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a b s t r a c t
We seek to strengthen understanding of the health needs of internally displaced persons (IDPs) in contexts of
conﬂict or violence. Based upon a scoping review, our paper identiﬁed limited evidence on IDP health, but
nevertheless indicates that IDPs tend to experience worse health outcomes than other conﬂict-aﬀected populations
across a range of health issues; and this is due to the particularly vulnerable situation of IDPs relative to these
other populations, including reduced access to health services. Further research is required to better understand
these needs and the interventions that can most eﬀectively address these needs.
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on the substantive input and review of participating HIDN co-authors.1
Other papers in English and other languages, and in which the above
terms were not necessarily stated explicitly in the title or abstract, were
identiﬁed by key global experts among the HIDN co-authors.
We analysed the studies based on health outcomes, including data
comparing health outcomes of IDPs with other populations, and key
drivers of those outcomes. We also included recommendations given in
the literature, but we do not intend to promote any particular intervention across contexts, given the scant data on interventions. Given the
scoping approach of the paper, we have included our interpretations
with the ﬁndings, rather than having a separate Discussion section. We
also did not appraise the quality of the studies given the review methodology. We also note here the major limitation of using a scoping review,
rather than a systematic review methodology, and this was due to the
reasons given above. However, the paper does beneﬁt from the extensive
knowledge of the authors from HIDN. We also note the limitation that
the database search was for English-language papers only. However, we
did seek expert suggestions for other papers in other languages. In addition, the vast majority of studies on health and forced displacement in
LMICs appear to be in the English language.

1. Introduction
Globally, there are approximately 48 million internally displaced
persons (IDPs) who have ﬂed conﬂict and violence (UNHCR 2021). IDPs
are people who have been forced to leave their place of habitual residence but, unlike refugees, they have not crossed an internationally
recognized State border (UNCHR 1998). Such internal displacement occurs across various contexts - including conﬂicts, environmental disasters and the negative impacts of climate change - and often results from,
and leads to, multiple human rights violations. Nevertheless, compared
with the health of other conﬂict-aﬀected, disadvantaged or mobile populations, including refugees and migrants, IDP health is relatively poorly
understood. Given the scale of internal displacement due to conﬂict or
violence and the fact that IDPs are among the most disadvantaged people in aﬀected countries, this is anomalous.
Drawing together the expertise of a newly-established global Health
and Internal Displacement Network (HIDN) which resulted from an
“Internal Displacement and Health” workshop convened in 2021
(AMS/IDRP 2021), the aim of this paper is to strengthen understanding
of IDP health needs by analysing peer-reviewed research on the health
impact of internal displacement in contexts of conﬂict or violence. To
our knowledge, this is the ﬁrst analysis of peer-reviewed research on
health-related studies in IDP populations globally. It forms the ﬁrst paper in the series in Migration and Health on ‘Health and Internal Displacement’. Related papers in the series will build upon the ﬁndings from this
paper to help address the policy and programming responses required
to better meet the health needs of IDPs.

3. Review ﬁndings
3.1. Key biases in the literature
Peer-reviewed research on IDP health is scarce, especially when compared with cross-border migration in general, and refugees in particular
(Blanchet et al., 2017; Owoaje et al., 2016; Hendrickx et al., 2020). This
reﬂects, in part, a paucity of health data disaggregated concerning IDPs
and a broader gap in research on displaced persons in low- and middleincome countries (LMICs), as opposed to displaced persons in highincome countries (HICs) (Morina et al., 2018). Within the IDP health
literature, most research relates to encamped IDP populations rather
than those settled in local communities, and to IDPs in African countries (these trends are connected, since IDPs are more easily-identiﬁable
and thus easier to research when they are in camps than when hidden
among the local population; and most IDP camps are in Africa). That
represents a potential bias since, globally, the vast majority of IDPs do
not live in camps, and more than half of the world’s IDPs are outside
Africa (World Bank 2017). IDP health research also tends to focus heavily on mental health - particularly post-traumatic stress disorder (PTSD),
depression and anxiety, when compared to other health outcomes.

2. Methods and materials
A non-systematic scoping review of the published, peer-reviewed literature was conducted. We chose a scoping review methodology as we
sought to identify and map the available evidence and knowledge gaps
on the broad topic of IDP health, rather than seek to answer a speciﬁc
question through a systematic review methodology (Munn et al., 2018).
The concepts of interest were internal displacement and health, and the
populations of interest were IDPs. This followed the standard deﬁnition
of IDPs as “persons or groups of persons who have been forced or obliged
to ﬂee or to leave their homes or places of habitual residence, in particular as a result of or in order to avoid the eﬀects of armed conﬂict,
situations of generalized violence, violations of human rights or natural
or human-made disasters, and who have not crossed an internationally
recognized State border (UNCHR 1998).
We included papers on IDP health where internal displacement was
driven primarily by conﬂict or violence, but not where other drivers of
displacement, such as environmental disasters or climate change, were
foremost. Where research data or ﬁndings presented in the papers did
not distinguish IDPs from refugees, migrants or other conﬂict-aﬀected
populations, the paper was not included. We excluded studies that were
not peer-reviewed, and did not use reports, gray literature or anecdotal evidence. For reasons of space, adjacent health topics such as IDP
nutrition have not been engaged in this review, although evidence suggests IDPs also have the worst nutrition outcomes compared to other
conﬂict-aﬀected populations (Martin-Canavate et al., 2020).
The data sources of interest were published primary research studies.
Thus, the ﬁrst three authors searched Embase, PubMed, the Cochrane
Library and Web of Science between 4 and 15 January 2021. The search
had no start date limitation, and was conducted up to December 2020.
Only publications written in English were included in this part of the
review, using a Boolean search strategy combining keyword and MeSH
terms for “internally displaced persons”, “internal displacement”, “internally displaced”, “IDPs”, “health”, “mental health” and disease-speciﬁc
terminology appropriate to the disease categories in this paper. Of several thousand studies identiﬁed through the database search, 113 were
selected for detailed review and possible inclusion on the basis of direct relevance. We later updated our review in June 2021 by drawing

3.2. Framing internal displacement and its health impact
Globally, the scale of internal displacement due to conﬂict and violence is considerably greater than refugee ﬂows. During 2020, an estimated 9.8 million new incidents of conﬂict-driven internal displacement
took place (IDMC 2021), as compared to the 1.4 million new refugees
seeking protection outside their country that year (UNHCR 2021). This
is only partially explained by the inﬂuence of COVID-19 during 2020
which resulted in signiﬁcantly reduced refugee ﬂows (UNHCR 2021).
By the end of that year, the total global population of IDPs who
had ﬂed conﬂict and violence (48 million people) was almost twice
that of refugees (26.4 million) (UNHCR 2021). This reﬂects a general
trend across the past 15 years of rising annual levels of new conﬂictdriven internal displacement and a growing global population of IDPs
(Cantor and Wooley, 2020), driven mainly by crises in Africa, the Middle
East and Latin America (World Bank 2017). However, whilst refugees
can be found in both HICs and LMICs, by 2020, 99.5% of conﬂictaﬀected IDPs were located in LMICs (IDMC 2021), with the largest populations in Syria (6.6 million), Democratic Republic of Congo (DRC) (5.3
million) and Colombia (4.9 million) (IDMC 2021).
1
These HIDN co-authors are listed in alphabetical order after the ﬁrst three
major contributing authors.
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Although internal displacement patterns are often contextdependent, the social proﬁle of IDPs revolves around common
features. Firstly, IDPs seem to be drawn principally from relatively
poor and marginalised zones where conﬂict and violence are concentrated in that country. Secondly, IDPs tend to displace relatively short
distances, at least in the ﬁrst instance, often within the same region
of the country (Cantor and Ochieng Apollo, 2020). Thirdly, although
most IDPs have been displaced only once, repeated displacements
are also not uncommon in some countries due to the ongoing risk of
violence and poor living conditions during displacement (Cantor and
Ochieng Apollo, 2020). Fourthly, the vast majority of IDPs live in host
communities rather than camps, with less than one percent living in
managed camps and another 11% live in self-settled camps, mainly
in sub-Saharan Africa (World Bank 2017). Finally, compared to other
populations (including internal migrants), IDPs experience signiﬁcantly
worse poverty and labor market outcomes. These eﬀects can be longlasting, with IDPs often over-represented among their country’s poor
and extreme poor (Cantor and Wooley, 2020).
A seminal conceptualisation of IDP health claims that IDPs also experience greater rates of illness and death than the baseline in their
country (Leus et al., 2001). The authors explain this discrepancy by arguing that internal displacement exposes IDPs to new hazards that result
from their new environment (such as new infectious agents), from the
poor conditions en route or in the new settlement, and from the trauma
of being forcibly displaced, compounded by the loss of their assets and
social/support networks. Indeed, as we show, across a range of health
issues and regions, studies over the past twenty years essentially bear
out this claim that IDP health outcomes are worse than for baseline comparators in their country (Owoaje et al., 2016). However, whilst the underlying model has strong explanatory power, it remains partial. That is
because it describes factors relevant to forced displacement in general
rather than internal displacement in particular. In other words, those
same hazards and vulnerabilities should apply equally to refugees and
not only to IDPs. Nevertheless, as this paper shows, research suggests
that IDPs tend to experience worse health outcomes than refugees.
The fact that IDPs do not beneﬁt from formal international legal protection like refugees may help explain this trend (Rae, 2011;
Hakamies et al., 2008), but its explanatory power is reduced by the
fact that many national laws and African treaties on IDP protection now
exist. We posit that practical factors may better explain the trend, including that: (i) conﬂict-aﬀected IDPs are almost exclusively located in
LMICs, with all of the resource constraints that entails, whilst refugees
end up in both LMICs and HICs; (ii) IDPs tend to be from conﬂict-aﬀected
zones, and are thus poorer and more vulnerable to begin with, compared
with refugees who tend to reﬂect a broader distribution of social proﬁles
in the country (Cantor and Ochieng Apollo, 2020); (iii) IDPs remain in
their country and thus remain exposed to direct and indirect risks and
impacts of the conﬂict, including on health services and the economy,
whilst refugees have greater access to protection and assistance outside
the country; and (iv) the international community is less interested in
IDP than refugee situations, resulting in less assistance and attention
paid to IDPs.
The situation of IDPs is thus deﬁned by double disadvantage: they
experience the losses and new hazards of forced displacement (i.e. disadvantage in relation to other local inhabitants); but they do not have
access to advantages that can result from leaving the country (i.e. disadvantage in relation to refugees). Moreover, a range of studies illustrate the underlying ‘social’ (rather than purely environmental) nature
of many immediate determinants of IDP health, including poverty and
loss of land, overcrowding and changes in cultural norms (Roberts et al.,
2009); one study suggests that most IDP health problems are ‘connected directly with income’ (Amodu et al., 2020). The way that internal displacement shapes the social situation of IDPs can produce
long-lasting, diﬀuse and even transgenerational health impacts; a study
on Palestinian IDPs suggests that they, their families and descendants,
had poorer health than non-IDPs, even 60 years after initial displace-

ment (Daoud et al., 2012). Moreover, as we will show, gender and age
shape the health impact of internal displacement within IDP populations
(Leus et al., 2001; Villamizar-Pena et al., 2021; Rodriguez-Morales et al.,
2019; Castañeda-Hernández et al., 2018).
The arrival of IDPs can put strain on local economies and services,
including healthcare (Singh et al., 2007; Quintero and Culler, 2009).
Host community resentment can arise as a result, but may also emerge if
IDPs receive special assistance due to their status as such (Quintero and
Culler, 2009). Nonetheless, the economic roots of many IDP health problems point to a need for economic empowerment of IDPs (Amodu et al.,
2020), including through cash transfer programmes to meet basic needs
(Falb et al., 2020). In general, given the limited resources available, any
IDP health interventions in LMICs must also be low-cost and communitybased (Falb et al., 2020). For example, training IDPs as health workers in camps has sometimes proven eﬀective (Ehiri et al., 2014). Using existing structures can amplify intervention success and reduce
costs (Ekezie et al., 2020). Regardless of the intervention type and
duration, essential healthcare service interventions appear beneﬁcial
for IDP health, with programmes integrating multiple public healthcare components oﬀering the greatest beneﬁt, uptake and coverage
(Ekezie et al., 2020). Mobile service provision may also be beneﬁcial
in active-conﬂict areas (Mullany et al., 2008), although the evidence remains weak (McGowan et al., 2020). In IDP camps, surveillance systems
have helped to heighten the capacity to quickly detect disease outbreaks
(Pinto et al., 2005). The limited research on IDP children suggests that
education-based interventions may be less eﬀective than humanitarian
assistance (Salami et al., 2020).
We turn now to review the main IDP health research ﬁndings in relation to health issues: mortality (section 3.3); communicable diseases
(section 3.4); non-communicable diseases (section 3.5); mental health
(section 3.6); sexual and reproductive health (section 3.7), before drawing conclusions (section 4).
3.3. Mortality
Mortality rates vary by context, emergency complexity, the characteristics of aﬀected groups and migration ﬂow (Reed et al., 2018).
Generally, mortality comparisons with non-crisis settings are diﬃcult
because of the non-comparability of data (Bellos et al., 2010). An
early study asserts that crude mortality rates (CMRs) for IDPs ‘are signiﬁcantly higher than the baseline rates; in the most extreme case,
Somalia, CMRs for internally displaced were 50 times the baseline’
(Leus et al., 2001). Subsequent studies also report CMRs greatly exceeding international emergency thresholds for adults and children in
other IDP camps in Sudan, DRC and Chad (Grandesso et al., 2005;
Depoortere et al., 2004; Ahoua et al., 2006), and non-encamped IDPs
in Myanmar (Mullany et al., 2007). A study in Chad reported that CMRs
in the IDP camps signiﬁcantly exceeded those among non-displaced residents in the same region (Guerrier et al., 2009). Arguably the most
powerful evidence comes from a meta-analysis of combined mortality
studies which showed how the excess mortality rate among IDPs was
signiﬁcantly higher than for refugees, likely because they were separated from the trigger of the crisis, and had better access to assistance
(Heudtlass et al., 2016).
Research suggests the leading causes of mortality among IDPs are
preventable infectious diseases such as diarrhea, malaria and respiratory diseases, commonly driven by overcrowding, unsanitary and
substandard living conditions, little access to livelihoods and subsistence coping mechanisms or humanitarian assistance, and malnutrition
(Grandesso et al., 2005; Depoortere et al., 2004; Ahoua et al., 2006;
Mullany et al., 2007; Guerrier et al., 2009). In certain IDP camps in
Sudan, violence was also a leading cause of death, particularly among
young men (Grandesso et al., 2005; Depoortere et al., 2004).
Policies and programmes for IDPs need to be evidence-informed
and should focus on minimum indicators associated with mortality
(Spiegel et al., 2002). In camp settings, identifying and registering
3
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IDPs should allow for the more systematic provision of healthcare and
measurement of mortality. For example, a study in Chad found decreased CMR in IDP camps that implemented community-based mortality surveillance (Bowden et al., 2012). However, this still requires
improved population estimates and standardised reporting procedures.
Hence, better epidemiological studies with more precise case deﬁnitions
are needed to provide the evidence base for priority setting and program
impact assessments.

under ﬁve years of age living in an IDP camp was over double that of local village children (Charchuk et al., 2016). Likewise, a scoping review
pinpoints malaria in pregnancy as common among African IDP women
due to open shelter housing in IDP camps (Amodu et al., 2020).
Conversely, living in a well-run IDP camp or otherwise receiving dedicated healthcare as an IDP can lower the risk of VBDs. On the MyanmarChina border, malaria in IDP camps was signiﬁcantly lower than in surrounding villages due to prompt establishment of clinics and investment
in proactive malaria control activities to reduce the risk of malaria transmission (Zhou et al., 2016). Similarly, among non-encamped IDPs in
the Colombian city of Neiva, the prevalence of arboviral diseases such
as dengue, chikungunya and Zika was considerably lower among IDPs
than the general population (Rodriguez-Morales et al., 2019), perhaps
reﬂecting the prioritised access that these IDPs had to local healthcare.
On interventions, a recent review found that the most cost-eﬀective
malaria control strategy among IDP populations is symptom-based
screening, though mass drug administration, mass screening and treatment are the most comprehensive strategies. It also stressed the importance of engaging with the local community and using community
health workers to ensure the eﬀectiveness of interventions (Ekezie et al.,
2020). Notably, such control strategies cannot be limited only to IDP
camps if they are to be eﬀective. The study on the Myanmar-China
border makes clear that the expansion of successful malaria intervention strategies from IDP camps to the surrounding villages was critical
for controlling malaria in the broader area and over the longer term
(Zhou et al., 2016).
Insecticide treated nets (ITN) distribution programmes can also play
an important role in malaria prevention in IDP settings (Spencer et al.,
2004). However, ITN usage has also posed a challenge in some IDP
camps. In the DRC, space constraints due to overcrowding and the practice of sleeping on mats made the use of ITNs diﬃcult by IDPs. Furthermore, the shortage of water made washing the nets a problem, whilst
food insecurity compelled some IDP women to sell theirs to local communities (Brooks et al., 2017). Another study in an IDP camp in the DRC
suggests that control measures focused on ITN distribution appeared underutilized and insuﬃcient to limit childhood malaria in the IDP camp.
In such circumstances, additional targeted control measures, such as ‘indoor residual spraying and active case ﬁnding and treatment of minimally symptomatic individuals’, should be considered (Charchuk et al.,
2016).

3.4. Communicable diseases
IDPs are at increased risk of communicable diseases compared to
local populations (Owoaje et al., 2016). In Colombia, the incidences
of tuberculosis and enteroparasitic diseases were 8 and 5.4 higher
among IDPs than local populations (Castañeda-Hernández et al., 2018;
AJ Rodriguez-Morales et al., 2018). This higher risk of communicable
diseases is due to host, environmental and health system factors. Host
susceptibility is inﬂuenced by inadequate nutrition (particularly among
children) as well as greater risks associated with incomplete vaccination, leaving IDPs particularly susceptible to outbreaks of vaccine preventable diseases (VPDs). Humanitarian emergencies often create or exacerbate transmission factors, such as mass population displacement,
overcrowding, malnutrition and poor sanitary and the scarcity of basic
preventative measures such as access to soap and clean water among
IDP populations, leaving IDPs exposed to epidemics (Lam et al., 2015).
IDP health interventions such as water treatment can be crucial
in controlling communicable diseases, reducing diarrhea incidence by
about 90% and prevalence by over 80% (Ekezie et al., 2020). However, disease stages can add to intervention complexity and aﬀect treatment uptake and adherence. Thus, the treatment of chronic diseases
such as human immunodeﬁciency virus (HIV) and tuberculosis can be
interrupted by the act of forced displacement or as a result of the unpredictable and poor living conditions of IDP populations, including the risk
of repeated displacement (Ekezie et al., 2020). In Sudan, signiﬁcantly
higher rates of tuberculosis retreatment among IDPs reﬂected not only
the poor conditions in IDP camps, but also attempts by the government
to relocate the camps in previous years, interrupting tuberculosis treatment programmes (Bøhler et al., 2005).
Emerging research on COVID-19 among IDP populations suggests
its impact will follow the pattern of other highly infectious communicable respiratory diseases (Khouzam and Verma, 2020). For example,
whilst encamped IDPs in DRC have high awareness of COVID-19, they
possess insuﬃcient speciﬁc knowledge and face signiﬁcant barriers to
preventative measures, including crowded shelters, the need to leave
camp for daily work, and a lack of soap for hand hygiene (Orendain and
Djalante, 2021). That study suggests health actors should provide soap
and face masks and promote individual family tented dwellings to allow
physical distancing, while observing that a safe return to their homes
would allow IDPs to practice COVID-19 prevention without external assistance (Claude et al., 2020). Likewise, although IDPs in Syrian tented
settlements displayed adequate knowledge of COVID-19, they lacked the
means to prevent transmission due to insuﬃcient water and cleaning
supplies, or through ‘shielding’ due to constraints such as overcrowding
(Douedari et al., 2020).

3.4.2. Vaccine-preventable diseases
VPDs, particularly measles and respiratory infections such as tuberculosis, inﬂuenza and pneumonia, contribute disproportionately to
morbidity and mortality in complex emergencies (Bellos et al., 2010;
Kouadio et al., 2010). Children who are unvaccinated due to forced
displacement are at increased risk of VPDs, such as measles and
tuberculosis, with short and long term health-related consequences
(Kouadio et al., 2010; Kimbrough et al., 2012). Hence, vaccination is
among the most fundamental health interventions for protecting vulnerable populations such as IDPs, especially during emergencies (Lam et al.,
2015). However, the sudden mass movement of people due to internal displacement, and the resulting strain on healthcare systems due
to conﬂict and displacement, disrupts routine immunization services
and threatens eﬀorts to eradicate VPDs (Lam et al., 2015; Grundy and
Biggs, 2019). For instance, Syria had a strong immunization program
prior to the conﬂict and reported its last polio case in 1999, but in 2013,
two years into the conﬂict, a polio outbreak was declared that aﬀected
both IDPs and local communities (Teleb and Hajjeh, 2017).
Although research speciﬁcally on VPDs among IDPs is relatively
scarce, a review of research from six African countries found IDPs appear
to experience increased susceptibility to VPDs (Owoaje et al., 2016).
IDPs are also no less susceptible than other populations to fears about
vaccination. A study on perceptions of cholera vaccination among IDPs
in South Sudan showed factors contributing to vaccination refusal include presumed side eﬀects, political inﬂuence and fear ‘that vaccines

3.4.1. Vector-borne diseases
Disruption of prevention and control programmes by conﬂict and
displacement contributes to a high prevalence of (and mortality from)
vector-borne diseases (VBDs), such as malaria and leishmaniasis, among
IDP populations (Owoaje et al., 2016; Villamizar-Pena et al., 2021;
Muhjazi et al., 2019; AJ Rodriguez-Morales et al., 2018). The congested, overcrowded conditions in which IDPs often live represent an
additional risk factor. For instance, the yellow fever mosquito vector
thrives in densely populated areas such as IDP camps and urban settings (Huhn et al., 2006). In DRC, malaria prevalence among children
4
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might be used as a weapon against them’ (Peprah et al., 2016). Eﬀorts
to vaccinate IDP populations against COVID-19 face similar challenges.
There is often no speciﬁc vaccine service provision for IDPs, such
that they compete for the same supply as local residents. This can contribute to vaccine shortages locally, as experienced by IDPs in Ukraine
(Nidzvetska et al., 2017). However, even in insecure conﬂict contexts
where IDPs are periodically inaccessible, research shows that vaccination interventions among IDPs and local populations can work. Key
factors include intensive social mobilization, collaboration with key
community and agency partners, including grassroots organisations
and mass media, well-trained health staﬀ, additional human resources,
appropriate vaccine delivery systems and accurate estimates of target populations, as well as the utility of negotiations with opposition
armed forces to permit vaccination in remote areas (Lam et al., 2015;
Huhn et al., 2006; Abubakar et al., 2015). Integrating vaccination services into other core interventions such as nutrition could also increase
uptake among IDPs, as shown in South Sudan (Oladeji et al., 2019).
However, vaccine education for IDPs needs to be prioritised as evidence
has shown that poor awareness, low disease risk perceptions and distrust
impact vaccine uptake among IDPs, equally as common in other populations (Peprah et al., 2016). All these points are particularly pertinent
for vaccines for COVID-19 given concerns about IDPs access them.

by methodological diﬀerences between studies and diﬀerences between
conﬂict-aﬀected IDP and refugee populations (Morina et al., 2018).
In addition, mental health disorders due to internal displacement can persist for decades, even after the conﬂict has resolved
(Makhashvili et al., 2014; Husain et al., 2011; Comtesse et al.,
2019). Studies also highlight the long-term and inter-generational effects of internal displacement on mental health (Daoud et al., 2012;
Makhashvili et al., 2014; Husain et al., 2011; Comtesse et al., 2019;
Flink et al., 2013). There is also evidence that poor mental health among
IDPs signiﬁcantly worsened due to COVID-19 (Moya et al., 2020).
Common predictors of mental disorders among IDP populations
are female gender (Makhashvili et al., 2014; Thapa and Hauﬀ, 2005;
Richards et al., 2011; Roberts et al., 2008; Sheikh et al., 2015;
Turnip and Hauﬀ, 2007; Madoro et al., 2020) (although male gender
is strongly associated with harmful alcohol use (Ramachandran et al.,
2019; Roberts et al., 2011; Roberts et al., 2014; Lagos-Gallego et al.,
2017; Kizza et al., 2012) and experiencing multiple traumatic events
(Amodu et al., 2020; Makhashvili et al., 2014; Richards et al., 2011;
Porter and Haslam, 2005; Roberts et al., 2008; Madoro et al., 2020;
Gichunge et al., 2020; Almedom et al., 2005; Araya et al., 2007), unemployment and impoverishment (Makhashvili et al., 2014; Roberts et al.,
2008; Sheikh et al., 2015; Siriwardhana et al., 2013), and prolonged and multiple internal displacement (Makhashvili et al., 2014;
Siriwardhana et al., 2014; Madoro et al., 2020; Gichunge et al., 2020;
Siriwardhana et al., 2013).
A signiﬁcant treatment gap exists for IDPs in accessing mental health
and psychosocial support (MHPSS) services (Hendrickx et al., 2020;
Roberts et al., 2019; Chikovani et al., 2015). Regarding mental health
interventions, education on anxiety and coping skills appears most eﬀective in relieving symptoms, and group therapy approaches appear to be
most acceptable and cost-eﬀective (Ekezie et al., 2020). However, given
the breakdown of community, family and other social support structures
and challenges to sustainable economic and livelihood activities, mental healthcare interventions among IDPs should also focus on supporting eﬀorts to restore these essential resources and respond to the particular contexts factors related to internal displacement (Roberts et al.,
2009; Siriwardhana et al., 2014; Kaiser et al., 2020; Singh et al., 2018;
Seguin et al., 2017). Age and gender should also be built into the design of MHPSS interventions for IDPs given their inﬂuence on mental
health symptoms and coping responses (see above) (Singh et al., 2018;
Seguin et al., 2017). Finally, if depression and anxiety symptoms are
highly prevalent when IDPs arrive at a new location, then MHPSS may
be most eﬀective over the longer-term if oﬀered at this point (Thapa and
Hauﬀ, 2005).

3.5. Non-communicable diseases
Very few peer-reviewed studies on NCDs (other than mental health)
among IDPs have been published. A study in Ukraine found that 59.8%
of IDPs reported at least one NCD, and IDPs were more likely to report interruptions in care and medication than non-displaced, conﬂict-aﬀected
adults (Greene-Cramer et al., 2020). Research in Ukraine, Uganda and
Georgia has identiﬁed relatively high rates of alcohol use disorder
among IDPs, which represents a risk factor for cardiovascular disease,
diabetes and liver disease (Ramachandran et al., 2019; Roberts et al.,
2011; Roberts et al., 2014). Studies of IDPs in Iraq have identiﬁed a
high proportion of NCDs, including hypertension, diabetes, “digestive
diseases”, and “bone diseases.” (Dudova et al., 2015; Cetorelli et al.,
2017; Lafta et al., 2016). Research from northern Syria found 28.4% of
adults had an NCD diagnosis (Vernier et al., 2019). Other studies have
explored NCDs among populations known to comprise IDPs but have
not explicitly disaggregated displaced from non-displaced populations
(van Berlaer et al., 2017; Ansbro et al., 2019).
When humanitarian programmes provide NCD care, typically only
what are known as the ‘big four’ (cardiovascular diseases, diabetes,
chronic respiratory diseases and cancer) have received attention. Of
displaced and crisis-aﬀected populations more broadly (inclusive of
refugees), some limited information has been collated on the burden
of diabetes and hypertension (Kehlenbrink et al., 2019; Keasley et al.,
2020). Data for other NCDs such as cancer and neurological conditions
is severely lacking in IDP populations.

3.7. Sexual, reproductive and maternal health
There is evidence that IDPs not living in camps experience a disproportionate burden of sexual and reproductive health problems compared to non-IDPs. In Colombia, this is reﬂected in higher rates of unintended pregnancies, adolescent pregnancies and sexually-transmitted
infections (Quintero and Culler, 2009). In Ukraine, studies found that,
among IDP women, psychological distress related to conﬂict and displacement is often reported and is a primary reason for discontinuing
breast-feeding before their infant was six months old (Nidzvetska et al.,
2017; Summers and Bilukha, 2018). In Georgia, internal displacement
was not associated with sexually transmitted infections but with pelvic
inﬂammatory disease; however, that relationship was weakened when
socioeconomic variables were taken into account, suggesting that the
risk of infection relates to the broader proﬁle of IDPs rather than just
the fact of displacement itself (Doliashvili and Buckley, 2008). In contrast, there is evidence that IDP women living in organised settings such
as IDP camps may have better reproductive health than neighbouring
local populations (Owoaje et al., 2016).
Risk factors for, and incidence of, sexually transmitted infections
(STI) and HIV in displacement settings are contextual (Khaw et al.,

3.6. Mental health
There is a considerable body of research on mental health in IDP
populations. Numerous studies report high levels of PTSD, depression
and anxiety in adult or mixed-age IDP populations (Makhashvili et al.,
2014; Thapa and Hauﬀ, 2005; Husain et al., 2011; Richards et al.,
2011; Roberts et al., 2019; Elhabiby et al., 2015). The evidence suggests
the prevalence of these mental health disorders appears higher among
IDPs than non-IDPs in numerous country locations (Husain et al., 2011;
Siriwardhana et al., 2014; Nakimuli-Mpungu et al., 2013; Schmidt et al.,
2008; Lagos-Gallego et al., 2017). Systematic reviews and individual
studies also indicate IDPs may also have worse mental health outcomes
than refugees overall but this varies between contexts (Schmidt et al.,
2008; Tekeli-Yesil et al., 2018; Porter and Haslam, 2005). However, it
should be noted some heterogeneity in prevalence rates may be caused
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2000). These conditions may not always be eﬀectively factored into
humanitarian programming, particularly in areas where there may be
associated stigma. For IDPs displaced due to conﬂict, STIs and HIV may
be associated with sexual and gender-based violence (SGBV) (Kim et al.,
2009), increasingly used as a systematic weapon during conﬂict. Poor
living conditions may also facilitate transmission in some IDP populations. In Georgia, one study suggested a geographic concentration of HIV
and hepatitis infection in areas with greater clusters of IDPs residing in
collective centres with poor living conditions (Elbaz, 2020).
HIV requires a high degree of treatment ﬁdelity for its management
and to avoid development of antiretroviral resistance. Among relatively
settled groups of IDPs in Africa, adherence to HIV treatment appears
generally high (Ekezie et al., 2020). In Uganda, one study found no signiﬁcant diﬀerence in adherence rates between IDPs and non-IDPs, and
the factors driving non-adherence (i.e. being on ﬁrst-line therapy and
a ‘condemning’ attitude among clinic staﬀ) appeared to be not speciﬁcally related to displacement (Garang et al., 2009). However, in Kenya
another study found that recently displaced HIV-positive adults died at
higher rates than HIV-positive local resident adults, potentially due to
increased exposure to fatal opportunistic infections, as displacement disrupted daily cotrimoxazole prophylaxis treatment for those not yet, or
recently started, on therapy (Feikin et al., 2010). As such, IDPs must not
be excluded from HIV national strategic plans (Mendelsohn et al., 2014).
Indeed, HIV care is possible, even in displacement settings, if planned
eﬀectively. Critical factors for ensuring continuity of HIV care in crisis
contexts identiﬁed by a study on IDPs in Kenya include: ‘planning to develop programs that can function during a crisis, an emphasis on a rapid
programmatic response, the ability of clinics to function autonomously,
patient knowledge of their disease, the use of community and patient
networks, addressing staﬀ needs and developing eﬀective patient tracking systems’ (Goodrich et al., 2013). In stable settings at increased risk of
disruption, the negative potential of interruptions in treatment may likewise be decreased if ‘the period of disruption is short, there are strong
contingency plans in place for ensuring continuing access to treatment,
and people on ART have been educated on how to best manage their
treatment in these challenging circumstances’ (Mendelsohn et al., 2014).
A review of healthcare services provided to IDPs found that improved
availability of health workers and essential supplies, especially the provision of family planning commodities for pregnancy risk reduction,
resulted in maternal and child health improvements, whilst the availability of maternal and child healthcare services at clinics created positive awareness among mothers and increased usage of health facilities
(Ekezie et al., 2020).

A number of key research recommendations arise from this review
paper. First, more research is required to better understand diﬀerential
health outcomes between IDP and host populations (and also within IDP
populations) and their causal pathways. This includes epidemiological
data on health outcomes for IDPs and host populations, and also qualitative research to help explain diﬀerences in health outcomes. Second,
research is needed on how to adapt policy and programming responses
to the context of internal displacement to improve IDP health outcomes
and promote health equity. This requires research to better understand
IDP health needs, expectations and practices to support more responsive
health services and systems. Health system research is also needed to
better understand the health system context in which IDP health services
are delivered and how they can be strengthened. Third, more research is
required to better understand and support community responses, social
support, coping mechanisms and resilience amongst IDPs. To help develop these recommendations, the next paper in this series on IDP health
will discuss policy and programming activities for IDPs, including how
to support community responses.
The ﬁndings and recommendations in this review paper also highlight the need for collaboration across research disciplines, methodological approaches, and the health and protection sectors, in order to tackle
the complex challenges for improving IDP health. Above all, it highlights
the need for greater involvement of aﬀected IDP populations in the design and conduct of programmes and research concerning their health
and wellbeing in order to make them more eﬀective and responsive to
IDP health needs.
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4. Conclusion
This paper reviewed the published evidence on the health needs
of IDPs to help inform future research and programming. While fully
recognizing the great diversity of IDP populations, contexts and health
needs, this review does provide some generalisable ﬁndings, highlighting worse mortality and other health outcomes among IDPs when compared to host communities and refugee populations. It also underscores
how strongly social determinants inﬂuence these health needs, including limited legal and humanitarian protection (compared to that for
refugees). In addition, the evidence suggests more limited access to essential health services for IDPs compared to host populations for certain health issues. Strengthening equity in access to health services and
health outcomes between IDPs and host populations is key. This necessitates adjusting responses to be more adaptive and appropriate to
the contexts of internal displacement and health needs of IDPs. It also
requires balancing acute humanitarian responses with longer-term approaches that seek sustainable investment in the various pillars comprising the health system. This paper also notes the importance of recognizing and supporting coping and resilience mechanisms used by IDPs and
their communities.
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