � Yes 198 (76.4) 61 (23.6) 0.815 (0.541, 1.227) 0.327 0.963 (0.463, 2.004) 0.92

 � Wanted to but service/facility not 
accessible

11 (16.7) 55 (83.3) 13.226 (6.501, 
26.908)

0.001* 6.071 (2.354, 
15.656)

0.001*

 � Not willing to tell 19 (76) 6 (24) 0.835 (0.319, 2.189) 0.714 1.367 (0.390, 4.787) 0.625

Decision regarding receiving own healthcare

 � Myself 14 (28) 36 (72) Ref Ref

 � Husband/partner 351 (80.7) 84 (19.3) 0.093 (0.048, 0.180) 0.001* 0.147 (0.063, 0.341) 0.001*

Continued

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

at P
akistan

:B
M

J-P
G

 S
p

o
n

so
red

 
o

n
 M

arch
 19, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
15 M

arch
 2025. 

10.1136/b
m

jo
p

en
-2024-092240 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://bmjopen.bmj.com/


7Aga IZ, et al. BMJ Open 2025;15:e092240. doi:10.1136/bmjopen-2024-092240

Open access

contraceptive techniques. Figure 2 illustrates the current 
methods of contraception being used by refugee patients 
visiting the Sehat Kahani e-health facility.

DISCUSSION
In this study, the prevalence of the ever-use of one modern 
contraceptive method was estimated to be 59.9%. The 
primary factors that influenced the use of contracep-
tives were the patient’s occupation, household income, 
involvement in FP decision-making, knowledge about 
contraceptives, visit to healthcare facilities in the last 
year for SRH services and personal decisions regarding 
healthcare. Overall, 64.4% of surveyed refugee women 
indicated their knowledge of at least one contemporary 
FP method. The results of the present study are lower 
in comparison to a multicountry assessment that aimed 
to document the understanding, beliefs and behaviours 
regarding FP among refugees. This evaluation reported 
a higher percentage of 74% of women who possessed 
knowledge of at least one modern technique of FP.16

The present level of contraceptive usage in the research 
area is 68.1%, which is greater than the usage rate of 47.7% 
found in a study conducted among the refugee popula-
tion of Northern Ethiopia.6 Furthermore, the utilisation 
rate of modern contraceptives in this study is significantly 
greater than that reported in UNHCR studies conducted 
in five refugee camps: Djibouti (5.1%),17 Kenya (6.8%),18 

Jordan (21.4%),19 Malaysia (34.2%)20 and Uganda 
(14.6%).21

The findings of our survey reveal that short-term contra-
ceptive methods were the most commonly used, with 
male condoms being among the most common at 46.0%, 
followed by oral contraceptives at 30.7% and injectables 
at 16.5%. The method of implants had the lowest selec-
tion rate, accounting for only 3.8%. Remarkably, the find-
ings of this study differed from those of a study conducted 
in Northern Ethiopia6 in only one aspect. The use of 
injectable contraceptives was much higher (63.1%), 
whereas the use of oral contraceptives (25.5%) and male 
condoms (7.6%) were lower and higher, respectively, in 
the present investigation. Significantly, the utilisation of 
implants remained constant in both investigations, with 
a rate of 3.8%.6

It was shown in the prior studies that the use of modern 
contraception was greatly affected by women’s occu-
pational standing in the survey conducted in Northern 
Ethiopia. Housewives were 79% less likely to use current 
methods of contraception compared with those who 
worked as a daily labour.6 Furthermore, research in six 
distinct Nepal22 ethnic groups corroborated this conclu-
sion by showing that working women were far more likely 
to use contraception than their unemployed counter-
parts. Our analysis contradicts the findings of these two 
studies because it found that housewives were much more 

Variables

Contraception 
utilisation Crude Adjusted

Yes No OR (95% CI) P value OR (95%CI) P value

N (%) N (%)

 � Other family members 27 (29.7) 64 (70.3) 0.922 (0.429, 1.979) 0.835 0.312 (0.108, 0.900) 0.031*

Hosmer and Lemeshow goodness of fit test p=0.46, Naegelkerke R2=0.619.
All the bold values are statistically significant p-values.
FP, family planning; PKR, Pakistan rupees; SRH, sexual and reproductive health.

Table 3  Continued

Figure 1  Knowledge of patients about contraceptive 
methods.

Figure 2  Methods of contraception currently used by 
patients.
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likely to use contraceptives (OR=7.575, 95% CI (3.865, 
14.848), p=0.001).

This study offers significant insights into the use of tele-
medicine by refugees in Pakistan to meet their contra-
ceptive health needs. Furthermore, it explores specific 
types of services they took while visiting the e-health 
clinics. The current research indicates greater satisfac-
tion with e-health clinic services among refugee patients 
in Pakistan, contrasting with earlier studies on contra-
ception utilisation in other refugee groups that revealed 
variable degrees of contemporary contraceptive uptake. 
This favourable result can be ascribed to various reasons, 
including the distinctive environment of this study, partic-
ularly the emphasis on reproductive health requirements 
and the employment of telemedicine as the principal 
method of care provision. This study offers a detailed 
investigation of contraceptive utilisation among refugees 
in Pakistan based in two provinces Balochistan and KPK. 
These findings establish a solid foundation for more 
extensive, long-term research to improve our under-
standing of contraceptive use among refugees and the 
effects of telemedicine on their health, not only in Paki-
stan but also in other low- and middle-income countries.

Conclusion
The study highlights the FP practices of refugee women 
who are using Sehat Kahani e-health clinics in Pakistan. 
Significantly, a considerable number of these women 
actively adopted contraception, displaying a preference 
for short-term techniques. Enabling factors encompassed 
collaborative decision-making with their partners and the 
availability of SRH services. On the other hand, the lack 
of educational possibilities and husbands exerting control 
over healthcare choices were seen as obstacles. These 
findings highlight the capacity of telemedicine to address 
these disparities by increasing the availability of FP mate-
rials and education, especially for refugee populations 
that are physically isolated and face cultural and social 
restrictions. Telemedicine has the potential to greatly 
enhance SRH outcomes for this vulnerable community 
by addressing these gaps.
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