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This article discusses what integration means in the context of forced

displacement, focusing in particular on healthcare access of urban displaced

people in Nairobi, Kenya. To do so, it uses a mixed dataset of survey data

investigating health and healthcare access for displaced and host respondents

in Nairobi’s informal settlements Mathare and Kiambiu or Eastleigh South; key

informant interviews with healthcare service providers working with displaced

people; and finally a case study of a medical pathway taken by a displaced

man living in a suburb to Nairobi. His journey demonstrates that documentation,

information and language remain challenges specific to the displaced populations,

and the importance of utilizing personal support networks, which will not be

available to all patients. Notably, this patient’s path to treatment brought him to

clinics within Nairobi’s informal settlements, where healthcare access is often

inadequate for its own residents, including both locals and displaced. As such,

it shows that where an integrated healthcare system falls short, it can be more

beneficial for patients to navigate between the national system and support

systems provided for urban refugees.

KEYWORDS

urban displacement, integration, healthcare, informal settlements, Nairobi

Displacement and healthcare in Nairobi’s informal
settlements

Kenya is home to over 500,000 refugees, out of which 92,778 officially live in the

capital Nairobi (UNHCR, 2023). The majority are hosted in one of the two camp

complexes: Dadaab and Kakuma. Despite recent legal changes through the Refugee

Government of Kenya (2021) and a general policy direction toward “integrated settlements”

where resources and services are intended to be shared between refugees and members

of host communities, encampment remains the default for refugees in Kenya and

under the recently enacted Refugee Act refugees will still be legally required to live in
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“designated areas1” with limited mobility (Owiso, 2022). Some

refugees avoid the camps altogether and go straight to Nairobi,

where they can apply for a mandate document from UNHCR

instead of registering as a refugee in one of the camps. If they do

register in a camp, they can only leave by applying for a “movement

pass” from the authorities. Refugees can also apply for official

permission to remain in the city as an urban refugee, which will

allow them to bring their refugee ID and documentation to the city.

This type of relocation is only granted for specific reasons, which

can include health concerns that cannot be addressed within the

camp (NRC and IHRC, 2018;Muindi andMberu, 2019). Those who

travel to Nairobi on a temporary movement pass and remain in the

city without urban refugee status live without valid documentation,

which makes them vulnerable to arrests and harassment (ibid).

This article focuses on refugees and asylum seekers living

in Nairobi, with a particular focus on informal settlements like

Mathare and Kiambiu, where many displaced people either live

or go to access services. The UN defines informal settlements

as “a group of individuals living in a dwelling that lacks one or

more of the following conditions—the so-called five deprivations:

(1) access to improved water, (2) access to improved sanitation

facilities, (3) sufficient living area – not overcrowded, (4) structural

quality/durability of dwellings, and (5) security of tenure” (UN-

Habitat, 2016, p. 1). In Kenya, some estimates as much as 70 per

cent of the population in Nairobi living in informal settlements

(Mutisya and Yarime, 2011) and Mathare is home to just over

200,000 people according to the 2019 population census (City

Population, n.d.).

During the British colonization of Kenya, Africans were

restricted from living in the built-up part of Nairobi, but workers

who came from rural areas needed some form of temporary

residence in the city, which led to the construction of makeshift

shelters on unoccupied land. After independence, many more

moved from rural areas into the city to work as restrictions were

lifted, which caused the informal settlements to expand rapidly

(Wanjiru and Matsubara, 2017). In this sense these settlements

were always home to migrants, initially Kenyan rural-urban

migrants and today increasingly to cross-bordermigrants including

refugees, who turn to informal settlements because of low-cost

housing as well as social connections (IOM, 2013; Muindi and

Mberu, 2019). Mathare in particular is home to refugees and

migrants from a number of countries, but a significant population

of migrants from Uganda has given one of the villages within

the settlement where many of them work the nickname Kampala

(Wanjiru and Matsubara, 2017). Eastleigh is predominantly home

to Somali refugees (Carrier, 2017).

There are a number of health risks associated with living in

informal settlements, as well as barriers to accessing healthcare

(Arnold et al., 2014; Satterthwaite et al., 2018). A report from

2022 (De Falco, 2022) shows that private health facilities are more

common than public ones within Mathare, while the public clinics

suffer from understaffing and short opening hours, long waiting

times and a lack of medical resources which often means patients

have to buy medication from elsewhere. Quality-wise, however, the

1 See Designated Areas within the Refugee Act (Government of Kenya,

2021).

public clinics were well-regarded by informal settlement residents,

but seeking care from inferior and more expensive private clinics

was sometimes a necessity because of the much-reduced waiting

time. Additionally, lack of public transportation (or inability to

afford it) and poor road infrastructure can also limit the healthcare

choices available to those living in informal settlement, depending

on what is available within walking distance (ibid).

In theory, all refugees and asylum seekers in Kenya should be

entitled to public healthcare through the National Health Insurance

Fund (NHIF) which grants access to public healthcare facilities,

but coverage is known to be patchy (Jemutai et al., 2021). For

vulnerable displaced households in both refugee camps and cities

UNHCR pays the regular insurance fee on behalf of refugees, but

the majority need to cover this cost for themselves. The standard

contribution for informal workers is 500 Kenyan shillings (around

5 USD) per month (UNHCR, 2022). In addition to public and

private healthcare services, there are non-profit clinics run by

NGOs or faith-based organizations, where services are usually

provided for free (De Falco, 2022). In refugee camps, such clinics

are funded by humanitarian aid and run by large NGOs including

for example International Rescue Committee (IRC) and Médecins

Sans Frontières (MSF) (Betts et al., 2019). However, resources are

often limited within these clinics too, and refugees can be referred

to hospitals outside of the camps if they need care that is not

available in the camp (NRC and IHRC, 2018).

In Mathare, unaffordability and lack of medication in public

clinics are issues that affect migrants and hosts alike, but there

are also issues that are specific to migrants and refugees, such as

language barriers and documentation requirements (Arnold et al.,

2014; Muindi and Mberu, 2019). In this article we present an

overview of quantitative data comparing displaced people and hosts

living in Mathare and Kiambiu or Eastleigh South, which includes

general health and healthcare access. We then present a case study

of the process for a displaced patient accessing healthcare through

clinics in the informal settlement Mathare, despite living elsewhere

in Nairobi, and discuss this in relation to integration.

Data and methodology

This article uses a quantitative dataset with a random sample

of 273 displaced people (including refugees, asylum seekers and

economic migrants) and 131 Kenyan host respondents living in the

informal settlementsMathare and Kiambiu or Eastleigh South. This

data was collected in 2021. In addition to covering demographic

information, the survey focused on livelihoods and wellbeing, the

latter component importantly including both social connections

and political representation alongside the usual indicators on

physical health and basic needs. This data was collected from

informal settlements as a complement to a broader camp-urban

comparison2 between Somali refugees in the camp Dadaab and in

Eastleigh North and East, which are built-up urban neighborhoods

in Nairobi. In addition to survey data, qualitative key informant

interviews relevant to healthcare access have also been included

2 See project website for more information:

www.protracteddisplacement.org.
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here. These interviews were conducted in 2021 and included the

following stakeholders:

Interview 1 National Council of Churches in Kenya (NCCK)-

Jumuia hospital

Interview 2 Médecins Sans Frontières (MSF), Mathare

Interview 3 Mother and Child Hospital (MCH), Eastleigh

The two informal settlements where this data was collected are

located on either side of the built-up part of Eastleigh. Mathare is

located to the north and runs all the way along Mathare River. To

the south is a smaller informal settlement built on what maps term

“desert ground” next to Nairobi River, which is known as Kiambiu

or Eastleigh South.

Finally, this article includes a case study of a medical pathway

taken by a displaced man living in a suburb to Nairobi, which

occurred in 2023. This was not a planned case study, but a

situation researchers chose to document as and when it occurred,

as an example of how an urban displaced person can utilize

their networks and connections to access care that others in

the same position would not be able to access. Importantly, as

an urban displaced person accessing care through NGOs meant

that the starting point was a clinic serving Eastleigh and the

informal settlement Mathare, which was not where this patient

lived. As such, it serves as a showcase of both barriers to

healthcare and conditions within informal settlements, and further

raises questions around how integration works in practice within

such environments.

Understanding integration

The data presented in this article illustrates the health

and integration context of Nairobi’s informal settlements,

complemented by a case study of a displaced person navigating

an unusual healthcare journey, as a result of the lack of access

through the regular integrated healthcare system. In order to place

this into the context of integration, this section introduces relevant

literature on the concept. This starts by looking at integration

in high-income country contexts, as much refugee integration

literature is focused on resettlement, to then turn to the East

African context and how integration has been applied and studied

there. Finally, it discusses the concept of local integration as a

durable solution in refugee hosting states, which includes the role

of humanitarian organizations in service provision which is also

relevant to the case study we present below.

Europe and resettlement contexts

In high-income countries receiving resettled refugees and

asylum seekers, integration is often high on the political

agenda even though the concept itself is not necessarily clearly

defined (Rytter, 2018). Ager and Strang (2008) have presented a

conceptual framework for integration that has gained traction with

policymakers (Strang and Quinn, 2019). Among their domains

of integration are what they term markers and means, which

covers access to employment, housing, education and healthcare.

Achievements in this area are often cited as key indicators—

or markers—of successful integration, for example within the

UK Government’s Indicators of Integration Framework (2019).

However, it is not necessarily clear what the integration endpoint is.

Official measures of integration are commonly done by comparing

migrant populations against locals or hosts in key areas of markers

and means, including education, employment, health and housing.

By making local populations the benchmark, the assumption that

follows is that migrant populations are integrated when they

behave similarly or achieve similar outcomes to their non-migrant

neighbors, which can be problematic. Using Rytter (2018), should

increasing divorce rates among immigrants in Denmark be seen

as positive for integration since they more closely match those

of the local community? And are high grades among immigrant

children reflective of cultural pressure, or of positive integration?

Another question is when the comparison becomes arbitrary, and

how many decades later migration can or should be treated as the

main explanatory factor for any possible differences in statistics.

The focus on means in addition to markers or outcomes is

intended to emphasize the interconnection between these areas,

since an outcome in one area can enable further achievement

in another (Home Office, 2019). These are well-known and self-

explanatory connections, for example that access to housing can

lead to better health, that education opportunities can lead to

employment, and so on. An important part of acknowledging these

as means, however, is that it highlights the role of governments

and policymakers in enabling integration outcomes. It is not just

up to migrant populations to adapt to their new environments

and do what they can to achieve the best outcomes; they also

need to be granted access and support to do so. This aligns

with common understandings of integration as a two-way process

between migrant newcomers and the receiving society, where both

adapt to one another (Rytter, 2018). However, while receiving

governments are expected to enable migrant populations to

integrate, the two-way part of the concept does not appear to

include changing on the part of local society as the focus remains

on the actions of the migrant population. In this sense, it is worth

questioning whether integration is just a government-supported

form of its predecessor concept assimilation, which expected

migrants to virtually blend in with their environments (Rumbaut,

1997).

In addition to the markers and means of integration, Ager

and Strang (2008) focus on facilitators of integration, including

language skills and cultural knowledge that can “remove barriers”

(ibid: 177) to enable integration. Further, they consider citizenship

and rights the foundation of integration. While full citizenship is

not always an option for migrants, the rights granted to different

migrant groups and to what extent they differ from those granted

to citizens will of course have a huge influence on what migrants

can achieve. Baldi and Goodman (2015) note that migrant rights

are often conditioned on certain behaviors, through what they

call membership conditionality structures. This can include for

example compulsory language or culture training. In this way,

states take an active role in “turning outsiders into insiders” (Baldi

and Goodman, 2015, p. 1152). This can also vary for different

migrant groups. In the UK for example, asylum seekers are actively
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excluded from integration processes and measures while their

claims are processed, which often takes many years (Ager and

Strang, 2008).

Finally, Ager and Strang’s framework considers social

connection, which they view as the “connective tissue” between

the foundation of rights on the one hand and the integration

outcomes on the other (Ager and Strang, 2008, p. 177). While

policy makers and politicians often focus on outcomes (and, to

some extent, rights and requirements), the social connections

are perhaps the most important domain for migrants themselves.

Social connections are important in determining to what extent

migrants feel integrated and have a sense of belonging in the

communities where they live. Building on Putnam’s social

capital theory, this domain covers social bonds, which connect

individuals with a social group that they identify with; social

bridges, which connect different social groups with each other;

and social links, which connect individuals with state functions

or services (Strang and Quinn, 2019). While the divide between

bonds and bridges has been criticized as arbitrary and potentially

restrictive in their definition social groups based on nationality and

ethnicity, the third category of social links is an important arena

for the two-way direction of integration, as individual refugees

and migrants often struggle to build links to public services

without support and outreach form the host society (Baillot et al.,

2023).

This theoretical framework provides important insights into

the integration concept and how it is commonly understood and

applied. Firstly, it clarifies that from the migrants’ own point

of view, appearing integrated through behaviors and outcomes

that are understood to be markers of integration does not

necessarily equate to feeling integrated in the community. The

latter is attributed to social connections that can also enable

integration outcomes, and it is important to acknowledge that

there is a separation between the two. Secondly, this framework

highlights the role of governments and policymakers in enabling

and supporting integration, both by ensuring the rights of migrant

populations and providing services to them. While there may not

always be political will to do so, it clearly paints a picture of

the importance of removing barriers and helping newly arrived

populations settle, which is an important contrast to the context

of local integration to be discussed below. Finally, and most

importantly, this literature underscores that integration is always

measured and understood using the host population’s attributes

and behaviors as a baseline. This makes citizenship the only real

endpoint for integration, as it is unclear when regular variations

within a population would otherwise cease to be attributed

to migration.

If integration in practice means displaced populations need

to adapt to their surroundings, the environment itself will make

a crucial difference. In the context of an informal settlement,

where local populations already struggle with adequate service

provision from the state, this raises the question whether being

equal to the locals’ state of deprivation is the best displaced people

can hope for, or if there is a scenario of “reverse integration”

where any additional support (discussed below) provided for

displaced people can also benefit locals and offer improvements

for everyone.

Local integration as a durable solution

In the context of resettled refugees, governments within the

receiving countries are usually invested in providing support for

social links as well as achieving integration outcomes and removing

barriers. However, only 1 per cent of the world’s refugees are

resettled to high-income countries every year, and the majority

live in low and middle-income countries within the same region

(UNHCR, 2023). For these refugees, integration is not encouraged

but actively prevented by authorities who want to avoid a situation

where displaced populations remain permanently (Long, 2014).

Many host countries opt to keep refugees confined in camps,

separated from local populations and supported predominantly

by humanitarian organizations and international funds (Slaughter

and Crisp, 2009). Camps have well-known negative impacts on

both individuals and their ability to support themselves (Crisp,

2003), and most refugees3 today choose to live in cities. However,

relocating to an urban area often equates to relinquishing access

to humanitarian support provided in the camps, such as food and

shelter. When it comes to covering basic needs and finding work,

urban refugees are then forced to de-facto integrate with host

communities in the cities where they live (Hovil, 2007).

When it comes to service provision, most countries (including

Kenya) recognize the rights of displaced people to healthcare and

(primary) education, but the way in which these are provided

vary between states, depending on the extent to which host

governments allow displaced populations to make use of national

systems. If displaced people are not systemically integrated into

existing systems providing education and healthcare (Bellino

and Dryden-Peterson, 2018), international organizations can, to

varying degrees, take on state functions that are not provided,

which then creates a parallel system or “surrogate state” (Miller,

2017). While this form of state surrogacy is more common within

refugee camps, it can happen in urban areas too where NGOs

are present and have identified gaps in state-supported service

provision. With a growing recognition of displaced populations

living in urban areas from UNHCR, there has also been an

expansion of non-governmental support for them (UNHCR, 2009,

2014).

Refugee support in protracted situations and urban contexts

is often underpinned by a theory of changed that researchers at

the Humanitarian Policy Group have termed “partial integration”

(Crawford et al., 2015). This type of support recognizes that

displacement will likely continue beyond the initial emergency

support phase, but still works on the assumption that displaced

populations will eventually return home. As such, it aims to

include refugees within local systems and economies as far as

possible, rather than duplicating services (Crawford et al., 2015,

p. 20–22). Within Miller’s model of state surrogacy, a partial

integration support model could fall somewhere in the middle of

the spectrum from abdication, where states resign all responsibility

for the displaced population to international organizations, to

partnerships where the organizations instead work together with

states to provide services (Miller, 2017, p. 30-31). In the case of

3 While numbers are di�cult to confirm, see UNHCR’s Global Trend

Reports for estimates.
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healthcare provisions for urban refugees in Nairobi, as outlined

above, UNHCR supporting refugees by paying their contributions

to the National Health Insurance Fund (NHIF) would be an

example of partnerships, while an NGO setting up and running a

community health clinic would be an example of abdication.

Importantly, the partial integration model can still be

temporary and dependent on external funding, while the support

model termed de-facto integration accepts local integration (or

onward or circular migration) as a durable solution. This type of

support falls very clearly in the space of partnerships, as it builds

on long-term inclusion of displaced populations in for example

urban planning and local development strategies (Crawford et al.,

2015, p. 22–24). In Kenya, the recent legal changes (see above)

and accompanying county development plans that now do include

refugees are a step in this direction, but in the case of Garissa and

Turkana this is still limited to designated areas or camps (UNHCR

Kenya, 2022).

Measuring de-facto and supported
integration

Where integration in resettlement contexts is often to

some extent supported by government actors, and formal local

integration in countries of first asylum often resisted, there

is another form of integration falling somewhere in between.

As urban displaced populations are increasingly recognized

by humanitarian and development actors, as well as by local

authorities, attempts have been made to understand de-facto

integration. In previous decades, when encampment was the

preferred option for refugee support in countries of first asylum,

refugees who chose to live in cities would in most contexts have

to resign themselves from humanitarian support access, thereby

creating their own integration under the radar (Harrell-Bond,

1986). Since 2009 UNHCR has an urban refugee policy and a

model for supported integration. While not going as far as local

integration, which to be considered a durable solution would

include citizenship or permanent residency, de-facto integration

may still be enabled by local authorities or certain forms of support

for urban displaced populations.

Crisp (2004) describes local integration as “a process with

three interrelated dimensions”: the legal dimension, the economic

dimension, and the social dimension (Crisp, 2004, p. 1). Attempts

have been made to quantify, measure, and understand de-facto

integration, where the legal dimension is reduced or altogether

missing. Building on the theoretical framework from Ager and

Strang (2008) presented above, Beversluis et al. (2017) have

presented a tool called the Refugee Integration Scale (RIS)

which was developed and tested in Nairobi. It was created

from six integration- related themes (Beversluis et al., 2017, p.

112–117) gathered from qualitative interviews and focus group

data: challenges of urban poverty; documentation and legal

status; culture and community trust; livelihoods and education;

personal and community security; and, finally, hope and control.

The resulting scale measuring integration is made up of 25

statements, positive or negative, which are then calibrated into an

integration score.

The most relevant of these statements is RIS 22: “I am

permitted to access healthcare services for me and my family just

as easily as our Kenyan neighbors” (Beversluis et al., 2017, p. 122).

The corresponding thematic area (challenges of urban poverty)

highlights issues with healthcare access, alongside other basic needs

and services, are often shared between urban refugees and locals.

Refugees may, however, be affected by additional barriers, caused

by restrictions or even misconceptions that they as urban refugees

have access to the same level of humanitarian support that is

available in refugee camps.

This captures an issue also touched upon by Jacobsen and

Nichols (2011) in their report on profiling urban displaced

populations to support their needs:

In low-income areas, where most refugees tend to live, it

is important to determine whether and in what ways refugees

are worse off than their neighbors, the local host population.

In countries of first asylum, the urban poor face significant

health, crime and poverty problems. Humanitarian programs

can be seen as discriminatory when they target refugees whose

neighbors may be equally badly off. Agencies need to justify—

to host governments, to local people, and to donors—why they

use resources to support one group and not others. If agencies

can demonstrate that the target group is more vulnerable, or

has special needs not faced by the larger population, targeting

of resources can be more easily justified (Jacobsen and Nichols,

2011, p. 8).

Much like it is in resettlement and asylum contexts of the global

north, integration in this context is measured in relation to the local

population, which places a clear limitation on the extent to which

de-facto integration can be supported, particularly by humanitarian

and development actors focusing specifically on the displaced.

Unless conditions are improved for locals too, there will always be

a ceiling. Indeed, a displaced person who can access healthcare “as

easily as their Kenyan neighbors” will not be particularly helped by

that integration if the Kenyan neighbor also suffers from a lack of

healthcare access and quality.

In this article, we focus on Nairobi’s informal settlements as

an example of a location where such a ceiling will exist. First, we

examine demographic data of urban displaced people alongside

hosts, in relation to their healthcare access, demonstrating small

but noticeable disadvantages for the displaced. We then present a

case study of a healthcare pathway taken by a displaced person in

Nairobi, which took the route through the healthcare system in the

informal settlement Mathare even though the person in question

was not residing there. Together, this shows what healthcare

integration in Nairobi’s informal settlements can look like in

practice, and how urban displaced people can use their personal

networks to navigate the limitations of de-facto integration.

Empirical findings from Nairobi’s
informal settlements

This section uses the quantitative survey data collected in

2021 as a part of the research project Protracted Displacement

in an Urban World. It aims to expand our understandings
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of healthcare access and issues within the informal settlements

Mathare and Kiambiu or Eastleigh South, particularly for displaced

populations. The data introduces indicators on healthcare access

and explores the relationship between health and integration for

displaced people.

Demographics

Our sub-sample4 consists of 273 displaced (136 women and

137 men) and 132 hosts (72 women and 60 men). Displaced

respondents came fromfive countries—Uganda, Tanzania, Somalia,

DRC, and Rwanda—with the majority (68%) being displaced from

Uganda. Only around 52% of displaced respondents identified as

refugees, while the rest described themselves as economic migrants

or asylum seekers.

Aside from nationality and migration status, displaced

respondents shared many characteristics with host respondents.

Displaced respondents were 34 years old on average, had a

household size of 3.4 and 28% of these households were headed

by women. These characteristics were very similar for hosts, who

had an average age of 36 years, a household size of 3.8 and 28% of

households headed by women. Marital status was similar between

hosts and displaced. Just over half of the respondents were married,

and around 30% were single.

There were more apparent differences between displaced and

host respondents in income (see Figure 1). Both displaced and host

respondents earned higher incomes in southern Eastleigh with 215

USD and 279 USD respectively. In Mathare the average monthly

income was much lower, at 92 USD for displaced and 107 for

host respondents.

Education levels were higher among hosts, 98% of whom can

read and write compared to 82% of refugee respondents. Figure 2

below shows the differences in education levels between hosts and

displaced samples. Overall, the populations were similar, but the

host population had slightly higher proportion of people who had

completed secondary or tertiary education. Within the displaced

population the majority (55%) had primary education only, 31%

had secondary education and 4% tertiary education.

Demographically, our sample populations of displaced and

hosts in Nairobi’s informal settlements sharemany attributes. There

are, however, notable differences in literacy, education and income.

Health and healthcare access

Examining the perceived quality of healthcare in Mathare and

southern Eastleigh, we find that hosts generally rated their own

health slightly better than displaced respondents. However, both

displaced and host respondents reported similar results regarding

healthcare quality and availability. Around 89% of both samples

indicated that healthcare services were available to them.

To put these findings into a wider context, we compared

the responses of displaced and host respondents in the informal

4 The original sample in Kenya consists of interviews with 382 displaced

individuals in the Dadaab camp, 399 displaced in Nairobi and 156 hosts.

settlements with our displaced respondents in Dadaab camp and

displaced and host respondents in the built-up part of Eastleigh

in Nairobi. Optimal health outcomes (categorized as good and

very good) were most frequently reported among the hosts (83%)

in built-up Eastleigh, followed by urban displaced respondents

in built-up Eastleigh (80%), displaced in the camp (77%), hosts

residing in informal settlements (70%) and, finally, displaced

respondents in informal settlement (66%). These results are

indicative of the additional challenges displaced and host residents

face in informal settlements.

When asked about healthcare access (see Figure 3 above)

hosts in built-up Eastleigh had a near perfect score with 98.7%

stating they did have access to healthcare, while the rate in the

informal settlement was 89.4%. Contrary to the built-up urban area

where hosts were slightly ahead, healthcare access in the informal

settlement was the same for host and displaced respondents, with

a slightly higher number of hosts (10.6%) stating they did not have

access to healthcare, compared to 8.8% of displaced respondents.

1.8% of displaced respondents stated that they did not know, which

was a response shared by displaced populations across all locations

but not expressed by any hosts.

As public healthcare access is connected to the National

Health Insurance Fund (NHIF) we have investigated access to

social protection an additional factor. Disparities between hosts

and displaced respondents emerge here, where 29% of hosts in

informal settlements stated that they had access to social protection,

compared to only 7% of displaced respondents. This could indicate

that people rely on non-profit clinics more than the public

healthcare system.

This section examined different health indicators, such as the

general state of health and access to health care, highlighting better

outcomes for both hosts and displaced respondents living in the

built-up parts of Eastleigh. This underscores additional challenges

faced by both displaced and hosts in informal settlements.

Disparities between hosts and displaced is particularly evident

within social protection access, which could indicate further

differences in access to public health insurance that are not

reflected in the healthcare access findings, likely because of non-

profit clinics.

Integrated vs external healthcare
in Nairobi

In addition to the quantitative data on the population in

informal settlements Mathare and Kiambiu or Eastleigh South

presented above, this section provides qualitative key informant

interview data on healthcare access for the displaced population

in Nairobi, and a case study of a displaced person navigating

care access.

In line with the survey findings showing little difference

in healthcare access between displaced and host respondents in

informal settlements, interview data shows that the displaced

urban population in Nairobi appears to be able to access

healthcare in an integrated manner regardless of any perceived

temporality of their displacement to Nairobi or Kenya, which

includes healthcare facilities located in informal settlements.

For example, the Maternal Health Clinic in Eastleigh supports
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FIGURE 1

Monthly income in informal settlements.

FIGURE 2

Education levels in informal settlements.

expecting families even if they are “transiting” from having

prior antenatal care carried out at a different hospital and

potentially also expected to also give birth somewhere else. A key

informant (Interview 3) emphasized the importance of offering

mothers a complete immunization profile regardless of whether

the patient is expected to stay or not. In this respect, local

service providers can in practice opt for supporting de-facto

over partial integration despite the perception of displacement—

and integration in Kenya—as temporary (Crawford et al.,

2015).
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FIGURE 3

Access to health care in Kenya.

However, this type of integration is dependent on resources,

which are supplied by the government but not always sufficient

for all urban residents, including both hosts and displaced. In

such cases, international organizations can step in, but there

are examples of where humanitarian systems—or, in this case,

funding—that aim to work in partnership to support integration

end up causing friction between displaced and local populations in

Mathare and southern Eastleigh. The key informant (Interview 3)

described a situation where drugs were provided to both displaced

and host populations, but when the medication ran out for the

host population first, there was a perception that the displaced

population was receiving preferential treatment. There were also

examples of the displaced population being provided with different

types of medication subsidized by funding from UNHCR, which

was worth more than what the government-funded medication

host population was given. This resulted in disharmony between

hosts and refugees and a resolution within this clinic to have the

same medication accessible to all regardless of the funding agency.

The key informant said: “imagine someone is a refugee in your own

country and he or she is living a better life than you” (Interview 3).

This sentiment expressed by a service provider within

an integrated healthcare system demonstrates that this type

of integration can in practice offer limitations for displaced

populations in terms of direct service access. In the context

of local or de-facto integration, this means that integration

outcomes and enablers (or markers and means) (Ager and

Strang, 2008) are not necessarily always enabled by an integrated

healthcare system. In this case, support from the external

system would likely have provided a better health outcome

(i.e., higher quality medication) for the displaced individuals,

but the primary consideration should be enabling access to all

populations without preferential treatment of one population

over another.

The case study below continues to provide a nuanced

example of what the interactions between these two systems

can look like for a displaced person in need of healthcare

in Nairobi.

Case study: navigating referral pathways

This case study describes the complicated patient journey

for a displaced man living in the outskirts of Nairobi. He was

registered with a private clinic in his area of residence but needed

advanced treatment for a condition that had gone untreated for a

long time during his displacement, caused him a lot of pain and

prevented him from working. He did not have information about

how to access treatments offered outside of his home clinic, and

they were not offering support with the referrals he needed. Left

with no information about where to access care, he turned to his

network for support and reached NGOs providing healthcare for
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FIGURE 4

Diagram of the patient’s healthcare journey: January-July 2023.

displaced people in Nairobi. Thus the long referral journey (see

Figure 4) ensued.

In the first step of the process Médecins Sans Frontières (MSF),

which serves both Eastleigh and the informal settlement Mathare

offered an assessment of the patient’s medical condition and

provided free primary healthcare, which is within its organizational

mandate for support for the urban population. MSF is focused

on emergency care and does not require refugee or asylum seeker

documentation in order to provide healthcare, since efficiency is a

prime consideration. However, since this patient had been living

with the condition for some time, it could not be categorized

as an emergency case and MSF could therefore not support

him any further. As a result, the patient needed a referral to a

suitable medical facility. MSF referred him to an International

Organization for Migration (IOM) clinic in Eastleigh, for

further treatment.

At the IOM clinic, the patient was further assisted with

medication for pain relief and recommended advanced treatment

in the form of surgery, given the severity of his medical condition.

No documentation was required at this stage either, but the IOM

clinic was not equipped to provide the surgery and the patient was

referred to Jumuia hospital (at the NCCK clinic) in Huruma. At

this stage he required refugee or asylum seeker documentation,

as one of Jumuia hospital’s mandates is to provide services to

registered urban refugees. The hospital is partially funded by the

United Nations High Commissioner for Refugees (UNHCR) to

implement its urban refugee assistance programme. At this stage,

MSF got involved again to obtain a contact at Jumuia hospital for

medical referral.

Simultaneously involved, was Kituo cha Sheria, a legal advice

center. A paralegal officer and refugee community leader residing

in the same locality and in similar refugee networks as the patient

assisted in drafting a letter of support for the patient, which ensured

that he had the required urban refugee status and documentation.

Once the patient acquired the necessary documentary proof with

the help of the organization, he was able to seek free medical drugs

and assistance at Jumuia hospital and a full funding commitment

for his surgery, which was not covered by NHIF. To this end, his

final referral by Jumuia was to Mama Lucy Kibaki public hospital

in Nairobi for surgery.

As demonstrated by this journey, medical access in Nairobi

and is based on referrals depending on the severity of illness.

Healthcare facilities are at six levels in Kenya, with the first five

managed at a county level and the sixth level managed by the

national government. The system entails moving patients from

one level to the next using referral letters. Public hospitals are

usually the main referral option for other service providers within

the referral pathway. This was highlighted by the key informant

from MSF who said: “[W]e usually transfer these patients to

government facilities, because one, we are looking at quality

services and also affordability” (Interview 2). Similarly, the key

informant from NCCK stated: “We have partnered with various

hospitals, for example Kenyatta National Hospital, Mama Lucy,

Mbagathi, German Medical Center, Kijabe, Kikuyu. So what do we

do, we just refer our clients there, because we have an MOU with

them” (Interview 1). These statements have also been supported by

interviews conducted within other projects the authors work on in

Nairobi, where refugees have shared experiences of being referred

from NGOs to public service providers.

However, this journey also exemplifies a referral pathway that

involves various stakeholders outside of the public healthcare

system that urban displaced people are supposed to be integrated

into. For a displaced patient, required paperwork is one example

of a potential roadblock, as well as lack of information around

access and rights among healthcare providers, as was the case at

the patient’s home clinic. In this case, the journey through referrals

toward the required surgery was long and winding, involving public

and private (non-profit) parts of the healthcare system, as well as

non-medical practitioners. Importantly in relation to integration,

it required the patient to utilize his own networks, which are not

available to all displaced patients. Secondly, going through non-

profit providers aimed at urban refugees took this patient to clinics

in the informal settlements, despite living in a much wealthier part

of the city and having access to private care.

While the National Health Insurance Fund (NHIF) is available

to Nairobi’s urban displaced, refugees and asylum seekers without

documentation are unable to access medical services through these

facilities and are instead required to pay for any care provided

with cash. This undermines effective and efficient access as the

challenge with insurance policies is the claim procedure normally
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after service provision. Without patient documentation therefore,

medical institutions are unable to later on claim from the respective

health fund. Refugee or asylum seeker documentation is therefore

a key challenge.

A key informant (Interview 3) stated that there is a lack of clear

guidelines from the government around how to serve refugees and

asylum seekers, both with and without documentation. The way

it is, they struggle to provide care efficiently, simply “because this

is not a Kenyan” and it is difficult for them to know for example

whether they can file patients within their systems, and how to

effectively follow up with them. Even in institutions like MSF that

do not require documentation from displaced patients to serve

them still face challenges in cases that require referrals, which limits

their ability to fully support patients.

Medical practitioners within clinics based in Mathare and

Eastleigh also highlighted the need for full-time language

interpreters and or translators to assist them in service delivery to

displaced persons, for example in form of recruiting community

health promoters with diverse language skills to aid the referral

process between various medical institutions. Currently, the system

is dependent on community volunteers and individual service

providers with the right knowledge, whichmeans displaced patients

can be left hanging in case of staff turnover or even temporary

holidays. The key informant described how colleagues might “give

up along the way due to the lengthy process involved” (Interview 3)

in for example referring a patient for immunization toMCH, which

would require a referral from NCCK. At the moment, there is no

service provider that offers help for displaced people to navigate

the entire system and overcome barriers caused by language and

documentation needs.

Conclusions

This article has discussed what integration means in the

context of forced displacement. De-facto and partial integration

models in particular, which are in reality the only options

available in many countries (Jacobsen, 2001; Long, 2014),

present problems with rights and documentation in order to

access services. Further, in any context integration appears

limited to reaching the same level of service access as local

neighbors, which in the context of an informal settlement is

extremely problematic.

Our case study has demonstrated that even with integrated

care on paper, when push comes to shove and care is urgently

needed, access for urban displaced people is not easy. In this case

it required a range of actors to invest their time and engagement

on behalf of a single case, which in the long run is not a sustainable

system. Further, it is interesting to note that our patient was referred

to care providers in Eastleigh and Mathare, the latter being an

informal settlement where locals struggle the most with healthcare

access. While documentation, information and language remain

challenges specific to the displaced populations, it is worth asking

whether a local living in the informal settlements, without networks

of international organizations working on their behalf, would have

been able to access the same care through the same clinics.

Medical sociology literature defines patient work as “patients’

participation in their own care” (Strauss et al., 1982, p. 978). It

seems, in this case, that the patient could work his way between

the national healthcare system and the non-profit healthcare system

provided for the urban displaced. While an extremely complicated

referral process, it is entirely possible that these two systems

together grant patients better outcomes than the public healthcare

system alone.
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