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The closed group workshop on IDPs in Syria was not recorded and was held under Chatham House rules to 
facilitate open discussion. We would like to thank the participants who attended and contributed to this fruitful 
discussion. This document summarises the key discussion points. We would like to thank Manar Marzouk, our 
SPHN fellow and Sara Basha for contributing to these notes. 
 
Summary points: 
 
Defining ‘IDPs’ in the Syria context 

 
● There were important discussions about the definition of IDPs in the Syrian context, given the different 

areas of political control and limited interaction between each – though perhaps what unites them is 
the international legal definition. In Syria, crossing internal borders can be as disruptive as crossing 
country borders given differences in the health systems, resources and jurisdiction in each area. A gap 
is noted on differential health outcomes depending on the type and frequency of displacement; 
perhaps this could reflect better/ worse access to health systems in different areas based on the degree 
of welcome/ hostility/ discrimination. 

 
A weak evidence base on IDP health 
 

● As discussed previously, there exist differences in the health of IDPs compared to refugees including 
for mental health/ mortality however, there is inadequate information being collected about IDPs 
specifically with limited research evidence on health intervention effectiveness among IDPs compared 
to refugees. Many aspects of IDP health remain under-studied; for example, SRH (sexual and 
reproductive health.) This makes timely interventions difficult though globally there are far more IDPs 
than refugees. In addition, there may be a lot of mixing between IDPs and local residents which can 
make it difficult to distinguish between their health needs and that of local communities or to identify 
what services are reaching them. For example, COVID-19 rates are likely lower among IDPs however 
this may represent less access to testing or less trust in local services. 
 

● Challenges when working with IDPs include a lack of information about the number or status of the 
population as well as problems with coordination due to a collapse of the local health systems. When 
information is available, it is often not timely. Various models of healthcare delivery to IDPs have been 
tried e.g. mobile health clinics however there is no model to support implementation or evaluate the 
effectiveness of this intervention. We drew on the example of northwest Syria given there is little 
information focused on IDPs across the country e.g. NES/ government areas but the most available is 
on NW Syria. 
 

● In northeast Syria, there has been a recent push for psychosocial and physical healthcare programming 
led by USAID with a big focus on stabilising the region for the reduction of extremist activities. A recent 
report by Chemonics International will shortly be published highlighting the mental health of children 
and caregivers in the extensive IDP camps in NE Syria. 

 
Co-Determinants of health 
 

● There is a critical information gap when trying to respond to IDPs in Syria with a discrepancy in reported 
outbreaks among refugees and IDPs. Other gaps include those related to health determinants and how 
to maximise the health service response. When looking at the underlying social determinants of health, 
this is where differences among IDPs lie so when examining IDP health, it is important to understand 
these factors as this is where the solution lies. In Syria, it is important to understand the fluidity of the 
health system in this context. There remains little exploration of the routes which IDPs take and their 
interactions with the health system. There is a need to examine IDP health using the social 
determinants model at the micro, meso and macro level. 



 
 
 
The importance of a tran-sectoral approach 
 

● Borrowing from other contexts e.g. Palestine, it is important for us to be clear that IDPs do not exist 
within one sector only; as such, health should not be viewed in silo. We need to think about where 
health fits into the life and suffering of this non-homogenous group and ensure it is integrated into 
wider discussion. Participants stressed the importance of timely and rapid assessments which do not 
only focus on health but also other sectors. There has been much discussion on localisation but for 
IDPs, who may move more frequently, there are particular challenges relating to protection, livelihoods 
etc. Other challenges include cultural issues, health system preparedness, national and subnational 
planning of IDP movements and needs.  
 

● Should the health of IDPs be examined through a particular health lens rather than viewing being an 
IDP as a vulnerability in itself; the issue had been previously approached through a pure health lens 
however when we look at figures on social determinants perhaps this is not the most effective 
approach. For IDPs, asking people in camps to exercise or follow medical advice is not the best 
approach. Perhaps there needs to be coordination/ collaboration with the protection sector or 
livelihood sector to support health among IDPs in innovative ways. For example, through a livelihood 
project, face masks were produced during the pandemic. 

 
IDPs as a heterogenous group with agency 
 

● We need to think about IDPs as a group who have agency, and many of them have made the difficult 
choice to move with their families, for example from Damascus to Damascus suburbs or to Idlib 
governorates; some have moved several times. We need to encourage community led initiatives to 
identify solutions appropriate to them while also understanding that they are a heterogenous group. 
Some have associated themselves with power and risen through the ranks of oppressive groups. In 
some instances, this has negatively affected the status of women and worsened inequality. There are 
also differences relating to relative power e.g. class, gender, ethnicity. 

 
● Looking at any population group, coming from a justice and equity dimension, we need to think of the 

groups that are at most risk; today in Syria, this is children and children are the future of Syria. So, how 
do we as health researchers prioritise early child development through lecturers, research and 
programs who support those most at risk? 
 

Learning from other contexts 
 

● It is important to look to other contexts e.g. Afghanistan as though there are differences, there are 
some similarities. A challenge was noted on human resources so they upskilled community healthcare 
workers. Another challenge was corruption, so they started community monitoring for the quality of 
services and efficiency. For immunisation, close working with staff and community were important to 
ensure safety and efficiency.  
 

● We need to think of practical solutions and focus on intervention research. This requires community 
engagement with monitoring and ensuring a good relationship with community health providers. This 
may help build trust between community and governing bodies. May also need to consider public-
private partnerships.  

 
Medical evacuations  

 
● Another issue raised focused on medical evacuations; patients are forced to make the choice of going 

to areas under government control or to areas under opposition control where their medical needs 
may still not be met. For example, patients with haemophilia who may be evacuated to areas under 
government control, may not get the care they need due to health system capacity or discrimination. 
The conjoined twins who died in Ghouta fell foul of the political negotiations related to medical 



 
 

evacuations; even when there were documented agreements, they were not respected. The 
evacuations did not meet the needs of the population (for example, 29 of 1000 patients who needed 
evacuation from Ghouta were evacuated in 2017/8) and Russian/ US approval as well as Jaish al Islam 
and Syrian Mukhabarat approvals were needed. Another vulnerable group highlighted are those with 
injuries who have been displaced and are struggling with access to the health system. A recent research 
project interviewed patients including IDPs who had been injured and what their experiences of 
interacting with the health system in NW Syria was. 

 
An urgency to addressing the evidence gap 
 

● An important topic raised is around the timelines for understanding the health status of IDPs; for 
example, the current situation will be affected by political changes, changes to funding mechanisms 
and may change rapidly for them. We also need to recognise the lack of disaggregated data and tools 
with which to understand the situation for IDPs – there remains a gap in our knowledge, experiences 
and the tools with which we can explain what is happening. There are also issues with regards to data 
and funding politics, competition among organisations and mechanisms of collaboration. We must 
however keep IDPs at the centre of what we do if we are to respond effectively. 

 
 
Conclusion and next steps 
 
We hope that this workshop is the start of further discussions on practical steps relating to research, analysis 
and measures which can support health system responses for IDPs in Syria. Attendees spanned practitioners, 
academics, clinicians, public health specialists, health system experts and humanitarian researchers providing a 
rich discussion. We noted evidence gaps across the country but particularly in certain geographical regions (NE 
Syria and areas under government control) as well as in data and granular exploration of health within this 
heterogenous group. As in other IDP settings, there is a gap in information relating to localised interventions 
which can be effective and responsive to the health needs of the population in a timely manner. The importance 
of community led initiatives was stressed. 
 
Some key areas require further discussion in relation to IDPs including the transdisciplinary and transectoral 
approach e.g. WASH was little mentioned; drivers of displacement e.g. attacks on healthcare, climate; 
discrimination regarding healthcare access in certain areas e.g. areas in government control; healthcare access 
and availability of services; intersecting vulnerabilities e.g. disability, multiple displacements, poverty. However, 
this workshop served as an overview of the health of IDPs in Syria, the need to challenge current concepts 
around IDPs and also brought up novel discussions e.g. around medical evacuation that are pertinent to IDP 
health in Syria.  
 
The next steps include further engagement with participants, more in-depth discussion and collaboration 
around the themes identified and steps to prioritise and explore different research and intervention priorities.  
 
Some concepts in this document will be used to contribute to an article on IDP health in Syria which will be 
submitted to the call for papers to the Journal of Migration and Health.  
 
Please contact us on info@syriahealthnetwork.org if you would like further information.  


