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A B S T R A C T   

Background: Despite global action and policy initiatives, internally displaced persons (IDPs) experience poor 
living conditions and lack healthcare access compared to refugees. This study sought to understand the rela
tionship between health management processes and health outcomes among camp-dwelling IDPs in northern 
Nigeria. 
Method: 73 individuals participated in either a focus group (n = 49) or one-to-one interview (n = 24), comprising 
IDPs (n = 49), camp managers (n = 9), health workers (n = 7) and government administrative authorities (n = 8). 
Interviews explored IDP health management processes, partners and perceptions around camp management. 
Data were analysed using an inductive thematic approach. 
Results: Four main themes were identified: opinions about healthcare organisation and management, service 
availability, interventions and information management, and IDP health outcomes. Though many stakeholders, 
partnerships, and national and international government agencies were involved in the provision of healthcare 
services, respondents described efforts as disjointed. Reports suggested that the coordination and management of 
health services and resources were not tailored to the needs of those living in all camps. And because so many 
national and international agencies were involved, but under weak coordination, access to services was less than 
optimal and adequate management of critical public health interventions was lacking. Varied allocation of re
sources such as funding, medication and medically trained staff were viewed as key factors in the availability and 
the ability to access what was considered as essential healthcare services. 
Conclusion: The health of IDPs in camp-like settings was compromised by uncoordinated management, treatment, 
and control of communicable and non-communicable diseases. Government authorities need to be aware and 
consider the complexity of the multiagency involvement in the management and provision of IDP healthcare 
services. Introducing systems to streamline, monitor and support IDP healthcare management could be cost- 
effective strategies for achieving optimal health care.   

Background 

At the peak of the Boko Haram armed conflict crisis in 2015-2016, 
over 2.2 million people were displaced, most of whom migrated to 13 
of 36 states in Nigeria, within the northern region (International Orga
nization for Migration (IOM), 2022). Multiple conflicts in the area, 
mostly from the Boko Haram insurgency, over a decade resulted in an 

unprecedented humanitarian crisis, lack of access to essential resources 
and high demand for health care, which has lasted over a decade (In
ternational Organization for Migration (IOM), 2022, Ekezie et al., 2019). 
The conflict also threatened the lives of healthcare workers leading to 
further reductions in human health resources, poor distribution of care, 
and weak disease surveillance (Babakura et al., 2021). These healthcare 
shortages affect the general population in the region, who all experience 
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the impact of the disrupted, inadequate, inaccessible and uncoordinated 
services. Particular areas affected include vaccination, infectious disease 
notification and management, maternal services and universal basic 
care (Babakura et al., 2021, Nasir et al., 2016, Sato, 2021, Denue et al., 
2016, Anyebe et al., 2019, Solanke, 2018, Ager et al., 2015). As a result, 
the most vulnerable populations are faced with limited healthcare ser
vices that are often unaffordable. Considering the vulnerability of 
internally displaced persons (IDPs), insights into the IDP health man
agement process, especially from IDPs leading self-settled camps, is vital 
for effective planning and coordination of assistance. 

As of the end of 2021, there were approximately 53.2 million total 
IDPs by conflict and violence globally, including 3.2 million in Nigeria 
(6% of the global total) (Internal Displacement Monitoring Center 
IDMC, 2022). IDPs experience numerous challenges to health and vul
nerabilities and are often exposed to new health challenges (Cantor 
et al., 2021). Compared to refugees who receive appropriate attention 
from international organisations, IDPs do not because they are consid
ered the responsibility of the affected country’s authorities. A recent 
review outlined the health needs and challenges IDPs face, including the 
burden of diseases, mortality, access to care, structural concerns and 
research gaps (Cantor et al., 2021). Several issues identified have sig
nificant long-term public health impacts, especially in healthcare sys
tems and protracted displacement. (Quintero and Culler, 2009) 
Organising health services for IDPs is particularly challenging due to 
numerous interacting factors, including finance, human resources and 
government willingness. IDPs, therefore, tend to experience more 
negative health outcomes relative to refugees (Salama et al., 2001). 
Accessible IDP health services are often limited to camp settlements 
approved by government authorities and areas managed by specific 
international or non-governmental organisations (NGOs); however, this 
sometimes differs in urban settings and varies across different regions 
(IOM, NRC, UNHCR, 2015, Cotroneo, 2017). Considering that most IDPs 
live in unofficial camp-like settings, this puts them at a further disad
vantage. Understanding the health management processes from 
different stakeholder perspectives is essential to better understand 
healthcare provision across different camp-like locations. This is 
particularly important since most IDP affected areas are in low and 
middle-income countries (LMICs), which have poor health systems and 
policies (Global Protection Cluster. 2019). 

Given the global scale of conflict and violence displacement, 
including poor living conditions and healthcare services for those dis
placed, this paper aims to provide insight into the essential primary care 
health management processes in IDP camp-like settlements to 
strengthen understanding of the factors that contribute to health out
comes observed in internal displacement populations. The research fo
cuses on IDPs resulting from the Boko Haram conflict who resided in 
camp-like settings in northern Nigeria in 2016. The healthcare service 
experience of the IDPs was explored to highlight the range of factors that 
influence the management of healthcare services in IDP camps. 

Methods 

Study design 

This study is based on qualitative data collected as part of a broader 
mixed-methods study. (Ekezie, 2019) The broader study assessed the 
essential health services available to IDPs in conflicted affected 
low-middle income countries and northern Nigeria. This larger study 
included a systematic review (Ekezie et al., 2020), a camp audit 
assessment (Ekezie et al., 2019), a quantitative survey with IDPs (Ekezie 
et al., 2021), and a qualitative component. The qualitative study 
comprised of semi-structured interviews and focus group discussions 
with IDPs, camp managers (CMs), health service providers (HSPs) and 
administrative policymakers (APMs). 

Study setting and participants 

The term ‘camp and camp-like’ included all IDP camp-like settle
ments, including formally authorised, informally self-settled areas and 
transit centres. According to the December 2015 DTM assessment (IOM, 
2015), IDPs from the Boko Haram crisis had settled in 13 states within 
the northern region. Seven states representing the highest number of 
IDPs living in camp-like settings in all three northern regions were 
selected for this research: Borno and Taraba (north-east), Kaduna and 
Kano (north-west); and FCT, Nasarawa, and Plateau states 
(north-central). 

Study participants 

Sampling of IDPs, CM and HSP were carried out at camp-level, while 
APM sampling was at state-level. Criteria for IDP selection was 
involvement in IDP camp management, administration, and leadership. 
CMs were individuals responsible for the daily running and management 
of camps, including IDP and non-IDP camp managers. HSPs were those 
who provided primary healthcare services to IDPs and were based 
within close proximity to the camps. Selected APMs were representa
tives of the organisation responsible for managing IDPs at the national 
and state levels (National Emergency Management Agency (NEMA) and 
the state subsidiary State Emergency Management Agency (SEMA)). 

Study participants were identified using a purposive sampling 
approach based on individual roles and responsibilities in IDP health 
support, resource provision and camp management. During the survey 
conducted for the large study, IDPs who indicated being involved in 
camp administration and management were requested to participate in 
the FGDs. Where the numbers identified during the survey were insuf
ficient or IDPs declined participation, the CMs nominated other relevant 
IDPs, with particular emphasis on nominating some female leaders. The 
CMs also verified the eligibility of the IDPs identified and selected 
during the survey. On the other hand, CMs were easily identified as 
those with the primary responsibility of managing the affairs of a spe
cific camp, and they were either representative of supporting organi
sations or IDP individuals appointed by the IDP communities. HSPs 
included in this research were those available on site at the camp or the 
closest health care facilities to the camps, while the APMs were gov
ernment contact persons involved in IDP field management. 

Eligible participants were notified face-to-face in the camps to seek 
their interest and availability at least one day in advance, and consent 
was obtained from each participant before data collection. Ethical 
approval for the study was received from the Nigerian National Health 
Research and the University of Nottingham Medical School 

Data collection and analysis 

The uniqueness of each participant group led to the development of 
different data collection instruments. Four different interview guides 
were developed, one per study group, using several tools (IOM, NRC, 
UNHCR, 2015, Oxfam, 2001, MSF, 1997, WHO, 2011, UNHCR, 2010). 
Each guide was designed using frameworks relevant to the research 
focus of each group to ensure relevant information on healthcare service 
provision in camp settings were collected. The guides covered topics 
such as health management, resource distribution, disease prevalence, 
morbidity, mortality and stakeholder involvement. They were also 
field-tested, and question wordings were modified to ensure clarity for 
respondents. 

Focus group discussions were conducted with IDPs, and one-to-one 
interviews were completed with CM, HSP and APM stakeholder 
groups. Data collection was conducted from September to October 2016 
in camp premises in either English, Pidgin English, or Hausa by trained 
bilingual local researchers. Interviews lasted about 31 min on average 
and ranged between 16 and 70 min. Audio recordings were transcribed 
verbatim directly to English by local researchers. Afterwards, the first 

W. Ekezie et al.                                                                                                                                                                                                                                  



Journal of Migration and Health 6 (2022) 100124

3

author (W.E.) verified each transcript for quality, consistency, and ac
curacy against the audio recordings. 

An inductive thematic approach was used to analyse the data using 
Nvivo 12.0 software. The analysis followed the six-stage process pro
posed by Braun and Clarke: familiarisation with the data, generating 
initial codes, searching for themes, reviewing initial themes, defining 
and naming themes, and producing the report (Braun and Clarke, 2006). 
The generation of themes followed the step-by-step coding process 
recommended by Boyatiz for developing data-driven themes (Boyatzis, 
1998). Double coding of selected transcripts was conducted by (W.E. 
and P.S.) to enhance the transparency, validity, consistency, and 
applicability of identified themes and subthemes. After reaching a 
consensus on initial codes, this was applied and refined following 
analysis of the remaining transcripts and until the point of data 
saturation. 

Results 

A total of 73 individuals participated in the study: 8 focus groups 
with 49 IDPs and 24 one-to-one interviews with nine CMs, seven HSPs, 
and eight APMs (Table 1). The shortest interviews (minimum of 16 min) 
were with participants who had the least amount of information related 
to the health management of IDPs. Formal camps were run by either the 
government or an NGO, while the IDPs managed all self-settled camps. 
No FGD was conducted in Kaduna state due to new conflict arising in the 
area during the data collection period leading to early departure of the 
research team. In lieu, data was collected from two government repre
sentatives (one representing the national (NEMA) and state (SEMA) 
levels, respectively). Also, no HSP was identified in three camps Gaida, 
Kyauta and Mullum camps. 

Qualitative themes 

Thematic analysis of the interviews revealed four main themes and 
eight corresponding subthemes (Table 2). Participants’ opinions, per
ceptions and experiences within IDP health management and the 
resulting impact on IDP health outcomes were explored. After open 
coding of the responses from each participant, common themes were 
slightly different across the groups and camps. 

Like here, the government has not recognised it as a standard camp, 
so we need government intervention to provide security, water supply 
etc. … (for now) we just work here according to our knowledge… – FG8, 

Gullum camp 

Opinions about organisation and management of healthcare services 

The participants’ accounts provided an overview of how healthcare 
services were managed and organised in the camps. Coordination of 
healthcare delivery and resources was viewed as being disjointed. In the 
opinion of all participant groups, the various agencies responsible for 
providing certain services and resources were not fully aware of what 
each other was doing. The Ministry of Health (MoH) was revealed to be 
responsible for coordinating the health sector support at the national 
level, including the coordination of international humanitarian 
agencies, while local government health teams executed field activities. 
MoH was stated to be responsible for health resource supply, and other 
organisations acted as support when required. However, when it came to 
accessing care and transferring care from camp health facilities to local 
facilities (referral), it was not always possible. Getting timely medical 
treatment proved difficult because there seemed to be no arrangement to 
transfer services between agencies. 

Responsibilities 
The participants gave their opinions about the responsibilities 

around providing and delivering services. Partnerships were formed at 
different country administrative levels: national, zonal, state and local 
levels. The partners involved included government agencies, national 
and international institutions, faith-based organisations, and private 
individuals; still, inadequate healthcare management and collaborations 
were reported. Although IDP health management was generally the re
sponsibility of the health sector committee, which had been set up to 
manage health issues from the conflict crisis in the country and headed 
by the MoH, as stated by the APMs, the IDPs and some CMs perceived 
that these responsibilities were not taken seriously. This observation was 
expressed in reports that most camps experienced minimal support in 
relation to what was needed by the IDPs, especially from the national 
authorities. Overall, the partnership structures and responsibilities were 
often unclear to the CMs, who admitted that they struggled when 
advocating for the needs of the IDPs. 

…the Nigerian Air Force and Nigerian Navy come here sometimes 
with their medical team to treat our people…we beg government that 
“let them help us to attach us with one government hospital so that if we 
have a patient, we will take it to there”. But they didn’t agree…. – CM3, 
Durumi camp 

Besides the IDPs, NEMA/SEMA staff reported benefiting from the IDP 
healthcare management partnerships through access to staff empower
ment, training, and skill development provided by international part
ners. But most APM participants felt that whilst most partners could 
provide help, most agencies and civil organisations seemed to specialise 
in one particular aspect of humanitarian aid, health and public health 
resources and services. For example, vaccines were provided by from the 
World Health Organisation (WHO) and United Nations Children’s Fund 
(UNICEF); rapid health first aid responses by the Red Cross; provision of 
skilled health staff and medical specialists such as consultant doctors by 
MoH; and security by the Nigerian military, police and Civil Defence. 

Table 1 
Overview of study participations.  

State Camps Camp status 
(administrative 
authorities) 

Respondent 
groups (no. of 
participants) 

Total no. of 
participants 

Borno Bakassi Formal 
(government-run) 

FG (11), CM 
(1), HSP (2), 
APM (1) 

15 

FCT Kuchingoro 
Durumi 

Self-settled FG (11), CM 
(2), HSP (2), 
APM (1) 

16 

Kaduna Kyauta Self-settled CM (1), APM 
(2) 

3 

Kano Gaida Self-settled FG (5), CM (1), 
APM (1) 

7 

Nasarawa Gurku Formal (NGO-run) FG (7), CM (1), 
HSP (1), APM 
(1) 

10 

Plateau Stefanos Formal (NGO-run) FG (5), CM (1), 
HSP (1), APM 
(1) 

8 

Taraba Mullum 
Gullum 

Self-settled FG (10), CM 
(2), HSP (1), 
APM (1)  

14  

Table 2 
Summary of identified themes and subthemes.  

Themes Subthemes 

Opinions about organisation and management of 
healthcare services 

Responsibilities 
Camp health services 
IDP involvement 

Healthcare service availability Healthcare staff 
Referral service 
Disease surveillance 

Healthcare interventions and information management Intervention prioritisation 
Information management 

Predominant IDP health outcomes   
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The different participant groups then explained that whilst a wide range 
of national and international organisations was involved in managing 
IDP health services, there were times when this resulted in the dupli
cation in activities, actions and resources and gaps in other areas. 

…capacity partners involved specialise in their different and indi
vidual fields…. each sector there is a lead in whatever humanitarian 
assistance they can do. Like UNHCR is the lead in shelter, let’s say WASH 
(Water, Sanitation, & Hygiene) programme that is house and environ
ment sanitation. So IOM is also on shelter but UNHCR has been in 
charge. So we notify them that we have new arrivals, so they now start 
making plans to provide shelter, sometimes we provide shelters too. – 
APM1, Bakassi camp 

Camp health services 
Participants reported that healthcare facilities nearest to camps were 

health posts or primary healthcare centres (PHC), and the facilities 
offered basic primary care such as first aid, oral rehydration therapy, 
dressing wounds, drug prescriptions, and treating minor ailments such 
as mild fever. The facilities were often described as non-operational, 
lacking essential medical resources and staff, or permanently closed. 
Complex situations such as birthing a child and cases needing opera
tional procedures were reported to be referred to hospitals (secondary 
level care) by PHC staff. Hospitals were described as much farther away 
from the camps, requiring access to appropriate means of transportation 
or extremely long walks. Many participants, especially the IDPs and 
CMs, expressed that the distance and finance needed for transportation 
often discouraged IDPs from seeking healthcare, leading to complica
tions including death. 

If you have your money you can go the healthcare… for our women 
to give birth is a problem for us…even last week we lost one of our 
women here… she wanted to give birth here because there is nothing we 
can do… and if we don’t have money we can’t go to the hospital… 
because if you don’t have money, they will not take care of us. She died. 
– CM3, Durumi camp 

Regarding the financial implications, a few participants, especially 
the APMs, indicated that managing camp authorities, the government, 
or NGOs sometimes covered the IDP health costs at secondary health
care centres. However, the CMs highlighted that there were limitations 
on what these organisations were willing to pay for or cover. For 
instance, mental health services were considered capital intensive, so 
these organisations often did not cover them. In informal self-settled 
camps, IDPs with no external organisation management support 
revealed that they mostly paid personally out-of-pocket (OOP) for 
incurred health service charges. Many IDPs were also reported to resort 
to traditional medicines, even after consulting with medical staff, if they 
could not afford or access formal health services. The main driver for this 
decision was identified to be the medical expenses required for referral. 

We go to the health centre… But no money. So instead of going for at 
least full treatment, they rather go to a chemist to get drugs of 50 naira 
because they don’t have money. – FG8, Gullum camp 

Medications were stated to be either donated by organisations or 
directly purchased over the counter at local pharmacies. Participants 
reported that generally, donated drugs were deposited at the health 
facilities accessed by IDPs. However, in self-settled camps with no access 
to health facilities, drugs were given to IDP leaders to manage, and this 
often included pain relief medications and antibiotics. The IDP leaders 
explained they used their discretion to determine what drugs to give to 
those who make requests, but they often run out of supplies. 

…sometimes, the NGO used to process some drugs, and some orga
nisations they used to help us with some drugs, but as for now, we don’t 
have any drugs now. The clinic is even closed, it’s empty. The drugs that 
have been brought by the NGO have already finished. – FG5, Gurku 
camp 

Vaccinations provided to IDPs in camps were reported to be 
administered by PHC staff who visited the camps. However, the IDPs 
revealed that vaccines provided were mainly given to women and 

children; and overall observation showed that the services were not 
offered in all camps. For instance, IDPs in Kyauta camp, Kaduna state, 
reported no vaccinations had been provided on the camp. The lack of 
mass vaccination was assumed to be associated with the fact the camp 
was not considered a formal site. Due to a lack of accessible health 
services, IDPs were reported to often rely on herbal remedies to prevent 
and treat diseases. The IDPs and CMs were also of the opinion that 
vaccination awareness and communication in the camps was poor. They 
expressed that IDPs were not knowledgeable about vaccine schedules, 
and those vaccinated were often unaware of vaccines received, 
including mothers being unaware of vaccines given to their children. 

She will not know which one (vaccine) was given to the child… but 
they used to give TT (tetanus toxoid vaccine) and then…pentavalent – 
FG5, Gurku camp 

IDP involvement 
HSPs explained how IDPs were involved and contributed to health

care management; this varied by camp and depended on the type of 
camp and how it was run. In many camps, IDPs reported they had 
formed internal health committees or leadership teams for themselves. It 
was explained that these groups acted as advocates and took an active 
role in determining how healthcare was delivered. Some activities they 
carried out included conducting gender-focused consultations with the 
wider IDPs population in the camps to ensure that gender-sensitive is
sues were discussed and taken into account. For external roles, the IDP 
committee leaders were said to have contributed to developing and 
planning health interventions, such as mass vaccination campaigns. 
Several participants, including the HSPs and APMs, felt IDP involvement 
in health management helped facilitate, mobilise, and improve uptake of 
health intervention activities. 

(IDPs) are involved, because now if we want to do something, we will 
call the community leaders, the chairmen of various local governments. 
They come here, then we will discuss about decision making, they will 
go and tell it to the people. – HSP2, Bakassi camp 

Healthcare service availability 

Participants in all locations believed resources required to manage 
IDP health, for example, skilled health staff and affordable treatment, 
were limited. This observation was presumed from several factors, 
including experience with healthcare resource and staff shortage, cost- 
intensive referral process, and weak disease surveillance. Although 
most participants were not very knowledgeable about the details of 
services provided, it was highlighted that the identified factors influ
enced the health outcomes of IDPs. 

Healthcare staff 
Participants reported that camps managed by a specific organisation 

had more HSPs available either at the health facilities or through 
frequent health staff visits to the camps, still IDPs reported that on most 
days, there were no HSPs. It was revealed that, on average, some facil
ities had staff present 1 to 3 times a week. The alleged reason for poor 
staff availability was stated to be the lack of funding needed for running 
the services and staff salaries. As a result, it was reported that HSPs 
generally avoided roles in facilities around IDP settlements, and those 
who worked in those locations sometimes visited only in times of 
emergencies. 

Sometimes we come 3 times in a week, sometimes once in a week. 
You know that government they are not bringing money. So I have to try 
and come sometimes once, sometimes 3 times, sometimes 2 times. But if 
they have emergency, sometimes they will call, I will come. And when 
we finish, I will go back. – HSP5, Gurku camp 

Many participants elaborated that due to a shortage of experienced 
HSPs, such as medical doctors, nurses and midwives, most PHCs 
accessible to IDPs were managed by community health workers (CHWs) 
who lacked in-depth medical skills and training. CHWs were described 
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as local community members trained for about two years to provide 
basic healthcare such as first aid, immunisation, active case finding, and 
referrals. For serious cases, these CHWs were stated to often rely on 
visiting health practitioners, especially staff from non-governmental 
institutions such as UNICEF. Participants also shared that some IDPs 
living in the camps who had previously been exposed to healthcare 
settings before being displaced often acted as healthcare contacts before 
the IDPs went to healthcare centres or were seen by an HSP. 

…he’s a retired staff with the General Hospital in their own local 
government there in Gwoza. So, he was an attendant, a ward attendant. 
So he has little experience of giving them first aid. So in case he has 
difficulties he calls me, even if it’s not the days I come here, because I 
come Tuesdays and Thursdays. – HSP6, Stefanos camp 

Referral services 
HSPs reported that the health conditions referred to secondary level 

healthcare (hospitals) were often cases requiring specialised attention 
beyond the capacity of the primary care staff. These included blood 
transfusion, surgery, mental health problems, complicated pregnancies, 
recurring and long-term illnesses such as diabetes. Some participants 
stated that childbirths were handled at the PHCs; however, the IDPs 
specified that traditional birth attendants (TBAs) were often the first to 
be called when women were in labour. The TBAs were described as 
untrained female local health service providers. Some participants felt 
that one major consequence of using TBAs was that deliveries sent to 
PHCs and hospital referrals were often then complications TBAs could 
not manage, and this posed a significant health risk. Due to the shortage 
of staff and equipment at the PHCs, HSPs explained they often advised 
participants to go directly to secondary level facilities for care. But some 
IDPs lamented that a few referral hospitals also lacked skilled health 
staff. 

…minor ones we use to attend it here (PHC). If it is so complex we 
take to that hospital, even in that hospital, they don’t have medical 
personnel, the consultants sometimes will refer us if it is serious to FMC 
(Federal Medical Centre) – FG5, Gurku camp 

Participants stated that services provided at the hospitals usually 
required payments for services, e.g. laboratory tests. This financial 
implication was stressed to be an extra burden for the IDPs, especially 
those in informal camps, who lacked both financial resources and 
organisational support. To avoid incurring additional expenses, some 
participants revealed IDPs often delayed following up their conditions at 
referral hospitals, and these delays contributed to further complications, 
including death. A few participants in formal camps reported that 
partnership structures were established between primary and secondary 
IDP facilities in those camps. They explained that partnership facilitated 
better referral pathways, including access to a broader range of health 
services and adequate transportation options like ambulances or cars. 
On the contrary, participants in the informal self-settled camps stated 
transportation options to referral centres depended on the purpose and 
patient. For instance, children were often carried on the back of an adult 
who then walked to the hospitals, while adults could either walk or use 
hired motorcycle riders. 

(Transportation) depends. If it is a small child, it is on the back we 
carry it. If it is an adult, we find okada (“means motorcycle”) that will go, 
we go find all these okada people…we put the person for okada, sit down 
with them and carry them to the PHC… if the PHC is not too far. – HSP5, 
Gurku camp 

Disease surveillance 
Many participants felt the management approach for disease out

breaks was vague. They elaborated that it ranged from specific guidance 
available in a few camps to no monitoring actions in most camps. They 
also emphasised that infectious disease management plans for tracking 
outbreaks were absent in most locations. HSPs in some camps reported 
using daily case counting, e.g. diarrhoea patients, to determine the 
likelihood of an outbreak. In settlements with accessible PHCs, IDP 

accounts were also considered a monitoring tool. For instance, one HSP 
recounted how IDP leaders proactively reported suspected cases to the 
nearest health facility. 

Last year, the Camp Chairman was very cautious and very vigilant. 
So, he called me on suspicion of measles so, when I came, I saw him, I 
saw the child, I said no it’s not measles. But we have a surveillance of
ficer that does come from the local government. – HSP3, Durumi camp 

Although the HSPs stated one of their roles was to monitor reported 
disease incidences, their inconsistent working patterns, often a few 
times a week, was expressed by a few participants to have contributed to 
delayed observation of outbreaks. For example, delayed measles iden
tification among children led to an outbreak in Stefanos camp. The HSPs 
stated when suspected disease outbreaks were identified; they alerted 
surveillance officers from the local authorities who sometimes visited 
the camps for monitoring. They further explained that the discovery of 
outbreaks often triggered mass vaccination campaigns in the affected 
camps. Participants also emphasised that external supporting organisa
tions, such as WHO and UNICEF, were immediately notified by the local 
surveillance team or HSPs working in direct partnership with those or
ganisations. Although, one CM stated that the international organisa
tions handling active case finding, case management or outbreak 
management did not visit all camps. 

No (outbreak) plan. All this is supposed to be done by World Health 
Organisation, who are not coming here… they are responsible for this. – 
CM9, Gullum camp 

Healthcare interventions and information management 

APM participants reported that the national authorities, NEMA and 
SEMA, were actively involved in soliciting resources for IDPs, and they 
played a connecting role between supporting organisations and IDPs. 
Some listed interventions provided on camps included vaccination, 
health education and supply of food and non-food items such as mat
tresses, mosquito nets, and kitchen utensils. The prioritisation of the 
interventions was described as unevenly distributed, and the manage
ment of health service and outcome information was weak due to poor 
awareness of their importance. 

Intervention prioritisation 
Some participants indicated that the administration and uptake of 

health services were often influenced by age, gender, type of illness, 
urgency and cost. Participants in camps with support from international 
partners, such as WHO and UNICEF, reported that frequent vaccination 
activities were conducted in those locations. However, participants from 
all camps expressed that vaccinations were not provided in all camps 
and vaccines were often administered only to women and children. 

Only a few HSPs revealed that they knew the essential vaccine re
quirements, including the national Expanded Program on Immunisation 
(EPI) list or what had previously been administered in the camps. 
However, most of the HSPs who lacked vaccine awareness were those 
situated in facilities not offering vaccinations. The HSPs also highlighted 
that untrained IDP HSPs (e.g. TBAs) supported visiting vaccination 
teams, but they were not involved in administering the vaccines. Par
ticipants in all camps felt vaccination administration timelines were 
inconsistent. One reason for the inconsistency, as described by an HSP, 
was that since vaccine protection lasted a long time, vaccination 
emphasis was not crucial, so vaccine administration reduced as the 
influx of IDPs into camps declined. 

Yes, we conducted the test last year and gave those that are free from 
it the vaccines. But this year, we did not do it. We are yet to do it. 
Anyway, since we don’t have newcomers coming in because the vaccine 
lasts for about ten years, there may not be need for that. – HSP6, Ste
fanos camp 

Many participants reported that health promotion and education 
were often conducted directly in the camps. Topics they listed to be 
covered included raising awareness and the management of diarrhoea, 
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malaria, HIV, immunisation, hygiene, reproductive health, and breast
feeding. Some HSPs expressed that they occasionally experienced chal
lenges getting IDPs to accept specific health promotion interventions. 
For example, one HSP had difficulties getting IDPs to collect free con
doms during reproductive health promotion sessions. This refusal was 
attributed to the cultural values of the IDPs that did not actively 
encourage birth control. 

They are rural people. We have condoms here, but they are not 
interested. So we issue it to people that need them outside IDP camps. So 
they get women pregnant and give birth without problem. We have 
some women with ten, eleven children…Their mindset right from home 
is the problem. – HSP6, Stefanos camp 

Information management 
Most HSPs reported not keeping records of clinical attendance, ser

vices provided, or health outcomes. “Not having time” was commonly 
cited as a reason for poor record-keeping since the HSPs were reportedly 
more focused on administering treatments. HSPs in some facilities 
recounted that they previously documented information on patient 
medical history, but this was stopped due to the stress of juggling be
tween high patient influx and record-keeping processes, which they felt 
was time-consuming. However, despite the reported high volume of IDP 
patients, a few HSPs also reported there were days when no patients 
visited the facilities. 

Ah, yes. We had them (medical records) before. These are the exer
cise books. But along the line, we stopped using the exercise books 
because if they come many, for you to check for the name and do the 
treatment is very hectic. So we just neglected them, but we have some of 
them there. – HSP6, Stefanos camp 

Gaps in HSP knowledge, skills and training were also revealed to 
have contributed to poor record-keeping and monitoring. For instance, 
one HSP felt it was unnecessary to keep records since no one monitored 
facility activities; hence, they did not see the importance of documenting 
mortality and referral information. 

Mortality records? No! We don’t have. How can we write that one 
now? Unless we can begin to do that, but now, we don’t… We do not 
keep consumption records… Why do we want to keep referral infor
mation? We do not need to keep those things nobody asks us, so we don’t 
have to keep it. – HSP5, Gurku camp 

The HSPs reported that disease outbreak case reports were not kept 
at the PHCs but were retained by local surveillance authorities. They 
further explained that the associated outbreak information, including 
vaccination records, was also taken by whichever organisation or group 
had administered the vaccine or provided the service. The participants 
also added that referral records were not retained at the primary facil
ities except in formal camps with referral logfiles at the PHCs. But for 
referral visits, some HSPs reported they sometimes accompanied 
referred IDPs to hospitals, and proper case documentation was prepared 
there. 

Referral record…. We don’t have….Usually, if we have any case, we 
do take them by ourselves there without any referral letter, except if 
they go out to outside Clinics, that’s when they get referral letters. But if 
it is here, I will take them myself to the hospital. – HSP6, Stefanos camp 

Predominant IDP health outcomes 

Participants stated the IDPs experienced some common health 
challenges, and this included cough, diarrhoea, fever, headaches, ma
laria, measles, pneumonia, tuberculosis, typhoid, and skin problems. 
Mortality rates were considered low by most participants compared to 
disease incidence. Most diseases identified were attributed to the poor 
living and environmental conditions within camps, such as the lack of 
sanitation facilities and the presence of stagnant water close to house
hold shelters which encouraged the breeding of disease-causing vectors, 
e.g. mosquitoes. Overall, the majority of participants felt the lack of 
resources needed to manage IDP health outcomes contributed to high 

morbidity rates. 
…There is malaria everywhere, also pneumonia. Cold enter chil

dren’s body a lot. Now cough everywhere because of dust…purging 
(diarrhoea) is common because they don’t have ‘better water’ or ‘better 
food’ and children come plenty (for diarrhoea). – HSP3, Durumi camp 

IDPs were also of the opinion that insufficient food supply affected 
their overall health status and contributed to the observed deaths, and 
conditions such as trauma, stress and poor nutrition were associated 
with high blood pressure and stomach ulcers. These issues were 
described to be further complicated by limited and delayed access to 
healthcare and the lack of HSPs to diagnose certain diseases. Further, the 
absence of proper diagnosis implied the true causes of deaths were often 
unverified. 

People die because there is no one to take care of them very well, and 
we tried our best, and it’s not working, and those people die… some
times they don’t bring (the cases) on time… mostly children… when it 
gets too much they bring them and then they cannot make it. – HSP4, 
Kuchingoro camp 

The health and wellbeing of all IDPs in the camps were affected, but 
the groups all participants considered most vulnerable were women and 
children. The reasons for this included the assumption that women and 
children were more prone to falling ill, their inability to source for food, 
and the tendency of children to interact with and become exposed to 
more people. 

Females (are most vulnerable) because it is hard for them to go 
somewhere to go find something to eat… children too, because when 
their parents die, they can’t help themselves – FG2, Kuchingoro camp 

Discussion 

This qualitative study explored the perceptions about health man
agement within camps among IDPs and stakeholders in northern 
Nigeria. The short discussion duration reflected a low IDP health man
agement awareness level among some participants. Most resources were 
not provided by the government but by international and local NGOs, 
and this humanitarian support was unevenly distributed across the 
camps and IDPs, with informal camps at a disadvantage. The majority of 
camps lacked sufficient medical resources and access to skilled health 
staff; for example, no doctors were stationed in all the camps visited. 
With PHCs in poor conditions and often managed by low-skilled health 
workers, IDPs had to visit secondary care facilities (hospitals), often 
based on referrals, and they experienced several challenges, including 
the need for transportation and payment for services. Formal camps had 
better referral systems through government aid, which was not available 
at informal camps. Personal cost implications caused IDPs to seek 
alternative medical options or delay further follow-up, and this some
times resulted in complications and death. Although the predominant 
health conditions were infectious diseases, surveillance systems and 
outbreak management were weak or non-existent in some areas; regular 
information management was also poor. Overall, a lack of adequate 
healthcare management and resources contributed to delayed access to 
healthcare and weak health monitoring, which might be associated with 
likely underestimation of morbidity and mortality rates. 

Similar findings on better availability of services in the formal camps 
in this study were demonstrated in another qualitative study where IDPs 
expressed a desire to relocate to government recognised IDP camps that 
had more access to healthcare (Chi et al., 2015). Within our research, 
personal cost and distance to health facilities influenced 
healthcare-seeking behaviour and access. This corroborates with pre
vious studies that reported barriers to accessing healthcare services and 
intervention uptake, including lack of health worker support, trans
portation, inflated costs, insecurity, funding, and cultural factors (Eke
zie et al., 2020, Mendelsohn et al., 2012, Onyango et al., 2013, Mills 
et al., 2006, Ojeleke et al., 2022). Our findings on the poor supply of 
health resources in IDP camps are consistent with other research in the 
country, which reported scarcity of essential drugs and unavailability 
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emergency services, laboratory investigative and diagnostic services 
were also unavailable (Usar and Akosu, 2020, Joshua et al., 2021, 
Ojonugwa, 2021). These observations across the country further elab
orate upon the audit conducted in the study camps, which revealed the 
IDP camps lacked the minimum health care package guarantee to all 
PHCs in the country; and also, they did not meet the international 
Sphere minimum standards recommended for humanitarian aid re
sponses (Ekezie et al., 2019, The Sphere Project, 2018). 

As reported in our study, poor record-keeping at the PHCs has several 
implications, including limiting the opportunity for healthcare follow- 
up and continuity of care. The lack of experienced HSPs and absence 
of health management protocols showed to have contributed to poor IDP 
health outcomes, e.g. mortality due to delayed access to care. Similar 
weakness in the healthcare monitoring process and their impact on IDPs 
have also been reported in previous studies (Onyango et al., 2013, 
Bruckner and Checchi, 2011, Spiegel et al., 2002, Siddique et al., 1995). 
Although non-communicable and long-term health conditions like hy
pertension and diabetes were not reported among the common IDP 
health conditions, previous studies have also shown they often receive 
less attention, as evidenced in our study by the lack of support for 
managing mental health by supporting organisations. (Cantor et al., 
2021, Kehlenbrink et al., 2019, Burns et al., 2018, Roberts et al., 2012) It 
is therefore likely these conditions may have been missed by partici
pants in our study who reported some cases were often undiagnosed due 
to a lack of skilled health workers, appropriate diagnostic resources and 
poor record-keeping. 

Implications from healthcare gaps in IDP camps also include 
derailment of the health system goals, universal health care coverage 
targets, such as reducing maternal and child mortality, and broader 
global sustainable development goals. Since most of the IDP health 
conditions were environmentally related, health interventions need to 
be holistic and encompass both indirect health dimensions like provision 
of accommodation and sanitation to reduce infectious diseases. (Olu
wasanmi et al., 2018) Also, by adopting standard health guidelines and 
measures for complex emergencies, like the Sphere minimum standards 
(The Sphere Project, 2018), PHCs could be empowered to deliver pre
ventive, promotional and curative services (Odusanya, 2016). This 
would tackle most healthcare delivery barriers, especially those related 
to diagnosis, case management and referral of emergency cases, espe
cially for pregnant women (Chi et al., 2015). 

Although this study was conducted before the COVID-19 pandemic, 
COVID-19 added a layer of complexity and threatened to deepen the IDP 
crisis in the country, especially in the northeast region. Gaps identified 
in this current study, particularly the shortage of sanitation and hygiene 
resources and disease surveillance, were still significant issues when 
managing the crisis in IDP settings during the pandemic (Tijjani and Ma, 
2020). Most IDPs reported being aware of the pandemic, but the na
tional measures implemented to manage the pandemic, such as social 
distancing and infection control, were difficult to perform; and despite 
the restrictions, lockdown and further disruption to accessing services, 
adequate considerations were not provided to support or manage the 
IDPs (Omosekejimi et al., 2021, IOM, 2021, Niyi-Gafar and Adelakun, 
2022, UNHCR, 2021). COVID-19 situation reports showed the govern
ment had implemented awareness campaigns in IDP settlements (IOM, 
2022a, IOM, 2022b), but this varied across different states and IDP 
settings, for instance, in the northeast, IDPs outside the main conflict 
state – Borno state – and those in host communities were less reached by 
awareness campaigns (IOM, 2021). In addition, there were no specific 
COVID-19 mitigation measures set up to prevent the spread of COVID-19 
in some localities, and the majority of health centres were not prepared 
to handle COVID-19 cases (IOM, 2021). For COVID-19 vaccination, 
although a high proportion of IDPs were aware of COVID-19 vaccines, 
most did not get this information from either government officials, 
medical personnel, NGOs or INGOs but from community members and 
family; and the majority of IDPs felt they lacked sufficient information 
on COVID-19 and the vaccines to be able to make informed decisions 

(IOM, 2022a, IOM, 2022b). Overall, awareness and mitigation measures 
were better in the northcentral and northwest regions compared to the 
northeast (IOM, 2022a, IOM, 2022b).Other consequences of the 
pandemic and the government response measures included disruptions 
to food distribution, WASH resources, general healthcare, education, 
protection and livelihood generation for IDPs in both camp-like settings 
and host communities, which contributed to increased negative coping 
strategies such as the sale of assets and child labour IOM, 2021, UNHCR, 
2021). These negative coping actions likely exacerbated other similar 
negative actions identified among the population in this study, partic
ularly the action of begging for food and deprioritising accessing health 
services due to financial challenges (Ekezie, 2022). These observations 
also support our findings in this research which highlight disparities in 
service availability by location and that despite multiagency involve
ment in IDP management, interventions did not sufficiently reach all 
IDPs. Information on how the pandemic affected specific IDP health 
management processes, such as disease surveillance and medical 
record-keeping, is lacking; hence more research would be needed to 
assess these areas towards strengthening infectious disease management 
in IDP settings. 

Strong coordination that combines interventions and health system 
strengthening is essential for improving IDP health management (Bile 
et al., 2011, Olu et al., 2015). Involvement of various stakeholders in IDP 
healthcare, especially international organisations, offers several benefits 
(Bile et al., 2011, Olu et al., 2015, Tyndall et al., 2020, Low et al., 2014). 
For example, the health cluster partnerships approach in Uganda, also 
overseen by the MoH, improved the humanitarian response and health 
coordination (Olu et al., 2015). However, the objectives of external or
ganisations often tend to prioritise emergency humanitarian relief over 
long-term health system strengthening (Kimbrough et al., 2012). IDP 
health management and partnership collaborations may need further 
refinement, and this would require predictable funding and political 
commitment (Roberts et al., 2022). Nonetheless, regardless of the level 
of support provided, both comprehensive and partial external support 
has been associated with a greater likelihood of improved health service 
provision in displacement settings (Ekezie et al., 2020, Olu et al., 2015). 

Strengths and Limitations 

This study presents a comprehensive qualitative account of IDP 
health management and the impacts on IDP health outcomes. The main 
strength of the study is the novel insights gained from different partic
ipant perspectives, which provide a rounded account of IDP health 
management when put together. Limited HSP representation restricted 
in-depth exploration of several healthcare services; hence the results 
may not adequately reflect all healthcare services. Short interaction time 
with some participants implied that information from some camps was 
much lower than in other areas. Also, due to time and security con
straints, a reduced number of interviews and FGDs were conducted; 
nevertheless, data saturation was reached on the topics explored. 
Furthermore, the IDPs’ experience with the pressure and frustration 
with conflict situations may have influenced their responses. 

Study implications 

Strong humanitarian coordination, which is equitable and reaches all 
IDP locations and focuses on health system strengthening, is essential for 
improving IDP health management. Tackling the health problems of 
IDPs and increased health staffing capacity will require high-level po
litical commitments, willingness and effort. To improve the health 
workforce in displacement settings, IDPs could be trained and empow
ered as health workers, this could include training on general disease 
prevention and protective behaviours, disease symptom identification, 
basic first aid and health information record keeping. In addition, spe
cific interventions and training for all health workers in IDP settings are 
also crucial. Health care planning and delivery should also include both 
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medical and non-medical components that include preventive, promo
tional, and curative services. 

Conclusion 

There is a wide gap in the IDP health management sector that has 
several impacts on the health and wellbeing of IDPs. Findings from this 
research have broader relevance beyond the single country studied, as 
all human displacements inevitably contribute to similar health and 
social burdens. Government authorities need to acknowledge the exis
tence of all IDPs and include all IDP settlement locations in adminis
trative and management processes. In addition, regardless of camp 
status, more basic resources and healthcare services need to be provided. 
Achieving optimal healthcare for IDPs requires more than just under
standing the pattern and burden of disease; but also involves awareness 
of healthcare management approaches and the need to consider the 
complexity of the multiagency involvement in IDP management. Hence, 
policymakers, public health officials and affected populations would 
benefit from understanding the effect of management on the health and 
wellbeing of all those affected by displacement crises, as presented. This 
study provides significant insights which could support the recommen
dation of the United Nations High Commissioner for Refugees (UNHCR) 
High-Level Panel on Internal Displacement on the need to “Strengthen 
the quality of protection and assistance to IDPs and host communities” 
by providing information on areas to consider when coordinating hu
manitarian health responses, particularly in IDP protracted conditions. 
In addition, the findings also support the broader effort being made to 
increase the accountability of IDPs and promote the responsibilities of 
national authorities in IDP management. Information from the study 
could be used to inform the establishment of efficient health policies. 
Also, organisations that support IDPs could use the information when 
developing and implementing preventive and curative measures needed 
to protect the health and well-being of IDPs. Finally, delivery of standard 
primary health care in IDP settlements and empowerment of IDPs as 
local health workers could be cost-effective strategies for achieving 
optimal health care in humanitarian situations. 
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