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Abstract
Background: Forced displacement is a significant problem for regions experiencing prolonged
humanitarian crises due to armed conflict. Afghanistan, having experienced over four decades of
conflict, has an estimated 1.2 million internally displaced persons (IDPs), a majority of which are
concentrated in urban centers. IDPs have limited resources and face challenges accessing health
services through traditional channels, leading to a disproportionate burden of morbidity and mortality.
Health care facilities created for and existing within IDP camps also face numerous challenges.
This study aimed to understand the structural factors that negatively impact health and the specific
barriers to healthcare access for IDPs using qualitative methods.
Methods: An exploratory qualitative study was done to identify the barriers to health faced by
IDPs and to understand the experience of providers caring for IDPs. Open-ended interviews were
conducted using a semi-structured interview guide across three IDP camps in Kabul, Afghanistan
between May and June 2017. Participants were interviewed in focus groups, interviewing a total
of 37 IDP age 18 and older. In addition, two former health care providers were interviewed. A
grounded theory approach was utilized to code interviews using a priori and emergent coding, from
which several themes and sub-themes emerged. Two independent readers coded the data and
discrepancies were resolved by consensus.
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Results: Human security, water access, limited livelihood and employment, poor housing
infrastructure and environmental factors significantly impacted IDP health. Closure of clinics within
the camps caused substantial limitations to healthcare service access. Accessing existing health
care infrastructure was limited by cost, distance, discrimination, and limited access to medication
and vaccinations, particularly for children. Key informant interviews identified healthcare funding and
vaccination delivery to be priority problems. Across all focus groups and key informant interviews,
there appeared to be a solid and trusted patient-provider relationship.
Conclusion: Structural factors that negatively impact health coupled with new barriers to healthcare
access for IDPs in Kabul are a source of serious concern. This study identified structural factors that
exacerbate poor health and new challenges to healthcare access resulting from the discontinuation
of in-camp health services. Further research could elucidate the barriers and facilitators of transition
from emergency humanitarian response to long-term care for IDPs, as well as on the ability of local
health systems to absorb vulnerable populations after humanitarian crises.

Background
Internally displaced persons (IDPs) are individuals that
experience forced migration within the borders of their own
country, generally resulting from armed conflict or natural
disasters. In 2015, 27.8 million people were displaced in 127
countries. Of these, 8.6 million displacements were attributed to
conflict and violence. [1] Of all IDPs worldwide, 70% are women
and children highlighting the vulnerable nature of this population.
[2] While refugees cross international borders and receive
certain legal protections, IDPs do not have access to many of the
resources provided by international refugee agencies. [3] This
limits them to the resources allocated by their home government
which may be unable or unwilling to provide for this population.

Addressing health concerns remains a difficult task; IDPs do not
have a designated organization that is responsible to provide or
to advocate for their needs. Rather, each state holds primary
responsibility for their IDP population with the international
community playing a complementary role in an effort towards a
“collaborative approach”. [4] Although it does not fall within its
mandate, the United Nations High Commissioner for Refugees
(UNHCR) has been attempting to address some of the basic
needs of this population. [5] In the 1990s the UN Human Rights
Office of the High Commissioner set out the Guiding Principles
on Internal Displacement, stating that individuals displaced
within their country have a broad base of rights. Guiding
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principles 10 to 23 discuss access to basic needs such as food,
shelter and medicines in the form of humanitarian assistance,
as well as economic, educational and political opportunities
and rights. [6] Nations and national law are the primary actors
required to provide IDP provisions and protections, but in
conflict and post-conflict states, it is particularly difficult to
develop, implement and enforce such standards.
In Afghanistan, IDPs have had a particular challenge in
navigating chronic conflict and insecurity, changing funding
structures for health services, and poor baseline public health
systems. Access to healthcare is significantly affected by
violence, maldistribution of healthcare facilities, and high cost.
71.8% of individuals experienced difficulty accessing healthcare.
For one in five people, this resulted in a death of a loved one. [7]
Afghanistan’s leading causes of death and disability are diarrhea,
lower respiratory and other common infectious diseases which
mostly affect children, followed by cardiovascular disease and
violence related deaths from war and disaster. Since 2013,
Afghanistan has adopted a Basic Packages of Health Care
Services as a comprehensive set of requirements for providing
healthcare. [8] However, there is inadequate research on health
care provision, quality, and outcomes for particularly vulnerable
populations such as IDPs. IDPs experience a disproportionate
health burden such as excess mortality, worse mental health,
and unfavorable social determinants of health. [9, 10, 11] For
example, IDPs have an increased burden of communicable
diseases due to living in close quarters- namely acute respiratory
infections (ARIs). [12]
Afghanistan has been experiencing conflict for over four
decades and has an estimated 1.2 million IDPs as a result of
conflict, more than double the estimate in 2013. [13] Increased
displacement led to a population influx for urban centers such
as Kabul, a city that has experienced rapid population increase
- from 1.5 million in 2001 to an estimated 3.7 million in 2016,
with upper estimates at 5 million people. [14] The Afghan
Ministry of Refugees and Repatriation (MoRR) developed the
National Policy on Internally Displaced Persons, a document
that went into effect in November of 2013. The policy recognized
the government’s role and responsibility for this population
and provided a framework for providing basic needs. [15, 16]
The World Bank and UNHCR assessed the basic needs of IDPs
in three urban settings in Afghanistan, focusing particularly
on housing, infrastructure and food security. Though not the
primary focus of the study, approximately 15% of the population
reported access to healthcare services as one of their top three
problems. [17] There remains a gap in knowledge specifically
regarding the health needs of this population. The objective
of this study was to identify the barriers and facilitators to
accessing healthcare among IDPs and providing healthcare to
IDPs in Kabul, Afghanistan.

Methods
Methods
A qualitative study was used to identify the barriers and
facilitators to health and healthcare access among IDPs in Kabul
in May and June 2017. Additionally, interviews with health care
providers allowed for identification of barriers and facilitators
to providing healthcare for this population. Experiences of
the IDP population were evaluated using open-ended semistructured interviews with camp residents and health providers
in three camps. Development of the initial questionnaire was

informed by previous questions on surveys from multi-cluster
needs assessment of IDPs in Iraq and research on IDPs in
Afghanistan’s urban settings. [18, 17] Specifically, questions
around health were used as a starting point for creating new
open-ended questions.
Sampling, Settings and Participants
Purposive and cluster sampling approach was used to reach a
broad population of IDPs with diverse geographies, genders,
ages, and causes for displacement. Kabul was chosen because
it is the capital and has experienced an increase in IDPs. There
are an estimated 52 IDP camps in the Kabul. The camps from
which this study sampled were chosen based on accessibility
and security considerations. Working with local NGOs allowed
for identification of camps that were closer to the urban center,
would be open to being sites for interviews, and perceived
to be safer based on the organization’s experience. The NGO
formerly known as Serve Health Relief and Development
Organization (SHRDO) is an Afghan NGO that ran healthcare
clinics in 28 camps, serving a total of 41,407 individuals. The
final camps chosen included one of the largest and longest
standing camps, one of the smaller camps located in a very busy
area near a Ministry of Public Health clinic, and a final camp
with a mid-range population. The population of interest was
individuals living in IDP camps in Kabul. Inclusion criteria
were that individuals must be residing at the camp at time of
study participation and time availability to participate. Those
who did not live within the camps or were under the age of 18
were excluded. The study aimed to interview at least 30 IDPs
within the camps. Two healthcare providers were interviewed to
gain a broader perspective. The target number of interviews was
determined based on the goal of reaching theoretical saturation.
[19]
Data Collection
Interviews were conducted within the camps, based on
accessibility and convenience. Qualitative semi-structured
interviews were conducted in focus groups to account for cultural
considerations. Based on discussions with camp residents and
staff, it became evident that participants felt more comfortable
in group settings. Focus groups were based on camp residence.
Audio recordings and notes were transcribed into English.
Participants provided verbal consent and no identifying data
was collected. A total of four focus groups were conducted with
each group consisting of nine to ten participants. Each focus
group lasted between 1 to 1.5 hours. There were a total of 37
IDP participants- 15 men and 22 women- all of whom were
displaced as a result of active violence between the government,
Taliban and/or ISIS. Their ages ranged from: 20 to 60 years
old. The majority of focus group participants were displaced
from the same region of Afghanistan and experienced initial
displacement within short time frame (6 months to 1 year) of
each other. Their average length of stay in the IDP camp at the
time of the study was 8 years.
Two past healthcare providers were interviewed as
key informants. They worked with Serve Health Relief
Development Organization for Afghanistan (SHRDO) which
is now Organization for Rapid Health Response to Emergency
(ORHRE) for over ten years, as physicians within the camp and
various project management positions within the organization.
Both were men who were born, raised and completed medical
school in Afghanistan and both had Master of Public Health
degrees. Interviews were audio-recorded, transcribed, and
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Table 1 Focus Groups

Focus group and
camp site

Total in focus
group

Number of men

Number of
women

Origin of
displacement

Average years of
displacement

Nasaji Bagrami (1)
(Tapa Bagrami),
Kabul City

9

9

N/A

Kandahar,
Helmand

10+ years

Nasaji Bagrami (1)
(Tapa Bagrami),
Kabul City

9

N/A

9

Tagab, Kohgani,
Jalalabad
(Nangarhar)

8-10 years

Behind Habibia
High School, Kabul
City

10

3

7

Parwan
(Ghorband),
Qarabakh

8-10 years

Dewan Begi, PD 5,
Kabul City

9

3

6

Jalalabad, Kunduz,
Nangarhar

10 years

translated by the research team.
Another IDP mentioned his own experience:
Analysis
Analysis was done through identification of pre-determined
codes based on research objectives, as well as emergent coding
based on grounded theory approach. [20] Basic demographic
information as well as the responses to open-ended questions
were coded.

“They beat me- the way they were beating me, my
God. They beat four, five other people. First they hit
us like this [jab to the head], then another one comes
and hits you like this [jab to the face].” – Male, 32
year-old

Ethical Approval
Ethical approval was granted by the University of California
San Francisco Committee on Human Research as well as the
Afghanistan Ministry of Public Health Institutional Review
Board.

Results

The physical altercations resulted in negative health
outcomes- injury, disability and death. One participant
recalled about his nephew:
“It’s been one or two months [since the incident] that
injured his nose- he cannot breathe that well. It hurts
him.” – Male, 47-year-old
ii.

Two major themes emerged: (1) social and structural factors
negatively impact health and (2) there are several barriers to
healthcare access. The two key-informant interviews revealed
decreased funding and discontinuation of vaccination services
as primary areas of concern. Across all focus groups and keyinformant interviews the theme of solid and trusted patientprovider relationship emerged.

Water Access
Participants described inaccessibility of a water supply as a
major source of concern. Even when wells were available,
the water was too salty or the water pump was broken.
Participants related this to children frequently getting
diarrhea. Obtaining water by other means was a challenge,
and the quality of obtained water was poor.
“There is no water. Currently we do not have water.
This building behind us, when they feel bad for us
they throw a pipe over and give us water. When they
do not, then we have to go into the city and ask at
different people’s houses.” – Female, late 30s

Social and Structural Factors
Participants identified several factors associated with ill and
worsening health. These factors include human security, water
access, limited livelihood and employment, poor housing
structure and environmental factors.
i.

Human Security
Participants recounted varying levels of threats to human
security. In this study, human security is defined as physical
safety and the absence of physical or verbal threats. Two
focus groups reported severe clashes with governmental
officials and different unofficial organized crime members.
One participant recalled how in the middle of the night,
two officers dressed in civilian clothing came into the camp
and killed his brother and the subsequent effect that had
on the camp:

“All the neighbors have water pumps. We must begwe have to beg that our children are thirsty, that
they are dying. Most of them don’t give us water,
they make excuses like the cost or something. This or
that.” – Male, 40-year-old
iii.

Livelihood and Employment
Employment was an issue across all camps. Participants
discussed how unemployment affects their ability to eat
properly or cover health-related costs, particularly for
medications.

“We are all scared now. I am scared that they will
come in the middle of the night just like they did when
they killed my brother. They killed him, I am scared
that they will come and kill us too. There is that fear
in us.” – Male, mid 50s
JRGH Vol 2, (2) 2019

“They do this or that, try to find 100 or 200
[equivalent to 1.45 USD to 3 USD] Afghanis. They go
to the store and buy some bread if they can, but there
is no other thing they can do.” – Male, early 20s
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Table 2 Two major themes emerging from the interviews.

Social and structural factors

Barriers to healthcare access

Human security: physical safety; the absence of physical
threats

Cost and distance: physical distance and monetary cost (for
travel to facility and treatment of care)

Water: access to clean and safe water source

Logistical issues: barriers to accessing care even when cost
and distance not an issue

Employment: source of income and livelihood

Discrimination: experienced differential care because of IDP
status

Housing infrastructure: physical construction of living
quarters

Medicines and Vaccinations: prescribed and needed
medications and vaccinations

Burning of plastic: use of plastic as fuel for a fire

iv.

Poor Housing Structure
IDP camps have regulations against building any
permanent structure or laying bricks within the informal
settlements. Therefore, most IDP homes are tents or
abode-style houses. Participants highlighted that this
limited infrastructure does not protect against the cold
winters or hot summers.

registered children at the local schools. Participants from
another camp reported:
“There are maybe 700 or 800 children here at the
camp, but only 100 of them go to school. 50 boys
and 50 girls… They go to every second house, third
house or fifth house to randomly choose which child
is enrolled. It’s based on house number. – Male, mid
30s, father of three

“A tablet [pill] won’t do anything because of how we
live. A blanket, a place to sleep, a pillow, some wood
to heat up the house. These things won’t be fixed with
a pill. The cold is a problem here, how we live.” –
Male, 36-year-old

“There is one class [grade]. My son is 12 years old
now but he has stayed in the same class with all the
other kids. We are thankful that at least they are
learning something. [The teachers] try their best.” –
Female, early 40s

Limited housing infrastructure further affects young
children in the home. One respondent recounted how his
neighbor’s roof caved in under the weight of snow- killing
their infant.

In the third camp, school was not a ready option for
children:

“You see my neighbor there [points]. This past
winter, a few months ago the snow was too much
and the roof caved in. The baby was in the house only
a few months old, the snow killed her.” – Female, mid
30s
v.

Environmental Factors
Due to unemployment and lack of housing infrastructure,
participants noted that they collect and burn plastic to
cook and keep warm. Collection and burning of plastic
was a universal practice across all three camps. While
participants understood that burning wood was more
optimal and less harmful, they felt they did not have a
choice. Children begin collecting plastic at a young age.
Reported uses of the plastic and other scraps collected was
as fuel for cooking, warming up water to shower, and heat
during the harsh winters. Burning of plastic occurs within
or in very close proximity to the homes. The fumes mostly
impact women and young children who spend more time at
home relative to men.

“In this whole camp you can’t name five people, not a
boy here that studies or goes to school on their own.”
– Male, mid 20s
Barriers to Healthcare Access
Common themes under barriers to healthcare access emerged.
Namely barriers associated with cost, distance, discrimination,
obtaining medicine and vaccinations.
i.

Cost and Distance
Cost and distance proved a significant barrier to accessing
healthcare. Participants described traveling long distances
and explained that illness made it more difficult to make
the trip to a facility.
“My nephew was sick they took him all the way to
[Facility]. The child was so sick. He had severe
diarrhea. He was sick and his child was sick but they
had to take him very far – how do we get him there?
What do we do if we don’t?” – Female, 35-year-old
Traveling longer distances also came with an associated
cost which participants found difficult to pay.

“A lot of people go [to collect plastic]. This elderly
woman. This one [points] he goes, he is three years
old, this one is four years old. If they find one piece
of wood they get so happy, we can cook our food.” –
Female, early 40s
vi.

Education
The number of children enrolled in schools from the three
camps was inconsistent. Participants in one camp reported
that a non-governmental organization (NGO) came and
JRGH Vol 2, (2) 2019

“Any hospital you go to- to go to the hospital it takes
4,000 to 5,000 bucks (equivalent to 58 to 72 USD).
[21] Some people can make that type of money, most
people can’t. We can get sick really bad and we have
to take them. We do our best to find a way.” – Male,
42-year-old
“We must find a way to pay it. We must find a way or
we are left with nothing. We cannot walk – it is too
4

far, especially when we are sick.” – Female, 25-yearold
Even when they did find the money and means to travel to
a facility, participants faced barriers in accessing specialist
care advised by their primary provider.

money, then no.” – Female, 60-year-old
IDPs frequently reported difficulty obtaining vaccinations
for children. Participants expressed concern over lack
of ability to vaccinate, particularly for newborn children.
There were also high rates of vaccine dropout, where
individuals – especially children – got an initial round
of vaccines while the clinic was open, but are unable to
receive subsequent doses after the in-camp clinics closed.

“The other day they told me to go to the private
[specialty] clinic, but I did not have even one Afghani
to get to a private clinic or the money to pay to be
seen when I get there.” – Male, 42-year-old

“My child is four months and I cannot get a single
vaccine for her. They say come back tomorrow, come
back the next day. They have been doing this to me,
they keep doing this to me.” – Female, 25-year-old

Prior to the closure of clinics and discontinuation of
services by the local NGO, emergency cases had a voucher
system for transportation. A telephone number and
voucher was provided to patients, and the patient would be
transported via taxi.
ii.

iii.

Logistical Issues
Even when a clinic was located close to the camp, logistical
issues proved a barrier. Logistical issues included the
time and conditions in which the participants were able
to be seen. Participants described the process of taking a
“number” which corresponded to an appointment with the
provider. However, their number would never be called
and they would be turned away and asked to show up
even earlier the next day. Multiple participants described
leaving the camp to go to the facility at 3AM.
Discrimination
IDPs faced discrimination based on their displaced status.
They faced this despite shared nationality, ethnicity and
religious beliefs with the local populations. Participants
recalled negative experiences from public facilities.
“That governmental clinic does not let us come. They
say you are from the camp you guys should not come
here. We will not treat you. All of these women go,
they don’t let them get to the door. There is a guard
by the door of that government clinic that I yelled
at. I said we are from this country too. We are from
Afghanistan too. The clinic has free care because it is
governmental but they do not let us come? Why?” –
Male, mid 20s
Participants also reported negative interactions with
providers and most participants experienced explicit
discrimination.
“The providers say that they are for the people of
the area [not displaced persons], they look down on
us. They try to stop us for coming. They hit us. They
chase us away. We are left without care.” – Female,
30-year-old

iv.

Medicine and vaccination
Participants described challenges associated with
obtaining prescribed medications. Prior to the closure of
the clinic system within the camps, all major medications
and vaccinations were administered free of charge. Barriers
to obtaining proper medication included uncertainty of
availability and cost.
“We put it [prescriptions] in our pockets. If there is
no money how can we get the medication? …. If we
have money, we will go to the store. If there is no

“My daughter is two months here, has no vaccines.
She has gone six times to get the vaccines and no one
will help her. She has not had the BCG vaccine.” –
Female, 21-year-old
“The government said the clinics provide it
[vaccines]. But the clinics, we have gone six times
and they do not see us.” – Female, 32-year-old
Key Informant Interviews
I.
Funding
Funding sources have been a serious concern over the
past ten years. Key informants expressed that funding was
provided by international agencies, mostly international
organizations like the WHO/Health Cluster and private
non-governmental organizations such as Corodaid.
Funding would be provided in the form of 3-month,
6-month or 9-month grants but much of the health funding
was discontinued on April 15, 2017.
“We had to use every connection we had to get this last
round of funding. Funders say humanitarian crises and
emergencies lasts a few months, maybe a couple of yearsnot 10 years. They wonder, for how long? When will this
end?” – Key Informant A
II.

Vaccination Delivery
Key informant interviews identified discontinuation of
preventative care – particularly lack of vaccinations as a
source of serious concern. Vaccine drop-out is a concern
for both IDP populations and the urban populations which
they are situated in; disease will easily spread in densely
populated urban centers.
“We tried to tell the government that health issues for
this [IDP] population is bad for the people of Kabul too.
There are 52 camps across Kabul and they all interact
with everyone in the city. Sickness will spread too easily.”
– Key Informant B

Patient-provider relationship
Across all focus groups and through the key informant
interviews, participants shared solid and trusted patient
provider relationships in contrast to discrimination experienced
when attempting to access healthcare through facilities designed
for the general population. Patients and providers had unique
viewpoints.
Participants shared how doctors went above and beyond their
obligations as healthcare providers.
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“This doctor, he is our father, our brother, our friend. In
the winter, he runs back and forth between the clinic and
the tents, snow falling hard on his head. We have such
good memories from him, I hope he has good ones from us
as well.” – Male, 32-year-old
“We came here [to Kabul] because it was not safe at home.
We cannot go back. Our loved ones, our kids are sick.
Please write that down. The doctor, may God give him
strength, has served us for so long. Many years, he would
treat us. Now that he has left, the clinic has left we are not
only sick, but deeply heartbroken.” – Male, mid 20s
Key informant interviews provided more context. It was
revealed that relationships were initially strained.
“When I first started working on the camps, I would
get threats. Threats that they [IDPs] would kill me and
my family. They did not trust us – especially around
contraception and vaccination. But they are pure-hearted
people. Over time, now they come to us for health issues
but also personal and family problems as well.” – Key
Informant A

Discussion
Populations experiencing prolonged humanitarian crises
are often the most vulnerable and most easily neglected
once immediate conflict has subsided. IDP populations in
Afghanistan are growing, but research on their health needs
has remained limited. This research highlights the social and
structural factors that impact health and challenges in accessing
healthcare experienced by IDPs in Kabul in order to address
this gap in literature. Furthermore, this research reports how
inconsistent funding comes at a significant price for this already
vulnerable population.
Social and structural factors that negatively burden this
population may be ameliorated by a resettlement plan. Attempts
to directly address issues discussed around human security,
water access, livelihood and employment, poor housing
structure and environmental stressors are necessary, but thus
far, have been short-term. Forced displacement due to conflict
creates a host of health challenges, with the average conflictdriven IDP being displaced for over an average 23 years. [22]
This depicts the necessity to address concerns upstream.
Effective health system level and policy action has the power
to remedy issues associated with the barriers to healthcare
access, discontinuation of services and inconsistent funding.
Prior to funding cuts, the healthcare barriers such as cost and
distance, discrimination and limited access to medication and
vaccinations were less prevalent, as clinics were located within
camps and designed specifically for IDPs. These health system
and policy actions can prioritize healthcare needs as well as
allocate appropriate funding streams within the health system.
While the primary research objective was to identify health
related barriers, symptoms of broader issues become apparent
in the interviews. The lack of an effective transition from

humanitarian crises to development initiatives had led to a
funding and programmatic gap that constrained already limited
resources. Humanitarian crises seldom follow a predicted
timeline and often last far longer than initially predicted. In
these camps, initial humanitarian funding was discontinued
before other long-term programs were initiated, leaving
these populations at a high risk for disease and death. With
increasing magnitude of displacement, the transition between
humanitarian crises and development must be safeguarded
and further research is needed to explore the capacity of health
systems to absorb marginalized populations after humanitarian
crises.
This study found that the challenges of a prolonged political
and humanitarian crises, limitations in funding and disruptions
between emergency and long-term programs and the overlying
burden of social factors created multifaceted impediments to
good health for these IDPs.
Completion of this research has provided more data and insights
into the health and healthcare access of IDPs within Kabulresearch that has been missing in displacement literature. In the
case of IDP camps in Kabul, the medical clinics run by ORHRE
(formerly SHRDO) have played a crucial role in addressing
IDP suffering and have provided quality healthcare access to
the world’s most vulnerable populations. When organizations
are able to gain community buy-in and provide effective care,
it is crucial that they garner the necessary structural support to
continue providing care sustainably.
Limitations of this study include methodology limitations;
as a qualitative study, results may not be representative of all
the Kabul IDP populations. Focus groups were conducted, as
opposed to individual interviews, which may have been a source
of additional bias. Individuals may have shared differently
with respect to a group versus an individual setting. Lastly, the
limited sample size and locations from which samples were
selected could have skewed results. While further research
will be required to more deeply explore these issues, this
foundational research presents key issues faced by many IDPs
in Kabul.

Conclusion
Due to funding limitations, the closure of healthcare facilities
within the camps has created additional challenges to obtaining
healthcare and maintaining health since April 2017 for IDPs.
This paradigm of increased health risks and decreased health
services threatens those living within camps and can also
have potentially catastrophic effects on the rapidly urbanizing
population in which these camps are situated.
Future research is needed to better understand the transition
between humanitarian health emergencies and development.
Humanitarian crises seldom subside on an anticipated timeline
and therefore, it is essential to engage in multi- and interdisciplinary conversations to determine sustainable solutions.
Furthermore, research is needed on the capacity of health
systems to absorb marginalized populations after humanitarian
crises.
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