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The changing nature of global
conflict and its impact on
demographically transitioned
societies
During the Hungarian Revolution in
1956, 200 000 people fled to neighbouring Austria. This uprising and its
aftermath shaped the way humanitarian organizations would deal with
refugee crises in the decades that followed. The decolonization of Africa
produced the first of that continent’s
numerous refugee crises by the
1960s, a trend that has now reached
a zenith with the largest global refugee crisis since the Second World
War across Africa, Asia, and the
Middle East. Traditional humanitarian action to support displaced
populations in low-resource settings

focused on emergency aid and the
control of infectious diseases; this
situation has changed to one where
people are leaving lower-middle-income countries, such as the Syrian
Arab Republic, to escape conflict,
poverty, and/or oppression. As well
as the inherent infectious diseases,
cancer and other noncommunicable diseases (NCDs) are prevalent
among refugees. New inequalities
have emerged as a result of these
new conflict-driven demographic dynamics. Migration patterns and sociocultural changes are radically altering exposure to cancer risk factors
and access to cancer care. The geopolitical status and immediate surroundings of refugees and internally
displaced persons (IDPs) – for example, a rural refugee camp, an urban

detention centre, or an enclave – defines and exacerbates inequalities in
cancer. Many countries and regions
now experience oscillations between
conflict and fragile states (so-called
post-conflict states). This results in
populations spending longer periods
as refugees, further weakening state
capacity to maintain health systems.
Contemporary conflicts and humanitarian crises have had significant impacts on demographically
transitioned countries from Latin
America (e.g. the Mexican Drug
Wars) to the Middle East and North
Africa (MENA) region (e.g. regional
conflicts since the 2011 Arab uprisings), particularly across Iraq, Libya,
and the Syrian Arab Republic. This
has significant consequences for
population health, including those
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of refugees and IDPs, at a time
when pre-existing and long-term
vulnerabilities, including the endemic high levels of poverty, corruption,
unemployment, and disease (both
infectious and noncommunicable)
burden, are becoming increasingly
significant (ILO/UNDP, 2013; Coutts,
2015). The scale and scope of the
ongoing refugee crisis has exposed
both the fragile nature of the health
and social protection systems for
cancer care of refugee host countries, and inadequacies in international response mechanisms for supporting displaced populations with
a high burden of NCDs. However,
academic discourse and foreign policy agendas on the conflict-affected
countries in the region frequently
overlook health inequalities and the
political economy of how health systems are designed, implemented,
and governed.
It is apparent that existing health
systems and medical approaches
have not been able to properly address the rising burden of cancer
and other NCDs experienced in
conflict-affected countries (SPHN,
2016). Cancer has been neglected
within the policy response to the humanitarian crisis and development
(Coutts et al., 2015). Evidence from
public health, sociology, and social
epidemiology studies demonstrates
that factors separate from the provision of health services, such as social, economic, and political factors,
are increasing inequalities in cancer;
any policy response must therefore
reflect this (NCCDH, 2012). Indeed,
a recent analysis of health inequalities including in NCDs in the Eastern Mediterranean Region highlights
the absence of a political economy
and multisectoral approach to understanding health and health-care
issues (Mokdad et al., 2016). From
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our research, it is clear that powerful
vested interests, such as syndicates
of hospitals and doctors, private sector health providers, and pharmaceutical and tobacco companies, have
contributed to national inequalities
in cancer through the inadequate
health and social protection systems
of conflict-affected countries (Coutts
et al., 2013).
In addition to a high cancer burden, most countries in conflict have
a long record of underinvestment in
health research and its subsequent
translation into adequately funded
policies on a national level; this has
given rise to critical skills shortages,
insufficient capacity in health services, and poor health outcomes for
the populations (Mateen et al., 2018).
Viewed alongside the limitations of
basic public health surveillance systems, these problems severely constrain governments and multilateral
agencies in attempting to address
the unprecedented inequalities in
both short- and long-term cancer
care for vulnerable domestic populations and refugees (Ismail et al.,
2013).

The conflict ecosystem and
inequalities
Today’s refugee crisis brings the inequalities in cancer experienced by
refugees and the impact of conflict
on cancer care into sharp perspective. The cancer burden in transitioned middle-income countries is
already high because of years of
underinvestment in health services;
conflict serves only to increase the
inequalities experienced by both refugees and domestic populations of
host countries.
The fragile and nascent cancer
control programmes of countries in
North Africa and sub-Saharan Africa
mean that cancer care for domestic

populations is already limited. The
influx to these countries of refugees,
some of whom are seeking cancer
care, has already had an impact on
the availability of and accessibility
of cancer care in Rwanda and the
United Republic of Tanzania; of the
more than 420 000 refugees who
left Burundi during 2015–2017, 20%
went to Rwanda and 54% went to
the United Republic of Tanzania. The
conflicts in Chad, Libya, and Mali
and across the Sahel have also driven cancer patients into seeking care
in Tunisia and across the Mediterranean Sea. Although many families in
Libya have been able to pay out-ofpocket expenses for care, even basic treatment is unaffordable for most
refugees from the Sahel region. The
impact of Libyan refugees seeking
cancer care has been 2-fold: contributing to the decline of Libyan cancer
care by removing domestic remittances; and contributing to inequalities in outcomes for host-country
populations by displacing domestic,
publically insured patients in Tunisia.
The contribution to inequalities in
cancer from the movement of refugees has also been seen in SouthEast Asia (Chongsuvivatwong et al.,
2011). Inequality in outcomes and
high levels of catastrophic expenditure on cancer treatment have been
well documented. Countries such as
Bangladesh and Myanmar have particularly unequal and fragile cancer
care systems. However, during 2017
about 761 000 refugees were displaced from Myanmar to Bangladesh,
essentially from one low-income setting to another, reversing the incremental improvements in cancer care
(achieved from advances in treatment) and inadvertently increasing
inequalities in outcomes as wealthier patients left Bangladesh to seek
care in Northeast India. Ironically, this

is just more than 54% in these communities, compared with a regional
average of nearly 74% (Khatib et al.,
2017). Analysis by the United Nations
High Commissioner for Refugees revealed that refugees in formal camp
settings experience very poor cancer outcomes; even when the cancer
has been diagnosed, they receive
inadequate treatment, because the
refugee camp care system is geared
towards the treatment of communicable diseases (Spiegel et al., 2014).
The clinical and surgical expertise
within such a system is usually focused on trauma and benign disease
(Trelles et al., 2015). Without referral
or access to a country’s dedicated
cancer centre, access to curative or
palliative treatment is beyond many
refugees, especially those living in
the informal “sans papiers” sector.
Sexual inequality is also worsened
by conflict in most settings; women
experience significantly poorer cancer outcomes than men (Bigby and
Holmes, 2005; Mokdad et al., 2016).

Addressing inequalities
experienced by refugees or
those affected by conflicts
Conflict changes therapeutic and
social geographies through complex
paths that drive inequalities in cancer by affecting not only refugees
and IDPs but also the low-income
domestic populations of host countries; furthermore, the reduction in
the volume of the skilled workforce
of the conflict-affected country contributes to inequalities in cancer for

those choosing to stay (Dewachi et
al., 2014). Despite the recognition of
ageing refugee populations and the
rising number of transitioned countries affected by conflict, new frameworks for humanitarian medicine still
do not address cancer (Spiegel et al.,
2010). This is a fundamental gap and
needs to be tackled if progress is to
be made in addressing inequalities in
cancer within these unique ecosystems. Even strategies aimed at providing care for patients with NCDs
in emergencies are mostly silent on
the best models of care and pathways, never mind the wider political
economy of delivering cancer control
(Slama et al., 2017). However, many
host countries (e.g. Turkey) have
developed interventions that deliver
outcomes equal to those of the population of the host country (Kebudi et
al., 2016). The Turkish government
recently extended the coverage for
cancer patients by abolishing the
charges that had been applied to
non-resident populations only. The
common denominator among countries that have delivered such interventions is a prior history of and
commitment to universal health coverage (Atun et al., 2013). The impact
of absorbing refugees has exposed
short- and long-term vulnerabilities
in the health systems of host countries, but has also had the effect of
forcing policy-makers to reform their
health systems, particularly in light of
the assessment of national resources (Coutts et al., 2013; Kaafarani et
al., 2018).
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secondary migration then places a
strain on resources in an already constrained and deprived part of India,
enhancing cumulative inequalities
across the region.
Traditionally equitable health systems in Latin America, such as that
of Columbia, are coming under huge
strain from refugees escaping the
civil unrest and collapsing economy
in the Bolivarian Republic of Venezuela; about 68 000 refugees were
absorbed in 2017 alone. Similarly,
many refugees migrating across
Europe find themselves passing
through many of the more deprived
central and eastern European countries that already have relatively poor
cancer outcomes. In particular, the
high number of children (~20% of the
total refugee population; Carballo et
al., 2017) has placed a significant
burden on childhood cancer services
in many countries (ExPO-r-Net,
2018). Refugees seeking cancer
care contribute to complex patterns
of displacement of domestic cancer
patients, either through the volume
effect or by the rising costs of treatment because of increased demand.
Inequalities in access to care, outcomes, and financial burden are also
driven by conflict geography. The
trapping of refugees in seam zones
and enclaves, such as the Biddu enclave (a cluster of eight Palestinian
villages in the West Bank surrounded
by and cut off by Israeli settlements),
or the isolation of communities (e.g.
the Gaza Strip) as a result of conflict,
drives inequalities in cancer. For example, breast cancer 5-year survival
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