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EXECUTIVE SUMMARY 
The ongoing drought in East Africa reflects a chronic, intensifying emergency, caused by climate change 
and land degradation. Millions of people are at risk of famine, and many considered to be environmental 
migrants. This poses a tremendous challenge for public health services in host communities and camps 
for cross-border migrants and internally displaced people (IDPs). 

The ClimRef project, funded by FORMAS, was conducted by researchers at Umeå University, Sweden, 
supported by experts in Somalia, Kenya and Ethiopia. During 2018, this project aimed to identify 
knowledge status and needs regarding current and projected climatic and environmental changes in the 
region, their impacts on migration and, subsequently, on public health. 

Project Objectives 

• Summarize knowledge status and needs regarding climate and environmental changes, and their 
implications for agriculture and water and food safety in East Africa; 

• Summarize knowledge status and needs regarding public health impacts of drought-related migration, 
health care access for migrants in host communities and camps; 

• Overall synthesis of findings; recommendations 

Methods 

• Literature review of scientific articles, reports and other documents 
• Interviews with stakeholders from the three countries, including experts working with environmental, 

public health and/or migration issues; stakeholder workshop to validate findings from literature and 
interviews 

The present report includes material and conclusions concerning Somalia. 

Results 

Literature review 

Relatively few scientific articles have been conducted on drought impacts within Somalia, while a number 
of reports from governmental and non-governmental institutions exist. Scientific studies have addressed 
the health of Somali refugees in neighbouring countries. Research shows that droughts have become 
more frequent and prolonged in Somalia over the last decades. Climate change will lead to increasing 
ambient temperatures, while there is more variability and less certainty about precipitation trends. 
Droughts since 2011 caused widespread harvest failures, livestock losses and food insecurity. During 2018, 
more than a million children were estimated to be malnourished, and around one million Somalis were 
displaced internally. Conflicts about access to pasture land, water and other resources contributed to 
large-scale displacement.  

The living conditions of IDPs in overcrowded camps and settlements are harsh, with widespread 
malnutrition, and outbreaks of water-borne and other diseases, including cholera and measles. 
Marginalised groups are reported to be disproportionately affected by drought-related displacement and 
following hardships. Gender-based violence and mental health problems are assumed to be high among 
IDPs; but providers’ knowledge is insufficient, as are the human and financial resources to treat 
traumatised migrants. Children are a particularly vulnerable group, facing a high risk of undernutrition, 
violence and trauma. 

Somalia has a weak health system and is to a large degree dependent on international support, in 
particular during droughts. Health care and other basis services are provided to IDPs living in camps, but 
there are reports of barriers and limited access. It has been suggested that a larger number of treatment 
centres, including mobile treatments, will be needed if health care access for the huge number of IDPs in 
Somalia is to improve. 
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In Kenyan and Ethiopian refugee camps, Somalis face unmet health care needs such as vaccinations for 
older children and adults, and a high prevalence of respiratory and diarrhoeal diseases, as well as anaemia 
and malnutrition among children. As is the case within Somalia, gender-based violence, intimate partner 
violence and mental health needs are poorly understood and not sufficiently addressed in refugee camps.  

Interviews 

The last national census for Somalia was conducted in 2014, and even though there have been significant 
population movements since then – in particular from rural to peri-urban and urban areas – this survey 
still provides the best national-level demographic estimates for Somalia. Smaller, local surveys are 
sometimes conducted where a particular need is identified, but this information is not always widely 
disseminated, remaining instead within the offices of the major stakeholders based in Nairobi and/or 
Mogadishu, and far from many of the significant IDP centres. Thus, knowledge about the distribution of 
IDPs in Somalia may not always be available to those who are in the field and who need to act upon it.  

Knowledge about access to health care is also geographically uneven. Since NGOs and health care agencies 
tend to be sited in accessible urban areas, rural and conflict-affected areas remain under-served, and 
knowledge of the health status and health care needs of people living in such settings is also limited. 
Donor agencies are in general keen to focus on visible, life-saving issues such as vaccination, sanitation, 
and nutrition interventions, where outcomes can be easily measured; but less visible health issues, such 
as mental ill-health, are not prioritised. A major limitation of the humanitarian work conducted in Somalia 
is that much of it is based neither on a clear understanding of what the target communities actually need, 
and nor is it evaluated so as to ensure that lessons are learned for future endeavours.  

There was a relative lack of involvement of local implementers and of the community itself in in the design 
of interventions aimed at reducing the impact of severe climate events. Similarly, people on the ground 
are simply not as informed as they could be about climate predictions and possible future scenarios. Such 
a lack of information could significantly undermine the effectiveness of their work, potentially even 
making it counter-productive. 

Aid dependency was raised as an issue of real concern by our interviewees. With no tax base, Somalia will 
remain, for the foreseeable future, with an agenda that is largely set by the donors, and this does not 
always reflect the population’s needs. The country will also remain vulnerable to donor fatigue, as was 
demonstrated when funds for humanitarian support became hard to raise during the 2017 drought.  

On a positive note, mobile phone ownership levels are high throughout most of the country, and the 
network is also generally good. IDPs are therefore able to stay in touch with each other, and, during times 
of drought, to inform each other where food and water could be found, thereby saving lives.  

Synthesis and recommendations 

The synthesis of findings from the literature review, the interviews, and the stakeholder workshop, 
identified a number of important knowledge gaps and needs:  

i. Incorporate a local perspective into policy and planning 
ii. Research on health and health care needs of those displaced within Somalia  

iii. Integration between sectors  
iv. Develop high-resolution, locally applicable climate predictions  
v. Utilise mobile and other digital technologies for knowledge exchange 

vi. Provide the community with knowledge about vaccination as a counter to inaccurate, anti-vaccine 
information  

vii. Address mental health challenges in the community 
viii. Address marginalised populations’ health status and needs  

ix. Ensure that needs assessments and evaluations are conducted of all humanitarian interventions 
x. Develop a strong research community 

xi. Mainstream sustainability into all activities 
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BACKGROUND 
The ongoing drought in East Africa reflects a chronic, intensifying emergency, caused by climate change 
and land degradation. Droughts constitute a massive public health risk for vulnerable communities in the 
region: millions are at risk of famine, with hundreds of thousands considered to be environmental 
migrants1. This poses a tremendous challenge for health services in host communities and camps for 
refugees and internally displaced people (IDPs). 

This project, funded by FORMAS, the Swedish Research Council for Environment, Agricultural Sciences 
and Spatial Planning, aimed to synthesize the knowledge status of, and to identify knowledge gaps 
regarding the public health implications of large-scale climate-related migration in East Africa. It also 
aimed to outline potential solutions for ensuring climate-resilient health systems.  

Specifically, working over the course of 2018 in Ethiopia, Somalia and Kenya, this project aimed to identify 
knowledge status and needs regarding current and projected climatic and environmental changes in the 
region, their impacts on migration and, subsequently, on public health. Our team included three 
researchers in Sweden and eight partners from the three countries. The country partners were supporting 
the project’s logistical and scientific work, including identifying key stakeholders in each country for 
interview.  

In Somalia, these partners were: 
• Dr. Khalif Bile Mohamud (Somali-Swedish Research Association) 
• Dr. Abdirisak Ahmed Dalmar (Benadir University and Somali Disaster Resilience Institute) 
• Mohamed Farah Abdullahi (University of Puntland) 
• Mohamed Osman Mohamoud (Somali Disaster Resilience Institute) 

Project Objectives 

Objective A. Synthesize knowledge about climate and environmental changes in East Africa 

Based on reports, scientific publications and interviews, the objectives were to: 

• Summarize knowledge about observed and projected climate and environmental changes, in particular 
regarding droughts, land degradation and desertification; 

• Highlight the implications of these for agriculture and water and food safety; 

• Identify uncertainties and knowledge needs. 

Objective B. Synthesize knowledge status & needs about public health impacts of drought-related 
migration 

Based on written documentation and stakeholder interviews the objectives were to synthesize knowledge 
status and needs regarding the implications of large-scale drought-related migration for health systems. 
Specifically, the knowledge status and needs of health care providers and health policy makers were 
assessed regarding the following items: 

• Health status and health care needs of drought-related migrants, especially mother and child health; 

• Health care access for migrants in host communities and refugee camps; 

• Climate efforts regarding best practices for building resilient health systems. 

 

                                                           
1 See appendix with central definitions relating to migration. Generally, the term “refugee” refers to cross-border 
migrants who were forced to leave their home country. Those who stay within their country are termed “internally 
displaced people” or IDPs. 
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Objective C. Overall synthesis and recommendations  

By integrating findings of Objectives A and B, we aimed to: 

• Synthesize the knowledge status and knowledge gaps regarding climatic and environmental drivers of 
migration and the implications for health systems; 

• Engage with stakeholders to produce recommendations for climate-resilient health care systems for 
migrants and host communities; 

• Disseminate insights and recommendations to users and the international scientific community. 

Context 

The present report includes material concerning Somalia.  

The unelected Federal Government of Somalia came to power in August 2012, after 20 years of war; and 
elections for Parliament and the President were held in 2016 and 2017 respectively. While undoubtedly 
a major step forward in the road to peace, the overwhelming range and scale of the problems facing the 
government combined with the near absence of a functioning tax base has meant that external partners 
have played a disproportionate role in the country since then. These partners include a range of UN 
agencies, bilateral organisations, non-governmental organisations (NGOs), and the Somali diaspora, all of 
whom provide, to varying degrees, finances and technical expertise in different areas. 

Efforts to coordinate humanitarian work in Somalia is focused largely in Nairobi, where quarterly meetings 
take place with the Ministry of Health, UN agencies, and the major NGOs. Discussions are held about, for 
example, how to complement each other and avoid duplication, as well as security issues. The fact that 
this sort of work takes place outside of the country reflects the ongoing instability and uncertainty in 
Somalia. Certain areas remain unreachable due to the militias: little or no information gets out from areas 
controlled by Al Shabaab, and no humanitarian aid or health workers can get in. 

Somalia has a semi-arid or arid climate, making the country vulnerable to droughts and desertification, 
but also to floods (1). Mean rainfall across the country is about 200-300 mm/year, but there are 
considerable regional differences. Due to overgrazing and failing rains, many areas are now converted 
into bare ground (2).  

In Sub-Saharan African, climate change is leading to more frequent extreme heat events, increasing 
aridity, and changes in rainfall patterns. This region already faces wide-spread undernutrition and 
infectious diseases. Climate change has the potential to increase these rates, in particular by threatening 
agricultural livelihoods, causing people to migrate to informal settlements in cities and other communities 
where they are exposed to living conditions that may be as, or more precarious than those at their place 
of origin (3).  
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METHODS 
Data collection and analysis for this report was undertaken in two phases. First, a literature review 
complemented by a set of interviews was conducted between February and August 2018; and second, 
the preliminary findings from this process were then discussed at a stakeholder workshop held in Nairobi 
on October 3-4 2018. This document reports on the final results and conclusions.  

Literature review 

We reviewed a range of material published in scientific journals or by governmental institutions, UN 
agencies, non-governmental and other organisations. Scientific literature and documents were either 
obtained via our own internet search or provided by our country partners. The target population included 
both cross-border refugees and internally displaced people.  

For Objective A, we searched for literature on climate and environmental changes in East Africa, and on 
their impacts on agriculture, water and food safety. Search for scientific literature for Objective A was 
made in Web of Science and by screening references in relevant publications, for example Chapter 
“Africa” of the report of the Intergovernmental Panel on Climate Change (4). Search terms included: Horn 
of Africa, East/Eastern African, Somalia, Kenya, Ethiopia, climate/climatic change/variability, weather 
extremes, rainfall, precipitation, temperature, environmental change, drought, desertification, land 
degradation, ecosystems, agriculture, land use, livestock, crop yield*, water- and food safety, security and 
access.  

For Objective B, literature was searched about the health status and health care needs in East Africa, in 
particular of drought-related migrants, and about health care access of migrants. Search for scientific 
literature for Objective B was made in PubMed and Web of Science. Search terms included: Horn of Africa, 
East/Eastern Africa, Somalia, Kenya, Ethiopia; migrant*, refuge*, internally displaced people/ 
displacement; environment*, drought, climate, health, morbidity, mortality, disease*, malnutrition, 
starving, stunting, wasting, health care.  

Documents (reports and other grey literature) for Objectives A and B were selected by our country 
partners based on the given criteria, which yielded a very large amount of material. The three country 
reports summarize key scientific publications and the most important documents from 
governmental/intergovernmental/non-governmental organizations and other sources of relevance for 
the respective country. 

The present report includes thus articles related to Somalia. Scientific literature for Part B includes even 
articles about Somali refugees in Kenya and Ethiopia. 

Interviews 

On request from the project’s leadership in Umeå, the four country partners for Somalia (Somali experts 
who were already known professionally to the Umeå team, and who were based either in the country or 
living in the diaspora) collectively identified a set of potential interviewees based on their expertise in one 
or more of our core topics of concern in the country: climate, weather or environment; migration; and 
public health.  

Meanwhile, a pool of questions was developed, based on our study objectives of identifying knowledge 
gaps concerning (i) the health status and health care needs of drought-related migrants; (ii) health care 
access for IDPs in host communities and in camps; (iii) climatic and environmental changes in Somalia; 
and (iv) suggested good practices and future needs for building resilient health systems. The questions 
were sent to the interviewees by email prior to the interview so they could familiarise themselves with 
the topics and prepare accordingly.  

Interviewees were asked questions that related specifically to their particular area of expertise – we did 
not ask all interviewees all the questions. Interviews were conducted by phone, WhatsApp, or Skype, as 
preferred by the interviewee, during April 2018. One Umeå-based researcher led the discussion while 
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another took extensive notes of what was said. Interviews lasted between approximately 30 and 60 
minutes. Verbal informed consent was obtained at the start of each interview, and anonymity for all 
interviewees was guaranteed. 

Of 19 potential interviewees, 13 were interviewed. They included a range of different categories: one 
independent consultant, one senior level UN employee, three university-based academics, three people 
working with NGOs, and five people working with government, either at Federal or Regional level. We 
interviewed seven men and six women; and seven of the interviewees were based outside Somalia 
(mostly in Nairobi), while six were based inside the country. The six individuals whom we failed to 
interview were either unavailable at the time we had arranged to talk, or it provide not possible to fix a 
mutually agreeable time with them.  

When all the interviews had been conducted, the notes were imported into NVivo software and subjected 
to thematic analysis. The analysis was based initially on a set of pre-determined themes, following the 
structure of the questions in the interview protocol; however, these were adapted on an inductive basis 
during analysis in order to present the material in a way that more fully reflected the issues emerging 
through the data.  

Stakeholder validation workshop 

The preliminary findings from the documentary review and the interviews were first disseminated to 
interviewees and project partners, thereby providing them with an opportunity to provide written 
feedback, and then they were presented and discussed at a stakeholder workshop held in Nairobi on 
October 3-4 2018. A total of 16 delegates participated, including four from Somalia, six from Kenya, four 
from Ethiopia, and two from the Umeå team – delegates from the three participating countries were 
either our project country partners or they had previously taken part in interviews. Extensive notes were 
taken during the group and plenary discussions, and the critiques and suggestions that emerged were 
then incorporated into the final version of the three individual country reports, one each for Somalia, 
Kenya, and Ethiopia.  
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RESULTS 
The findings from the literature review and the interviews are presented separately, even though there is 
overlap in some of the areas that are covered. The key points that arose during the stakeholder validation 
workshop have been embedded within the interview material.  

Literature Review 

We selected 30 scientific articles, reports and other documents for this country report. Some identified 
references were excluded from this review, since they reported similar facts and numbers as the already 
included papers (for example climate projections or refugee numbers).  

A considerable number of reports from governmental bodies, UN agencies and relief organisations 
provides regular updates on the occurrence and geographic coverage of droughts and floods, the current 
humanitarian situation, drought impacts on local and displaced populations and health risk assessments 
in different regions of Somalia (for instance (1, 5-8)). The overall coverage is thus good, although reliable 
estimates of total and cause-specific mortality and morbidity rates, which can change rapidly during a 
drought period or after arrival of relief measures, are often missing. 

Objective A: Climate and environmental changes and their impacts on agriculture 

Climate and environmental changes 

Droughts are a common phenomenon in Somalia, occurring historically every 8-10 years in the Gu season 
(April-June) and 2-3 years in the Deyr season (October-December). However, in the last decades, droughts 
have become more frequent and prolonged. During the drought 2016 to 2017, most regions of Somalia 
experienced erratic rainfall both regarding timing and amounts (1). Such changes in rainfall patterns are 
projected to become more frequent in the next decades due to climate change. 

Apart from lack of rainfall, drivers of drought include deforestation, overgrazing, soil erosion and 
overpopulation. It has been stated that even if rainfall was sufficient, environmental degradation would 
continue due to these local human drivers (8). Causes of drought and strategies for resilience require a 
complex analysis, in particular long-term development objectives (1).  

Significant increases in temperature have been projected for the Horn of Africa, with increases of > 2 °C 
above 1981–2000 average by the end of the 21st century (9). Projections about expected rainfall changes 
are less reliable. Over the next decades, precipitation levels will decrease substantially, and the rainy 
seasons are expected to end prematurely (10). According to a study based on a range of emission and 
climate change scenarios, an increase in annual and seasonal precipitation is expected for the end of the 
21st century. Generally, it appears that there will be more dry days, while rain during wet days will increase 
(3) Some regional climate models project more rain in the south of Somalia during the Gu seasons 
between May and June (11). But models differ from each other, reflecting the high degree of uncertainty 
in rainfall projections (3). 

Impacts on agriculture, water and food safety 

Given the overall dry climate, and the country’s high reliance on agriculture and livestock production, the 
population is extremely vulnerable to failing rains in the short term, and climate change in the long run. 

The Government of Somalia, together with the Federal Member States, and supported by the World Bank, 
UN and EU, complied in 2017 the Somalia Drought Impact and Need Assessment (DINA) as a basis for a 
Recovery and Resilience Framework (RRF) which shall guide adaptation planning in the country (1).  

Somalia’s population, half of which lives below the poverty line (1.90 USD/day), depends largely on 
pastoral and agro-pastoral economy, making the country heavily reliant on its ecosystem services (1). 
Therefore, the impact of recurring droughts is a serious threat to livelihoods, food safety and survival of 
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humans and animals. This is of relevance also in hindsight to the projected shortening of the growing 
season in most of Eastern Africa, including Somalia, during this century (10). According to the DINA report, 
structural changes are necessary in order to reduce impacts of future droughts (1).  

In early 2017, the Somali government declared a severe nationwide drought (1). In almost all regions of 
the country, rainfall failures for four or more seasons have depleted water resources, crucially needed for 
humans and their livestock, leading to harvest failures, death of cattle and an overall drop in agricultural 
production. Widespread food shortages and income loss were the consequence. More than 900,000 
Somali households living as pastoralists or agro-pastoralists were hit by the drought (1, 12).   

The government of Somalia estimated for this drought losses of almost 250 million USD in crop production 
(due to reduced cultivated land and reduced harvest yields) and 1.7 billion USD in damages and losses in 
livestock (death of animals, reduced production/productivity of livestock). Losses of animals were high 
particularly among poor families. Prices for water increased from 4 to 6 USD/m3 in November 2016 when 
Deyr rains failed, an increase of 50%. Even in Puntland, catastrophic increases in water prices have been 
reported – pastoralists might during the drought face costs of up to 400 USD/month for water, depending 
on the size of their livestock (1).  

But while recurrent and prolonged droughts are clearly a threat to population wellbeing, it is important 
to recognise that not all droughts lead to famine. Food security is determined by the availability, access 
and affordability of food, and food shortage a consequence both of environmental factors, including 
droughts, and structural deficiencies. Particularly chronic food insecurity – as in the case of the Horn of 
Africa – is a consequence of failing food systems leading to famine. Food aid interventions alone cannot 
overcome this chronic crisis (13). 

Objective B: Public health impacts of drought-related migration 

No publication addressed the health of climate- or drought-related migrants in particular. Here we 
described the literature about drought impacts on the population in general, about health status and 
health care needs of displaced populations, and about basic support, including health care, for IDPs. We 
even include studies about Somali refugees in neighbouring countries. 

Population impacts of the 2011 and 2017/18 droughts 

Droughts are a recurrent threat to the Somalian population. In 2011, a severe drought led to the death of 
more than 250,000 people, half of them children under five. Almost one million people fled to 
neighbouring countries (1).  

Between 2016 and 2018, Somalia experienced another severe drought. According to UN OCHA, the 
humanitarian situation in March 2018 was as follows: 

• 5.4 million in need 
• 2.7 million in humanitarian emergency/crisis 
• 1.0 million displaced internally by drought Nov.2016-March 2018 
• 1.1 million protracted internal displacement 
• 1.2 million children projected to be malnourished (12). 

This drought fuelled existing conflicts over resources such as pasture land and water, leading to increasing 
rates of displacement and forced migration. During 2017 and 2018, more than one million Somalis have 
been internally displaced due to famine, environmental hazards, including drought, and conflicts. A large 
number of displaced people migrated into urban areas. One million Somalis currently live as refugees in 
neighbouring countries (1).  

According to the UNHCR, displacement peaked in March 2017 and April 2018; the total number of IDPS 
was estimated at >2m between January 2016 and July 2018 (14). Of these, about 1.2m displacements 
were caused by the drought, followed by 540,00 due to conflict and insecurity, 285,000 by flood, the rest 
by other causes (14, 15). The DINA report stated that the vast majority (926,000) of IPDs during this period 
were regarded as drought-related, while only 171,000 were classified as conflict/security-related. 
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However, drought, conflict, poor governance, displacement, poverty, and environment are interrelated 
factors affecting people’s lives, and often it is not possible to distinguish drought-driven from conflict-
driven forced migration. About 84% of all displaced are women and children (1).  

Benadir region reportedly has the highest number of IDPs in the country. More than 700,000 displaced 
people lived in this region during early 2018, of whom 270,000 were in acute food crisis or humanitarian 
emergency (Integrated Food Security Phases (IPC) 3 and 4).  

Enduring droughts have caused a continuing deterioration of the humanitarian conditions in Somalia even 
into 2018 (1, 12). Drought and ongoing conflicts cause not only recurrent or acute, but even prolonged, 
chronic displacement of rural populations (16). 

In 2018, rain started to fall already in February, continuing in April, ending the prolonged drought. Massive 
flooding of the rivers of Shebelle and Juba in central and southern Somalia followed, affecting around 
700,000 people and displacing more than 200,000 (most of them in Beledweyne district, Hiraan). IDP 
settlements in Baidoa, Benadir and Galgaduud were particularly affected by flash floods. The floods 
worsened the already constraint situation of IDPs. Where WASH facilities are destroyed by the flood, there 
is a risk of contaminated water, putting people at risk for cholera outbreaks and other epidemics. It is said 
that this year’s floods were the worst for decades (6, 17). 

A substantial proportion of the population has had to flee many times. Many have also been forcibly 
evicted – such as migrants in urban areas, with losses of livelihoods (1). About 100,000 people were 
evicted in the first few months of 2018 only. Forced evictions of IDPs from their temporary shelters or 
settlements, particularly in Mogadishu, Baidoa and Galkayo, thus causes further suffering among this 
vulnerable population (12, 18). IDPs settling on private land are at high risk of sudden forced evictions (6). 
Evictions have also received widespread criticism since sanitation and other infrastructure that has been 
installed by aid organisations has been destroyed without advance warning in the process (12).  

Minority clans and other marginalised population groups are thought to be disproportionately affected 
by drought-related displacement. Thereby, existing inequalities are reinforced by migration; social 
exclusion easily becomes permanent (18).  

Health status and health care needs of drought-related refugees and IDPs 

Overall, all Somali zones and regions are marked by high infant and maternal mortality, high incidence of 
communicable diseases, and high prevalence of malnutrition (19). In 2017, the nationwide drought caused 
food insecurity for more than half of the Somali population, and they have remained reliant on prolonged 
humanitarian aid even into 2018 (1). 

The majority of IDPs settle in overcrowded shelters poorly protected from rains during the Gu season (12). 
and the general health status among IDPs is considerably worse than that of non-IDPs in Somalia (18). 
High food prices contribute to food insecurity and malnutrition among IDPs, as documented in the Benadir 
region (16). 

Prevalence of malnutrition in Somalia is high; about one out of six children under five years suffers from 
global acute malnutrition (GAM). Rates in particular of severe acute malnutrition (SAM) increase during 
droughts and are high among IDPs (1). UN OCHA estimated 1.2 million children to be malnourished during 
the drought in early 2018; the prevalence of acute malnutrition was 16 % among IDP children. A similarly 
critical situation was reported from Baidoa, Bay region (12). The Somali government reported GAM 
prevalences between 15 and 30 % in nine out of 12 urban IDP settlements; in Dhusamareb, prevalences 
were even higher (18). During the Deyr season 2017, malnutrition prevalences were high in most IDP 
camps and in two investigated urban populations; levels were highest among IDPs in Qardho and Galkacyo 
(22%). Generally, the situation is worse in displaced groups (Mogadishu: SAM 4.1 % in IDPs vs. 1.3 % in 
urban residents). No investigated setting had acceptable prevalences (GAM<5% and SAM<1%, 
respectively), although the situation had improved since the Gu season 2017 (20). 

Lack of food and clean drinking water has led to high rates of water-borne and other communicable 
diseases in the country, in particular among displaced populations. Outbreaks of cholera/Acute Watery 
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Diarrhoea (AWD), measles and malaria have been reported (1). More than one thousand people, most of 
them children, died from AWD during 2017 (1). Between December 2017 and early 2018, 1500 cases of 
cholera/AWD were reported in Benadir, Hiraan, Lower Juba and Middle Shebelle (12). During the floods 
in 2018, cases of cholera and other water-borne diseases have also been reported, affecting in particular 
IDP settlements with insufficient WASH infrastructure (6, 17). Also frequent measles cases occurred 
during the drought of 2017 - six times more suspected measles cases were reported than in the previous 
year, most of them young children (12).  

Another observation during the drought year of 2017 was an increase of gender-based violence (GBV), 
including physical assault, sexual harassment, rape, and child sexual abuse. The majority of reported 
victims (>75%) were IDPs. Insufficient infrastructure in camps, such as dark streets and long distances to 
sanitation facilities, increase the risk of assaults on females (18).  

According to a survey among Benadir IDPs, drought, conflict, displacement and harsh living conditions 
have strong impacts on the psychosocial wellbeing of IDPs. People are traumatized by experiences of 
armed conflict and multiple displacements; women, children and elderly IDPs are most vulnerable to 
mental ill-health. Children might also be affected by their parents’ distress, and thereby at risk of 
behavioural problems. Women report fear of rape and sexual violence. Female respondents in the Benadir 
survey also reported lower self-esteem than men. On the other hand, in particular men’s mental health 
was affected negatively by loss of employment, livelihood, and their status as IDPs (16). However, 
generally there is little empirical evidence about the prevalence of psychological trauma, mental health 
problems and health care needs of IDPs and other population groups in Somalia. 

Children affected by drought-related displacement constitute a particularly vulnerable group. Under-aged 
IDPs are at high risk of being separated by their family, psychological trauma and gender-based violence. 
There have also been reports of child labour and recruitment by militia, including Al-Shabaab. Protection 
of and psychological treatment for displaced children remain widely inadequate (18). 

Climate change will lead to increasing temperatures and heat waves, posing a population risk that has so 
far received little attention in the Horn of Africa. One projection study stated that from May to October, 
people in Somalia will be at increased risk of heat stroke due to ever higher temperatures (11). 

Basic support and Health care access for migrants 

As a consequence of decades of conflict, Somalia has a weak health care system; there is a wide scarcity 
of functioning health clinics and health workers. The health sector focusses mostly on emergency 
responses to recurrent crises (1). Specialised services such as reproductive health care are poor (19).  

In particular, during droughts, the Somali population is highly reliant on international support. 
Humanitarian response during the 2011 drought was said to be delayed and largely insufficient, forcing 
the WFP (UN World Food Programme) to reduce food ration sizes for vulnerable groups (21). During the 
floods in May 2018, medical supplies were reportedly insufficient in affected regions (17). 

Access to and quality of health care facilities have been rated poorly by IDPs in the Benadir region (16). A 
nationwide survey among IDPs revealed widespread lack of access to basic services such as clean water 
and health care. They face, for example, a higher risk of having to walk more than half an hour to the 
nearest water source than local residents, and more IDPs than non-IDPs report insufficient access to 
health care facilities (18). Private health care services are partly seen as providing better care, but these 
are expensive and often unaffordable for IDPs (16). Due to the drought, 6.2 million people (out of an 
estimated total population of 12.3 million) need lifesaving services in 2018 to prevent famine and disease 
(1). It has been suggested that a larger number of treatment centres, including mobile treatments, will be 
needed if health care access for the huge number of IDPs in Somalia is to improve (1). 

The situation of Somali refugees in Kenyan and Ethiopian camps and cities 

There are substantially more scientific studies published about the health needs of Somali refugees living 
in neighbouring countries than of IDPs within Somalia. However, no articles were found that specifically 
addressed the health of drought-related migrants in Kenya or Ethiopia. 
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In the Kenyan refugee camps Dadaab and Kakuma, acute respiratory infections (caused by adenovirus or 
influenza A and B virus, often requiring hospitalisation), pose a large public health problem among 
children and adults (22, 23). One study conducted in Dadaab (Kenya) and in Dollo-Ado (Ethiopia) showed 
that a large proportion of adolescent and adult Somali refugees were unvaccinated against measles. It 
was concluded that the measles immunisation program targeting mainly children was inconsistent with 
vaccination needs of older refugees (24).  

Anaemia among young children appears to be a serious public health issue in refugee camps, such as 
Kebribeyah in Ethiopia, where more than half of the children under 5 years had been classified as anaemic. 
Causes were mostly diarrhoeal diseases, underweight and inadequate ration stocks of the family. It was 
suggested that refugees should be engaged in small-scale food production, and to improve collaboration 
between food donors, aid organisations and refugees (25).  

A particular risk group includes very young adolescent refugees; their sexual and reproductive health 
needs are largely unknown and neglected. In the Ethiopian refugee camp Kobe, displacement increases 
the risk of child marriage and teenage pregnancies among young girls, having long-term implications for 
their further education and development (26). 

In Kakuma, only serious incidents of intimate partner violence (IPV) reach health care facilities; on the 
other hand, male residents distrust UNHCR and other agencies because they perceive them as prioritising 
women’s needs (27). While there is a general awareness of the burden of IPV, support of victims appears 
insufficient. In refugee camps, facilities for screening of gender-based violence appear often limited due 
to the lack of privacy in health clinics, as shown in a study in Dadaab, Kenya. There is however room for 
improvements because most women reported positive experiences with the care provided (28).  

The mental health needs of refugees are complex and depend on a range of factors before and after 
migration. One study showed that for Somali refugees in Nairobi, in particular the intersection of war 
trauma and daily stressors posed mental health risks for urban refugees (29). Mental health care for 
refugees, who are often severely traumatised, needs to have a good understanding of cultural idioms of 
distress, and culturally dependent perceptions of causes and symptoms of trauma (30). According to a 
study conducted in Melkadida camp, Ethiopia, more than one third of Somali refugees showed symptoms 
of depression. Women, those lacking shelter, and refugees who had seen family members being killed 
were at particularly high risk of depression (31). 

Stakeholder Interviews and Validation Workshop 

Six core themes emerged from the interview material, details from each of which are given below. 

IDPs and refugees- numbers and terminology 

The last national census was conducted in 2014, and even though there have been significant population 
movements since then – in particular from rural to peri-urban and urban areas – this survey still provides 
the best national-level demographic estimates for Somalia. The political complexities of the country 
reportedly complicated rigorous data collection during the census, and we were told that some 
stakeholders were disappointed that they had not been sufficiently consulted prior to the exercise. 
Consequently, they were not satisfied with the outcome. However, as we were told by one interviewee, 
“You work with what you have and hope that this fits [your needs] as well as possible.” 

Smaller, local surveys are sometimes conducted where a particular need is identified, by, for example, the 
Food Security and Nutrition Analysis Unit - Somalia (FSNAU), the Ministry of Interior, and/or the 
emergency response agencies. These surveys tend to be done in places where it is already known that 
high numbers of IDPs have recently arrived, and a needs assessment is required in order to provide some 
empirical basis for service provision. Using tools especially designed for this purpose, these surveys aim 
to provide demographically-oriented data on where IDPs are moving to, whether they have shelter and 
water, how many are aged under-5, how many are women etc. However, the assessments are reportedly 
very expensive and time consuming, so they are only conducted within limited geographical areas and in 
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times of particular need. The fact that the situation in Somalia is so dynamic also means that demographic 
data quickly become outdated, as people continue to move around. Nonetheless, while the available data 
may not be fully validated or up to date, we were told that if they say that there has been displacement 
of people, then it can safely be assumed that there has been displacement of people, even if the precise 
extent and direction of any such displacement may not be known in detail.  

Although not all our interviewees concurred, we understood that some of the people who are working 
within and providing services to the community are reportedly not aware of the official figures with regard 
to the location and numbers of IDPs. One reason for this may be that Somalia is, as we were told, a very 
oral society, which means that information is often disseminated throughout the country orally and 
informally. In addition, IDPs’ movement and settlement are, by definition, unstructured, so it can be very 
difficult to reach those service providers who would need this information, as they may not always be 
physically where the IDPs are. Further, the major stakeholders are based in Nairobi and/or Mogadishu, 
far from many of the significant IDP centres. Knowledge about the distribution of IDPs in Somalia may 
therefore be available in Nairobi and Mogadishu, but, within Somalia, the data is not always known by 
those who need to act upon them, especially those who are based outside the capital city.  

Considerable uncertainty was voiced by our interviewees about the definition of the term “climate 
migrant”. There is reportedly a sliding scale that includes people who are undoubtedly forced to move 
because there is no way that the land where they are living can sustain them; but there are also people 
who move because they seek an easier life in an IDP camp where they should, in theory, receive food 
handouts. Such people do not want to live on a subsistence basis anymore, even though they may not 
necessarily be starving or at direct risk of losing their livestock. It is important to note that while 
environmental conditions can certainly play a major role in facilitating people’s decision to move, UNHCR 
rarely defines displaced people as being climate migrants, categorising them rather as fleeing conflict or 
persecution, or seeking family reunion.  

Access to health care 

Knowledge about access to health care is geographically uneven. Since NGOs and health care agencies 
tend to be sited in accessible urban areas, rural areas and conflict-affected areas remain under-served, 
and knowledge of the health status and health care needs of people living in such settings is also limited.  

Health care in Somalia is provided by NGOs, by government services, and by the private-for-profit sector. 
The health infrastructure for host communities was described to us being “extremely bad, [but] it’s even 
worse for IDPs”. Coordination between the different categories of providers is also not always ideal, we 
were told, and there is also reportedly poor regulation of private sector health care providers. In spite of 
this, people in the community perceive the private-for-profit sector services as being better than those 
provided for free. IDPs living in established camps reportedly have full and free access to basic public 
health services, such as they are, including vaccinations and simple primary care (e.g. Maternal and Child 
Health); but they must pay for surgical issues and non-emergency examinations and procedures, which 
are provided largely by the private sector. Since IDPs are often extremely poor, many do not in reality 
therefore have access to such services. 

Challenges were described to us in the training of the community health volunteers (CHVs) who are 
responsible for much of the primary health care system in the country. While individual volunteers may 
be trusted members of the community – an essential pre-requisite for their providing a good service – 
literacy levels are very low in many parts of the country, and not everyone has really ‘learned how to 
learn’ in an academic sense. As such, they cannot provide a technically high level of service. Locally 
customised Information, Education and Communication (IEC) materials, that have no or limited writing, 
are therefore needed for training CHVs in cases where they are unable to read or write, but we were told 
that some gaps in understanding may nonetheless remain. The quality of service provision is not therefore 
optimal.    

One informant referred to a needs assessment conducted by UNICEF and WHO that showed significant 
unmet needs regarding reproductive and sexual health services [no reference available]: the maternal 
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mortality ratio and the neonatal and child mortality rates in Somalia are recognised as being very high. 
Although there are nationally trained nurses and doctors, the demand for their services is greater than 
the supply, in part because many of them start their own private facilities as a business, thereby leaving 
the public health services under-staffed.  

There are reportedly concerns among some people in Somalia that vaccination is ‘un-Islamic’, and this has 
reduced vaccination coverage rates to dangerously low levels in parts of the country. We heard of a 
conference in Khartoum at which senior Imams from Egypt and Saudi Arabia provided knowledge about 
vaccination with an Islamic perspective to Somali Imams, and they assured participants that the practice 
is not haram. There were also suggestions that misinformation has been spread within the country 
concerning the claims of the (now fully discredited) purported link between MMR vaccine and autism. 
Such misinformation has, we were told, had a severe and detrimental impact on vaccination rates. 

In the face of these challenges, donor agencies are keen to focus primarily on visible, life-saving issues 
such as vaccination, sanitation, and nutrition interventions, where outcomes can be easily measured; and 
consequently, resources are currently being channelled into this area. In spite of the efforts made in these 
areas, however, poor sanitation was identified by several interviewees as a source of serious concern in 
IDP camps across the country. Furthermore, less visible health issues are not prioritised. There is, for 
example, virtually no specific mental health service in the country for the innumerable people who have 
been traumatised through war, other violence (including gender-based), or forced displacement, even 
though such services were described to us as being urgently needed. We were also told that there has 
been no substantive study of any sort to quantify or otherwise understand this ‘invisible’ problem. 
Without any empirical foundation, there is no political imperative to raise mental health as a major issue 
that needs to be addressed: providing mental health services – whether based on pharmaceutical 
treatments, therapy or counselling – is simply not seen as a priority by the donors, since it does not directly 
save lives. As one respondent explained, “Donors do not see the value for money in this issue… The donors 
need to see a tangible effect for their money. For example, it’s easier to show an effect of a nutritional 
programme by measuring upper arms.” However, since the Federal Ministry of Health is now reportedly 
taking the lead on working with and coordinating the donors and their efforts throughout the country, 
there is now an opportunity to raise this issue as a national priority.  

Needs assessment and Evaluation 

A major limitation of the humanitarian work conducted in Somalia is that much of it is based neither on a 
clear understanding of what the target communities actually need, and nor is it evaluated so as to ensure 
that lessons are learned for future endeavours. Several reasons were given for this, including the fact that 
it can be physically dangerous to conduct monitoring and evaluation exercises. For example, the numbers 
of recipients for a given intervention may be inflated by local leaders in order to keep money coming in 
from a donor, and an evaluator would report on such a finding at their peril. As one interviewee told us, 
“If you don’t want to have any friends in Somalia, join M&E!” 

In those cases where internal evaluations are conducted, many NGOs reportedly focus on success stories 
rather than on identifying areas where their work has faced challenges: organisations need to show their 
own donors that the money has been well spent, but this means that important knowledge regarding 
intervention failures may not always be reported, and similar mistakes may therefore be made again. We 
were also informed of some NGOs who highlight outstanding challenges, possibly as a means of 
identifying areas for the donors where resources could, in future, be dedicated, and thereby ensuring a 
continued flow of money for their own work. 

In spite of these challenges, we heard of serious efforts at conducting needs assessments by at least one 
NGO to guide their work in the IDP camps. Two methods were described: (i) meeting with community 
representatives, and (ii) suggestion boxes with suggestions given on feedback forms. However, both of 
these methods have challenges. This NGO has found, for example, that the community representatives 
they work with sometimes seek to promote issues that may benefit specific sub-sets of the community 
(for example, their own sub-clan), which means that the information provided may be biased. The NGO 
therefore verifies information to the extent possible by speaking with other spokespeople, for example 
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from youth, women’s, or disabled people groups. Regarding the suggestion boxes, many people are 
illiterate, and therefore they are either unable to fill in the forms, or they get help from people who may 
then write about their own concerns rather than those of the person they are purportedly helping, 
thereby biasing the information against people who cannot write. Another method of learning about 
community concerns that was described to us involved establishing a free hotline in an IDP camp which 
people can call. The topics raised can then be collated, and key issues of concern identified. 

Climate and the environment- data access and preparedness plans 

We were told that since the devastating drought of 2011-12, there has been an increasing amount of 
attention paid to the effects of droughts and floods within the Somali humanitarian community. In broad 
terms, there are expectations of a hotter and drier climate for Somalia in the future, with more frequent 
droughts but also with occasional, intense flooding. From a public health perspective, this will lead, among 
other problems, to issues related to malnutrition during the droughts, and to acute watery 
diarrhoea/cholera, pneumonia, and upper respiratory tract infections during the floods.  

Experience and knowledge from the 2011/12 drought was effectively used to prepare for and respond to 
the 2017 drought. The response was therefore more targeted, for example through the establishment of 
strategically placed cholera centres, and mortality and morbidity rates were consequently lower. 
However, the planning horizon for the humanitarian agencies is relatively short, which means that 
planning for long term climate change is generally not seen as a priority: other, more pressing issues are 
in need of immediate attention. 

Somalia is very experienced in dealing with climate shocks: every year there are extremely dry periods, 
every year there are floods, and sometimes these follow on consecutively from each other in the same 
place. In recognition of their increasing frequency and severity, climate change policies have been 
prepared through collaboration with the World Bank and other agencies, and these also include issues to 
do with public health. However, we were not able to obtain any details on these documents. 

Climate management response centres are run by the United Nations Office for the Coordination of 
Humanitarian Affairs (UNOCHA) and the Food Security and Nutrition Analysis Unit - Somalia (FSNAU), 
which is run by the UN Food and Agricultural Organisation. FSNAU collects temperature and precipitation 
data from weather stations across the country2 and conducts an analysis. The reports are then distributed 
in coordination with UNOCHA, FEWSNET (Famine Early Warning Systems Network) and FSNAU to the 
relevant clusters every six months, for example, to public health stakeholders working with 
WASH/sanitation, and nutrition. An impact assessment of the 2017 drought, conducted by the World Bank 
and the Somalia government, has also recently been produced, which provides a ‘resilience and recovery 
framework’ for future droughts.  

There was some disagreement among our interviewees about the dissemination of the climate 
information and its effectiveness. One person explained that, as with much of the country’s national-level 
work, the information exchange often takes place in Nairobi, and not in Somalia itself: “Somalia does not 
have institutions capable of doing that”. We also heard that, partly as a result of this, “use of the 
information for proactive planning is not evident.” However, another interviewee described how 
discussions that took place in Mogadishu in 2017 were “one of the great contributing factors in the famine 
prevention efforts”, along with the “good leadership of the Somalia Government”. 

The relative absence of local involvement was seen by several interviewees as a serious weakness in the 
system, since people on the ground are simply not as informed as they could be about the predictions and 
scenarios in the FSNAU reports. Such a lack of information could significantly undermine the effectiveness 
of their work, potentially even making it counter-productive. For example, we heard of one case in which 
the World Food Programme brought food into an area where there was no major drought or famine, and 
this seriously disrupted the market for the local farmers who were trying to sell their produce. Hope was 

                                                           
2 We were not able to ascertain during the interviews how comprehensive the national weather station coverage is, or anything 
about the reliability of the data collection or transfer system. We did, however, establish that weather data are not collected 
from areas under the control of Al Shabaab, so there will therefore inevitably be some gaps in the national picture.  
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expressed that in future, climate prediction work would be more government-led, and that climate data 
analysis would be based and coordinated within Somalia. This would greatly facilitate local dissemination 
of knowledge and, therefore, better provision of humanitarian assistance. The Joint Programme on Local 
Governance (JPLG) that has been rolled out in Puntland and Somaliland, aiming to provide decentralized 
service delivery and emergency planning in collaboration with UN agencies such as WFP, FAO, UNICEF, 
and UNDP, was cited as one possible means of bringing this about; although JPLG was also criticised as 
having received a lot of money but – ironically, given its mandate – having “no local ownership”. 

Another issue raised was the fact that even though the FSNAU reports come out twice a year, the situation 
can change significantly within that time frame, which means that decisions during an emergency 
situation may be based on outdated knowledge.  

At the local level, we heard of efforts aimed at developing early warning weather systems being made by 
at least one university, in collaboration with the Ministry of Water. This is being done on the principle that 
enhancing local capacities to gather data will ensure that findings are available to those working on the 
ground. This same university is also currently running a postgraduate programme on environmental 
epidemiology, which will enhance the national body of expertise on this topic. However, we heard that 
the environment sector is not seen as a high status area in which to work, and until this situation changes, 
the knowledge and expertise of people working within it will not be taken as seriously as it clearly needs 
to be under present and future climatic circumstances.  

Through bitter lived experience, local populations in Somalia are, of course, well aware of climate 
extremes and shocks. However, their knowledge is reportedly not utilised and neither are local people 
consulted in the design of interventions aimed at reducing the impact of severe climate events.  

Sustainability  

Aid dependency was raised as an issue of real concern by our interviewees. With no tax base, we were 
told that Somalia will remain, for the foreseeable future, with an agenda that is largely set by the donors, 
and this does not always reflect the population’s needs. As one of our interviewees said, “The UN [and 
other agencies] are just putting a Band-Aid on a larger problem”, and this is not fundamentally addressing 
the issues at hand. The country will also remain vulnerable to donor fatigue, as was demonstrated when 
funds for humanitarian support became hard to raise during the 2017 drought. Meanwhile, billions of 
dollars are being spent each year on sustaining a humanitarian system that is not, we were told, 
addressing the ultimate causes of the problems faced by the country. Rather, it is facilitating a culture that 
is aid-dependent, and one that leads to the breakdown of family structures through early marriage and 
early divorce, which leads in turn to high rates of malnutrition as women and their children are left without 
any source of income or support. 

Digital technologies for knowledge exchange 

One very positive recent change has been the huge increase in the proportion of the population with 
access to mobile phone technology. Mobile phone ownership levels are high throughout most of Somalia, 
and the network is also generally good. IDPs are therefore able to stay in touch with each other, and 
during times of drought they have informed each other where food and water could be found, thereby 
saving lives. The network also greatly facilitates the exchange of information between the Somali 
population and the humanitarian agencies, and it has important implications for local businesses. Use of 
a hotline in Somaliland was reported as being valuable for providing means for the population to 
communicate with health care providers, and for the authorities to learn about issues of concern for them. 
(The phone number was spread through local partners, the radio, and elders). In other settings, 
smartphone software has been used to transfer data to a central database, thereby informing central 
authorities about ongoing developments in the health status of the population. Further, social media have 
also been utilised effectively to mobilise support from the diaspora, and for communicating with people 
in need. 
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CONCLUSIONS 
By synthesising the findings from the literature review, the interviews, and the stakeholder workshop, a 
number of important knowledge gaps and needs have been identified. Many of these issues are 
generically applicable to humanitarian or other development assistance as well as to the particular topic 
of concern: public health services for climate-related refugees and IDPs. The issues identified include the 
following: 

i. Incorporate a local perspective into policy and planning 
Perhaps the most important single theme that emerged from our analysis was the importance of 
listening to the local people who are the purported beneficiaries of all the humanitarian work that 
is ongoing in Somalia. Their voice is reportedly not heard in many of the national and regional 
level discussions about interventions and solutions, and as such, knowledge of local conditions is 
not taken into account. The ideas and interventions that are forthcoming are therefore not always 
well-grounded in local realities, and they do not necessarily target the core needs of the people, 
or make good use of the community’s existing capacities and knowledge. The humanitarian 
agencies need to further develop a way of thinking that embraces the possibility for genuine two-
way dialogue with the community as an essential pre-requisite for any successful intervention.  

ii. Research on health and health care needs of those displaced within Somalia  
While there exists a rich amount of governmental, UN and NGO reports from Somalia, only a few 
scientific studies have been published from data collected inside Somalia – the majority of 
academic research has been conducted in Kenyan or Ethiopian refugee camps hosting Somalis. 
Thus, the knowledge status about health needs of Somali refugees appears comparably good, but 
there remain significant knowledge gaps about health and health care needs of those who have 
been displaced by drought within Somalia. 

iii. Integration between sectors  
It has been stated that disaster risk management measures by governmental, intergovernmental 
and non-governmental organisations and the private sector are often not well integrated, and 
they lack coordinated response strategies. Coherent multi-sectoral collaboration and 
coordination is needed if the knowledge that is available is to be utilised efficiently and effectively.  

iv. Develop high-resolution, locally applicable climate predictions  
To build drought resilience in Somalia, humanitarian and development programs with short-, 
medium- and long-term time frames are needed. However, most activities reflected in the 
literature that we screened have a temporal perspective of a few years at the most. At the same 
time, several sources acknowledged the existence of climate change projections for Somalia, but 
pointed out the need for more detailed local information(8). Improved predictions of climatic 
changes will require higher-resolution simulations, in-depth physical analyses, and a focus on 
specific. 

v. Utilise mobile and other digital technologies for knowledge exchange 
The potential value of mobile and other digital technologies has been clearly recognised by all the 
major stakeholders in Somalia, and efforts should be made to further enhance the effectiveness 
of this medium for the exchange of knowledge and information.  

vi. Provide the community with knowledge about vaccination as a counter to inaccurate, anti-vaccine 
information  
Misinformation about vaccines is spread by groups claiming that vaccination is haram, or that it 
can cause autism in children. Efforts to counter these dangerous positions, using imams or other 
trusted and influential people, are urgently needed.  

vii. Address mental health challenges in the community 
A comprehensive situation analysis of mental health status and needs is required in Somalia, 
based on which suitable mental health interventions could be designed and implemented. Since 
there has been no substantive study to understand this ‘invisible’ problem, there is not no 
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empirical foundation, and therefore no substantial political imperative to raise mental health as 
a major issue to be addressed. This includes children whose mental health care needs are poorly 
understood, and even less provided for. The Federal Ministry of Health was strongly urged by 
several of our interviewees to prioritise this in its discussions with the donors.  

viii. Address marginalised populations’ health status and needs  
Monitoring of disease outbreaks, access to WASH and sanitation facilities in IDP settlements and 
nutritional status of children seem in general to be reasonably well covered by governmental, 
non-governmental and UN bodies, even at the local level. Important knowledge gaps, however, 
were noted concerning the health status and health needs of specific socio-economic and ethnic 
groups, such as clan minorities and other marginalized population at the bottom of the social 
ladder. 

ix. Ensure that needs assessments and evaluations are conducted of all humanitarian interventions 
Conducting reliable, community-based needs assessments and evaluations is key to ensuring that 
local knowledge is used, and that any interventions are feasible, acceptable, and sustainable.  

x. Develop a strong research community 
A range of different scientific disciplines is needed in order to fill the knowledge gaps in relation 
to climate change and public health concerns for IDPs in Somalia. The science on climate change 
itself requires resources that may not be feasibly sustained in Somalia; but having tools to 
understand the local level context and local needs is inherently something that needs to be 
nurtured within the country, and this will require training in public health and social science. The 
training for this new cadre of researchers also needs to include skills in evaluation and in the 
effective dissemination of findings. 

xi. Mainstream sustainability into all activities  
There is a clear need to build a development system for Somalia that moves beyond emergency 
response to build long-term resilience and sustainability of the society. Part of this will require 
efforts to move IDPs away from what was identified to us as a dependency mentality, and thereby 
away from the IDP camps in urban areas; and this in turn will require that people are able to stay 
and live a good life in their home villages, and be able to care for their livestock. In addition, while 
many social protection mechanisms in Somalia are led by women, further empowerment of 
women and girls is very much needed in order to ensure the sustainability of development 
programmes in Somalia. 

The consequences of climate and environmental change on migration and on migrants’ health are far-
reaching, and they are mediated by societal, political and economic processes. Their effects and our 
failures to adapt will be felt for decades to come. As the late Antony McMichael stated: “Via our actions, 
short termism and social-cultural inertia, we are putting successive future generations of children at risk 
of being born into a world that has been degraded, destabilised, biologically impoverished and which is 
likely to have become un-inhabitable in many regions” (32).  
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APPENDIX 

List of acronyms 

ACAPS  Assessment Capacities Project 

AWD   Acute watery diarrhoea (cholera) 

CHV  Community health volunteers 

ClimRef  Climate Refugees project – Public Health of drought-related migration in East Africa 

DINA  Somalia Drought Impact and Need Assessment 

FAO  Food and Agriculture Organization 

FEWSNET  Famine Early Warning Systems Network 

FGS  Federal Government of Somalia 

FSNAU  Food Security and Nutrition Analysis Unit - Somalia 

GAM  Global acute malnutrition 

GBV  Gender-based violence 

IDP  Internally displaced person 

IEC  Information Education & Communication 

IPV  Intimate partner violence 

JPLG   Joint Programme on Local Governance 

M&E  Monitoring & Evaluation 

MMR  Measles, Mumps & Rubella vaccination 

NGO  Non-governmental organization 

SAM  Severe acute malnutrition 

SDRI  Somali Disaster Resilience Institute 

UNDP  United Nations Development Programme 

UNHCR   United Nations High Commission for Refugees 

UNICEF  United Nations Children's Fund 

UN OCHA United Nations Office for the Coordination of Humanitarian Affairs 

WASH  Water Supply, Sanitation and Hygiene 

WFP  World Food Programme 

WHO  World Health Organization 
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Central definitions of migration 

Migration  

IOM defines a migrant as “any person who is moving or has moved across an international border or within 
a State away from his/her habitual place of residence, regardless of (1) the person’s legal status; (2) 
whether the movement is voluntary or involuntary; (3) what the causes for the movement are; or (4) what 
the length of the stay is” (33). The term “…. includes migration of refugees, displaced persons, economic 
migrants, and persons moving for other purposes, including family reunification” (34). 

Refugee 

According to international law, a refugee is someone who, "owing to a well-founded fear of persecution 
for reasons of race, religion, nationality, membership of a particular social group or political opinions, is 
outside the country of his nationality and is unable or, owing to such fear, is unwilling to avail himself of 
the protection of that country. (Art. 1(A)(2), Convention relating to the Status of Refugees, Art. 1A(2), 1951 
as modified by the 1967 Protocol). Additionally, the Convention of the Organization of African Unity (OAU) 
defines a refugee as someone who has to leave his or her country ‘owing to external aggression, 
occupation, foreign domination or events seriously disturbing public order in either part or the whole of 
his country or origin or nationality’." (34) 

Environmentally displaced person 

IOM defines environmentally displaced people as such: “Persons who are displaced within their country 
of habitual residence or who have crossed an international border and for whom environmental 
degradation, deterioration or destruction is a major cause of their displacement, although not necessarily 
the sole one. This term is used as a less controversial alternative to environmental refugee or climate 
refugee that have no legal basis or raison d’être in international law, to refer to a category of 
environmental migrants whose movement is of a clearly forced nature.” (34). There is consensus that the 
use of “environmental refugee” or “climate refugee” is to be avoided (35). 

The term “environmental migrant” (as distinguished from environmentally displaced persons) refers to 
movements of a less “forced nature” - where people are obliged to leave their home, or choose to do so 
(34). 

Internally displaced person 

According to UN definitions, internally displaced persons are people “…who have been forced or obliged 
to flee or to leave their homes or places of habitual residence, in particular as a result of or in order to 
avoid the effects of armed conflict, situations of generalized violence, violations of human rights or natural 
or human-made disasters, and who have not crossed an internationally recognized State border (Guiding 
Principles on Internal Displacement, UN Doc E/CN.4/1998/53/Add.2.).” (34) 

Forced migration  

IOM’s definition of forced migration: “A migratory movement in which an element of coercion exists, 
including threats to life and livelihood, whether arising from natural or man-made causes (e.g. movements 
of refugees and internally displaced persons as well as people displaced by natural or environmental 
disasters, chemical or nuclear disasters, famine, or development projects).” (34) 
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